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Abstract

Background: Assessment of caregiver needs is a recommended standard of care in pediatric
oncology. Caregivers of pediatric brain tumor survivors (PBTS) are a subgroup that may be at
highest psychosocial risk. This study examined psychosocial functioning of caregivers of PBTS
in comparison to caregivers of youth without cancer history. We hypothesized that caregivers
of PBTS would exhibit more psychological symptoms, higher caregiver burden, and lower
perceptions of social support than caregivers of comparison youth.

Procedure: As part of a five-site study, we utilized a matched-sample design to evaluate
psychosocial functioning of 301 caregivers of 189 PBTS (ages 8-15) who were 1-5 years post-
treatment, and 286 caregivers of 187 comparison youth matched for sex, race, and age. Caregivers
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completed measures of psychological symptoms, caregiver burden, and perceptions of social
support. Repeated measures mixed models compared outcomes between groups and examined
differences based on caregiver sex. Socioeconomic status (SES) was examined as a moderator of
significant main effects.

Results: Caregivers of PBTS reported similar levels of psychological symptoms to caregivers
of comparison youth. Mothers of PBTS mothers reported higher caregiver burden and lower
perceptions of social support than mothers of comparison youth. Low SES exacerbated group
differences in caregiver burden.

Conclusions: Mothers of PBTS may have more caregiving responsibilities and perceive less
social support, but reported similar levels of psychological symptoms to comparison mothers;
fathers of PBTS were similar to comparison fathers. The mechanisms involved in this complex
psychosocial dynamic require further investigation.
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Introduction

Pediatric cancer is a randomly occurring stressful life event that impacts the entire family,
with possible psychosocial effects that last into survivorship.: From a behavioral science
perspective, all caregivers appraise their child’s cancer as stressful; some struggle to adapt,
whereas others cope effectively.? Thus, current standards of psychosocial care in pediatric
oncology call for ongoing assessment of caregiver psychosocial functioning, with access
to appropriate support and interventions as needed.13-# Advances in treatment have led to
an increasing number of children and adolescents who are surviving cancer of all types,
including brain tumors.> However, pediatric brain tumor survivors (PBTS) are at high risk
for significant medical and psychosocial late effects, with fewer psychosocial supports
available during survivorship than during treatment.5.” The Disability-Stress-Coping model
considers the impact of chronic illness in a socio-ecological and family context.® From this
perspective, the stress of childhood illness along with high levels of caregiver burden and
low levels of social support may put caregivers of PBTS at risk for psychological symptoms.

Caregivers of children with cancer evidence increased psychological symptoms (e.g.,
symptoms of anxiety, depression, and post-traumatic stress disorder) during the first
months of treatment.1.9-11 Yet caregiver psychological symptoms beyond the first year

of treatment are less consistent, with some studies evidencing ongoing heightened
symptoms312-14: others demonstrating improved adjustment’1 and return to baseline
psychological functioning®®; and still others reporting improvements from baseline
psychological functioning (e.g., post-traumatic growth1’-18). This lack of concordance has
likely been impacted by a variety of methodological issues, including sample heterogeneity
(i.e., pooling caregivers of youth of varying ages, diagnoses, prognoses, treatment regimens,
stages of treatment), and variations in measurement. However, it also possible that
differences in findings accurately reflect variability in stress and caregiving demands, as
well as available support.8 Without a comparison group,4 it is impossible to know if the
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psychological functioning of caregivers of youth with cancer differs substantially from
caregivers of youth without cancer history. Since parenting can be universally challenging,
there is a need for more robust research designs with widely used measures and sound
comparison groups.

PBTS represent a unique group of cancer survivors who are not often differentiated

from youth surviving other types of cancer in studies of caregiver psychosocial
functioning,14.1518.19 regylting in critical gap in understanding the PBTS caregiver
experience. Caring for PBTS involves numerous demands that may differ from caring for
survivors of other cancer types in terms of more neurotoxic treatments, differing prognoses,
and increased risk for late effects.:” The Disability-Stress-Coping model and qualitative
studies suggest that more burden and less social support leads to gaps in caregivers’

ability to meet their own needs during survivorship.8:20:21 Unfortunately, no previous work
compared the psychosocial functioning of caregivers of PBTS to that of caregivers of youth
without a cancer history using quantitative measures, so it is unclear whether caregivers of
PBTS experience more challenges with burden and social support than caregivers of youth
in general, or if caregiver burden and low support lead to more psychological symptoms.

