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PERCEIVED STRESS AND COPING MECHANISMS AS DETERMINING FACTORS OF
THE QUALITY OF LIFE FOR CAREGIVERS OF PATIENTS WITH CHRONIC DISEAS-
ES IN ROMANIA (Abstract): The objective of this study was to identify how the impact of
perceived stress and the coping mechanisms used by caregivers of patients with chronic dis-
eases in Romania determine their quality of life (QoL). Materials and methods: 69 caregiv-
ers of patients with chronic diseases participated in the study. The data resulted from the
completion by the caregivers of the Perceived Stress Questionnaire (PSQ), the COPE scale,
and the World Health Organization Quality-of-Life Scale (WHOQOL-BREF), along with a
series of questions related to demographic data, such as gender, age, the environment of
origin, the educational level, the civil status, the degree of kinship with the patient, the time
since finding out the diagnosis, and the patient’s diagnosis. Results: The findings indicate
that there was no significant correlation between perceived stress and QoL. High scores on
planning were associated with high scores on QoL, and high scores on restraint from action
were associated with low scores on QoL. As for carers, spouses had higher QoL scores com-
pared to the children of the patient with a chronic disease, but also in comparison with the
caregivers who were the mother or the father. Caregivers with high scores for pessimism re-
garding the diagnosis obtained higher QoL scores compared to caregivers who were hope-
less. Within the predictive model composed of perceived stress and coping styles, the predic-
tors were restraint from action (f = .416), denial (B = .397), mental passivity (f = .155), and
recourse to alcohol-drugs (B = -.238), all of which were significant predictors, and the
strongest predictor was restraint from action (B = .416). Conclusions: Caring for a patient
with a chronic diagnosis is often a powerful experience for caregivers. The additional tasks
taken on with this role, the changes in the previously known rhythm of personal life, and the
intensity of the felt stress left important traces in the mental and physical state of the care-
givers. The way they perceive stress and the coping mechanisms they use can positively in-
fluence their QoL, adjusting their intensity of the new role. Keywords: COPING MECHA-
NISMS, QUALITY OF LIFE, CAREGIVERS, CHRONIC DISEASES.
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INTRODUCTION

Caring for a patient with a chronic dis-
ease can be an overwhelming experience
for caregivers, involving personal refram-
ing in the context of patient care. Chronic
diseases are characterized by a long-term
evolution with persistent or recurrent
symptoms and require complex manage-
ment in order to maintain health and im-
prove the patients’ QoL. In the category of
chronic diseases there is a wide range of
ailments (e.g., neurological, oncological,
cardiac, and mental) for which a personal-
ized and integrated approach is necessary.
Chronic disabling diseases are one of the
world’s leading causes of disability, affect-
ing millions of people (1). These diagnoses
cause an important limitation of both
movement and general functioning of the
patients (2). Studies have identified a sig-
nificant association between patients with
chronic diseases and the decrease in the
QoL of their caregivers. Factors such as the
nature and severity of the diagnosis, as well
as the treatments and recuperative therapies
followed by the degree of disability devel-
oped, considerably affect the QoL. In the
case of diseases that require aggressive
treatments (e.g., oncological diseases), the
physical and mental functionality of the
patients is significantly influenced (2). For
patients with neurological conditions such
as cerebral palsy (CP), stroke, Parkinson’s
disease, Alzheimer’s, dementia, multiple
sclerosis, etc., the limitation of cognitive
status and the degradation of motor func-
tion lead to important challenges in daily
activities, limiting independence, and the
activities are often impossible to carry out
without the help of another person.

Quality of life (QoL) is a “subjective
assessment of individual well-being, which
may include aspects such as physical and
mental health, family and social satisfac-

