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Abstract

Hispanic caregivers experiencing higher caregiving burden than their non-Hispanic
cohorts, due in part to contextual factors, such as barriers to accessing health care,
challenging employment environments, low education and income, immigration
issues, and minority stress. Spirituality may serve as a coping strategy for Hispanic
caregivers that influences health-related quality of life (HRQoL), possibly by modi-
fying loneliness associated with caregiving. We explored these concepts using semi-
structured interviews (N=10 Hispanic caregivers). Participants shared perceptions
of loneliness, spirituality, and how these factors related to HRQoL. Five themes
emerged: caregiver experience, coping strategies, loneliness, religion and spirituality
to gain strength. Findings suggested that spirituality and religion improved HRQoL
partially by reducing loneliness. Future programs to improve HRQoL in Hispanic
English-speaking cancer caregivers should address spirituality.
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Introduction

Culturally competent approaches (sensitivity to cultural norms, spiritual activities,
or self-care practices) are needed to improve quality of life for informal caregivers of
the estimated 149,100 new Hispanic/Latinx/o/a cancer patients annually in the USA
(American Cancer Society, 2021a, b). In this paper, Hispanic/Latinx/o/a are used to
refer to persons of Hispanic origin and are used interchangeably without preference
or prejudice (American Cancer Society, 2021a). Informal caregivers are defined
as family members or friends who provide unpaid supportive, informational, and
emotional care (National Alliance for Caregiving, 2019) and perform palliative care
responsibilities (Miller et al., 2014; Vitaliano et al., 2003). The psychosocial needs
and related quality of life of Hispanic caregivers of cancer patients are not well
understood. With a growing survivorship population overall and poorer outcomes
for several cancers among Hispanic patients, the need for caregiving is expected to
rise. Caregivers encounter challenges when meeting caregiving demands, and these
challenges are associated with changes to both their personal and other aspects of
their life (Vitaliano et al., 2003).

Hispanic Caregiving and Cultural Values

Caregiving is a culturally embedded value among Hispanics due to the concept of
familism, that places a higher emphasis on the family unit over the individual in
terms of respect, support, and obligation (Valdivieso-Mora et al., 2016). Compared
to non-Hispanic white (NHW) families, informal care among minority families is
often more prevalent with Hispanics (Rote & Moon, 2018), who regularly experi-
ence higher burden from caregiving and spend more time caregiving (National
Alliance for Caregiving, 2019). Hispanic caregivers generally provide 45% of all
caregiving tasks, with an estimated 30 h per week in high burden caregiving situa-
tions (National Alliance for Caregiving, 2019). Contextual factors, such as barriers
to accessing health care, challenging employment environments, low education and
income, immigration issues, and minority stress are often encountered by Hispanic
caregivers (Badger et al., 2019). These factors are encountered within the context of
several cultural influences.

Overtly, due to cultural gender role expectations, women are traditionally more
likely to provide care for family members with cancer (Jolicoeur & Madden, 2002).
Similar to our findings, Heath et al. (2018) study had disproportionately represented
women as familia caregivers (Heath et al., 2018). The intersectionality of being both
female and Hispanic, coupled with such cultural gender role expectations poten-
tially puts an extensive burden on female caregivers. These women are more likely
to have less education, lower income, and work in jobs with fewer benefits (Badger
et al., 2019; Kayser et al., 2021). Hispanic cancer caregivers report high distress and
reduced health-related quality of life (HRQoL) (Badger et al., 2013; Segrin et al.,
2019). Greater distress is sometimes attributable to language barriers (e.g., not being
fluent in the dominant language of the culture) or social determinants of health (i.e.,
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lack of access to services, fewer recreational and leisure opportunities, lack of avail-
able transportation, lower incomes and education) (Treiman et al., 2021). Hispanic
caregivers often report more unmet needs concerning psychological and information
support (Ashing-Giwa, 2005), in part due to language barriers, stigma about seeking
help outside the family or church, mistrust of institutions or lack of access to sup-
portive care (Chebli et al., 2020).

Loneliness

Loneliness, commonly defined as a perceived discrepancy between one’s desired
and achieved levels of social contact (Peplau et al., 1979), is a psychosocial symp-
tom associated with lower HRQoL (Hawkley & Cacioppo, 2003, 2010; Segrin et al.,
2021). Loneliness is a problem for not only the survivors but for caregivers (Soylu
et al., 2016). Caregiving frequently generates demands that limit discretionary
social contacts thus increasing loneliness (Beeson, 2003). Hawkley and Cacioppo
(2010) theorize that loneliness accelerates age-related declines in health through
mechanisms such as intensified stress responses and dysfunctional health behaviors
(Hawkley & Cacioppo, 2003, 2010; Segrin et al., 2021). Addressing loneliness using
culturally appropriate methods may potentially improve HRQoL among the His-
panic caregiving population. The impact of loneliness on quality of life may be more
complex and driven by related contextual factors unique to Hispanic caregivers.

Spirituality

Spirituality has been identified as an important dimension of quality of life in cancer
survivorship (Lalani et al., 2018). For Hispanics, health issues are often met with
a spiritual approach of prayer and reliance on faith, as religiosity and spirituality
are important traditional values, (Lujan & Campbell, 2006; Rehm, 1999). Religios-
ity comprises organizational approaches (e.g., attendance at a church or organized
entity), behaviors and practices related to a specific doctrine. Spirituality consists
of a relationship between God or a higher power, one’s self, community, and one’s
environment (Campesino & Schwartz, 2006; Moberg, 2020). Spirituality among
Hispanics includes personal prayer and reliance on religious faith for health issues
(Lujan & Campbell, 2006; Rehm, 1999). Hispanics who regularly go to church and
those who attend only sporadically are equally likely to identify prayer as important
for the health of family members (Ransford et al., 2010). Religiosity is an important
coping mechanism for Hispanic caregivers that is negatively associated with their
level of anxiety (Gonyea & O’Donnell, 2021).With spirituality and religiosity being
recognized as a pathway to health and well-being, these factors may be foundational
sources of support and considered to be a positive coping practice among Hispanic
caregivers (Herrera et al., 2009).
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Within the Hispanic culture, a relevant value is espiritu—trust in spirituality.
Explicitly, espiritu is an important Hispanic core cultural value in which one may
find solace. Interestingly, Hispanics with higher spirituality report lower levels of
loneliness (Gallegos & Segrin, 2018). Similarly, intrinsic and organizational relig-
iosity has been associated with lower perceived burden, while non-organizational
religiosity was associated with poorer mental health (Herrera et al., 2009). A con-
cept often associated with Hispanic culture is religious fatalism. In contrast to spir-
ituality and religiosity, religious fatalism is linked to poorer health outcomes and
reduced healthy behaviors among Hispanic and African American communities,
particularly through pathways of diminished agency and passivity in health deci-
sion-making (Franklin et al., 2008; Leyva et al., 2014).

