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Abstract
Objective Studies on informal caregiving for older persons in Ghana have only reported the challenges of the caregivers without
providing their coping mechanisms. Considering the myriad of challenges facing informal caregivers in Ghana, we sought to explore
the coping mechanisms utilised by informal caregivers in rural and urban settings of Ghana to overcome their caregiving challenges.
Methods In-depth interviewswere conductedwith 20 purposively selected caregivers from the Ejisu-JuabenMunicipality andKumasi
Metropolis in the Ashanti Region of Ghana. The data were thematically analysed and common themes were reported as findings.
Results Six key coping mechanisms were found; faith in God, support from friends and family, borrowing from friends,
acceptance and encouragement, reducing expenditure on other activities, and taking time off.
Conclusion The findings provide key strategies to policy-makers in the health sector to prevent the burnout of informal care-
givers. Considerations from the coping mechanisms enumerated in the current study could guide the design and implementation
of policies towards improving the informal healthcare sector in Ghana, which is crucial to the realisation of the United Nations’
health-related Sustainable Development Goals.
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Introduction

Globally, the population of older persons aged 60 years or more
was 900 million in 2015 and is expected to reach 2 billion by
2050 (Kowal and Byles 2015). Evidence has shown that the
population of older people aged 60 years or above in sub-

Saharan Africa will rise from 46 million (4.8% of the total pop-
ulation) in 2015 to 161 million (7.5% of the total population) by
2050 (He andKowal 2016). The population of older people aged
65 years ormore inGhana has increased from213,477 in 1960 to
1,643,381 in 2010, which are 4.5% and 6.7% of the total popu-
lation, respectively (Nortey et al. 2017). Further, the Ghana
Statistical Service (2012) reports that over 737,743 people,
representing 3% of the total population, suffer from disability
and Human Immunodeficiency Virus (HIV)/Acquired Immune
Deficiency Syndrome (AIDS). The increased numbers of depen-
dent population (HIV/AIDS persons, persons with disability and
older persons) predict an increase in the demand for informal or
family-based caregivers to provide for the general and healthcare
needs of older persons who would otherwise be left unattended
(Mwinituo and Mill 2006).

About three-fifths of older persons with poor health status
globally are cared for by family members and relatives who
are mostly women (National Alliance for Caregiving and the
American Association of Retired Persons 2009). Family-
based care has become an integral component of world health
systems and an issue of global concern due to increased
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number of older persons (Sharma et al. 2016). Records from
the past three decades have shown a tremendous increase in
the utilisation of informal healthcare services for older people
(Agyemang-Duah et al. 2018). Informal healthcare constitutes
care and assistance provided to older people, children or
people suffering from chronic diseases and those with some
form of disability (National Alliance for Caregiving and the
American Association of Retired Persons 2009). Informal
care for older people takes different forms, from emotional
to instrumental support, such as assisting individuals with
utilising formal healthcare services. Major roles performed
by informal caregivers include driving individuals to the
hospital or for appointments, preparing meals, assisting clients
in bathing, helping with medical needs, treatments and
toileting issues (Kim et al. 2012; Thrush and Hyder 2014).
The term ‘informal or family-based care’ is used to describe
and differentiate caregivers from those in the formal sector
and also to emphasise that the services they provide are vol-
untary and not paid for (Nortey et al. 2017). The practice is
considered as an important component of the Ghanaian family
structure. This explains why most caregivers are not paid for
the care provided to family members or friends (Agyemang-
Duah et al. 2018). Roles performed by caregivers in the infor-
mal systems are as essential as those provided by profes-
sionals and licensed health workers of formal healthcare cen-
tres (Sudhinaraset et al. 2013).

