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ABSTRACT
Background: Cancer is a leading cause of mortality and morbidity worldwide, with a growing burden in low- and middle-income countries, including those in Sub-Saharan Africa. As cancer therapy becomes more complex, patients increasingly rely on informal caregivers usually family members for physical, emotional, and practical support. However, these caregivers experience significant psychological distress, particularly depression, which remains underrecognized in clinical practice.
Aim: This narrative review aims to synthesize evidence on the prevalence, risk factors, and longitudinal trajectories of depression among informal caregivers of adults with cancer, and to outline implications for nursing assessment and early identification.
Methods: Published literature on depression in cancer caregivers was reviewed, focusing on prevalence rates, demographic, psychosocial, physical, and patient-related risk factors, as well as temporal patterns of depressive symptoms across the cancer care continuum. The following electronic databases were searched for peer-reviewed articles published: PubMed/MEDLINE, CINAHL, PsycINFO, Scopus, Web of Science, and Google Scholar. 
Findings: Studies showed that 20–50% of cancer caregivers experience clinically significant depressive symptoms, compared to 5–10% in the general population. Caregivers are predominantly women aged 45–65, often spouses or daughters, with 39% having no formal education and providing an average of 10.9 hours of care daily. Key risk factors include female gender, low income, high subjective caregiver burden, social isolation, sleep disturbance, patient functional decline, and financial toxicity. Longitudinal studies reveal four distinct depressive trajectories: resilient (40–50%), chronic high distress (15–25%), delayed distress (10–15%), and recovery (20–30%). Symptoms peak during active treatment, cancer recurrence, and end-of-life care, with 50–60% of caregivers meeting depression criteria in the palliative phase. 
For nursing practice, implications include routine screening using brief tools such as the PHQ-2 and PHQ-9, timing assessments to critical cancer trajectory points (diagnosis, mid-treatment, survivorship transition, recurrence, palliative care), and establishing clear referral pathways to social work, psychology, and psychiatry.
Conclusion: Depression among cancer caregivers is a pervasive yet underrecognized condition that compromises both caregiver well-being and patient outcomes. Oncology nurses play a pivotal role in early identification through systematic screening and multidisciplinary collaboration. Recognizing the caregiver as a "hidden patient" and integrating mental health support into standard cancer care is a clinical necessity. 
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INTRODUCTION
Cancer is considered the disease of the 21st century, as it is a leading cause of mortality and morbidity in the world. According to the WHO, cancer is one of the leading causes of death, and its cure is still unsolved despite the advances in diagnosis and treatment. The International Agency for Research on Cancer estimated that in the year 2020, 18.1 million cases of cancer were diagnosed worldwide, and this number will increase in the following two decades, reaching 27 million (Guerra-Martín et al., 2023).
Moreover, 65% of cancer-related deaths worldwide occur in emerging nations (Liu et al., 2021). Sub-Saharan Africa (SSA) countries are frequently listed among the world's developing nations, and they are currently facing a substantial cancer burden (Hadiati et al., n.d.). A little over 70% of cancer-related deaths have occurred in low- and middle-income nations, such as Ethiopia (L. A. Wassie et al., 2022; Y. A. Wassie et al., 2025).
As cancer therapy progresses, patients' needs have become more complex, ranging from tracking their course of treatment and controlling their symptoms to requesting financial/economic, emotional, and psychological support in addition to assistance with physical care (Y. A. Wassie et al., 2025). Like other chronic diseases, cancer has numerous sequelae and an important limitation of self-sufficiency, thus requiring support from other people, usually from their immediate circle. Those people are known as informal or non-professional carers. The role of these caregivers is key in aiding and supporting cancer patients; however, they may experience a significant burden at numerous levels, causing an impact on their quality of life (Guerra-Martín et al., 2023).
