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ABSTRACT
Objective: To evaluate the effect of depression, anxiety, stress, 
insomnia, work fatigue, religiosity, and spirituality on quality of life 
(QOL) among family caregivers of people with mental Illness and 
those who care for family members without mental illness.

Methods: A case-control study was conducted between July 
and September 2019 that enrolled 600 caregivers using a 
proportionate sample from all Lebanese governorates. Participants 
completed a 2-part questionnaire. The first part assessed 
sociodemographic and other characteristics and the second part 
comprised various scales including the Quality of Life 12-Item 
Short Form Health Survey, 9-Item Patient Health Questionnaire, 
Generalized Anxiety Disorder 7 Item, Perceived Stress Scale, Work 
Fatigue Inventory, Lebanese Insomnia Scale, Mature Religiosity 
Scale, and Spirituality Index of Well-Being.

Results: Higher stress (P < .001), higher depression (P < .001), higher 
emotional work fatigue (P < .001), married parents compared 
to single (P = .026), having a child with an intellectual disability 
(P = .002), and sleep-wake disorders (P = .003) were significantly 
associated with lower physical QOL, whereas higher spirituality 
(P < .001) was associated with higher physical QOL. Higher 
insomnia (P = .01), higher anxiety (P = .017), higher mental work 
fatigue (P < .001), living with a patient having a mental psychiatric 
illness (P = .023), caregivers with a chronic disease (P = .040), and 
taking care of a child with depressive disorders (P = .027) were 
significantly associated with lower mental QOL, whereas higher 
spirituality was significantly associated with higher mental QOL.

Conclusions: The care of a person with mental illness involves 
multiple challenges and problems, leading to negative impacts 
on the familial caregivers’ mental health and magnified by 
the absence of sufficient support and awareness and training 
programs in Lebanon.
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One in 4 families are caring for a family member with a 
mental illness,1 and in most societies, family members 

are often their primary caregivers.1,2 As a result, family 
members of mentally ill patients are under immense physical, 
emotional, and social strain throughout the duration of care. 
Almost 80% of individuals caring for family members with 
mental illness report it being a heavy burden3 and suffer 
from adverse effects directly affecting their quality of life 
(QOL) and mental health.2 The burden on the caregiver 
can have an impact on psychiatric patient hospitalization, 
rehospitalization, adherence, and compliance with 
treatment.4

QOL has been defined by the World Health Organization 
(WHO) “as an individual’s perception of their position 
in life in the context of the culture and value systems in 
which they live and in relation to their goals, expectations, 
standards, and concerns.1” This is a wide-ranging approach 
that incorporates physical health, psychological condition, 
and interpersonal relationships.1 It is known that caregivers 
of people suffering from mental illness are considered to 
be at risk for psychological problems such as depression, 
anxiety, fatigue, and stress.5 A study conducted in an 
Arab sample showed that the coexistence of anxiety and 
depression significantly lowered the QOL.6 Also, Wong et 
al7 concluded that the stress of caring for a relative with a 
mental illness could reduce the caregiver’s QOL. Mental and 
physical health are inseparably interrelated.8 Research has 
demonstrated that mental health problems are correlated 
with onset, development, and treatment of multiple chronic 
illnesses including cardiovascular disease9,10 and cancer.11,12

Currently, the mental health sector is neglecting family 
caregivers, which is demonstrated by the lack of national 
health awareness and intervention, leading to severe 
exhaustion and decreased cognitive ability encountered 
during and at the end of the work day (care day), which 
is known as work fatigue.13 Nevertheless, religion and 
spirituality can enhance individuals’ adaptability to stressful 
situations by providing a hopeful vision of the future and 
changing the caregiver’s perception of the care burden.14 
Psychologists acknowledge the contribution of religiosity 
and spirituality to health and well-being.15 The difference 
between religiosity and spirituality is unclear, but both 
generally highlight the essence and purpose in life. Religion 
is generally linked to social beliefs and practices associated 
with community-based worship rituals, ceremonies, and 
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sacred texts, while spirituality relies on a deeply rooted 
personal sense of a bond in which the life of each individual 
is considered to be attributing to a greater more valued 
“whole” along with a sense of belonging and acceptance.16 
It was shown that religiosity is associated with intrinsic 
immunity against diseases, overall better QOL,17,18 and 
less depressive symptoms,19,20 providing a buffer effect on 
burden and depressive symptoms in caregivers of patients 
with chronic illnesses such as dementia.21

