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“Many of our patients have faced greater life struggles than we have. The lessons they 

have learned about courage, grief, hope, and gratitude could have much to teach us, if 

we but recognized that in the school of life, they are the experts and we the novice.”  

 

Reena George in J Clin Oncol (2010), 28 (10) 
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ABSTRACT 
 

Introduction: Spirituality is a foundational pillar of palliative care. However, its 

systematic integration into clinical practice remains limited, particularly with regard to 

the specific needs of family caregivers. In this context, spiritual intelligence has emerged 

as a promising construct for operationalizing spiritual care by translating spiritual 

awareness into adaptive functioning, meaning-making, and relational engagement. 

Although spiritual intelligence interventions effectively reduce burnout in professional 

settings, their application among informal caregivers, namely those caring for cancer 

patients in palliative care, remains underdeveloped. Given the subjective and 

multifaceted nature of spiritual needs within this population, addressing them requires 

a complex, theory-driven intervention, designed to transform spiritual potential into 

measurable resilience and clinical well-being for informal caregivers. 

Objectives: This study aimed to contribute to the development of a complex 

intervention for assessing and promoting spiritual intelligence of informal caregivers of 

adult cancer patients receiving palliative care. Specific objectives include: (1) to identify 

and map the attributes and dimensions characterizing the concept of spiritual 

intelligence; (2) to characterize the available instruments for assessing spiritual 

intelligence; (3) to analyze the psychometric properties of a spiritual intelligence 

assessment instrument adapted for Portuguese caregivers; (4) to analyze the spiritual 

intelligence profile of informal caregivers of cancer patients in palliative care; (5) to 

explore factors that facilitate or inhibit spiritual intelligence among caregivers; (6) to 

identify and analyze existing interventions targeting spiritual intelligence described in 

the literature; and (7) to develop a conceptual model and delineate the structural 

content of a complex intervention aimed at promoting spiritual intelligence in palliative 

care caregivers. 

Methodology: Guided by the Medical Research Council framework for the development 

and evaluation of complex interventions, the study addressed the development phase 

through three stages: (1) evidence gathering, comprising a literature map and a cross-

sectional quantitative analysis; (2) conceptual framework definition; and (3) process and 

outcomes modeling. All ethical standards were ensured, including approval by an Ethics 

Committee and the acquisition of informed consent from participants, whenever 

applicable. 

Results: The concept analysis resulted in a revised definition of spiritual intelligence 

encompassing six core attributes: transcendental awareness, spiritual consciousness, 

equanimity, life wisdom, meaning and purpose-making, and existential questioning. 
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Scoping reviews confirmed spiritual intelligence’s positive correlation with resilience 

and well-being, while revealing a significant lack of assessment instruments and 

interventions tailored to palliative care. Psychometric evaluation of the adapted 

instrument for Portuguese caregivers proved robust. Empirically, caregivers reported 

moderate-to-high spiritual intelligence levels (M=41.42 ±11.72), with personal meaning 

production as the strongest dimension. Multivariate analysis explained 35.6% of 

spiritual intelligence variance (R2=0.356), identifying previous caregiving experience and 

resilience as facilitators, and patient physical symptom burden as an inhibitor. Higher 

spiritual intelligence significantly predicted lower caregiver burden, particularly through 

the self-efficacy perception dimension (β= -0.12, p ≤0.05). These findings informed a 

new conceptual model for a complex intervention; such programs should be structured, 

standardized, and supervised by multicultural expert panels to enhance internal 

resources and meaning-making during terminal illness. 

Conclusions: This research positions spiritual intelligence as a measurable, dynamic, and 

modifiable resource within family caregiving in palliative care. By integrating conceptual 

clarification, empirical characterization, and intervention modelling, the study 

establishes a robust foundation for complex interventions aimed at strengthening 

caregivers’ adaptive capacitiesand enhancing holistic palliative care delivery. Spiritual 

intelligence emerges not as a mere theoretical construct, but as a clinically relevant 

target. The integration of structured training programs into standard palliative support 

is highly recommended, prioritizing meaning-making, transcendental awareness, and 

existential reflection as core therapeutic pillars. 

 

Keywords: Caregiver burden; Complex intervention; Family caregiver; Palliative care; 

Spiritual intelligence; Spirituality. 
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RESUMO 
 

Introdução: A espiritualidade constitui um pilar fundamental dos cuidados paliativos. 

Contudo, a sua integração na prática clínica permanece limitada, particularmente no 

que se refere às necessidades específicas dos familiares cuidadores. Neste contexto, a 

inteligência espiritual tem emergido como um constructo promissor para a 

operacionalização do cuidado espiritual, ao traduzir a consciência espiritual em 

funcionamento adaptativo, construção de sentido e envolvimento relacional. Embora as 

intervenções baseadas na inteligência espiritual tenham demonstrado eficácia na 

redução do burnout em contextos profissionais, a sua aplicação junto de cuidadores 

informais, nomeadamente aqueles que cuidam de doentes oncológicos em cuidados 

paliativos, permanece subdesenvolvida. Atendendo à natureza subjetiva e 

multifacetada das necessidades espirituais nesta população, a sua abordagem requer 

uma intervenção complexa, teoricamente fundamentada, concebida para transformar 

o potencial espiritual em resiliência mensurável e bem-estar clínico nos cuidadores 

informais. 

Objetivos: Este estudo teve como objetivo contribuir para o desenvolvimento de uma 

intervenção complexa destinada à avaliação e promoção da inteligência espiritual em 

cuidadores informais de doentes adultos com cancro em cuidados paliativos. Os 

objetivos específicos incluíram: (1) identificar e mapear os atributos e dimensões que 

caracterizam o conceito de inteligência espiritual; (2) caracterizar os instrumentos 

disponíveis para a avaliação da inteligência espiritual; (3) analisar as propriedades 

psicométricas de um instrumento de avaliação da inteligência espiritual adaptado para 

cuidadores portugueses; (4) analisar o perfil de inteligência espiritual de cuidadores 

informais de doentes oncológicos em cuidados paliativos; (5) explorar os fatores que 

facilitam ou inibem a inteligência espiritual entre os cuidadores; (6) identificar e analisar 

intervenções existentes dirigidas à promoção da inteligência espiritual descritas na 

literatura; e (7) desenvolver um modelo conceptual e delinear o conteúdo estrutural de 

uma intervenção complexa destinada à promoção da inteligência espiritual em 

cuidadores em cuidados paliativos. 

Metodologia: O estudo seguiu a metodologia proposta pelo Medical Research Council 

para o desenvolvimento e avaliação de intervenções complexas, cumprindo os 

pressupostos da fase de desenvolvimento através de três etapas fundamentais: (1) 

recolha de evidência, incluindo um mapeamento da literatura e um estudo quantitativo 

transversal para caracterização da inteligência espiritual dos cuidadores informais; (2) 

definição do enquadramento conceptual; e (3) modelação dos processos e resultados. 
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Foram assegurados todos os pressupostos éticos inerentes a estudos desta natureza, 

incluindo parecer favorável por Comissão de Ética e a obtenção do consentimento 

informado dos participantes, sempre que aplicável. 

Resultados: A análise conceptual resultou numa definição revista de inteligência 

espiritual, integrando seis atributos centrais: consciência do transcendente, consciência 

espiritual, equanimidade, sabedoria de vida, produção de significado e propósito e 

reflexão existencial.  As scoping reviews confirmaram associações positivas entre 

inteligência espiritual, resiliência e bem-estar, ao mesmo tempo que evidenciaram uma 

escassez significativa de instrumentos de avaliação e intervenções adaptadas ao 

contexto dos cuidados paliativos. A avaliação psicométrica do instrumento adaptado 

para cuidadores portugueses demonstrou robustez. Empiricamente, os cuidadores 

apresentaram níveis moderados a elevados de inteligência espiritual (M = 41,42 ± 

11,72), sendo a produção de significado pessoal a dimensão mais desenvolvida. A 

análise multivariada explicou 35,6% da variância da inteligência espiritual (R² = 0,356), 

identificando a experiência prévia de cuidar e a resiliência como fatores facilitadores, e 

a carga sintomática física do doente como fator inibidor. Níveis mais elevados de 

inteligência espiritual predisseram significativamente menor sobrecarga do cuidador, 

particularmente através da dimensão de percepção de autoeficácia (β = −0,12; p ≤ 0,05). 

Estes resultados sustentaram o desenvolvimento de um novo modelo conceptual para 

uma intervenção complexa, sugerindo que tais programas devem ser estruturados, 

padronizados e supervisionados por painéis de especialistas multiculturais, de forma a 

potenciar recursos internos e a construção de significado em contexto de doença 

terminal. 

Conclusões: Esta investigação posiciona a inteligência espiritual como um recurso 

mensurável, dinâmico e modificável no contexto do cuidador informal em cuidados 

paliativos. Ao integrar clarificação conceptual, caracterização empírica e modelação de 

intervenção, o estudo estabelece uma base sólida para o desenvolvimento de 

intervenções complexas destinadas a reforçar as capacidades adaptativas dos 

cuidadores e a promover a prestação de cuidados paliativos holísticos. A inteligência 

espiritual emerge não apenas como um constructo teórico, mas como um alvo 

clinicamente relevante. Recomenda-se fortemente a integração de programas 

estruturados de treino em inteligência espiritual no apoio paliativo padrão, privilegiando 

a construção de significado, a consciência transcendental e a reflexão existencial como 

pilares terapêuticos centrais. 

 

Palavras-chave: Sobrecarga do cuidador; Intervenção complexa; Cuidador informal; 

Cuidados paliativos; Inteligência espiritual; Espiritualidade. 
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INTRODUCTION 

 

This thesis documents the research within the framework of the Doctoral Program in 

Palliative Care at the Faculty of Medicine – University of Porto, as part of the 

requirements for the completion of the Doctor of Philosophy (PhD) degree in Palliative 

Care. 

Focusing this work on “Spiritual intelligence in Informal caregivers of palliative care 

patients: development of a complex intervention” arises from a profound convergence 

of personal history and professional experience. 

Caregiving emerged as a foundational value during formative years, particularly through 

the example of a close family member. Observing both the depth of dedication involved 

in the caregiving role and the enduring emotional impact of loss contributed to a 

deepened understanding of care, suffering, and relational responsibility, leaving a lasting 

influence on subsequent personal development and professional orientation. 

From a professional perspective, prolonged clinical practice in palliative care has 

provided continuous exposure to the search for meaning and purpose that characterizes 

this field, as well as to the invaluable wisdom shared by patients and their families. These 

clinical encounters consistently reinforce the importance of bridging academic 

knowledge with lived experience and underscore the need to better understand and 

address the needs, vulnerabilities, and spiritual dimensions of family caregivers, in order 

to safeguard their well-being while supporting the patient’s journey with dignity and 

compassion. 

Together, these experiences reflect a commitment to integrating scientific evidence with 

the lived realities of caregiving, in order to contribute to more holistic, compassionate, 

and informed palliative care practices. 

 

Spirituality in palliative care 

The importance of spirituality in the holistic approach to individuals with palliative care 

needs is no longer a matter of debate. Current attention has increasingly shifted toward 

identifying spiritual needs, understanding their complexity, and determining the most 

effective ways to provide appropriate support (Balboni et al., 2022; Best et al., 2020; 

Puchalski et al., 2020; Sallnow et al., 2022). 
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Within this context, recurring questions such as “who?” and “how?” have emerged. 

There is broad consensus that, in palliative care, all members of the multidisciplinary 

team should be capable of addressing spiritual issues and supporting patients’ spiritual 

needs (Best et al., 2020; Puchalski et al., 2020). Indeed, as teamwork constitutes one of 

the fundamental pillars of palliative care practice, attention to the spiritual dimension is 

likewise understood as a shared team responsibility (Gijsberts, 2022). 

While the question of “who” appears to be largely resolved, the operationalization of 

“how” remains challenging due to factors of various kinds, including time constraints, 

lack of privacy to address spiritual matters, insufficient training or education, discomfort 

in discussing spirituality with patients who may not share the same beliefs, fear of 

causing patient distress, or concern about disrupting family dynamics (Balboni et al., 

2014; Bar-Sela et al., 2018). Among these factors, training in one’s own spirituality has 

been identified as having the greatest potential to facilitate the provision of spiritual care 

by health professionals (Bar-Sela et al., 2018). 

By international consensus, spirituality can be understood as “a dynamic and intrinsic 

aspect of humanity through which individuals seek meaning, purpose, and 

transcendence, and experience relationships with themselves, family, others, community, 

society, nature, and the significant or sacred. Spirituality is expressed through beliefs, 

values, traditions, and practices” (Puchalski et al., 2014). 

In this context, it is important to distinguish spirituality from religion, as these concepts, 

although related, are not synonymous. Religion is generally understood as an organized 

system of beliefs, rituals, and practices shared by a community and often oriented 

toward a transcendent or divine reality (Bauer & Johnson, 2019). Spirituality, by contrast, 

is a broader and more inclusive construct that may or may not be expressed through 

religious affiliation. It encompasses the individual’s search for meaning, purpose, and 

connectedness, and may be experienced independently of formal religious beliefs or 

practices (Balboni et al., 2022). Recognizing this distinction is particularly relevant in 

palliative care, where individuals may draw on diverse spiritual resources that extend 

beyond traditional religious frameworks, reinforcing the need for a person-centered 

approach to spiritual support. 
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Spiritual Intelligence 

Understanding spirituality as a broad, dynamic, and non-exclusively religious dimension 

of human experience creates a necessary foundation for exploring how individuals 

perceive, integrate, and apply spiritual resources in their daily lives and in situations of 

profound vulnerability (Balboni et al., 2022). This perspective invites further reflection 

on the ways in which spirituality may be operationalized, developed, and mobilized to 

support adaptive functioning, meaning-making, and relational engagement. Within this 

framework, increasing attention has been directed toward constructs that seek to 

translate spiritual experience into measurable capacities, giving rise to the concept of 

spiritual intelligence. 

With the development and ongoing debate surrounding the theory of multiple 

intelligences (Emmons, 2000; Gardner, 1983), the conceptual scope of intelligence has 

progressively expanded, from an initially rational and analytical perspective, embodied 

in the concept of intelligence quotient, to the recognition of the contribution of 

emotional intelligence, commonly referred to as emotional quotient, to individual 

success. In the late 90s, attention has shifted toward the existence of a unifying and 

integrative form of intelligence — spiritual intelligence — which enables individuals to 

draw upon spirituality in order to enhance everyday interactions and adaptive 

functioning (Amram & Dryer, 2008; Emmons, 2000; King & Decicco, 2009; Wigglesworth, 

2012). 

Spiritual intelligence has generated growing interest and has been explored across 

multiple fields of knowledge; however, it remains a construct lacking a universally 

accepted definition and characterization. Diverse theoretical perspectives have been 

proposed regarding its dimensions and components. Definitions range from “the ability 

to behave with wisdom and compassion while maintaining inner and outer peace 

regardless of circumstances” (Wigglesworth, 2012), to “a set of mental capacities that 

contribute to the awareness, integration, and adaptive application of the immaterial and 

transcendent aspects of existence, leading to outcomes such as deep existential 

reflection, enhanced meaning-making, recognition of a transcendent self, and mastery 

of spiritual states” (King & Decicco, 2009), among many others. Similar to other forms of 

intelligence, spiritual intelligence encompasses multiple components and dimensions, 

with notable discrepancies across authors. These dimensions may include, for example, 
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critical existential thinking, personal meaning production, transcendental awareness, 

and the expansion of conscious states (King & Decicco, 2009). 

From a neurocognitive perspective, spiritual intelligence has been associated with 

interhemispheric synchronization and global brain activation (Amram, 2022). Although 

considered an innate human potential, its expression and development require 

intentional engagement and cultivation (King & Decicco, 2009). Higher levels of spiritual 

intelligence have been linked to behaviors such as generosity, compassion, openness, 

integrity, humility, kindness, and precision (Aliabadi et al., 2021; Sharifnia et al., 2022a). 

Studies involving nurses have demonstrated a significant relationship between spiritual 

intelligence and improved caring behaviors (Kaur et al., 2013; Sharifnia et al., 2022a). 

Furthermore, spiritual intelligence appears to be closely related to emotional 

intelligence, enhancing its effects (Kaur et al., 2013), as well as to a sense of personal 

ownership toward the institution, which in turn exerts a protective effect against 

burnout (Hojat & Zeinijahromi, 2017; Kaur et al., 2013). Additional evidence indicates 

higher levels of psychological well-being and a stronger sense of purpose in life among 

nurses with elevated levels of spiritual intelligence (Alrashidi et al., 2022). 

While the relevance of spiritual intelligence has been increasingly recognized in 

healthcare professionals, particularly among nurses, its applicability extends beyond 

formal caregiving roles. Spiritual intelligence underpins meaning-making, emotional 

regulation, compassion, and resilience, capacities that are not exclusive to trained 

professionals but are equally, if not more, critical for those providing care in informal 

contexts (Adashek & Subbiah, 2020). In palliative care, where suffering, existential 

distress, and proximity to death are pervasive, individuals involved in sustained 

caregiving are repeatedly confronted with profound challenges that demand adaptive 

spiritual and existential resources (Coelho, 2024; Coelho et al., 2020; Guerriere et al., 

2016; Mercadante et al., 2022). These considerations suggest that spiritual intelligence 

may play a pivotal role in supporting individuals who provide ongoing care outside 

formal healthcare structures, thereby warranting focused attention within this 

population. 

Despite growing interest in spiritual intelligence, the scientific evidence base remains 

limited and fragmented, particularly within health and palliative care contexts. Most 

published work on spiritual intelligence originates from psychology, education, or 
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organizational studies, with comparatively few empirical investigations in clinical settings 

or caregiving populations. Recent systematic reviews highlight that spiritual intelligence 

has been studied predominantly in general or non-health-related samples, and that 

sociocultural perspectives influence how the construct is defined and interpreted across 

contexts and traditions, revealing inconsistency in conceptualization and measurement 

across studies (Fidelis et al., 2024; and see section 2.1.3.). In addition, existing 

instruments often lack cultural validation or demonstrate variability in underlying 

dimensions, challenging their applicability to diverse populations, including family 

caregivers in palliative care (Amram & Dryer, 2008; King & Decicco, 2009). 

Among the identified ongoing challenges defining, operationalizing, and measuring 

spiritual intelligence, are areas that call for further exploration of assessment, and 

practical applications in real-life scenarios (Amram, 2022). Additionally, there remains a 

scarcity of research investigating spiritual intelligence specifically among family 

caregivers or within health care environments, and even fewer longitudinal or 

intervention-oriented studies that examine the functional role of spiritual intelligence in 

adaptive coping, psychological well-being, or caregiving outcomes (Hanefar et al., 2025). 

Taken together, these gaps underscore the need for clearer definitional boundaries, 

culturally sensitive measurement approaches, and studies that translate spiritual 

intelligence theory into practical interventions capable of enhancing family caregivers’ 

adaptation and improve the quality of care in palliative care. 

 

Targeting Spiritual Intelligence in informal caregivers 

Among the diverse group of informal caregivers, the family caregiver occupies a unique 

position of accessibility, availability, and proximity to the patient (Pinto et al., 2023).  

This role carries wide-ranging physical and emotional implications, yet, consistent with 

the current state of the literature, spiritual intelligence appears to remain insufficiently 

examined in this specific population (Chi et al., 2024; Marzban et al., 2022). 

Consequently, family caregivers warrant further conceptual and empirical focus. 

Advancing this field holds substantial potential benefits not only for the family members 

themselves but also for the quality of care and well-being of the patients they support 

(Evashwick et al., 2022). 
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For the purposes of this study, a family caregiver is defined broadly as any individual who 

provides continuous, in-person assistance with activities of daily living to adult patients 

with chronic or life-limiting illness, without financial compensation (Adashek & Subbiah, 

2020). In the context of palliative care, the concept of family frequently includes non-

blood-related significant persons. Accordingly, this study adopts a comprehensive 

definition encompassing relationships based on consanguinity (blood), legal ties, or 

affective bonds, who assist the patient with any daily activities that the patient is no 

longer able to perform independently (Pinto et al., 2023). This investigation will focus 

exclusively on family caregivers of adult oncology patients, in recognition of the specific 

characteristics and complexities inherent in this illness experience. 

Within palliative care practice, caregivers are regarded as central contributors to the care 

process, while simultaneously being recognized as individuals with their own palliative 

needs shaped by the trajectory of illness and its cumulative emotional impact (Adashek 

& Subbiah, 2020; Mercadante et al., 2022). Caregivers closely witness the patient’s 

progressive functional decline and the existential distress associated with approaching 

death, while bearing the sustained responsibility of managing day-to-day care and 

navigating the uncertainties and demands this entails (Coelho et al., 2020; Guerriere et 

al., 2016; Mercadante et al., 2022; Pinto et al., 2024). 

The stressors, emotional burden, and practical difficulties faced by caregivers are 

substantial, persistent, and multifactorial. Caregiver burden may adversely influence 

patient well-being, exacerbate vulnerabilities and diminish quality of life (Coelho et al., 

2020; Pinto et al., 2024). Conversely, caregiver resilience during this period is essential 

for the reconstruction of personal identity following bereavement, and their mental and 

physical health may remain significantly compromised over time, with potential 

implications for return to work, productivity, absenteeism, and pre-existing 

comorbidities (Adashek & Subbiah, 2020; Chi et al., 2024; Coelho, 2024). These findings 

reinforce the need to move beyond organizational and structural solutions alone and to 

consider interventions that strengthen caregivers’ internal adaptive resources (Chi et al., 

2024; Steinhauser et al., 2016). 

