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Abstract
Purpose  This study aimed to investigate death anxiety (DA) in caregivers of patients with advanced cancer and identify 
associated factors in the context of Chinese culture.
Methods  Caregivers (N = 588) of advanced cancer patients in a tertiary cancer hospital completed anonymous questionnaire 
surveys. Measures included the Chinese version of the Templer Death Anxiety Scale (C-T-DAS), the Quality-of-Life Scale, 
the State–Trait Anxiety Scale, and the Social Support Rating Scale. Data were analyzed in SPSS (IBM Corp, Armonk, NY, 
USA) using descriptive statistics, Pearson’s correlation test, and linear regression.
Results  Respondents returned 588 (93.03%) of the 632 questionnaires. The total C-T-DAS score was 7.92 ± 2.68 points. The 
top-scoring dimension was “Stress and pain” (3.19 ± 1.29 points), followed by “Emotion” (2.28 ± 1.31 points) and “Cogni-
tion” (1.40 ± 0.94 points). In contrast, the lowest-scoring dimension was “Time” (1.06 ± 0.77 points). Factors associated 
with DA (R2 = 0.274, F = 13.348, p < 0.001) included quality of life (QoL), trait anxious personality, social support, caregiver 
length of care, caregiver gender, and patients’ level of activities of daily living (ADL).
Conclusions  Our results demonstrated high levels of DA in caregivers of patients with advanced cancer. Generally, female 
caregivers and those with low social support had high DA. Caregivers caring for patients with low ADL levels or with a 
low QoL and trait anxious personality reported high DA. Certain associated factors help to reduce caregivers DA. Social 
interventions are recommended to improve the end-of-life transition and trait anxious personality as well as quality of life 
for caregivers.
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Background

In 2020, the number of new cancer cases worldwide totaled 
19.29 million, and cancer was responsible for 9.96 million 
deaths. Cases in China account for about 23.7% and 30% of 

these numbers, respectively [1, 2]. The late stage of cancer is 
a strong reminder of death. Long-term care of dying patients 
causes caregivers to think about death and feel anxious and 
fearful, a phenomenon defined as death anxiety (DA) [3, 4]. 
Previous studies [5, 6] found that being exposed to frequent 
death reminders was associated with greater DA in caregiv-
ers than in cancer patients. Some studies [7–9] suggested 
that caregivers of cancer patients have a high level of DA. 
In China, as a result of differences in socio-economic culture 
and lifestyle, there are few studies on DA.

Some studies have concluded that an abnormally high 
level of DA may lead to maladaptation, anxiety, and 
other psychological disorders, reducing the perception 
of happiness and QoL [10, 11]. DA among caregivers of 
advanced cancer patients reduces the quality of care and 
leads to reduced communication on end-of-life care [12, 
13] and medical decision-making [14] between caregiv-
ers and advanced cancer patients. Therefore, studies on the 
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association of DA and QoL among caregivers of patients 
with advanced cancer are needed.

In addition, personality characteristics are classified 
as inner characteristics of a person, forming a stable and 
uniform mental structure that governs individual behavior 
in different spatio-temporal situations [15]. According to 
previous research [16], trait anxious personality was posi-
tively correlated with DA, while an open personality was 
negatively correlated with DA. An abnormally high level of 
trait anxious personality might lead to tension and anxiety, 
and long-term accumulation of negative mental states can 
easily facilitate fear and unease about death. Social support 
[17] is the connection between an individual and the outside 
world; it is the outside help, including spiritual, economic, 
and other aspects of understanding and support. Accord-
ingly, the presence of social support may reduce or prevent 
the emergence of psychological distress, and some studies 
have reported its alleviating effect on DA [7, 9]. When con-
fronted with the prospect of death, the greater the perceived 
social support, the less the amount of DA. Clarify the effect 
of trait anxious personality, social support and DA among 
caregivers of patients with advanced cancer can also help 
medical staff better cope with death, and take interventions 
to improve the QoL for caregivers.