Future Approaches

In summary, culturally valued constructs among Hispanics such as spirituality and
religiosity may serve as strategies to help Hispanic caregivers cope with the psy-
chosocial risk and related diminished HRQoL outcomes associated with cancer car-
egiving (Nance et al., 2018). These strategies hold promise to influence loneliness,
a driver of poor HRQoL. Few studies have assessed caregivers’ views concerning
loneliness, spirituality and HRQoL, particularly in Hispanics. Therefore, under-
standing these experiences will inform program development to improve HRQoL
among Hispanic cancer caregivers. With limited psychosocial interventions that
successfully target and support Hispanic cancer caregivers (Borrayo et al., 2020),
understanding their experiences will aid in creating supportive care interventions,
address challenges, and provide needed support.

Methods

Ten Hispanic caregivers of cancer patients described their perceptions of loneliness
and spirituality, and how loneliness and spirituality related to their HRQoL. Partici-
pants were recruited from a large, randomized control trial investigating symptom
management interventions, [National Institute of Health (NIH), RO1CA224282]. For
the purposes of this qualitative descriptive study, study participants from the parent
study who elected to be contacted for future studies were contacted by the trained
study coordinator. All previously enrolled caregivers who were (1) a caregiver of a
cancer survivor with a diagnosis of cancer of any type; (2) > 18 years at the time of
participation; and (3) self-identifying as Hispanic, and who represented a range of
scores (low, medium, high) on the PROMIS social isolation-short form 4a baseline
were invited to participate. Following IRB approval [2007861602] and informed
consent, caregivers were asked to participate in a 30-90 min telephone semi-struc-
tured interview. All interviews completed were in English as this was an inclusion
criterion for the institutional review board which approved this study, although most
participants were bilingual Spanish and English speakers.
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Semi-structured Interviews and Qualitative Data Processing

The telephone interviews were conducted in English and consisted of open-ended ques-
tions and prompts identifying the participants’ perceptions of loneliness, spirituality,
and health-related quality of life related to cancer caregiving (Appendix . Interview
Guide). The interview guide was developed by the research group and was informed by
prior quantitative, self-report questionnaire responses from Hispanic cancer caregivers
in the parent study related to HRQoL, as well as a review of literature (Badger et al.,
2019). The interview was guided by the pre-planned questions and or prompts. How-
ever, the researcher had the flexibility for follow-up questions and or additional prompt-
ing as necessary. Specifically, when the interviewer (JM) did not understand what the
participant stated during the interview, prompts were used such as “can you explain
that more, I don’t want to assume.” The interviews were audio recorded, transcribed,
stripped of any identifying information, and downloaded into the qualitative data soft-
ware. MAXQDA 2020 was utilized to organize the data (VERBI Software, 2019).
Interviews and analyses were simultaneously conducted with interviews checked for
accuracy by JM and TB. The authors comprise two researchers from public health, one
from nursing, and one from communication. All have experience with the collection
and analysis of qualitative data as well as with family caregiving for people with cancer,
and two have extensive backgrounds with Hispanic cancer survivors and caregivers.

Braun and Clarke’s (2006) process of thematic analysis was used to analyze the data
(Braun, 2006). This process included (a) interviewing, transcribing, and reading as well
as re-reading the data to gain familiarity with them; (b) identifying portions of the data
answering the research questions that were coded (highlighting sections of text, typi-
cally phrases or sentences, and creating labels or “codes” to describe their content); (c)
collating all data into groups, identified by codes, into initial minor categories, which
were broader than codes; (d) refining minor categories to ensure they were representa-
tive of the data set; and (e) selecting exemplars for each theme. Finally, through an
iterative process of comparing categories with the primary (JM) and secondary coder
(TB), the data were queried for new categories or themes related to the experiences
from the Hispanic cancer caregivers. When no new themes emerged, it was concluded
that saturation was reached.

Four criteria of credibility, transferability, dependability, and confirmability were
applied to evaluate the trustworthiness of the findings (Lincoln & Guba, 1985). Cred-
ibility, or truth in the findings, was maintained by using direct transcribed quotes from
the participants reviewed by the secondary coder (TB) for interviews one, three, eight,
and nine. Transferability, or that the findings have applicability in other contexts for
similar samples, was maintained by the data collection records and decision trails
being kept by both reviewers JM and TB. Dependability, or that findings are consist-
ent and may be repeated, was maintained by ensuring that all processes were recorded,
reviewed by the secondary coder (TB), and both (JM and TB) kept an audit trail. Con-
firmability, or a degree of neutrality, was maintained by ascertaining participants’ per-
ceptions to any statements that were unclear to the interviewer with follow-up probes
that were devoid of any leading qualities.
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Results

Descriptive statistics are presented in Table 1. The mean age of caregivers in the
study was 58.8 years of age; 60% were >60 years of age (Table 1). Half the par-
ticipants were married. Seven of the ten caregivers had a college education or some
technical education. In total, participants were employed full time (5), retired (3),
employed part time (1), or not employed (1). The majority were female and were
spouses/significant others (n=2) or relatives (n=4) to the survivor.

The five themes (caregiver experience; coping strategy; loneliness; religion to
gain strength or support; spirituality to gain strength or support), four major cat-
egories (negative caregiving feelings; positive caregiving feelings; religious coping
strategies; active coping strategies) and 17 minor categories (presented in Table 2
and Fig. 1) provide insight into Hispanic cancer caregivers’ perceptions of their
caregiving.

Theme 1—Caregiver Experience

The first theme concerned the caregiver experience, which was defined as both
the negative and positive feelings related to caregiving; changes in roles and

Table 1 Descriptive statistics Variable (N=10) mean
(SD) or N (%)

Age 58.8 (13.7)
Ethnicity (Hispanic) 10 (100%)
Marital status
Married 5 (50%)
Single/not married 5 (50%)
Sex of participant (female) 6 (60%)
Relationship to survivor
Spouse or significant other 6 (60%)
Child (daughter) 3 (30%)
Mother 1(10%)
Education
Less than high school 1(10%)
High school 1 (10%)
Vocational/technical school or some college 3 (30%)
College 4 (40%)
Postgraduate 1(10%)
Employment
Full-time 5(50%)
Part-time 1(10%)
Unemployed, seeking 1 (10%)
Retired 3 (30%)
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responsibilities; details about treatment and illness of the survivor after diagno-
sis; influences of the survivor’s illness on the caregiver’s daily life and self-care;
reciprocity related to social support from the care recipient and family members;
influences of the survivor’s illness on marital roles and relationship between the
survivor and caregiver; and influences of the survivor’s illness on caregivers’ life
experience and perception. Two major categories related to negative and positive
feelings emerged. The category of negative feelings included: (a) caregiver task
and routines; (b) illness details; (c) impact on daily activity/self care; (d) reci-
procity; and (e) impact on marital role/relationship. Positive feelings included: (a)
purpose and (b) life experience/perception.