Providers of informal healthcare form an important aspect
of the healthcare system in both developed and developing
countries because of its’ affordability, accessibility and avail-
ability (Sudhinaraset et al. 2013). Due to the pressure on pub-
lic health facilities and inadequate health workers in some
countries, policy-makers and authorities are advocating for
most adults to move into the informal system of caregiving
(Steiner 2015). Evidence from the United States shows that
about 30% of the US population provided care for chronically
ill, disabled or aged family members and friends (National
Alliance for Caregiving and the American Association of
Retired Persons 2009). Similarly, in sub-Saharan Africa, as
at 2013, informal health caregivers constituted about 48% of
the entire group of health providers in the sub region
(Sudhinaraset et al. 2013). The General Social Survey (GSS
2019) on caregiving and care receiving estimated that the ma-
jority of people in Europe aged 15 years and above provided
care to a family member at some point in their lives. As at
2012, over 4 million Canadians had provided care to relatives
(Steiner 2015). The increased utilisation of informal
healthcare services justifies the need for detailed research into
the dynamics and coping strategies of the caregivers.

Informal care in Ghana

Informal care or family-based care has been an important as-
pect of the cultural practices of most developing countries. In

Ghana, care support for older persons and other vulnerable
individuals is premised on the principle of reciprocity
(Nukunya 2003). Family members are required to reciprocate
the care and assistance received from older persons during
their infancy and childhood period (Sanuade and Boatemaa
2015). The practice is rooted in the socio-cultural norms, and
socialisation process in Ghana (Nukunya 2003). However,
this culturally informed care practice appears to be waning
in the twenty-first century, largely due to urbanisation, mod-
ernisation, weakening in the family structure and
unfavourable economic conditions (Nortey et al. 2017).
Nortey et al. (2017) projected a further withdrawal of most
informal caregivers from caregiving due to the psychological,
social and health challenges encountered by caregivers. The
2010 National Ageing Policy suggested strong social support
as a remedy for caregivers’ stress or challenges (Sanuade and
Boatemaa 2015; Government of Ghana 2010) because family
support is the ideal solution towards the realisation of the
policy goals (Nortey et al. 2017).

In Ghana, family-based care is also useful to provide care
and assistance for parentless children (Abdullah et al. 2018;
Nukunya 2003). This is because the traditional system in
Ghana sees childcare as a communal responsibility
(Nukunya 2003). Family-based care is described within
childcare parlance as a kinship care (Nukunya 2003). Family
members provide care support for children even if their par-
ents are deemed capable of caring for them. The ultimate goal
of the traditional kinship care practice in Ghana is to foster
family connections and ties and provide reciprocal support to
members (Manful and Cudjoe 2018). The goal of reciprocity
is also evident in caring for older persons (Nortey et al. 2017).
Similar to the issues surrounding the dwindling of informal
care for older people, globalisation and modernisation have
also contributed to the waning of the traditional kinship care
support. It is on this premise that we seek to understand the
personal and communal support used by informal caregivers
to overcome their caregiving burden. Identifying caregivers’
source of support could be a useful method to plan and edu-
cate others in order to reduce the burden and burnout of
caregivers.

Challenges among informal caregivers

The National Alliance for Caregiving and the American
Association of Retired Persons (2009) reported that the burden
of providing informal care varies based on gender, spatial
setting, ethnicity and hours of providing care. According to
them, informal care providers in rural areas experience intense
shortcomings differently from those in urban areas due to
fewer available formal services, physicians, health education
services and transportation, as well as geographic distance.
Independent studies in Ghana and Canada found caregivers’
financial difficulties, feeling of isolation and propensity to
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social exclusion as some notable challenges faced by care-
givers in both rural and urban communities (Agyemang-
Duah et al. 2018; Nordmeyer 2002). The challenge of so-
cial exclusion occurs due to caregivers’ inability to engage
in social activities unless they find an alternative carer to
perform their caregiving role (McGhan et al. 2013). The
findings support the call for respite care support for infor-
mal caregivers (Kongsuwan et al. 2018). A study by
McGhan et al. (2013) identified caregivers’ limited re-
sources and lack of necessary information on what they
need to do and what they need not to do as a challenge
hindering the successful execution of caregivers’ responsi-
bilities. Caregivers working with AIDS patients may feel
guilty and fear contracting the disease in the process
(Wight et al. 1998). However, these challenges are felt
more by female caregivers than males. This is because,
aside from caregiving, women play additional roles as
wives and mothers when there are young children at home
(Taylor et al. 1996; Wight et al. 1998). The burden
resulting from caregiving is complex when the recipient
has other morbidities which also need the attention of the
caregiver (King et al. 2010).