With the evolution of hospice and palliative care during 
the past few decades in China, DA is gaining more and more 
attention. However, there have been many studies of DA 
in college students, the elderly, medical staff, and patients 
with advanced cancer [6–8, 18, 19]. In traditional Chinese 
culture, there is a strong taboo surrounding discussions of 
death. It is common for people to avoid speaking about death 
or end-of-life matters due to the belief that such conversa-
tions can bring about bad luck and adverse outcomes. Con-
sequently, there is a lack of understanding about caregivers’ 
DA. This quantitative study therefore sought to describe 
the status of DA among Chinese caregivers of patients with 
advanced cancer and explore factors associated with DA to 
improve the quality of both care and life for patients and car-
egivers alike. During this study, nursing staff identified the 
characteristics of high-risk individuals with DA and evalu-
ated and intervened in DA cases among family caregivers, 
focusing particularly on the impact of the patient’s dying 
state on the caregivers’ DA.

Methods

Participants and procedures

The study population included caregivers of advanced can-
cer patients diagnosed in the inpatient department of Sun 
Yat-sen University Cancer Center from August 2022 to 
November 2022. The inclusion criteria for caregivers were: 

(1) age ≥ 18 years old, (2) demonstrated an understanding 
of the research procedures and possessed the ability to read 
and communicate in Chinese, (3) provided care for at least 
6 months, (4) and had no major illness or history of mental 
illness. Separately, the inclusion criteria for patients were 
(1) age ≥ 18 years old and (2) diagnosed as an inpatient 
with grade III–IV malignancy (WHO2021). Meanwhile, 
we excluded caregivers with cognitive impairment or an 
inability to communicate normally as well as individuals 
not part of the patient’s family who were hired to take care 
of the patient.

The sample size equation we used for multivariate cor-
relation was N = (Uα/2S/δ)2, with α = 0.05 and Uα/2 = 1.96. 
Upon consulting medical statistics, nursing studies, and lit-
erature related to sample size calculation formulas on DA 
[20], we identified the maximum value of the standard devia-
tion of DA score S = 3.2 points [21], with an allowable error 
δ = 0.44, which was n = 299. Considering that 10%–20% of 
questionnaires will be invalid [20], the required sample size 
was determined to be 329–359 cases. The final sample size 
was 588 cases.

Measurements

Sociodemographic characteristics included: (1) individual 
factors like age, gender, education, monthly income, rela-
tionship with patient, marital status, comorbidities (e.g., 
hypertension, diabetes, cardiopathy), religious beliefs, 
and length of care; (2) interpersonal factors like patient 
age, gender, having received treatment to improve physi-
cal health (e.g., operation, radiotherapy, chemotherapy, or 
targeted therapy), relapse, and physical symptoms; (3) and 
ADL level. The ADL level was identified using the Bar-
thel index [22], which included 10 items (self-feeding, self-
bathing, grooming, getting dressed); the total score ranges 
from 0 ~ 100 points, The cutoff point is 5, with scores above 
5 indicating ADL. Higher scores suggest a better level of 
ADL.

Templer's death anxiety scale

In 1970, American psychologist Templer [23] developed and 
published Templer's Death Anxiety Scale (T-DAS) with 15 
items. The 3-week test–retest reliability of the English origi-
nal version was 0.83, and the internal consistency coefficient 
KR20 was 0.76. T-DAS is a multidimensional scale with a 
total possible score ranging from 0–15 points. The cutoff 
point is 7, with scores above 7 indicating DA. Higher scores 
suggest greater DA. Scholars from many countries have used 
this scale to measure the DA levels of patients and their 
caregivers. It has high reliability and validity and has been 
used as the gold standard for detecting DA [24].
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Yang [21] introduced the T-DAS scale to China in 
2012. The Cronbach's α of the Chinese version of T-DAS 
(C-T-DAS) was 0.71, the test–retest reliability was 0.831, 
and it has good criterion and construct validity. C-T-DAS 
includes four dimensions: stress and pain (items 4–6, 9, 
and 11), emotion (items 1, 3, 10, 13, and 14), cognition 
(items 2, 7, and 15), and time (items 8 and 12). Nine items 
are positively scored and six items (items 2, 3, 5–7, and 
16) are reverse-scored. The total score ranges from 0–15 
points, the cutoff point is 7, with scores above 7 indicat-
ing DA. Similar to with the original version, higher scores 
suggest greater DA. The Cronbach's α of the scale in this 
study was 0.71, and the test–retest reliability was 0.831.