A number of participants discussed the burdens of caregiving. One of the most
important issues for caregivers who are caring for someone with a chronic pro-
gressive disease is the burden of care. The burden of care causes the caregivers
to put off meeting their own needs, which leads to unpleasant experiences such as
disrupted interpersonal relationships and poor physical health, all of which have
an impact on the caregiver’s well-being and can lead to increased stress. One par-
ticipant explicitly mentioned negative feelings, specifically stress: “Well the car-
egiving, I think to me it’s a little, not a little, but I think it needs more understand-
ing of what the caregivers go through, but it also depends on what the qualities
of a person might be. You know, she doesn’t only have cancer or right now she’s
cancer free, but she also has other chronic diseases. So that makes a caregiver
really, really extremely stressed. They don’t know how to cope with the stress.”
(#9).

Increased stress and anxiety are the most typical signs of emotional issues
reported by caregivers. Another participant expressed anxiety related to the caregiv-
ing experience as: “So for me, it’s, I mean, I feel, I felt good and happy that I could
help her and do things like that. But at the same time, it’s created more anxiety for
me. And I know like I have issues with OCD, so I know it’s exacerbated that. So, I
don’t think I've really taken enough time to kind of work on maybe my self-care in
that respect, like with anxiety and I have to some degree, but I know I can do more,
but like being anxious and kind of worrying about things. So, I'd say it’'s made me
more anxious, you know?” (#10).

Caregivers go through a range of emotions as a result of their roles. Some those
feelings are negative. Feelings of frustrations, diminished stamina, and a decrease
in one’s self-esteem comprehensively led to negative feelings. Negative emotions
related to the survivor’s current health status were similarly expressed, “I would take
her to the hospital and sit there with her while she had her treatments done. We
realized pretty soon that it was terminal and she volunteered for tests. She became
extremely dependent upon me. She didn’t want me to leave the room. She didn’t
want to go out anywhere. She was afraid to fall asleep because she was afraid to
wake up and I wouldn’t be there. It really became intense.” (#2).

Becoming a caregiver has numerous unexpected changes to one’s life. Change to
the caregiver’s life were expressed by another participant as, “It has a great impact
on one’s life, in my case. I mean, if I want to go now on vacation, I won’t be able
to go with her on vacation because she has that disease of the scleroderma, you
know, and that we have to watch out when we go out and where we are going out.

@ Springer



Journal of Religion and Health (2024) 63:1433-1456

Fig.1 Themes, major and minor
categories
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You know, they don’t realize that a caregiver is going through hell as well, and that
should be stressed to the patients as well.” (#9).

While caregiving is a dynamic experience over time with ever increasing com-
plexity and scope of responsibilities, positive experiences are often encountered as
well. Caregiving as a positive emotion was expressed as well, “It made me happy
to take care of her. It didn’t, the stuff I couldn’t do didn’t bother me at all. Yeah, she
was my main concern. She was my life. Anything I could do ease her pain.” (#2).
Another caregiver expressed her caregiving as a positive life experience “And just
getting to know all the whole, other side of my daughter you know, that closeness
that you have with a daughter it’s always there, but when there’s an illness involved,
oh my God, which was so much bigger.” (#3) Table 2 presents additional exemplars
of the themes.

Theme 2—Coping Strategy

All caregivers discussed the emerged theme of coping strategies related to loneli-
ness and the caregiving role. This theme was categorized into two major categories
being (1) active coping strategies and (2) religious activity coping strategies. Active
strategies encompassed physical activity (hiking, running), leisure (gambling, play-
ing instruments), and finally social support (seeking out time with friends and fam-
ily). Religious coping strategies included any religious activities such as going to
church, Bible studies, praying, and meditation, all of which were referred to by the
participants. One caregiver expressed that “For me going to church is important.
Even though, you know, there’s time, to me, I been limited just depending on what
my daughter and how she’s feeling.” (#3).

Alternatively, when asked about specific strategies, prayers were revealed as a
coping strategy among most of the participants “You know, as far as activities. No,
I have not, but the prayers are, my prayers are daily. Yes. My prayers are morning
and in between the days, if I feel I’'m having to need one and at night times, always,
always. Yeah. But activities [religious], really no.” (#3) When discussing spiritual
coping strategies related to caregiving loneliness, one caregiver detailed that “Lone-
liness for me is not as terrible as what I know other people to suffer, but because
like, meditation, you know, is an inward activity. So, it helps you be with yourself
and religious activity, and prayer and participating in other groups like in prayer
groups, which you have, it helps. It is for me; it is both of those activities are quite
important.” (#5). Social support emerged as a minor category, which was related to
the caregivers gathering and communicating with friends, family, and co-workers.
One specifically mentioned social support stating that “Communicating with my
siblings about what was going on. I think is well, keep maintaining that balance in
my life.” (#7).

Theme 3—Loneliness

Among participants, loneliness was a frequently discussed theme related to caregiv-
ing experience. Specifically related to the caregiving, a participant stated that “I
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don’t know. I think the biggest take back that I find as far as the loneliness and the
spiritual and caregiving is that I think people underestimate and don’t realize how
lonely we really are. And it just, I think just the awareness of it, to put that awareness
out there for people. And again, it’s not to say that I want recognition. It has nothing
at all to say that at all. It’s just that, the humanity, emotions that I feel we need to
strive for. And people don’t seem to care to do that.” (#4).

Similarly, one participant expressed their loneliness as “I feel like I'm not good
enough, very low self-esteem. And now like nobody’s here for me. That’s what I
feel. Like you’re not loved, like you are, you don’t have it to hold on to. I feel ugly
sometimes when I feel that way [loneliness], because those are the talks that come
into my mind like, ‘Oh, you are on underserving.”” (#8) Another participant refer-
enced the loneliness in uncertainty “And during the treatments, I was always with
her. So, we were kind of sharing those feelings of uncertainty and worry. We shared
and helped each other get through it. So, we fortunately were able to do that. So, we
got through it.” (#5).

Theme 4—Religion to Gain Strength or Support

A prominent theme among all participants was religion to gain strength or support.
All caregivers discussed religious activities to gain support and strength during their
survivor’s diagnosis/treatment. Five minor categories emerged related to this theme.
Specifically, when asked about religious activities such as prayer, one caregiver
stated “[Prayer is] Very important. I do it at least in the morning and at night. And
there’s a couple of times during the day...I try to have a conversation with God, he’s
my buddy, my friend.” (#2) Specifically on the issue of faith, one caregiver stated
that “Well, because you hope that the faith that you have will continue to be there for
you and just one day at a time.” (#9).