A meta-analysis showed that most at-home psychiatric 
patients were diagnosed with schizophrenia, depression, 
or other affective disorders.22 It is important to note the 
high prevalence of individuals caring for children or 
elderly parents with psychiatric disorders.23 Furthermore, 
evidence shows a negative correlation between duration of 
the psychiatric patient’s disorder and the caregiver’s overall 
well-being.24 The severity and duration of psychiatric 
disorders, as well as the associated decreased level of patient 
autonomy, have a direct effect on the caregivers’ physical and 
psychological state.

Family members are typically caregivers for individuals 
that require constant medical attention in Lebanon, as well 
as in most developing countries, where cultural and religious 
values prioritize the role of family, religiosity, and spirituality. 
Few published articles21,25,26 discuss the consequences 
of caring for a family member with mental illness for the 
caregiver, while examining the potential impact of religiosity 
and spirituality. This research was conducted to evaluate the 
effect of depression, anxiety, stress, insomnia, work fatigue, 
religiosity, and spirituality on QOL among family caregivers 
of people with mental illness and those who care for family 
members without mental illness.

METHODS

Study Design and Sampling
A case-control study was conducted between July 

and September 2019 that enrolled 600 caregivers using 
a proportionate sampling technique from all Lebanese 
governorates (Beirut, Mount Lebanon, North, South, 
and Bekaa). Caregivers were asked if they are taking care 
of a patient with a psychiatric illness, defined as having 
≥ 1 of the following conditions: intellectual disabilities; 
autism spectrum disorder; communication disorders; 
motor disorders; attention-deficit/hyperactivity disorder; 
schizophrenia; bipolar and related disorders; depressive 
disorders; anxiety disorders; obsessive-compulsive and 

related disorder; trauma- and stressor-related disorders; 
dissociative disorders; somatic symptom and related 
disorders; feeding and eating disorders; sleep-wake 
disorders; sexual dysfunction; disruptive, impulse-control, 
and conduct disorders; substance-related and addictive 
disorders; neurocognitive disorders; or personality disorders 
as diagnosed by a physician/psychiatrist. Those who were 
taking care of patients with a psychiatric illness were 
classified as cases. Caregivers who were not taking care of a 
patient with a psychiatric illness were classified as controls.

A total of 275 caregivers (with a psychiatric patient at 
home) purchasing medication for a psychiatric patient at 
home were recruited from pharmacies chosen conveniently 
from a list provided by the Order of Pharmacists of Lebanon. 
A total of 312 controls (caregivers without a psychiatric 
patient at home) were chosen using the same technique. 
Caregivers from either group were not matched for age and 
sex. Caregivers were chosen randomly; the first caregiver 
entering the pharmacy and fitting the criteria of being in the 
case or control group was approached.

Questionnaire
The questionnaire in Arabic was administered and 

collected face-to-face by 5 individuals who were trained 
and independent of the study. On average, the questionnaire 
was completed within approximately 30 minutes. The 
questionnaire included several sections. The first part 
assessed the sociodemographic characteristics of the 
participants (sex, age, education level, profession, marital 
status, socioeconomic level, residential governorate, religion, 
and number of family members). Caregivers were also asked 
if they were living in the same house with a family member 
suffering from a mental illness and if they were taking day-
to-day care of this family member, meeting their social 
and financial needs, and supporting their psychological 
disturbances. Participants taking care of a mentally ill family 
member were additionally asked about the period of care, 
whether another family member was helping them, and 
if they were caring for more than 1 family member. They 
were also assessed for chronic illness and asked if they feel 
that any new diagnosed illness was related to the caregiving 
process. The second part of the questionnaire comprised the 
following scales.

