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Abstract

This study aimed to explore the impact of caregiving burden on the mental, physical, and
spiritual health of primary caregivers of patients with hematological cancers, such as
leukemia, lymphoma, and multiple myeloma. As the number of individuals diagnosed
with blood malignancies increases, understanding how caregiving affects caregivers'
well-being becomes crucial. The research focused on the complex interplay between
caregiving burden, mental health, physical health, and the moderating role of spiritual
health. A quantitative cross-sectional survey design was employed, with 70 primary
caregivers recruited from oncology departments in Islamabad and Rawalpindi. The study
utilized validated scales, including the Caregiver Strain Index, General Health
Questionnaire-12, SF-12 Health Survey, and Spiritual Well-Being Scale, to assess
caregiving burden, health outcomes, and spiritual health. The objectives were to examine
the relationship between caregiving burden and health, and how spiritual health
moderates these effects. The results revealed significant negative correlations between
caregiver stress and both mental and physical health. Specifically, caregiver stress was
negatively associated with both mental health and physical health, indicating that higher
levels of stress were related to poorer mental and physical well-being among caregivers.
Results also revealed that caregiving burden significantly predicted both mental health
and physical health among caregivers. No moderating role of spiritual health was found
between the relationships of caregiving burden, mental and physical health. Similarly the
results revealed that demographic variables, including age, gender, marital status,
education level, socioeconomic status, employment status, and relationship to the care

recipient, did not significantly predict caregiving burden among caregivers of



hematological cancer patients These results underscore the need for routine assessment of
caregiver stress and the integration of psychological, physical, and social support
interventions within cancer care. The absence of a moderating effect of spiritual health
suggests that while spirituality may aid coping, it alone does not mitigate the negative
impact of caregiving burden, highlighting the importance of holistic, multidisciplinary

caregiver support programs.

Keywords: Caregiving Burden, Mental Health, Physical Health, Spiritual Health



Chapter 1

INTRODUCTION

Primary caregivers are greatly impacted by the complex interplay of emotional, physical,
and spiritual obstacles that come with providing care, especially for those with
hematological cancers. Knowing how caring affects individuals who support patients
with blood malignancies including leukemia, lymphoma, and multiple myeloma has
grown more important as the number of patients with these diagnoses keeps rising.
Throughout the course of treatment, primary caregivers frequently take on a variety of
responsibilities, including not just practical help but also advocacy and emotional
support. Even though it frequently results from love and dedication, this extensive
participation can have serious negative effects, such as elevated stress, anxiety, and
melancholy.

According to research, long-term exposure to the emotional and physical strains

of caregiving increases the risk of negative mental health consequences for caregivers.

Caregiving Burden

According to Vitaliano et al. (2002), the duties of providing care can result in
long-term stress, which can then negatively impact the physical health of caregivers by
increasing physical ailments, sleep problems, and exhaustion. Caregiving burden, as
defined by Zarit et al. (1986), is the "psychological, emotional, and physical stress
experienced by caregivers as they cope with the demands of providing care.” Feelings of
powerlessness, worry, sadness, and social isolation are some of the ways that this stress

might show up.



Caregiving burden has been conceptualized in the literature as a
multidimensional, partly subjective experience that captures the physical, emotional,
social, and financial strains that arise when an (usually unpaid) family member provides
care for a relative with chronic or life-threatening illness. Early measurement work
framed burden as caregivers’ feelings of strain and overload, a subjective reaction to
caregiving demands (Zarit et al., 1980). Subsequent concept analyses and reviews
emphasize that burden also includes objective components such as time spent, tasks
performed, care recipient functional status as well as subjective appraisals like caregiver
perceptions of stress, entrapment, and loss of self, so most contemporary definitions treat
burden as the interaction between care demands and caregiver resources/responses rather

than a single symptom (Liu, 2020).

Clinical reviews described caregiver burden as the extent to which caregiving has
had an adverse effect on the emotional, social, financial, physical, spiritual functioning of

the caregiver capturing these domains for research and practice (Adelman et al., 2014).

Cancer-care research especially work on hematologic malignancies and
hematopoietic stem-cell transplant caregiving has echoed the multidimensional framing,
documenting high objective demands (complex symptom management, frequent
clinic/hospital visits) together with marked subjective distress and reduced quality of life,
which researchers explicitly label as elevated caregiver burden (Bevans & Sternberg,
2012). In short, prior studies define caregiving burden as a multidimensional construct
composed of objective tasks and subjective strain whose severity depends on care

demands, caregiver appraisal, social supports, and resources (Bevans & Sternberg, 2012).



Pearlin et al. (1990) proposed a stress process model that described caregiving
burden as the outcome of an ongoing stress process influenced by contextual factors,
primary stressors (such as the patient’s symptoms and dependency), secondary stressors
(such as role conflict and financial strain), and the caregiver’s coping resources. This
model underscored that burden is not merely a reaction to the quantity of care provided
but also a subjective appraisal of how caregiving demands exceed personal and social

resources.

Subsequent studies have expanded the conceptualization of caregiving burden to
include objective burden, referring to the tangible, observable aspects of caregiving such
as hours spent on care, medical tasks performed, and disruptions to employment or social
life, and subjective burden, which reflects the psychological and emotional impact of
caregiving (Kim et al., 2020). Research on caregivers of cancer patients, including those
caring for individuals with hematologic malignancies, has consistently shown that the
burden is particularly intense due to the unpredictable disease trajectory, frequent
hospitalizations, and complex medical procedures involved in treatment (Milbury et al.,
2017). These caregivers often report chronic fatigue, sleep disturbances, depressive
symptoms, and anxiety, which together contribute to both mental and physical health

deterioration (Northouse et al., 2012).

Furthermore, caregiving burden has been defined as a dynamic construct,
evolving across the illness continuum, from diagnosis through treatment, remission, or
end-of-life care (Adelman et al., 2014). Researchers have highlighted that caregiving
burden is not solely a reflection of patient needs but also shaped by interpersonal

dynamics, caregiver coping styles, and social support systems (Reinhard et al., 2020).
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In studies focusing on caregivers of hematological cancer patients, burden is often
described as an accumulation of prolonged emotional strain and physical exhaustion due
to extended treatment regimens, emotional uncertainty, and witnessing patient suffering (
Posluszny et al., 2017). Thus, across multiple disciplines, caregiving burden is defined as
a multidimensional and cumulative stress response that arises when caregiving demands
chronically exceed available psychological, social, and material resources ultimately

compromising the caregiver’s overall well-being (Liu, 2020)

Milbury et al. (2017) noted that in hematologic cancer caregiving, the sustained
exposure to emotional strain, combined with uncertainty about prognosis, significantly
contributes to chronic psychological burden and deteriorating physical health. Likewise,
Sklenarova et al. (2015) reported that over 40% of cancer caregivers met clinical criteria
for high burden, characterized by emotional exhaustion, financial stress, and diminished
personal well-being, underscoring the profound impact of caregiving on mental and

physical health.

Further studies have expanded the definition to include social and existential
dimensions of burden. Cheng et al. (2019) described caregiving burden as a
“comprehensive stress response” influenced not only by caregiving intensity but also by
caregivers’ appraisal of meaning and purpose in their role. Their findings indicated that
caregivers with limited coping resources and low perceived meaning in caregiving
exhibited higher subjective burden. Similarly, Mosher et al. (2013) found that caregivers’
burden was exacerbated by social isolation and lack of institutional support, particularly

in hematologic malignancies requiring prolonged treatment.



Papastavrou et al. (2014) highlighted that cultural values related to family
obligation and collectivism significantly influence how caregivers perceive and report
burden, suggesting that definitions of burden must account for cultural norms and
expectations. Geng et al. (2018), studying caregivers of leukemia patients in China,
reported that filial piety and family cohesion moderated the relationship between
caregiving demands and perceived burden, reinforcing the multidimensional and context-
dependent nature of the construct. In sum, caregiving burden across studies is
consistently defined as a complex, multidimensional experience encompassing the
interaction of physical strain, emotional exhaustion, financial difficulty, social role
disruption, and existential distress that results when caregiving responsibilities exceed an

individual’s internal and external coping resources

Mental Health

A state of well-being where individuals recognize and utilize their potential,
effectively manage everyday stresses, work productively and efficiently, and contribute
positively to their community is how the World Health Organization defines mental
health (WHO, 2004) . According to Keyes' (2002) dual-continua model, mental health is
a state of "flourishing,” which is marked by psychological functioning, good emaotions,

and social integration, rather than only the absence of mental illness.

Mental health constitutes a fundamental aspect of human existence, without
which leading a balanced and fulfilling life becomes nearly impossible. The World
Health Organization (WHO, 2004) defines mental health as a state of well-being in which

an individual realizes their potential, is able to cope with normal life stresses, can work



productively, and contributes meaningfully to their community. This definition reflects a
positive orientation toward psychological well-being, emphasizing optimal functioning
and the absence of mental disorders. Within the athletic context, the significance of
positive mental health is magnified, as it directly influences both performance and

recovery from injuries.

According to Rice et al. (2016), mental health among athletes should be
understood as a continuum or spectrum rather than a fixed state defined solely by the
presence or absence of mental illness. This spectrum encompasses varying degrees of
positive and negative mental states, recognizing that fluctuations in well-being are natural
and can impact performance. Schinke et al. (2017) further conceptualized this continuum,
describing mental health in athletes as ranging from an optimal “flow state,”
characterized by peak performance and engagement, to lower states marked by

psychological distress or disorder.