Hope was an important and essential caregiving experience discussed. Hope
often was described as an acknowledgment that the potential for multiple outcomes
existed, and that among those outcomes are positive futures. Hope was discussed
by several participants, one participant relating their experience as “That’s a hope
but we are real people and I understand that is the diagnosis and I’m just, you know,
what is changed is just the hope that she gets better and she doesn’t, you know, she
will be in a better place when she passes.” (#8) Trust in God was revealed to be
another minor category where the caregivers’ religious activities to gain support and
strength during their survivors’ diagnosis and treatment regularly occurred. One par-
ticipant affirmed “I try to tell her. But again, I know, I know that one day God’s
going to heal her for me. He [God] is. And I just can’t wait for that day, what rejoic-
ing that will be.” (#3) Another participant detailed his increase in faith and closeness
to God became stronger from his partner’s diagnosis “But I guess, you know, I didn’t
use to have conversations with God all the time. I didn’t talk to him, but I do now
cause for some reason, let me tell you, I don’t know if this is, if this is right or not,
but I talked to my Pastor about this and he said, you know, God knows everything.
He wouldn’t get anything wrong.” (#2) One participant’s faith remained constant in
her caregiving however her rate of prayers increased ‘“Yeah. About the same [faith],
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but of course, you know, I do pray a lot more now for each time you have pain or
when my mother calls me that he’s having an issue, of course.” (#1) Hope for the
participants simultaneously occurred with connection and connection was an inte-
gral component of hope. Hope and connection to God has a reciprocity for many of
the participants, the positive action of hope increased with the building and fostering
of a relationship with God.

Theme 5—Spirituality to Gain Strength or Support

The fifth emerging theme that was discussed by participants was spirituality to gain
strength or support. Caregivers who discussed spiritual activities to gain support and
strength during their survivor’s diagnosis/treatment discussed meditation as a way
to adapt to their caregiving. Specifically, on spirituality as a social support, one car-
egiver stated that “But in general, being spiritual and appreciating things and feeling
like that’s definitely a component and the things we’ve gone through, and helping us
out, I think that’s, it’s been stronger. Like it’s gotten stronger, but not necessarily the
participation in that church, you know?” (#10) One caregiver indicated that his spir-
ituality increased during caregiving by explaining “To classify us in general, we’re
not the most religious, we’re not the most religious. And we haven’t been like prior,
but I’d say really, if we were more like agnostic, especially me like my position, but
I’d say, and that’s like, just since forever. So, but now really, I mean, I’d say if any
time we’ve been stronger or more kind of spiritual, it’s has been stronger now than it
probably ever has been.” (#10).

Aspects of spirituality were referenced as a foundation for caregivers, centered
around finding meaning, acceptance or reconciliation. One caregiver discussed spir-
ituality as a foundation of life by stating “So, I'm not a religious person at all. I
don’t, however we are, we're a very strong spiritual person. So, there’s kind of a dif-
ference in that. I have a hard time conforming to manmade religion versus to just the
spirituality.” (#4) Another participant’s spirituality was a source of strength though
the practice of meditation “So, I’ve done yoga in the past, but it’s been for short
periods of time. I have been more, I have been putting more time into the meditation
practice, then I have to go do yoga.” (#7).

Discussion

The purpose of this study was to describe Hispanic cancer caregivers’ perceptions
of caregiving, spirituality, loneliness and how those relate to their HRQoL. With
relatively few studies examining HRQoL in Hispanic caregivers of cancer sur-
vivors, these findings provide some insight into perceptions related to caregiving,
loneliness, and spiritual experiences as they are related to HRQoL. The results of
this study are consistent with those of Mytko and Knight (1999) by showing that
religiosity and spirituality are associated with positive psychosocial adjustment to
cancer and cancer caregiving. All participants described religiosity and spiritual-
ity contributing to their adjustment to their cancer caregiving role. Among cancer
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survivors and their caregivers, religious beliefs and spiritual practices may be a val-
uable approach to coping with the impact of cancer and related caregiving (Weaver
& Flannelly, 2004). The caregivers in this study who were able to find a positive
religious value in a negative situation or who found purpose in caregiving were bet-
ter able to cope.

Two themes of religion and spirituality to gain strength or support that emerged
from the interviews provided insight into the Hispanic cancer caregiving coping
strategies. Those caregivers who experienced increased stress appeared to be moti-
vated in the engagement of religious coping strategies. Similar to previous studies
(Cupertino et al., 1998), the caregivers in this study who were better able to cope
and experienced less stress, prayed more frequently and believed that religion was
an important part of their life. The major category of religious coping strategies sup-
ports other findings related to loneliness and caregiving yet to be described among
Hispanic caregivers (Gallegos & Segrin, 2018; Ransford et al., 2010). As in other
studies (Soylu et al., 2016) the caregivers in this investigation experienced signifi-
cant loneliness. To mitigate or prevent adverse health effects in Hispanic caregivers,
access to high-quality, evidence-based interventions are needed, specifically devel-
oped, and tailored to supporting specific subpopulations.

Only a few studies evaluated spirituality and religiosity among Hispanic caregiv-
ers of cancer survivors (Lalani et al., 2018), to our knowledge, and none explored
perceptions related to the caregiver’s loneliness among a sample of cancer caregiv-
ers on the Southwest US border that is densely populated by Mexican immigrants.
The results from this study support previous research, showing that successful cop-
ing strategies for those caring for people with cancer and Alzheimer’s disease are
predicted by support received from personal religious faith and number of social
contacts (Rabins et al., 1990). For the participants in this study who discussed reli-
gious approaches as personal coping strategies, it appeared as a form of social sup-
port that they did not have from immediate family or friends. Spirituality and one’s
religious coping strategies may be a form of social support and may fill a void when
other forms of support are unavailable. Consistent with the aforementioned findings,
all participants in the present study discussed religious coping strategies alongside
spiritual, both of which appeared to be mentioned alongside references to improved
HRQoL. Of the caregivers that discussed their organizational religiosity, such as
going to church, praying, Bible study, and even virtual church attendance, religios-
ity was one of the more important factors responsible for successful coping with the
caregiving experience. Interestingly, studies have shown that those who feel more
positively about their role as a caregiver were more religious (Picot et al., 1997)
in addition to having a better-quality relationship with those whom they care for
(Chang et al., 1998).

The caregivers in the present study may be benefiting, in part, from their faith
community wherein similar beliefs are reinforced. Furthermore, the caregivers who
described their relationship with God, revealed that this relationship helped them to
feel less alone and gave them hope and faith to cope with their caregiving. Those
participants who disclosed more frequent organizational and intrinsic religios-
ity were less likely to perceive their caregiving role as burdensome. Instead, they
described a sense of purpose and positive perception of life. Those with lower levels
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of organizational religiosity more frequently discussed negative feelings associ-
ated with their caregiving experience. The increased need for social support while
confronting issues of mortality and loss in the cancer survivorship trajectory places
spirituality and religiosity as a primary mechanism to help reframe the crisis and
improve a sense of control. This newly improved outlook improves the caregivers
experience making it less stressful, thus allowing the caregiver an improved sense of
coping when encountering stress and burden while caregiving.

Our results support previous studies suggesting that Hispanic women are more
inclined to be the caregivers traditionally, reflected in 60% of our small sample of
caregivers (Jolicoeur & Madden, 2002; Ochoa et al., 2020). These findings suggest
that the commitment to care for a person with a chronic disease such as cancer was
overwhelmingly driven by our study participants who were mostly female, and the
values related to the commitment to family. One caregiver expressed it as “I felt
good and happy that I could help her and do things like that.” Similar family com-
mitment was reported in a study among Asian-American women caregivers. In this
study women had a devout sense of filial responsibility, similar among our caregiv-
ers (Guo et al., 2019). A sense of purpose, respect and love by giving back to a par-
ent care recipient appeared in several interviews which supports the importance of
cultural, religious and spiritual values in how these caregivers came to understand
and cope with their caregiving. For many participants in this study, this practice may
be guided by the cultural value of marianismo which is the prescription for women
to be virtuous and self-sacrificing in the service and care of one’s family and loved
ones (Badger et al., 2019).