tion, personal achievements and the subjec-
tive level of happiness and satisfaction”
(3). QoL is a multidimensional construct
that reflects the level of physical, psycho-
logical, and social functioning of the per-
son. QoL is influenced by factors such as
health status, and social or economic condi-
tions (4). Each person perceives and evalu-
ates the QoL through their own standards
and criteria, and these vary due to various
factors, such as age, health status, or cul-
ture. The aspects that build the QoL are
either objective (e.g., living standards,
health status) or subjective (e.g., the indi-
vidual’s perception of his own life) (5).
QoL is a broad concept, resulting from the
interaction between the subjective and
objective perspectives and influencing the
individual’s perception of his own life (6).
The caregivers the person who provides
support and assistance to a family member
or a person diagnosed with an illness, being
responsible for the patient’s care and well-
being, regardless of the type of illness or its
severity. Being the main caregiver of a sick
person can be compared to having a full-
time job (7). Caregivers provide physical
care, social support, and emotional support,
coordinate medical care, and administer the
financial and administrative aspects associ-
ated with the diagnosis (8, 9, 10).
Caregivers contribute to the sustainabil-
ity of health systems by delaying or pre-
venting institutionalized care (11). Carers’
responsibilities subsequent to the patient’s
care can often lead to personal sacrifices,
significantly limiting their QoL on multiple
levels, including their professional life,
interpersonal relationships, or emotional
state (12, 13). The long-term impact of
patient care is felt by primary caregivers
both physically and emotionally. Due to the
demanding and difficult role they under-
take, which requires important personal
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sacrifices, they present a high degree of
risk for mental health problems, making
them more susceptible to developing de-
pression or anxiety (14, 15). Taking on the
multifaceted care of a patient with a chron-
ic illness exposes them to elevated levels of
stress, anxiety, and physical exhaustion
(13, 16). The uncertainty about the diagno-
sis’s prognosis and the constant, sustained
effort to meet the patient’s complex needs
further intensify this state (17).

The degree to which caregivers believe
that their own or external resources are
insufficient to meet demands, real or imag-
ined, determines the level of stress experi-
enced by them. The specialized literature
has shown that the caregivers of patients
with chronic diseases face high levels of
perceived stress. Increased levels of stress
can lead to the emergence of dysfunctional
emotional reactions, which can be exacer-
bated by feelings such as powerlessness or
lack of control over the situation in which
they find themselves (18). The stress that
caregivers experience as a result of their
ongoing effort to provide for the patient’s
requirements is frequently frustrating and
overwhelming, to the point of physical and
mental exhaustion (19, 20).

Thus, physical as well as emotional ex-
haustion can be the direct consequence of
the high levels of persistent stress associated
with caring for patients with chronic diseas-
es, affecting the ability of caregivers to carry
out the necessary daily responsibilities.

Regarding coping mechanisms, research
has highlighted the strategies used by care-
givers of patients with chronic diseases to
cope with the stress associated with diag-
noses. The normal or pathological reaction
to stress depends on the coping capacities
of each individual and the way in which
they adapt to the stressful context (21).

Personal experiences, the individual’s
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social or cultural context, and the resources
available all influence the development of
coping mechanisms as a personal response
to stressful or challenging situations.
Coping mechanisms represent an im-
portant base of tools for the caregivers of
patients with chronic diseases, with a sig-
nificant impact on their QoL (22). Thus,
the present study aims to analyze the QoL
of the carers of patients with chronic dis-
eases, through the lens of coping mecha-
nisms and the stress perceived by them.

MATERIALS AND METHODS

Participants and procedure

The study participants were people who
were patients with chronic diseases (e.g.,
Alzheimer’s, cancer, stroke, dementia,
multiple sclerosis, etc.).

The data collection procedure was car-
ried out using the Google Forms research
platform. After uploading the question-
naire, the link generated by the platform
was shared among the caregivers of chronic
disease patients. The participants were
informed in advance about the conditions
of participation (voluntary participation;
withdrawal from the study at any time
without any consequences; anonymity and
confidentiality of answers) and the general
objective of the study.

Instruments

Socio-demographic data

A series of questions were related to
demographic data, such as gender, age,
background, educational level, civil status,
degree of kinship with the patient, time
since finding out the diagnosis, and the
patient’s diagnosis.

Psychological data

- Coping strategies. To measure this
variable, we used the COPE Questionnaire
(Carver et al., 1989) which consists of 53
items, rated on a 4-point Likert scale, from 1
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(I usually don’t do this) to 4 (I often do
this). Additionally, the questionnaire con-
sists of 14 dimensions representing all cop-
ing styles: active coping (“I engage in addi-
tional activities that can contribute to solv-
ing the problem.”), planning (“I try to for-
mulate a strategy about what I have to do.”),
elimination of recurring activities (“I put
aside other activities to focus on the prob-
lem.”), withholding from action (“I force
myself to wait for the right moment to re-
act.”), seeking social-instrumental support
("I ask people who have been through simi-
lar situations what they did in that situa-
tion."), seeking social-emotional support (“I
tell someone how I feel.”), positive reinter-
pretation (“I look for something good in
what happens to me.”), acceptance “I’'m
learning to live with my problem.”), denial
(“I refuse to believe what happened.”), emo-
tional discharge (“I’'m in a bad mood and
I’m externalizing my emotions.”), religious
orientation (“I’m looking for God’s help.”),
mental passivity (“I engage in work or other
activities to take my mind off the prob-
lem.”), behavioral passivity (“I give up try-
ing to get what I want.”), resorting to alco-
hol-medication (“I drink alcohol or take
medication to think less about the prob-
lem.”). The Alpha Cronach coefficients of
each dimension were in the range of .600 -
.900, which indicates a satisfactory level of
internal consistency of the items. The score
was made on each dimension, and a high
score indicates a high level of the respective
coping style.