Quality of life scale

The World Health Organization Quality-of-Life Brief 
Scale (WHOQOL-BREF) is a simplified scale based on 
WHOQOL-100 [25]. It includes 26 items and can be 
divided into four dimensions: physical health, mental 
health, social relationships, and social environment. Items 
3, 4, and 26 are reverse-scored. The total score ranges from 
12–130 points, the cutoff point is 60, with scores under 60 
indicating worse QoL. Higher scores suggest better QoL. 
The Cronbach's α of the scale is 0.90, and the test–retest 
reliability is 0.86, both of which have good reliability and 
validity [26].

Social support revalued scale

The Social Support Revalued Scale(SSRS) was compiled by 
Xiao [27] in 1986 and contains 10 items divided into three 
dimensions: subjective support (items 1–3 and 5), objective 
support (items 6, 7, and 10), and social support (items 4, 8, 
and 9). The total score ranges from 12–66 points, the cut-
off point of 22, with scores above indicating social support, 
higher scores suggest more social support. The Cronbach's 
α of the overall scale is 0.80 [28].

Trait–state anxiety inventory

Spielberger [29] compiled the State–Trait Anxiety Scale in 
1970. The Chinese version of the State–Trait Anxiety Inven-
tory (STAI) was subsequently developed in 1980. STAI con-
tains the state anxiety subscale and the trait anxiety subscale. 
Its total score ranges from 0–54 points, the cutoff point of 
40, with scores above indicating trait anxious personality 
and higher scores suggesting more trait anxious personality. 
The scale had an internal consistency reliability of 0.90 and 
a test–retest reliability of 0.86.

Statistical analysis

SPSS version 21.0 (IBM Corp., Armonk, NY, USA) was 
used for data input and statistical analyses. Caregivers’ char-
acteristics were summarized using descriptive statistics. The 
total C-T-DAS scores were tested by normality plots with 
tests and showed normal distribution. Pearson’s correlation, 
the independent-samples t test, and one-way analysis of vari-
ance were used to explore factors associated with DA. Mul-
tiple regression analyses were then performed. Taking DA 
as the dependent variable, the stepwise variable selection 
method was adopted. Significance was accepted as p < 0.05.

Results

Caregivers’ characteristics

Participants’ sociodemographic characteristics are presented 
in Table 1.

Patients’ disease‑specific characteristics

Patients’ disease-specific characteristics are presented in 
Table 2.

Death anxiety level

This study showed that 428 (76.3%) participants had high 
levels of DA (C-T-DAS cutoff point scores above 7). The 
total C-T-DAS score was 7.92 ± 2.68 points. The top-scoring 
dimension was “Stress and pain” (3.19 ± 1.29 points), fol-
lowed by “Emotion” (2.28 ± 1.31 points), and “Cognition” 
(1.40 ± 0.94 points), while the lowest-scoring dimension was 
“Time” (1.06 ± 0.77 points). 509 (86.6%) participants had 
low levels of QoL (WHOQOL-BREF cutoff point scores 
under 60). 256 (43.9%) participants had high levels of trait 
anxiety personality (STAI cutoff point scores above 40). 213 
(36.2%) participants had low levels of social support (SSRS 
cutoff point scores above 22).

