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Abstract:

Background:

Becoming a family caregiver for a patient with cancer implies the adoption of a new role that can affect multiple aspects of the person's life. Little
is known about the relationships between the adoption of the role and the quality of life of these family caregivers.

Aim:

To describe the level of adoption of the role of Colombian family caregivers of cancer patients in active treatment and their quality of life, and to
examine the relationship of the adoption of the role and other variables related to care in the quality of life.

Methods:

A descriptive-correlational study was conducted with 100 family caregivers of cancer patients. The scales of sociodemographic characteristics,
Adopting the Caregiver Role and Quality of Life Family Version were used.

Results:
Findings indicate that educational level, religious commitment, gender of the caregiver, patient's age and one of the dimensions of the Adopting the

Caregiver Role scale are predictors of the quality of life of caregivers. In summary, the adoption of the role of the caregiver is a predictor of the
quality of life of caregivers.

Conclusion:

Becoming a caregiver requires support from nurses. Strategies to favor the recognition of this new role and make sense of this experience are
important in caring for the caregiver. Likewise, it is important to pay attention to the demographic and profile characteristics that can also affect the

quality of life.
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1. INTRODUCTION

Cancer is a chronic disease that has been increasing over
the years and has begun to be recognized as a public health
problem throughout the world [1]. According to WHO data of
2020, 19.3 million people worldwide had cancer, of which 10
million died, becoming the second cause of death worldwide.
The Pan American Health Organization (PAHO) reports that
by 2030, the number of people newly diagnosed with cancer
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will increase by 32% and will increase to more than 5 million
people per year in Latin American countries. Increased cancer
rates result from population aging, lifestyles and continuous
exposure to risk factors (Perfiles de Pais Sobre Cancer, 2020).
For Colombia, GLOBOCAN reported a prevalence of 293,524
cases in 2020, with an incidence of 113,221 cases and mortality
of 54,987 cases (Colombia Source: Globocan 2020, 2020) [2,
3]

Chronic diseases such as cancer represent greater health
challenges as they have high rates of appearance in developing
countries such as Colombia. The precariousness of the health
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system to provide services, in which the possibility to have
support, active monitoring and timely treatment access is more
of an opportunity than a right [4]. A recent report by the Lancet
Commission shows that the delivery of health services in
cancer and the prescription of drugs for treatment represent a
reason for inequality and a failure in the health system. As well
it represents the best way to talk about factors in cancer that
increase inequality or inequitable treatment and injustice that
remains in developing countries (Knaul et al., 2018).
Consequently, having cancer and living in a developing
country entails not only the adaptation to new conditions
surrounding the disease, but also receiving little support from
the healthcare system.

The experience of illness does not involve only the patient
suffering from cancer but also his family caregiver and
relatives [5, 6]. In this sense, the family caregiver assumes the
role of supporting the patient in direct care, accompaniment
during treatment administration, management of emotions,
decision-making [7] in all disease phases, beginning with the
diagnostic phase, and the establishment of treatment and
subsequent survival. In role theory, all new roles require the
acquisition of skills and can result in changes to other roles and
life goals of the caregiver [8]. It has been documented that the
adoption of this new role, without adequate support, can lead to
a decrease in the caregiver's quality of life and consequently in
the cancer patient [6].

The family caregivers must seek to maintain adequate
living conditions and stability in physical, psychological, social
and spiritual aspects in accordance with established habits
while assuming this new role [6]. The adequate adoption of the
role can contribute significantly to the process of personal
growth and transformation, since in this experience can be
found the opportunity to strengthen interpersonal relationships
and feel that life has a new purpose [7]. Despite this, the family
caregiver is invisible in many cases for health professionals,
especially during diagnosis and active treatment (Ubeda
Inmaculada, 2009). This lack of care and support during the
adoption of the caregiver role can affect some of the
dimensions of quality of life, such as physical, in which high
levels of exhaustion [9, 10], headaches, back pain, lack of sleep
and self-care have been evidenced. Consequently this impact
leads to a caregiver burden (Ubeda Inmaculada, 2009). In the
psychological dimension, anger, loneliness, uncertainty and
stress are common [11].

In this sense, Afaf Meleis mentions that the adoption of a
new role is a situational transition that implies changes in
relationships with others, personal expectations and abilities
(Meleis, 2010). When the transition is not developed
adequately, an insufficiency of the role is experienced which
refers to a failure of any of the processes that imply an
adoption of the role, which hinders a healthy transition (Meleis,
2010). For healthcare professionals, understanding the level of
adoption of the role of caregivers is essential since it serves as
a basis for generating strategies that support the transition
conditions and facilitate the process, consequently improving
the caregiver’s quality of life (Meleis, 2010).