Coping strategies of informal caregivers

Despite the numerous challenges encountered by informal
caregivers, some research reports have suggested ways in
which caregivers address the challenges they face. These cop-
ing mechanisms range from personal and familial to commu-
nity support (Olson and Defrain 1999). According to Olson
and Defrain (1999), the key coping mechanism is the mental-
ity of the caregivers to withstand emerging challenges and
threats. Also, social support from friends and other family
members in the form of instrumental aid (such as food and
money, emotion and information by receiving advise and get-
ting feedback about what to do) is an important source and
type of coping mechanisms for caregivers (Nortey et al. 2017;
Sanuade and Boatemaa 2015). Caregivers in southwest rural
Uganda reported that they seek financial assistance from fam-
ily members and friends, and sometimes sell their farm pro-
duce to get money to care for the sick and the young ones
(Taylor et al. 1996). Sun et al. (2010) categorised emotional
help, instrumental support, suppressing competing demands,
activity coping and planning as deliberate coping styles while
venting anger, denial, behaviour and mental disengagement
were termed as avoidance coping styles. A research by
DiGirolamo and Salgado de Snyder (2008) revealed that
Mexican women coped with the challenges of caregiving
through a display of their personal strength and resilience.

Studies on informal caregiving in Ghana (Apt 2013;
Darkwa 2000; Nortey et al. 2017; Sanuade and Boatemaa
2015; Agyemang-Duah et al. 2018) have only reported the
challenges faced by caregivers without mentioning the coping

mechanisms adopted by the caregivers. Hence, data on the
coping mechanisms from the perspective of rural and urban
caregivers in Ghana are scarce. Consequently, there is the
need for detailed research into the coping mechanisms
adopted by informal caregivers to help inform policy deci-
sions. The term ‘coping mechanism’ is used in this context
to describe a range of personal, social and community re-
sources used by caregivers to overcome challenges and adver-
sities whilst performing their role as caregivers.

Methods

Design and context

Dealing directly with real-life episodes and narratives of ex-
periences provided by caregivers, we conducted an explorato-
ry qualitative study to provide evidence on the coping mech-
anisms utilised by informal caregivers to overcome their care-
giving challenges in urban communities, Bantama and Tafo,
of Kumasi Metropolis and rural communities, Kwaso and
Deduako of Ejisu-Juaben Municipality. The use of qualitative
research is useful in describing complex and delicate issues
such as those surrounding informal healthcare. This method
was used to understand the topic from the perspectives of the
research participants (Patton 2014).

Sample and procedure

This study was conducted among 20 women who were care-
givers of older persons in the rural and urban communities.
Five participants were purposively selected from each of the
four study sites. Purposive and snowball sampling methods
were used. The first purposively selected caregiver
interviewed was asked to direct us to other people acting as
caregivers. Following Babbie (2016), members of an identi-
fied target group provided interviewers with information
about how other members could be located. The process en-
sured that caregivers who met the eligibility criteria were
recruited.

Eligibility criteria

The actual selection of participants followed a set of eligibility
criteria. First, due to our focus on older people, caregivers
providing care support to anyone below 60 years of age were
exempted from the study. The selection of persons below
60 years could defeat our study focus and render the study
findings meaningless. In order to ensure that caregivers have
in-depth knowledge on the subject, we purposively recruited
caregivers with more than 4 years of caregiving experience.
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Data collection

In-depth, face-to-face interviews were conducted using a
semi-structured interview guide. The use of the semi-
structured interview guide gave the participants the free-
dom to provide information that may not have crossed the
researcher’s mind (Hesse-Biber and Leavy 2010). The in-
terviews were conducted in ‘Twi’ (the local dialect of the
study participants) and translated into English for overall
understanding and further analysis. The interview ques-
tions centred on the coping mechanisms adopted by the
caregivers to overcome their caregiving challenges. Each
interview was audio-recorded and lasted approximately
50 minutes. Interviews were conducted between January
and February 2017. All participants were assured of strict
anonymity and confidentiality. Also, participation in the
study was voluntary. Data collection ended with the 20th
participant after the researchers realised similarity in the
responses of the participants. Therefore, data or informa-
tion saturation was deemed to have been reached
(Shenton 2004). In line with the argument of Shenton
(2004), the attainment of data or information saturation
ensures trustworthiness in qualitative findings. Verbal in-
formed consent was obtained from all the study
participants.