Expectations placed upon family caregivers often mirror those associated with 

professional practice, both in terms of the quality of care delivered and the risk of 

physical, emotional, and psychological overload, yet caregivers typically remain with the 
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patient for considerably longer periods and without the technical preparation or 

institutional support afforded to health professionals(Abed et al., 2025). This reality is 

particularly salient in the context of home-based palliative care, given that being cared 

for and dying at home is consistently reported as a preference by patients and families 

and is widely regarded as an indicator of quality end-of-life care (Pinto et al., 2024). 

Aligned with this, international and national recommendations underscore the 

importance of strengthening community-based palliative care teams to support this 

preference (OECD, 2023, 2025a). However, despite policy recommendations, the 

availability of resources remains unequal, and in countries such as Portugal, limitations 

in community services continue to place a substantial burden on families (OECD, 2025b). 

The literature further indicates that these preferences are not always fulfilled, often due 

to factors such as caregiver burden and emotional exhaustion, expressed both by 

caregivers and patients, about becoming or being a burden (Pinto et al., 2024). As 

interest in spiritual intelligence has grown in recent years, particularly regarding its 

potential to support meaning-making, resilience, and coping in the face of suffering, it 

becomes increasingly relevant to extend this focus not only to patients but also to those 

who care for them within the complex relational space of family caregiving. 

This recognition invites further consideration of the ways in which spiritual intelligence, 

when intentionally supported, may be mobilized as a resource within the caregiving 

experience, with implications extending beyond the caregiver to the patient. 

Enhancing caregivers’ spiritual intelligence may facilitate: 

- the development of personal growth resources that reduce exhaustion, promote 

positive integration of illness and loss, and foster resilience while mitigating the risk 

of complicated grief (Mollaei et al., 2024); 

- improved quality of care and satisfaction with the caregiving role, consistent with 

evidence reported in studies involving nurses (Aliabadi et al., 2021; Kaur et al., 2013); 

- the empowerment of the individual who is most continuously present with the 

patient and possesses the deepest understanding of their beliefs, values, and life 

narratives, thus enabling timely and meaningful spiritual support (Kaur et al., 2013; 

Mehralian et al., 2023). 

Spiritual intelligence training programs have been implemented in corporate settings to 

enhance leadership capacity, and similar interventions have been reported in the health 
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sector, particularly among nursing professionals (Heydari et al., 2017; Sharifnia et al., 

2022b). Existing studies suggest that such interventions may produce significant and 

sustained improvements in various components of spiritual intelligence, reflected in 

increased competence in spiritual care and greater job satisfaction (Heydari et al., 2017; 

Sharifnia et al., 2022b). 

Within palliative care, this growing interest aligns with international recommendations 

for strengthened education in spiritual care, such as those articulated by the European 

Association for Palliative Care (Best et al., 2020) and the Lancet Commission on the Value 

of Death (Sallnow et al., 2022), which highlights the importance of meaning, 

relationality, and existential support in end-of-life care. 

Despite these promising developments, interventions targeting spiritual intelligence 

remain inherently complex. This complexity arises from the multifaceted and still 

evolving nature of the construct, the challenges associated with operationalizing its 

attributes, and the diversity of contexts, stakeholders, and mechanisms involved, 

particularly within palliative care, where care is delivered across settings and relies on 

close collaboration between professionals, patients, and family caregivers. 

 

A complex intervention for spiritual intelligence 

Complex interventions, increasingly applied in health research, are defined by the 

Medical Research Council as interventions composed of multiple interacting 

components, which make their development, implementation, and evaluation 

particularly challenging (Craig et al., 2008; Skivington et al., 2021). 

In palliative care, interventions targeting family caregivers exemplify this complexity. 

Caregivers, including family caregivers, navigate a multidimensional caregiving role that 

encompasses emotional, psychological, social, and spiritual responsibilities, often under 

conditions of prolonged stress, uncertainty, and emotional burden (Adashek & Subbiah, 

2020; Boston & Mount, 2006; Coelho et al., 2020). The provision of care in this context 

is influenced by a dynamic interplay of caregiver characteristics, patient needs, family 

dynamics, and healthcare system factors, making the delivery and evaluation of 

interventions inherently non-linear and context-sensitive (Guerriere et al., 2016; Takao 

et al., 2023). 
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Within this context, spiritual care represents a core, yet complex, dimension of support. 

It involves addressing existential concerns, promoting meaning-making, and fostering 

coping mechanisms that help caregivers sustain their well-being while supporting 

patients through life-limiting illness (Boston & Mount, 2006). Spiritual care is not a single 

action but a constellation of activities, including listening, reflection, counseling, and 

support in value-based decision-making that interact with caregivers’ beliefs, personal 

growth trajectories, and relational dynamics with the patient (Gijsberts, 2022). 

Approaching spiritual care through spiritual intelligence adds the complexity of the 

uniqueness of an individual’s capacity to apply spiritual and existential awareness to 

problem-solving, meaning-making, and adaptive coping, especially in this inherently 

challenging caregiving context (Marzban et al., 2022). Spiritual intelligence encompasses 

self-awareness, critical existential reflection, the ability to navigate moral and ethical 

dilemmas, and the capacity to maintain inner resilience (Amram, 2022; King & Decicco, 

2009), therefore, interventions targeting spiritual intelligence are inevitably complex 

because they aim to enhance internal capacities (as reflection and meaning-making) 

while simultaneously influencing external behaviors (like caregiving quality and 

relational interactions) and emotional states (through coping and resilience) (Sharifnia 

et al., 2022b). The mechanisms through which change occurs are multi-level, involving 

cognitive, emotional, behavioral, and relational processes that evolve differently for 

each caregiver depending on prior experiences, belief systems, and contextual stressors. 

Intervening in spiritual intelligence is not only a complex means to an end but can also 

produce complex outcomes. At the individual level, outcomes may include improved 

self-awareness, enhanced coping, and increased capacity for meaning-making(Alrashidi 

et al., 2022; Kaur et al., 2013). At the relational level, the caregiver’s increased spiritual 

intelligence may positively influence patient-caregiver interactions and support more 

compassionate care (Aliabadi et al., 2021; Mehralian et al., 2023). At the systemic level, 

these changes may affect family dynamics and engagement with healthcare services 

(Mehralian et al., 2023). Moreover, the intervention may produce unintended or 

emergent outcomes, such as increased caregiver self-reflection leading to different grief 

manifestations or even existential distress (Coelho et al., 2020; Taylor, 2020), highlighting 

the importance of iterative adaptation and responsive evaluation in complex 

interventions. 
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The present study seeks to contribute to the development of an intervention aimed at 

enhancing spiritual intelligence among family caregivers of adult patients receiving 

palliative care. The research was guided by the Medical Research Council framework for 

the development and evaluation of complex interventions (Craig et al., 2008; Medical 

Research Council et al., 2019), which was in use at the initiation of this project (Figure 

1). This framework emphasizes an iterative, adaptive process, which in practice meant 

that multiple studies were conducted concurrently to explore the conceptualization, 

assessment, and promotion of spiritual intelligence in this population. The research 

followed an integrative and responsive approach, allowing the refinement of both 

intervention components and assessment instruments as empirical evidence emerged. 

 

 

Figure 1. Developing and evaluating complex interventions framework diagram. 

(adapted from Medical Research Council, 2019). 

 

Considering the above, this thesis is presented in the form of scientific articles produced 

within the scope of this doctoral program. These studies have been published in peer-
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reviewed journals or are under review, and the candidate played a substantial role in all 

stages, including study design, data collection, interpretation and analysis of results, and 

preparation of the final manuscripts. 

To facilitate understanding of the research process, the thesis is organized into three 

main chapters. Chapter 1 introduces the methodology, written at the beginning of the 

study and used as a guide throughout the research. Chapter 2 details intervention 

development, including identification of the evidence base (conceptual analysis, 

assessment instruments, caregiver profiles), selection of a theoretical framework by 

examining previous interventions, and modeling of processes and outcomes in a 

program designed to enhance caregiver well-being while supporting patient care. 

Chapter 3 provides an integrated overview of the conducted studies, highlighting study 

limitations and offering suggestions for further research. This structure reflects the 

systematic, iterative progression of the investigation, aligned with the phases of the 

Medical Research Council framework (Craig et al., 2008; Medical Research Council et al., 

2019). 
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1. CHAPTER 1: Methodological Approach 
 

This chapter presents the methodological approach adopted in this research, guided 

primarily by the Medical Research Council framework for the development and 

evaluation of complex interventions (Craig et al., 2008; Medical Research Council et al., 

2019), while also taking into consideration the revised guidance published in 2021 

(Skivington et al., 2021). Although the study was initiated before the release of the 2021 

update, efforts were made to align with the updated directives without substantially 

altering the methodology originally planned. 

The chapter outlines the research aims, questions, and hypotheses, along with the 

overall study design, research objectives, and ethical considerations applied throughout 

the investigation. Detailed information regarding the specific methodological 

procedures used in each study is provided and further elaborated in the specific articles 

in the following chapters. 
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1.1. Aim, research questions and hypotheses 

 

Spirituality, as a central dimension of human existence, is an important area of focus 

within palliative care. However, its inherent complexity often poses challenges for 

clinical practice and systematic assessment (Best et al., 2020; Best et al., 2023; Gijsberts 

et al., 2019; Puchalski et al., 2020). In this context, spiritual intelligence emerges as a 

pivotal framework to address these challenges, representing the capacity to mobilize 

and apply spiritual resources to navigate the demands of caregiving (Amram, 2022; King 

& Decicco, 2009). Despite its clinical relevance, there is a significant scarcity of empirical 

knowledge regarding spiritual intelligence, particularly among informal and family 

caregivers (Fallah et al., 2023; Marzban et al., 2022b). 

Guided by the Medical Research Council framework for complex interventions (Craig et 

al., 2008; Medical Research Council et al., 2019) and informed by the updated guidance 

published in 2021 (Skivington et al., 2021, 2024), the following Research Questions (RQ), 

Objectives (O), and Hypotheses (H) were defined, reflecting efforts to align the study 

with the revised framework while maintaining the originally planned methodology. 

 

I. Theoretical and evidence-gathering phase 

RQ 1: What are the defining attributes and dimensions of the concept of spiritual 

intelligence in the scientific literature? 

O1: To identify and map the unique attributes and dimensions of the 

concept of spiritual intelligence. 

RQ 2: Which instruments are available to assess spiritual intelligence, and what 

are their psychometric properties? 

O2: To characterize the available instruments for monitoring spiritual 

intelligence reported in the literature. 

O3: To analyze the psychometric properties (reliability and validity) of a 

spiritual intelligence assessment instrument adapted for Portuguese 

caregivers. 
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II. Exploratory and diagnostic phase (field study) 

RQ 3: What is the spiritual intelligence profile of family caregivers of cancer 

patients in palliative care, and which factors influence it? 

O4: To analyze the spiritual intelligence profile of family caregivers in the 

palliative care context. 

O5: To explore the factors that facilitate or inhibit spiritual intelligence 

among these caregivers. 

 

Considering this, the following Hypothesis (H) were considered: 

H1: The spiritual intelligence of family caregivers varies significantly 

according to sociodemographic and clinical factors. 

H2: The adaptation to the caregiving role is positively influenced by the 

caregiver's level of spiritual intelligence. 

 

III. Intervention modeling phase 

RQ 4: Which evidence-based components should integrate a promotion program 

for spiritual intelligence? 

O6: To explore and analyze existing interventions aimed at promoting 

spiritual intelligence described in the scientific literature. 

O7: To develop the conceptual model and the structural components of 

a complex intervention plan designed to promote spiritual intelligence in 

this population. 
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1.2. Study design 

 

This study followed the methodology outlined by the Medical Research Council for the 

development and evaluation of complex interventions (Craig et al., 2008; Medical 

Research Council et al., 2019; Skivington et al., 2021, 2024). In 2021, the Medical 

Research Council published updated guidance on the development and evaluation of 

complex interventions, reframing the original framework to place greater emphasis on 

systems thinking, context, stakeholder engagement, and implementation from the 

earliest stages of research (Skivington et al., 2021, 2024). Rather than proposing a linear 

sequence of phases, the revised guidance conceptualizes complex interventions as 

dynamic events embedded within complex systems, where outcomes emerge through 

interactions between intervention components, contextual factors, and 

implementation processes. Key developments include a stronger focus on 

understanding mechanisms of change, addressing contextual variability, considering 

equity and sustainability, and integrating implementation and effectiveness 

considerations throughout the research lifecycle (Skivington et al., 2021, 2024). 

Although the present research was initiated prior to the publication of this updated 

guidance (in 2021), we improve some efforts to align the study with these principles 

where feasible, particularly by adopting an iterative and adaptive research design, 

explicitly considering contextual influences within palliative care settings, and 

integrating findings across studies to inform intervention refinement. This approach 

ensured methodological continuity while enhancing alignment with the contemporary 

Medical Research Council perspective on complex intervention research. This 

framework envisages conducting the study in four phases: development, pilot study, 

evaluation, and dissemination. This project focuses strictly on the various steps of the 

first phase (development) (Figure 1). 
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Figure 1. Development phase of complex interventions framework diagram. 

(adapted from Medical Research Council, 2019 and 2021). 

 

The development phase, also referred to as the theoretical or pre-clinical phase, was 

carried out in three steps, in accordance with the adopted methodological approach: (1) 

Theoretical and evidence gathering phase; (2) Exploratory and diagnostic phase (field 

study); (3) Intervention modeling phase. 

The theoretical and evidence gathering phase, step 1, starts the research process by 

thoroughly revising the available literature on the study matter in order to theoretically 

support the design decisions towards fulfilling relevant knowledge gaps, 

operationalization of the problem and relevant outcomes. In this phase, a concept 

analysis and a scoping review was conducted to examine existing knowledge on spiritual 

intelligence. 

This study addressed Research Questions 1 and 2, and the objectives operationalized 

within these questions. 

Step 2, the exploratory and diagnostic phase, collects information from family caregivers 

of adult oncology patients in palliative care through a quantitative, cross-sectional study 
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to verify the psychometric reliability and validity of an instrument assessing spiritual 

intelligence on Portuguese family caregivers and analise spiritual intelligence profile and 

its influence on the adaptation to the caregiver role. This study addresses Research 

Questions 2 and 3 and its objectives. 

The intervention modeling phase, step 3, starts with a theoretical framework developed 

based on spiritual intelligence theories and previously validated interventions targeting 

spiritual intelligence. This evidence was gathered through a scoping review of the 

existing literature on spiritual intelligence interventions and addressed Research 

Question 4 and the objective 6 within this research question. 

The interventions revised were then adapted to the context of family caregivers of adult 

oncology patients in palliative care to design a proposed intervention aimed at 

enhancing spiritual intelligence and improving caregiver adaptation. This intervention 

will be suggested for future theoretical validation and pilot testing, complying with 

Objective 7. 

Detailed considerations about the specific study designs addressed at each stage will be 

provided in the following chapters, namely in the published scientific papers and 

manuscripts. Table 1 provides a summary of the overall study design. 

Table 1: Research design. 

I. Theoretical and evidence gathering phase 

Research Question 1 

- What is the definition, and what are the attributes and dimensions of the concept of spiritual 
intelligence? 

Objective 1: Identify, in the scientific literature, the 
unique attributes of the concept of spiritual 
intelligence. 

Specific Methodology: Concept Analysis 
with Scoping Review 

Research Question 2 

- Which instruments exist to assess spiritual intelligence, and what are their psychometric 
properties? 

Objective 2: Characterize the instruments for 
monitoring spiritual intelligence reported in the 
scientific literature. 

Specific Methodology: Scoping Review 

Objective 3: Analyze the psychometric properties 
(reliability and validity) of an instrument for 
assessing spiritual intelligence in Portuguese 
caregivers of cancer patients receiving palliative 
care. 

Specific Methodology: Quantitative, cross-
sectional study 
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II. Exploratory and diagnostic phase 

Research Question 3 

- What is the spiritual intelligence profile of family caregivers of cancer patients receiving 
palliative care? 

Objective 4: Analyze the spiritual intelligence of 
family caregivers of cancer patients receiving 
palliative care. 

Specific Methodology: Quantitative, cross-
sectional study 

Objective 5: Explore the factors that facilitate or 
inhibit spiritual intelligence among family 
caregivers of cancer patients receiving palliative 
care. 

III. Intervention modeling phase 

Research Question 4 

- Which interventions have been described in the literature to promote spiritual intelligence? 

Objective 6: Explore and analyze interventions 
aimed at promoting spiritual intelligence as 
described in the scientific literature. 

Specific Methodology: Scoping review 

Objective 7: Develop a complex intervention plan 
aimed at promoting spiritual intelligence in family 
caregivers of cancer patients receiving palliative 
care. 

Specific Methodology: Complex 
intervention plan 

 

  



 

25 
 

1.3. Study population and eligibility criteria 
 

The target population of this study comprises informal caregivers, a group 

encompassing the entire support network surrounding patients (Abed et al., 2025). 

Within this spectrum, the family caregiver emerges as an important, and frequently the 

most representative figure, occupying a central role in the "unit of care" (Alam et al., 

2020; Pinto et al., 2023; Zhang et al., 2023). For the purposes of this study, a family 

caregiver is defined as an adult related to the patient by blood, law, or affection, who 

provides continuous, unpaid assistance with at least one activity of daily living to an 

adult cancer patient receiving palliative care (Pinto et al., 2023). 

To ensure methodological consistency and clinical relevance, specific eligibility criteria 

were established. Family caregivers of adult cancer patients receiving palliative care 

were considered eligible if they: 

• Provided support in outpatient contexts, such as home care or external 

consultations, where the demand for autonomy and spiritual resource 

mobilization is most evident; 

• Assisted an adult cancer patient currently followed by a palliative care team. 

The study excluded caregivers whose interaction with palliative care teams occurred 

exclusively during inpatient admissions, or within long-term care facilities (such as 

patients referred to the palliative care team during a hospital admission and died before 

hospital release or patients living in nursing homes or other institutions where formal 

caregivers are responsible for providing overall care). Furthermore, professional (paid) 

caregivers and individuals with documented cognitive impairment, which would 

preclude the assessment of spiritual intelligence, were not included. 

Specific details related to the sampling procedures and participant characteristics for 

each study are provided in the respective articles and manuscripts in Chapter 2. 
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1.4.  Ethical procedures 
 

Research is essential for the advancement of knowledge and the evolution of best 

practices grounded in solid and consistent evidence. This requires rigor and 

transparency throughout all research processes, particularly when human participants 

are involved, ensuring that their individual rights are safeguarded above any research-

related interest (All European Academies, 2017, 2023). 

The present research, in all its components and stages, adheres to the ethical principles 

of reliability, honesty, respect, and accountability, as outlined in the European Code of 

Conduct for Research Integrity (All European Academies, 2017, 2023). Given the nature 

and focus of the research, it is particularly important to safeguard full respect for the 

uniqueness of participants’ spiritual and religious experiences. 

Accordingly, formal ethical procedures were established to ensure coherence and 

integrity throughout the various stages of the project (All European Academies, 2017, 

2023; Código de Conduta e Boas Práticas da U.Porto, 2025; Código de Ética da U.Porto, 

2025): 

1. Formulation of research questions and definition of objectives 

a. The research questions addressed are relevant within the current 

scientific and professional landscape, and this project represents an 

added value for the development of knowledge and the planning of 

integrated, holistic interventions in palliative care.  

b. The independence and impartiality of the researchers in exploring the 

selected topic were fully ensured. 

2. Collection of scientific evidence and conceptual framework 

a. Literature review and review of validated interventions in the field of 

spiritual intelligence. 

i. All literature reviews required for the project were conducted 

rigorously and in accordance with current scientific standards, 

supported by the best available evidence. 

ii. All sources of information were duly cited, drawing from primary 

sources whenever possible. 
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b. Quantitative study with family caregivers of cancer patients receiving 

palliative care 

i. All necessary institutional authorizations and ethical approvals 

were requested from the institutional ethics committee, 

whenever necessary (Annex 1). 

ii. The scope and objectives of the study, whenever applicable, were 

clearly explained to participants, followed by a written informed 

consent process prior to any involvement, ensuring voluntariness 

and freedom to withdraw at any time (Appendices 1 and 2). 

iii. No aspect of the patient’s standard care was affected by the 

caregiver’s and/or patient’s decision to participate or not 

participate in the study. 

iv. The questionnaires administered were validated for the 

Portuguese population and as concise and clear as possible; still, 

assistance from the researcher was provided if needed (Appendix 

3). 

v. Prior authorization was requested from the authors of the original 

instruments (Annexes 2, 3, 4 and 5). 

vi. Data collection and processing complied with strict confidentiality 

standards, ensuring anonymity and data protection through 

coding procedures and secure database management. All 

collected information was analyzed in aggregate form. 

vii. The data was analyzed with scientific rigor and compared with the 

best available evidence at the time. 

3. Modelling of processes and outcomes 

a. The planning of the proposed intervention on spiritual intelligence 

respects the principle of non-maleficence, upholding the highest regard 

for individual integrity and human rights. 

4. Dissemination of results 

a. At all stages in which dissemination of findings occurs, the intellectual 

property of all sources was and will be respected through appropriate 

citation. 
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i. The confidentiality of collected data remained a binding 

requirement in every form of dissemination (thesis, scientific 

articles, oral communications, or posters). 

ii. The researchers committed to disseminating the results in 

reputable, indexed, peer-reviewed scientific journals to support 

knowledge sharing and scientific development. 

iii. Whenever possible, the research results were published in open 

access format. 
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2. CHAPTER 2: Results 
 

This chapter presents the main results of the study, and is organized into three 

sequential stages (Table 1), each contributing to the foundation of a complex 

intervention designed to enhance spiritual intelligence among family caregivers of 

cancer patients in palliative care: 

i. Stage I: Theoretical and evidence-gathering phase (O1 and O2). 

ii. Stage II: Exploratory and diagnostic phase (O3, O4 and O5). 

iii. Stage III: Intervention modeling phase (O6 and O7). 