Currently, studies have addressed the physical and
emotional symptoms of caregivers of cancer patients under
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active treatment and their relationship with burden [10, 11], as
well as the impact of demographic and care variables on the
caregiver's quality of life [1, 7, 12, 13], and the relationship of
quality of life with variables such as depression, anxiety and
burden [14]. However, to date, no studies have been found
evaluating the adoption of the role of caregivers of cancer
patients in active treatment, nor its relationship with quality of
life. Understanding this level of adoption of the role will allow
nurses to identify its impact on the quality of life, and design
nursing care for a better adaptation to the role of the caregiver.
Consequently, the objective of this study was to describe the
adoption of the role of Colombian family caregivers of cancer
patients in active treatment and their quality of life, and to
examine the relationship between the adoption of the role and
other variables related to care in the quality of life.

2. MATERIALS AND METHODS

2.1. Study Design and Participants

A descriptive correlational cross-sectional study was
conducted. The study was carried out from October 2020 to
May 2021 in the city of Medellin-Colombia. This study
obtained approval from the institution's ethics committee
(Office no. 0250-20). All participants signed written informed
consent.

The study was carried out in an outpatient clinic with a
focus on the care of cancer patients. To calculate the sample
size, the G¥Power software was used to calculate a sample size
for a multiple linear regression based on a mean effect size of
0.1 and a power of 0.90, with an alpha value of 0.05, which
gave a total sample size of 99 participants. The selection of the
participants was made intentionally. The inclusion criteria
were: being a caregiver of a cancer patient who was receiving
chemotherapy as the primary treatment for their disease, being
the patient's main responder, being a caregiver for more than a
month, and being able to answer the surveys. Exclusion criteria
were: being hired caregivers, and having previously cared for
another person with cancer.

2.2. Data Collection

Participants were invited to the study by a nurse while they
were waiting in the waiting rooms of the clinic's outpatient
chemotherapy service. The caregivers received complete
information about the study objectives and their role in the
study, as well as the anonymity of the information. The nurse
reviewed the inclusion criteria of the possible participants, and
the caregivers who agreed to participate signed an informed
consent form. An appointment was made for a telephone call
during that week to fill out the study instruments. A call
manual and an instruction manual were made for the
completion of the three instruments, in addition, simulations
were carried out among the researchers to guarantee the correct
completion of the forms. After this, the researchers made
telephone calls to the participants and collected the information
through this medium, always at the most convenient time for
the caregiver. The calls had an average duration of 20 minutes.
The data collection by telephone was due to the biosecurity
restrictions established in the institution where the information
was collected due to the COVID-19 pandemic.
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2.3. Data Collection Tools

2.3.1. Adoption of the Role of the Family Caregiver

For the measurement of this construct, the Adopting the
Caregiver Role scale was used. This instrument was designed
by Carrefio et al. [7, 8], its foundation is based on the fact that
the transition to a new role is made up of three main attributes
(dimensions of the instrument) 1) responses to the role (7
items), 2) organization of the role (8 items) and 3) role
execution (7 items). This instrument has 22 items with
responses on a Likert-type scale from 1) never to 5) always.
The total score on the scale ranges from 22 to 110. Levels of 22
to 60 indicate insufficient role adoption, 61 to 77 basic
adoption, and 78 to 110 satisfactory adoption. This instrument
has psychometric properties in the Spanish language, including
content validity with an inter-observer agreement index of
0.93, a factor analysis that confirms the three dimensions of the
instrument and a Cronbach's alpha score of 0.816 for the entire
scale, and between 0.767 to 0.835 for each dimension [7, 8].
The Cronbach’s alpha in this study was 0.65 for all items.