Factors related to death anxiety

We analyzed the relationships between DA and individual 
variables, respectively (Table 3). DA was negatively cor-
related with quality of life (r =  − 0.666, p < 0.01) and social 
support (r =  − 0.672, p < 0.01) but positively correlated with 
trait anxious personality (r = 0.622, p < 0.01).

Factors associated with DA included caregiver gender, 
length of care, religious beliefs, patients’ level of ADL, 
actively receiving treatment, and physical symptoms, which 
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showed statistical significance (Tables 1 and 2). We also found 
that the variables of QoL, social support, and trait anxious 
personality were related to DA (p < 0.01) (Table 3).

The results from the stepwise multiple regression analysis 
showed that QoL, social support, trait anxious personality, 
caregiver gender, caregiver length of care, and patients’ level 
of ADL were associated with DA (R2 = 0.274, F = 13.348, 
p < 0.001) (Table 4).

Discussion

Death anxiety among caregivers of patients 
with advanced cancer

All caregivers of patients with advanced cancer experi-
ence some degree of DA. Our result is similar to those 

Table 1   Study caregivers’ 
characteristics (N = 588)

** p < 0.01, SD standard deviation, RMB renminbi, t t-test the statistic value, F variance test, p p value

Characteristics Group n (%) Mean ± SD F/t p

Gender Male 291 (49.5) 7.20 ± 2.85  − 6.756 0.008**
Female 297 (50.5) 8.64 ± 2.29

Education Primary school 38 (6.5) 8.34 ± 2.69 0.445 0.721
Junior high school 171 (29.1) 7.99 ± 2.50
High school or technical 

Secondary school
167 (28.4) 7.85 ± 2.76

College degree or above 212 (36.1) 7.85 ± 2.75
Monthly income  < 5000 194 (33.0) 7.78 ± 2.54 0.767 0.465
(RMB) 5000–10000 187 (31.8) 8.11 ± 2.85

 > 10000 207 (35.2) 7.89 ± 2.64
Relationship with patient Spouse 231 (39.3) 8.26 ± 2.76 2.051 0.070

Child 215 (36.6) 7.85 ± 2.73
Brother/sister 75 (12.8) 7.43 ± 2.41
Other relative 40 (6.8) 7.15 ± 2.49
Friend 3 (0.5) 8.67 ± 1.53
Parent 24 (4.1) 8.08 ± 2.22

Age (years) 18–29 98 (16.7) 8.05 ± 2.58 0.300 0.826
30–45 255 (43.4) 7.99 ± 2.74
46–60 189 (32.1) 7.81 ± 2.72
 ≥ 61 46 (7.8) 7.74 ± 2.37

Marital status Unmarried 88 (15.0) 7.39 ± 2.81 2.164 0.091
Married 490 (83.3) 8.01 ± 2.66
Divorced 6 (1.0) 7.17 ± 1.94
Widowed 4 (0.7) 9.75 ± 0.50

Length of care (months)  ≤ 12 191 (32.5) 6.57 ± 2.56 7.650 0.006**
12–24 143 (24.3) 7.17 ± 2.82
25–36 153 (26.0) 9.25 ± 1.92
 ≥ 37 101 (17.2) 9.53 ± 1.76

Comorbidity None 559 (95.1) 7.94 ± 2.68 0.767 0.443
Hypertension 12 (2.0) 6.78 ± 1.95
Diabetes 10 (1.7) 7.98 ± 1.90
Cardiopathy 7 (1.1) 8.09 ± 2.16

Religious beliefs None 407 (69.2) 8.91 ± 2.01 4.590 0.009**
Have 181 (30.8) 5.70 ± 2.65
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reported by Alkan et al. [8] and Soleimani et al. [9] among 
caregivers of patients with advanced cancer. Patients are 
on the verge of death, making caregivers more aware of 
death. The top-scoring C-T-DAS dimension was “Stress 
and pain” (3.19 ± 1.29 points), which includes statements 
like “I fear dying a painful death,” “I dread to think about 

having to have an operation,” and “I am really scared of 
having a heart attack.”