By integrating these three stages, this chapter transitions from a broad conceptual 

analysis to a specific diagnostic of caregivers' needs, providing the necessary evidence 

to model the proposed intervention. 

Table 1. Study phases, objectives and results presentation. 

I. Theoretical and evidence gathering phase 

Research Question 1 

- What is the definition, and what are the attributes and dimensions of the concept of spiritual 

intelligence? 

Scientific paper 1: From spiritual intelligence to 
spiritual care: A transformative approach to 
holistic practice 
Study design: Commentary 

Objective 1: Identify, in the scientific 

literature, the unique attributes of the 

concept of spiritual intelligence. 

Scientific paper 2: Spiritual intelligence: A scoping 
review with concept analysis on the key to 
spiritual care 
Study design: Scoping review with concept 
analysis 

Research Question 2 

- Which instruments exist to assess spiritual intelligence, and what are their psychometric 

properties? 

Scientific paper 3: Spiritual intelligence: A scoping 
review on the gateway to mental health 
Study design: Scoping review 

Section 2.2.2.: Spiritual Intelligence profile of 
family caregivers of cancer patients receiving 
palliative care 
Study design: Quantitative study 

Objective 2: Characterize the instruments 

for monitoring spiritual intelligence 

reported in the scientific literature. 

Objective 3: Analyze the psychometric 

properties (reliability and validity) of an 

instrument for assessing spiritual 

intelligence in Portuguese caregivers of 

cancer patients receiving palliative care. 
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II. Exploratory and diagnostic phase 

Research Question 3 

- What is the spiritual intelligence profile of family caregivers of cancer patients receiving 

palliative care? 

Scientific paper 4: Spiritual intelligence and 
family caregivers’ self-efficacy in end-of-life: A 
cross-sectional study 
Study design: Quantitative study 

Section 2.2.2.: Spiritual Intelligence profile of 
family caregivers of cancer patients receiving 
palliative care 
Study design: Quantitative study 

Objective 4: Analyze the spiritual 

intelligence of family caregivers of cancer 

patients receiving palliative care. 

Objective 5: Explore the factors that 

facilitate or inhibit spiritual intelligence 

among family caregivers of cancer patients 

receiving palliative care. 

III. Intervention modeling phase 

Research Question 4 

- Which interventions have been described in the literature to promote spiritual intelligence? 

Scientific paper 5: Models of spiritual intelligence 
interventions: A scoping review 
Study design: Scoping review 

Objective 6: Explore and analyze 

interventions aimed at promoting spiritual 

intelligence as described in the scientific 

literature. 

Section 2.3.2.: Modeling the intervention: 
Conceptual framework, processes, and outcomes 
 

Objective 7: Develop a complex intervention 

plan aimed at promoting spiritual 

intelligence in family caregivers of cancer 

patients receiving palliative care. 
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2.1.  Stage I: Theoretical and evidence-gathering phase 
 

This section presents the results concerning the theoretical and evidence-gathering 

phase of the study, and integrates three studies (Scientific papers 1, 2, and 3) that 

provide the necessary theoretical framework and a systematic mapping of existing 

evidence. Collectively, these findings address objectives one, two and three. By 

establishing a rigorous definition of spiritual intelligence and identifying validated 

assessment tools, this phase constitutes the essential foundation upon which the 

subsequent diagnostic and modeling stages were built. 
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2.1.1. From spiritual intelligence to spiritual care: A transformative approach to 

holistic practice 

Pinto, C. T. & Pinto, S. 

 

Article published in Nurse Education in Practice (2020), Vol (47). 
doi: 10.1016/j.nepr.2020.102823 

Copyright © 2026. Reprinted with kind permission from Elsevier B.V. (Annex 6). 
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2.1.2 Spiritual intelligence: A scoping review with concept analysis on the key to 

spiritual care 

Pinto, C. T., Coelho, A., Guedes, L., Nunes, R., Pinto, S. 

 

Article published in Journal of Intelligence (2026), Vol 14(2), 24. 
doi:10.3390/jintelligence14020024 

Reprinted with permission from the authors, under the article’s open access license. 
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STable 2. Spiritual Intelligence areas of application analysis. 

Areas of Application Frequency 

Adaptative Cognition 

Critical contemplation of purpose, 

meaning and values 

Drawing meaning and purpose from all 

physical and mental experiences 

Adjustment 

Creation and mastering of life purpose 

Refrain from conditioning from social 

norms and stereotypes 

Creativity 

Reframe experiences 

Abstract thinking 

164 

53 

 

24 

 

17 

15 

8 

 

8 

6 

5 

Elevated Consciousness 

Sanctification of daily-life activities 

Capacity to transcend the physical and 

material world 

Realization of multidimensional reality 

Ability to experience heightened states of 

consciousness 

98 

29 

27 

 

26 

15 

Problem Management 

Holistic problem-solving 

Overcoming difficulties using spiritual 

resources 

Finding solutions to life problems 

Achieving goals 

92 

35 

28 

 

16 

13 

Personal Growth 

Connecting inner-self to life-world 

experiences 

Pursuit of personal well-being 

Positive self-concept 

Achieving internal and external integrity 

and consistency 

61 

16 

 

16 

14 

10 

Humanitarian Principles 

Ethical behavior 

Acts of compassion 

Wise behavior 

Attitude of humility 

51 

16 

8 

7 

4 

Existentialism 

Critically contemplate existential or 

metaphysical issues 

Existentialism 

35 

32 

 

3 

Mental Health 

Reduce stress and burnout 

Reduce mental illness 

Reduce depression 

Emotional healing 

30 

11 

11 

3 

3 
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Interpersonal Relationships 

Being empathetic 

Being accountable in interpersonal 

relationships 

Using intelligence to serve others 

Develop trust in others 

28 

10 

6 

 

5 

4 

Work Performance 

Work integrity and independence 

Self-motivation 

Holistic care 

Sense of achievement 

20 

7 

5 

5 

2 

Footnote: Frequency refers to the overall number of times the occurrence was mentioned in all the 112 included 
articles. 

 
 
 
 
STable 3. Spiritual intelligence surrogate terms analysis. 

Surrogate Terms Frequency 

Existential Intelligence 13 

 Existential Intelligence 4 

 Moral Intelligence  3 

 Soul’s Intelligence  2 

 Fundamental Intelligence 1 

 Ultimate Intelligence 1 

 Spiritual Intellect 1 

 Wisdom Intelligence 1 

Spiritual Well-being 7 

 Spiritual Well-being 5 

 Spiritual Strength 1 

 Spiritual Coping 1 

Spiritual Quotient 5 

Heightened Consciousness 4 

 Heightened Consciousness 1 

 Abstract Reasoning 1 

 Spiritual Consciousness 1 

 Spiritual Experiences 1 

Footnote: Frequency refers to the overall number of times the occurrence was mentioned in all the 112 included 
articles. 
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STable 4. Spiritual intelligence related terms analysis. 

Related Terms Frequency 

Spiritual Experience 

Spirituality 

Religious Beliefs 

Spiritual Well-being 

Spiritual Growth 

Spiritual Leadership 

142 

50 

35 

15 

11 

4 

Health 

Mental Health 

Well-being 

Stress Coping and Emotional Regulation 

Resilience 

General Health 

Quality of Life 

115 

30 

23 

16 

12 

8 

7 

Performance 

Patient Care 

Transformative Education 

Work Performance 

Leadership 

Human Resources 

72 

44 

19 

10 

8 

5 

Humanitarian Principles 

Ethics and Moral Values 

Empathy and Compassion 

Happiness 

Motivation 

57 

18 

9 

6 

5 

Cognition 

Emotional Intelligence 

Existential Intelligence 

Rational Intelligence 

Multiple Intelligences 

59 

26 

9 

7 

4 

Self-consciousness 

Meaning and Purpose 

Holism 

Self-management and Efficacy  

Mindfulness 

49 

10 

8 

6 

5 

Organizational Development 

Organizational Behavior 

Work Environment  

Organizational Spirituality 

16 

5 

5 

2 

Interpersonal Relationships 

Human Relationships and Communication 

Social Adjustment  

Social System 

10 

4 

3 

2 

Footnote: Frequency refers to the overall number of times the occurrence was mentioned in all the 112 included 
articles. 
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STable 5. Spiritual intelligence antecedents’ analysis. 

Antecedents Frequency 

Spiritual-self 

Spiritual Self-awareness 

Spiritual Experiences 

Transcendental Integration 

Spirituality 

55 

25 

12 

6 

5 

Awareness 

Holistic View 

Self-consciousness 

Transcendental Awareness 

29 

12 

9 

5 

Existentialism 

Existential Questioning 

Reflective Activities 

15 

9 

4 

Meaning and Value 

Creating Meaning and Purpose 

Integrative Organizing Principles and Values 

11 

7 

4 

Self-investment 

Commitment to Self-care and Knowledge 

Search for Wholeness 

9 

7 

2 

Emotional-self 

Emotional Growth and Awareness 

Empathy 

8 

5 

3 

Cognition 

Inner Resources Perception 

7 

6 

Humanitarian Traits 

Forgiveness and Humility 

5 

2 

Footnote: Frequency refers to the overall number of times the occurrence was mentioned in all the 112 included 
articles. 
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STable 6. Spiritual intelligence consequents’ analysis. 

Consequents Frequency 

Better Health 
Reduced stress, anxiety and burnout 
Better psychological adjustment and 
emotional regulation 
Better mental health 
Higher Quality of Life 
General health 
Better self-care and self-concept 
Satisfaction in life 

145 
40 
34 

 
27 
12 
12 
10 
9 

Better Work Performance 
Better caring behavior 
Better job performance 
Increased self-efficacy and productivity 
Higher job satisfaction 
Academic eagerness 

93 
23 
19 
16 
12 
4 

Humanitarian Orientation 
Appropriate behavior 
Resilience 
Happiness 
Flexibility 
Motivation 

74 
21 
19 
14 
9 
4 

Higher Self-conscience 
Self-awareness 
Holistic attitude and sense of wholeness 
Ability to overcome hardships of life 
Self-fulfilment and growth 

40 
11 
9 
8 
5 

Meaning and Value in Life 
Meaningful life and relationships 
Purposeful life 
Meaningful work 

22 
13 
4 
3 

Better Organizational Development 
Organizational commitment 
Organizational citizenship behavior 
Organizational performance 
Organizational development 

22 
8 
6 
5 
3 

Better Interpersonal Relationships 
Better social adjustment 
Better communication 
Mutual understanding and empathetic 
relationships 

27 
9 
9 
4 

Higher Cognition 
Higher emotional intelligence 
Holistic problem-solving 
Higher intellectual development  
Higher human performance 

12 
7 
5 
4 
3 

Higher Spiritual Experience 

Transcendent spiritual states 
Desire for religious experiences 

8 
3 
2 

Footnote: Frequency refers to the overall number of times the occurrence was mentioned in all the 112 included 
articles. 
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STable 7. Spiritual intelligence attributes’ analysis. 

Attributes Frequency 

Equanimity 

Integrity 

Calm and balanced 

Adaptability and resilience 

Body-mind wholeness 

Moral and ethical behavior 

Optimism and happiness 

Creativity 

232 

62 

39 

38 

32 

26 

20 

15 

Life Wisdom 

Humanitarian conduct 

Interpersonal harmony 

Personal achievement 

196 

105 

57 

34 

Transcendental Awareness 

Transcendental awareness 

Multiple levels of consciousness 

Holistic thinking 

Daily-life sanctification 

219 

85 

76 

47 

11 

Meaning and Purpose Creation 

Meaning creation 

Sense of purpose 

Gratitude 

Life goals 

Motivation 

114 

77 

12 

9 

9 

7 

Spiritual Consciousness 

Higher cognition 

Spiritual maturity 

Immanence 

Spiritual experiences 

108 

51 

28 

17 

12 

Existential Questioning 

Deep understanding of existential 

questions 

Self-knowlegde  

Intellectual pursuit of knowledge 

91 

62 

15 

14 

Footnote: Frequency refers to the overall number of times the occurrence was mentioned in all the 112 included 
articles. 
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2.1.3 Spiritual intelligence: A scoping review on the gateway to mental health 

Pinto, C. T., Guedes, L., Pinto, S., Nunes, R. 

 

 

Article published in Global Health Action (2024), Vol (17). 
doi:10.1080/16549716.2024.2362310 

Reprinted with permission from the authors, under the article’s open access license. 
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2.2.  Stage II: Exploratory and diagnostic phase 

 

Moving from the conceptual framework to clinical scenarios, this section details the 

diagnostic findings derived from the field study involving family caregivers of adult 

cancer patients in palliative care. The section is focused on scientific paper 4, and 

addresses research question 3 (objectives 4 and 5) by uncovering the spiritual 

intelligence profile of this specific population. These empirical insights provide a clear 

understanding of the factors that shape family caregivers’ resilience and burden, serving 

as the essential bridge between theoretical knowledge and the actual design of the 

intervention. 
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2.2.1. Spiritual Intelligence and Family Caregivers' Self-Efficacy in End-of-Life: A Cross-

Sectional Study 

Pinto, C. T., Coelho, A., Castro, L., Nunes, R., Pinto, S. 

 

Article published in BMC Palliative Care (2026), Vol (25), 171. 
doi: 10.1186/s12904-026-02119-8 

Reprinted with permission from the authors, under the article’s open access license. 
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Additional File 1. STROBE Statement checklist for cross-sectional studies. 

 
Item 
No 

 
Recommendation 

Page 
No 

Title and abstract 1  (a) Indicate the study’s design with a commonly used 
term in the title or the abstract 

1 

 (b) Provide in the abstract an informative and 
balanced summary of what was done and what was 
found 

1 

 Introduction 

Background/rationale 2  Explain the scientific background and rationale for 
the investigation being reported 

2-3 

Objectives 3  State specific objectives, including any prespecified 
hypotheses 

3-4 

 Methods 

Study design 4  Present key elements of study design early in the 
paper 

4 

Setting 5  Describe the setting, locations, and relevant dates, 
including periods of recruitment, exposure, follow-
up, and data collection 

4 

Participants 6  (a) Give the eligibility criteria, and the sources and 
methods of selection of participants 

4 

Variables 7  Clearly define all outcomes, exposures, predictors, 
potential confounders, and effect modifiers. Give 
diagnostic criteria, if applicable 

5 

Data sources/ 
measurement 

8*   For each variable of interest, give sources of data 
and details of methods of assessment 
(measurement). Describe comparability of 
assessment methods if there is more than one group 

4-5 

Bias 9  Describe any efforts to address potential sources of 
bias 

4-5 

Study size 10  Explain how the study size was arrived at 4 

Quantitative variables 11  Explain how quantitative variables were handled in 
the analyses. If applicable, describe which groupings 
were chosen and why 

5-6 

Statistical methods 12  (a) Describe all statistical methods, including those 
used to control for confounding 

5-6 

 (b) Describe any methods used to examine subgroups 
and interactions 

5-6 

 (c) Explain how missing data were addressed 4 

 (d) If applicable, describe analytical methods taking 
account of sampling strategy 

Not 
applicable 

 (e) Describe any sensitivity analyses Not 
applicable 

 Results 

Participants 13*  (a) Report numbers of individuals at each stage of 
study—eg numbers potentially eligible, examined for 
eligibility, confirmed eligible, included in the study, 
completing follow-up, and analysed 

6 

 (b) Give reasons for non-participation at each stage 6 

 (c) Consider use of a flow diagram Not 
applicable 
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Descriptive data 14*  (a) Give characteristics of study participants (eg 
demographic, clinical, social) and information on 
exposures and potential confounders 

6-7 

 (b) Indicate number of participants with missing data 
for each variable of interest 

Not 
applicable 

Outcome data 15*  Report numbers of outcome events or summary 
measures 

7-8 

Main results 16  (a) Give unadjusted estimates and, if applicable, 
confounder-adjusted estimates and their precision 
(eg, 95% confidence interval). Make clear which 
confounders were adjusted for and why they were 
included 

Appendix 
C 

 (b) Report category boundaries when continuous 
variables were categorized 

Not 
applicable 

 (c) If relevant, consider translating estimates of 
relative risk into absolute risk for a meaningful time 
period 

Not 
applicable 

Other analyses 17  Report other analyses done—eg analyses of 
subgroups and interactions, and sensitivity analyses 

Not 
applicable 

 Discussion 

Key results 18  Summarise key results with reference to study 
objectives 

8-11 

Limitations 19  Discuss limitations of the study, taking into account 
sources of potential bias or imprecision. Discuss both 
direction and magnitude of any potential bias 

11 

Interpretation 20  Give a cautious overall interpretation of results 
considering objectives, limitations, multiplicity of 
analyses, results from similar studies, and other 
relevant evidence 

8-11 

Generalisability 21  Discuss the generalisability (external validity) of the 
study results 

8-11 

 Other information 

Funding 22  Give the source of funding and the role of the funders 
for the present study and, if applicable, for the 
original study on which the present article is based 

12 

 

Checklist retrieved from: 

Equator Network. The Strengthening the Reporting of Observational Studies in Epidemiology 

(STROBE)Statement: guidelines for reporting observational studies. Equator Network: Enhancing the 

quality and transparency of health research. Updated March 6, 2023. Accessed July 1, 2025. 

https://www.equator-network.org/wp-content/uploads/2015/10/STROBE_checklist_cross-

sectional.docx. 

 

  

https://www.equator-network.org/wp-content/uploads/2015/10/STROBE_checklist_cross-sectional.docx
https://www.equator-network.org/wp-content/uploads/2015/10/STROBE_checklist_cross-sectional.docx
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Additional File 2. Full descriptive statistics on caregiver, caregiving process and patient variables. (N=64 

dyads) 

Patient Variables 

Patient Age, mean (±SD) 75.63 (±13.35) 

Patient Gender, n (%)  

Male 29 (45.3) 

Female 35 (54.7) 

Follow-up Time (days), mean (±SD) 208.59 (±311.48) 

Palliative Performance Status, mean (±SD) 47.34 (±13.36) 

Main Symptom Reported, n (%)  

Pain 29 (45.3) 

Asthenia 11 (17.2) 

Dyspnea 7 (10.9) 

Agitation 5 (7.8) 

Gastrointestinal symptoms 5 (7.8) 

Anxiety and Depression 3 (4.7) 

Insomnia 3 (4.7) 

Others 1 (1.6) 

Main complaint ESAS score, mean (±SD) 5.78 (±1.73) 

Caregiver Variables 

Caregiver Age, mean (±SD) 55.61 (±13.48) 

Caregiver Gender, n (%)  

Male 18 (28.1) 

Female 46 (71.9) 

Relationship to Patient, n (%)  

Spouse or Sibling 21 (32.8) 

Descendent or In-Law 43 (67.2) 

Family Type, n (%)  

Nuclear 55 (87.5) 

Extended 8 (12.5) 

Social Support, n (%)  

None or Close to none 37 (67.2) 

Some support 21 (32.8) 
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Working Status, n (%)  

Full-time 21 (32.8) 

Part-time 5 (7.8) 

Others (Unemployed, Retired, Leave) 38 (59.4) 

Financial Status, n (%)  

Unstable 40 (62.5) 

Stable 24 (37.5) 

Chronic Diseases, n (%)  

Yes 37 (57.8) 

No 27 (42.2) 

Chronic Cardiovascular Disease, n (%)  

Yes 16 (25.0) 

No 48 (75.0) 

Chronic Respiratory Disease, n (%)  

Yes 6 (9.4) 

No 58 (90.6) 

Chronic Metabolic Disease, n (%)  

Yes 9 (14.1) 

No 55 (85.9) 

Chronic Psychiatric Disease, n (%)  

Yes 10 (15.6) 

No 54 (84.4) 

Chronic Muscle-Skeletal Disease, n (%)  

Yes 14 (21.9) 

No 50 (78.1) 

Other Chronic Diseases, n (%)  

Yes 8 (12.5) 

No 56 (87.5) 

Use of Chronic Medication, n (%)  

Yes 45 (70,3) 

No 19 (29,7) 

Hypertension Medication, n (%)  

Yes 21 (32.8) 

No 43 (67.2) 
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Respiratory Medication, n (%)  

Yes 2 (3.1) 

No 62 (96.9) 

Cholesterol Medication, n (%)  

Yes 13 (20.3) 

No 51 (79.7) 

Metabolic Medication, n (%)  

Yes 5 (7.8) 

No 59 (92.2) 

Psychiatric Medication, n (%)  

Yes 19 (29.7) 

No 45 (70.3) 

Chronic Pain Medication, n (%)  

Yes 7 (10.9) 

No 57 (89.1) 

Other Chronic Medication, n (%)  

Yes 12 (18.8) 

No 52 (81.3) 

Caregiving Variables 

Duration of Caregiving (months), mean (±SD) 23.52 (±25.24) 

Hours of Caregiving per Day, mean (±SD) 15.17 (±9.11) 

Help in Caregiving, n (%)  

Yes 39 (60.9) 

No 25 (39.1) 

Previous Experience, n (%)  

Yes 24 (37.5) 

No 40 (62.5) 

Other Dependents, n (%)  

Yes 15 (23.4) 

No 49 (76.6) 

Zarit Caregiver Burden Scale 

Total Score, mean (±SD) 56.09 (±15.80) 

Impact of Caregiving, mean (±SD) 27.20 (±9.96) 
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Interpersonal Relationship, mean (±SD) 9.95 (±4.03) 

Expectations Towards Caregiving, mean (±SD) 14.73 (±3.20) 

Self-Efficacy Perception, mean (±SD) 4.20 (±2.14) 

Footnote: SD, Standard Deviation. ESAS, Edmonton Symptom Assessment Scale. 
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Additional File 3. Linear regression analysis of total burden and it’s dimensions (N=64). 