Data analysis

Data were analysed using the five-stage thematic analy-
sis procedure suggested by Braun and Clarke (2006).
The findings were categorised and grouped under iden-
tified themes. The transcribed data were reviewed sev-
eral times by the researchers to identify topics and con-
tent relevant to the research objective. Passages and
quotations were used to give more insights into the
emerged themes.

Findings

Background characteristics of the participants

The study involved 20 purposively selected research par-
ticipants who were providing care assistance for
older people aged 60 years or above. Table 1 provides
the background characteristics of the 20 study partici-
pants. Most of the participants were aged 60 years or
above (8) and married (16), with no formal education
(11). Most of the participants were from the Akan ethnic
group (19) and engaged in farming (11). All participants
were Christians. The participants were victims of a range
of diseases, notable among them included stroke, blind-
ness, hypertension, paralysis, wounds and fragility.

Coping strategies adopted by the caregivers

Caregivers showed how, in spite of the myriad of difficulties,
they are able to manage and cope with them in order to sup-
port those that need care assistance. Each of them had their
own strategies of living with the challenges they encountered,
which, in turn, minimised the effect. Common themes that
emerged from the narratives of the research participants are
explained in the subsequent sections.

Faith in God

Caregivers were religious and admitted that their belief in God
kept themgoing. The belief inGod served as a source of resilience
for the caregivers to overcome their caregiving challenges. The
participants believed that the condition of their recipients would
get better, so they have kept their hope inGod. As the saying goes,
Bservice to mankind is like service to God^; hence, in spite of the
challenges, they went ahead to serve and support care recipients.
The following is a representation of their responses:

BI am very hopeful his condition will improve in no time
so that he would get enough strength and help me with
the farm work. In spite of all the difficulties, I am still
going to be with him. I always pray to God to strengthen
me.^ (Caregiver, Kwaso, rural area.)

Table 1 Background characteristics of the study participants

Variable Category Frequency

Age (years) 20–29 2

30–39 3

40–49 2

50–59 5

60 or above 8

Marital status Single 2

Married 16

Divorced 1

Widowed 1

Educational background None 11

Junior high school 7

Senior high school 2

Ethnicity Akan 19

Ewe 1

Other –

Religion Christian 20

Muslim –

Traditionalist –

Occupation Farming 11

Trading 5

Not working 4

Source: field data, January–February, 2017
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Support from friends and family members

Caregivers also indicated that gifts (in cash or in kind)
from friends and family members were used to support
their work and motivate them to move on despite the
challenges they encountered. According to the care-
givers, sometimes they receive donations in the form
of money and foodstuffs from friends and family mem-
bers who pay them a visit. A participant noted how
these supports motivate them to continue with their
caregiving responsibilities:

BSometimes, his friends come here and other family
members also pay us a visit. Through that, they give me
some money since they are aware of the challenges I am
facing. At least such good gestures make me feel okay to
continue with the care.^ (Caregiver, Tafo, urban area.)

Caregivers are sometimes given foodstuffs which are used to
prepare food for the care recipients. One respondent men-
tioned that:

BWhen my elder brother’s wife is coming from the city,
she would bring us bread, rice, tomato, onions, pepper
and meat. Then I will use it to prepare our food.^
(Caregiver, Deduako, rural area.)

Many of the caregivers claimed that support from friends and
relatives were provided on a regular basis and not sustainable;
it was, however, able to help them for a considerable period of
time.

