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Introduction

▪ According to the National Alliance for Caregiving (NAC), approximately 2.8 million 
Americans provide care to an adult family member or relative because of a primary 
diagnosis of cancer. 

▪ An estimated 10-60% of family caregivers experience negative psychological and 
physical sequelae including anxiety, depression, grief, and poor physical health 
problems. 

▪ Supportive care programs for family caregivers of patients with advanced cancer have 
been highlighted to alleviate caregivers’ physical and psychological health problems.

▪ This study is aimed to review the characteristics and effects of support interventions 
for family caregivers providing care at home for patients with advanced cancer.

Methods

▪ Search Strategies
✓ A comprehensive search was conducted using five databases: CINAHL, MEDLINE, 

PsycINFO, Web of Science, and the Cochrane Library, and through hand searching.
✓ The searches in each database were performed with a limit of publication date from 

2007 to 2018. 
✓ The search strategy followed the PICO model

(1) Population: Family caregivers providing care at home-based setting for patients 
with advanced cancer 

(2) Intervention: Programs for supporting family caregivers of advanced cancer  
patients

(3) Comparison: usual care
(4) Outcome: any family caregivers’ outcome (i.e., ‘Quality of Life’, ‘Psychological 

distress’, ‘Caregiving burden’, ‘Competence’, and ‘Self-efficacy’)

Results

Records identified 
through database 

searching
(Medline, n = 601; 

CINAHL, n = 346; Web of 
Science, n = 235; 
PsycInfo, n = 145; 

Cochrane library, n = 28)

Additional records 
identified through 

other sources
(n = 6)

Total studies searched 
(n = 1361)

Record Screened
(n=1125) 

Duplicate Removed
(n=236)

Record Screened
(n=74) 

Full-text articles assessed 
for eligibility

(n=25) 

Records Excluded 
(abstract)

(n=49)

Studies included in 
review

(n = 11 reported 
in n = 12 articles)*

Full-text articles excluded

(n = 13)

• Program evaluation (n=4)

• Different purpose from 

other studies (i.e., timing 

of care, target or method 

of care delivery (n=6)

• No caregivers’ outcomes 

(n=2)

• Secondary data analysis 

(n=1)
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Figure 1. Flow Diagram of Search. 
*Hudson et al. (2013) and Hudson et al. (2015) were pooled because reported different articles from the same study.

▪ The characteristics of the support programs were analyzed based on study features (i.e., sample, design, theoretical framework, outcome measures) and program
characteristics (i.e., setting, intervention provider, duration, follow-ups). The programs are categorized as psychosocial, educational, and both aspects. Most support
programs show consistently positive results of reducing psychological distress and caregiving burden, and improving quality of life, self-efficacy, and competence for
caregiving.

Conclusions

▪ Most studies showed positive effects of the interventions on caregiver-specific outcomes, yet direct comparisons of the effectiveness were limited. There is a lack of 
research aimed to support family caregivers’ physical health. 

▪ Regarding the strength of tailored interventions based on prior assessments, interventions should be more targeted for the specific needs of participants.
▪ Given caregivers’ needs to maintain their own wellbeing and positive effects of support for them, research examining long-term efficacy of interventions and 

measuring objective health outcomes with rigorous quality of studies is still needed for better outcomes for family caregivers of patients with advanced cancer.

Authors N
(Control/

Intervention)

Setting Research 
design

Outcome measures Follow-up Theoretical 
Basis

Intervention Description Intervention 
Provider

Duration Results

Psychosocial Support 

Leow et al. 
(2015)

Con: n=42

Int: n=38

Outpatient 

clinic

RCT Quality of life (CQOL-C)

Stress and depression (Depression Anxiety Stress Scales)

Self-efficacy in self-care (SESCS), 

Week 4, and week 

8 after intervention

Self-efficacy theory The CCP consisted of a one-hour face-to-face session, a video clip, two follow-up 

phone calls, and an invitation to an online social support group. The initial face-

to-face session was delivered within a week of obtaining baseline measures. 

During the session, the caregivers viewed 20-minute video and developed a care 

plan with the nurse researcher.