In addition to the potentially unique experience of caring for PBTS, individual factors
may impact caregiver psychosocial functioning, including parent gender and family
socioeconomic status (SES). Across the illness trajectory, mothers of youth with cancer
evidence worse psychosocial outcomes than fathers.10:2223 This may be attributable to
mothers often taking on the primary caregiver role and perceptions of inadequate social
support.13 Additionally, SES has been associated with worse caregiver psychosocial
outcomes, with effects lasting into survivorship.1:24,

Drawing from the Disability-Stress-Coping model,8 this study examined psychosocial
outcomes among mothers and fathers of PBTS compared to a sample of caregivers of
matched comparison youth, with the primary outcome being psychological symptoms, and
secondary outcomes being caregiver burden and perceptions of social support. Viewing
pediatric cancer as a randomly occurring stressful life event,? a classmate comparison
sample allowed us to examine whether psychological functioning of caregivers of PBTS
differs significantly from that of caregivers from similar sociodemographic backgrounds,
but without the additional demands of caring for PBTS. We hypothesized that caregivers
of PBTS would report worse psychosocial functioning than caregivers of comparison youth
across primary (psychological symptoms) and secondary outcomes (caregiver burden and
perceptions of social support). We further examined differences in outcomes based on
caregiver sex (i.e., comparing mothers to fathers), and SES was examined as moderator of
significant main effects.

Data for this paper were part of a larger study examining psychosocial late effects of brain
tumors on youth and their families. The initial study involved a school-based assessment
in the classrooms of PBTS followed by a home-based assessment with PBTS and matched
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comparison peers, as well as their caregivers.?® This study presents data regarding caregiver
functioning from the home-based assessment.

Participants and Procedure

Measures

Following institutional ethics board approval, PBTS were identified from tumor registries
at five pediatric cancer centers in the United States and Canada. Inclusion criteria were:

a) current age 8-15 years, b) history of treatment for a primary intracranial tumor, and

c) 1-5 years off treatment without disease progression. PBTS were excluded if they or
their caregivers were not fluent in English; had a pre-existing neurobehavioral disorder
(e.g., neurofibromatosis or tuberous sclerosis); or were receiving full-time special education.
Caregivers of PBTS who met criteria were contacted to obtain permission to contact with
schools.25 Following completion of classroom data collection, caregivers of PBTS were
recruited to participate in a home visit and complete 1:1 assessments. Caregivers provided
written informed consent and completed parent-reported measures. If a parent in a two-
caregiver home declined to participate, their demographic information was obtained from
the participating caregiver.

Comparison group.—Classmates who returned consent forms were eligible for
participation. The participating classmate of the same sex, race, and closest in birthdate

to each PBTS was identified as a possible comparison child. Caregivers of each comparison
child candidate were contacted and invited to participate in home-based assessments
identical to the PBTS group. If the first-choice comparison family declined, the next most
closely matched classmate was contacted. All comparison families were screened to ensure
the absence of any child with a chronic health condition. Families provided written consent
and were compensated for their time.

Demographic Characteristics.—Caregivers provided information about socio-
demographic characteristics, including age, occupation, and highest level of education
completed, and the number of children in the home. Race and ethnicity were self-reported
by caregivers using US Census categories, consistent with the National Institutes of Health
Inclusion of Women, Minorities, and Children policy. SES was measured using the Revised
Duncan Scale scores of occupational prestige.2® Age at diagnosis and dates of treatment
were abstracted from the medical record for PBTS.

Psychological symptoms.—Caregiver psychological symptoms were assessed using the
Brief Symptom Inventory (BSI),2” a 53-item questionnaire that assesses the presence and
severity of psychological symptoms over the past seven days, rated on a 4-point scale. This
measure Yyields subscales for nine dimensions of psychological distress (e.g., depression,
anxiety) and three global indices of functioning (i.e., Global Severity Index (GSl), Positive
Symptom Distress, and Positive Symptom Total). GSI raw scores were utilized for study
analyses, and normative T-scores were used descriptively. For the GSI, T-scores above 63 are
considered clinically elevated.26 Studies indicate good reliability and validity,28 and the GSI
demonstrated excellent internal consistency in this sample (a = .96 - .97).
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Caregiver burden.—Caregiver burden was assessed using the Impact on Family Scale,
Version G (IOF-G).2%:30 This 27-item instrument assesses the impact of caring for children
on caregivers, rated on a 4-point scale. Items on this measure are applicable to caregivers of
children with and without medical conditions (e.g., “children cause financial problems for
the family,” “it is hard to find a reliable person to take care of my child.”). The measure
assesses five dimensions of burden (financial impact, disruption of planning, caretaker
burden, familial burden, coping) which are summed to create a total impact score. Higher
scores indicate greater caregiver burden. Validation studies indicate good reliability and
validity,30 and the measure demonstrated good internal consistency in this sample (a =.81 -
.92).