Importantly, experiencing mental health challenges does not necessarily imply the
presence of a clinically diagnosed disorder. Athletes often face subclinical issues such as
stress, anxiety, or mild depressive symptoms that can significantly hinder both athletic
and academic performance (Bird, Chow, & Cooper, 2018). These difficulties are
frequently driven by perfectionism, performance pressures, and the constant struggle to
balance personal and professional expectations. Although such issues may not meet
diagnostic criteria, they nonetheless exert substantial negative effects on well-being and

functioning.



Historically, mental health concerns among athletes have mirrored those seen in
the general population, yet cultural stigmas within sports have made their
acknowledgment particularly challenging. Admitting to mental health struggles has long
been perceived as a sign of weakness, discouraging athletes from seeking professional
help (Bauman, 2015). Fear of judgment, financial repercussions, and social stigma further
reinforce this silence. The entrenched cultural expectation to remain “strong” and
resilient exacerbates these pressures, often leading to the underreporting of symptoms.
Although awareness of mental health in sports has improved considerably in recent years,
Bauman (2015) notes that ongoing cultural transformation is still needed to normalize

mental health discussions and encourage help-seeking behaviors.

To better understand the factors influencing an athlete’s willingness to seek
psychological support, Bird, Chow, and Cooper (2018) applied the Health Belief Model
(HBM). This model highlights how perceptions of vulnerability, severity of symptoms,
perceived benefits and barriers to treatment, and external cues such as social support
collectively determine help-seeking behavior. Athletes who perceive their symptoms as
manageable or who fear negative career consequences may be less likely to seek

treatment despite recognizing their distress.

Mental health concerns in competitive athletes span across all levels of
participation, from amateurs to elite professionals. Those engaged in high-intensity
competition are particularly vulnerable to disorders such as depression, anxiety, panic
attacks, eating disorders, and substance abuse (Gucciardi et al., 2016). These conditions
not only impair athletic performance but also influence physical health, as mental and

physical well-being are deeply interconnected (Reardon et al., 2019).
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Furthermore, mental health is not solely defined by the absence of psychological
distress but also encompasses positive constructs such as resilience, self-esteem,
emotional stability, and effective interpersonal functioning (Ryan et al., 2018).
Recognizing both the negative and positive dimensions of mental health allows for a
more comprehensive understanding of psychological well-being in athletes.
Conceptualizing mental health as a dynamic spectrum promotes a holistic approach to
mental health care, enabling early intervention and ongoing support that enhances both

athletic performance and overall life satisfaction (Schinke et al., 2017).

From a clinical perspective, researchers such as Kessler et al. (2005) and Patel et
al. (2018) highlighted that mental health involves not only the absence of psychiatric
conditions such as depression or anxiety but also the maintenance of emotional
regulation, resilience, and cognitive functioning that enable individuals to adapt to
environmental demands. More recent studies view mental health as a holistic construct
shaped by psychological, biological, social, and spiritual dimensions (Westerhof &
Keyes, 2010). The biopsychosocial model posits that mental health reflects the interplay
of genetic predispositions, emotional regulation, interpersonal relationships, and

environmental supports (Karban, 2016).

Physical Health

A person's functional ability to carry out everyday tasks can also be used to
determine their physical health. Physical health includes "body functions and structures”
and how they affect a person's capacity to engage in activities of daily living, according

to the International Classification of Functioning, Disability, and Health (ICF).



According to some experts, physical health is defined as total well-being, which
encompasses elements including lifestyle decisions, diet, and physical fitness. The
American College of Sports Medicine (ACSM), for example, stresses that maintaining a
healthy body weight, getting enough nutrition, and participating in regular physical

activity are all components of physical health (Garber et al., 2011).

Physical health has been comprehensively defined in previous research as a
multifaceted construct encompassing the overall condition and functional efficiency of
the body, extending beyond the mere absence of disease or infirmity. According to the
World Health Organization (1946), health represents a state of complete physical, mental,
and social well-being, establishing a foundational framework for defining physical health
in caregiving research. In the context of caregiving studies, physical health has been
operationalized through subjective, objective, and biological dimensions. Subjectively,
researchers have measured caregivers’ perceived physical functioning, bodily pain,
fatigue, and vitality using different validated instruments which assess functional
limitations and role impairments associated with physical strain (Ware & Sherbourne,

1992).

Objectively, physical health has been assessed through the prevalence of chronic
conditions, the occurrence of new illnesses, and the frequency of healthcare utilization
(Raina et al., 2004). Additionally, biological indicators, such as alterations in cortisol
levels, immune dysregulation, and sleep quality, have been used to capture physiological

manifestations of caregiving stress (Ross et al., 2013).



Studies consistently indicate that high caregiving burden is linked to
deteriorations in caregiver's physical health, evidenced by reduced functional ability,
increased somatic complaints, and elevated physiological stress markers (Wilson-
Genderson et al., 2023). Therefore, physical health in caregiving literature is broadly
defined as a multidimensional state reflecting both perceived and measurable aspects of
bodily functioning, vulnerability to illness, and capacity to maintain daily physical roles

under stress.

Physical health has been broadly conceptualized in caregiving research as a
multidimensional construct encompassing bodily functioning, physical symptoms, illness
burden, and engagement in health-promoting behaviors. It is not limited to the absence of
disease but includes an individual’s capacity to perform daily physical roles, maintain
energy, and recover from physical stressors. In caregiving contexts, physical health has
often been defined through indicators such as fatigue, sleep disturbance, pain, and
chronic disease prevalence, reflecting the physiological toll caregiving imposes on the

body (Bishop et al., 2015).

In a study examining caregivers of oncology patients, physical health included
domains such as general health, fatigue, physical functioning, and vitality, assessed
through self-report instruments capturing perceived well-being and symptom burden
(Northouse et al., 2012). Similarly, in a recent study of spousal caregivers of individuals
with dementia, physical health was measured through fatigue, pain interference, sleep
quality, number of chronic illnesses, and engagement in health-promoting behaviors like

exercise and nutrition (Schulz et al., 2024).
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Objective indices of physical health have also been incorporated into caregiving
research; for instance, Fredman et al. (2015) operationalized physical health in terms of
performance-based measures such as grip strength, timed walking, and chair stands,
linking caregiving intensity with measurable functional decline. Population-based studies
have taken a broader approach, defining caregivers’ physical health through self-rated
health, symptom reports, and the number of diagnosed medical conditions, as
demonstrated in a Taiwanese sample by Lee et al. (2009), where caregiving strain was

significantly correlated with poorer self-perceived health and higher disease prevalence.

Moreover, longitudinal research has shown that chronic caregiving stress
contributes to systemic physiological dysregulation particularly inflammation and
immune impairment leading to gradual declines in functional health (Verkaik et al.,
2025). Collectively, these studies conceptualize physical health as a dynamic,
multifaceted construct influenced by subjective experiences, behavioral choices, and
biological processes, capturing both the immediate and cumulative effects of caregiving
on the body. This multi-layered definition is particularly useful when studying primary
caregivers of patients with complex illnesses such as haematological cancers, because it
allows one to capture both the everyday bodily toll of caregiving and the more latent

consequences.

Spiritual health

The sensation of belonging to something more than oneself whether it is a higher
power, the natural world, or other people is how many studies describe spiritual wellness.

The World Health Organization (WHQO) (2014) states that spiritual health, which is

11



defined as a person's capacity to discover balance and connection both within themselves
and with their surroundings, is essential to general health and well-being. Many people
consider spiritual health to be a part of holistic health, which encompasses social, mental,
and physical aspects. Spiritual health, according to the National Center for
Complementary and Integrative Health (NCCIH), is a state that encompasses a person's

ethics, values, and beliefs as well as how these aspects affect their general well-being.

Spiritual health in empirical research is most commonly conceptualized as a
multidimensional construct that captures a An individual’s sense of purpose or
significance, peace, faith, and connectedness (to self, others, nature or the transcendent),
and it is treated as both a resource for coping and a domain of well-being that can be
measured separately from but related to psychological and physical health. Early, widely
cited measurement work framed spiritual well-being around two core dimensions,

meaning/peace and faith (Peterman et al., 2002).

Clinical and nursing scholarship most influentially work by Puchalski and
colleagues frames spiritual health as part of “whole-person” care: an aspect of health that
clinicians should assess because it affects coping, decision-making and quality of life in

serious illness (Puchalski., 2014).

Spiritual health has been broadly conceptualized in research as a
multidimensional component of overall well-being that encompasses a person’s sense of
meaning, purpose, connectedness, and transcendence. It involves the individual’s
relationship with self, others, nature, and, for some, a higher power, serving as a source

of strength and coping in times of stress or illness (Puchalski et al., 2014). Scholars
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emphasize that spirituality is not synonymous with religiosity; rather, it extends beyond
religious belief systems to include existential elements such as the search for meaning,

inner peace, and life purpose (Paloutzian & Ellison, 1982).

Fisher’s (2011) Four-Domain Model of Spiritual Health conceptualizes it through
personal, communal, environmental, and transcendental domains, reflecting
interconnected relationships that contribute to holistic well-being. Moreover, concept
analyses of spiritual health have identified core attributes such as meaning in life,
connectedness, transcendence, and harmony, while acknowledging cultural and

contextual differences in interpretation (Ghaderi et al., 2018).

