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The present study aimed to explain the model of depression based on demoralization 

syndrome with the mediating role of guilt in caregivers of elderly patients with life-

threatening illnesses (cancer, stroke, and heart disease). A descriptive-correlational 

method using structural equation modeling was employed. A sample of 240 

individuals was conveniently selected from the oncology, CCU, and ICU wards of 

Imam, Fatemeh Zahra, Bu Ali Sari, and Razi Qaemshahr hospitals. Participants 

responded to the Beck Depression Inventory (1996), the Kissane Demoralization 

Scale (2004), and the Eysenck Guilt Scale (2007). Data were analyzed using SPSS 

and Amos software.  The results of the data analysis indicated that the model of 

depression based on demoralization syndrome with the mediation of guilt in 

caregivers of elderly patients with life-threatening illnesses can be explained. 

Demoralization syndrome has a direct effect on depression in caregivers of elderly 

patients with life-threatening illnesses. Demoralization syndrome has a direct effect 

on guilt in caregivers of elderly patients with life-threatening illnesses. Guilt has a 

direct effect on depression in caregivers of elderly patients with life-threatening 

illnesses. Demoralization syndrome has an indirect effect on depression through the 

mediating role of guilt in caregivers of elderly patients with life-threatening illnesses. 

Based on the findings, it can be concluded that in interventions aimed at reducing 

depression in caregivers of elderly patients with life-threatening illnesses, special 

attention should be paid to the variables of demoralization syndrome and guilt. 
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1. Introduction 

uman beings experience a wide range of events 

throughout their lives. Many of these experiences 

present both opportunities for growth and threats to health 

and psychological integrity (1). Certain life situations, often 

referred to as "borderline situations," place individuals at 

crossroads and in challenging and stressful decision-making 

dilemmas. These situations remove the veil of everyday life, 

prompting individuals to reflect on existential thoughts that 

remind them of their inherent vulnerability and limitations. 

Such reflections highlight the finite nature of human 

existence, their fragility due to death, shame, guilt about not 

being a "good" person, loneliness, isolation in the world, and 

other existential concerns (2). These experiences are 

intrinsic to illness and caregiving and, if not properly 

addressed, can lead to significant psychological issues for 

both the patient and the caregiver. Individuals who suffer 

from existential distress often experience anxiety and 

depressed mood as a result. Therefore, healthcare providers 

should familiarize themselves with these existential 

concerns and learn how to address them appropriately (3). 

Over 80% of the elderly population suffer from one or 

more chronic illnesses, which pose multiple physical, 

psychological, social, and economic challenges (4). The 

increase in the elderly population is accompanied by a rise 

in chronic illnesses and an increase in dependency in daily 

living activities (5). Among the elderly, cancer, 

cardiovascular diseases, and stroke are the most prevalent. 

These conditions not only affect the patient but also 

significantly impact the lives of family members and 

caregivers. This is especially important in traditional Asian 

societies, where the family unit is central, and caregiving 

responsibilities often fall on children or middle-aged 

individuals within the family (6, 7). These family members, 

who provide care without receiving financial compensation 

or adequate training and primarily due to emotional 

closeness, are referred to as informal caregivers (8-10). 

Family caregivers (informal caregivers) are described as 

"hidden patients" who need support and care to cope with 

the negative impact of their loved one's illness or disability 

(1). Ignoring the issues faced by this group and their inability 

to adapt to the conditions (such as caregiving for an elderly 

person with a life-threatening illness) can lead to personal, 

familial, and social crises. Research evidence shows that 

caregivers who look after terminally ill patients in their 

families are at high risk of developing depression (9, 11). 

Caregivers of stroke patients, due to the immense pressures 

they endure, are vulnerable to psychological issues such as 

depression, post-traumatic stress disorder, cognitive 

dysfunction, financial and familial problems, feelings of 

loneliness and social isolation, role changes, and reduced 

quality of life (12). The results of studies by Soodagar and 

Ramid indicate that 68% of caregivers of stroke patients 

suffer from mild to severe depression; Das et al. also 

reported that 76% of caregivers of this patient group 

experience anxiety and depression (13). The experience of 

depression by caregivers of these patients can negatively 

affect their quality of life (14). Previous studies have also 

shown that 45% of family caregivers of patients with heart 

failure experience symptoms of depression (15). These 

pressures can lead to inadequate patient care, patient 

abandonment, family isolation, and disrupted family 

relationships (4, 8). In contrast, the mental health of 

caregivers can have a positive impact on the patient in 

various aspects, such that caregivers, especially spouses, can 

alleviate the patient's pain and suffering through appropriate 

behavior (16). 