Quality of Life 12-Item Short Form Health Survey 
Validated in Lebanon,27 the Quality of Life 12-item Short 

Form Health Survey (SF-12) assesses physical and mental 
health. The scores of each of the 2 sections range from 0 to 
100. Higher scores indicate higher physical/mental QOL.28

9-Item Patient Health Questionnaire 
The 9-item Patient Health Questionnaire (PHQ-9) is a 

self-report scale of 9 items, previously validated in Lebanon,29 
which is used to evaluate depression severity. It was designed 
as a depressive symptom screening tool but is also used as a 
diagnostic indicator of major depressive disorder.30,31 Higher 
scores reflect higher depression (Cronbach α = 0.864).

Clinical Points
■■ Insomnia, anxiety, mental work fatigue, and living with a 

patient having a mental psychiatric illness were associated 
with lower mental quality of life (QOL).

■■ Higher spirituality was associated with higher mental QOL.
■■ The care of a person with mental illness involves multiple 

challenges and problems, leading to negative impacts on 
the familial caregivers’ mental health.
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Table 1. Sociodemographic Characteristics of the Participantsa,b

Variable

Caregivers Not Caring 
for a Patient With a 
Psychiatric Illness
(controls: n = 312)

Caregivers of a 
Patient With a 

Psychiatric Illness
(cases: n = 275) P 

Sex
Male 156 (50.0) 129 (46.9) .455
Female 156 (50.0) 146 (53.1)

Age, mean ± SD, y 35.17 ± 14.59 40.84 ± 13.69 < .001
Education level

Illiterate 29 (9.3) 25 (9.1) .001
Primary level 10 (3.2) 20 (7.3)
Complementary level 27 (8.7) 50 (18.2)
Secondary level 74 (23.8) 51 (18.5)
University 171 (55.0) 129 (46.9)

Marital status
Single 226 (73.6) 120 (44.0) < .001
Married 81 (26.4) 153 (56.0)

Monthly income, $
Low (< 1,000) 221 (75.2) 219 (82.3) .106
Intermediate (1,000–2,000) 53 (18.0) 36 (13.5)
High (> 2,000) 20 (6.8) 11 (4.1)

Patients’ duration of mental 
illness diagnosis, mean ± SD, y

… 6.56 ± 7.70 …

Patients’ age, mean ± SD, y … 27.87 ± 20.73 …
aData are presented as n (%) unless otherwise specified.
bBolding indicates statistical significance. 

Generalized Anxiety Disorder 7 Item 
The Generalized Anxiety Disorder 7 item (GAD-7) is a 

self-report scale of 7 items previously validated in Lebanon29 
that is focused on DSM-IV criteria and is used to quantify the 
severity of generalized anxiety disorders.32,33 Higher scores 
indicate higher anxiety (Cronbach α = 0.903).

Perceived Stress Scale 
The Perceived Stress Scale is a self-report tool of 4 items 

that is validated in Arabic.34 Responses are measured on a 
5-point scale (0 = never, 1 = almost never, 2=sometimes, 3 
= fairly often, 4 = very often). Greater scores indicate more 
perceived stress (Cronbach α = 0.80).35

Work Fatigue Inventory 
Validated in Lebanon,36 the Work Fatigue Inventory 

comprises 18 items used to evaluate physical, mental, and 
emotional work fatigue.13 This scale is divided into 3 sections 
related to the 3 separate energy resources, with each section 
including 6 questions. Greater levels of fatigue are reflected 
by higher scores on the 3 parts (Cronbach α = 0.967).

Lebanese Insomnia Scale 
The Lebanese Insomnia Scale, validated in Lebanon,37 

includes 18 items that evaluate insomnia and associated 
factors. All answers are measured using a Likert scale from 
1 to 5. More severe sleep disturbances are reflected by higher 
scores (Cronbach α = 0.773).