Borrowing

Other caregivers had to borrow money from friends or
their neighbours to cater for their relatives as they do
not receive enough support. This was one of the major
strategies that most of the caregivers used to overcome
their financial challenges, especially for those in rural
areas. Participants indicated that monies borrowed had
to be repaid later with interest. Sometimes, caregivers
were unable to pay the monies borrowed due to the fact
that most of them were not working. This led to mis-
trust between the lenders and them. In light of this, one
respondent indicated that:

BI borrow money from a lady who lives in the next house
when I do not have enough money so that I can take my
mother to the herbalist. I go alone but sometimes the
herbalist would ask that I bring her and the money
would not be enough so I borrow to support that.^
(Caregiver, Deduako, rural area.)

Acceptance and encouragement

Some caregivers felt that it was their responsibility to provide
care for older people within the family. Despite complaints
that it was challenging, almost all the caregivers had the
mindset that it was their duty to care for the older people.
This mental orientation encouraged caregivers to provide care
and support despite the multifarious challenges they encoun-
tered. Many of the caregivers believed that there is no one to
care for the older people should they decide to stop their care-
giving role. The lack of alternative carers encouraged care-
givers to take up the mantle. The mentality and acceptance
of caring for the older persons as a mandatory family respon-
sibility could be attributed to the customs and traditions of
most Ghanaian communities. This quote explains the plight
of the respondents:

BShe is my elder sister so I have to do whatever I can to
help her. I cannot sit down and let her husband do all
that. If my mother was around, she would be the one to
do it but because she is not alive to do it, I have to do it
on my own.^ (Caregiver, Tafo, urban area.)

Another caregiver stated:

BIt is part of our family values and norms to care for older
people within the family. So it is my duty to take care of
my grandmother.^ (Caregiver, Kwaso, rural area.)

Reducing expenditure on other activities

One other way caregivers were using to reduce or live with the
challenges they were encountering was to reduce their expendi-
ture on other activities. Because they had stopped working and
were staying with their care recipients, their income level
dropped to the extent that, if they did not reduce or change their
spending pattern, there was no way they were going to survive.
For most of the caregivers, they had not bought new clothes or
shoes for years and had not visited the salon for some months.
The monies they had were channelled into supporting their care
recipients. One respondent shared with us that she has not been
able to buy even a pair of slippers for herself in the last 7 months:

BHmmm… my dear, I have not in the last seven months
been able to buy common slippers for myself not to talk
of going to see the hairdresser. You might not believe me
but it is the truth. No one is supporting me so the little
that I have I need to manage it so that it can last longer.^
(Caregiver, Deduako, rural area.)

Caring for their family together with the care recipient costs a
lot of money which requires support from other benevolent
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individuals. Yet, most caregivers complained of not getting
enough support and, hence, they have to reduce or cut off their
expenditure to meet the needs of the care recipient. This is
evident in a statement by one respondent:

BMy other siblings do not help me, I do everything on my
own and this has really made things difficult for me. The
only way I survive is by reducing my expenditure on other
stuffs and concentrate.^ (Caregiver, Tafo, urban area.)

Taking time off

In order to be relieved, some caregivers said they took a brief
or short break to visit their nuclear family (husband and chil-
dren), especially those that were not living with them. One
woman said that, on weekends, her two children who
live with her take over from her whilst she goes to visit the
husband. This, she said, reduces the stress she goes through
and it makes her feel energised and prepared. One respondent
mentioned that:

BOn weekly basis, I visit my husband and children at a
nearby village because I do not live with them; I am here
with my mother. This is the way I use to reduce the
pressure and difficulties I face. I am able to relax and
have some time for myself when I go there.^ (Caregiver,
Kwaso, rural area.)

Discussion

This study sought to identify the coping mechanisms used by
informal carers to overcome challenges whilst caring for older
persons in rural and urban communities in Ghana. An initial
report revealed inadequate funds, caregivers’ inability to work
effectively and emotional trauma as some challenges facing
caregivers who provide care assistance to older persons in
Ghana (Agyemang-Duah et al. 2018). The findings from this
study revealed several methods that caregivers use to over-
come their caregiving challenges.