Simple Linear Regression 

Total Burden Score Impact of Caregiving Interpersonal Relationships Expectations Towards 

Caregiving 

Perception of Self-Efficacy 

B  

[CI 95%] 

P-value B  

[CI 95%] 

P-value B  

[CI 95%] 

P-value B 

[CI 95%] 

P-value B 

[CI 95%] 

P-value 

Patient Variables 

Gender           

Male Reference  Reference  Reference  Reference  Reference  

Female 

 

-7.46 

[-15.22; 0.31] 

0.059 -5.18 

[-9.87; -0.48] 

0.031* -1.03 

[-2.98; 0.92] 

0.300 -1.37 

[-2.90; 0.16] 

0.079 0.12 

[-0.93; 1.16] 

0.823 

Age 0.13 

[-0.17; 0.43] 

0.396 0.10 

[-0.09; 0.28] 

0.310 0.03 

[-0.05; 0.10] 

0.503 0.01 

[-0.05; 0.07] 

0.828 -0.00 

[-0.04; 0.04] 

0.961 

Literacy           

None or basic Reference  Reference  Reference  Reference  Reference  

Mid-level to high education 2.50 

[-5.77; 10.80] 

0.548 1.58 

[-3.45; 6.61] 

0.537 0.35 

[-1.70; 2.38] 

0.740 2.11 

[-1.41; 1.83] 

0.799 0.36 

[-0.72; 1.44] 

0.512 

Palliative Performance Status -0.09 

[-0.39; 0.21] 

0.561 -0.05 

[-0.24; 0.14] 

0.583 0.02 

[-0.06; 0.09] 

0.674 -0.06 

[-0.12; 0.00] 

0.057 0.01 

[-0.04; 0.05] 

0.779 

Follow-up Time 0.00 

[-0.01; 0.02] 

0.696 0.00 

[-0.01; 0.01] 

0.948 0.00 

[-0.00; 0.00] 

0.593 0.00 

[-0.00; 0.00] 

0.842 0.00 

[0.00; 0.00] 

0.011* 

Main complaint ESAS score 0.24 

[-2.09; 2.57] 

0.836 0.37 

[-1.09; 1.84] 

0.612 0.03 

[0.56; 0.62] 

0.924 0.32 

[-0.14; 0.79] 

0.171 -0.48 

[-0.77; -0.19] 

0.002** 
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Caregiver Variables 

Gender           

Male Reference  Reference  Reference  Reference  Reference  

Female 

 

5.16 

[-3.60; 13.91] 

0.244 4.30 

[-0.98; 9.58] 

0.110 0.71 

[-1.46; 2.88] 

0.523 1.10 

[-0.61; 2.81] 

0.208 -0.95 

[-2.09; 0.18] 

0.099 

Age 0.36 

[0.07; 0.64] 

0.015* 0.18 

[0.00; 0.36] 

0.055 0.11 

[0.04; 0.18] 

0.003** 0.05 

[-0.00; 0.11] 

0.069 0.02 

[-0.03; 0.06] 

0.459 

Relationship to patient           

Spouse or sibling Reference  Reference  Reference  Reference  Reference  

Descendent or in-law -7.23 

[-15.22; 0.75] 

0.076 -3.31 

[-8.40; 1.78] 

0.202 -2.20 

[-4.21; -0.18]] 

0.033* -1.88 

[-3.48; -0.29] 

0.020* 0.16 

[-0.95; 1.27] 

0.776 

Family Type           

Extended Reference  Reference  Reference  Reference  Reference  

Nuclear -5.89 

[-17.83; 604] 

0.328 -4.05 

[11.31; 3.20] 

0.273 -1.05 

[-4.00; 1.90] 

0.484 -0.30 

[-2.66; 2.05] 

0.800 -0.48 

[-2.05; 1.09] 

0.547 

Social Support           

Some support Reference  Reference  Reference  Reference  Reference  

None or close to none 8.17 

[0.66; 15.68] 

0.033* 4.20 

[-0.60; 9.00] 

0.086 1.71 

[-0.23; 3.65] 

0.083 1.66 

[0.13; 3.18] 

0.033* 0.61 

[-0.44; 1.65] 

0.253 

Literacy           

None or basic Reference  Reference  Reference  Reference  Reference  

Mid-level to high education 0.42 

[-7.60; 8.44] 

0.917 0.62 

[-4.26; 5.49] 

0.805 -0.53 

[-2.50; 1.44] 

0.600 -1.17 

[-2.71; 0.37] 

0.137 1.50 

[0.52; 2.49] 

0.003** 
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Working Status           

Not Working (Unemployed, 

Retired, Leave) 

Reference  Reference  Reference  Reference  Reference  

Working (Full or Part-time) -6.64 

[-14.6; 1.29] 

0.099 -2.93 

[-7.81; 1.94] 

0.238 -2.12 

[-4.05; -0.20] 

0.031* -0.65 

[-2.23; 0.92] 

0.417 -0.93 

[-1.96; 0.11] 

0.080 

Financial Status           

Stable Reference  Reference  Reference  Reference  Reference  

Unstable 8.08 

[0.40; 15.76] 

0.039* 4.99 

[0.14; 9.84] 

0.044* 1.06 

[-0.95; 3.06] 

0.301 1.71 

[0.16; 3.26] 

0.031* 0.33 

[-0.75; 1.40] 

0.552 

Chronic Diseases           

No Reference  Reference  Reference  Reference  Reference  

Yes 7.59 

[0.05; 15.14] 

0.049* 4.84 

[0.08; 9.59] 

0.046* 2.03 

[0.11; 4.00] 

0.038* 1.21 

[-0.34; 2.76] 

0.127 -0.48 

[-1.53; 0.57] 

0.367 

Chronic Cardiovascular Disease           

No Reference  Reference  Reference  Reference  Reference  

Yes 2.04 

[-7.13; 11.22] 

0.658 0.40 

[-5.19; 5.98] 

0.890 1.48 

[-0.75; 3.71] 

0.194 -0.23 

[-2.03; 1.57] 

0.803 0.40 

[-0.80; 1.59] 

0.517 

Chronic Respiratory Disease           

No Reference  Reference  Reference  Reference  Reference  

Yes 2.04 

[-12.28; 15.01] 

0.842 1.62 

[-6.68; 9.91] 

0.703 -0.13 

[-3.49; 3.23] 

0.939 0.66 

[-2.01; 3.33] 

0.627 -0.78 

[-2.55; 1.00] 

0.391 
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Chronic Metabolic Disease           

No Reference  Reference  Reference  Reference  Reference  

Yes 2.04 

[-9.10; 12.88] 

0.802 0.93 

[-6.03; 7.89] 

0.794 0.83 

[-1.98; 3.64] 

0.563 0.44 

[-1.80; 2.68] 

0.701 -0.75 

[-2.24; 0.73] 

0.320 

Chronic Psychiatric Disease           

No Reference  Reference  Reference  Reference  Reference  

Yes -2.01 

[-12.95; 8.94] 

0.715 -0.24 

[-6.91; 6.43] 

0.944 0.06 

[-2.64; 2.75] 

0.968 -0.87 

[-3.00; 1.26] 

0.424 -0.95 

[-2.36; 0.46] 

0.187 

Chronic Muscle-Skeletal Disease           

No Reference  Reference  Reference  Reference  Reference  

Yes 6.92 

[-2.54; 16.38] 

0.149 5.23 

[-0.49; 10.94] 

0.073 1.25 

[-1.10; 3.60] 

0.298 1.35 

[-0.51; 3.20] 

0.155 -0.90 

[-2.14; 0.34] 

0.154 

Other Chronic Diseases           

No Reference  Reference  Reference  Reference  Reference  

Yes 6.46 

[-5.45; 18.38] 

0.282 4.05 

[-3.20; 11.31] 

0.273 0.23 

[-3.20; 2.73] 

0.878 2.45 

[0.17; 4.72] 

0.035* 0.20 

[-1.38; 1.77] 

0.806 

Use of Chronic Medication           

No Reference  Reference  Reference  Reference  Reference  

Yes 5.00 

[-3.76; 13.76] 

0.258 3.84 

[-1.46; 9.14] 

0.156 1.25 

[-0.91; 3.41] 

0.256 1.02 

[-0.69; 2.74] 

0.243 -1.11 

[-2.23; 0.02] 

0.053 

Hypertension Medication           

No Reference  Reference  Reference  Reference  Reference  

Yes -0.64 

[-9.11; 7.84] 

0.881 -0.73 

[-5.88; 4.43] 

0.782 0.21 

[-1.87; 2.30] 

0.842 0.25 

[-1.40; 1.91] 

0.764 -0.37 

[-1.48; 0.73] 

0.508 
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Respiratory Medication 
          

No Reference  Reference  Reference  Reference  Reference  

Yes 8.16 

[-14.61; 30.93] 

0.476 7.02 

[-6.79; 20.82] 

0.319 -0.47 

[6.10; 5.16] 

0.871 3.37 

[-1.03; 7.77] 

0.133 -1.76 

[-4.72; 1.20] 

0.244 

Cholesterol Medication           

No Reference  Reference  Reference  Reference  Reference  

Yes -6.01 

[-15.78; 3.77] 

0.224 5.18 

[-11.06; 0.70] 

0.084 -0.81 

[-3.24; 1.62] 

0.513 0.43 

[-1.50; 2.36] 

0.663 -0.45 

[-1.74; 0.84] 

0.495 

Metabolic Medication           

No Reference  Reference  Reference  Reference  Reference  

Yes 4.02 

[-10.77; 18.81] 

0.589 3.90 

[-5.07; 12.87] 

0.394 1.35 

[-2.28; 4.99] 

0.466 -0.15 

[-3.05; 2.76] 

0.922 -1.09 

[-3.01; 0.83] 

0.266 

Psychiatric Medication           

No Reference  Reference  Reference  Reference  Reference  

Yes 4.81 

[-3.82; 13.43] 

0.269 3.60 

[-1.62; 8.83) 

0.176 0.22 

[-1.93; 2.36] 

0.843 1.73 

[0.07; 3.38] 

0.041* -0.74 

[-1.86; 0.39] 

0.198 

Pain Medication           

No Reference  Reference  Reference  Reference  Reference  

Yes 18.50 

[7.07; 29.94] 

0.002** 11.32 

[-4.08; 18.56] 

0.002** 3.90 

[0.91; 6.89] 

0.011* 2.70 

[0.30; 5.11] 

0.028* 0.57 

[-1.09; 2.23] 

0.498 
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Other Medications           

No Reference  Reference  Reference  Reference  Reference  

Yes 1.63 

[-8.56; 11.81] 

0.750 2.31 

[-3.86; 8.49] 

0.463 -0.76 

[-3.27; 1.74] 

0.550 1.15 

[-0.83; 3.12] 

0.255 -1.07 

[-2.38; 0.24] 

0.108 

Caregiving Variables 

Help           

Yes Reference  Reference  Reference  Reference  Reference  

No 6.80 

[-1.17; 14.77] 

0.093 

 

2.62 

[-2.30; 7.54] 

0.297 1.98 

[0.03; 3.93] 

0.046* 1.36 

[-0.21; 2.92] 

0.089 0.85 

[-0.20; 1.89] 

0.112 

Duration (months) 0.00 

[-0.16; 0.16] 

0.995 -0.00 

[-0.10; 0.10] 

0.991 0.00 

[-0.04; 0.04] 

0.973 0.00 

[-0.03; 0.04] 

0.841 -0.00 

[-0.02; 0.02] 

0.792 

Hours per day 0.20 

[-0.24; 0.64] 

0.368 0.15 

[-0.13; 0.42] 

0.286 -0.02 

[-0.13; 0.09] 

0.731 0.08 

[-0.01; 0.17] 

0.079 -0.01 

[-0.07; 0.05] 

0.787 

Previous Experience           

Yes Reference  Reference  Reference  Reference  Reference  

No -4.78 

[-12.91; 3.35] 

0.244 -3.61 

[-8.53; 1.17] 

0.151 -1.14 

[-3.14; 0.86] 

0.264 0.11 

[-1.50; 1.71] 

0.895 -0.14 

[-1.22; 0.93] 

0.796 

Other Dependents           

Yes Reference  Reference  Reference  Reference  Reference  

No -6.23 

[-15.49; 3.02] 

0.183 -4.44 

[-10.05; 1.17] 

0.121 -0.58 

[-2.89; 1.72] 

0.620 -0.96 

[-2.78; 0.87] 

0.304 -0.26 

[-1.48; 0.97] 

0.681 
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Footnote: B, unstandardized regression coefficient. CI, confidence interval. * p<0.05; ** p<0.01; *** p<0.001. ESAS, Edmonton Symptom Assessment Scale. SI, Spiritual Intelligence 
 

 

Questionnaires 

SI - Personal Meaning Production -0.67 0.197 -0.31 0.384 -0.20 0.121 0.03 0.751 -0.19 0.005* 

 [-1.70; 0.36]  [-0.96; 0.34]  [-0.46; 0.06]  [-0.18; 0.24]  [-0.32; -0.06]  

Resilience 
-0.25 <0.001*** -0.15 <0.001*** -0.06 <0.001*** -0.03 0.023* -0.02 0.047* 

 [-0.36; -0.14]  [-0.22; -0.08  [-0.09; -0.03]  [-0.05; -0.00]  [-0.03; 0.00]  

Self-perception -1.02 <0.001*** -0.58 <0.001*** -0.24 <0.001*** -0.11 0.046* -0.10 0.008* 

 [-1.51; -0.54]  [-0.89; -0.27]  [-0.36; -0.11]  [-0.22; -0.00]  [-0.17; -0.03]  

Future Planning -1.41 <0.001*** -0.82 <0.001*** -0.33 <0.001*** -0.22 0.001*** -0.04 0.449 

 [-2.00; -0.81]  [-1.20; -0.44]  [-0.49; -0.18]  [-0.35; -0.09]  [0.13; 0.06]  

Social Competence -0.93 <0.001*** -0.54 <0.001*** -0.24 <0.001*** -0.08 0.161 -0.07 0.051 

 [-1.41; -0.44]  [-0.85; -0.23]  [-0.36; -0.12]  [-0.18; 0.03]  [-0.14; 0.00]  

Personal Structure -0.98 0.036* -0.52 0.080 -0.19 0.103 -0.20 0.039* -0.07 0.272 

 [-1.88; -0.07]  [-1.10; 0.06]  [-0.43; 0.04]  [-0.38; -0.01]  [-0.20; 0.06]  

Family Coherence -0.83 0.001*** -0.54 <0.001*** -0.20 0.002** -0.06 0.272 -0.03 0.374 

 [-1.31; -0.35]  [-0.84; -0.24]  [-0.32; -0.07]  [-0.16; 0.05]  [-0.10; 0.04]  

Social Resources -0.50 0.023* -0.30 0.029* -0.09 0.111 -0.06 0.182 -0.05 0.120 

 [-0.93; -0.07]  [-0.58; -0.03]  [-0.20; 0.02]  [-0.15; 0.03]  [-0.11; 0.01]  
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2.2.2. Spiritual Intelligence profile of family caregivers of cancer patients receiving 

palliative care 

 

While previous manuscripts (see section 2.1.2.) examined primarily the relationship 

between spiritual intelligence and caregiver burden, the current section provides a 

comprehensive characterization of the spiritual intelligence profile among family 

caregivers of cancer patients receiving palliative care. This analysis directely addresses 

specific objectives 3, 4, and 5, exploring the psychometric properties of the assessment 

tool and identifying the facilitators and inhibitors of spiritual intelligence in a palliative 

care context (research questions 2 and 3). By reporting these descriptive and analytical 

findings, this section complements prior manuscripts and offers a detailed empirical 

portrait of the sample. All methodological procedures, including study design, sampling 

strategy, data collection, and psychometric properties of the instruments used, are 

identical to those previously described in the field study article. The study was previously 

approved by an Ethics Committee (Annex 1) and informed consent was obtained 

(Appendices 1 and 2).  

 

Psychometric characterization of a spiritual intelligence instrument 

The spiritual intelligence profile of family caregivers was assessed using the Portuguese 

version of the Spiritual Intelligence Self-Report Inventory (SISRI) (Antunes et al., 2018). 

Although the original instrument proposes four factors, the psychometric validation for 

this Portuguese sample resulted in a 16-items structure reorganized into three core 

dimensions: critical existential thinking, personal meaning production, and conscious 

state expansion. The transcendental awareness dimension did not emerge as an 

independent factor in this population.  

In our study, internal consistency analysis confirmed high reliability for the SISRI total 

score (Cronbach’s α = 0.899), as well as for its core dimensions: personal meaning 

production (α = 0.811), critical existential thinking (α = 0.827), and conscious state 

expansion (α = 0.828). 
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Spiritual intelligence profile and influencing factors 

Following confirmation of adequate internal consistency, descriptive analyses were 

performed to characterize the spiritual intelligence profile of family caregivers.  

Descriptive analysis highlighted that family caregivers of cancer patients receiving 

palliative care possess moderate to high spiritual intelligence levels (M=41,42 ± 11,72 

on SISRI), with 50% of the sample scoring in the ‘high’ range and 46,9% in the ‘moderate’ 

range. Among the dimensions, “personal meaning production” emerged with the 

highest mean score (average 2,89 points per item), followed by “conscious states 

expansion” (2,50 points) and “critical existential thinking” (2,42 points). 

To examine the factors influencing spiritual intelligence, a two-stage analytical approach 

was followed. First, bivariate analyses (Simple Linear Regression) were conducted (Table 

1), identifying significant positive associations between total spiritual intelligenceI and 

the absence of external help (p=0.038), previous caregiving experience (p=0.029), and 

overall resilience (p=0.041).  

At the dimensional level, “conscious state expansion” was significantly higher among 

descendants or in-laws compared to spouses (p=0.035) and was negatively impacted by 

the caregiver's working status (p=0.026). Specific dimensions were influenced by 

different variables (Table1).  
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Table 1. Linear regression analysis of total spiritual intelligence and its dimensions. 

Simple Linear Regression 

Total Spiritual 
Intelligence Score 

Critical Existential 
Thinking 

Personal Meaning 
Production 

Conscious States 
Expansion 

β Coeficient 
[CI 95%] 

P value β Coeficient 
[CI 95%] 

P value β Coeficient 
[CI 95%] 

P value β Coeficient 
[CI 95%] 

P value 

Patient Variables 

Gender         

Male Ref  Ref  Ref  Ref  

Female 
 

-2,44 
[-8,14; 3,25] 

0,400 -2,05 
[-4,75; 0,65] 

0,137* -0,21 
[-2,09; 1,67] 

0,828 -0,19 
[-2,32; 1,95] 

0,864 

Age 0,02 0,845 -0,05 0,388 0,00 0,993 0,07 0,100* 

 [-0,20; 0,24]  [-0,15; 0,06]  [-0,07; 0,07]  [-0,01; 0,15]  

Literacy         

None or basic -1,72 0,570 -1,93 0,178* -0,27 0,789 0,49 0,667 

 [-7,64; 4,21]  [-4,75; 0,88]  [-2,22; 1,69]  [-1,73; 2,69]  

Mid-level to high education Ref  Ref  Ref  Ref  

Palliative Performance Status -0,08 0,455 -0,04 0,451 -0,03 0,350 -0,01 0,835 

 [-0,31; 0,14]  [-0,15; 0,07]  [-0,11; 0,04]  [-0,09; 0,07]  

Follow-up Time 0,00 0,708 0,00 0,463 -0,00 0,392 0,00 0,415 

 [-0,01; 0,01]  [-0,00; 0,00]  [-0,00; 0,00]  [-0,00; 0,01]  

Main complaint ESAS score 0,44 0,609 0,29 0,487 0,31 0,282 -0,15 0,640 

 [-1,28; 2,17]  [-0,54; 1,12]  [-0,26; 0,87]  [-0,79; 0,49]  

Caregiver Variables 

Gender         

Male Ref  Ref  Ref  Ref  

Female 
 

0,97 
[-5,36; 7,30] 

0,763 0,31 
[-2,73; 3,55] 

0,842 1,69 
[-0,35; 3,74] 

0,105* -1,03 
[-3,38; 1,32] 

0,391 

Age -0,11 0,315 -0,03 0,555 -0,06 0,126* -0,02 0,556 

 [-0,33; 0,11]  [-0,14; 0,07]  [-0,13; 0,02]  [-0,11; 0,06]  

Relationship to patient         

Spouse or sibling Ref  Ref  Ref  Ref  

Descendent or in-law 5,16 0,088* 1,52 0,302 1,29 0,200* 2,35 0,035** 

 [-0,77; 11,10]  [-1,37; 4,42]  [-0,68; 3,26]  [0,16; 4,54]  
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Family Type         

Nuclear 4,91 0,259 0,71 0,735 2,64 0,061* 1,55 0,339 

 [-3,62; 13,44]  [-3,42; 4,85]  [-0,12; 5,40]  [-1,63; 4,74]  

Extended Ref  Ref  Ref  Ref  

Social Support         

None or close to none 5,92 0,038** 2,72 0,047** 0,63 0,515 2,57 0,014** 

 [0,34; 11,50]  [0,03; 5,41]  [-1,26; 2,52]  [0,51; 4,62]  

Some support Ref  Ref  Ref  Ref  

Literacy         

None or basic -3,04 0,296 -1,65 0,236 -0,08 0,934 -1,31 0,227 

 [-8,73; 2,66]  [-4,38; 1,08]  [-1,97; 1,81]  [-3,42; 0,81]  