Findings suggested that caregivers are less likely to engage in self-care behav-
iors, similar to findings from related studies in the literature (Chumbler et al., 2003;
Ochoa et al., 2020; Yang et al., 2021). This was repeatedly encountered during the
interviewing process; a caregiver expressed it as “there’s just some things that I had
to put on hold whenever my daughter had just had a bad day so that I could be there
with her.” Caregivers in this study participated in activities that would not leave their
care recipient for any long length of time; coping techniques reflected this, including
walking or hiking near the home, prayers, and meditation as coping strategies. These
findings are comparable to those of another study of minority caregivers (Adams
et al., 2002; Siefert et al., 2008). More importantly these experiences share a por-
trait in the Hispanic cancer caregiving trajectory and highlight the importance of
understanding how Hispanics cope while providing care. Spiritual intervention can
make a positive difference in a caregiver’s life and their adjustment to the cancer
experience. There is a considerable need for development of programs and services
that are available, affordable, and culturally sensitive to Hispanic cancer caregivers’
needs.

Limitations
Every attempt was made to reduce weaknesses in this study; however, there are sev-

eral limitations that should be considered when interpreting the findings from this
study. Even though this sample of ten Hispanic cancer caregivers provides a glimpse
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into this new area of research, the data were collected at one point in time and may
therefore not reflect the experience at different time points in the cancer caregiv-
ing continuum. This study solely interviewed English-speaking Hispanic cancer car-
egivers on the Southwestern border, and it is not clear if Hispanics whose spoken
language is Spanish may have provided differing responses emphasizing different
themes. The same may be true for Hispanics residing in other areas in the US where
the context of care may generate different experiences. Finally, more women than
men were enrolled. Although this reflects more general trends in caregiving, the
experiences of male caregivers remain largely understudied.

Conclusion

Interest in the psycho-socio-spiritual intersection in cancer care has increased
recently, owing to the potential influence on overall health and cancer outcomes.
This is particularly relevant in groups that have traditionally been highly engaged in
religious and spiritual practices, such as Hispanics (Brintz et al., 2017). This study
suggests that spiritual beliefs held by Hispanic family caregivers may improve their
coping ability. Spirituality appears to be a central factor supporting health among
this Hispanic cancer survivor-caregiver sample residing in Arizona. With Hispanics
often underutilizing formal services (Crist et al., 2009), having an improved under-
standing of caregiving experiences will help identify strategies that are most cul-
turally relevant, holding promise to improve HRQoL for caregivers, and thus tailor
supportive care delivered to them. The development of interventions that integrate
and align with cultural and spiritual beliefs may promote better health-related qual-
ity of life for cancer caregivers and the survivors they serve. This would be particu-
larly true should interventions apply spiritual practices in the context of culturally
relevant social interactions that reduce feelings of loneliness.

Appendix: Semi-structured Interview Guide

Semi-structured interviews on loneliness and spirituality associated with being an
informal Hispanic cancer caregiver

Interview Objectives and Protocol (Tentative Areas that may be
Explored)

Objectives of the interview: To answer the three research questions:

Research question 1 What are Hispanic cancer caregivers’ perceptions of loneli-
ness?
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Research question 2 What are Hispanic cancer caregivers’ perceptions of spir-
ituality?
Research question 3 What are Hispanic cancer caregivers’ perceptions of how

their loneliness and spirituality related to their HRQoL?

Section A: Background and Establishing Rapport
Questions

1. Let’s start by you telling me a little bit about your experience of caregiving for
your [partner, friend, husband/wife]?

Prompt How long have you been caring for your [partner, friend, husband/wife]?
2. In what ways has taking on the role of caregiving impacted your life?

Prompt What aspects of your life that you have had to limit as a result of your
caring role?

3. Please describe what a typical day is like for you in terms of your caring role?
4. How do you feel about the way your caring role is now a significant part of your
life?

Prompt What are your thoughts? Feelings?

Section B: to Answer Research Questions 1, 2, and 3
Questions

1. What do you find particularly challenging about your caregiving role?
2. Tell me about when you may have experienced periods of loneliness or felt alone
as a consequence of these changes to your lifestyle?

Prompts Could you tell me about the times when you do feel lonely?

Prompt What are your thoughts and feelings during these moments?

Prompt How long are these periods of loneliness?

Prompt Do you feel that the people around you are aware of your loneliness?

Prompt Are there any people you can talk to/confide in other than your loved one
your caring for?

3. How do you manage to cope during these periods of loneliness?

Prompt Please describe what those are.
Prompt How are these helpful?
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Prompt Are there any things that make loneliness worse?

4. How important to you is your participation in religious or spiritual activities such
as going to church?

Prompt How often do you attend religious activities?

5. How important to you are other religious or spiritual activities such as praying or
meditation?

Prompt How often do you practice these spiritual activities?
Prompt Tell me about any other religious or spiritual activities that are important
to you.

6. How much has your religious or spiritual life changed as a result of your partner’s
cancer diagnosis?

Section C: Closing the Interview

That concludes our time together.

Questions

I have really enjoyed hearing about your experiences today, please tell me about
any other aspects of spirituality and loneliness in caregiving that we did not talk
about?

Funding Study participants were recruited from a larger RO1 research study: Improving Informal Car-
egivers’ and Cancer Survivors Psychological Distress, Symptom Management and Health Care Use
[National Institute of Health (NIH), RO1CA224282 2018-2022, Principal Investigator: Dr. Terry A.
Badger]. There were no additional funds allocated for this analysis.

Declarations
Conflict of interest The authors have no relevant financial or non-financial interests to disclose.

Ethical Approval All procedures performed in this study involving human participants were in accordance
with the ethical standards of the institutional and/or international research committee.

Open Access This article is licensed under a Creative Commons Attribution 4.0 International License,
which permits use, sharing, adaptation, distribution and reproduction in any medium or format, as long as
you give appropriate credit to the original author(s) and the source, provide a link to the Creative Com-
mons licence, and indicate if changes were made. The images or other third party material in this article
are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line to the
material. If material is not included in the article’s Creative Commons licence and your intended use is
not permitted by statutory regulation or exceeds the permitted use, you will need to obtain permission
directly from the copyright holder. To view a copy of this licence, visit http://creativecommons.org/licen
ses/by/4.0/.