The study findings suggest that caregivers providing assis-
tance and support to older persons develop a mental toughness
to resist negative thoughts of quitting their caregiving respon-
sibilities. Caregivers believed that caring for older people is a
call from God; as a result, they await to receive their reward
from God in the hereafter. This mental toughness enabled
caregivers to cope with challenges emerging from their care-
giving role. Caregivers’ personal beliefs and mental toughness
were identified by Olson and Defrain (1999) as key coping
mechanisms for persons providing assistance to older persons.
It appears that the lack of alternative carers further

strengthened caregivers’ beliefs and acceptance of their care-
giving role. Consequently, caregivers have developed a per-
sonal resilient strategy, such as personal emotional support
and suppressing of depression, to overcome emerging chal-
lenges (Sun et al. 2010).

Consistent with the findings of Taylor et al. (1996), the
study found that caregivers received material support, includ-
ing food and money, from close relatives and friends. These
supports enabled the caregivers to overcome financial chal-
lenges they encountered whilst taking care of relatives and
older persons. Though some caregivers lamented on the weak
and unpredictable nature of support from family members and
close friends, the little support provided enabled caregivers to
overcome their caregiving challenges. In times when care-
givers are unable to get support from friends and relatives,
they resort to borrowing resources and monies from people
as a means to meet the needs of those in their care. Caregivers
resort to borrowing options as a last resort after they have sold
off personal properties to care for older persons in their care
(Olson and Defrain 1999). Though borrowing was identified
as a coping mechanism, excessive borrowing may pose fur-
ther challenges to caregivers, which may worsen their
living situation. Therefore, efforts to strengthen support from
friends and relatives would be essential in preventing care-
givers from engaging in excessive borrowing.

Further, taking time off to visit friends and relatives was
identified as a useful coping mechanism by the caregivers.
Caregivers took time off from their caregiving role to relax
and rejuvenate themselves for the task ahead. Findings from a
Ghanaian study revealed caregivers’ stress levels as one of the
challenges they encountered (Agyemang-Duah et al. 2018).
This finding provides insight into the ways caregivers can
reduce their stress levels. However, questions may be raised
on the perceived challenges that would be encountered by the
interim substitute caregivers whilst caregivers take time off to
reduce their levels of stress. These questions may be a subject
for further investigations.

Strengths and limitations of the study

This study has some strengths that need to be remarked upon.
First, to the best of our knowledge, this is the first known
study that provides evidence on the coping mechanisms of
women who provide care to older persons in rural and urban
settings in Ghana. Second, the interpolation of data and incor-
poration of viewpoints and experiences of the actual people
who are directly involved in the caregiving act makes the
study unique. It, therefore, demonstrates a good depth of un-
derstanding from the views of a multicultural and multiethnic
population and offers an important contribution to addressing
the existing gap in knowledge. Our findings could serve as a
baseline for the government and other stakeholders in

734 J Public Health (Berl.): From Theory to Practice (2020) 28:729–736



formulating future policies towards putting in place support
mechanisms for caregivers and informal healthcare as a
whole.

In spite of the above strengths, the following limitations of
the study are noted. First, the interpretation of the study find-
ings must be done with caution due to the non-probability
sampling techniques adopted in this study. Second, we were
not able to identify differences in copingmechanisms between
rural and urban Ghanaian women.

Conclusion

This study explored the coping mechanisms of Ghanaian in-
formal caregivers who provide care to older persons in rural
and urban Ghana. The study found that participants employed
multiple coping mechanisms, including faith in God, support
from friends and family, borrowing from friends, acceptance
and encouragement, reducing expenditure on other activities
and taking time off. In line with our previous work on the role
of women and challenges faced as caregivers in rural and
urban Ghana, we still recommend that caregivers should be
trained by healthcare providers to give them basic knowledge
on how to provide certain services that are important to the
wellbeing of the care recipients (Agyemang-Duah et al. 2018).
It is also important for policy-makers to consider the coping
mechanisms enumerated in this study, in order to guide the
design and implementation of policies towards improving the
informal healthcare sector in Ghana. This is crucial for the
realisation of the United Nations’ health-related Sustainable
Development Goals.
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