Mature Religiosity Scale 
The Mature Religiosity Scale is appropriate to apply in 

mental health care.38 It is a 16-item scale assessing religiosity 
in participants. Statements are recorded using a Likert scale 

ranging from 0 (strongly disagree) to 4 (strongly agree) 
(Cronbach α = 0.976).

Spirituality Index of Well-Being
The Spirituality Index of Well-Being includes 12 items 

divided into 2 subscales evaluating a person’s perceptions of 
their spiritual QOL. A 5-point Likert scale ranging from 1 
(strongly agree) to 5 (strongly disagree) is used to measure 
each answer.39 The Cronbach α for the entire scale was 0.950 
and for the subscales, respectively, was 0.910 and 0.933.

Translation Procedure
The scales were translated from English to Arabic 

and examined by a mental health specialist and then 
translated to English again. After this step was completed, 
the translators compared each scale’s English version to 
determine whether the variables had the same value. For all 
scales, no considerable differences were found.

Statistical Analysis
SPSS software version 25 was used to conduct data 

analysis. A Cronbach α value was recorded for reliability 
analysis for all scales. A descriptive analysis was done using 
the absolute frequency and percentages for categorical 
variables and mean and standard deviation for quantitative 
measures. To compare continuous variables between 2 
groups, the Student t test was used. Pearson correlation was 
used for linear correlation between continuous variables. 
A multivariate analysis of covariance (MANCOVA) was 
carried out to compare multiple measures (physical and 
mental QOL scores taken as dependent variables) between 
the different factors, considering potential confounding 
variables: age, sex, education level, monthly income, 
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Table 2. Bivariate Analysis With the PCS-SF12 and MCS-
SF12 as Dependent Variablesa

Variable
PCS-SF12

(mean ± SD)
MCS-SF12

(mean ± SD)
Caregivers/controls

Controls 45.62 ± 0.99 43.08 ± 1.07
Caregivers 44.05 ± 0.92 40.65 ± 0.99
P .068 .009

Sex
Male 45.66 ± 0.95 41.81 ± 1.02
Female 44.01 ± 0.95 41.91 ± 1.02
P .045 .908

Education level
Illiterate 46.07 ± 1.55 41.80 ± 1.68
Primary level 44.24 ± 1.73 40.82 ± 1.86
Complementary level 42.77 ± 1.25 40.77 ± 1.35
Secondary level 45.97 ± 1.10 43.57 ± 1.18
University level 45.13 ± 0.85 42.36 ± 0.92
P .155 .353

Monthly income
Low 43.37 ± 0.64 40.54 ± 0.69
Intermediate 44.45 ± 1.17 40.95 ± 1.26
High 46.69 ± 1.82 44.10 ± 1.97
P .157 .199

Marital status
Single/divorced/widowed 45.48 ± 1.01 41.82 ± 1.09
Married 44.20 ± 0.89 41.91 ± 0.96
P .134 .919

Suffering from a chronic disease
No 45.69 ± 0.82 44.40 ± 0.88
Yes 43.99 ± 1.16 39.33 ± 1.26
P .110 < .001

Variable
Correlation 
Coefficient

Correlation 
Coefficient

Age −0.114 −0.097
P .017 .043

Insomnia −0.326 −0.403
P < .001 < .001

Depression −0.391 −0.265
P < .001 < .001

Anxiety −0.329 −0.414
P < .001 < .001

Physical work fatigue −0.361 −0.440
P < .001 < .001

Mental work fatigue −0.351 −0.560
P < .001 < .001

Emotional work fatigue −0.438 −0.450
P < .001 < .001

Religiosity 0.025 0.014
P .604 .772

Spirituality 0.334 0.341
P < .001 < .001

Duration caregivers have been taking 
care of a patient with mental illness, y

−0.049 −0.211

P 0.435 0.001
Patients’ duration of mental illness 

diagnosis, y
−0.144 −0.205

P .021 .001
aBolding indicates statistical significance; variables not shown in this table 

showed no significant association with any quality-of-life component.
Abbreviations: MCS-SF12 = Mental Component Score–12-item Short Form 

Health Survey, PCS-SF12 = Physical Component Score–12-item Short Form 
Health Survey, SE = standard error.

spirituality, depression, anxiety, stress, insomnia, and work 
fatigue.