@ Springer


http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/

1454 Journal of Religion and Health (2024) 63:1433-1456

References

Adams, B., Aranda, M. P., Kemp, B., & Takagi, K. (2002). Ethnic and gender differences in distress
among Anglo American, African American, Japanese American, and Mexican American spousal
caregivers of persons with dementia. Journal of Clinical Geropsychology, 8(4), 279-301. https://
doi.org/10.1023/A:1019627323558

American Cancer Society. (2021a). Cancer Facts and Figures 2021. Atlanta: American Cancer Society,
Inc. https://www.cancer.org/content/dam/cancer-org/research/cancer-facts-and-statistics/cancer-
facts-and-figures-for-hispanics-and-latinos/cancer-facts-and-figures-for-hispanics-and-latinos-2018-
2020.pdf

American Cancer Society. (2021b). Cancer Facts and Figures for Hispanic/Latino People 2021-2023.
Atlanta: American Cancer Society, Inc. https://www.cancer.org/content/dam/cancer-org/research/
cancer-facts-and-statistics/cancer-facts-and-figures-for-hispanics-and-latinos/hispanic-latino-202 1 -
2023-cancer-facts-and-figures.pdf

Ashing-Giwa, K. T. (2005). Can a culturally responsive model for research design bring us closer to
addressing participation disparities? Lessons learned from cancer survivorship studies. Ethnicity
and Disease, 15(1), 130-137. PMID: 15720060.

Badger, T. A., Segrin, C., Hepworth, J. T., Pasvogel, A., Weihs, K., & Lopez, A. M. (2013). Telephone-
delivered health eucation and interpersonal counseling to improve quality of life for Latinas with
breast cancer and their supportive partners. Psycho-Oncology, 22(5), 1035-1042. https://doi.org/10.
1002/pon.3101

Badger, T. A., Sikorskii, A., & Segrin, C. (2019). Contextual and cultural influences on caregivers of His-
panic cancer survivors. Seminars in Oncology Nursing, 35(4), 359-362. https://doi.org/10.1016/j.
soncn.2019.06.008

Beeson, R. A. (2003). Loneliness and depression in spousal caregivers of those with Alzheimer’s disease
versus non-caregiving spouses. Archives of Psychiatric Nursing, 17(3), 135-143. https://doi.org/10.
1016/s0883-9417(03)00057-8

Borrayo, E. A., Scott, K. L., Drennen, A., Bendriss, T. M., Kilbourn, K. M., & Valverde, P. (2020). Treat-
ment challenges and support needs of underserved Hispanic patients diagnosed with lung cancer
and head-and-neck cancer. Journal of Psychosocial Oncology, 38(4), 449-462. https://doi.org/10.
1080/07347332.2019.1705453

Braun, V. C. (2006). Using thematic analysis in psychology. Qualitative Research in Psychology, 3,
77-101.

Brintz, C., Birnbaum-Weitzman, O., Llabre, M., Castafieda, S., Daviglus, M., Gallo, L., Giachello, A.,
Kim, R., Lopez, L., Teng, Y., & Penedo, F. (2017). Spiritual well-being, religious activity, and the
metabolic syndrome: Results from the Hispanic community health study/study of Latinos socio-
cultural ancillary study. Journal of Behavioral Medicine, 40(6), 902-912. https://doi.org/10.1007/
$10865-017-9858-7

Campesino, M., & Schwartz, G. E. (2006). Spirituality among Latinas/os: Implications of culture in con-
ceptualization and measurement. Advance in Nursing Sciences, 29(1), 69-81. https://doi.org/10.
1097/00012272-200601000-00007

Chang, B., Noonan, A., & Tennstedt, S. (1998). The role of religion/spirituality in coping with caregiv-
ing for disabled elders. The Gerontologist, 38(4), 463—470. https://doi.org/10.1093/geront/38.4.463

Chebli, P., Lemus, J., Avila, C., Pefia, K., Mariscal, B., Merlos, S., Guitelman, J., & Molina, Y. (2020).
Multilevel determinants of financial toxicity in breast cancer care: Perspectives of healthcare profes-
sionals and Latina survivors. Supportive Care in Cancer, 28(7), 3179-3188. https://doi.org/10.1007/
$00520-019-05119-y

Chumbler, N., Grimm, J., Cody, M., & Beck, C. (2003). Gender, kinship and caregiver burden: The case
of community-dwelling memory impaired seniors. International Journal of Geriatric Psychiatry,
18(8), 722-732. https://doi.org/10.1002/gps.912

Crist, J., McEwen, M., Herrera, A., Kim, S., Pasvogel, A., & Hepworth, J. (2009). Caregiving burden,
acculturation, familism, and Mexican American elders’ use of home care services. Research and
Theory for Nursing Practice, 23(3), 165-180. https://doi.org/10.1891/1541-6577.23.3.165

Cupertino, A., Aldwin, C., & Schulz, R. (1998). Religiosity, emotional strain, and health: The caregiver
health effects study. American Psychiatric Association.

@ Springer


https://doi.org/10.1023/A:1019627323558
https://doi.org/10.1023/A:1019627323558
https://www.cancer.org/content/dam/cancer-org/research/cancer-facts-and-statistics/cancer-facts-and-figures-for-hispanics-and-latinos/cancer-facts-and-figures-for-hispanics-and-latinos-2018-2020.pdf
https://www.cancer.org/content/dam/cancer-org/research/cancer-facts-and-statistics/cancer-facts-and-figures-for-hispanics-and-latinos/cancer-facts-and-figures-for-hispanics-and-latinos-2018-2020.pdf
https://www.cancer.org/content/dam/cancer-org/research/cancer-facts-and-statistics/cancer-facts-and-figures-for-hispanics-and-latinos/cancer-facts-and-figures-for-hispanics-and-latinos-2018-2020.pdf
https://www.cancer.org/content/dam/cancer-org/research/cancer-facts-and-statistics/cancer-facts-and-figures-for-hispanics-and-latinos/hispanic-latino-2021-2023-cancer-facts-and-figures.pdf
https://www.cancer.org/content/dam/cancer-org/research/cancer-facts-and-statistics/cancer-facts-and-figures-for-hispanics-and-latinos/hispanic-latino-2021-2023-cancer-facts-and-figures.pdf
https://www.cancer.org/content/dam/cancer-org/research/cancer-facts-and-statistics/cancer-facts-and-figures-for-hispanics-and-latinos/hispanic-latino-2021-2023-cancer-facts-and-figures.pdf
https://doi.org/10.1002/pon.3101
https://doi.org/10.1002/pon.3101
https://doi.org/10.1016/j.soncn.2019.06.008
https://doi.org/10.1016/j.soncn.2019.06.008
https://doi.org/10.1016/s0883-9417(03)00057-8
https://doi.org/10.1016/s0883-9417(03)00057-8
https://doi.org/10.1080/07347332.2019.1705453
https://doi.org/10.1080/07347332.2019.1705453
https://doi.org/10.1007/s10865-017-9858-7
https://doi.org/10.1007/s10865-017-9858-7
https://doi.org/10.1097/00012272-200601000-00007
https://doi.org/10.1097/00012272-200601000-00007
https://doi.org/10.1093/geront/38.4.463
https://doi.org/10.1007/s00520-019-05119-y
https://doi.org/10.1007/s00520-019-05119-y
https://doi.org/10.1002/gps.912
https://doi.org/10.1891/1541-6577.23.3.165