Patients with advanced cancer suffer from physical 
symptoms like pain, nausea, and vomiting as well as vari-
ous side effects of treatment like myelosuppression, hair 
loss, and radiodermatitis, leading caregivers to worry and 
fear for their own health and comfort. On the other hand, 
in Chinese traditional culture, people avoid the topic 
of death, and death education is seriously lacking as a 
result, so caregivers are afraid to mention and discuss 
death with medical workers, increasing their levels of 
DA [30]. Caregivers hold a denial and avoidance attitude 
toward hospice and death, and they lack a scientific and 
correct view of life and death. According to the Qual-
ity of Death Index report for 80 countries or territories, 
Chinese residents rank 71st in the Quality of Death Index 
[31]. Cancer diagnoses are a highly visible reminder of 
death; as a result, caregivers are threatened with death, 
and DA occurs. Therefore, nursing staff should strengthen 
the death education of caregivers, helping them to under-
stand the patient’s condition, establish a correct view of 
life and death, and ultimately reduce the level of DA in 
caregivers.

Table 2   Study patients’ disease-
specific characteristics (N = 588)

** p < 0.01, ADL activity of daily living, SD standard deviation, t t-test the statistic value, F variance test, p 
p value

Characteristics Group n (%) Mean ± SD F/t p

Gender Male 295 (50.2) 8.07 ± 2.52 1.343 0.180
Female 293 (49.8) 7.77 ± 2.82

Age (years) 18–29 36 (6.1) 8.14 ± 2.62 1.625 0.182
30–45 178 (30.3) 8.10 ± 2.81
46–60 220 (37.4) 8.03 ± 2.66
61–75 154 (26.2) 7.52 ± 2.54

ADL Complete self-care 127 (21.6) 5.71 ± 2.78 9.123 0.007**
Mild dependence 166 (28.2) 6.83 ± 2.11
Moderate dependence 232 (39.5) 9.61 ± 1.79
Heavy dependence 63 (10.7) 9.05 ± 1.76

Cancer relapse Have 345 (58.7) 7.66 ± 1.70 1.420 0.156
None 243 (41.3) 7.29 ± 2.79

Physical symptoms Cancer pain 199 (33.8) 8.22 ± 3.04 1.646 0.006**
Vomiting 89 (15.1) 7.68 ± 2.68
Sleep disorder 31 (5.3) 7.54 ± 2.43
Fatigue 29 (4.9) 7.65 ± 2.14
Other 11 (1.8) 7.32 ± 2.19
None 229 (38.9) 5.71 ± 2.45

Treatment Operation 204 (24.7) 6.79 ± 2.16 2.669 0.008**
Radiotherapy and Chemotherapy 189 (32.1) 7.01 ± 2.19
Targeted therapy 43 (7.3) 7.21 ± 2.23
None 152 (25.9) 8.82 ± 2.55

Table 3   Descriptive statistics and inter-correlations of all variables

** p < 0.01, QoL = quality of life, SD = standard deviation, r = correla-
tion coefficient p = p value

Mean SD r p

QoL 63.76 14.10  − 0.666** 0.004
  Physical health 51.63 11.86  − 0.485** 0.005
  Mental health 56.67 13.78  − 0.472** 0.006
  Social relationships 51.58 17.39  − 0.507** 0.002
  Social environment 51.68 13.62  − 0.472** 0.026

Social Support 36.12 2.68  − 0.672** 0.005
  Subjective support 20.06 4.46  − 0.612** 0.001
  Objective support 9.84 3.45  − 0.589** 0.004
  Use of support 6.22 2.64  − 0.547** 0.016

Trait Anxious Personality 64.10 12.94 0.622** 0.019
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Factors related to death anxiety among caregivers 
of patients with advanced cancer

QoL

Our findings indicated a significant negative correlation 
between QoL and DA. Researchers confirm that QoL is 
negatively correlated with DA, and good QoL can alleviate 
DA [17, 32]. Similarly, previous studies [32, 33] have shown 
that reduced QoL can lead to death anxiety.