Mid-level to high education Ref  Ref  Ref  Ref  

Working Status         

Working (Full or Part-time) Ref  Ref  Ref  Ref  

Not Working (Unemployed, 
Retired, Leave) 

-5,25 
[-10,90; 0,41] 

0,069* -1,49 
[-4,25; 1,27] 

0,291 -1,40 
[-3,28; 0,48] 

0,144* -2,36 
[-4,44; -0,28] 

0,026** 

Financial Status         

Unstable 2,14 0,474 1,73 0,224 0,77 0,436 -0,36 0,749 

 [-3,72; 8,00]  [-1,06; 4,53]  [-1,16; 2,70]  [-2,55; 1,83]  

Stable Ref  Ref  Ref  Ref  

Chronic Diseases         

Yes Ref  Ref  Ref  Ref  

No 4,01 0,167* 1,38 0,326 0,97 0,311 1,66 0,123* 

 [-1,67; 9,70]  [-1,38; 4,13]  [-0,91; 2,86]  [-0,45; 3,77]  

Chronic Cardiovascular Disease         

Yes Ref  Ref  Ref  Ref  

No 5,40 0,101* 1,58 0,323 1,58 0,145* 2,23 0,068* 

 [-1,05; 11,84]  [-1,55; 4,72]  [-0,55; 3,71]  [-0,16; 4,62]  

Chronic Respiratory Disease         

Yes Ref  Ref  Ref  Ref  

No 3,59 0,469 2,58 0,278 0,12 0,944 0,90 0,627 

 [-6,14; 13,33]  [-2,08; 7,23]  [-3,10; 3,33]  [-2,73; 4,54]  
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Chronic Metabolic Disease         

Yes Ref  Ref  Ref  Ref  

No 2,17 0,603 2,00 0,315 -0,01 0,995 0,18 0,910 

 [-6,01; 10,35]  [-1,90; 5,91]  [-2,71; 2,69]  [-2,88; 3,23]  

Chronic Psychiatric Disease         

Yes Ref  Ref  Ref  Ref  

No 2,40 0,548 2,02 0,291 0,16 0,902 0,22 0,884 

 [-5,43; 10,22]  [-1,72; 5,75]  [-2,42; 2,75]  [-2,71; 3,14]  

Chronic Muscle-Skeletal Disease         

Yes Ref  Ref  Ref  Ref  

No 3,65 0,295 1,10 0,515 0,56 0,628 1,99 0,122* 

 [-3,18; 10,48]  [-2,20; 4,40]  [-1,70; 2,82]  [-0,53; 4,51]  

Other Chronic Diseases         

Yes Ref  Ref  Ref  Ref  

No 6,63 0,125* 2,29 0,275 1,93 0,176* 2,41 0,134* 

 [-1,83; 15,08]  [-1,82; 6,39]  [-0,87; 4,73]  [-0,74; 5,57]  

Use of Chronic Medication         

Yes Ref  Ref  Ref  Ref  

No 2,66 0,408 0,46 0,765 1,01 0,337 1,18 0,323 

 [-3,64; 8,96]  [-2,58; 3,51]  [-1,06; 3,09]  [-1,16; 3,53]  

Hypertension Medication         

Yes Ref  Ref  Ref  Ref  

No 5,38 0,075* 2,02 0,168* 1,15 0,255 2,21 0,049** 

 [-0,54; 11,30]  [-0,85; 4,89]  [-0,83; 3,13]  [0,01; 4,41]  

Respiratory Medication         

Yes Ref  Ref  Ref  Ref  

No -5,24 0,529 -2,07 0,606 -2,65 0,333 -0,53 0,864 

 [-21,56; 11,08]  [-9,92; 5,79]  [-8,00; 2,71]  [-6,63; 5,57]  

Cholesterol Medication         

Yes Ref  Ref  Ref  Ref  

No 0,24 0,947 0,82 0,636 -0,32 0,788 -0,26 0,846 

 [-6,84; 7,32]  [-2,58; 4,22]  [-2,65; 2,01]  [-2,90; 2,38]  
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Metabolic Medication         

Yes Ref  Ref  Ref  Ref  

No -0,84 0,876 -0,11 0,967 -0,39 0,825 -0,34 0,865 

 [-11,46; 9,77]  [-5,21; 4,99]  [-3,89; 3,10]  [-4,30; 3,61]  

Psychiatric Medication         

Yes Ref  Ref  Ref  Ref  

No -0,45 0,888 -0,04 0,980 0,02 0,982 -0,43 0,714 

 [-6,68; 5,79]  [-3,03; 2,96]  [-2,03; 2,08]  [-2,76; 1,89]  

Pain Medication         

Yes Ref  Ref  Ref  Ref  

No -4,50 0,330 -4,73 0,028** 0,97 0,525 -0,74 0,670 

 [-13;56; 4,56]  [-8,96; -0,50]  [-2,02; 3,97]  [-4,14; 2,66]  

Other Medications         

Yes Ref  Ref  Ref  Ref  

No 3,70 0,317 1,95 0,272 0,13 0,917 1,62 0,238 

 [-3,54; 10,95]  [-1,53; 5,42]  [-2,27; 2,53]  [-1,07; 4,31]  

Caregiving Variables 

Help         

Yes Ref  Ref  Ref  Ref  

No 4,56 0,119* 2,27 0,107* 0,46 0,636 1,83 0,092* 

 [-1,17; 10,29]  [-0,49; 5,02]  [-1,46; 2,38]  [-0,30; 3,96]  

Duration (months) -0,02 0,759 -0,02 0,611 0,00 0,843 -0,01 0,730 

 [-0,14; 0,10]  [-0,07; 0,04]  [-0,04; 0,04]  [-0,05; 0,04]  

Hours per day -0,03 0,876 0,04 0,579 -0,06 0,288 -0,01 0,843 

 [-0,35; 0,30]  [-0,11; 0,20]  [-0,16; 0,05]  [-0,13; 0,11]  

Previous Experience         

Yes Ref  Ref  Ref  Ref  

No -6,33 0,029** -3,53 0,010** -1,50 0,122* -1,29 0,243 

 [-12,00; -0,65]  [-6,23; -0,84]  [-3,40; 0,40]  [-3,46; 0,88]  

Other Dependents         

Yes Ref  Ref  Ref  Ref  

No -1,89 0,581 0,31 0,853 -1,26 0,261 -0,94 0,463 

 [-8,60; 4,82]  [-2,93; 3,54]  [-3,45; 0,94]  [-3,43; 1,56]  
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Questionnaires 

Burden -0,08 0,417 0,02 0,620 -0,04 0,197* -0,06 0,090* 

 [-0,26; 0,11]  [-0,07; 0,11]  [-0,10; 0,02]  [-0,13; 0,01]  

Impact of Caregiving -0,11 0,484 0,03 0,690 -0,05 0,348 -0,09 0,114* 

 [-0,40; 0,19]  [-0,12; 0,17]  [-0,14; 0,05]  [-0,20; 0,02]  

Interpersonal Relationships -0,27 0,460 0,09 0,615 -0,19 0,121* -0,18 0,201 

 [-1,01; 0,46]  [-0,26; 0,44]  [-0,43; 0,05]  [-0,45; 0,10]  

Expectations Towards Caregiving -0,20 0,669 -0,04 0,866 0,05 0,751 -0,21 0,224 

 [-1,13; 0,73]  [-0,48; 0,41]  [-0,26; 0,35]  [-0,55; 0,13]  

Self-Efficacy Perception -0,48 0,491 0,37 0,264 -0,62 0,005** -0,23 0,368 

 [-1,87; 0,91]  [-0,29; 1,03]  [-1,05; -0,19]  [-0,75; 0,28]  

Resilience 0,09 0,041** 0,01 0,779 0,04 0,019** 0,05 0,002** 

 [0,00; 0,18]  [-0,04; 0,05]  [0,01; 0,06]  [0,02; 0,08]  

Self-perception 0,54 0,007** 0,10 0,331 0,16 0,014** 0,28 <0,001** 

 [0,16; 0,93]  [-0,10; 0,29]  [0,03; 0,29]  [0,15; 0,42]  

Future Planning 0,76 0,002** 0,16 0,193* 0,23 0,005** 0,37 <0,001** 

 [0,28; 1,24]  [-0,08; 0,41]  [0,07; 0,39]  [0,20; 0,54]  

Social Competence 0,48 0,014** 0,06 0,522 0,22 <0,001** 0,20 0,006** 

 [0,10; 0,86]  [-0,13; 0,25]  [0,10; 0,34]  [0,06; 0,34]  

Personal Structure 0,73 0,035** 0,14 0,413 0,23 0,045** 0,36 0,004** 

 [0,05; 1,40]  [-0,20; 0,47]  [0,01; 0,45]  [0,12; 0,60]  

Family Coherence -0,13 0,510 -0,13 0,166* -0,00 0,951 0,01 0,951 

 [-0,52; 0,26]  [-0,32; 0,06]  [-0,13; 0,13]  [-0,14; 0,15]  

Social Resources 0,12 0,463 -0,03 0,712 0,05 0,390 0,11 0,088* 

 [-0,21; 0,45]  [-0,19; 0,13]  [-0,06; 0,16]  [-0,02; 0,23]  

Footnote: B, unstandardized regression coefficient. CI, confidence interval. * p<0.05; ** p<0.01; *** p<0.001. ESAS, Edmonton Symptom Assessment Scale. SI, Spiritual Intelligence 
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To identify independent predictors of spiritual intelligence, a multivariate regression 

model was then constructed using variables with p < 0.20 from the bivariate analysis. 

The final model explained 35.6% of spiritual intelligence variance (R2=0.356) (Figure 1). 

Higher spiritual intelligence levels were independently predicted by: 

• Previous caregiving experience; 

• Higher scores in the "Future Planning" resilience dimension; 

• Absence of external help. 

Overall, spiritual intelligence showed substantial variability among caregivers and was 

significantly associated with caregiving experience, resilience, and contextual factors, 

underscoring its empirical relevance in this population. 

Figure 1 Spiritual intelligence and its related variables multivariate model diagram.  



 

126 
 

2.2.3. Assessment of hypothesis 

 

The hypothesis that spiritual intelligence varies according to sociodemographic and 

clinical factors (H1) was partially supported. Significant associations were identified 

between higher levels of spiritual intelligence and specific caregiving-related 

characteristics, including prior caregiving experience and the absence of formal 

caregiving support, as well as higher resilience scores, particularly within the “future 

planning” domain. In addition, clinical characteristics of the patient were also relevant, 

with patient-reported asthenia showing a negative association with caregivers’ spiritual 

intelligence in the multivariate model. Together, these results indicate that spiritual 

intelligence among family caregivers is influenced by a combination of individual, 

experiential, and clinical factors rather than being uniformly distributed across the 

population. 

The second hypothesis, which proposes that adaptation to the caregiving role is 

positively influenced by family caregivers’ levels of spiritual intelligence (H2), was also 

partially supported by the findings of this study. Specifically, higher levels of spiritual 

intelligence were significantly associated with the self-efficacy dimension of caregiver 

burden, suggesting that caregivers with greater spiritual intelligence perceived 

themselves as more capable and effective in managing caregiving demands. Among the 

dimensions of spiritual intelligence, personal meaning-making emerged as a key 

explanatory factor, showing a positive relationship with caregivers’ self-efficacy 

perceptions. This suggests that the capacity to derive meaning and purpose from the 

caregiving experience may strengthen caregivers’ confidence in their ability to cope with 

challenges and fulfill their role. 

These results indicate that spiritual intelligence does not exert a uniform influence 

across all dimensions of caregiver adaptation but appears to operate through specific 

mechanisms, particularly those related to meaning-making and perceived competence. 

Consequently, these findings provide empirical evidence for the role of spiritual 

intelligence as a protective resource, identifying personal meaning-making as a key pillar 

in the psycho-social-spiritual adaptation to the caregiving role. 

  



 

127 
 

2.3.  Stage III: Intervention modeling phase 

 

This final section culminates the development process by translating accumulated 

evidence into a structured intervention plan. It integrates two complementary 

components: first, scientific paper 5, a scoping review on existing interventions targeting 

spiritual intelligence that allowed for a detailed overview on themes, duration, structure 

and outcomes from interventions in various settings (research question 4, objective 6). 

The second component synthesizes these findings with the preceding evidence base to 

fulfill objective seven. This article addresses research question 3 (Which interventions 

have been described in the literature to promote spiritual intelligence?) and research 

objective 4 (Explore and analyze interventions aimed at promoting spiritual intelligence 

as described in the scientific literature). 

By characterizing the potential value of spiritual intelligence as a protective resource, 

this phase establishes the empirical support and the necessary modelling of processes 

and outcomes required for the design of a future intervention. This synthesis directly 

contributes to the architectural framework of the proposed complex intervention, 

aligning clinical needs with evidence-based strategies for the caregiving journey. 
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2.3.1. Models of spiritual intelligence interventions: A scoping review 

Pinto, C. T., Veiga, F., Guedes, L., Pinto, S., Nunes, R. 

 

 

Article published in Nurse Education in Practice (2023), Vol (73). 
doi: 10.1016/j.nepr.2023.103829 

Copyright © 2026. Reprinted with kind permission from Elsevier B.V. (see Annex 6). 

  

https://doi.org/10.1016/j.nepr.2023.103829
https://doi.org/10.1016/j.nepr.2023.103829


 

129 
 

  



 

130 
 

  



 

131 
 

  



 

132 
 

  



 

133 
 

  



 

134 
 

  



 

135 
 

  



 

136 
 

  



 

137 
 

2.3.2  Modelling the intervention: Conceptual framework, processes, and outcomes 

 

Family caregivers of patients with advanced cancer in palliative care are exposed to 

sustained emotional, existential, relational, and practical demands that place them at 

high risk of psychological distress, burden, and impaired well-being (Adashek & Subbiah, 

2020; Applebaum & Breitbart, 2013; Thana et al., 2021; Zhang et al., 2023). While 

contemporary palliative care frameworks increasingly recognize spirituality as a core 

dimension of holistic care (Best et al., 2020; Gijsberts et al., 2019; Peng-Keller et al., 

2022; Sallnow et al., 2022), less attention has been given to the caregiver’s capacity to 

operationalize spirituality as an adaptive, functional resource in daily caregiving (Boston 

& Mount, 2006; Selman et al., 2018; Uzun et al., 2024). In this context, spiritual 

intelligence emerges as a theoretically robust and clinically relevant construct to support 

caregivers’ coping, meaning-making, and resilience (Fallah et al., 2023; Marzban et al., 

2022; Mollaei et al., 2024). 

Spiritual Intelligence is conceptualized as a distinct yet related construct to spirituality, 

defined as the ability to intentionally access, integrate, and apply spiritual resources to 

enhance daily functioning, problem-solving, and interpersonal interactions (Amram, 

2022; King & Decicco, 2009). Unlike spirituality as a belief system or existential 

orientation, spiritual intelligence represents a trainable set of cognitive-reflective 

capacities that translate spiritual awareness into action (Fidelis et al., 2024; Sharifnia et 

al., 2022a). Based on the dominant conceptualization proposed by King and 

operationalized in the SISRI-24 (King & Decicco, 2009)., it encompasses four core 

dimensions:  

1. critical existential thinking,  

2. personal meaning production,  

3. transcendental awareness, and  

4. conscious state expansion.  

These dimensions provide the structural basis for understanding how individuals 

navigate suffering, uncertainty, and relational responsibility in complex life contexts (see 

sections 2.1.2 and 2.1.3). 
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The role of spiritual intelligence as a protective resource 

Evidence synthesized in the preceding scoping reviews (see sections 2.1.2.; 2.1.3. and 

2.3.1.) demonstrates consistent positive associations between higher spiritual 

intelligence levels and resilience, mental health, psychological well-being, emotional 

intelligence, and adaptive social behaviors. These findings support the conceptualization 

of spiritual intelligence as a protective psychosocial-spiritual resource, particularly 

relevant in high-burden caregiving environments where emotional and spiritual 

exhaustion and existential distress are prevalent (Fallah et al., 2023; Zhang et al., 2023; 

and see section 2.1.3.) 

Within this context, spiritual intelligence offers a framework through which family 

caregivers may reinterpret adversity, sustain a sense of purpose, and engage 

compassionately without becoming overwhelmed by suffering. 

Empirical findings from our research, including the studies examining the relationship 

between spiritual intelligence and family caregiver burden (Fallah et al., 2023; and see 

section 2.2.1.), indicate that higher levels of spiritual intelligence are associated with 

lower perceived burden and more adaptive coping profiles, suggesting that spiritual 

intelligence may reduce the negative psychological impact of prolonged caregiving. This 

protective effect appears to operate through enhanced meaning-making, greater 

transcendental perspective, and improved integration of emotional and spiritual 

resources into daily caregiving practices (see section 2.2.1.). 

The theoretical framework underpinning the proposed intervention therefore positions 

spiritual intelligence as a modifiable internal capacity that mediates the relationship 

between caregiving stressors and caregiver outcomes (Amram, 2022; Sharifnia et al., 

2022b; and see section 2.3.1.). Drawing on the intervention modelling work, spiritual 

intelligence is understood not merely as an individual trait but as a dynamic process 

activated through reflective practices, intentional awareness, and relational 

engagement (Amram, 2022; Fidelis et al., 2024; Sharifnia et al., 2022a). By strengthening 

spiritual intelligence dimensions, caregivers may develop greater existential coherence, 

emotional regulation, and compassionate presence, which in turn positively influence 

both caregiver well-being and the quality of care provided to the patient. 

This framework assumes that caregiving occurs within a complex system influenced by 

personal, relational, and contextual factors (Adashek & Subbiah, 2020; Benson et al., 
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2023; Coelho, 2024; Mercadante et al., 2022). Baseline caregiver characteristics (e.g., 

age, prior spiritual orientation, emotional intelligence, caregiving context) interact with 

spiritual intelligence capacities to shape adaptive responses. The intervention is 

therefore designed to enhance spiritual intelligence through structured activities that 

foster meaning production, critical reflection on existential issues, awareness of 

transcendence in caregiving relationships, and conscious regulation of attention and 

presence. 

In summary, this theoretical framework conceptualizes spiritual intelligence as a central 

protective and transformative mechanism in family caregiving within palliative care. 

Grounded in empirical evidence and contemporary spiritual intelligence evidence base, 

it provides a coherent foundation for modelling intervention processes and outcomes 

aimed at reducing caregiver burden, enhancing psychological and spiritual well-being, 

and promoting sustainable, compassionate caregiving. 

 

Operationalizing the intervention: modelling components and processes 

According to the Medical Research Council framework for the study and development 

of complex interventions (Craig et al., 2008; Skivington et al., 2021), the modelling of 

processes and outcomes constitutes a pivotal stage, as it clarifies how theoretical 

constructs are translated into intervention components and how these components are 

expected to generate change.  

In the present study, this phase operationalizes the theoretical framework that 

conceptualizes spiritual intelligence as a dynamic, trainable, and protective resource for 

family caregivers of adult cancer patients receiving palliative care. 

Grounded in contemporary models of spiritual intelligence and supported by emerging 

empirical evidence, the proposed intervention assumes that caregiving-related burden 

is not solely determined by exposure to stressors, but is significantly influenced by 

caregivers’ capacity to meaningfully interpret, integrate, and respond to these 

experiences (Fallah et al., 2023; Irani et al., 2025; Kaur et al., 2013; Shahcheragh et al., 

2024). Accordingly, the modelling process identifies the core components, mechanisms 

of action, and expected outcomes through which a spiritual intelligence-focused 

intervention may enhance family caregivers’ adaptation, resilience and well-being. 
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a. Intervention components and structural framework 

The proposed intervention is designed to activate and strengthen core dimensions of 

spiritual intelligence: existential questioning, meaning and purpose production, spiritual 

and transcendental awareness, and equanimity (Dhumal et al., 2023; King & Decicco, 

2009; Sharifnia et al., 2022b; and see section 2.3.1.). More than isolated actions 

compounding this complex intervention, these components are intentionally integrated 

to ensure feasibility and ethical sensitivity within the highly demanding context of 

palliative care. 

The conceptual architecture of the intervention must include existential reflection and 

meaning-making practices (Dharmawardene et al., 2016; Dhumal et al., 2023; Sharifnia 

et al., 2022b; and see sections 2.2.1 and 2.3.1.). By engaging in structured exercises 

focused on questions of suffering, finitude, and purpose, family caregivers are 

encouraged to move beyond the immediate stressor toward a level of cognitive 

reappraisal. These processes may facilitate the development of a personal sense of 

meaning within the caregiving experience, allowing for a more resilient interpretation 

of adversity (Dharmawardene et al., 2016; Sharifnia et al., 2022b; and see sections 2.2.1. 

and 2.3.1.). 

Complementing this reflective work, the intervention must incorporate spiritual and 

transcendental awareness practices (Dharmawardene et al., 2016; and see sections 

2.1.3, 2.2.1 and 2.3.1.)., including but not limited to mindfulness, contemplative 

attention, and symbolic reflection. These practices are designed to broaden the family 

caregiver’s perspective, fostering an awareness of connections that transcend daily 

clinical demands, whether through relational, existential, or sacred dimensions. To 

ensure these insights are effectively translated into practice, our model emphasizes 

reflective integration into daily care. Through facilitated dialogue or journaling, family 

caregivers are guided to consciously apply their spiritual insights to everyday situations, 

thereby enhancing their intentionality and presence during caregiving interactions. 