Given that depression is a common phenomenon among 

caregivers (9, 17) and plays a crucial role in the development 

or exacerbation of other problems, studying the explanatory 

models of depression in this group is important. Numerous 

studies have explored depression from various perspectives 

in different populations: Sun et al. (2019) identified female 

gender, low education level, low per capita income, 

caregiving burden, and social support as predictors of 

depression in caregivers of severely mentally ill patients 

(17); Kang et al. (2021) identified low self-efficacy as a 

predictor of depression in caregivers of stroke patients (18); 

Vesal and Nazerinia (2016) highlighted rumination and its 

components in patients with rheumatism (19); Amiri and 

Amiri (2016) focused on illness perception and pain 

catastrophizing in patients with diabetes; Basharpoor et al. 

(2016) emphasized self-blame, blame of others, 

catastrophizing, and minimizing relationships in infertile 

women (20); Segrin et al. (2018) pointed out high perceived 

stress in caregivers of women with breast cancer (21); and 

Berking and Wupperman (2012) identified emotion 

regulation deficits as risk factors for predicting depression 

H 
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(22). However, given that existential issues are a significant 

challenge for caregivers of patients with life-threatening 

illnesses, it seems that attention to existential concepts in 

explaining depression in this group could be beneficial. 

Although valuable studies have been conducted on this 

subject in patient populations, there is a knowledge and 

research gap regarding caregivers. 

The onset of disease-related complications and 

treatments, acceptance that a complete and definitive cure 

for these diseases is unavailable, and changes in role and 

lifestyle can lead individuals away from managing and 

controlling problems towards feelings of helplessness and 

self-inefficacy. These feelings, coupled with isolation, 

helplessness, and hopelessness, can alter an individual's 

fundamental assumptions, values, and beliefs. At this point, 

existential questions arise, such as "Why did I face these 

conditions?" "Why now?" or more fundamental complaints 

like the existence or non-existence of God, divine justice, 

fate, and more (23, 24). Kissane states that if individuals and 

patients cannot manage emotions related to existential 

themes such as death anxiety, loss of meaning, inherent 

loneliness, and fear of freedom and responsibility for their 

choices, they may develop demoralization syndrome. 

Demoralization syndrome is a manifestation of existential 

distress, characterized by a loss of coherence and integrity, 

feelings of purposelessness and meaninglessness, confusion, 

helplessness, hopelessness, feelings of failure, and an 

inability to cope (24, 25). The starting point of experiencing 

demoralization syndrome is the feeling of inadequacy and 

self-inefficacy when faced with a disabling situation, which 

leads to fundamental questions. If individuals cannot 

effectively respond to and find meaning in these questions, 

they may develop demoralization syndrome. Some 

conditions that can lead to demoralization syndrome include 

long-term unemployment, displacement due to war or 

natural disasters, imprisonment, chronic illness (3, 24, 25), 

palliative care patients (12), and recovery from opioid 

addiction (6). 

According to the study by Babarski et al., 10% of 

individuals with demoralization syndrome also exhibit 

severe symptoms of depression, and 13% have moderate or 

mild symptoms of depression. This study indicates that 

demoralization syndrome may occur independently or co-

occur with depression (25). Contrary to common beliefs, 

some sources suggest that demoralization syndrome is a 

construct distinct from depression (6). In a study conducted 

on mothers with potentially lethal diseases, Bahmani et al. 

found a significant relationship between existential anxiety, 

demoralization syndrome, and depression. High existential 

anxiety was a predictor of demoralization syndrome, and 

high demoralization syndrome predicted depression. 

Vehling et al. (2012) believe that one of the variables related 

to this issue, which has received less attention, is "guilt." If 

left untreated, guilt can lead to demoralization syndrome. As 

mentioned earlier, there is a positive and significant 

relationship between intense suffering, high existential 

distress, and depression (24, 25). In this regard, Luck and 

Luck-Sikorski (2020), in their study comparing guilt in 

depressed and non-depressed adults in Germany, found that 

guilt was 37.4 in depressed individuals and 8.1 in non-

depressed individuals (26). 