Day-to-day caregiving responsibilities are a heavy burden for caregivers of patients suffering from life-threatening illnesses, such as cancer. Additionally, caregivers must contend with their fear and distress regarding their loved ones' health and prognosis (Demissie & Balta, 2024) In the past two decades, a growing body of research has documented elevated levels of psychological distress among caregivers. Previous studies suggested that routine caregiving to a close family member with cancer may negatively affect physical and mental health (Pan & Lin, 2022; Samal et al., 2024)
At the same time, being the caregiver of a care-dependent person implies 86% risk of suffering anxiety, and 65% of suffering depression. Diverse studies have profiled non-professional caregivers, concluding that they are mostly women, aged 45 to 65, homemakers, and the daughter or spouse of the patient. Besides, 39% of caregivers have no education, and the average time devoted to providing care is 10.9 hours per day (Guerra-Martín et al., 2023; Nipp et al., 2016)
Family carers often experience changes in their mental, physical, and general wellbeing as well as psychological distress, pressure, and health-risky behaviors as a result of the increased burden. In addition to helping the patient cope with the sickness and treatment, the patient's family is an important source of support. Caregiver depression is an emotional illness resulting from the strain of providing care. It can manifest as an inability to perform daily duties, a loss of interest in activities one typically enjoys, and persistent sadness lasting at least two weeks (Samal et al., 2024; Y. A. Wassie et al., 2025)
A wide range of psychosocial, physical, and economic factors contribute to family caregivers' burden throughout the patient's illness, from diagnosis to possible death. Several studies have found that a high proportion of family caregivers suffer from depressive symptoms. Caregivers' depressive symptoms are also associated with worse quality of life, physical well-being, and less leisure time.(Öven Ustaalioğlu & Acar, 2017) Depressive symptoms can also compromise caregivers' ability to effectively maintain their role (e.g., providing day-to-day care and satisfying the psychological needs of patients). Thus, investigating the prevalence of depression among caregivers is crucial for enhancing their well-being and improving the quality of caregiving.(Bedaso et al., 2022)
The burden caregivers of cancer patients experience is strongly linked with the patient's well‐being. If the unmet needs of caregivers of cancer patients are not addressed, it will affect the psychological well‐being of caregivers and the health outcomes of cancer patients.(H. mei Geng et al., 2018; Longo et al., 2021)
Cancer causes many disruptions to carers, but the most significant burden is related to their psychological well-being. In the psychological domain of quality of life, the effects manifest as increased depression and difficulty coping with caregiving responsibilities. Family carers provide long-term care for cancer patients; however, they are not adequately prepared, informed, or supported to carry out these crucial roles.(Demissie & Balta, 2024) Research showed that carers' levels of depression are higher and do not gradually subside compared to those of the cancer patients they are caring for, with prevalence rates ranging from 3 to 82%. The demographic characteristics of the patients and their caregivers, length of hours of stay caring for the cancer patients, clinical variables of the patient, and caregivers' burden level have been considered to play a role in the development of depression in caregivers of cancer patients.(Demissie & Balta, 2024)
Prevalence of Depression Among Cancer Caregivers
Meta-analyses consistently report that 20–50% of cancer caregivers meet criteria for clinically significant depressive symptoms, compared to 5–10% in the general population.(H. mei Geng et al., 2018; Liu et al., 2021)  A large systematic review of 58 studies (N = 14,682 caregivers) found a pooled prevalence of 34% for moderate-to-severe depressive symptoms. Subthreshold symptoms affect an additional 20–30%, indicating that distress exists on a continuum.(H. mei Geng et al., 2018)
Spousal caregivers, particularly wives, report the highest depression rates (up to 50%), attributed to emotional intimacy and shared life disruption.(Pinquart & Sörensen, 2011) Adult children caregivers show slightly lower rates (25–40%) but higher role strain due to competing work and parenting demands.(Kajiwara et al., 2024; Kim & Carver, 2019; Kim & Schulz, 2008) Parent caregivers of adolescents or young adults with cancer experience unique grief-related depression, with prevalence approaching 45%.(Sisk et al., 2020)
Caregivers of patients with hematologic malignancies (e.g., leukemia, lymphoma) report depression rates of 40–50%, possibly due to intensive treatment regimens and unpredictable disease trajectories.(Bevans et al., 2011; Dee, 2023) Pancreatic cancer caregivers show similarly high rates (45%) given poor prognoses, whereas prostate cancer caregivers report lower rates (20–25%), potentially reflecting slower disease progression.(Kim & Carver, 2019)
Cancer caregivers have significantly higher depression prevalence than age-matched non-caregiving adults and comparable or slightly higher rates than dementia caregivers. However, the trajectory differs with more episodic stress in cancer.(Pinquart & Sörensen, 2011)
Approximately 30% of caregivers report subthreshold depressive symptoms (e.g., PHQ-9 scores 5–9) that impair quality of life without meeting major depressive disorder criteria. These individuals are at high risk for progressing to clinical depression during caregiving transitions.(H. mei Geng et al., 2018)
Demographic Risk Factors for Depression
Female caregivers consistently report higher depression rates than males, a difference partially explained by greater emotional involvement and less use of active coping strategies.(Kim & Carver, 2019; Kim & Schulz, 2008) However, male caregivers may underreport symptoms due to masculine norms of stoicism. Younger caregivers (age <45) report higher depression scores than older caregivers, possibly due to disrupted life-stage goals (career, family formation) and fewer financial reserves. (Pinquart & Sörensen, 2011)  Older spousal caregivers show greater physical strain but sometimes better emotional regulation.