2.3.2. Quality of Life of the Family caregiver

Quality of life was measured with the Quality of Life
Scale-Family version developed by Ferrell and Grant for
caregivers of cancer patients under active treatment [15, 16]. In
this study, the scale was used in its version adapted to Spanish
and the Colombian context, which presents tests of construct
validity that fit the proposed dimensions in the original version.
It has test-retest reliability (r = 0.86) and internal consistency
(alpha = 0.86) [16]. The quality of life scale has 4 dimensions:
1) physical well-being: physical problems of the caregiver (5
items); 2) psychological well-being: the emotional state of the
caregiver and satisfaction with life (16 items); 3) social
concerns: social support, employment and social relationships
of the caregiver (9 items); 4) spiritual well-being: religious
activities and the hope of the caregiver (7 items). The scale has
37 items that are scored on a scale of 0 to 10, with 0 being the
worst quality of life and 10 being the best possible quality of
life. Likewise, each of the subdimensions can be interpreted
through its specific score. For discussion purposes, a
standardization of scores by dimensions was performed on a
total score of 100 points. In this study, the internal consistency
of the scale showed an alpha value of 0.91.

2.3.3. Sociodemographic Profile of the Family Caregiver

For the sociodemographic characterization, a caregiver-
patient dyad form developed in Colombia for caregivers of
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patients with chronic illness was used [17]. This form collects
information about sociodemographic aspects of both the person
with cancer and their caregiver, aspects related to
sociodemographic characteristics and information related to the
disease, as well as the caregiver profile in aspects such as time
as a caregiver if they have the support of another relative and
the number of hours dedicated to caring.

2.4. Data Analysis

The information was analyzed using SPSS, version 25.0,
licensed from the University of Antioquia. There were no
missing data in this study. We performed a descriptive analysis
with measures of central tendency and frequencies to describe
the characteristics of the participants and the variables
measured. The association between the adoption of the role,
demographic variables and caregiver profile, and quality of life
was measured by Pearson's correlation test. Finally, to meet the
basic requirements of multiple regression, the data were
evaluated to check the presence of multicollinearity, normality,
homoscedasticity, and independence of the residuals in all the
models tested. In relation to multicollinearity, it was found that
the correlation between the variables identified as independent
had values below .6, and the tolerance and variance inflation
factor (VIF) values were greater than .1, and less than 10,
respectively. None of the eigenvalues for each dimension
corresponded to a larger condition index, thus indicating that
there was no multicollinearity in the independent variables.

All predictor variables were entered into the regression
model at the same time. Three models were manually tested by
entering the sociodemographic characteristics, the care profile,
and the adoption of the caregiver role as independent variables
until the model with the best-explained variance was found.
The statistical significance of the model was determined with P
values <.05.

3. RESULTS

A total of 100 family caregivers participated in the study,
of which 83% were women, the average age was 50.41 years.
Participants had a primarily husband-and-wife relationship
with cancer patients (32%). The marital status was mainly
married (52%). The educational level was high school in most
of the participants (37%). Regarding the occupation of the
caregiver, it was found that most of the caregivers were at
home, representing 44% and the Catholic religion was
predominant in 91%, with a high level of commitment in 49%
of them (Table 1).

Table 1. Distribution of the sociodemographic characteristics of the caregivers.

Characteristic Category n (%)

Caregiver's age mean + standard deviation 50.51 +14.74
Sex Female 83 (83)
Male 17 (17)
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(Table 1) contd.....

Characteristic Category n (%)
Relationship with the patient Husbands 32(32)
Children 32(32)
Other relatives 16 (16)
Siblings 14 (14)

Parents 6 (6)
Marital status Married 52 (52)
Single 37(37)
Free Union 11(11)

Widower 0(0)

Educational level Illiterate 3(3)
Primary school 15 (15)
High school 3737
Technical 21 (21)
Undergraduate 17 (17)

Postgraduate 7(7)
Employment status Home 44 (44)
Employee 24 (24)
Self-employed 17 (17)

Student 4 (4)
Other 11(11)
Socioeconomic status Income in poverty range 43 (43)
Income above poverty range 47 (47)
Income in middle-class range 10 (10)
Level of religious commitment High 49 (49)
Low 51(51)

Regarding the care profile, 83% of the participants
mentioned caring for the patient from the moment of diagnosis.
16% of the participants mentioned having the support of
another relative, composed mainly of siblings. The caregivers
had spent an average of 1.01 years caring for the patient and an
average of time dedicated to caring per day of 14.16 hours
(Table 2). The participants of this research mainly cared for
people with breast (29%) and gastrointestinal cancer (25%),

with a mean age of 63.24 years (Standard deviation (SD) =
13.91). Likewise, all patients were on active chemotherapy
treatment, and they had an average of 2.17 years since the
diagnosis of the disease.

The total mean score of the adoption of the caregiver role
scale was 91.42 (SD = 8.57), this mean indicates a satisfactory
adoption of caregiver role. Regarding the quality of life scale
the total mean was 209.95 (SD = 55.02) (Table 3).