Finally, the intervention must operationalize these internal capacities through 

compassion and conscious presence training (Sharifnia et al., 2022a). By cultivating non-

judgmental awareness and self-compassion, family caregivers will develop the 

emotional regulation necessary to sustain a compassionate presence. This integrated 

approach ensures that spiritual intelligence is used as a functional and protective 
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resource, supporting both the family caregiver’s resilience and well-being and the 

quality of the patient-caregiver relationship. 

b. Implementation considerations and delivery modalities 

Evidence from previously described spiritual intelligence interventions conducted in the 

general population, healthcare professionals, and, to a lesser extent, family caregivers, 

supports both the feasibility and effectiveness of programs aimed at enhancing spiritual 

intelligence (Sharifnia et al., 2022b; and see section 2.3.1.). Across these contexts, 

group-based formats have been the most frequently adopted approach and offer a cost-

effective strategy for reaching a greater number of participants (Heydari et al., 2017; 

Nordentoft et al., 2025; Riahi et al., 2018; Sharifnia et al., 2022b; and see section 2.3.1.). 

Beyond logistical advantages, group-based delivery is especially congruent with the 

nature of spiritual intelligence development. Shared reflective spaces enable 

participants to exchange perspectives, normalize experiences of suffering and 

vulnerability, and collectively reframe adversity. Within this relational context, 

caregivers may actively cultivate core spiritual intelligence attributes such as tolerance, 

non-judgment, compassion, and conscious presence, not only through guided exercises 

but also through peer interaction. An additional benefit of group interventions is the 

spontaneous emergence of mutual support networks, which may persist beyond the 

formal intervention period and constitute an important ancillary resource for caregivers 

(Nordentoft et al., 2025). 

A well-documented barrier to caregiver participation in supportive interventions is the 

difficulty or reluctance to temporarily relinquish caregiving responsibilities (Abreu et al., 

2016). Group-based formats may help mitigate this barrier by maximizing the perceived 

benefit of each session through intensified interaction and shared learning. 

Hybrid delivery models, combining in-person and online sessions, may further enhance 

feasibility and accessibility (Naoum et al., 2021; Tkatch et al., 2017; Zhai et al., 2023). 

While exclusively online interventions offer flexibility and reduce logistical constraints, 

they may limit the depth of interpersonal engagement that is particularly valuable in 

spiritually oriented work. Conversely, in-person sessions facilitate richer relational 

dynamics and experiential learning but may be less accessible for some caregivers 

(Umubyeyi et al., 2025). A hybrid approach may therefore represent an optimal balance, 

allowing in-person sessions to focus on relational and experiential components, while 
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online sessions support reflective exercises, psychoeducational content, and continued 

dialogue in a more flexible format. 

Taken together, these considerations suggest that a group-based, potentially hybrid 

intervention model aligns well with both the theoretical foundations of spiritual 

intelligence and the practical realities of family caregiving in palliative care. Such an 

approach may maximize reach, acceptability, and sustainability, while preserving the 

depth of engagement required to support meaningful spiritual and existential 

development. 

c. Mechanisms of change 

The intervention is hypothesized to act through four key mechanisms, namely 

interconnected cognitive reframing, emotional regulation, relational attunement and 

protective feedback loops in a way that activation of reflective capacities an existential 

processes helps caregivers develop greater awareness of their internal experiences and 

belief systems, enabling intentional responses to caregiving challenges (King & Decicco, 

2009). Also, adaptive meaning construction, through critical existential reflection, 

enables caregivers to reconstruct the meaning of illness, caregiving, and loss in ways 

that reduce distress and enhance coherence (Applebaum et al., 2013; McAndrew et al., 

2023; Park, 2010). By integrating spiritual resources and increased transcendental 

awareness this intervention also supports the use of spiritual perspectives as coping 

resources in moments of uncertainty and suffering (Amram, 2022). 

Reinforcing these skills through practice and repeated engagement in reflective and 

awareness-based activities promotes consolidation of spiritual intelligence skills and 

sustained adaptive functioning. These processes are understood as dynamic and 

iterative, evolving alongside changes in the patient’s condition and caregiving demands. 

d. Expected Outcomes 

To evaluate the effectiveness of the intervention, outcomes are organized into primary 

and secondary levels: 

Primary Outcomes:   

- Increased levels of spiritual intelligence across its core dimensions. 

- Reduced caregiver burden and psychological distress. 

- Enhanced resilience and adaptive coping with caregiving demands. 
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Secondary Outcomes: 

- Improved quality of caregiving and relational engagement. 

- Better attention to patients’ spiritual needs. 

- Greater sense of meaning, purpose, and existential coherence. 

- Improved emotional well-being and self-reported quality of life. 

These outcomes reflect both individual-level benefits for caregivers and indirect benefits 

for patients through improved caregiving quality, namely for spiritual care. 

Consistent with the Medical Research Council framework (Craig et al., 2008; Medical 

Research Council et al., 2019; Skivington et al., 2021), both process and outcome 

indicators must be assessed to evaluate intervention feasibility and effectiveness. 

Quantitative measures must include validated instruments assessing spiritual 

intelligence (King & Decicco, 2009), caregiver burden (Zarit et al., 1980), and 

psychological well-being, while qualitative approaches must explore caregivers lived 

experiences of the intervention and perceived mechanisms of change. 

Figure 1. Conceptual diagram of spiritual intelligence intervention for family caregivers of palliative care 

patients. 
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In summary, the modelling of processes and outcomes translates the theoretical 

understanding of spiritual intelligence as a protective, modifiable capacity into a 

structured intervention pathway, as shown in Figure 1. By articulating the components, 

mechanisms, and expected impacts, this model provides a robust foundation for 

piloting, refining, and evaluating a complex intervention aimed at supporting family 

caregivers of patients with advanced cancer in palliative care. 
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3. CHAPTER 3: Integrated overview of the performed studies 
 

This chapter brings together the findings of the studies conducted within this thesis, 

offering a critical synthesis of their collective contributions rather than a reiteration of 

individual results. It situates the conceptual, empirical, and intervention-modelling 

outputs within a single interpretative framework, examining how they converge to 

address the research questions and objectives defined at the outset. Grounded in the 

Medical Research Council framework for the development of complex interventions 

(Craig et al., 2008; Skivington et al., 2021), the chapter provides a reflective appraisal of 

the overall research process and its contribution to advancing knowledge on spiritual 

intelligence in family caregiving within palliative care. 
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3.1. Discussion 
 

The discussion section critically interprets the main findings arising from this research in 

light of existing theory, empirical evidence, and contemporary palliative care practice. 

Organized thematically, it first addresses the conceptual evolution of spiritual 

intelligence and its refinement through empirical evidence, then examines its relevance 

within healthcare and palliative care contexts. The discussion subsequently focuses on 

family caregivers, integrating new empirical findings on spiritual intelligence profiles, 

associated factors, and caregiver adaptation, before considering implications for 

intervention design and health systems. 

 

Conceptual debate and theoretical evolution of spiritual intelligence 

While analytical cognition and emotional competence are widely recognized as core 

intrinsic components of human cognitive functioning, spiritual intelligence remains a 

subject of ongoing debate (Amram, 2022; Gardner, 2000; King & Decicco, 2009; Zohar 

& Marshall, 2000). Scholarly discussions surrounding spirituality—whether approached 

from existential, philosophical, or religious perspectives—are frequently shaped by 

cultural, geographical, and even political contexts, rendering its academic treatment 

inherently sensitive and complex (Koenig, 2012; Peng-Keller et al., 2022; Puchalski et al., 

2014). 

Approaching spirituality through the lens of multiple intelligence theory represents an 

important conceptual shift (Emmons, 2000; Zohar & Marshall, 2000). Although this 

perspective has been met with critique regarding its theoretical boundaries and 

empirical validation (Gardner, 2000; Mayer, 2000), it has gained increasing legitimacy as 

empirical evidence accumulates and conceptual refinement progresses. Nevertheless, 

continued efforts are required to clarify the construct of spiritual intelligence, critically 

appraise its functional role, and explore its systemic implications within healthcare 

contexts. 

Although the initial conceptualization of spiritual intelligence originated primarily in 

Western academic settings (Emmons, 2000; King & Decicco, 2009), empirical research 

has expanded most robustly within Middle Eastern and Asian cultural contexts (Hanefar 

et al., 2025; Mollaei et al., 2024; Riahi et al., 2018; Stiliya et al., 2024). In more sacral 
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societies where spiritual and religious dimensions are more explicitly integrated into 

daily life, the potential applications of spiritual intelligence were recognized earlier and 

subjected to systematic investigation, with overall broader engagement with the 

concept more recently, particularly following the COVID-19 pandemic, which exposed 

profound existential, ethical, and relational vulnerabilities and reignited societal 

reflection on meaning, suffering, and interconnectedness (Aliabadi et al., 2021; 

Badrudin et al., 2021; Koenig, 2020; Maghool et al., 2023). 

 

Refining the concept of spiritual intelligence: integrating theory and evidence 

Given this expanding theoretical and empirical landscape, there is a clear need to revisit 

and refine original models of spiritual intelligence to reflect contemporary evidence 

(Fidelis et al., 2024; and see section 2.1.3.). The concept analysis developed within this 

research contributes to this effort by integrating findings from multiple quantitative 

studies, resulting in a more coherent and updated conceptualization of spiritual 

intelligence. The proposed framework identifies six core attributes: transcendental 

awareness, spiritual consciousness, equanimity, life wisdom, meaning- and purpose-

making, and existential questioning (see section 2.1.2.). This synthesis reconciles 

previously divergent theoretical perspectives and provides a unifying structure 

grounded in empirical findings. 

Notably, the revised framework reinforces King’s dimensions of spiritual intelligence—

transcendental awareness, personal meaning production, critical existential thinking, 

and conscious state expansion (King & Decicco, 2009), while also incorporating elements 

emphasized by Zohar and Marshall, Emmons, Wigglesworth, and Amram and Dryer 

since attributes such as equanimity and life wisdom capture inner peace, compassion, 

and humanitarian orientation, while spiritual consciousness and existential questioning 

reflect a holistic and integrative worldview that is consistently described across previous 

theoretical frameworks (Amram & Dryer, 2008; Emmons, 2000; Wigglesworth, 2012; 

Zohar & Marshall, 2000). 

This expanded conceptual framework offers a more comprehensive understanding of 

how spiritual intelligence operates within relational and existential contexts. Its 

relevance becomes especially relevant in environments where existential vulnerability 

is paramount, such as palliative care (Best et al., 2020; Boston & Mount, 2006; Puchalski 
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et al., 2014; Sallnow et al., 2022). In such settings, the capacity to navigate suffering, 

uncertainty, and end-of-life transitions draws directly on the cognitive, emotional, and 

existential resources encompassed by spiritual intelligence (McAndrew et al., 2023). By 

emphasizing the potential of spiritual intelligence to promote positive health, 

occupational, and relational outcomes, this revised definition strengthens the rationale 

for developing structured interventions and informs future policy and practice aimed at 

fostering resilient, patient-centered healthcare systems (Akbarizadeh et al., 2013; 

Aliabadi et al., 2021; Kaur et al., 2013). 

 

Spiritual intelligence in healthcare and palliative care: from policy to practice 

Historically, spiritual themes occupied a peripheral position within mainstream scientific 

discourse, often confined to specialized or lower-impact outlets (Koenig, 2012; Saad & 

De Medeiros, 2020). This landscape has changed substantially. The growing presence of 

spiritual intelligence research in high-impact, peer-reviewed journals reflects increasing 

recognition of its scientific and clinical relevance (Hanefar et al., 2025; Stiliya et al., 

2024). The publication of the conceptual frameworks and empirical findings developed 

in this thesis within first-quartile journals, undergoing rigorous peer appraisal, further 

underscores that spirituality, and spiritual intelligence in particular, has become a 

legitimate and integral domain of contemporary scientific inquiry. 

The recognition of spirituality as a dimension of human well-being is also reflected in 

the World Health Organization’s longstanding efforts to articulate a holistic definition of 

health (Dhar et al., 2013; Koenig, 2012; Peng-Keller et al., 2022). While integrating 

spirituality into evidence-based frameworks presents conceptual and methodological 

challenges, namely, ensuring frameworks remain inclusive yet scientifically neutral, 

international momentum continues to grow toward embedding spiritual care within 

healthcare education (Puchalski et al., 2020; Puchalski et al., 2014). This trend is 

particularly evident in palliative care, where interdisciplinary spiritual care is well 

established and supported by international recommendations that emphasize reflective 

practice, self-awareness, identification of spiritual needs, integration into care planning, 

and respect for cultural and religious diversity (Best et al., 2020; Best et al., 2023). 

Despite these recommendations, a persistent gap remains between policy, education, 

and clinical practice. Many healthcare professionals report limited competence and 
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confidence in providing spiritual care (Balboni et al., 2014; Rushton, 2014). The absence 

of consensual instructional and evaluative frameworks points to a broader need for 

evidence-based models capable of bridging the gap between spiritual intelligence 

theory and practical clinical applications. 

Beyond educational barriers, systemic constraints further hinder the provision of 

spiritual care. Chronic workforce shortages, time pressures, and lack of privacy in 

overcrowded clinical environments pose significant obstacles (OECD, 2023a, 2025a, 

2025b; Rushton, 2014; Selman et al., 2018). Addressing these challenges requires more 

than incremental adjustments; it necessitates a profound paradigm shift toward the 

humanization of care and the development of healthcare systems that genuinely 

support holistic patient-centered practice. 

Even within palliative care teams, recognized for their relational and compassionate 

approach to patients’ and family, these constraints persist and may limit optimal 

performance (Balboni et al., 2014; Gijsberts et al., 2019). The Portuguese context 

reflects similar challenges, with important regional inequities in access to palliative care, 

insufficient funding, and shortages of specialized professionals (Dos Santos et al., 2024; 

Manuel et al., 2023). These limitations affect not only service delivery but also teams’ 

capacity to engage in continuing education that supports the provision of state-of-the-

art care, including training in spiritual care. 

 

Spiritual intelligence as a modifiable resource in the healthcare professionals 

Within this context, the scoping review on spiritual intelligence (conducted as part of 

this research) highlights the potential of addressing spirituality through a universal, 

pragmatic, and problem-solving framework (see section 2.1.3.). Given that spiritual self-

awareness is a cornerstone of spiritual care competence, training spiritual intelligence 

offers significant benefits for personal health, growth, and interpersonal functioning 

(Akbarizadeh et al., 2013; Aliabadi et al., 2021; Ghonchehpour et al., 2025; Riahi et al., 

2018). 

By bringing together evidence showing that higher spiritual intelligence is associated 

with greater resilience, better overall and mental health, emotional intelligence, and 

communication skills, and with lower levels of burnout, stress, depression, and anxiety, 

this review highlights the relevance of spiritual intelligence for healthcare education 
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(see section 2.1.3.). Interventions targeting spiritual intelligence may therefore support 

adaptive coping, psychological well-being, healthier behaviors, and the development of 

compassionate, tolerant, and relational caring practices (Kaur et al., 2013; Riahi et al., 

2018; Sahebalzamani et al., 2013; Sharifnia et al., 2022a; Snelgar et al., 2017). 

The benefits of spiritual intelligence training for healthcare professionals have been 

increasingly documented over time, with evidence further reinforced by the 

psychological tension experienced during and after the COVID-19 pandemic and the 

attention drawn to mental health in its aftermath (Ajele et al., 2021; Alrashidi et al., 

2022; Badrudin et al., 2021; Koenig, 2020). For example, interventions targeting nurses 

have demonstrated improvements not only in their spiritual intelligence but also in the 

quality of spiritual and general care delivered (Fashi, 2017; Riahi et al., 2018; Sharifnia 

et al., 2022b). This dual benefit provides a strong evidence base for operationalizing 

spiritual care education and training through spiritual intelligence-enhancing practices 

that can strengthen the quality of care as much as mitigate the negative mental health 

impact of being exposed to suffering and hardiness. 

 

Family caregivers in palliative care: burden, meaning and spiritual intelligence 

These considerations are especially pertinent in palliative care, where existential 

distress, moral uncertainty, and ethical decision-making are frequent in daily practice 

(Boston & Mount, 2006; McAndrew et al., 2023). While these challenges affect 

healthcare professionals, they are often even more pronounced for family caregivers. In 

palliative care, patients and family caregivers are conceptualized as a dynamic duo of 

palliative care needs; however, caregivers occupy a uniquely complex position in these 

dynamics since they are both at the center of the palliative care intervention – together 

with the patient, experiencing anticipatory grief, role and relationship changes and 

emotional suffering – while also functioning as indispensable partners in care delivery 

for the palliative care team, providing continuous assistance to the patient’s daily needs, 

managing symptoms, medications, and healthcare interactions (Alam et al., 2020; 

Applebaum & Breitbart, 2013; Mercadante et al., 2022; Payne & EAPC Task Force on 

Family Carers, 2010; Pinto et al., 2024). 

Acknowledging this dual role requires addressing caregivers’ emotional and spiritual 

needs while also recognizing their capacity to contribute meaningfully to patients’ 



 

155 
 

holistic care. Patients frequently identify family members as their preferred providers, 

namely for spiritual support, given shared values, beliefs, and life narratives (Boston & 

Mount, 2006; Rego et al., 2020; Selman et al., 2018). This natural trust underscores the 

importance of empowering caregivers through spiritual intelligence development. 

Beyond its association with caregiver burden, the present study provides an empirical 

characterization of the spiritual intelligence profile of family caregivers of patients with 

advanced cancer receiving palliative care. Overall, caregivers demonstrated moderate 

to high levels of spiritual intelligence, suggesting the presence of pre-existing spiritual 

and existential resources that may be mobilized in the context of caregiving. This finding 

aligns with literature describing caregiving at the end of life as a meaning-intensive 

experience, in which individuals are repeatedly confronted with questions of purpose, 

responsibility, suffering, and finitude (Boston & Mount, 2006; McAndrew et al., 2023). 

Rather than reflecting a generalized spiritual deficit, the observed profile suggests a 

selective development of spiritual intelligence capacities shaped by caregiving demands. 

Among the dimensions of spiritual intelligence, personal meaning production emerged 

as the most strongly developed capacity in this population. This predominance 

underscores the central role of meaning-making in the caregiving experience, 

particularly in palliative care contexts where uncertainty, loss, and existential 

vulnerability are pervasive. The capacity to construct meaning from adversity has been 

consistently associated with psychological adjustment, resilience, and sustained 

engagement in caregiving roles (Park, 2010; Applebaum & Breitbart, 2013). The 

relatively lower scores observed in critical existential thinking and conscious state 

expansion may reflect the pragmatic and emotionally saturated nature of caregiving, in 

which caregivers prioritize functional meaning over abstract existential inquiry or 

altered states of awareness. These findings reinforce the conceptualization of spiritual 

intelligence as a relational and adaptive construct, responsive to lived experience rather 

than purely philosophical reflection. 

The use of the Portuguese version of the Spiritual Intelligence Self-Report Inventory 

(SISRI) (Antunes et al., 2018) further contributes to understanding how spiritual 

intelligence is expressed in this cultural and clinical context. The absence of 

transcendental awareness as an independent dimension in the Portuguese validation 

mirrors findings from other culturally grounded adaptations and may indicate that 
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transcendence is experienced in more relational, embodied, or existential terms rather 

than as a distinct cognitive domain (Antunes et al., 2018; Fidelis et al., 2024). In palliative 

caregiving, spirituality is often enacted through presence, meaning-making, and 

relational connection rather than explicit transcendental beliefs, supporting the 

suitability of this adapted instrument for capturing functional spiritual intelligence in 

family caregivers. This reinforces the importance of culturally sensitive measurement 

approaches when studying spirituality-related constructs in health contexts. 

In our research study, the SISRI demonstrated excellent internal consistency in a 

population of family caregivers of patients receiving palliative care, further extending its 

psychometric applicability to a context characterized by high existential and emotional 

burden and provide a robust empirical foundation for the interpretation of the related 

findings (see section 2.2.2.). 

Findings from this research confirm the relationship between high levels of burden 

among caregivers of palliative care patients, and known associated factors such as age, 

limited social support, reduced resilience, and competing caregiving responsibilities (see 

section 2.2.1.). A novel contribution of this study lies in identifying meaning and 

purpose-making (a previously confirmed intrinsic attribute of spiritual intelligence (see 

section 2.1.2.)) as significantly associated with caregivers’ self-efficacy, a key dimension 

of burden. This finding supports the strategic targeting of spiritual intelligence to 

enhance caregivers’ capacity to cope with suffering, both their own and the patient’s 

(Applebaum et al., 2013; McAndrew et al., 2023). 

The variability observed in family caregivers’ spiritual intelligence further highlights its 

sensitivity to contextual and experiential factors. Higher levels of spiritual intelligence 

were independently associated with the absence of caregiving help, previous caregiving 

experience, and greater resilience, particularly in future-oriented planning (see section 

2.2.2.). These findings suggest that sustained exposure to caregiving demands may 

foster spiritual intelligence through experiential learning, adaptive reflection, and the 

necessity to derive meaning under conditions of limited external support (Guerriere et 

al., 2016; Mollaei et al., 2024). Conversely, the negative association between patients’ 

asthenia and caregivers’ spiritual intelligence may reflect the depleting effect of intense 

physical caregiving demands, which can constrain caregivers’ cognitive and emotional 

resources for reflection and meaning-making. Together, these results support the 
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understanding of spiritual intelligence as a dynamic and context-dependent capacity 

and resource, shaped by both adversity and available coping resources. 

Consistent with previous evidence, lower spirituality has been associated with higher 

emotional burden, with inner peace emerging as a key protective factor (Vigna et al., 

2020). Also, existential distress among caregivers appears responsive to spiritual 

education and meaning-making interventions (McAndrew et al., 2023), further 

reinforcing the relevance of targeting core spiritual intelligence attributes such as 

equanimity and purpose-making. Additional studies have also associated caregivers’ 

spiritual intelligence to emotional intelligence, communication skills, and social 

cognition, strengthening the case for its broad psychosocial benefits (Kaur et al., 2013; 

Mehralian et al., 2023). 