Social support.—Caregiver perceptions of social support were assessed using the Medical
Outcomes Study Social Support Survey (MOS-SSS).31:32 This 19-item measure assesses
caregivers’ perception of and satisfaction with existing social supports. The measure
assesses four dimensions of social support (emotional/informational, tangible, affectionate,
and positive social interaction) which are summed to create a total score. Higher scores
indicate greater satisfaction with social support. Acceptable reliability and validity have been
reported,3! and the measure demonstrated good internal consistency in this sample (a = .88 -
.91).

Descriptive statistics were computed for variables of interest. Outcomes for caregivers

of PBTS and comparison youth were examined using a repeated measures mixed model
(SAS Proc Mixed) with an unstructured covariance matrix. Models were run separately for
male and female caregivers, each compared to respective caregivers of comparison youth.
Adjustments for multiple comparisons were made using the Holm’s step-down procedure
(SAS Proc MultTest) for the pre-specified primary and secondary outcomes. Following
significant tests for global outcomes, we conducted post-hoc analyses to explore which
subscales contribute to the difference, using the same procedure described above. Effect
sizes were estimated using the sex-specific standard deviation. Exploratory mixed models
were run to examine differences in study outcomes based on caregiver sex (e.g., comparing
PBTS mothers to PBTS fathers). Moderation analyses were conducted to examine the
impact of SES (high vs. low based on median split) on the significance of main effects.
Finally, Pearson correlations were conducted to examine relations between primary and
secondary outcomes.

Demographic and Background Information

Caregivers of 218 PBTS with completed study classroom visits were eligible for the study,
and 301 caregivers of 188 PBTS (86%) agreed to complete parent-reported measures. The
final sample included 182 female and 119 male caregivers constituting 100% and 82% of
those living in the child’s primary home. A comparison family was recruited from 185 the
classrooms of PBTS (85%) with 286 caregivers completing self-report measures, including
185 (99%) and 101 male (73%) caregivers. Demographic variables were not significantly
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different between caregivers of PBTS and comparison youth, except for ethnicity (Table 1).
More caregivers of PBTS identified as Hispanic relative to caregivers of comparison youth.
Family demographic variables were not significantly different between families with one
versus two participating caregivers. Among PBTS, average age at brain tumor diagnosis was
7.39 years (SD = 3.06), and age at last treatment was 8.26 years (SD = 2.72). The average
time from diagnosis to recruitment was 3.78 years (SD = 1.97), and age at recruitment was
11.29 years (SD = 2.33).

Caregiver Psychosocial Functioning

Psychological Symptoms.—No significant differences in the level of total
psychological symptoms based were found for mothers or fathers of PBTS relative to
caregivers of comparison youth (Table 2). Approximately 14% of mothers of PBTS and 11%
of mothers of comparison youth endorsed clinically elevated psychological symptoms; 17%
of fathers of PBTS and 18% of fathers of comparison youth endorsed clinically elevated
psychological symptoms. Chi-square analyses indicated no significant group differences in
the proportion of caregivers with elevated psychological symptoms (Xz(l) = .52, p= 47).
While GSI scores were not significantly different, exploratory analyses of depression and
anxiety were conducted. No significant differences emerged for mothers or fathers of PBTS
relative to caregivers of comparison youth (&< 0.10).

Caregiver Burden.—A significant main effect for group status (PBTS vs. comparison)
was found for mothers only, with a medium-to-large effect size (Table 2). Mothers of PBTS
reported higher global levels of burden than mothers of comparison youth. Subscales of

the 10OF-G were examined for mothers to explore various dimensions of caregiver burden
that contributed to global burden. Results demonstrated a significant main effect of group
status on all subscales, such that mothers of PBTS reported higher levels of financial impact,
disruption of planning, caretaker burden, familial burden, and significantly lower levels of
coping than mothers of comparison youth. No significant differences in caregiver burden
emerged between fathers of PBTS and fathers of comparison youth (Table 2).