Guilt includes remorse, regret, and sorrow related to 

unfulfilled potential and missed opportunities to create 

personal meaning in life (27). Guilt is an internal and unique 

state categorized as a negative emotion, encompassing 

various dimensions, including sadness and loneliness (28, 

29). Guilt does not merely involve violating moral, religious, 

or social standards; it also includes a sense of failure in 

fulfilling a duty or feeling that one has done something 

wrong (30, 31). Guilt is not a cognitive state but rather an 

emotional one (32). According to Penney and Nicholas, guilt 

arises from concern about harming someone and feeling 

responsible for them. Therefore, it stems from the ability or 

perceived inability to help them (33). Some studies, such as 

those by Dale (2017) and Arian et al. (2021), have shown 

that guilt can arise from excessive expectations and 

obsessive behavior (34, 35). 

In their research, Spence et al. found that caregivers of 

patients experience guilt, helplessness, and frustration and 

complain about not having time for themselves and a lack of 

control over their lives (1). Chan et al. (2022) conducted a 

study in Hong Kong, China, on children who cared for their 

elderly parents. They found that caregivers felt guilt and 

regret for unfinished responsibilities and tasks, which 

created emotional distance between them (6). According to 

Applebaum et al. (2016), the combination of responsibility 

and guilt among caregivers of patients with brain tumors is 

a significant existential issue. The guilt of being unable to 
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cure their loved one's cancer or do more for them causes 

them considerable suffering (36). 

Thus, based on the aforementioned discussion, it seems 

necessary to examine the relationship between depression 

and demoralization syndrome in caregivers of elderly 

patients with life-threatening illnesses. In this context, 

depression is likely to be predicted by the high levels of these 

two variables, and guilt likely plays a reinforcing 

(mediating) role in the relationship between depression and 

demoralization syndrome. According to the searches 

conducted, no research was found that specifically explains 

the model of depression based on these two variables. Given 

the importance of examining this model, the necessity of 

conducting this research is emphasized. Accordingly, the 

research question is: Can depression in caregivers of elderly 

patients with life-threatening illnesses be predicted through 

demoralization syndrome with the mediation of guilt? 

2. Methods and Materials 

2.1. Study Design and Participants 

The present study is fundamental in terms of its objective 

and employs a quantitative (descriptive-correlational) 

research method, specifically Structural Equation Modeling 

(SEM). The statistical population in this study includes 

caregivers of elderly patients with life-threatening illnesses 

in Mazandaran Province. The target population comprises 

first-degree relatives of elderly individuals over 60 years old 

who require care due to heart disease, cancer, and stroke and 

are being cared for at home (i.e., not residing in nursing 

homes). A non-random convenience sampling method was 

used in this study. Accordingly, the sample was identified by 

visiting the oncology, CCU, and ICU wards of Imam, 

Bouali, and Fatemeh Zahra (S) hospitals in Sari and Razi 

Hospital in Qaemshahr, Mazandaran Province, in 2022. The 

research objectives and the principle of confidentiality were 

explained to the participants, and with a commitment not to 

interfere in personal matters, the questionnaires were 

provided to those who consented to participate. 

Given the various opinions regarding the logical 

determination of sample size in structural equation 

modeling, Hooman (2005) considers a minimum of 15 cases 

per measured variable in structural equation modeling to be 

reasonable. Based on this, the required sample size in this 

study was determined by the number of factors present in the 

questionnaires used, which amounts to 10 factors in total. 

Therefore, the required sample size for this study was 150 

participants (150 = 10 × 15). Considering the possibility of 

participant attrition (e.g., due to incomplete or blank 

questionnaires), a total of 240 participants were selected for 

the present study. This approach also increases the test 

power. 

2.2. Measures 

2.2.1. Depression 

The Beck Depression Inventory was first developed by 

Beck and his colleagues in 1961, revised in 1971, and 

published in 1978. The 21-item version (used in this study) 

has a four-point Likert scale ranging from 0 to 3, allowing 

individuals to score between 0 and 63 on the questionnaire. 