Table 2. Distribution of the characteristics of the care profile of the caregivers.

Characteristic Category n (%)
Time as a caregiver in years mean + standard deviation 1.01+£2.14
Hours dedicated to patient's care mean + standard deviation 14,16 = 7,34
Single primary caregiver Yes 49 (49)
No 51 (51)
Care from the time of diagnosis Yes 83 (83)
No 17 (17)
Who supports the caregiver Siblings 16 (16)
Parents 9(9)
Husbands 7(7)
Children 7(7)
Other family 12 (12)
Nobody 49 (49)
Previous experience as a caregiver Yes 34 (34)
No 66 (66)
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Table 3. Description of the levels of adoption of the role and quality of life of the caregivers.

Scale Number of Items Values Min — Max|Mean = Standard Deviation|Confidence Interval
95%
Adoption of the role
Total 22 22-110 91.42 +8.57 [89.72, 93.12]
Responses to the role 7-35 29.14 + 3.66 [28.41, 29.87]
Organization of the role 840 31.27+4.84 [30.31, 32.23]
Role execution 7-35 31.01 £3.39 [30.34, 31.68]
Quality of life
Total 37 0-370 209.95 £ 55.02 [199.03, 220.87]

Physical 5 0-50 33.12+10.81 [30.97, 35.27]
Psychological 16 0—-160 78.15+25.87 [73.02, 83.28]
Social concerns 0-90 50.17+£19.10 [46.38, 53.96]
Spiritual 0-70 48.51 £ 12.71 [45.99, 51.03]

Table 4. Relationships between the caregiver's sociodemographic characteristics, care profile, adoption of the role, and

quality of life of the caregivers.

Variables - Quality of life
- Dimensions Physical|Psychological|Social concerns|Spiritual[ Total
Adoption of the role Responses to the role |0.373**[  0.579** 0.508** 0.348**]0.585**
Organization of the role[ 0.096 0.079 0.245% 0.204* [ 0.198*
Role execution 0.033 0.200* 0.229* 0.307**| 0.246*
Total 0.232% [ 0.362** 0.428** 0.367%%10.447%*

Note: *P < .05, **P < 01.

Significant positive correlations were found between the
total scores of quality of life and adoption of the role (r =
0.447, P < 0.01). Correlations were also found between the
dimension responses to the role with the total score of quality
of life (r = 0.585, P < 0.01) and all its dimensions (physical r =
0.373, P < 0.01; psychological r = 0.579, P < 0.01; social r =
0.508, P < 0.01; spiritual r = 0.348, P < 0.01). Between the
dimension organization of the role and the dimension the
spiritual dimension of quality of life (r = 0.204, P < 0.05) and
the dimensions organization and execution of the role with the
spiritual dimension of quality of life respectively (r = 0.204, P
<0.05;r=0.307, P <0.01) (Table 4).

A multiple linear regression was used to evaluate the
influence of the sociodemographic characteristics, the care
profile and the adoption of the role in the caregivers' quality of
life. Nominal demographic and care profile variables were
transformed into nominal dichotomous level variables. This
was done to meet the requirements of linear regression and to
be able to test the model with these variables as predictors.
Because the educational level was categorized into six levels,
three of basic studies and three of advanced studies, this
variable became a dichotomous nominal variable: basic
education and higher education (technical, university and

postgraduate). Marital status became a dichotomous nominal
variable: with a partner and without a partner (single). The
employment status was recoded into the dichotomous variable
with active workers and unemployed workers (student or
household), the income level was classified as low and middle
income. The relationship with the patient was reclassified as a
partner (husband / wife) and other relatives (parents, children,
friends).

Initially, 20 independent variables were entered together as
a block. The results showed 3 models that explained between
35 and 42% of the variance in quality of life. In a subsequent
analysis, the authors chose the 5 most significant variables in
the 3 models until reaching a maximum value of the explained
variance of 42% (R® = 0.449; R* adj = 0.449), F (15.34), P
<.001. The significant variables that contributed to the model
were the age of the patient, the gender of the caregiver, the
educational level of the caregiver, the level of religious
commitment, and the Responses to the role dimension of the
adoption of the role scale. Table 5 presents the summary of
multiple regression of all the variables and their influence on
the quality of life of the caregiver. In the final model, the five
variables studied were statistically significant.

Table 5. Significant variables of quality of life using multiple linear regression.