Increasingly, public health perspectives recognize spiritual health as an essential
dimension of holistic health complementing physical, mental, and social aspects because
spiritual resources have been shown to enhance coping capacity, resilience, and quality of

life among patients and caregivers (Ramezani et al., 2014).

Spiritual health has been widely discussed in the literature as a dynamic and
integral dimension of human well-being that involves the harmonious interaction between
an individual’s inner life and their external environment. According to the World Health
Organization (WHO, 1984), spiritual health constitutes a fundamental component of
holistic health, alongside physical, mental, and social dimensions, encompassing values,
beliefs, and a sense of purpose that guide one’s life. Moberg (2010) described spiritual
health as the expression of one’s total well-being in relation to ultimate meaning and

purpose, highlighting its role in fostering personal integration, hope, and resilience.
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Similarly, Hawks (2004) defined spiritual health as the capacity to find and
integrate meaning and purpose in life through a sense of connection with oneself, others,

nature, art, music, literature, or a higher power. underscoring its multifaceted nature.

Research studies further suggest that spiritual health serves as a coping resource
in times of adversity, influencing emotional stability and psychological adaptation among
individuals facing chronic illness or caregiving responsibilities (Tiew & Creedy, 2012).
Collectively, these definitions reflect a consensus that spiritual health transcends religious
identity and reflects a universal human need for meaning, connectedness, and

transcendence, which contributes substantially to overall quality of life.
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Literature Review

A study by Johanson et al. (2004) indicates that Low-grade fatigue, moderate
worry, and a immense weight of care were encountered by primary caregivers of breast
cancer patients who underwent mastectomy and chemotherapy and were planned for
autologous BMT. The important intercorrelations between every variable observed, with
the exception of subjective burden and sensory exhaustion, illustrating the intricacy of

the symptoms experienced by the primary caregiver.

Similarly a study by Anum and Dasti (2015) findings suggested a negative
relationship between psychological well-being and caregiver load. Additionally, there
was a strong and positive correlation between psychological well-being and the six
spiritual dimensions. Data analysis also showed that the relationship between the
psychological well-being and the caregiver burden was only partially mediated by two
spirituality domains: self-discipline and meanness-generosity. The participants disclosed
that their caregiving duties significantly contributed to their elevated levels of stress and

anxiety, which in turn impacted their mental and emotional well-being.

Likewise a study by Spatuzzi et al. (2018) shows caregivers with high levels of
spiritual well-being experience a better quality of life and less stress. Given these
correlations, healthcare providers should pay closer attention to spiritual resources
available to family cancer caregivers both at the time of diagnosis and during the course

of the disease.

One of the studies identified the moderating role of spiritual health where spiritual

mindfulness mitigated the impact of spiritual coping on positive reinterpretation and
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personal development (Rudaz., 2018). Similarly a study by Wang and Lin., 2016
indicated that Spiritual health may lessen the detrimental effects of cancer on life quality

and the desire for an early demise.

Caregivers of hematologic cancer patients often face unique, intense, and
sometimes protracted responsibilities: frequent hospital visits, management of complex
medication regimens (including transfusions, chemotherapy, HSCT-related care),
infection-control concerns, and periods of high symptom burden or relapse. Emerging
empirical work documents high levels of distress, poorer sleep, and reduced quality of
life in this population (Nielsen et al., 2024). Where compared with caregivers for some
solid-tumor patients, hematologic-cancer caregivers often report similar or greater
psychological distress and caregiving intensity because of treatment regimens and more

volatile disease courses (e.g., relapse after stem cell transplant)

A large meta-analytic literature shows robust associations between caregiving
stress/burden and adverse psychological outcomes (depression, anxiety, stress, reduced
well-being). Meta-analyses and systematic reviews indicate medium to large pooled
effects for depression and perceived stress among caregivers compared with non-
caregivers and strong correlations between caregiving stressors (behavioral problems,

intensity) and caregiver depressive symptoms (Pinquart & Sérensen, 2007).

In cancer-caregiver specific samples, cross-sectional and longitudinal studies
consistently find that higher subjective burden predicts higher depressive symptoms,

anxiety, and traumatic stress reactions, and lower quality of life. National reporting and

16



clinical guidance also note under-screening of caregiver distress despite high prevalence

(NCI, 2023).

Mechanistically, subjective appraisal and coping styles account for much of the
variance: caregivers who appraise demands as overwhelming and who use avoidant
coping report the worst mental health, while problem-focused coping and effective help-

seeking are protective (Pinquart & Soérensen, 2003)

Although psychological consequences have been studied most, a substantial body
of work links caregiving burden to worse physical health outcomes (sleep disturbance,
somatic symptoms, immune dysregulation, chronic disease exacerbation). Meta-analytic
evidence points to caregiving as associated with poorer physical health, with stronger
negative effects among caregivers experiencing psychological distress and for certain
subgroups (older caregivers, lower SES, less social support) (Pinquart & Soérensen,
2007). Importantly, depressive symptoms and chronic stress appear to mediate links
between caregiving burden and physical outcomes, through pathways such as poor sleep,
inflammation, unhealthy behaviors (reduced exercise, worse diet), and reduced healthcare
engagement. In cancer caregiver populations these physical consequences are observed as

higher somatic complaints and poorer self-rated health.

Spiritual health is defined variably across studies but commonly includes: (1)
existential components meaning, peace, purpose; and (2) religious components faith,
religious practices, and religious coping. Studies Research across caregiving contexts
(stroke, dementia, cancer) shows inverse correlations between spiritual health and

perceived burden and psychological distress: caregivers with higher spiritual health report
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lower burden, greater resilience, and better quality of life (Mirhosseini, 2024). Some
work also links spirituality to healthier coping (acceptance, positive reframing) which in

turn relates to lower depression and anxiety.

A growing set of cross-sectional and a few longitudinal studies test spiritual
health as a moderator of the relationship between caregiving burden and mental/physical
outcomes. Findings typically show that, at comparable levels of objective burden,
caregivers with higher spiritual well-being experience less psychological distress and
report better quality of life than those with low spiritual health (Mirhosseini, 2024; recent
reviews). Proposed moderating mechanisms include: (a) enhanced meaning-making and
acceptance that reduce the negative appraisal of stressors; (b) increased use of adaptive
religious/spiritual coping (prayer, organizational support) that provides social and
emotional resources; and (c) promotion of resilience and positive affect that counteract
depressive symptoms (Young, 2024). While consistent, most moderator studies are cross-
sectional, limiting causal interpretation, and effect sizes vary across samples and

measures.

Previous studies also converges on an integrative biopsychosocial model in which
caregiving demands (objective stressors) leads to subjective appraisal (burden) which in
turn leads to psychological responses (depression, anxiety) resulting in behavioral and
biological changes (sleep disruption, inflammation, unhealthy behaviors) which ends up
into physical health decline. Spiritual health operates at multiple points in this chain: (a)
as a personal resource that shapes appraisal (lower perceived burden for the same
objective tasks), (b) as a set of coping behaviors that alter stress responses (increasing

adaptive coping, fostering social support through faith communities), and (c) as a buffer
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against emotional exhaustion, thereby attenuating downstream physical effects.
Moderated mediation models tested in general caregiver samples (and proposed for
cancer caregivers) posit that spiritual health moderates the link between burden and
psychological distress, which then mediates the association with physical health and

quality of life (Cui et al., 2024)

Intervention studies that explicitly target spiritual care or incorporate spiritual
components (meaning-centered psychotherapy, spiritually informed counseling, faith-
based support groups) report improvements in spiritual health and, in some cases,
reductions in perceived burden and depressive symptoms. A growing number of
randomized and quasi-experimental trials in various caregiving populations suggest
spiritual care can be beneficial, but heterogeneity in interventions, outcomes, and
measurement makes synthesis difficult and limits strong conclusions about generalized
efficacy and effect sizes (recent reviews and trials 2022-2025). Exercise,
psychoeducation, and combined psychosocial interventions also reduce burden and
improve health outcomes, sometimes mediated by improved coping and meaning

(Cardoso et al., 2025)

Research across multiple populations and care contexts consistently shows a
robust, clinically meaningful association between caregiving burden and poorer mental
health in informal caregivers. Meta-analytic syntheses indicate that caregivers report
substantially higher levels of depressive symptoms and perceived stress than non-
caregivers, and that subjective burden (the caregiver’s appraisal of strain) is one of the

strongest predictors of psychological distress (Pinquart & Sérensen, 2007.
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Pinquart and Sorensen’s meta-analysis found a large effect for differences in
depression between caregivers and noncaregivers (g =~ .58), and similarly large effects for
perceived stress and reduced subjective well-being. In cancer caregiving samples
specifically, prevalence studies and systematic reviews report elevated rates of depression
and anxiety among family caregivers, with many studies documenting moderate to severe

symptoms in substantial subgroups of caregivers (Moghaddam et al., 2023).