To assess the reliability of the Beck Depression Inventory, a 

high-level analysis of various efforts to determine internal 

consistency has shown that the obtained coefficients range 

from 0.73 to 0.92, with a mean of 0.86 (Marnat, 2015). In 

Iran, the reliability of this questionnaire in a sample of 94 

individuals was reported as follows: Cronbach's alpha 

coefficient of 0.91, a correlation coefficient between the two 

halves of the test of 0.89, and a test-retest reliability of 0.94 

(Fathi, 2003). In the study by Mansour and Dadestan (1987), 

the reliability was reported as 0.83 and the validity as 0.80. 

In the research by Sharifi Daramadi and Ghasemi Davari 

(2012), the reliability and validity of the Beck Depression 

Inventory were estimated at 0.85 and 0.76, respectively. The 

correlation of the Beck Depression Inventory with its first 

edition was 0.93 (cited in Alavi et al., 2011). 

2.2.2. Guilt 

The Eysenck Guilt Inventory is designed to measure guilt 

and is scored on a 0 to 1 scale. The minimum score is 0, the 

maximum is 30, and the cutoff point is 15. In Hariri's 

research, three items were removed due to low factor 

loadings, resulting in a final questionnaire with 27 items. 

Therefore, the minimum score on this questionnaire is 0, and 

the maximum is 27. A higher score indicates a higher level 

of guilt and provides an overall score for this variable. To 

assess the reliability of this questionnaire, Cronbach's alpha 

and split-half methods were used, yielding a Cronbach's 

https://portal.issn.org/resource/ISSN/2981-2569


    Masoudi Sani et al.                                                                                                                                                                             Health Nexus 1:1 (2023) 98-109 

 

 
E-ISSN: 2981-2569 

102 

alpha coefficient of 0.77 and a split-half coefficient of 0.76. 

Hariri (2008) used Cronbach's alpha and split-half methods 

to assess the reliability of this questionnaire, obtaining 

coefficients of 0.67 and 0.68, respectively. To assess its 

validity, the score was correlated with a criterion question, 

revealing a significant relationship between the 

questionnaire score and the criterion question (r = 0.28, p < 

0.001). The validity and reliability of this questionnaire were 

also confirmed in the previous studies (37). 

2.2.3. Demoralization Syndrome 

The Demoralization Syndrome Scale (DS) was designed 

by Kissane et al. (2004) to assess the level of demoralization 

syndrome in cancer patients and has since been validated in 

various populations. The Demoralization Syndrome Scale 

consists of 24 five-option Likert-type items (never, rarely, 

sometimes, often, and always) scored from 0 to 4. This scale 

includes five subscales: loss of meaning (5 items), boredom 

(5 items), disheartenment (6 items), helplessness (4 items), 

and a sense of failure (4 items). The score range for the 

respondents can vary from 0 to 120, with a cutoff score of 

30, indicating that a score above 30 suggests that the 

individual is suffering from demoralization syndrome. In 

this questionnaire, items 1, 6, 12, 17, and 19 are reverse 

scored (Kissane et al., 2004). Kissane et al. (2004) reported 

the reliability of this tool as 0.94, and the five factors of this 

scale were obtained through principal component analysis. 

The reliability of these factors was found to be good, ranging 

from 0.72 to 0.93 in the study by Molan et al. (2009). In Iran, 

Naqaii and Bahmani (2013) first examined the psychometric 

properties of this test and reported a Cronbach's alpha of 

0.84. Farmani Shahrza et al. (2015) reported the reliability 

of this tool as 0.96 in a population with HIV/AIDS, and 

Nasrinia et al. (2022) reported a reliability coefficient of 0.82 

for the Demoralization Syndrome Scale in a population of 

men with multiple sclerosis (6). 

2.3. Data analysis 

Data were analyzed using SPSS and Amos software. In 

structural equation modeling, AMOS software was used to 

determine the significance of the model's fit. The model fit 

was calculated within the initial model. In this context, the 

assumptions of data normality were examined before 

conducting the necessary statistical analyses using AMOS. 

3. Findings and Results 

The final sample size for this study, after removing 

incomplete and damaged questionnaires, consisted of 240 

participants. The demographic analysis revealed that of the 

patients studied, 55% were male and 45% were female. 