- B SE (Standard B| ¢ P |Tolerance| VIF
(Constant) -56.602(39.627 - -1.428].156 - -
Patient's age (lower age) .647  1.320 (0.164 2.020 [.046(.892 1.121
Caregiver's gender (female) -28.310(11.532]-.194 -2.455].016/.936 1.069
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(Table 5) contd.....
- B SE (Standard B| ¢ P |Tolerance| VIF
Educational level (higher education) 24.762 110.347|.190 2.393 [.019(.926 1.080
Level of religious commitment (High) 17.597 (8.607 |.161 2.045 (.044].949 1.054
Responses to the role (Adoption of the role) 8.057 |1.177 |.537 6.843 1.000].951 1.052

4. DISCUSSION

According to the literature review carried out by the
authors, this is one of the first studies to evaluate the impact of
the adoption of the role, the sociodemographic characteristics,
and the care profile on the quality of life of the family
caregiver supporting the cancer patient under active treatment.

The findings of our study show that family caregivers have
a mean quality of life of 209.95 points (SD, 55.02). These
results are similar to those reported in a study in caregivers of
cancer patients under active treatment in which a mean of
199.5 points (SD, 35.2) [18] of quality of life was described.
Interestingly, when comparing the scores within each
dimension in these two studies, it was found that the most
affected dimension was psychological well-being (after
performing a standardization of scores by dimensions), as it
presented the lowest scores. In this regard, a study [19]
identified that there was a decrease in psychological well-being
in those caregivers who were spouses or children, as well as in
those without the option to choose to became a caregiver [20].
Additionally, associated with the psychological dimension, it is
common for these caregivers to present feelings such as
loneliness, sadness, and exhaustion associated with worry and
uncertainty about treatment during active treatment, feelings
that can impact their psychological quality of life [21].

In this study, the mean role adoption score was 91.42 (SD,
8.57), which is interpreted as a satisfactory adoption of the
role. Because the adoption of the role construct is novel and
began with the first publication in 2018 [7], there are still no
published studies to compare the information in this study.
Nevertheless, when reviewing the scores by dimensions, it was
found that the best-evaluated dimension was role execution,
while the organization of the role presented the lowest score.
The organization dimension of the role refers to the distribution
of care tasks, seeking social support and having time for one's
own needs [7]. Studies [22] have reported that caregivers of
cancer patients must attend up to 7 instrumental activities of
daily life, such as managing finances or transfers; in addition,
they assist the patient in medical or nursing tasks by 44.6%.
This reflects the high number of activities that a caregiver must
develop. A caregiver with an adequate adoption of their role
must be able to make the decision to seek support and
strengthen relationships with the people who support them,
which will allow them to have more time to organize their care
and self-care spaces [23]. Strengthening relationships as
caregivers is important, over time family caregivers tend to
lose support because they are caring and don't have time to
return support offered by others [24].

According to the quality of life scores and adoption of the
caregiver role, our research did not correlate any of these
scores to the sociodemographic characteristics of the
participants or their care profile (age, time as a caregiver,
educational level, marital status, type caregiver, etc.).
However, other studies have found correlations between

characteristics (gender, employment status, income status) [1]
and the care profile (hours dedicated to care, relationship with
the patient, time as a caregiver, patient treatment time) [1, 25]
related to the quality of life levels. However, these studies were
conducted on caregivers who dedicated more hours to daily
care (20 to 24 hours) [1], with lower educational levels [25]
and younger age [1]. Although no such correlations were found
in the bivariate analyzes of our study, the regression model did
find the influence of 4 of these variables on the caregiver's
quality of life.

The significant predictors of the caregiver's quality of life
were only the patient's age, caregiver's gender, educational
level, level of religious commitment, and responses to the role.
The age of the patient has been reported as a variable
associated with the impact on the quality of life of caregivers.
For example, a study [26] showed that older adults with cancer
had more needs for care assistance, higher levels of
dependence and other comorbidities in addition to cancer.
These aspects can make the experience of caring more complex
for the caregiver, which could consequently affect their quality
of life. Regarding the sex of the caregiver, the evidence has
shown that female caregivers must, apart from caring for the
cancer patient, continue with their other roles as mothers,
wives, and workers [27], in addition to this, culturally, the man
tends to receive more support from their support networks than
women [26], this generates caregiver burden on women and
significantly affects their quality of life [28, 29].