RESULTS

The sociodemographic and other characteristics of the 
sample are summarized in Table 1. The results showed that 
the mean ± SD age of participants caring for someone with 
mental illness (cases) was 40.84 ± 13.69 years, with 53.1% 
females. The majority had a low monthly income (82.3%), 
46.9% had a university level of education, and 56% were 
married. Those who were not caring for someone with mental 
illness (controls) had a mean ± SD age of 35.17 ± 14.59 years, 
with 50% females. More than half of the controls (55.0%) 
had a university level of education, were single (73.6%), and 
had a low monthly income (75.2%). A significantly higher 
proportion of controls had a university-level education and 
were single compared to the caregivers. Also, a significantly 
higher mean age was found in cases compared to controls.

Bivariate Analysis
A significantly higher mean QOL SF-12 physical 

component score (PCS-SF12) was found in males compared 
to females (45.66 vs 44.01, P = .045). Higher age; insomnia; 
depression; anxiety; physical, mental, and emotional work 
fatigue; and patient years diagnosed with mental disorder 
were significantly associated with lower physical QOL, 
whereas higher spirituality was significantly associated with 
higher physical QOL.

A significantly higher mean QOL SF-12 mental 
component score (MCS-SF12) was found in controls 
compared to cases (43.08 vs 40.65, P = .009) and in those not 
suffering from chronic disease compared to those that were 
(44.40 vs 39.33, P < .001). Higher age; insomnia; depression; 
anxiety; physical, mental, and emotional work fatigue; 
number of years taking care of a patient with mental illness; 
and patient years diagnosed with a mental disorder were 
significantly associated with lower mental QOL, whereas 
higher spirituality was significantly associated with higher 
mental QOL (Table 2).

Adjusted Means
The means of the physical and mental QOL scores 

according to the presence/absence of a child with a mental 
illness living with them in the house after adjusting for the 
covariates that showed significance in the bivariate analysis 
are shown in Figure 1. The results revealed significantly 
lower mental, but not physical, QOL scores in parents who 
had a child with a mental illness living with them in the 
house compared to those who did not.

Multivariable Analysis (MANCOVA)
Higher stress (B = −0.0), higher depression (B = −0.47), 

higher emotional work fatigue (B = −0.29), married parents 
compared to single parents (B = −1.90), having a child 
with an intellectual disability (B = −3.61), and sleep-wake 
disorders (B = −3.98) were significantly associated with 

lower physical QOL, whereas higher spirituality (B = 0.13) 
was associated with higher physical QOL (Table 3, Model 
1). It is noteworthy that living with a child with a mental 
illness compared to not and religiosity were not associated 
with physical QOL.

Higher insomnia (B = −0.14), higher anxiety (B = −0.31), 
higher mental work fatigue (B = −0.58), living with a 
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Table 3. Multivariable Analysisa

Model 1: physical QOL score as the dependent variable
Variable Beta P 95% CI Partial Eta Squared
Stress −0.60 < .001 −0.92 to −0.29 0.041
Depression −0.47 < .001 −0.67 to −0.27 0.062
Emotional work fatigue −0.29 < .001 −0.43 to −0.15 0.046
Spirituality 0.13 < .001 0.06 to 0.20 0.039
Religiosity 0.008 .775 −0.05 to 0.07 0.001
Marital status (married vs single*) −1.90 .026 −3.58 to −0.23 0.015
Parents living with someone having a mental 

psychiatric illness (yes vs no*)
0.29 .732 −1.37 to 1.95 0.001

Child with an intellectual disability (yes vs no*) −3.61 .002 −5.87 to −1.36 0.029
Child with sleep-wake disorders (yes vs no*) −3.98 .003 −6.60 to −1.35 0.026