Low-income caregivers have 2.5 times higher odds of depression compared to those with adequate resources, mediated by financial toxicity, unreimbursed medical costs, transportation, and lost wages. Unemployment due to caregiving further exacerbates risk.(Dee, 2023; Longo et al., 2020, 2021) Lower educational attainment (≤ high school) is associated with higher depression severity, potentially due to reduced access to information, fewer problem-solving skills, and lower perceived self-efficacy.(Kim & Schulz, 2008)
Caregivers living with the patient report higher depression than those living separately, due to constant exposure to patient distress and lack of respite. Rural caregivers face additional barriers: fewer support services and greater travel burden for treatment.(Longo et al., 2020)
4. Psychosocial Risk Factors and Mediators
Caregiver burden, the perceived personal, emotional, and financial toll, is the strongest psychosocial predictor of depression. Role captivity, the feeling of being trapped in caregiving, mediates the relationship between objective demands and depressive symptoms.(Kim & Carver, 2019) Perceived social support (emotional, instrumental, informational) is a robust protective factor. Conversely, social isolation doubles depression risk. Many caregivers report that friends and family “disappear” over the course of protracted cancer treatment.(Bevans et al., 2011)
Caregivers experience anticipatory grief, a sense of impending loss, even when the patient is still alive, which correlates with depression. Fear of cancer recurrence in caregivers of survivors is also associated with persistent depressive symptoms.(Sisk et al., 2020) Caregivers frequently report loss of pre-caregiving roles (e.g., as spouse, friend, employee) and meaningful leisure activities. This identity disruption is a distinct predictor of depression beyond objective caregiving hours.(Kim & Carver, 2019; Kim & Schulz, 2008)
Disagreements among family members about treatment decisions or care responsibilities increase depression risk. Marital strain, including reduced intimacy and communication breakdowns, is particularly harmful for spousal caregivers.(Pinquart & Sörensen, 2011)
A prior history of depression or anxiety disorder elevates risk by approximately 3-fold, suggesting that caregiving acts as a stressor on vulnerable individuals.(Liu et al., 2021) Neuroticism (tendency toward negative emotionality) is also a significant predisposing factor.
 Physical and Health-Related Risk Factors
Over 60% of cancer caregivers report poor sleep quality (Pittsburgh Sleep Quality Index >5), and sleep disruption independently predicts depression severity, even controlling for caregiver burden. Objectively measured sleep fragmentation correlates with next-day depressed mood.(Bevans et al., 2011) Caregivers often prioritize patient needs over their own health, leading to missed medical appointments, poor nutrition, and inadequate exercise. Physical exhaustion mediates the relationship between caregiving hours and depression.(Liu et al., 2021) Caregivers with pre-existing hypertension, diabetes, or arthritis report higher depression scores, possibly due to an additive burden and reduced capacity to cope. Up to 40% of caregivers aged 60 and older have at least one chronic condition.(Longo et al., 2020) Weight gain or loss and reduced physical activity are common among depressed caregivers. In a longitudinal study, a 30% reduction in weekly exercise predicted subsequent increases in depressive symptoms.(Kim & Schulz, 2008) Emerging evidence indicates that caregivers show elevated cortisol dysregulation (flattened diurnal slope) and higher inflammatory markers (IL-6, CRP), which are associated with both depression and increased cardiovascular risks.(Bevans et al., 2011)
Caregiving Demands and Contextual Factors
Caregivers providing >40 hours/week have twice the depression risk of those providing <20 hours/week. Duration effects are non-linear: depression peaks at 6–12 months of caregiving, then plateaus or declines in some individuals. (H. M. Geng et al., 2018) Providing personal care (bathing, toileting, dressing) is more strongly associated with depression than providing instrumental support (transportation, finances). Medical tasks (e.g., injection administration, wound care) add stress due to fear of making errors.(Kim & Carver, 2019) Patient dependence in activities of daily living (ADLs) is a robust predictor. Each additional ADL dependency increases caregiver depression odds by 25%.(Liu et al., 2021) Functional decline rather than cancer stage per se drives distress. Out-of-pocket cancer costs average $8,000–$15,000 annually, and 30% of caregivers reduce work hours or quit jobs. Financial toxicity is independently associated with depression and mediates the effect of low income.(Longo et al., 2020, 2021) 