Nurse 6 weeks -QOL, social support satisfaction and number of supported 

people, closeness with the patient, self-efficacy in self-care, 

rewards of caregiving, and knowledge ↑ 

-Stress and depression ↓

McDonald et 
al. (2017)

Con: n=88
Int: n=94

Outpatient 

palliative 

clinic

Cluster 

randomized 

trial

QoL (SF-36v2 Health Survey, CQOL-C) Monthly for 4 

months

Not indicated The focus of intervention for caregivers was on providing social support, 

emotional care, and providing resource to assist with care of the patient. The 

nurse conducted follow-up phone calls a week after each visit; 24-hr telephone 

support was provided by palliative care physicians. 

Physicians and 

nurses

Not indicated -Satisfaction with care over 3 months ↑ (p=.007) and 4 

months ↑ (p=.02)

-CQOL-C, SF-36v2 Health Survey (-)

Educational Support 

Badr et al. 
(2015)

Con: 19 dyads

Int: 20 dyads

Home RCT Patient and caregiver psychological functioning (PROMIS) 

Caregiver burden (short from of the Zarit Burden Interview)

Competence (38-item questionnaire developed by Lorig et al.) 

8 weeks after 

intervention

Self-determination 

theory (SDT)

Dyadic Psychosocial Intervention -

The 6-session, standardized, tailored manuals for patients and caregivers were 

provided (self-care, stress and coping, symptom management, effective 

communication, problem solving, and maintaining and enhancing relationships) 

and 6 weekly 60-minute telephone counseling sessions 

A trained 

interventionist 

who had a 

master’s degree 

in mental health 

counseling

6 weeks - Depression, anxiety, and caregiver burden ↓ (p<0.001)  

-Patient and caregiver competence and relatedness and for 

caregiver autonomous motivation for providing care ↑ 

(d≥1.2)

Dionne-
Odom et al.
(2015)

Con (delayed 
palliative care 
group): n = 61
Int (early 
palliative care 
group): n = 61

Home RCT QOL (CG QOL Scale-Cancer)
Depression (Center for Epidemiologic Study-Depression, CESD) 
Caregiving burden (Montgomery-Borgatta CG Burden, MBCB)

Every 6 weeks until 

week 24 and then 

every 3 months 

thereafter until the 

patient’s death or 

study completion 

Not indicated One-on-one telephone sessions. Sessions addressed taking on the caregiver 

role, definition of palliative and supportive care, problem-solving, caregiver self-

care, effective partnering in patient symptom assessment and management, 

building of a support them, decision making and support, and advance care 

planning

An advanced-

practice palliative 

care nurse

3 weeks - Depression ↓ at 3 months (d = -.32, p = .02) in early group
- Depression ↓ (d = -.39, p = .02) and stress burden ↓ (d = -
.44, p = .01) in decedents’ caregiver of early group)

DuBenske et 
al. (2014)

Con 
(Internet):n=
117
Int (CHESS*):
n=121

Home RCT Disruptiveness (CQOL-C Disruptiveness Subscale)

Burden (CQOL-C Burden Subscale)

Negative Mood (Subscale of SV-POMS)

Every 2 months Not indicated In addition to standard care, received a laptop computer and Internet access 

and access to the CHESS lung cancer website. support with peers, experts, and 

users’ social networks

E-health system

+clinician team 

2 years or 13 

months after 

patient death

-Burden ↓ (p=.021, d=.39), 

-Negative mood ↓ (p=.006, d=.44)

-Disruptiveness (-)

Holm et al. 
(2016)

Con: n= 122

Int: n= 148

Palliative 

care home 

care setting

RCT Competence (Caregiver Competence Scale) 

Burden (Caregiver Burden Scale)

Anxiety and depression (HADS)

Upon completion 

of the intervention, 

and 2months 

afterwards

Theoretical 

framework of 

relatives’ 

involvement in 

palliative care 

-Group format

at each of the palliative home care settings once a week

-Topics included palliative diagnoses and symptom relief, daily are and nutrition 

problems, and support and existential issues

Health care 

professionals

3 weeks -Preparedness for caregiving ↑ (short and long-term); 

competence ↑ (short term)

-Rewards for caregiving, caregiver burden, health, anxiety, or 

depression (-)

Psycho-educational Support 

Hudson et al. 
(2009)

N=156 Home-based 

palliative 

care service 

centers

Quasi-

experimental 

study 

Competence (Carer Competence Scale) Commencement of 
the education 
program, 
immediately 
following the 
education, and 2 
weeks flowing the 
final session. 