Regarding the caregivers, approximately 56% were female, 

and 44% were male. The mean age of the patients was 70.64 

years, with a standard deviation of approximately 8 years, 

ranging from 60 to 93 years. The mean age of the caregivers 

was 43.55 years, with a standard deviation of approximately 

12 years, ranging from 21 to 75 years. Among the patients, 

around 40% were unemployed, approximately 38% were 

self-employed, and 21% were employees. Additionally, 

most caregivers were self-employed (about 45%), while 

around 30% reported being unemployed and 24% were 

employed. 

Table 1 

Descriptive Statistics 

Variable Number of Items Mean Standard Deviation Skewness Kurtosis Minimum Maximum 

Depression 21 22.11 11.40 0.19 -0.62 1 53 

Guilt 28 15.80 5.44 -0.01 -0.33 1 28 

Loss of Meaning 5 7.65 4.346 0.159 -0.483 0 19 

Disheartenment 6 9.06 4.78 -0.012 -0.614 0 20 

Sense of Failure 4 6.35 3.675 0.222 -0.566 0 16 

Helplessness 4 6.65 3.787 0.086 -0.717 0 16 

Boredom 5 7.6 3.949 -0.142 -0.552 0 16 

Total Score 24 37.305 18.431 -0.024 -0.71 3 83 

 

The data in Table 1 show that the mean total depression 

score was 22.11 with a standard deviation of 11.40. The 

range of the variable was between 1 and 53. The skewness 

and kurtosis indices of the total score for this variable were 
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within the range of -1 to +1, indicating that the distribution 

of the variables is normal. Statisticians suggest that if the 

skewness and kurtosis indices are within the range of -2 to 

+2, it indicates that the distribution of scores is normal; 

however, some researchers conservatively consider the 

range of -1 to +1 as acceptable. Table 2 presents the 

significance of the path coefficients between the latent 

variable and the defined indicator variables using 

standardized t-scores: 

Table 2 

Significance of Path Coefficients Between Latent Variable and Related Indicator Variables 

From Latent Variable To Component β Standardized b Unstandardized Error (S.E) Critical Ratio (C.R) Significance Level (P) 

Demoralization Syndrome Meaninglessness 0.75 1.00 - - - 

Demoralization Syndrome Boredom 0.81 0.971 0.077 12.681 0.001 

Demoralization Syndrome Helplessness 0.84 0.959 0.073 13.215 0.001 

Demoralization Syndrome Failure 0.88 0.952 0.069 13.721 0.001 

Demoralization Syndrome Disheartenment 0.49 1.063 0.143 7.414 0.001 

 

As observed, the path coefficients between the indicator 

or observed variables and the latent variable of 

demoralization syndrome are significant. Therefore, these 

components can be considered as indicator variables for this 

latent variable. After confirming the assumptions and the 

measurement model of the latent variables, the structural 

model of the present research was examined. 

Figure 1 

Research Hypothetical Model in Standardized Coefficients 
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As shown, the model above includes 22 variables, 10 of 

which are observed and are represented inside rectangles, 

and 12 are latent and represented inside circles (including 10 

error latent variables inside small circles and two main latent 

variables inside large circles). Regarding independence and 

dependence, 12 variables are independent or exogenous, 

while 10 are dependent or endogenous (as indicated by 

arrows pointing towards them). 

To determine whether the empirical data collected in this 

study are consistent with the proposed model, goodness-of-

fit indices were used. Table 3 presents the goodness-of-fit 

indices for the structural model: 

Table 3 

Goodness-of-Fit Indices for the Structural Model 

Goodness-of-Fit Indices (χ2) df χ2/df RMSEA GFI AGFI IFI NFI CFI 

Initial Structural Model 59.65 31 1.92 0.065 0.95 0.91 0.978 0.969 0.985 

Acceptable Value Near Zero - < 3 < 0.08 > 0.90 > 0.90 > 0.90 > 0.90 > 0.90 

 

The goodness-of-fit indices for the initial structural 

model in Table 3 show that all fit indices fall within the 

acceptable range, indicating that the model of depression 

based on demoralization syndrome with the mediation of 

guilt in caregivers of elderly patients with life-threatening 

illnesses fits well with the empirical data. Additionally, 68% 

of the variance in caregiver depression is explained by the 

predictor and mediator variables in the model. 