Previous studies distinguishes objective caregiving demands (hours of care,
intensity of tasks, patient functional impairment) from subjective burden
(emotional/psychological appraisal of caregiving). Although both dimensions relate to
mental health, subjective burden and care recipients’ behavior problems (e.g.,
neuropsychiatric symptoms, uncontrolled symptoms) show the strongest and most
consistent associations with caregiver depression and anxiety (Pinquart & Sdérensen,
2003). In other words, two caregivers performing similar objective tasks can experience
very different levels of distress depending on their appraisal, perceived control, and

coping resources (Pinquart & Sorensen, 2003).

The transactional stress model posits that caregivers’ appraisals of demands
(threat vs. challenge) and their coping responses (problem-focused vs. avoidant)
determine psychological outcomes. Caregivers who appraise demands as overwhelming
and who use avoidant coping styles show higher depressive and anxiety symptoms (Geng

etal., 2018).

In caregiver samples where the care recipient experiences frequent symptoms,

unpredictable disease trajectories, or behavioral disturbance, caregiver burden and
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psychological distress are higher. Cancer caregiving studies show that greater patient
symptom burden and treatment complexity predict worse caregiver mental health

(Nielsen et al., 2024)

Cancer caregivers, including those caring for patients with hematological
malignancies, frequently experience elevated psychiatric morbidity. Systematic reviews
of caregivers of cancer patients report substantial pooled prevalence of clinically
significant depression and anxiety, and cross-sectional studies in hematologic cancer
samples report high burden, poor sleep, and impaired psychological well-being (Nielsen

etal., 2024).

Hematologic malignancies often involve intense treatment regimens (e.g.,
chemotherapy cycles, transfusions, hematopoietic stem cell transplantation) and
potentially rapid changes in patient status; these features increase both objective
caregiving demands and subjective uncertainty, which in turn raise caregiver distress

(Karacan et al., 2021).

Previous research studies consistently demonstrates that greater caregiving burden
is associated with poorer physical health among informal caregivers, with effects
observed across self-reported health, somatic symptoms, sleep quality, and health-related
quality of life (Schulz & Sherwood, 2008). Meta-analytic evidence indicates that
although objective indices of caregiving (hours of care, number of tasks) are related to
physical outcomes, subjective burden caregivers’ appraisal of strain shows the more

robust and consistent association with physical morbidity (Pinquart & Sorensen, 2007).
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In oncology contexts, systematic reviews and cohort studies report that family
caregivers of cancer patients experience higher rates of fatigue, sleep disturbance, pain
complaints, and lower overall health-related quality of life compared with non-caregiving
peers, and these adverse outcomes are strongly correlated with reported caregiving

burden and patient symptom severity (Adashek et al., 2020)

Several, partly overlapping pathways explain how caregiving burden translates
into physical health decline. First, behavioral pathways operate when high burden leads
to health-compromising behaviors, reduced physical activity, poor diet, irregular medical
care, and disrupted sleep that increase risk for chronic conditions and somatic symptoms

(Schulz & Sherwood, 2008).

Second, psychosomatic and physiological stress pathways link chronic caregiving
stress to dysregulation of the hypothalamic—pituitary—adrenal (HPA) axis and immune
function: studies report altered cortisol rhythms, elevated proinflammatory markers, and
changes in immune cell profiles among chronically stressed caregivers, suggesting that
sustained burden can produce biological wear-and-tear that contributes to poorer physical

health over time (Whittaker et al., 2019).

Third, psychological distress (depression, anxiety) functions as both an outcome
of burden and a mediator of physical ill-health: depressive symptoms increase somatic
complaints and exacerbate sleep problems and unhealthy behaviors, thereby amplifying

physical morbidity (Cui et al., 2024).

Evidence from longitudinal and intervention studies further supports the

plausibility of these causal pathways. Prospective research indicates that transitions into
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family caregiving are followed by increases in self-reported physical symptoms and
markers of systemic inflammation, particularly among caregivers who report high
subjective burden or low social/resources support (Roth et al., 2020). Intervention studies
that reduce objective demands (respite, practical assistance) or target appraisal and
coping (psychoeducation, stress management) report improvements in caregiver-reported
health, sleep, and sometimes in physiological stress markers, implying that burden

reduction can lead to measurable physical-health benefits (O’Riordan et al., 2023).

Caregivers of patients with hematological malignancies may be at particular risk
because treatment regimens (frequent hospital visits, transfusions, infection precautions)
and disease trajectories (relapse, intensive therapies such as hematopoietic stem cell
transplantation) increase both objective workload and uncertainty, yielding higher burden
and consequent physical-health consequences; recent studies in hematologic-cancer
caregiver samples report impaired sleep, greater fatigue, and reduced quality of life

correlated with caregiver burden and patient symptom load (Moghaddam et al., 2023).

Taken together, the literature supports a biopsychosocial model in which
caregiving burden promotes behavioral changes, psychological distress, and biological
stress responses that jointly erode physical health; this model underscores the need for
routine assessment of caregiver burden and integrated interventions (practical support,
behavioral health, stress reduction) to mitigate the physical-health toll of caregiving Cui

etal., 2024).
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Rationale of the study

Although previous research has examined caregiving roles in various chronic
conditions, few studies have specifically focused on caregivers of patients with

hematological cancers, such as leukemia, lymphoma, and multiple myeloma.

Although the importance of spiritual health for general well-being is becoming
more widely acknowledged, less is known about how it specifically affects those who
care for patients with hematological malignancies. Research could examine the ways in
which spiritual practices and beliefs affect the coping strategies, resilience, and general

health outcomes of caregivers.

Problem Statement

Caregivers of patients with hematological cancers experience significant physical
and mental health burden. Investigating how spiritual practices influence coping
mechanisms, resilience, and overall well-being can provide valuable insights for

improving caregiver support and holistic care strategies.

Significance of the study

The study will help us in enhancing caregiver interventions, the formation of
effective healthcare policies, and highlighting the importance of spiritual health are
essential components in promoting holistic well-being and improving patient outcomes.
Caregiver interventions must be supported through comprehensive training and resources
to ensure optimal care delivery. The development of thoughtful healthcare policies is

crucial in addressing the diverse needs of patients and caregivers alike. Additionally,
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recognizing and nurturing spiritual health plays a significant role in fostering emotional

resilience and overall healing.

Objectives

1. To assess the relationship between caregiving burden, mental and physical health
of primary caregivers with hematological cancer patients
2. To examine the moderating role of spiritual health in the relationship between

caregiving burden and mental and physical health

Hypothesis

1. There is a significant negative relationship between caregiving burden and the
mental and physical health of primary caregivers

2. Spiritual health moderates the relationship between caregiving burden and mental
and physical health, such that higher spiritual health reduces the negative impact
of caregiving burden on mental and physical health.

3. Demographic factors significantly predict the caregiving burden and its impact on

health outcomes

Theoretical Framework

Stress Process Model

The present study is theoretically grounded in the Stress Process Model,
developed by Leonard 1. Pearlin, which conceptualizes caregiving as a dynamic and
ongoing stress process rather than a single stressful event. According to this model,

caregiving responsibilities associated with chronic and life-threatening illnesses, such as
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hematological cancers, function as primary stressors that place sustained psychological
and physical demands on caregivers. These stressors, when prolonged, can lead to
adverse mental health outcomes, including depression, anxiety, and emotional distress, as
well as physical health problems such as fatigue, somatic complaints, and reduced overall

well-being (Pearlin et al., 1990)

The Stress Process Model further emphasizes that the impact of caregiving
stressors on health outcomes is not uniform across individuals, but is influenced by the
availability of personal and psychosocial resources that may alter stress appraisal and
coping responses. In this context, spiritual health is conceptualized as a significant
moderating resource that may buffer the negative effects of caregiving burden on
caregivers’ mental and physical health. Spiritual health may facilitate adaptive coping by
fostering meaning-making, hope, acceptance, and a sense of purpose in the caregiving
role, thereby reducing emotional distress and enhancing psychological resilience (Pearlin

et al., 1990)

Consistent with the Stress Process Model, the present study proposes that higher
levels of caregiving burden will be associated with poorer mental and physical health
outcomes among primary caregivers of hematological cancer patients. However, this
relationship is expected to be attenuated among caregivers with higher levels of spiritual
health, indicating a moderating effect. By incorporating spiritual health into the stress
process framework, the study adopts a holistic perspective that acknowledges the role of
cultural and spiritual resources in shaping caregivers’ responses to chronic caregiving

stress, particularly within collectivistic and religious contexts (Pearlin et al., 1990)
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Conceptual Framework

Caregiving Burden

Physical Health
Mental Health

Spiritual Health

(Moderator)

Figure: Conceptual framework depicting relationship among variables
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Chapter 2

METHOD

Research Design

The research study was a quantitative cross-sectional survey design that examined
the influence of caregiving burden on mental and physical health with moderating role of

spiritual health

Population

The target population consisted of primary caregivers who can be defined as
someone who is largely in charge of caring for a person with a medical condition,
especially when that person is unable to carry out daily tasks. Caregivers typically
include family member, partner or a friend. For our study we included caregivers at

oncology departments of different hospitals of Islamabad and Rawalpindi

Sample

Purposive technique was used to choose the sample, allowing participants to be
included based on their availability, willingness, and particular qualities to take part in
the research. It is significant to understand that the results might not apply to the whole

population. Sample size consisted of 70 primary caregivers.