Perceptions of Social Support.—A significant main effect for group status (PBTS

vs. comparison) was found for mothers only. Mothers of PBTS reported significantly

lower perceptions of global social support than mothers of comparison youth. Subscales

of the MOS-SSS were examined for mothers to explore various dimensions of perceived
social support that may have contributed to global perceptions of social support. Results
demonstrated a significant main effect of group status on all social support subscales;
mothers of PBTS reported significantly lower perceived emotional/informational support,
tangible support, affectionate support, positive support, and satisfaction with support relative
to mothers of comparison youth. No significant differences in perceptions of social support
emerged between fathers of PBTS and fathers of comparison youth (Table 2).

Within-Group Characteristics Impacting Outcomes

Exploratory mixed model analyses were conducted to examine whether there were
significant differences in secondary outcomes between mothers and fathers within the
same group (i.e., comparing mothers of PBTS with fathers of PBTS). Results revealed no
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significant differences in caregiver burden (p = .88) or perceptions of social support (o=
.60) between mothers and fathers of PBTS. Mixed models were further utilized to examine
whether caregiver SES moderated PBTS-comparison group differences in caregiver burden
and perceptions of social support. There was a significant moderating effect of SES on group
differences in caregiver burden (A4, 200) = 8.07, p< .001; Figure 1). Specifically, mothers
of PBTS reported significantly higher caregiver burden than mothers of comparison youth in
both high (p< .01) and low SES groups (p < .01). Fathers of PBTS reported significantly
higher levels of caregiver burden than fathers of comparison youth in the low SES group
only (p<.01). Among fathers in the high SES group, there were no significant differences
in caregiver burden between the PBTS and comparison groups (p = .69). There was no
significant moderating effect of SES on caregiver perceptions of social support (o= .56).

Associations between Primary and Secondary Outcomes

We examined associations between primary and secondary outcomes among caregivers of
PBTS only. Small positive correlations were found between caregiver symptoms and level
of burden (r=".12), and negative correlations were found between psychological symptoms
and social support (r=-.31). Finally, caregiver burden was negatively correlated with
perceptions of social support (r=-.18). All associations were statistically significant (o>
.05) and accounted for small amounts of variance.

Discussion

Assessment and treatment of caregiver needs is a recommended standard of care in pediatric
oncology.1 Despite long-term challenges documented for PBTS, no studies have examined
psychosocial late effects of caregivers of PBTS relative to caregivers of youth without
cancer history. Additionally, caregivers of PBTS are rarely differentiated from caregivers

of children surviving other types of cancer, even though PBTS may have more complex

and challenging late effects. Identifying psychosocial needs of caregivers of PBTS has the
potential to improve screening and access to evidence-based interventions, as well as inform
the field about the long-term psychosocial effects of caring for a child with a brain tumor.

Contrary to hypotheses based on the Disability-Stress-Coping model,® this study found

no significant differences in psychological symptoms for caregivers of PBTS relative to
caregivers of comparison youth. Despite the additional challenges of managing late effects
for PBTS, the results from this study suggest that, as a group, caregivers of PBTS are at

no higher risk for psychological symptoms than the general population. Notably, caregivers
of PBTS with the highest levels of perceived burden and lowest perceived support reported
the most elevated psychological symptoms. While this is line with the Disability-Stress-
Coping model 8 these associations explained a small portion of the variance in psychological
symptoms, suggesting that other factors influence psychological symptoms for caregivers of
PBTS.

Elevations in secondary outcomes among caregivers of PBTS suggest ongoing caregiving
challenges, particularly for mothers and fathers with low SES, in addition to gaps in social
supports. Relative to caregivers of youth without cancer history, mothers of PBTS may have
more demands for caregiving due to late effects commonly experienced by PBTS, including
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neurocognitive sequelae and challenges with social functioning.”-2:33:34 Indeed, there are
numerous facets of caregiving required to manage the needs of PBTS,3® and addressing
these needs can present a significant strain on caregivers.3® Although the Disability-Stress-
Coping model® hypothesizes that higher caregiver burden and perceptions of lower social
support would put caregivers of PBTS at risk for elevated psychological symptoms,37 the
magnitude of these associations in our sample were modest. It is likely that other protective
factors, such as stress processing (e.g., appraisal, coping skills), play a role in this dynamic.
Indeed, teaching coping skills to caregivers of youth with recently diagnosed cancer can
alleviate psychological symptoms of distress.38:39 Future, longitudinal work is needed to
better understand protective factors over time and whether coping skills learned during
treatment continue to promote adaptive psychological functioning during survivorship.