As mentioned above, there are various indices for 

evaluating path analysis models, which are generally 

categorized into absolute, relative, and economic fit indices. 

Essentially, these indices show how well the theoretical 

model aligns with or fits the empirical data. Below is a 

summary of some of these indices reported in this study: 

The structural model proposed in this study, which 

hypothesizes that depression is explained by demoralization 

syndrome with the mediation of guilt in caregivers of elderly 

patients with life-threatening illnesses, fits well with the 

collected data. According to the findings of this study, all 

indices demonstrated an acceptable fit, and the model fit 

with the collected empirical data was confirmed at a high 

level. The chi-square (χ2) and the ratio of chi-square to 

degrees of freedom (χ2/df) were 1.92; the root mean square 

error of approximation (RMSEA) was 0.065; the goodness-

of-fit index (GFI) was 0.95; the adjusted goodness-of-fit 

index (AGFI) was 0.91; the incremental fit index (IFI) was 

0.97; the normed fit index (NFI) was 0.96, and the 

comparative fit index (CFI) was 0.98. Thus, the research 

model fit perfectly with the empirical data on the first 

attempt, and there was no need to modify the model. 

Consequently, it can be stated that depression can be 

explained through demoralization syndrome, with a positive 

and significant relationship between them, and guilt plays a 

significant role in this relationship. According to the 

analyses, 68% of the variance in depression can be explained 

by the predictor variables. 

Table 4 

Direct and Indirect Path Coefficients Between Variables 

From Variable To 

Variable 

Through 

Mediator 

β B S.E C.R p Indirect 

Effect 

Lower Bound 

95% 

Upper Bound 

95% 

Demoralization 

Syndrome 

Depression - 0.346 0.90 0.243 3.706 0.001 - - - 

Demoralization 

Syndrome 

Guilt - 0.253 0.315 0.152 2.073 0.038 - - - 

Guilt Depression - 0.27 0.566 0.142 3.979 0.001 - - - 

Demoralization 
Syndrome 

Depression Guilt - - - - 0.045 0.068 0.014 0.151 

 

Table 4 presents both the direct and indirect path 

coefficients between the variables of demoralization 

syndrome, guilt, and depression. The direct effect of 

demoralization syndrome on depression is statistically 

significant, with a standardized coefficient (β) of 0.346, an 

unstandardized coefficient (b) of 0.90, and a critical ratio 
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(C.R.) of 3.706, significant at the 0.001 level. This indicates 

a positive and significant direct relationship between 

demoralization syndrome and depression. 

The direct effect of demoralization syndrome on guilt is 

also statistically significant, with a standardized coefficient 

(β) of 0.253, an unstandardized coefficient (b) of 0.315, and 

a critical ratio (C.R.) of 2.073, significant at the 0.038 level. 

This suggests that as demoralization syndrome increases, 

guilt also increases significantly. 

Similarly, the direct effect of guilt on depression is 

significant, with a standardized coefficient (β) of 0.27, an 

unstandardized coefficient (b) of 0.566, and a critical ratio 

(C.R.) of 3.979, significant at the 0.001 level. This indicates 

that higher levels of guilt are associated with higher levels of 

depression. 

Furthermore, the indirect effect of demoralization 

syndrome on depression through the mediator variable of 

guilt is also statistically significant, with an indirect effect 

coefficient of 0.068, significant at the 0.045 level. This 

confirms the mediating role of guilt in the relationship 

between demoralization syndrome and depression, 

suggesting that part of the effect of demoralization syndrome 

on depression is mediated by increased feelings of guilt. The 

95% confidence interval for this indirect effect ranges from 

0.014 to 0.151. 

4. Discussion and Conclusion 

This study aimed to develop a model explaining 

depression based on demoralization syndrome with the 

mediating role of guilt in caregivers of patients with life-

threatening illnesses. The findings revealed that 

demoralization syndrome has a direct effect on depression in 

caregivers of elderly patients with life-threatening illnesses, 

which was confirmed at the 0.01 significance level (β = 

0.346). Therefore, a statistically significant and positive 

relationship exists between these two variables. This finding 

aligns with the results of prior studies (3, 6, 24). 