Inclusion criteria

1. Participants having a minimum age of 20
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2. Immediate family members of the patient. This may include spouses, children and
siblings

3. Participants are dealing with patients having hematological cancers

Exclusion Criteria

1. Participants on psychiatric medications

2. Participant have an age less then 20 years

Operational Definition

Caregiving burden

It is defined as evaluation by caregivers on how providing care has affected their
lives, including how it has affected their physical and mental well-being and disrupted

their social lives (Zarit et al., 1980)

Mental health

According to the World Health Organization, mental health is a state of well-
being in which individuals recognize their potential, manage the normal stresses of life,
work productively and effectively, and contribute positively to their community (WHO,

2004)

Physical health

It is the capacity of an individual to carry out instrumental and everyday living

activities, which provide information about their physical well-being (katz et al., 1963)
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Spiritual health

It involves or evaluates two main aspects: religious well-being (the person's
relationship with God or a higher power) and existential well-being (a feeling of meaning

and purpose in life) (Elkins, D. N, et al. (1988)

Instruments

Caregiver Strain Index

The Caregiver Strain Index (CSI) was developed by Robinson in 1983 to assess
the level of strain experienced by individuals providing care to elderly, chronically ill, or
disabled persons. The scale consists of 13 items, each addressing a potential source of
caregiver stress such as financial strain, physical health, sleep disturbance, emotional
adjustment, and social constraints. Respondents indicate whether each item applies to
their situation using a dichotomous response format—answered as “Yes” (scored 1) or
“No” (scored 0). The total score ranges from 0 to 13, with higher scores reflecting greater
levels of caregiver strain. The CSI has exhibited good internal consistency, with a noted
Cronbach’s alpha reliability of approximately 0.86, indicating that it is a reliable and

valid tool for screening caregiver burden in both clinical and research settings.

General Health Questionaire-12

The General Health Questionnaire-12 (GHQ-12) was developed by David
Goldberg and Paul Williams in 1988 as a short screening instrument to detect general
psychological distress and potential psychiatric disorders in the community or clinical

settings. The GHQ-12 consists of 12 items that assess symptoms such as anxiety,
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depression, social dysfunction, and loss of confidence over the past few weeks. Each item
is rated using a 4-point Likert-type response format, typically ranging from “Better than
usual” to “Much less than usual” or similar options, depending on the version used.
Scoring can be done either bimodally (0-0-1-1) or on a Likert scale (0-1-2-3), with higher
scores indicating poorer mental health. The GHQ-12 has shown excellent internal
consistency across different populations, with reported Cronbach’s alpha reliability
values spanning from 0.82 to 0.90, making it a widely used and psychometrically sound

measure of general mental well-being.

SF-12 Health survey

The SF-12 Health Survey was developed by John E. Ware, Jr., and colleagues in
1996 as a shorter alternative to the original 36-item Short Form Health Survey (SF-36). It
is designed to measure overall health-related quality of life in both clinical and general
populations. The SF-12 consists of 12 items that represent eight key health areas:
physical functioning, role limitations due to physical or emotional problems, bodily pain,
general health, vitality, social functioning, and mental health. Responses are given on
Likert-type scales that vary depending on the question—for example, some items use a 3-
point scale (“Yes, limited a lot” to “No, not limited at all”’), while others use a 5- or 6-
point scale (“Excellent” to “Poor” or “All of the time” to “None of the time”). The survey
yields two composite scores: the Physical Component Summary (PCS) and the Mental
Component Summary (MCS). The SF-12 has exhibited good internal consistency, with
reported Cronbach’s alpha reliability values typically ranging from 0.70 to 0.89 across
different populations, indicating it is a reliable and efficient tool for assessing overall
physical and mental health status.
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Spiritual well-being scale

The Spiritual Well-Being Scale (SWBS) was developed by Craig W. Ellison and
Raymond F. Paloutzian in 1982 to measure individual's overall sense of spiritual quality
of life and their perception of well-being in relation to both God and life purpose. The
scale consists of 20 items, divided into two subscales: the Religious Well-Being (RWB)
subscale, which assesses one’s relationship with God, and the Existential Well-Being
(EWB) subscale, which evaluates one’s sense of life purpose and life satisfaction.
Responses are given on a 6-point Likert scale, typically ranging from “Strongly
Disagree” (1) to “Strongly Agree” (6), with higher scores indicating greater spiritual
health. The SWBS has demonstrated strong psychometric properties, with reported
Cronbach’s alpha reliability coefficients ranging from 0.89 to 0.94 for the total scale and
subscales, confirming its reliability and validity as a measure of spiritual and existential

health

.Demographics

Different additional demographic variables such as age, gender, educational
background, marital status, socio-economic status, employment status and relationship to
caregivers of participants were incorporated. For the purpose of caregivers, family
relations were focused. Spouses, children (primary caregivers) and siblings (secondary

caregivers) were included.

Procedure

Participants at different oncology departments of multiple hospitals were
approached by the researchers after the permission was granted by the relevant
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authorities. A brief introduction was given about the research and its significance after
which an informed consent was acquired from the participants. Following informed
consent data was gathered from the participants and any uncertainty regarding items was
cleared the participants were specifically asked to answer with utmost honesty and
sincerity and after the completion of the process, they were acknowledged for their
assistance and participation. For the purpose of ensuring objectivity and avoidance of any

researcher bias, self-rating scales were used

Data Analysis

Quantitative data was analyzed using suitable statistical methods. Distributions
and characteristics of the variables in the sample was analyzed using descriptive
statistics. The relationship between caregiving burden, mental health and physical health
was analyzed using correlation analysis. Determined the strength and direction of the
associations by computing correlation coefficients (e.g. Pearson's correlation). Used the
PROCESS analysis in to assess whether spiritual health moderates the relationship

between caregiving burden ,physical and mental health.

Ethical Consideration

Ethical approval was obtained from Ethical Review Board, Department of
Psychology, 1UI and Ethics Committee of International Islamic University, Islamabad.
In addition, all necessary information was provided to the participants and written
declaration regarding consent was take with a total affirmation and assurance regarding

privacy and confidentially to the process and gathered data. To ensure confidentiality, the
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data collected was not shared with anyone and the names of the participants were

nowhere mentioned in the report of data file.
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Table 1

Sociodemographic Characteristics of Participants (N=70)

RESULTS

Chapter 3

Variables Categories f %
Gender
Male 31 44.3
Female 39 55.7
Age
20— 28 37 54.3
29-36 20 28.6
37-45 12 17.1
Marital Status
Single 40 57.1
Married 30 42.9
Educational
Background
Matriculation 17 24.3
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Intermediate 19 27.1

Bachelor 20 28.6
Masters 14 20.0
Socioeconomic
Status
Upper Class 10 14.3
Middle Class 51 72.9
Lower Class 9 12.9
Employment Status  Fully Employed 29 41.4
Unemployed 1 1.4
Retired 5 7.1
Student 35 50.0
Rel_ationship with
patient
Spouse 12 17.1
Sibling 42 60.0
Child 16 22.9

Table 1 presents the sociodemographic characteristics of the participants. The

sample consisted of 70 primary caregivers, among whom 44.3% were male (n = 31) and
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55.7% were female (n = 39). The majority of the participants (54.3%) were aged between
20 and 28 years (n = 37), followed by those aged 29-36 years (28.6%, n = 20) and 37-45
years (17.1%, n = 12). In terms of marital status, 57.1% of the caregivers were single (n =

40), whereas 42.9% were married (n = 30).

Regarding educational background, most participants had completed education at
the Bachelor’s level (28.6%, n = 20), followed by Intermediate (27.1%, n = 19),
Matriculation (24.3%, n = 17), and Master’s level (20.0%, n = 14). Concerning
socioeconomic status, the majority of participants belonged to the middle class (72.9%, n
= 51), while 14.3% (n = 10) were from the upper class and 12.9% (n = 9) from the lower

class.

In terms of employment status, half of the participants were students (50.0%, n =
35), followed by 41.4% (n = 29) who were fully employed, 7.1% (n = 5) retired, and only
1.4% (n = 1) unemployed. As for the relationship with the patient, the majority of
caregivers were siblings of the patients (60.0%, n = 42), whereas 22.9% (n = 16) were

children and 17.1% (n = 12) were spouses of the patients.

Overall, the demographic data suggest that the majority of caregivers were young,
single, and educated individuals primarily belonging to the middle socioeconomic class,

with most serving as siblings to the patients they cared for.