Our findings add to a growing body of literature suggesting that most caregivers of children
with cancer are resilient when faced with the challenge of their child’s illness.1”:19 . This
notion coincides with longitudinal studies of caregiver distress, which suggests that most
caregivers adjust to the stressor of pediatric cancer treatment within the first year and
continue to do well over time.%15 A subset of caregivers who struggle to adjust initially
may be at highest risk for long-term elevations in psychological symptoms.1522 A deeper
understanding of individual as well as familial differences in effective coping and support
strategies may improve intervention for these caregivers.4? Families of PBTS could provide
a rich sample for this work given evidence of adaptive psychological functioning in

the context of complex and ongoing caregiving demands. In addition to understanding
individual processes, a next step could be to examine longitudinal risk and resilience within
the family system (e.g., between caregiving dyads) to evaluate interdependence between
family members and consider ways that family dynamics may contribute to psychological
outcomes, 4041

Caring for PBTS may be especially challenging for families with limited resources. We
found that low SES exacerbated differences in caregiving burden between caregivers of
PBTS and comparison youth (Figure 1). These findings fit the Disability-Stress-Coping
model® and corroborate evidence documenting increased burden among families who are
faced with co-occurring sociodemographic stressors alongside caring for a child with
cancer,24:36.42 although to date, most attention has been given to mothers of youth on active
treatment. However, results from our study suggest that the impact of low SES may extend
into survivorship for both mothers and fathers of PBTS. While these factors did not result in
impaired psychological functioning among caregivers of PBTS, they may have contributed
to diminished quality of life. In samples of caregivers of PBTS at the end of tumor-directed
therapy, higher levels of caregiver strain were associated with low caregiver quality of life.3
Moreover, increased challenges with family management,*3 or incorporating management
of medical conditions into daily life, have been associated with lower quality of life among
caregivers of adolescent and young adult PBTS.3°

While caregivers in our sample did not report high levels of psychological symptoms,

it is important to note that the long-term impact of high burden and perceptions of low
social support is not currently known. Clinical providers are encouraged to conduct family-
centered assessments that go beyond the evaluation of caregiver distress. Our results suggest
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that caregivers may report few psychological symptoms, and yet mothers may still endorse
high caregiving burden and desire greater social support. Providers are encouraged to listen
to caregivers’ concerns, ask questions to identify areas of burden, and consider ways to
connect families to resources that can support needs outside of the clinic setting, as most
PBTS have only yearly or semi-yearly follow-up in survivorship clinics.

Several limitations of the current work should also be noted. The cross-sectional nature of
the study precludes the identification of causal factors that may be linked to outcomes.

Our relatively small cohort of fathers limited our ability to confirm significant sex
differences. Indeed, fathers are generally underrepresented in pediatric research,* which
may contribute to limited understanding of sex differences in caregiver psychosocial needs.
Future, longitudinal work with families is essential to gaining a better understanding of the
processes underlying the resilience of caregivers of PBTS. Future research with more diverse
families, incorporating other important facets of the Disability-Stress-Coping model 8 is also
important for testing more robust, complex associations among factors that may inform
evidence-based interventions.

This study used a rigorous, matched-comparison design to examine psychosocial
functioning of caregivers of PBTS in comparison to caregivers of youth without cancer
history. Caregivers of PBTS demonstrated considerable resilience, evidencing psychological
functioning within the normal range despite elevations in maternal caregiver burden and
perceptions of low social support. Based on these findings, we recommend that future
research longitudinally examine factors that promote resilience in the context of high
caregiving needs, particularly processes of appraisal and coping, as well as the interrelated
functioning of the family unit, in the context of a child’s cancer diagnosis, treatment,

and survivorship. Clinicians should continue to screen families for distress, but also
consider evaluating other aspects of family functioning, including caregiver burden, social
support, and other socio-ecological resources, to ensure comprehensive supportive care in
survivorship.
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Abbreviation