7. Patient-Related Clinical Factors
Caregivers of patients with advanced (stage III/IV) cancer at diagnosis report higher initial depression than those with early-stage disease. However, early-stage caregivers may experience delayed distress during survivorship due to fear of recurrence.(Sisk et al., 2020)
Patients receiving intensive chemotherapy, radiation, or multiple surgeries impose greater caregiving demands. Neurotoxic chemotherapy (e.g., “chemo brain”) adds cognitive burden, as caregivers must compensate for patient memory deficits.(Bevans et al., 2011)
Patient depression and caregiver depression are correlated, suggesting dyadic distress. Caregivers of depressed patients report feeling helpless and frustrated, increasing their own risk(Kim & Carver, 2019). Uncertain prognosis common in metastatic disease is a distinct stressor. Caregivers who cannot anticipate disease trajectory show higher anxiety and depressive symptoms compared to those with clear end-of-life discussions.(Sisk et al., 2020)  and also patients with multiple chronic conditions e.g., cancer + diabetes + heart failure, require more complex management, increasing caregiver burden and depression risk.(Liu et al., 2021)
Trajectories of Depressive Symptoms Across the Cancer Care Continuum
Depressive symptoms spike at diagnosis in 30–40% of caregivers, typically mild to moderate and often remitting within 2–3 months without intervention. This acute phase is characterized by shock, information overload, and disrupted routines.(H. M. Geng et al., 2018) Symptoms peak during active treatment (surgery, chemotherapy, radiation), particularly in the first 6 months. Up to 50% of caregivers reach Patient Health Questionnaire (PHQ)-9 scores ≥10 during this phase. Sleep disruption and role captivity are highest here.(Kim & Schulz, 2008)
As treatment ends, some caregivers experience a paradoxical increase in depression. The “survivorship transition” involves loss of the caregiving role, reduced contact with medical teams, and fear that cancer may return. Approximately 20% of caregivers report new or worsening depression during this phase.(Sisk et al., 2020) Cancer recurrence doubles depression risk compared to initial diagnosis, as caregivers face prior trauma plus new uncertainty. Symptoms often reach peak severity during progression to metastatic disease.(Bevans et al., 2011)
In the last months of life, 50–60% of caregivers meet criteria for depression, often meeting criteria for both major depression and anticipatory grief. Physical exhaustion is extreme, and social support typically declines.(Longo et al., 2020) After patient death, approximately 15–25% of former caregivers develop prolonged grief disorder (PGD), which shares symptoms with depression but is distinct. Those with pre-existing depression and high anticipatory grief are at the highest risk. Others show gradual improvement over 6–12 months.(Pinquart & Sörensen, 2011)
 Longitudinal Patterns and Heterogeneity Among Caregivers
Approximately 40–50% of caregivers maintain low depressive symptoms across the caregiving trajectory. Protective factors include high social support, effective coping (problem-focused, positive reframing), and adequate financial resources.(H. M. Geng et al., 2018) About 15–25% of caregivers experience persistently high depressive symptoms from diagnosis through bereavement. This group has the highest burden, often with multiple risk factors (low income, prior mental health history, poor marital quality).(Kim & Schulz, 2008)
Approximately 10–15% show initially mild symptoms that worsen after 6–12 months, often triggered by patient functional decline or treatment failure. These caregivers may be missed by early screening.(Sisk et al., 2020) About 20–30% start with high depressive symptoms but improve over time without formal intervention, particularly when the patient's condition stabilizes or support increases. This suggests natural resilience in a substantial minority.(Liu et al., 2021) Resilience is predicted by high baseline self-efficacy, religious/spiritual coping, and access to respite. Chronic distress is predicted by neuroticism, low income, and patient cognitive impairment. Delayed distress is predicted by initial denial coping and lack of preparatory grief.(H. M. Geng et al., 2018)


 Implications for Nursing Assessment and Early Identification
Recognize clinical red flags. Nurses should maintain a high index of suspicion for depression when caregivers present with persistent fatigue not relieved by rest, expressed hopelessness about the future, withdrawal from conversations or care team interactions, repeated missed appointments (patient or caregiver), somatic complaints without clear medical cause (e.g., headaches, back pain, gastrointestinal disturbances), irritability, tearfulness, or emotional blunting, neglect of their own appearance or personal health.