37



Table 2

Psychometric Properties of Study Major Variables (N=70)

Range
Measures k a Min Max M SD Skew. Kurt.
CSlI 12 .60 6 12 9.20 2.09 -11 -1.45
GHQ 12 73 25 36 29.87 1.81 A2 1.40
SF 12 A7 19 31 24.53 2.47 .52 -.04
SWB 20 71 40 112 95.26 8.83 -1.5 2.17

Note. CSI = Caregiving Stress Index; GHQ = General Health Questionnaire; SF = Short form for health
survey; SWB = Spiritual Wellbeing Scale; Skew = Skewness; Kurt = Kurtosis

Table 2 displays the psychometric properties and descriptive statistics of the study
variables. The Caregiver Stress Index (CSI) (a = .60) showed moderate variability and an
approximately normal distribution (skewness = —0.11, kurtosis = —1.45). The General
Health Questionnaire (GHQ) (o = .73) demonstrated low variability and a near-normal
distribution (skewness = 0.12, kurtosis = 1.40). The Short Health Survey (SF) (o = .77)
showed slight positive skewness (0.52) and near-normal kurtosis (—0.04). The Spiritual
Wellbeing Scale (SWB) (a = .71) exhibited a moderate negative skew (—1.50) and higher
peakedness (kurtosis = 2.17), indicating generally high wellbeing scores. Overall,
reliability coefficients ranged from .60 to .77, reflecting acceptable internal consistency

aCross measures.
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Table 3

Correlation of Caregiving Burden with Mental health, Physical Health and Spiritual

health (N = 70)

Variable 1 2 3 4

1.Caregiving Burden -

2.Mental Health -.62** -
3.Physical Health -.29% 13 -
4.Spiritual health -.07 .04 .09 -

Note: Correlations marked with an asterisk (*) were significant at p<.05 where as those marked with an
asterisk (**) were significant at p<.01

Table 3 presents the Pearson product-moment correlations among the study
variables. Results indicated a significant negative correlation between caregiver stress
(CSL_T) and mental health (GHQ_T), r(68) = —.62, p < .001, suggesting that higher
caregiver stress was associated with poorer general health. A significant negative
correlation was also found between caregiver stress and physical health (SF_T), r(68) = —
.29, p = .015, indicating that greater stress was related to physical health. No significant
correlations were observed between caregiver stress and spiritual health (SWB_T), r(68)
= —.08, p = .52, or among the remaining variables (all p > .05). Overall, the findings
suggest that higher levels of caregiving stress are linked to poorer mental and physical

health among caregivers.
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Table 4

Simple linear regression analysis demonstrating effect of Caregiving Burden on the

prediction of Mental Health among caregivers (N=70)

Mental Health

95% ClI
Predictors Model 1 B LL, UL
(constant) 34.78*** [33.24, 36.35]
Caregiving
Burden -.54 [-.70, -.37]
R? 38
F 42.03***

Note: *** p< .000: LL = Lower limit; UL = Upper Limit

A simple linear regression was conducted to examine whether caregiving burden
significantly predicts mental health among caregivers. The results indicated that
caregiving burden significantly predicted mental health, F(1, 68) = 42.03, p < .001,
explaining approximately 38% of the variance in mental health (R?2 = .38). The
unstandardized regression coefficient for caregiving burden was negative and statistically
significant (B = —0.54, 95% CI [-0.70, —0.37]), indicating that higher caregiving burden

is associated with lower levels of mental health among caregivers. The constant was
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34.78, suggesting that when caregiving burden is zero, the predicted level of mental

health is 34.78.
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Table 5

Simple linear regression analysis demonstrating effect of Caregiving Burden on the

prediction of Physical Health among caregivers (N=70)

Physical Health

95% ClI
Predictors Model 1 B LL, UL
(constant) 27.67 [25.11, 30.26]
Caregiving
Burden -.34 [-.62, -.07]
R? .08
= 6.23*

Note: ** p< .01: LL = Lower limit; UL = Upper Limit

A simple linear regression was conducted to determine whether caregiving burden
significantly predicts physical health among caregivers. The results revealed that
caregiving burden significantly predicted physical health, F(1, 68) = 6.23, p < .01,
explaining approximately 8% of the variance in physical health (R?2 = .08). The
unstandardized regression coefficient for caregiving burden was negative and statistically
significant (B = —0.34, 95% CI [-0.62, —0.07]), indicating that higher caregiving burden

is associated with lower levels of physical health among caregivers. The constant value of
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27.67 suggests that when caregiving burden is zero, the predicted physical health score is

27.67.
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Table 6

Moderating effect of spiritual health on caregiving burden and mental health (N=70)

95% ClI
Predictor B SEB t p LL, UL
Constant 29.88 17 171.52 .00 [29.53, 30.22]
Spiritual health -.02 .03 -.52 .61 [-.07, .04]
Caregiving Burden -53 .08 -6.37 .00 [-.70, -.36]
Caregiving
Burden*Spiritual .01 .01 .58 .56 [-.02, .03]
health
R? 38
F 13.79%**

Note; (***) p<.001; LL = Lower Limit; UL = Upper Limit

A moderation analysis using Hayes’ (2022) PROCESS Model 1 examined
whether spiritual health moderates the relationship between caregiving burden and mental
health. The overall model was significant, F(3, 66) = 13.92, p < .001, R? = .387.
Caregiving burden negatively predicted mental health (b = —0.532, p < .001). However,
the interaction between caregiving burden and spiritual health was not significant (b =
0.008, p = .769), indicating that spiritual health does not moderate the relationship

between caregiving burden and mental health.
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Table 7

Moderating effect of spiritual health on caregiving burden and physical health (N=70)

95% ClI
Predictor B SEB t p LL, UL
Constant 24.50 29 85.39 .00 [23.92. 25.07]
Spiritual health .05 .04 1.11 -27 [-.04, .15]
Caregiving Burden -.34 14 -2.47 .02 [-.62, -.07]
Caregiving
Burden*Spiritual -.02 .02 -.99 32 [-.06, .02]
health
R? 10
F 2.5

A moderation analysis using Hayes’ (2022) PROCESS Model 1 examined
whether spiritual health moderates the relationship between caregiving burden and
physical health. The overall model was not significant, F(3, 66) = 2.51, p = .067, R =
.102. Caregiving burden negatively predicted physical health (b = —0.342, p = .016),
while the interaction between caregiving burden and spiritual health was not significant

(b =-0.020, p =.327), indicating that spiritual health does not moderate this relationship.
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Table 8

Multiple linear regression analysis demonstrating effect of Demographics on the

prediction of caregiving burden among caregivers (n=70)

Caregiving Burden

95% CI
Predictors Model 1 B

LL, UL
(constant) 3.68 [-1.73, 9.08]
Age .04 [-.08, .16]
Gender 97 [-.08, 2.02]
Marital Status .63 [-.82, 2.09]
Education Level -.34 [-1.19, .51]
Socioeconomic .68 [-.37, 1.73]
Status
Employment

67 [-.44, .57]

Status
Relationship to 42 [-.23, 1.07]
caregiver
R 11
F 1.12
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A multiple linear regression analysis was conducted to examine whether
demographic variables (age, gender, marital status, education level, socioeconomic status,
employment status, and relationship to the care recipient) predict caregiving burden
among caregivers (n = 70). The overall model was not statistically significant, F(7, 62) =
1.12, p > .05, indicating that the set of demographic factors did not significantly predict
caregiving burden. The model explained 11% of the variance in caregiving burden (R? =

11).
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Chapter 4

DISCUSSION

The present research intended to examine the impact of caregiving burden on the
mental and physical health of primary caregivers of patients diagnosed with
hematological cancers, while also exploring the moderating role of spiritual health in this
relationship. The findings of this research provide valuable insights into how the
demands of caregiving influence caregivers’ overall well-being and how spiritual health

may serve as a protective factor in mitigating the adverse effects of caregiving stress.

The finding as mentioned in Table 3 that caregiver stress (CSI_T) was
significantly and negatively correlated with mental health (GHQ_T) fully supports the
study’s hypothesis that higher caregiving burden is associated with poorer mental health
among primary caregivers of hematological cancer patients. This result is consistent with
previous research demonstrating that caregiving stress significantly predicts
psychological distress and reduced mental well-being among caregivers of cancer
patients. For instance, Karimi Moghaddam et al. (2023) reported that elevated caregiver
burden was strongly associated with higher levels of depression, anxiety, and emotional
exhaustion among caregivers of cancer patients. Similarly, a study published in BMC
Public Health found that increased caregiving burden negatively impacted caregivers’
quality of life through heightened psychological distress (Zakeri et al., 2024). These
findings align with earlier evidence suggesting that persistent caregiving stress
contributes to mental health deterioration due to prolonged emotional strain and limited

coping resources (Kim et al., 2020). Hence, the present result reinforces the established
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understanding that as caregiver stress intensifies, mental health outcomes decline,
confirming the hypothesized negative association between caregiving burden and mental

well-being.

The significant negative correlation found between caregiver stress (CSI_T) and
physical health (SF_T) as mentioned in Table 3 supports the study’s hypothesis that
higher caregiving burden is associated with poorer physical health among primary
caregivers of hematological cancer patients. This finding is according to previous
research demonstrating that caregiving stress adversely affects caregivers’ physical well-
being through pathways such as fatigue, sleep disturbance, and impaired immune
function. Schulz and Sherwood (2008) noted that chronic stress among caregivers often
leads to deterioration in physical health, including increased risk for hypertension,
cardiovascular disease, and other stress-related conditions. Similarly, Bevans and
Sternberg (2012) found that caregivers of cancer patients exhibited lower physical
functioning, vitality, and general health compared to population norms. Furthermore,
Rohleder et al. (2009) highlighted that prolonged caregiving stress contributes to
physiological dysregulation, resulting in weakened immune responses and greater
vulnerability to illness. These converging findings strengthen the current study’s
conclusion that increased caregiver stress is a significant predictor of poorer physical

health outcomes, confirming the hypothesized negative relationship.

The finding that caregiving burden significantly predicted mental health as
mentioned in Table 4, fully supports the study’s hypothesis that higher caregiving burden
leads to poorer mental health among primary caregivers of hematological cancer patients.