Taken together, these findings suggest that spiritual intelligence among family 

caregivers is neither fixed nor uniformly distributed, but rather emerges through 

caregiving experience, contextual pressure, and adaptive meaning-making. The 

selective strengthening of certain spiritual intelligence dimensions, alongside the 

vulnerability of others under conditions of physical and emotional overload, 

underscores the relevance of intentional interventions aimed at fostering spiritual 

intelligence in this population. Such interventions may not only reinforce existing 

strengths, particularly meaning-making capacities, but also support family caregivers in 

developing more balanced and sustainable spiritual resources, thereby informing the 

rationale for the intervention model proposed in the following section. 

 

Implications for intervention design, home-base care and healthcare systems 

The scoping review of spiritual intelligence interventions included in this research 

compiles evidence-base for the adequacy of the strategic targeting of spiritual 

intelligence and identifies the most consensual contents in the interventions described 

in the literature – (existential reflection, meaning and purpose making, awareness of the 

spiritual and transcendent, and training of compassionate and conscious presence) that 

align with both the revised conceptual framework and caregivers’ expressed needs 

(Uzun et al., 2024; and see section 2.3.1.). 

Existing interventions across general populations, healthcare professionals, and 

caregivers demonstrate the feasibility and validity of spiritual intelligence programs 
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(Riahi et al., 2018; Sharifnia et al., 2022; and see section 2.3.1.). Group-based formats, 

as the one suggested in this research’s model, offer cost-effective delivery and foster 

shared reflection, reframing of adversity, and the cultivation of tolerance and 

compassion. For caregivers, group interventions also generate valuable peer support 

networks (Nordentoft et al., 2025). 

In resource-constrained healthcare systems such as Portugal’s, regional group or hybrid 

(in-person and online) interventions may be particularly feasible. While caregivers often 

face barriers related to time constraints and caregiving responsibilities, flexible delivery 

formats can enhance accessibility (Abreu et al., 2016; OECD, 2025b). Although digital 

interventions may introduce concerns about digital exclusion, evidence suggests that 

online or hybrid programs can achieve outcomes comparable to, or even exceeding, 

face-to-face formats (Naoum et al., 2021; Zhai et al., 2023). 

By enhancing caregivers’ resilience and confidence in their caregiving role, spiritual 

intelligence interventions may also support sustained home-based palliative care, 

aligning with patients’ predominant preference to remain and die at home, while 

reducing pressure on acute care services (Noskova et al., 2025; OECD, 2023b, 2025a; 

Pinto et al., 2024; Umubyeyi et al., 2025). Moreover, such interventions may function as 

primary prevention strategies, strengthening coping resources, reducing anxiety and 

depression (frequently reported by advanced cancer patients’ caregivers), and 

promoting existential coherence that may positively influence the grieving process 

(Applebaum et al., 2013; Coelho et al., 2020; McAndrew et al., 2023; Noskova et al., 

2025; Park, 2010; Taylor, 2020). 

Overall, interventions targeting family caregivers in palliative care have demonstrated 

benefits for caregivers’ mental health, quality of life, and self-regulation, as well as for 

patients’ end-of-life experience and quality of care. While engagement barriers persist, 

particularly related to caregiving demands, hybrid and flexible intervention models 

appear well suited to address these challenges. Within this context, spiritual intelligence 

interventions emerge as a theoretically grounded, empirically supported, and 

pragmatically feasible strategy to enhance both caregiver well-being and the quality of 

palliative care delivery (see sections 2.1.3., 2.2.1 and 2.3.1.). 
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In summary, this body of work advances the understanding of spiritual intelligence as a 

meaningful, actionable, and ethically grounded construct within palliative care, 

particularly in relation to family caregivers (see sections 2.1.2. and 2.1.3.). By refining 

the conceptual framework of spiritual intelligence, synthesizing the existing evidence, 

and empirically demonstrating its protective role in caregiver burden and self-efficacy, 

this research provides a robust foundation for the development of complex 

interventions tailored to the realities of caregiving at the end of life (Coelho, 2024; and 

see section 2.2.1.). Framed within contemporary challenges facing palliative care, 

namely resource constraints, increasing reliance on family caregiving, and the 

imperative for holistic, person-centered care, spiritual intelligence emerges not merely 

as an individual attribute, but as a modifiable resource with the potential to benefit 

caregivers, patients, and healthcare systems alike (Best et al., 2020; OECD, 2025a; Payne 

& EAPC Task Force on Family Carers, 2010; Sallnow et al., 2022). The findings support 

the relevance, feasibility, and timeliness of investing in spiritual intelligence 

interventions, and underscore the need for future research to test, refine, and 

implement such approaches in diverse clinical and cultural contexts. 
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3.2.  Strengths and limitations of the study 
 

This section critically appraises the methodological, conceptual, and empirical strengths 

of the research, alongside the limitations that should be considered when interpreting 

its findings. Rather than detracting from the value of the work, these limitations are 

examined as intrinsic to the complexity of studying spiritual intelligence and family 

caregiving within palliative care contexts. Attention is given to how methodological 

choices, contextual constraints, and external factors shaped the research process, while 

also highlighting how these same factors informed the robustness, originality, and 

relevance of the overall contribution. 

 

Strengths 

This doctoral research presents several strengths that collectively enhance its scientific 

rigor, originality, clinical relevance, and contribution to palliative care research and 

practice. 

First, the thesis is structured as a collection of peer-reviewed scientific articles, many of 

which have been published in international journals ranked in the first and second 

quartiles. This publication-based format constitutes a substantial strength, as the work 

has already undergone extensive international peer review, methodological scrutiny, 

and theoretical critique. Acceptance in high-impact journals reflects the robustness of 

the research design, the clarity of its conceptual framing, and the relevance of the topic 

within the contemporary scientific landscape. Importantly, this process contributed to 

the refinement of arguments, strengthening of methodological decisions, and 

enhancement of the coherence allowing clarity of the final body of work. 

Second, this research makes a significant conceptual contribution by updating and 

refining the construct of spiritual intelligence. By integrating established theoretical 

models with empirical evidence derived from multiple quantitative studies, the thesis 

advances a more coherent and operationally meaningful conceptualization of spiritual 

intelligence. This conceptual clarification is particularly relevant in health and palliative 

care contexts, where clarity of constructs is essential for valid measurement, 

intervention design and ethical application. The proposed framework reconciles 
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previously fragmented perspectives and provides a solid foundation for future research 

and practice-oriented interventions. 

Third, the empirical focus on family caregivers of patients receiving palliative care 

represents a major strength and an innovative contribution. To the author’s knowledge, 

this is one of the first studies to systematically assess spiritual intelligence in family 

caregivers of palliative care patients within the Portuguese context, which further 

strengthens this contribution by providing a clearer empirical portrait of how spiritual 

intelligence manifests in this population. By generating original data on caregivers’ 

spiritual intelligence levels, dimensions, and associated factors, this research opens new 

avenues for understanding caregivers’ adaptive resources and highlights spiritual 

intelligence as a potentially modifiable factor with implications for caregiver burden, 

self-efficacy, and well-being. By bringing empirical attention to a population that is 

central to palliative care yet frequently underrepresented in intervention research, this 

thesis contributes to both national and international discussions on caregiver support. 

Fourth, this research is strongly grounded in sustained clinical experience in palliative 

care, which constitutes an important methodological and interpretive strength. Clinical 

practice informed the formulation of research questions, the selection of outcomes, and 

the ethical positioning of the study, ensuring close alignment with the realities of 

patients and family caregivers in everyday care settings. This clinical grounding 

supported a person-centered and relational approach, conceptualizing the patient–

caregiver dyad as a unique and dynamic unit whose interaction shapes both the 

caregiving experience and engagement with the therapeutic team. Rather than 

approaching family caregivers as a homogeneous group or reducing spiritual intelligence 

to an abstract psychological variable, the research deliberately embraced the 

complexity, vulnerability, and contextual specificity of caregiving in palliative care. This 

perspective enhanced the interpretive depth of the findings and reinforced the clinical 

relevance and ethical sensitivity of the proposed intervention model, particularly within 

the Portuguese healthcare context. 

Fifth, the integration of conceptual analysis, observational research, and intervention 

modelling within a single, coherent research program represents an additional strength. 

Guided by the Medical Research Council framework for the development of complex 

interventions (Craig et al., 2008; Medical Research Council et al., 2019), the research 
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adopts a systematic and iterative approach that explicitly links theory, measurement, 

empirical exploration, intervention design and practice. This integration strengthens the 

internal coherence of the thesis and ensures that the proposed intervention is grounded 

not only in theoretical justification and empirical evidence, but also in clinical feasibility 

and real-world applicability, avoiding the development of an intervention model 

detached from clinical practice. 

 

Limitations 

Despite the strengths of this research, several limitations should be acknowledged. 

One limitation arises from the article-based structure of the thesis. While this format 

enhances scientific dissemination and methodological rigor, it may lead to some degree 

of content repetition across chapters, particularly regarding theoretical background and 

contextual framing. Although efforts were made to minimize redundancy in the 

integrated overview, some overlap is inherent to this format and may affect the reading 

experience. 

A second set of limitations relates to the characteristics of the study population. 

Participants were family caregivers of patients followed predominantly in outpatient or 

ambulatory palliative care settings. While this facilitated recruitment and data 

collection, it may have introduced selection bias and limits the representativeness of the 

sample. Caregivers of patients in inpatient, institutionalized, or more advanced clinical 

trajectories may experience different levels of burden, distress, and spiritual challenges 

that were not fully captured in this study. In addition, the focus on family caregivers of 

adult cancer patients (although justified by the specific illness trajectory and caregiving 

demands) restricts the applicability of findings to caregivers of patients with non-cancer 

palliative conditions, who may face distinct caregiving experiences. 

Third, issues related to sample representativeness and response bias should be 

considered. Participation was voluntary, which may have favored the inclusion of 

caregivers with greater availability, engagement, or openness to reflective and 

spirituality-related topics. As a result, family caregivers experiencing more severe 

burden or distress may be underrepresented. Furthermore, the relative homogeneity of 

the sample in terms of cultural context and care setting may limit the transferability of 

findings to more diverse caregiving populations. 
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Fourth, the empirical study included in this research employed a cross-sectional design 

and relied on self-report measures. Consequently, causal relationships cannot be 

established, and findings may be influenced by information bias, including social 

desirability bias, particularly given the existential and value-laden nature of spirituality 

and caregiving. Nevertheless, these methodological choices were appropriate for the 

exploratory and theory-building aims of the research and were addressed through 

cautious interpretation of results and triangulation with existing evidence. 

Fifth, limitations related to the literature informing the conceptual and scoping reviews 

should be acknowledged. A substantial proportion of the available empirical studies on 

spiritual intelligence originate from Middle Eastern and Asian contexts, where cultural, 

religious, and healthcare frameworks differ from those of Western settings. While this 

literature has been essential in advancing empirical knowledge on spiritual intelligence, 

cultural differences may influence both conceptualization and measurement of the 

construct. Additionally, variability in methodological quality excluded from the reviews 

potentially relevant evidence published in journals with less rigorous peer-review 

processes. These factors reinforce the need for critical appraisal and contextual 

interpretation of the evidence base. 

Finally, data collection was partially conducted during the COVID-19 pandemic, which 

posed significant challenges. The pandemic context affected caregivers’ access to 

services, and availability to participate in research, influencing both recruitment and 

research timeline compliance. While this context may have also intensified certain 

stressors (thus influencing responses), it also reflects a real-world scenario that 

underscores the relevance of examining spiritual and existential resources during 

periods of heightened vulnerability. 

Taken together, these limitations reflect challenges inherent to conducting clinically 

grounded, ethically sensitive research in palliative care rather than fundamental 

weaknesses of the study. Importantly, they inform clear directions for future research, 

including broader and more diverse samples, longitudinal designs, and culturally 

sensitive intervention testing. 
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3.3.  Implications for clinical practice and directions for further research 
 

Building on the integrated findings of this thesis, this section outlines the implications 

for palliative care practice, education, and future research. It considers how spiritual 

intelligence may be operationalized as a clinically relevant and ethically grounded 

resource to support family caregivers, while also identifying priorities for further 

empirical testing, refinement, and implementation of spiritual intelligence–based 

interventions. Particular attention is given to the translation of evidence into practice 

and to research directions necessary to strengthen the intervention’s feasibility, 

effectiveness, and adaptability across contexts. 

 

Implications for clinical practice 

The findings of this research carry important implications for palliative care practice, 

particularly regarding the recognition of family caregivers as integral members of the 

unit of care and as individuals with distinct emotional, existential, and spiritual needs. 

By demonstrating meaningful associations between spiritual intelligence, caregiver 

burden, self-efficacy, and adaptive coping, this work supports a more comprehensive 

clinical approach that moves beyond exclusively practical or psychosocial assessments 

to include caregivers’ internal meaning-making and existential resources. 

From a clinical perspective, these findings reinforce the importance of approaching each 

patient–caregiver dyad as a unique and evolving relational unit. Caregivers’ responses 

to illness, suffering, and loss are shaped not only by external demands but also by their 

personal narratives, values, and capacity to integrate caregiving into their life story. 

Attending to spiritual intelligence in clinical encounters allows professionals to better 

understand how caregivers interpret their role, sustain hope or equanimity, and 

negotiate the emotional and moral complexity of caring for a loved one at the end of 

life. 

In practice, this implies that caregiver assessment in palliative care should incorporate 

sensitivity to meaning-making processes, existential distress, and inner coping resources 

that influence how caregiving challenges are perceived and managed. Early 

identification of caregivers who struggle to construct meaning, maintain emotional 

balance, or reconcile caregiving with their personal identity may enable timely, 
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preventive interventions, rather than reactive responses once burden, exhaustion, or 

disengagement are already established. 

Importantly, recognizing spiritual intelligence in caregivers does not entail imposing 

spiritual beliefs or practices. Rather, it supports a deeply person-centered approach in 

which caregivers’ own values, worldviews, and existential frameworks are 

acknowledged and respected. This stance aligns closely with the ethical foundations of 

palliative care, particularly respect for dignity, autonomy, and cultural diversity, and 

avoids the instrumentalization of spirituality while still engaging meaningfully with its 

clinical relevance. 

The findings also highlight the need for healthcare professionals to develop greater 

awareness and confidence in recognizing spiritual intelligence–related strengths and 

vulnerabilities in caregivers. This does not require clinicians to assume the role of 

spiritual experts, but rather to cultivate reflective skills, attentive listening, and the 

ability to identify when caregivers may benefit from targeted support or referral. 

Integrating spiritual intelligence awareness into palliative care education may enhance 

interdisciplinary collaboration and improve the alignment between caregiver needs and 

available resources, particularly within the Portuguese healthcare context, where family 

caregivers often carry substantial responsibility with limited formal support. 

At a systems level, the proposed intervention model offers a pragmatic and clinically 

realistic approach to caregiver support. Group-based or hybrid delivery formats may be 

especially relevant in resource-constrained settings, allowing services to extend 

meaningful support without imposing excessive additional demands on palliative care 

teams. By strengthening caregivers’ internal coping capacities, such interventions may 

contribute to sustaining home-based care when desired, supporting continuity of care, 

and enhancing the overall quality of the palliative care experience for both patients and 

their families. 

 

Directions for future research 

While this research provides a strong conceptual and empirical foundation, further 

investigation is required to consolidate and expand the field of spiritual intelligence 

within palliative care and caregiving research. A primary priority for future research is 

the empirical testing of the proposed spiritual intelligence intervention through pilot 
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and feasibility studies. Such studies should examine acceptability, recruitment and 

retention rates, intervention fidelity, and preliminary effectiveness, particularly in 

relation to caregiver burden, psychological well-being, meaning-making, and spiritual 

outcomes. These steps are essential to determine the real-world applicability of the 

model and to inform subsequent large-scale trials. 

Longitudinal research designs are also needed to capture the dynamic nature of spiritual 

intelligence across the caregiving trajectory. Understanding how spiritual intelligence 

evolves over time and how it interacts with disease progression, caregiving intensity, 

relational changes, and bereavement, would provide critical insight into when and how 

interventions should be offered. Longitudinal data would also help clarify whether 

spiritual intelligence functions primarily as a stable personal resource, a context-

sensitive capacity, or a modifiable process responsive to targeted support. 

Future studies should further explore the integration of spiritual intelligence 

interventions with established palliative care approaches, such as meaning-centered 

therapy, dignity therapy, and psychosocial support models. Rather than representing 

competing frameworks, these approaches may be complementary, sharing underlying 

mechanisms related to meaning construction, existential coherence, and relational 

connection. Comparative, hybrid, or stepped-care intervention designs may help 

identify synergistic effects and optimize content delivery while avoiding unnecessary 

duplication of efforts. 

Cultural validation and contextual adaptation remain critical directions for future 

research. Spiritual intelligence is inherently shaped by cultural, social, and existential 

contexts; therefore, assessment instruments and intervention models must be carefully 

adapted and evaluated across diverse populations. Extending this line of research to 

non-cancer palliative populations, different caregiving arrangements, and varied 

healthcare systems will be essential to assess generalizability, equity of access, and 

cultural relevance. 

Beyond methodological and conceptual considerations, future research should also 

contribute to strengthening the broader field of spirituality in health and caregiving 

research. Despite growing evidence of its relevance, spirituality (particularly caregiver 

spirituality) remains undervalued in health research agendas and funding priorities. 

There is a pressing need for funding bodies, policymakers, and research institutions to 
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recognize spirituality and spiritual well-being as legitimate and integral determinants of 

health, comparable in importance to psychological and social dimensions. Increased 

investment in this area is essential to support rigorous research, intervention 

development, and implementation studies capable of translating spiritual care 

principles into sustainable health practices. 

Finally, future research must continue to engage critically with the ethical dimensions 

of spiritual intelligence interventions. While enhancing spiritual intelligence holds 

significant promise, there is an ethical imperative to avoid instrumentalizing spirituality 

or framing it as a responsibility or expectation placed upon caregivers. Ongoing ethical 

reflection and participatory research approaches are needed to ensure that 

interventions remain voluntary, supportive, culturally sensitive, and grounded in 

caregivers’ lived experiences, values, and autonomy. 
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CONCLUSION 

 

This research set out to explore spiritual intelligence within the context of family 

caregiving in palliative care and to contribute to the development of a complex 

intervention aimed at supporting family caregivers of adult cancer patients. Grounded 

in the recognition of spirituality as a core dimension of holistic palliative care, this work 

addressed a significant gap in the literature by shifting the focus from spirituality as a 

broad and often abstract construct to spiritual intelligence as a functional, measurable, 

and potentially modifiable capacity with direct relevance for caregiving adaptation and 

well-being. 

Following a progressive and coherent research trajectory aligned with the Medical 

Research Council framework for complex interventions, this thesis achieved its central 

objectives across the development, exploratory, and modelling phases. The spiritual 

intelligence concept analysis clarified the defining attributes and dimensions of spiritual 

intelligence: equanimity, life-wisdom, transcendental awareness, spiritual 

consciousness, meaning and purpose creation, and existential questioning; 

distinguishing it from related constructs such as spirituality, religiosity, emotional 

intelligence, and resilience. This conceptual refinement resulted in an updated and 

integrative framework that provided the necessary theoretical rigor to support 

subsequent measurement and intervention development. 

The scoping review further mapped the existing evidence on spiritual intelligence, 

highlighting its associations with mental health, well-being, caring behaviors, and 

resilience, while also identifying important gaps related to informal caregiving and 

palliative care populations. This study also identified the available instruments for 

assessing spiritual intelligence and synthesized evidence regarding their psychometric 

properties, while the empirical work contributed to the evaluation of the reliability of a 

spiritual intelligence assessment instrument adapted for Portuguese for family 

caregivers of patients receiving palliative care, with SISRI demonstrating excellent 

internal consistency in this population. Together, these studies reinforced the feasibility 

of operationalizing spiritual intelligence in healthcare contexts and highlighted the 

importance of culturally sensitive measurement approaches. 
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The exploratory and diagnostic phase of the research provided an empirical 

characterization of the spiritual intelligence profile of family caregivers of cancer 

patients receiving palliative care. The findings revealed moderate to high levels of 

spiritual intelligence within this population, with a particular predominance of personal 

meaning production, underscoring the centrality of meaning-making in the caregiving 

experience. Spiritual intelligence was shown to vary according to sociodemographic, 

experiential, and clinical factors, confirming that it is not a static trait but a context-

sensitive capacity shaped by caregiving demands, resilience, and illness-related factors. 

The empirical study findings further demonstrated that spiritual intelligence is positively 

associated with caregivers’ adaptation to the caregiving role, particularly through its 

relationship with self-efficacy perceptions. The identification of personal meaning-

making as a key explanatory dimension reinforced the conceptualization of spiritual 

intelligence as a protective resource that supports caregivers in integrating suffering, 

responsibility, and loss while maintaining confidence in their caregiving abilities. These 

results also reaffirmed the importance of recognizing family caregivers not only as 

providers of care, but as individuals with distinct palliative, emotional, and spiritual 

needs. 

Building on these conceptual and empirical insights, the final phase of the research 

advanced to the modelling of processes and outcomes for a complex intervention 

targeting spiritual intelligence. Consistent with the Medical Research Council 

framework, the proposed intervention model articulates explicit links between 

evidence-based components, underlying mechanisms of change, and anticipated 

outcomes. Spiritual intelligence is positioned as a dynamic and trainable capacity 

capable of enhancing meaning-making, emotional regulation, resilience, compassionate 

presence, and attention to patients’ spiritual needs, with benefits extending to both 

caregivers and patients.  