Journal of Religion and Health (2024) 63:1433-1456 1455

Franklin, M., Schlundt, D., & Wallston, K. (2008). Development and validation of a religious health fatal-
ism measure for the African—American faith community. Journal of Health Psychology, 13(3), 323—
335. https://doi.org/10.1177/1359105307088137

Gallegos, M., & Segrin, C. (2018). Exploring the mediating role of loneliness in the relationship between
spirituality and health: Implications for the Latino health paradox. Psychology of Religion and Spir-
ituality, 11(3), 308-318. https://doi.org/10.1037/rel0000180

Gonyea, J. G., & O’Donnell, A. E. (2021). Religious coping and psychological well-being in Latino Alz-
heimer’s caregivers. International journal of geriatric psychiatry, 36(12), 1922-1930. https://doi.
org/10.1002/gps.5606

Guo, M., Kim, S., & Dong, X. (2019). Sense of filial obligation and caregiving burdens among Chinese
immigrants in the United States. Journal of the American Geriatrics Society, 67(S3), S564-S570.
https://doi.org/10.1111/jgs.15735

Hawkley, L. C., & Cacioppo, J. T. (2003). Loneliness and pathways to disease. Brain Behavior, and
Immunity, 17(Suppl 1), S98-105. https://doi.org/10.1016/s0889-1591(02)00073-9

Hawkley, L. C., & Cacioppo, J. T. (2010). Loneliness matters: A theoretical and empirical review of
consequences and mechanisms. Annals of Behavioral Medicine, 40(2), 218-227. https://doi.org/10.
1007/s12160-010-9210-8

Heath, A., Carey, L., & Chong, S. (2018). Helping carers care: An Exploratory study of factors impacting
informal family carers and their use of aged care services. Journal of Religion and Health, 57(3),
1146-1167. https://doi.org/10.1007/s10943-018-0593-3

Herrera, A. P., Lee, S. W., Nanyonjo, R. D., Laufman, L. E., & Torres-Vigil, I. (2009). Religious coping
and caregiver well-being in Mexican—American families. Aging and Mental Health, 13(1), 84-91.
https://doi.org/10.1080/13607860802154507

Jolicoeur, P., & Madden, T. (2002). The good daughters: Acculturation and caregiving among Mexi-
can—American women. Journal of Aging Studies, 16(2), 107-120. https://doi.org/10.1016/s0890-
4065(02)00038-5

Kayser, K., Smith, L., Washington, A., Harris, L. M., & Head, B. (2021). Living with the financial con-
sequences of cancer: A life course perspective. Journal of Psychosocial Oncology, 39(1), 17-34.
https://doi.org/10.1080/07347332.2020.1814933

Lalani, N., Duggleby, W., & Olson, J. (2018). Spirituality among family caregivers in palliative care: An
integrative literature review. International Journal of Palliative Nursing, 24(2), 80-91. https://doi.
org/10.12968/ijpn.2018.24.2.80

Leyva, B., Allen, J. D., Tom, L. S., Ospino, H., Torres, M. L., & Abraido-Lanza, A. F. (2014). Religion,
fatalism, and cancer control: A qualitative study among Hispanic Catholics. American Journal of
Health Behavior, 38(6), 839-849. https://doi.org/10.5993/AJHB.38.6.6

Lincoln, Y., & Guba, E. (1985). Naturalistic inquiry. Sage Publications.

Lujan, J., & Campbell, H. (2006). The role of religion on the health practices of Mexican Americans.
Journal of Religion and Health, 45(2), 183-195. https://doi.org/10.1007/s10943-006-9019-8

Miller, G. E., Murphy, M. L., Cashman, R., Ma, R., Ma, J., Arevalo, J. M., Kobor, M. S., & Cole, S. W.
(2014). Greater inflammatory activity and blunted glucocorticoid signaling in monocytes of chroni-
cally stressed caregivers. Brain, Behavior, and Immunity, 41, 191-199. https://doi.org/10.1016/j.bbi.
2014.05.016

Moberg, D. (2020). Assessing and measuring spirituality: confronting dilemmas of universal and particu-
lar evaluative criteria. Journal of Adult Development, 9(1), 47-60. https://doi.org/10.1023/A:10138
77201375

Mytko, J., & Knight, S. (1999). Body, mind and spirit: towards the integration of religiosity and spiritual-
ity in cancer quality of life research. Psycho-oncology, 8(5), 439-450. https://doi.org/10.1002/(sici)
1099-1611(199909/10)8:5%3c439::aid-pon421%3e3.0.co;2-1

Nance, D. C., Rivero May, M. 1., Flores Padilla, L., Moreno Nava, M., & Deyta Pantoja, A. L. (2018).
Faith, Work, and Reciprocity: Listening to Mexican Men Caregivers of Elderly Family Members.
American journal of men’shealth, 12(6), 1985-1993. https://doi.org/10.1177/1557988316657049

National Alliance for Caregiving. (2019). Hispanic Family Caregiving in the U.S. https://[www.careg
iving.org/data/Hispanic_Caregiver_Study_web_ENG_FINAL_11_04_08.pdf

Ochoa, C. Y., Buchanan-Lunsford, N., & Smith, J. L. (2020). Impact of informal cancer caregiving across
the cancer experience: A systematic literature review of quality of life. Palliative and Supportive
Care, 18(2), 220-240. https://doi.org/10.1017/S1478951519000622

@ Springer


https://doi.org/10.1177/1359105307088137
https://doi.org/10.1037/rel0000180
https://doi.org/10.1002/gps.5606
https://doi.org/10.1002/gps.5606
https://doi.org/10.1111/jgs.15735
https://doi.org/10.1016/s0889-1591(02)00073-9
https://doi.org/10.1007/s12160-010-9210-8
https://doi.org/10.1007/s12160-010-9210-8
https://doi.org/10.1007/s10943-018-0593-3
https://doi.org/10.1080/13607860802154507
https://doi.org/10.1016/s0890-4065(02)00038-5
https://doi.org/10.1016/s0890-4065(02)00038-5
https://doi.org/10.1080/07347332.2020.1814933
https://doi.org/10.12968/ijpn.2018.24.2.80
https://doi.org/10.12968/ijpn.2018.24.2.80
https://doi.org/10.5993/AJHB.38.6.6
https://doi.org/10.1007/s10943-006-9019-8
https://doi.org/10.1016/j.bbi.2014.05.016
https://doi.org/10.1016/j.bbi.2014.05.016
https://doi.org/10.1023/A:1013877201375
https://doi.org/10.1023/A:1013877201375
https://doi.org/10.1002/(sici)1099-1611(199909/10)8:5%3c439::aid-pon421%3e3.0.co;2-l
https://doi.org/10.1002/(sici)1099-1611(199909/10)8:5%3c439::aid-pon421%3e3.0.co;2-l
https://doi.org/10.1177/1557988316657049
https://www.caregiving.org/data/Hispanic_Caregiver_Study_web_ENG_FINAL_11_04_08.pdf
https://www.caregiving.org/data/Hispanic_Caregiver_Study_web_ENG_FINAL_11_04_08.pdf
https://doi.org/10.1017/S1478951519000622

1456 Journal of Religion and Health (2024) 63:1433-1456

Peplau, L. A., Russell, D., & Heim, M. (1979). The experience of loneliness. In I. H. Frieze, D. Bar-Tal,
& J. S. Carrol (Eds.), New approaches to social problems: Applications of attribution theory (pp.
53-78). Jossey-Bass.