To explain this finding, it can be stated that 

demoralization is a psychological state characterized by 

feelings of helplessness, hopelessness, and perceived 

incompetence. It involves a perceived inability to perform 

tasks that are deemed essential in stressful situations and is 

often associated with depression (24). Studies have shown 

that demoralization is linked to an increased risk of 

adjustment disorders, depression, and anxiety, and it has a 

positive correlation with suicidal thoughts or the desire for a 

quick death (6). Common symptoms that overlap with 

depression include irritability, loss of interest, boredom, 

inability to enjoy activities, lethargy, and fatigue. 

Demoralization is an independent factor from depression, 

related to specific events (in this study, caregiving for an 

elderly person with a terminal illness), but if neglected, it can 

lead to depression. Thus, demoralization syndrome becomes 

clinically significant when it manifests with severe 

symptoms. Studies have shown that demoralization is more 

intense when caregivers face factors such as unemployment, 

unmet emotional needs, and a history of psychological 

problems (6). As a result, these caregivers are at a higher risk 

of experiencing depression. 

In general, regarding the relationship between 

demoralization syndrome and depression, it can be argued 

that, according to existentialists, confronting the realities of 

existence and ultimate concerns, which are inherent and 

inevitable aspects of human existence in this world, is 

anxiety-provoking. These existential anxieties are 

considered honest responses to non-existence and are a 

consequence of awareness. Therefore, if an individual 

cannot find authentic meaning in these anxieties, they may 

experience existential suffering and, as a result, 

demoralization syndrome. Since demoralization syndrome is 

a treatable condition, its identification as a clinical syndrome 

will lead to increased focus on potential therapeutic 

interventions. However, demoralization syndrome and 

depression are related in their phenomenology and etiology, 

and demoralization syndrome may even predict or be 

comorbid with depression (24). 

The results showed that demoralization syndrome has a 

direct effect on guilt in caregivers of elderly patients with 

life-threatening illnesses, which was significant at the 0.05 

level (β = 0.253). Therefore, it can be stated that there is a 

positive and significant relationship between demoralization 

syndrome and guilt. This finding is consistent with the 

results of prior studies (6, 12, 38). It can be stated that the 

fear of running out of time is a major concern for patients 

and caregivers in palliative care, and in many cases, 

demoralization syndrome commonly arises in both patients 

and caregivers, characterized by guilt, hopelessness, loss of 

meaning, and a sense of failure. Some evidence also supports 
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the relationship between demoralization and factors such as 

distress, loss of hope, lack of goals and values in life, 

feelings of inadequacy, and falling short in life. 

Additionally, there is uncertainty about the appropriate 

response to perceived threats (6, 38). 

In truth, demoralization syndrome is associated with 

decreased morale, perceived inability to cope, feelings of 

helplessness and failure, and the loss of self-worth, hope, and 

meaning in life (Grass et al., 2018). Since both patients and 

caregivers may be affected by demoralization syndrome and 

death anxiety, caregivers also face unique existential 

concerns such as guilt, grief, and uncertainty about how to 

continue after the death of their loved one. Caregivers may 

also experience feelings of inadequacy and guilt for not 

providing adequate care. Furthermore, caregivers often face 

the pressure of maintaining hope and a positive outlook, 

which may prevent them from discussing their own 

concerns. This challenge may lead caregivers to feel isolated 

and lonely, and patients may feel alienated due to caregivers' 

denial and avoidance of conflict. This perceived lack of 

connection in close relationships is a common source of 

existential distress for both patients and caregivers (38). 

The results showed that guilt has a direct effect on 

depression in caregivers of elderly patients with life-

threatening illnesses, which was confirmed at the 0.001 

significance level (β = 0.27). This indicates that there is a 

positive and significant relationship between depression and 

guilt. This finding is consistent with the prior findings (39). 

To explain the direct effect of guilt on depression in 

caregivers, it can be said that facing one's own or others' 

death highlights human limitations both in terms of time and 

performance (40). Many existentialists explain "angst" in 

relation to existential guilt, meaning that the individual has 

not achieved enough in their life or, in other words, has not 

experienced a unique life to its fullest potential. Thus, 

concepts related to existential issues, such as the inevitability 

of death, include fulfilling life tasks, making amends, 

seeking forgiveness, and striving to accept the life one has 

lived. In a clinical context, symptoms may manifest as fear 

of the dying process or fear of the state of being dead, and 

these symptoms present as feelings of guilt (3). 