Model 2: mental QOL score as the dependent variable
Variable Beta P 95% CI Partial Eta Squared
Insomnia −0.14 .01 −0.24 to −0.03 0.02
Anxiety −0.31 .017 −0.56 to −0.06 0.017
Mental work fatigue −0.58 < .001 −0.78 to −0.37 0.085
Spirituality 0.17 < .001 0.09 to 0.25 0.055
Religiosity 0.05 .150 −0.02 to 0.11 0.006
Parent living with someone having a mental 

psychiatric illness (yes vs no*)
−2.09 .023 −3.89 to −0.29 0.016

Parent with a chronic disease (yes vs no*) −2.21 .040 −4.31 to −0.11 0.013
Child with depressive disorders (yes vs no*) −2.45 .027 −4.61 to −0.28 0.015
aBolding indicates statistical significance.
*Reference group.
Abbreviation: QOL = quality of life.

patient having a mental psychiatric illness versus not 
(B = −2.09), caregivers with a chronic disease compared to 
not (B = −2.21), and taking care of a child with depressive 
disorders (B = −2.45) were significantly associated with 
lower mental QOL, whereas higher spirituality (B = 0.17) was 
significantly associated with higher mental QOL (Table 3, 
Model 2). It is noteworthy that religiosity was not associated 
with mental QOL.

DISCUSSION

This study demonstrated that caregivers of patients 
with mental illness had higher stress, depression, anxiety, 
sleep disturbances, and work fatigue, as well as lower 

aPhysical quality of life: P = .526; mental quality of life: P = .026.

Figure 1. Mean Values of the Physical and Mental Quality of Life (QOL) Scores 
According to the Presence/Absence of a Child With a Mental Illness Living in the 
House After Adjusting for the Covariatesa

44.7

41.38

45.21

43.24

39

40

41

42

43

44

45

46

Physical QOL Mental QOL

Not living with a child with mental illness Living with a child with mental illness

QOL, compared to caregivers of people without mental 
illness. Furthermore, higher physical and mental QOL 
were associated with higher spirituality, and no significant 
association was found with religiosity.

Depression, Anxiety, Stress, Insomnia,  
QOL, and Family Caregivers

The results of this study show that a decrease in mental 
and physical QOL was associated with higher levels of 
depression, anxiety, stress, and insomnia among family 
caregivers. Stress, anxiety, and depression have been shown 
in several studies to be higher among individuals living with 
a mentally ill relative suffering from schizophrenia,40–42 
bipolar disorder,43 or dementia.44 Female caregivers have 
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higher levels of anxiety, depression, and stress.45 Caregivers 
of schizophrenia patients displayed the highest levels of stress 
among those who care for chronically ill family members.46 
Depression and anxiety were the most common comorbidities 
associated with insomnia.47 Additionally, sleep disorders, 
depression, and anxiety were interrelated and confirmed 
predictors of each other.48 Furthermore, sleep disturbances 
can be mediated by anxiety, which can manifest as daytime 
sleepiness.49 A study50 of insomnia in caregivers of persons 
with dementia found that new-onset sleep disturbances may 
appear after several months of providing care, despite not 
having sleep disorders initially. Additionally, depression and 
anterior level of objective burden were among the strongest 
predictors of caregiver sleep problems.50 Long-term family 
caregivers of patients with schizophrenia had high levels of 
anxiety and depression and low physical QOL.51 A previous 
study52 showed that family caregivers of patients with mental 
illness displayed more severe depressive symptoms, which 
subsequently negatively affected their physical QOL. More 
than half of caregivers of patients with severe mental illness 
showed very poor QOL.53 These findings can be considered 
a direct reflection of the health care system’s failure to assist 
family caregivers with their needs and to address their 
daily concerns.54 These associations can have tremendous 
negative repercussions on family caregivers’ mental health 
in small low-income countries such as Lebanon. It has been 
shown that caregivers in Asian countries are more prone to 
hide their psychological disturbances because of traditional 
values such as honor, which can often lead to the loss of 
social support55 and deterioration in QOL.