PBTS Pediatric brain tumor survivors
SES Socioeconomic status

BSI Brief Symptom Inventory

GSI Global Symptom Index
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FIGURE 1.
Moderation. Pediatric Brain Tumor Survivors (PBTS) — Comparison Group differences in

Caregiving Burden, as a Function of Socioeconomic Status (SES)
Note. Impact on Family Scale, Version G (IOF-G)
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Demographic Characteristics of Caregivers of Pediatric Brain Tumor Survivors (PBTS) and Caregivers of
Classroom Comparison Peers

Characteristic PBTS Caregivers Comparison Caregivers p value
(N=301) (N=286)

Father agea 41.78 £ 6.36 42.84 £6.52 19
Mother age 40.33£6.24 41.04 £ 6.08 .30
Father education 14.29 + 2.64 14.58 £ 2.57 .35
Mother education 14.26 £ 2.17 14.63 £2.23 A1
Father occupationb 53.58 + 20.57 55.81 + 20.40 .35
Mother occupationb 40.41 £ 22.23 43.66 + 23.62 17
% Married/partnered 86% 89% .10
Race 21

% White 89% 91%

% Black 4% 6%

% Asian 2% 2%

% Other Race 5% 0%
Ethnicity or¥

% Non-Hispanic 95% 98%

% Hispanic 5% 2%
Number of children living at home  2.44 +1.01 2.49+1.04 .52
Age of target child 11.29 +2.32 11.26 +2.29 .90

*
p<.05

Note. Plus minus values are means + standard deviation.

aThe number of fathers in the sample (7= 101-119) is lower than the number of mothers (/7= 182-185) because many of the families were single

parent households.

b, . . .
Revised Duncan scores of occupational prestlge.24
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Psychosocial Functioning among Caregivers of Pediatric Brain Tumor Survivors (PBTS) and Caregivers of

Classroom Comparison Peers

Measure PBTS Comparison  Holm’s Effect
Caregivers  Caregivers Adjusted  Size
p value
Brief Symptom Inventory
Fathers
Global Severity Indexf 52.20 + 1.00 504+1.2 1.00 0.11
Positive Symptom Total 12.65+0.97 11.42+1.06
Positive Symptom Distress 1.28 £0.05 1.14 + .05
Mothers
Global Severity Indexf 51.00 +0.80 49.8+0.8 1.00 0.05
Positive Symptom Total 14.37+0.77 13.60+0.82
Positive Symptom Distress 1.32+£0.03 1.21+0.04
Impact on Family Scale — Version G
Fathers — Total 21.88+155 17.48+1.92 .23 0.23
Financial impact 3.80+0.24 290+0.31
Disruption of planning 7.90 + 0.54 6.27 £ 0.71
Caretaker burden 4.69 + 0.36 3.78+0.46
Familial burden 5.49 +0.49 4.56 £ 0.55
Coping 7.04+0.16 7.32+0.20
Mothers — Total 27.95+0.51 23.86+0.41 <01 0.65
Financial impact 460+0.10 3.80+0.08 <01 0.65
Disruption of planning 892+019 854017 <01 0.57
Caretaker burden 6.08 +0.14 521+0.10 <01 0.53
Familial burden 736+016 632013  .** 054
Coping 702£015  7.73x016 gt -0.34
MOS Social Support Survey
Fathers — Total 371.8+8.81 389.4+8.29 .60 -0.19
Emotional/informational support  68.87 £2.24  71.77 +2.06
Tangible support 7433+£2.00 77.94+1.89
Affectionate support 80.48+1.99 8491+1.85
Positive support 7446223 76.50+2.10
Satisfaction with support 7411+218 7823218
Mothers — Total 377.4+7.62 407.6+6.93 04 -0.31
Emotional/informational support  74.39+1.64 79.35+ 151 04%* -.23
Tangible support 68.45+2.01 7497189 04%* -0.25
Affectionate support 82.36 £1.83 88.90+1.33 03* -0.30
Positive support 74.84+1.78 82.81+159 02% -0.31
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Measure PBTS Comparison  Holm’s Effect

Caregivers  Caregivers Adjusted  Size
p value
Satisfaction with support 75.77+1.81 81.75%1.69 04%* -0.25
*k
p<.01
p<.05

fNormative T-scores reported in table. Analyses were run with Raw Scores.

Note. Plus minus values are means * standard error.
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