In fact, guilt is among the emotional reactions to 

depression. Guilt encompasses feelings ranging from 

disappointment and sadness to feelings of being tainted, 

stigmatized, and branded with infamy. Guilt is not a 

cognitive state but an emotional state (41) and results from 

negative judgments about one's behavior (35). Guilt is not 

merely a form of emotional pain; it is also a type of anxiety 

stemming from intrusive thoughts that lead to depression. It 

can also result in feelings of loneliness and excessive crying. 

Overall, according to the DSM-5, guilt is considered one of 

the main symptoms of depression (42). Cognitive theorists 

believe that guilt and the subsequent excessive sense of 

responsibility are key elements in the vicious cycle of 

depression (38). 

The results showed that demoralization syndrome has an 

indirect effect on depression through the mediating role of 

guilt in caregivers of elderly patients with life-threatening 

illnesses, which was confirmed with a 95% confidence level 

and a significance level of 0.045 (β = 0.068). Thus, it can be 

said that guilt mediates the relationship between 

demoralization syndrome and depression, which is 

consistent with the findings of prior studies (43). 

In this regard, it can be stated that family members and 

caregivers face challenges related to both caring for and 

treating the patient and adjusting to the responsibilities 

associated with caregiving. Guilt, anger, anxiety, and other 

psychological and social pressures, such as the duration of 

the illness and treatment, hospitalization, increased 

treatment costs, and psychological conditions like stress, 

affect the family and caregivers of the patient. Medical care 

and concerns about imminent death have a negative impact 

on both the patient and their family, which may increase 

feelings of helplessness, inadequacy, and inefficacy in the 

caregiver, leading to hopelessness, meaninglessness, and 

disheartenment (43). Therefore, caregiving for an elderly 

person with a serious illness can lead to demoralization 

syndrome if the natural anxieties arising from the situation 

are not properly addressed. The sense of helplessness and 

inefficacy resulting from demoralization can lead to feelings 

of guilt (43), and if not addressed and treated, the 

demoralization syndrome and the guilt arising from it can 

lead to depression. 

Thus, it can be stated that when an individual (caregiver) 

encounters existential anxiety (a natural and honest response 

to life's inevitable events) and responds neurotically, the 

experience of demoralization syndrome is expected. 

Demoralization syndrome is a common manifestation of 
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existential distress that occurs in critical life situations, such 

as life-threatening illnesses, where loss of control, 

uncertainty, and the loss of social roles and life goals are 

common existential challenges (24, 25). In such situations, 

when the caregiver faces existential challenges, guilt arises 

as the inner critical voice challenges the caregiver's 

perceived competence in their own eyes and those of others, 

creating doubts about the individual's worth as a human 

being. Although such guilt can motivate the individual to 

action, excessive guilt resulting from improper handling of 

existential anxiety and the realities of existence can be 

associated with psychological harm (2). Consequently, 

neglecting demoralization syndrome can lead to depression, 

the development of suicidal thoughts, changes in moral 

principles, exacerbation of cognitive errors, and the 

emergence of attitudes such as hopelessness, frustration, and 

helplessness. 

This study had some limitations. Human behavior is 

influenced by various factors that should be examined 

through moderator variables; for example, caregivers may 

have experienced some degree of depression before 

assuming their caregiving role, which was not controlled for 

in this study. Non-random sampling was used in the present 

study. Longitudinal studies that examine caregivers at 

different stages of the patient's illness could better explain 

the model of depression based on various factors in 

caregivers of patients with life-threatening illnesses. Given 

these findings, we recommend exploring additional 

caregiving channels and considering demographic factors as 

elements influencing depression in caregivers of elderly 

patients with life-threatening illnesses. Additionally, other 

existential components, such as existential anxiety, meaning 

anxiety, death anxiety, etc., should be considered when 

explaining depression in caregivers. Holding workshops 

specifically for caregivers of elderly patients with life-

threatening illnesses could help them adapt to the caregiving 

role and prevent depression. 
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