Reduced QoL in caregivers can lead to sleep disturbances, 
loss of appetite, changes in social functioning, and negative 
coping with death, which can trigger death anxiety [24, 34]. 
In addition, a patient's physical symptoms and heavy care 
burden reduce the caregiver's QoL and increase DA [7, 17, 
24, 34]. Improving the QoL in caregivers can lessen the bur-
den of care, improve the quality of care, help actively cope 
with death, and reduce death anxiety. Therefore, interven-
tions to promote QoL should be available for caregivers of 
patients with advanced cancer to help them cope with the 
patient’s impending death.

Trait anxious personality

Our study showed that trait anxious personality was posi-
tively correlated with DA. Research confirms that caregivers 
with lower trait anxious personality reported less DA [23, 
35, 36]. Conversely, caregivers with high trait anxiety per-
sonality were affected by the progression of patients’ disease 
and emotions, so they showed a higher level of DA.

A cross-sectional study [35] of 4,070 male and female 
participants found that individuals with anxious personality 
traits had higher levels of perceived DA. Previous studies 
[37, 38] have documented significant positive correlations 
between neuroticism and DA. Neurotic individuals are more 
likely to react negatively to stressful situations as a result of 

their worry and helplessness, as they are more prepared to 
experience emotions and express negative behaviors. How-
ever, trait anxiety personality positively correlates with neu-
roticism. According to the effect of neuroticism on DA, trait 
anxiety personality triggers DA. A study [39] found that 
life stress, negative automatic thoughts, and dysfunctional 
attitudes cause psychological distress. Long-term accumu-
lation of negative mental states can easily trigger fear and 
unease about death. Trait anxiety personality triggers nega-
tive thinking and dysfunction, which leads to DA.

Therefore, nursing staff should treat caregivers as unique 
individuals, consider the impact of caregivers' personality 
traits on their mental health, and develop individualized DA 
interventions.

Social support

Our findings indicated that social support negatively cor-
related with DA. Researchers confirm that social support 
could reduce anxiety, depression, and DA in caregivers [15, 
16]. Multiple studies [40–42] concluded that social support 
can buffer DA. Adequate social support for caregivers is 
conducive to rebuilding the cognition of illness and death, 
regulating negative emotions, and actively coping with death 
[41, 42]. Greater social support can improve the self-efficacy 
of caregivers and thus reduce the negative impact of life, 
leading to less DA among caregivers [24].

According to the buffer model theory of social support 
[40], relatives, friends, neighbors, work partners, and medi-
cal staff can provide an individual with spiritual or mate-
rial care and help, which enables the individual to better 
cope with stress and recover from fear of death [41, 43, 44]. 
Therefore, social support should be made available to car-
egivers of patients with advanced cancer to help them deal 
with the impending death and QoL.

Table 4   Multiple regression analysis

* p < 0.05, **p < 0.01, QoL quality of life, ADL activity of daily living, CL confidence interval, t t-test the statistic value, p p value

Variable Partial Regres-
sion Coefficient

Standard error Standardized regres-
sion coefficient

t p 95% CL

Constant 52.082 9.062 2.451 0.001** 48.667 ~ 59.348
Caregiver QoL  − 2.451 0.868  − 0.906  − 1.250 0.006**  − 2.894 ~  − 1.652
Caregiver social support  − 6.523 1.352  − 1.467  − 4.530 0.004**  − 7.324 ~  − 5.876
Caregiver trait anxiety personality 1.247 0.232 0.337 3.170 0.001** 0.873 ~ 1.876
Caregiver religious beliefs  − 0.246 0.057  − 0.124  − 0.398 0.089  − 0.947 ~ 0.125
Caregiver length of care 1.236 0.721 0.842 0.003 0.010** 0.817 ~ 1.658
Caregiver gender 0.159 0.054 0.137 0.039 0.024* 0.021 ~ 1.275
Patient ADL 1.652 0.626 0.765 0.043 0.035* 1.093 ~ 2.076
Patient somatic symptoms 3.214 1.214 1.298 0.659 0.899 2.765 ~ 3.593
Patient treatment  − 1.425 0.849  − 0.917  − 0.379 0.187  − 2.086 ~  − 0.892
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Demographic and patients’ disease‑specific characteristics