Beyond its theoretical and empirical contributions, this research holds important 

implications for palliative care practice, education, and future research. Clinically, it 

underscores the ethical and professional responsibility to recognize and support family 

caregivers as integral members of the unit of care, who’s well-being directly influences 

patient experience and care continuity. Educationally, it highlights the need to equip 

healthcare professionals with conceptual and practical tools to identify spiritual 
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vulnerability and foster spiritual intelligence in caregivers. From a research perspective, 

it provides a robust foundation for future pilot testing, feasibility studies, and 

longitudinal evaluations of spiritual intelligence interventions. 

Several limitations must be acknowledged. The cross-sectional design of the empirical 

study limits causal inference, and reliance on self-report measures may introduce 

response bias. Additionally, the cultural and contextual specificity of the sample 

warrants caution in generalizing findings. Nevertheless, these limitations also inform 

clear directions for future research, including longitudinal and mixed-methods designs, 

broader validation of spiritual intelligence instruments, and cross-cultural adaptation 

and testing of intervention models. 

In summary, this research positions spiritual intelligence as a meaningful, actionable, 

and ethically grounded construct within palliative care, offering a theoretically sound 

and clinically applicable model for caregiver support. By clarifying the concept, 

characterizing its expression and determinants in caregivers, and translating evidence 

into a structured intervention model, this work addresses a critical gap between theory 

and practice. It affirms the necessity of attending to caregivers’ spiritual and emotional 

well-being and offers a coherent framework through which spiritual intelligence may be 

intentionally cultivated to sustain those who accompany patients through the palliative 

journey.  
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APPENDICES AND ANNEXES 
 
 
 
 
 
 
 

This section includes supplementary materials that support the thesis. Materials 
produced by the author are presented as Appendices, whereas documents not authored 
by the author are presented as Annexes. 
To ensure clarity while maintaining the original context of the documents, all appendix 
titles are presented in English, followed by their original language designation in 
parentheses. Documents that were originally developed or applied in Portuguese (e.g., 
informed consent forms, assessment tools) are presented in their original language to 
preserve their clinical and cultural integrity. 
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APPENDIX 1 – Caregiver Informed Consent Form 
(Documento de Consentimento Informado, Livre e Esclarecido do Cuidador) 
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FORMULÁRIO DE CONSENTIMENTO INFORMADO (Cuidador) 

 

Investigadora Principal  

Cristina Teixeira Pinto 

Assistente hospitalar de Medicina Interna, doutoranda em Cuidados Paliativos na Faculdade de Medicina 

da Universidade do Porto. Contactos: cristinat.silva@chedv.min-saude.pt 

 

O presente estudo, intitulado "Inteligência Espiritual em Cuidadores Informais de Doentes em 

Cuidados Paliativos: Desenvolvimento de uma Intervenção Complexa", a desenvolver no 

âmbito do meu doutoramento em Cuidados Paliativos na Faculdade de Medicina da 

Universidade do Porto, tem por objetivos contribuir para a criação de uma intervenção 

complexa sobre a inteligência espiritual de cuidadores de doentes oncológicos em Cuidados 

Paliativos, nomeadamente: 

- Fornecer ferramentas de crescimento pessoal que o protejam da exaustão e de 

complicações no processo de luto; 

- Melhorar a qualidade dos cuidados prestados e a satisfação com os mesmos; 

- Capacitar o cuidador a prestar, ele próprio, apoio espiritual ao doente, enquanto 

elemento mais disponível e familiarizado com os seus padrões, valores e crenças. 

Este estudo não lhe trará nenhuma despesa ou risco, sendo a sua participação voluntária. 

Adicionalmente, pode retirar-se a qualquer altura, ou recusar participar, sem que tal facto tenha 

consequências para si. 

Se decidir participar, será garantida a confidencialidade e uso exclusivo dos dados recolhidos 

para o presente estudo, bem como o anonimato mediante a codificação de dados.  

Agradeço a vossa colaboração, atenciosamente.  

 

……………………………………………………………………………………………………………………………………………… 

Declaro ter lido e compreendido este documento. Foi-me garantida a possibilidade de, em 

qualquer altura, recusar participar neste estudo sem qualquer tipo de consequências. Desta 

forma, aceito participar neste estudo e permito a utilização dos dados que de forma voluntária 

forneço, confiando em que apenas serão utilizados para esta investigação e nas garantias de 

confidencialidade e anonimato que me são dadas pelo/a investigador/a. 

 

Nome: … … … … … … … …... … … … …... … … … … … … … … … … … … 

Assinatura:… … … … … … … …... … … … … ... … … … … … … … … Data: …… /…… /……….. 
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APPENDIX 2 – Patient Informed Consent Form 
(Documento de Consentimento Informado, Livre e Esclarecido do Doente) 
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FORMULÁRIO DE CONSENTIMENTO INFORMADO (Doente OU Representante) 

 

Investigadora Principal  

Cristina Teixeira Pinto 

Assistente hospitalar de Medicina Interna, doutoranda em Cuidados Paliativos na Faculdade de Medicina 

da Universidade do Porto. Contactos: cristinat.silva@chedv.min-saude.pt 

 

O presente estudo, intitulado "Inteligência Espiritual em Cuidadores Informais de Doentes em 

Cuidados Paliativos: Desenvolvimento de uma Intervenção Complexa", a desenvolver no 

âmbito do meu doutoramento em Cuidados Paliativos na Faculdade de Medicina da 

Universidade do Porto, tem por objetivos contribuir para a criação de uma intervenção 

complexa sobre a inteligência espiritual de cuidadores de doentes oncológicos em Cuidados 

Paliativos, nomeadamente: 

- Fornecer ferramentas de crescimento pessoal que o protejam da exaustão e de 

complicações no processo de luto; 

- Melhorar a qualidade dos cuidados prestados e a satisfação com os mesmos; 

- Capacitar o cuidador a prestar, ele próprio, apoio espiritual ao doente, enquanto 

elemento mais disponível e familiarizado com os seus padrões, valores e crenças. 

Este estudo não lhe trará nenhuma despesa ou risco, sendo a sua participação voluntária. 

Adicionalmente, pode retirar-se a qualquer altura, ou recusar participar, sem que tal facto tenha 

consequências para si. 

Se decidir participar, será garantida a confidencialidade e uso exclusivo dos dados recolhidos 

para o presente estudo, bem como o anonimato mediante a codificação de dados.  

Agradeço a vossa colaboração, atenciosamente.  

 

……………………………………………………………………………………………………………………………………………… 

Declaro ter lido e compreendido este documento. Foi-me garantida a possibilidade de, em 

qualquer altura, recusar participar neste estudo sem qualquer tipo de consequências. Desta 

forma, aceito participar neste estudo e permito a utilização dos dados que de forma voluntária 

forneço, confiando em que apenas serão utilizados para esta investigação e nas garantias de 

confidencialidade e anonimato que me são dadas pelo/a investigador/a. 

 

Nome: … … … … … … … …... … … … …... … … … … … … … … … … … … 

Assinatura (próprio):… … … … … … … …... … … … … ... … … … … … … … … Data: …… /…… /……….. 

Assinatura (representante):… … … … … … … …... … … .. … … … … … … … … Data: …… /…… /……….. 
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APPENDIX 3 – Data Collection Form 
(Formulário de Colheita de Dados) 
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Formulário de Colheita de Dados  

(destacável) 

 

Estudo: 

Inteligência Espiritual em Cuidadores Informais de Doentes em Cuidados Paliativos: 

Desenvolvimento de uma Intervenção Complexa. 

 

Instruções de preenchimento 

 

Passo 1: Formulários de consentimento informado (2 páginas) 

Entregue pelo investigador de apoio, leitura e assinatura pelo cuidador e pelo doente 

(ou representante deste quando se encontre incapacitado). 

 

Passo 2: Formulário SECÇÃO 1 (Dados Demográficos do Cuidador, 1 página), inquérito 

feito e preenchido pelo investigador de apoio mediante respostas do cuidador. 

Se resposta à questão 1 for NÃO ou à questão 2 for SIM, não se dará continuidade ao 

inquérito por representarem critérios de exclusão. 

 

Passo 3: Formulário SECÇÃO 2 (Questionários Inteligência Espiritual, Sobrecarga do 

Cuidador e Resiliência, 3 páginas), a preencher autonomamente pelo cuidador 

(investigador de apoio poderá prestar esclarecimento e deverá garantir o 

preenchimento integral dos questionários). 

 

Passo 4: Investigador de apoio deverá atribuir código alfanumérico único de cuidador 

aos formulários preenchidos e folha de formulário do doente em causa para posterior 

emparelhamento e identificar adequadamente todas as páginas do formulário. 

 

Passo 5: Formulário SECÇÃO 3 (Dados Demográficos e Clínicos do Doente, 1 página), 

recolha de dados do processo clínico do doente pelo investigador principal. 
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SECÇÃO 1 

(a preencher pelo investigador de apoio) 

Código do Cuidador: _____ 

Dados Demográficos do Cuidador 

1. É o cuidador principal do doente? Não □ (excluído); Sim □ 

2. É remunerado pelo cuidado que presta ao doente? Não □; Sim □ (excluído) 

3. Sexo: Feminino □; Masculino □ 

4. Idade: ____ anos 

5. Relação de parentesco com o doente: Não □; Sim □ 

 5.1) Se SIM, qual?__________________ 

Continuar se pretender responder ao resto do questionário e cumpre critérios (cuidador 

principal e não remunerado): 

6. Tipo de família: Nuclear □; Alargada □ 

7. Suporte social: Nenhum □; Pouco □; Algum □; Bastante □; Sempre □ 

8. Tem ajuda de outras pessoas para cuidar do doente? Não □; Sim □ 

9. Nível de escolaridade: Não frequentou □; Ensino Primário □; Ensino Secundário □; Ensino 

Superior □ 

10. Qual a sua situação laboral? Empregado a tempo inteiro □; Empregado em part-time □; 

Baixa/CIT □; Reformado □; Outro_______________ 

11. Como classificaria a sua situação económica neste momento? 

Nada confortável □; Ligeiramente confortável □; Moderadamente confortável □; 

Confortável□; Muito confortável □ 

12. Há quanto tempo cuida do doente? _________________anos // meses (riscar a opção que 

não se aplique) 

13. Quantas horas por dia cuida do doente? ________________horas 

14. Já cuidou de alguém doente antes? Não □; Sim □ 

15. Tem a seu cargo mais algum doente/incapacitado/criança menor? Não □; Sim □ 
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16. Tem alguma doença crónica? Não □; Sim □ 

 16.1) Se SIM, qual?__________________ 

17. Toma medicação regularmente? Não □; Sim □ 

 15.1) Se SIM, qual/para quê?__________________ 
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SECÇÃO 2 

(a preencher pelo cuidador) 

Código do Cuidador: _____ 

Inventário de autoavaliação de inteligência espiritual, IAIE 

Versão portuguesa do SISRI-24 (Roque A, 2017) 

As afirmações que se seguem são concebidas para medir vários comportamentos, processos de 

pensamento e características mentais. Leia cuidadosamente cada afirmação e escolha qual das 

5 respostas possíveis se adequa melhor a si, selecionando o número correspondente. Se não 

tiver a certeza, ou se a afirmação lhe parecer não se aplicar a si, escolha a resposta que lhe 

parecer melhor. Por favor responda honestamente e dê respostas baseadas em como você é de 

facto e não como gostaria de ser. 

As 5 respostas possíveis são: 

0 – Não tem nada a ver comigo | 1 – não tem muito a ver comigo | 2 – tem alguma coisa a ver 

comigo | 3 – tem muito a ver comigo | 4 – tem tudo a ver comigo 

1. Interrogo-me ou reflito muitas vezes sobre a natureza da realidade. 0     1     2     3     4 

2. Dedico tempo a refletir sobre o propósito ou a razão de ser da minha existência. 0     1     2     3     4 

3. Sou capaz de atingir níveis elevados de consciência ou de consciencialização. 0     1     2     3     4 

4. Sou capaz de refletir profundamente sobre o que acontece após a morte. 0     1     2     3     4 

5. A minha capacidade para encontrar significado e propósito na vida ajuda-me a adaptar-me a 

situações stressantes. 
0     1     2     3     4 

6. Consigo controlar quando é que entro em estados elevados de consciência ou de 

consciencialização. 
0     1     2     3     4 

7. Tenho desenvolvido as minhas próprias teorias acerca da vida, da morte, da realidade e da 

existência. 
0     1     2     3     4 

8. Sou capaz de definir um propósito ou uma razão de ser para a minha vida. 0     1     2     3     4 

9. Sou capaz de passar livremente entre níveis de consciência ou de consciencialização. 0     1     2     3     4 

10. Vejo muitas vezes os problemas e as escolhas mais claramente em estados de 

consciência/consciencialização mais elevados. 
0     1     2     3     4 

11. Tenho refletido muitas vezes sobre a relação entre os seres humanos e o resto do universo. 0     1     2     3     4 

12. Sou capaz de tomar decisões de acordo com o meu propósito na vida. 0     1     2     3     4 

13. Reconheço qualidades nas pessoas que são mais significativas do que os seus corpos, 

personalidade ou emoções. 
0     1     2     3     4 

14. Tenho refletido profundamente sobre se existe ou não um poder ou força maior (ex. deus, 

deusa, ser divino, maior energia, etc.). 
0     1     2     3     4 

15. Sou capaz de encontrar significado e propósito nas minhas experiências quotidianas. 0     1     2     3     4 

16. Tenho desenvolvido as minhas próprias técnicas para entrar em estados de consciência ou 

consciencialização mais elevados. 
0     1     2     3     4 
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Código do Cuidador: _____ 

Escala de sobrecarga do cuidador (Sequeira, 2007) 

A Escala de Zarit é uma escala que avalia a sobrecarga objectiva e subjectiva do cuidador 

informal. Leia atentamente cada uma das afirmações, e indique de que modos se aplicam ao eu 

caso, colocando o sinal X no espaço que melhor corresponder à sua opinião. 

 
Nunca 

Quase 
nunca 

Às 
vezes 

Muitas 
vezes 

Quase 
sempre 

1. Sente que o seu familiar solicita mais ajuda do que aquela que 
realmente necessita? 

     

2. Considera que devido ao tempo que dedica ao seu familiar já não 
dispõe de tempo suficiente para as suas tarefas? 

     

3. Sente-se tenso/a quando tem de cuidar do seu familiar e ainda tem 
outras tarefas por fazer? 

     

4. Sente-se envergonhado(a) pelo comportamento do seu familiar?      

5. Sente-se irritado/a quando está junto do seu familiar?      

6. Considera que a situação actual afecta de uma forma negativa a sua 
relação com os seus amigos/familiares? 

     

7. Tem receio pelo futuro destinado ao seu familiar?      

8. Considera que o seu familiar está dependente de si?      

9. Sente-se esgotado quando tem de estar junto do seu familiar?      

10. Vê a sua saúde ser afectada por ter de cuidar do seu familiar?      

11. Considera que não tem uma vida privada como desejaria devido ao 
seu familiar? 

     

12. Pensa que as suas relações sociais são afectadas negativamente por 
ter de cuidar do seu familiar? 

     

13. Sente-se pouco à vontade em convidar amigos para o(a) visitarem 
devido ao seu familiar? 

     

14. Acredita que o seu familiar espera que você cuide dele como se 
fosse a única pessoa com quem ele(a) pudesse contar? 

     

15. Considera que não dispõe de economias suficientes para cuidar do 
seu familiar e para o resto das despesas que tem? 

     

16. Sente-se incapaz de cuidar do seu familiar por muito mais tempo?      

17. Considera que perdeu o controle da sua vida depois da doença do 
seu familiar se manifestar? 

     

18. Desejaria poder entregar o seu familiar aos cuidados de outra 
pessoa? 

     

19. Sente-se inseguro acerca do que deve fazer com o seu familiar?      

20. Sente que poderia fazer mais pelo seu familiar?      

21. Considera que poderia cuidar melhor do seu familiar?      

22. Em geral sente-se muito sobrecarregado por ter de cuidar do seu 
familiar? 
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Código do Cuidador: _____ 

Escala de Resiliência para Adultos (Pereira et al., 2011) 

Por favor, pensando na forma como geralmente é, ou como foi durante o último mês, o que pensa e 

sente em relação a si mesmo e em relação às pessoas que são importantes para si. Para cada uma das 

afirmações que se seguem, por favor coloque um círculo no número que melhor o(a) descreve. 

  

1  
Quando acontece alguma coisa 
imprevista   

Frequentemente sinto-me 
desorientado(a)   1  2  3  4  5  6  7  Encontro sempre uma solução  

2  Os meus planos para o futuro são  Difíceis de realizar  1  2  3  4  5  6  7  Possíveis de realizar  
3  Eu gosto de estar  Com outras pessoas  1  2  3  4  5  6  7  Sozinho  

4  
A perspectiva da minha família sobre 
o que é importante na vida é  Muito diferente da minha  1  2  3  4  5  6  7  Muito semelhante à minha  

5  Posso discutir assuntos pessoais com  Ninguém  1  2  3  4  5  6  7  Amigos/familiares  

6  Estou no meu melhor quando  
Tenho um objectivo claro por que 

lutar  1  2  3  4  5  6  7  
Consigo levar um dia de cada 
vez  

7  Os meus problemas pessoais  Sei como resolvê-los   1  2  3  4  5  6  7  Não têm solução  
8  Sinto que o meu futuro parece  Muito promissor  1  2  3  4  5  6  7  Incerto  
9  Ser flexível em contextos sociais  Não é importante para mim  1  2  3  4  5  6  7  É muito importante para mim  

10  Eu sinto-me  Muito feliz com a minha família  1  2  3  4  5  6  7  Muito infeliz com a minha 
família  

11  Aqueles que são bons a encorajar-
me  

São alguns amigos 
próximos/familiares  1  2  3  4  5  6  7  Estão em lado nenhum  

12  Quando inicio novas coisas/projectos  
Raramente planeio com  

antecedência, apenas ando para a 
frente com as coisas  

1  2  3  4  5  6  7  Prefiro ter um plano minucioso  

13  Os meus juízos e decisões  Duvido frequentemente deles  1  2  3  4  5  6  7  Confio completamente neles  

14  Os meus objectivos  Sei como atingi-los  1  2  3  4  5  6  7  Não tenho a certeza de como 
atingi-los  

15  Novas amizades são algo  Que faço facilmente  1  2  3  4  5  6  7  Que tenho dificuldade em 
fazer  

16  A minha família caracteriza-se por  Desunião  1  2  3  4  5  6  7  Coesão saudável  
17  A ligação entre os meus amigos é  Fraca  1  2  3  4  5  6  7  Forte  
18  Sou bom (boa) a   Organizar o meu tempo  1  2  3  4  5  6  7  Desperdiçar o meu tempo  

19  Acreditar em mim  Ajuda-me em períodos difíceis  1  2  3  4  5  6  7  
Pouco me ajuda em períodos 
difíceis  

20  Os meus objectivos para o futuro são  Pouco claros  1  2  3  4  5  6  7  Bem pensados  
21  Conhecer novas pessoas é  Difícil para mim  1  2  3  4  5  6  7  Algo em que sou bom  

22  Em períodos difíceis, a minha família  
Mantém uma visão positiva do 

futuro  1  2  3  4  5  6  7  Vê o futuro como negro  

23  
Quando um familiar passa por uma 
crise/ emergência  Sou imediatamente informado  1  2  3  4  5  6  7  

Leva bastante tempo até que 
me digam  

24  Regras e rotinas habituais  Estão ausentes no meu dia-a-dia  1  2  3  4  5  6  7  Simplificam o meu dia-a-dia  

25  
Em períodos difíceis tenho tendência 
a   Ver tudo negro  1  2  3  4  5  6  7  

Encontrar algo bom que me 
ajuda a crescer/prosperar  

26  Quando estou com outras pessoas  Rio-me facilmente  1  2  3  4  5  6  7  Raramente me rio  

27  
Perante outras pessoas, a nossa 
família mostra   

Pouco apoio entre os seus 
membros  1  2  3  4  5  6  7  

Lealdade com os seus 
membros  

28  Eu recebo apoio de  Amigos/familiares  1  2  3  4  5  6  7  Ninguém  

29  Acontecimentos na minha vida que 
não consigo influenciar  Consigo lidar com eles  1  2  3  4  5  6  7  São uma constante fonte de 

preocupação  

30  Para mim, pensar em bons tópicos 
de conversa é  Difícil  1  2  3  4  5  6  7  Fácil  

31  Na minha família, gostamos de   Fazer coisas juntos  1  2  3  4  5  6  7  Fazer coisas sozinhos  

32  Quando preciso  Não tenho ninguém que me possa 
ajudar  1  2  3  4  5  6  7  Existe sempre alguém que me 

pode ajudar  

33  Os meus amigos/familiares próximos  Apreciam as minhas qualidades  1  2  3  4  5  6  7  Não gostam das minhas 
qualidades  
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SECÇÃO 3 

(a preencher pelo investigador principal) 

Código do Cuidador: _____ 

Dados Demográficos do Doente 

1. Sexo: Feminino □; Masculino □ 

2. Idade: ____ anos 

3. Nível de escolaridade: Nível de escolaridade: Não frequentou □; Ensino Primário □; Ensino 

Secundário □; Ensino Superior □ 

4. Grau de dependência: PPS ____ 

5. Qual a principal queixa? __________________ 

6. Qual a intensidade da principal queixa (0-10)? _____ 

7. Tempo de seguimento em Cuidados Paliativos à data do inquérito? 

__/__/____(data da primeira observação): 

__/__/____(data do inquérito) 
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