Use Brief, validated screening tools in routine practice. Administer tools like PHQ-2, PHQ-9, and the CES-D 10-item scale; these are valid alternatives for caregiver populations. Screening should be documented in the electronic health record alongside patient assessments.
Time Screening Assessments to Key Cancer Trajectory Points. Nurses should systematically assess caregiver depression at the following five critical time points, such as within one month of cancer diagnosis, to capture acute stress reaction, mid-treatment (3–4 months), when cumulative burden peaks, at the transition from active treatment to survivorship, to identify delayed distress, at cancer recurrence or disease progression when depression risk doubles and during palliative/end-of-life care when pre-bereavement depression is highest
Extend Follow-Up into Bereavement, conduct follow-up assessments at 3 months and 12 months after patient death. Screen for prolonged grief disorder (PGD), which shares features with depression but requires different management.
Integrate caregiver mental health into routine nursing workflows. Include caregiver depression screening as a standard vital sign during oncology clinic visits. Use waiting room time or check-in processes to distribute self-administered PHQ forms. Train nursing assistants or patient navigators to administer initial screens, with referral to registered nurses for positive screens.
Communicate findings to the multidisciplinary team. Document PHQ-9 scores and clinical concerns in the medical record. Notify the primary oncology provider (medical oncologist, nurse practitioner) of positive screens. Establish clear referral pathways to: Social work (for financial toxicity, respite care, community resources), psychology or psychiatry (for psychotherapy or pharmacotherapy), palliative care (for advanced disease and end-of-life support).
Adopt Collaborative Care Models. Advocate for embedded mental health professionals (social workers, psychologists) within oncology clinics. Participate in stepped care approaches: mild depression: psychoeducation, support groups, self-help resources, moderate depression: brief cognitive-behavioral therapy (CBT) or problem-solving therapy, severe depression: psychiatric referral and possible antidepressant medication
Address barriers to help-seeking by normalizing caregiver depression by educating them that it is common and treatable, not a sign of failure. Reduce stigma by using neutral language: “Many people in your situation feel this way. It is not your fault.” Offer flexible screening options (telephone, telehealth, paper forms) for caregivers who cannot attend in person. Provide culturally sensitive assessment tools and interpreters when needed.

 Educate caregivers about self-care and warning signs. Provide written and verbal information on signs and symptoms of depression, the importance of sleep, nutrition, physical activity, and respite, when and how to seek help, and encourage caregivers to maintain their own primary care appointments.
Monitor caregiver depression over time, not just once. Repeat screening at each major transition point. Recognize that a caregiver with previously negative screens can develop delayed distress, especially during survivorship or recurrence. Use trends in PHQ-9 scores to guide intervention intensity (e.g., rising scores warrant re-evaluation).
Advocate for systemic changes. push for reimbursement policies that cover caregiver depression screening and mental health services. participate in quality improvement projects to implement routine caregiver screening. educate nursing students and colleagues about the caregiver as a "hidden patient" who deserves independent clinical attention.
Conclusion
Depression among cancer caregivers is a pervasive yet often underrecognized condition, with prevalence rates ranging from 20% to 50%, significantly higher than in the general population. Caregivers, typically female spouses or adult children, face multiple psychosocial risk factors, including subjective caregiver burden, social isolation, sleep disturbances, financial toxicity, and patient functional decline. Longitudinal studies reveal four distinct depressive trajectories: resilient (stable low symptoms), chronic high distress, delayed distress, and recovery, with symptoms peaking during active treatment, cancer recurrence, and end-of-life care. These depressive symptoms compromise caregivers' ability to provide effective patient care, reduce their quality of life, and are strongly linked to poorer patient outcomes. For oncology nurses, routine screening using brief tools such as the PHQ-2 or PHQ-9, timed to critical cancer trajectory points (diagnosis, mid-treatment, transition to survivorship, recurrence, and palliative care), enables early identification of at-risk caregivers. Nurses must then communicate findings to the multidisciplinary team, initiate referral pathways to social work and mental health services, and provide ongoing monitoring. Recognizing the caregiver as a "hidden patient" and integrating their mental health into standard oncology practice is not only an act of compassion but a clinical necessity that ultimately improves both caregiver well-being and patient outcomes. Future research should prioritize prospective longitudinal studies, culturally tailored interventions, and systemic changes to reimburse and support caregiver mental health services.
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