The result, showing that caregiving burden explained 38% of the variance in mental
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health, highlights the considerable psychological toll that caregiving responsibilities
impose. This finding is consistent with prior studies that have demonstrated a strong
negative predictive relationship between caregiver burden and mental health outcomes.
For instance, Chang et al. (2009) found that higher caregiving burden significantly
predicted poorer psychological well-being and greater psychiatric morbidity among

family caregivers.

The finding that caregiving burden significantly predicted physical health as
mentioned in Table 5 is in full agreement with the study’s hypothesis that higher
caregiving burden leads to poorer physical health among caregivers of hematological
cancer patients. This result aligns with numerous studies that have demonstrated similar
patterns across caregiving populations. For example, Vitaliano et al. (2003) found that
caregivers experiencing higher stress levels exhibited poorer physical health indicators,
including elevated blood pressure and greater risk for metabolic and cardiovascular
problems. Similarly, Rhee et al. (2008) reported that caregiving burden was a significant
predictor of self-reported physical health decline among family caregivers, primarily due
to fatigue, lack of rest, and chronic strain. Pinquart and Sérensen (2007) also concluded
through a meta-analysis that caregiving burden is consistently associated with poorer
physical functioning, reduced immune competence, and increased health complaints. In

the context of cancer caregiving

The moderation analysis using Hayes’ (2022) PROCESS Model 1 as mentioned
in Table 6 revealed that the interaction between caregiving burden and spiritual health
(was not significant, indicating that spiritual health was unable to moderate the

relationship between caregiving burden and mental health. This result contrasts with the
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expectation that spiritual well-being would buffer this relationship. Similar findings have
been reported in previous research, where spirituality or religiosity, though beneficial for
overall well-being, did not significantly moderate the link between caregiver stress and
mental health outcomes. For example, Losada et al. (2010) found that religiosity did not
moderate the relationship between caregiving burden and depressive symptoms among
dementia caregivers. Likewise, Rivera et al. (2020) reported that while higher spiritual
health correlated with lower distress, it did not buffer the effects of burden on
psychological outcomes among cancer caregivers. A recent study by Choi et al. (2022)
also found that spirituality had a direct association with caregiver well-being but did not

significantly moderate the impact of stress on mental health.

The moderation analysis using Hayes’ (2022) PROCESS Model 1 mentioned in
Table 7 revealed that the spiritual health did not have any moderating impact on the
relationship of caregiving burden and physical health. These findings are in contrast with
the hypothesis but this outcome is consistent with prior studies reporting that while
spirituality is beneficial for psychological coping, it does not always exert a buffering
effect on the relationship between caregiving stress and physical health outcomes. For
instance, Kim and Knight (2017) found that spiritual health was positively related to
caregivers’ overall health but did not moderate the effects of caregiving stress on physical
symptoms. Similarly, Herrera et al. (2009) observed that spiritual and religious
involvement improved subjective well-being but failed to significantly reduce the

physiological consequences of prolonged caregiver stress.

The present study as in Table 8 has found that demographic variables such as age,

gender, marital status, education level, socioeconomic status, employment status, and
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relationship to the care recipient did not significantly predict caregiving burden among
caregivers of hematological cancer patients. The result is in contras of our hypothesis but
this finding aligns with a previous study that has similarly reported weak or non-
significant associations between demographic factors and caregiving burden. For
instance, Choi et al. (2019) and Kim and Schulz (2018) found that caregiving burden is
more strongly influenced by psychological, situational, and disease-related variables

rather than demographic characteristics

Limitations and Suggestions

Following are the limitations of this study:

1. The size of the sample constraints the statistical power of the study and may
reduce the generalizability of the findings to the broader population of caregivers
of hematological cancer patient

2. Since purposive sampling was used, the sample may not represent all caregivers,
leading to potential sampling bias. This limits the external validity and the ability
to generalize results to other caregiver populations or cultural contexts

3. The cross-sectional survey design captures data at a single point in time, which
prevents the inference of causal relationships. between caregiving burden,
spiritual health, and health outcomes.

4. All data were obtained using self-report questionnaires, which may be influenced
by response biases, including social desirability, memory inaccuracies, or over

reporting of symptoms
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5. The study does not account for changes in caregiving burden, spiritual health, or
physical and mental health over time, which may fluctuate with disease
progression or caregiving duration.

6. Factors such as caregivers’ age, duration of caregiving, patients’ disease severity,
access to social support, or prior health conditions were not statistically
controlled, which might have influenced both burden and health outcomes.

7. The conceptualization of “spiritual health” might differ across individuals or
cultural contexts, limiting how accurately the instrument reflects spirituality
among caregivers of hematological cancer patients.

8. Since the study focused specifically on caregivers of hematological cancer
patients, the findings may not apply to caregivers of patients with other types of

chronic or terminal illnesses.

Following are the suggestions

1. Future research should involve larger and more diverse samples to enhance the
generalizability and statistical robustness of findings concerning caregiving
burden and health outcomes

2. Employing random or stratified sampling techniques could help reduce sampling
bias and better represent the broader population of caregivers.

3. Long-term studies should be conducted to examine changes in caregiving burden,
spiritual well-being, and mental and physical health over time, enabling stronger

causal inferences.
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4. Including qualitative interviews or mixed-method designs can provide deeper
insights into caregivers’ lived experiences, coping mechanisms, and the role of
spirituality in their daily caregiving activities.

5. Future studies should examine additional moderating or mediating factors, such as
social support, resilience, coping styles, or emotional regulation, to understand the
mechanisms linking burden and health outcomes.

6. Replicating the study among caregivers of patients with other cancers or chronic
ilinesses could reveal whether the observed relationships are specific to

hematological cancers or generalizable across caregiving contexts.

Implications of this study

The results of this study carry immense significance for research, clinical practice,
and caregiver support interventions. The significant negative relationships between
caregiving burden and both mental and physical health highlight the urgent need for
targeted psychological and physical health support for caregivers of hematological cancer
patients. These results emphasize that caregivers experience substantial stress that can
adversely affect their overall well-being, suggesting that healthcare providers should
routinely assess caregiver burden and integrate stress management, counseling, and
health promotion programs into cancer care services. It also highlights the need for
routine screening and early identification of highly burdened caregivers in oncology
settings. Incorporating caregiver-focused interventions, such as psychoeducation, stress
management, and coping skills training, is essential to prevent psychological distress and
physical health deterioration. Adopting a multidisciplinary, caregiver-centered approach that

addresses psychological, physical, and spiritual needs is crucial for improving outcomes for
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primary caregivers of hematological cancer patients. Moreover, the absence of a moderating
effect of spiritual health implies that while spirituality may be beneficial for personal
coping, it alone may not buffer the adverse effects of caregiving burden on health
outcomes. Therefore, comprehensive caregiver interventions should not only foster
spiritual health but also address emotional, social, and physical dimensions of caregiver

support through a holistic, multidisciplinary approach.

Conclusion

In conclusion, the present study demonstrated that caregiving burden has a
significant negative impact on both the mental and physical health of primary caregivers
of hematological cancer patients. These findings suggest that as caregiving demands
increase, caregivers experience greater psychological distress and poorer physical well-
being. However, spiritual health did not moderate the relationship between caregiving
burden and health outcomes, indicating that spirituality alone may not be sufficient to
buffer the negative effects of caregiving stress. Overall, the study underscores the need
for comprehensive caregiver support strategies that address psychological and physical
health challenges while recognizing the potential but limited role of spiritual health in

mitigating caregiver burden.
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APPENDICES

Annexure A: Informed Consent

You are invited to participate in a research study "impact of caregiving burden on mental
and physical health of primary caregivers of hematological cancer patients moderating
role of spiritual health”. This study is being conducted by Muhammad Afzal Jamal, MS

Scholar, Department of Psychology, International Islamic University, Islamabad.

Your participation involves completing a questionnaire assessing these factors.
Participation is voluntary, and you can withdraw at any time . All information will be

kept confidential and used solely for research purposes. Your responses are anonymous.

Some questions might cause mild distress; you can choose not to answer or
withdraw if uncomfortable. Your contribution will help advance understanding of mental

health factors among psychologists.

By completing the questionnaire, you indicate informed consent. If you have any
queries or concerns, please feel free to contact me at

muhammad.mscp512@student.iiu.edu.pk.

Signature
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Annexure B: Demographic Sheet

Age
Gender 1) Male 2) Female
Marital Status 1) Single 2) Married
Educational 1) Matric 2) Inter 3) BS 4) MS 5) PhD
Background
3) Lower
Socioeconomic 1) Upper Class 2) Middle Class
Status Class
1) Fully

2) Unemployed | 3) Retired | 4) Student
Employment Status Employed
Relationship to 1) Spouse 2) Sibling 3) Parent 4) Child

patient
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Annexure C: Caregiving Strain Index

Caregiver Strain Index (CSl)

| am going to read a list of things that other people have found to be difficult. Would you
tell me whether any of these apply to you? (GIVE EXAMPLES)

Yes =1 No=0

Sleep is disturbed (e.g., because . . . is in and out of bed or wanders
around at night)

Itis inconvenient (e.g.. because helping takes so much time or it's a
long drive over to help)

It is a physical strain (e.g., because of lifting in and out of a chair;
effort or concentration is required)

Itis confining (e.g., helping restricts free time or cannot go visiting)}

There have been family adjustments (e.g., because helping has
disrupted routine; there has been no privacy)

There have been changes in personal plans (e.g., had to turn down a
job; could not go on vacation)

There have been emotional adjustments (e.g., because of severe
arguments)

Some behavior is upsetting (e.g., because of incontinence; . . . has
trouble remembering things: or . . . accuses people of taking things)

It is upsetting to find . . . has changed so much from hisfher former
self (e.g., he/she Is a different person than he/she used to be)

There have been work adjustments (e.g., because of having to take
time off)

It is a financial strain

Feeling completely overwhelmed (e.g., because of worry about . . . |
concems about how you will manage)

Total Score (Count yes responses. Any positive answer may
indicate a need for intervention in that area. A score of 7 or higher
indicates a high level of stress.)