We found that DA among female caregivers was signifi-
cantly higher than that among male caregivers, consistent 
with the findings of previous research [8]. Women typically 
bear greater social responsibilities than men, such as being 
mothers to children, homemakers, and emotional support 
providers [8, 45]. Female caregivers often experience empa-
thetic responses to death but frequently neglect their own 
emotions, leading to psychological distress and depression, 
which leads to DA.

As the duration of care increases, caregivers experienced 
more DA, contradicting Beydag’s [45] research findings. 
Beydag suggested that the relatives of diagnosed patients 
might find it challenging to adapt to the progression of the 
illness. Caregivers cycle through various negative emotions, 
including fear, despair, guilt, and helplessness, during the 
caregiving process. Consequently, a longer time from diag-
nosis to death was associated with higher DA in patients. 
Therefore, further research on the impact of caregiving dura-
tion on DA is still needed.

We also explored the influence of patient ADL on car-
egiver DA. In the context of caring for patients, caregivers’ 
burden increases as patients’ ADL levels diminish. Provid-
ing care and companionship to patients leads to heightened 
levels of anxiety about one’s own QoL, which leads to DA 
[33].

Therefore, medical workers should give female car-
egivers, longer-term caregivers, and caregivers caring for 
patients with worse ADL more attention and help.

Study limitations

The present study had several limitations. First, the par-
ticipants were recruited from a single cancer center, so the 
sample representation had certain limitations. We should 
collect samples in different regions and hospitals of differ-
ent levels in future research efforts. Second, our study only 
investigated the DA of caregivers at a certain point in time, 
and it does not reflect the dynamic change of DA. Despite 
our efforts, the causal relationships among trait anxiety per-
sonality, social support, QoL, and DA remain inadequately 
demonstrated. A longitudinal study is necessary to explore 
the changing trajectory of caregivers’ DA. Finally, our study 
did not test additional models that predict C-T-DAS sub-
scores in depth, so mediating and regulating models should 
be integrated for further research in this area.

Clinical implications

Our study revealed possible factors related to DA among 
Chinese caregivers of patients with advanced cancer. Our 
findings suggest that medical staff should pay attention to 

DA. The analysis of influencing factors showed the need to 
provide more social support to female, extended-care car-
egivers and those caring for patients with low ADL levels to 
reduce care distress in the face of painful death.

In addition, further correlational and regression stud-
ies aimed to examine in depth the predictive role of DA on 
positive constructs, such as the meaning of life [46] and cop-
ing mode. Additionally, interventional studies on this topic 
should take into account death education [46, 47], mindful-
ness-based intervention [48] (such as meditation, laughter 
yoga), rational emotive hospice care therapy [6, 49], and spir-
ituality support [50] as the main strategies to help caregiv-
ers find their meaning in life and improve their trait anxious 
personality and QoL to better deal with impending death.

Conclusions

Our results demonstrate that most caregivers of patients with 
advanced cancer experience some degree of DA. Female 
caregivers and those with low social support had greater DA. 
Also, Caregivers caring for patients with low ADL levels 
or with a low QoL and trait anxious personality reported 
high DA. This study offers a framework for mental health 
professionals to methodically evaluate and address DA in 
caregivers. Enhancing the QoL and support system, as well 
as mitigating the DA experienced by caregivers, is of para-
mount importance.
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