This study found that the educational level of the caregiver
was a significant predictor of quality of life. In contrast, other
studies with caregivers with similar characteristics did not find
this result [18]. Nevertheless; other studies indicate that a high
educational level can facilitate in the caregiver the
understanding of the information provided by healthcare
professionals about the disease, the treatment and the care of
the patient in complex tasks such as the evaluation of
symptoms or the administration of medications [23]. It can
eventually decrease the psychological stress associated with
understanding the disease and its treatment.

The level of religious commitment was one of the
predictors of the quality of life in our sample. Interestingly, the
practice of religion has been found as a predictor variable of
higher quality of life in other studies of caregivers of patients
with cancer in early (P < 0.001) [18] and advanced stages of
the disease (B = 0.55, P <0.001) [30, 31].

Finally, this study found that one of the dimensions of
adoption of the role was a predictor variable of the quality of
life in caregivers. Specifically, the score for the role responses
dimension showed not only a moderate to strong correlation
with all dimensions of quality of life, but it also showed to be a
predictor variable. The response to the role refers to aspects
related to the recognition of the work as a caregiver and
making sense of the experience [7]. In this regard, other studies
in caregivers of cancer patients have found how supporting
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them through the course of the disease generates feelings of
uncertainty and ignorance of the situation at the beginning;
however, over time and with adequate social support networks,
the caregiver manages to re-signify the care experience and
makes sense of the situation, despite its complexity [32]. Once
the caregiver finds meaning in their experience, they are
empowered to care for the patient, thus increasing their
knowledge of instrumental tasks, which reduces the feeling of
fear and distress generated by the assistance of the patient in
activities of daily life and symptom management, thus
improving quality of life [33]. In this way, the results of this
study are consistent with the studies reported, and even, in
addition to this, it could be thought that, since most caregivers
are the spouses or children of the patient (64%), assuming their
new role can be interpreted to strengthen the bond with the
loved one. This finding may help to understand the
mechanisms through which caregiver preparation influences
his/her quality of life.

5. LIMITATIONS

The study authors recognized several limitations. First, the
lack of randomization in the selection of participants may
increase the risk of bias in the selection of the sample. Second,
the lack of published studies on adoption of the role did not
allow for greater contrast of the results with other reported
findings, which made it difficult to recognize whether the
levels of role adoption were adequate compared to other
populations. Given the nature of the cross-sectional study, it is
not possible to identify the changes that the variables studied
have over time, therefore, future studies should study the
longitudinal trajectory of these variables, preferably from the
moment of diagnosis and until advanced treatment.

6. IMPLICATIONS FOR NURSING

This is one of the first studies that seeks to know the
predictive variables of quality of life in a sample of caregivers
of cancer patients under active treatment in Colombia. In this
study and other studies, the influence of the characteristics of
the caregiver, the patient and variables such as caregiver
burden on the perception of quality of life has been identified
[34, 35]. But an important finding has been the identification of
the adoption of the caregiver role as an important predictor of
quality of life. In this connection, to favor the adoption of this
new role and facilitate a healthy transition for the caregiver,
educational support and continuous follow-up should be given
in instrumental activities, as well as connecting these
caregivers with the network of institutional and community
resources available. Additionally, it has been documented that
the role of the caregiver can be learned with strategies for role
modeling with healthcare professionals and peers, through role
play, with educational sessions and with the development of
hypothetical situations to solve [36]. Even from the findings of
this research, spiritual care interventions for the caregiver
could be favored, as has been documented in other studies [37].

On the other hand, more personalized attention should be
given to those caregivers who are women with a low
educational level, or who care for patients with an older age
since there may be a lower quality of life. Finally, assessing the
caregiver's quality of life should be a recurring activity in
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professionals to detect the impact that care has on the physical
dimension of the person.

CONCLUSION

This study identified that family caregivers of cancer
patients in the active treatment had a satisfactory level of
adoption of the role. In relation to the quality of life, caregivers
in this study had a mean of 209 points. The psychological
dimension was the one that presented the lowest scores. No
relationships were found Dbetween the caregiver's
sociodemographic characteristics or his care profile with the
adoption of the caregiver's role or quality of life. This study
revealed that the gender of the caregiver, educational level,
religious commitment, and patient's age, as well as the
dimension responses to the role of the adoption of the role
variable are predictors of the quality of life of family
caregivers. In this connection, nursing has an important
responsibility in the accompaniment during the adoption of the
new role as family caregivers of a patient with cancer and in
the assessment and implementation of strategies to improve the
quality of life of these people.
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