Work Fatigue and Family Caregivers
The results of this study show a potential association 

between being a family caregiver of mentally ill individuals 
and having higher levels of physical, mental, and emotional 
work fatigue compared to participants not taking care of a 
relative with a psychiatric illness. The 3-dimensional Work 
Fatigue Scale, to the best of our knowledge, has rarely been 
used in previous research to assess work fatigue results, 
making our results difficult to compare. These findings are 
in line with the results of a study from Brazil that assessed 
burnout in familial caregivers of patients with dementia, 
wherein emotional exhaustion was the greatest documented 
burnout dimension in the included individuals and was 
associated with depression among caregivers.56 Another 
study57 found that 71% of family caregivers of chronically 
ill patients exhibited work fatigue. Additionally, caregivers 
of patients with severe mental illness displayed higher 
depression and work fatigue.58

Spirituality, Religiosity, and Family Caregivers
Higher spirituality is associated with higher physical and 

mental QOL. Previous research about spirituality, religiosity, 
and family caregiving shows conflicting results: a past study 
found no significant relationship between religiosity and 
QOL among caregivers of patients of mental illness,59 while 
another investigation found that spiritual caregivers displayed 

higher depression, stress, and work fatigue.60 However, 
family caregivers of individuals with chronic illnesses who 
were spiritual were more likely to have a positive attitude 
toward their responsibilities.61 Similarly, religious family 
caregivers of patients with mental illness showed a more 
positive attitude.62 Caregivers may have a negative perception 
of the care responsibilities, perceiving them as punishment 
from God. On the other hand, a positive perception can be 
adopted in which religious commitment and spirituality may 
mitigate the stress and negative effects and lessen the degree 
of deterioration of the caregiver’s QOL.63 In Lebanon, many 
family caregivers try to honor family values and religious 
beliefs; nonetheless it seems necessary to assess spirituality 
of these caregivers and intervene with spiritual support to 
protect their mental health if needed.26

Clinical Implications
Health care professionals can play an important role in 

decreasing the levels of caregivers’ depression and anxiety 
by advocating for the screening and evaluation of caregivers 
during their relatives’ routine visits to clinicians. Promotion 
of mental health is essential in motivating the family 
caregivers of mentally ill individuals and addressing their 
psychological needs by creating an inclusive environment 
that emphasizes social support and respect. While it might 
not be applicable to encourage all caregivers to become more 
religious or spiritual, clinicians might help caregivers and 
enhance their therapeutic strategies by encouraging them to 
connect their spiritual system to the caregiving experience.

Limitations
The present study is subject to several limitations. First, 

exposure and effect were measured concomitantly, thus no 
causality can be inferred from the results. A selection bias is 
possible, since participants with a higher education level and 
socioeconomic status might have been entering pharmacies 
during the study. The questionnaire was self-report; thus, 
an overestimation or underestimation of the symptoms, 
pertinent details, and subjective measures might be present, 
leading to reporting bias. Additionally, some questions may 
not have been well understood by the participants, which 
increases the risk of information bias. Residual confounding 
bias is also possible since not all factors that might affect 
QOL were taken into consideration. On the other hand, 
the study shows significant strengths. First, we attempted 
to include caregivers from various Lebanese governorates, 
which improves the generalizability of the results. This 
study is one of the few investigations, if not the first with 
a similar sample size done in Lebanon, to cast a light on 
the assessment of the mental health of family caregivers of 
mentally ill patients.

CONCLUSION

Care of a family member with mental illness involves 
several challenges and problems, leading to negative impacts 
on the familial caregivers’ mental health. In Lebanon, family 
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caregivers of individuals suffering from a mental illness 
are often neglected and have difficulties in the absence 
of sufficient support and awareness/training programs 
at a national level. The present findings stress the need to 
place particular attention on the education of mentally 
ill patients and their family caregivers about psychiatric 
illness, symptoms, the importance of treatment, and regular 
follow-up by their treating doctors.
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