Picot, S., Debanne, S., Namazi, K., & Wykle, M. (1997). Religiosity and perceived rewards of black and
white caregivers. The Gerontologist, 37(1), 89—101. https://doi.org/10.1093/geront/37.1.89

Rabins, P., Fitting, M., Eastham, J., & Fetting, J. (1990). The emotional impact of caring for the chroni-
cally ill. Psychosomatics, 31(3), 331-336. https://doi.org/10.1016/S0033-3182(90)72171-8

Ransford, H. E., Carrillo, F. R., & Rivera, Y. (2010). Health care-seeking among Latino immigrants:
blocked access, use of traditional medicine, and the role of religion. Journal of Health Care for the
Poor and Underserved, 21(3), 862-878. https://doi.org/10.1353/hpu.0.0348

Rehm, R. S. (1999). Religious faith in Mexican—American families dealing with chronic childhood ill-
ness. Journal of Nursing Scholarship, 31(1), 33-38. https://doi.org/10.1111/j.1547-5069.1999.tb004
17.x

Rote, S. M., & Moon, H. (2018). Racial/ethnic differences in caregiving frequency: Does immigrant sta-
tus matter? The Journals of Gerontology: Series B, 73(6), 1088-1098. https://doi.org/10.1093/ger-
onb/gbw106

Segrin, C., Badger, T., & Sikorskii, A. (2021). Psychological distress and social support availability in
different family caregivers of Latinas with breast cancer. Journal of the Transcultural Nursing Soci-
ety, 32(2), 103-110. https://doi.org/10.1177/1043659619896824

Segrin, C., Badger, T. A., Sikorskii, A., Pasvogel, A., Weihs, K., Lopez, A. M., & Chalasani, P.
(2019). Longitudinal dyadic interdependence in psychological distress among Latinas with breast
cancer and their caregivers. Supportive Care in Cancer, 29(3), 690. https://doi.org/10.1007/
$00520-019-05121-4

Siefert, M. L., Williams, A. L., Dowd, M. F., Chappel-Aiken, L., & McCorkle, R. (2008). The caregiving
experience in a racially diverse sample of cancer family caregivers. Cancer Nursing, 31(5), 399—
407. https://doi.org/10.1097/01.NCC.0000305760.04357.96

Soylu, C., Ozaslan, E., Karaca, H., & Ozkan, M. (2016). Psychological distress and loneliness in car-
egiver of advanced oncological inpatients. Journal of Health Psychology, 21(9), 1896—1906. https://
doi.org/10.1177/1359105314567770

Treiman, K., Husick, C., Sarris-Esquivel, N., Sae-Hau, M., Barnhart, M., Disare, K., Gupta, C., Halpern,
M., Suvada, K., & Weiss, E. (2021). Meeting the information and support needs of blood cancer
patients and caregivers: A longitudinal study of a model of patient-centered information delivery.
Journal of Cancer Education, 36(3), 538-546. https://doi.org/10.1007/s13187-019-01662-8

Valdivieso-Mora, E., Peet, C. L., Garnier-Villarreal, M., Salazar-Villanea, M., & Johnson, D. K. (2016).
A systematic review of the relationship between familism and mental health outcomes in latino pop-
ulation. Frontiers in Psychology, 7, 1632. https://doi.org/10.3389/fpsyg.2016.01632

VERBI Software. (2019). MAXQODA 2020 [computer software]. VERBI Software. maxqda.com

Vitaliano, P. P., Zhang, J., & Scanlan, J. M. (2003). Is caregiving hazardous to one’s physical health?
A meta-analysis. Psychology Bulletin Journal, 129(6), 946-972. https://doi.org/10.1037/0033-2909.
129.6.946

Weaver, A., & Flannelly, K. (2004). The role of religion/spirituality for cancer patients and their caregiv-
ers. Southern Medical Journal, 97(12), 1210-1214. https://doi.org/10.1097/01.SMJ.0000146492.
27650.1C

Yang, Y., Romine, W., Oyesanya, T. O., Park, H. K., & Hendrix, C. C. (2021). The association of self-
esteem with caregiving demands, coping, burden, and health among caregivers of breast cancer
patients: A structural equation modeling approach. Cancer Nursing, 45(5), E820-E827. https://doi.
org/10.1097/NCC.0000000000001011

Publisher’s Note Springer Nature remains neutral with regard to jurisdictional claims in published maps
and institutional affiliations.

@ Springer


https://doi.org/10.1093/geront/37.1.89
https://doi.org/10.1016/S0033-3182(90)72171-8
https://doi.org/10.1353/hpu.0.0348
https://doi.org/10.1111/j.1547-5069.1999.tb00417.x
https://doi.org/10.1111/j.1547-5069.1999.tb00417.x
https://doi.org/10.1093/geronb/gbw106
https://doi.org/10.1093/geronb/gbw106
https://doi.org/10.1177/1043659619896824
https://doi.org/10.1007/s00520-019-05121-4
https://doi.org/10.1007/s00520-019-05121-4
https://doi.org/10.1097/01.NCC.0000305760.04357.96
https://doi.org/10.1177/1359105314567770
https://doi.org/10.1177/1359105314567770
https://doi.org/10.1007/s13187-019-01662-8
https://doi.org/10.3389/fpsyg.2016.01632
https://doi.org/10.1037/0033-2909.129.6.946
https://doi.org/10.1037/0033-2909.129.6.946
https://doi.org/10.1097/01.SMJ.0000146492.27650.1C
https://doi.org/10.1097/01.SMJ.0000146492.27650.1C
https://doi.org/10.1097/NCC.0000000000001011
https://doi.org/10.1097/NCC.0000000000001011

	Loneliness, Spirituality, and Health-Related Quality of Life in Hispanic English-Speaking Cancer Caregivers: A Qualitative Approach
	Abstract
	Introduction
	Hispanic Caregiving and Cultural Values
	Loneliness
	Spirituality
	Future Approaches

	Methods
	Semi-structured Interviews and Qualitative Data Processing

	Results
	Theme 1—Caregiver Experience
	Theme 2—Coping Strategy
	Theme 3—Loneliness
	Theme 4—Religion to Gain Strength or Support
	Theme 5—Spirituality to Gain Strength or Support

	Discussion
	Limitations
	Conclusion
	Appendix: Semi-structured Interview Guide
	Interview Objectives and Protocol (Tentative Areas that may be Explored)
	Section A: Background and Establishing Rapport
	Section B: to Answer Research Questions 1, 2, and 3
	Section C: Closing the Interview

	References