Robinson, B. (1983). Validation of a Careglver Strain Index. Journal of Gerontology. 38:344-348.
Copyright ® The Gerontological Society of America. Reproduced by permission of the publisher.
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Annexure D: General Health Questionnaire

Supplement 1: The General Health Questionnaire (GHQ) 12
The next questions are about how you have been feeling over the kst few weeks.

* Have you recently heen able to concentrate an whatever you're doing?
1. Better than usual
2. Same as usual
3. Less than usual
4. Much less than usual
* Hawve you recently lost much sleep aver warry?
1. Notatall
2. No more than usual
3, Rather more than usual
4. Much mare than usual
* Have you recently felt that you were playing a useful part in things?
1. Mare so than usual
2. Same as usual
3. Less so than usual
4. Much less than usual
* Have you recently felt capable of making decisions about things?
1. Mare so than usual
2. Same as usual
3. Less o than usual
4. Much less capable
*  Have you recently felt constantly under strain?
1. Notatall
2. No mare than usual
3. Rather more than usual
4. Much more than usual

* Have you recently felt you coutdn't overcame your difficulties?
1. Notat all
2. No more than usual
1, Ratber more than usual
4. Much mare than usual
* Have you recently been able to enjoy your normal day-ta-day activities?
1. Mare so than usual
2. Same as usual
3. Less so than usual
4. Much less than usual
* Have you recently heen able to face up to problems?
1. Mare so than usual
2. Same as usual
3. Less able than usual
4. Much less able
* Have you recently been feeling unhappy or depressed?
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1. Notatall
2. No more than usual
3. Ratber more than usual
4. Much mare than usual
*  Have you recently been losing confidence in yoursedf?
1. Notatall
2. No more than usual
3. Rather more than usual
4. Much mare than usual
* Have you recently been thinking of yourssIf as a worthless person?
1. Notat all
2. No more than usual
3, Rather more than usual
4. Much more than usual
*  Have you recently been feeling reasonably kappy, all things considered?
1. More so than usual
2, About the same as usual
3. Less so than usuad
4. Much less than usual
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Annexure E: SF-12 Health Survey

SF-128 Patient Questionnaire

Page Lol 2
Pathemtlnitlals __ _  DateofBirthe ¢ Patkey:
Surgeon Name: Date:
Examination Perlod: _ Peecp (1) e SYear (4]
. lmadiate Foasop (2) — SYer |8}
— 1 Nexrdl S— B
SF.120:

This ifarmation will help your doctors keep track of how you feel and how well you are able o do your
usual activigies. Asswer evesy question by placing a check mark on the Une ia front of the appeapriate
meswer, It is g specific for anhritis. 1f you are unsure abows how 10 aeswer a question, please give the hest
mswer yoa can and make 2 written comment beside your answis.

1. In genesal, would yoo say yous health is:
— Excellem (2)
— Very Good (2)
. Cood (3}
— Farq
— Pooc(3)

‘Ihe tollowing two questians are about acdvitles you might do durtng a typical day. Dees YOUR
HEALTH NOW LIMIT YOU In these activitles? 1f so, how much?

h

2. MODERATE ACTIVITIES. such as moving a table, peshing 2 cheamer. bowling, or playing
goif:

—— Yes Limited A Lot (1)
e Yes, Limited A Linde {2)
— Nao, No¢ Limited Ar AL (3)

Climbleg SEVERAL flights of stairs:
— Yes Limibed A Lot (1)
o Yes, Limited A Litte {(2)
—— No, Not Limited Az Al (2)

L

During the PAST 4 WEEKS have you had amy of the fallowing problems wigh your work ar ocher regular
activities AS A RESULT OF YOUR PHYSICAL HEALTH?

4. ACCOMPLISHED LESS than you would like
Yes (1)
— No(®

5. Wese limited In the KIND of work or ogher activitles:
e Yes (1)
— No )

e Date:
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SF120 Page 2af'3

PadeatInitlals ___ _  DareofBirth: /o TRy
Surgeoa Name: Date:
Examination Perlod: __ fsecp (1) . $Yaar (4}

e Immediie Poadop (2 — SYear 8

e 1 Year 1y . Ottwer fpocthy} (6):
SF.12% Conmt'd:

During the PAST 4 WEEKS, were you limised in the kind of work you do or othee regular activities AS A
RESULT OF ANY EMOTIONAL PROBLEMS (such as feeling depeessed oe anxians)?

. ACCOMPLISHED LESS than you would like:
Yes (1)
Na (2)

7. Dida’t do work or oeher activities as CAREFULLY as usual:
— Yes11)
—— Na)

During the PAST 4 WEEKS, haw much did PAIN teerfere with your noemal wark fincluding both woek
ourside the homse and housewark)?

— NotAcAl()

— AlLide But (2)

The nea three guestions are aboat how yos focd and bow thizgs bave been DURING THE PAST ¢4
WEEKS. For each question, please give the one answer that comes closest 1o the way you have born
{eeling How mach of the time durieg the PAST & WEEKS -

9. Have you fels calm and peaceful?
— Allof the Time 1}
— Moat of the Time (2}
— A Good Bit of the Time (3}
— Same of the Time (4}
— ALk of the Time (5)
— Nane of the Time (6]
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SF120 Page Sof 3
Patlent Indtials Dateof Birth: /) 1
Sa Name: Date:

Examination Peried: Pesop (1) 3 Year 1)
Immadiate Poviop (2) 4 Year |15
— 1Yeriy — (xher bpacify} (1):

SF12% Comt'd:

10, Dl you have a ket of energy?
— Allaf the Time (1}
o Most af the Time [2)
— A Good Bar of the Time {3}
— Same of the Time {4)
— ALlde of the Time (3)
None of the Time (6}

1. Have you felt downheaned and hlue?
— Allaf the Time (1)
— Most of the Time |2}
— AGood Bir of the Time {3)
— Same of the Time (4)
— ALlde of the Time (3)
None of the Time (i}

12, During the PAST 4 WEEKS, how much of the tlmse has your PHYSICAL HEALTH OR EMOTIONAL
PROBLEMS (nterfered with your social activities {llke visiting with friends, relatives, esc.)?
— Abaf e Time (1)

Mest of the Time (2}

A Good Bit of the Time (1}

Same of te Tiene (4)

A Litge of the Time (3)

Nane of the Time (1}
Surgeon Sgr Date
129 Hasth o0, ad
I S i s 0oty e

o
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Annexure F: Spiritual Wellbeing Scale

SWB Scale
For each of the following statements circle the choice that best indicates the extent of your
agl nt or disag t as it desceribes your personal experience:
SA = Strongly Agree D = Disagree
MA = Maderately Agree MD = Moderately Disagree
A = Agree SD = Strongly Disagree
1. I[don't ind much satisfaction in private prayer with God. SA MA A D MD SD
2. 1 d'an'l know who 1 am, where 1 came from, or where I'm SA MA A D MD SD
going.
3. [1believe that God loves me and cares about me. SA MA A D MD SD
4. [1feel that life is a positive experience, SA MA A D MD SD
5. I believe that God is impersonal and not interested in my SA MA A D MD SD
daily situations.
6. Ifeel unsettled about my future. SA MA A D MD SD
7. 1have a personally meaningful relationship with God. SA MA A D MD SD
8. [ feel very fulfilled and satisfied with life. SA MA A D MD SD
9. Idon't get much personal strength and support from my God SA MA D MD SD
10. [ feel a sense of well-being aboult the direction my life is SA MA A D MD SD
headed in.
11. [Ibelieve that God is concerned shout my problems. SA MA A D MD SD
i2. [don't enjoy much about life. SA MA A D MD SD
I3. [don't have a personally satisfying relationship with God, SA MA A D MD SD
14. I [feel good about my future. SA MA A D MD SD
15, My relationship with God helps me not to feel lonely. SA MA A D MD SD
16. [ feel that life is full of conflict and unhappiness. SA MA A D MD SD
17. I feel most fulfilled when I'm in close communion with Ged. SA MA A D MD SD
i8. Life doesn't have much meaning. SA MA A D MD SD
19. My relation with God contributes to my sense of well-being. SA MA A D MD SD
20. 1 believe there 1s some real purpose for my life. SA MA A D MD SD
Nete: SWE Scale © 1982 by Craig W Elosare sond Raymuosd F. Palostasss. All rights reserved Effenteve desuary 1, 2022, fhe irigaal Spermsd

Weki-Beizy Scale iz Enplah (SWAS, Pal
e sad o ol 10

ehac s orodhier sk s Lime o slandeed s citalian il ceslite sre siuen i ass
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