Transactional 

model of stress and 

coping

Carer Group Education Program (CGEP) was based on the intervention, focusing 
the typical role of caregivers in the palliative care context, strategies for self-
care and for their relative/friend, and strategies for caring for a person when 
death is approaching and bereavement supports

Healthcare 

professionals 

(social workers or 

nurses)

3 weeks -Competence ↑ (Time 1 to Time 2) and maintained 
throughout the follow up (η2 = .14 p < .01)

Hudson et al. 
(2013; 2015)

Con: 148
Int 1 (one visit 
and three 
phone calls): 57
Int 2 (two visits 
and two phone 
calls): 93

Home RCT Psychological distress (GHQ)

Caregiver competence (Caregiver competence scale, CCS)

-Time 1 (baseline): 

within 2 weeks of 

referral to 

palliative care

-Time 2: 1 week 

post-intervention 

-Time 3: 8 weeks 

post-patient death

Transactional 

model of stress and 

coping

Each caregiver was allocated a Family Caregiver Support Nurse (FCSN) who 

assisted the local palliative care service to assess caregiver needs, establish a 

care plan and provide additional caregiver support.

Step1: preparing caregivers for the intervention

Step2: assessing caregiver needs and preparing a care plan

Step3: reassessing needs and evaluating the care plan 

Nurse 4 weeks -Psychological well-being (-)

-Unmet needs ↓ 

-Preparedness and competence ↑ (Intervention 2)

-Less worsening in distress between times 1 and 3 in the one 

visiting intervention group than in the control group (0.28; 

t(150)=2.97, p=.003)

Northouse et 
al. (2013)

Con: 
n= 163
Extensive Int: 
n= 162
Brief Int:

n= 159

Home RCT Risk of developing emotional distress (77-item RFD)

Self-efficacy (Lewis Cancer Self-efficacy Scale)

QoL (FACT-G)

3 months, 6 

months

Stress-Coping 

theory 

FOCUS program (Family involvement, Optimistic attitude, Coping effectiveness, 

Uncertainty reduction, and Symptom management)

Brief FOCUS: three contacts (two 90-min home visits and one 30-min phone 

session)

Extensive FOCUS: six contacts (four 90-min home visits and two 30-min phone 

sessions)

Nurse 10 weeks -Dyads’ coping (p<0.05), self-efficacy (p<0.05), and social QoL 

(p<0.01) and in caregivers’ emotional QoL (p<0.05) 

-Most effects were found at 3 months only.

Sun et al. 
(2015)

Con: n= 163
Int: n=203

Hospital Quasi-

experimental 

study

FCG QOL (COH-QOL-FCG)

Caregiver burden (MCBS)

FCG's psychological distress (Distress Thermometer)

12 weeks after 

intervention

Combined adult 

teaching principles 

(NCCN guidelines, 

IOM report, NCP 

guidelines, and the 

self- care concept

-Comprehensive baseline QoL assessment

- Present interdisciplinary care meeting with recommendations on symptom 

management and supportive-care referrals and available community resources

- 4 Educational sessions with content categorized by the 4 QoL domains

Interdisciplinary 

team

Not indicated -Social well-being ↑ (5.85 vs 6.86; p<.001)

-Psychological distress ↓ (4.61 vs 4.20, p=.010), 

-Caregiver burden ↓ (p=.008) 

Walsh et al. 
(2007)

Con: n=134

Int: n=137

Home RCT Psychological distress (GHQ-28)

Carer Strain (Carer Strain Index)

QoL (CQOL-C)

4 weeks, 9 weeks, 

and 12 weeks

Not indicated A comprehensive assessment of domains of need was made; past, present, and 

future issues were discussed and advice, information and emotional support 

provided. The intervention was kept to giving advice and support rather than 

taking action on behalf of caregivers. Sometimes a telephone call took the place 

of a visit.

Two part-time 

caregiver advisors 

with experience 

in community 

nursing and social 

work

6 weeks - Scores of the GHQ-28 fell below the threshold of 5/6 in a 

third of participants in each trial arm at any follow-up point. 

- No difference was observed in caregiver strain, QoL

Contact: sa4ve@virginia.edu

Records Excluded (title)
(n=1051)