- Perceived stress. To measure this
variable, we used the Perceived Stress
Questionnaire (Levenstein et al., 1993).
The instrument consists of 30 items (“I feel
rested”; “I feel that I cannot manage to
achieve my personal goals”; “I do many
things because | have to do them and not
because 1 like them.”) rated on a 4-point

Likert scale from 1 (almost never) to 4
(almost always). Cronbach’s Alpha coeffi-
cient was .856, which means that there was
a good level of internal consistency. The
total score was made summative, and a
high score indicates a high level of per-
ceived stress.

- Quality of life. To measure the vari-
able “quality of life”, we used the
WHOQOL questionnaire developed by the
World Health Organization (1996). The
instrument consists of 26 items covering
several aspects related to life in general,
such as: subjective well-being, sleep,
workplace, personal home, public health
services, financial situation, etc. In the
present study, only 8 items were used:
(“How would you rate your quality of
life?”; “Have you got enough money to
meet your needs?”; “Have you got enough
money to meet the patient’s needs?”’; "How
satisfied are you with the support you get
from your friends?”; “How satisfied are
you with the conditions of your living
place?”; “How satisfied are you with your
access to health services?”’; “How satisfied
are you with your transport?”’; “In the last 2
weeks, how often have you had negative
feelings such as dark mood, despair, anxie-
ty, depression?”). Items were rated on a 5-
point Likert scale from 1 (not at all) to 5
(very much). Cronbach’s Alpha coefficient
was .767, which indicates a satisfactory
level of item consistency. The total score
was made summative, and a high score
indicates a high level of QoL.

Statistical analysis

The statistical analyses were performed
using IBM Statistical Package for Social
Sciences (SPSS) for Windows, version 24
(SPSS Inc., Chicago, IL, USA). Results for
descriptive statistics were expressed as
means and standard deviations (SD).

To test the hypotheses of the study, de-
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scriptive statistics including average, stand-
ard deviation, minimum score, maximum
score, and indices of normality of distribu-
tion Skewness and Kurtosis were performed.
Given that the Skewness and Kurtosis indi-
ces ranged between -1 and +1 for Skewness
and -3 and +3 for Kurtosis, we can conclude
that the data distribution is normal.

Ethical approval

The study was conducted in accordance
with the Declaration of Helsinki, and the
protocol was approved by the Ethical
Committee of Faculty of Psychology and

Educational Sciences, “Alexandru Ioan
Cuza” University lasi, Romania No.
511/2024.

RESULTS

Socio-demographic data
In total, there were 69 participants aged

between 25 and over 65, the majority being
female participants (10 participants were
male and 59 participants were female).

Most participants reported being mar-
ried (N = 60), from an urban environment
(N = 51), and of Orthodox religion (N =
65).

Regarding the degree of relationship to
the patient, 35 participants reported being
the patient’s spouse, 22 participants report-
ed being the patient’s mother or father, 11
participants reported being the patient’s
child, and only one participant reported
being the patient’s cousin.

Psychological data

The results of the psychological instru-
ments used for the present research (expe-
rienced stress, quality of life and, coping
mechanisms) among caregivers of chronic
disease patients are presented in first table.

TABLE I
Descriptive statistics (N = 69)
M SD Min | Max | Skewness Kurtosis
Perceived stress 79.53 11.63 59 100 -.06 -1.26
Active coping 13.79 1.95 8 16 -.68 -.06
Planning 13.98 1.95 8 16 -.85 A7
Elimination of competing activities 12.82 1.96 7 16 -.54 16
Restraint from action 11.60 1.94 6 16 -.22 10
Search for social-instrumental support 12.11 2.63 4 16 -11 1.63
Seeking social-emotional support 8.78 3.06 4 16 .50 - 47
Positive reinterpretation 11.04 3.03 5 16 .05 -1.05
Acceptance 11.31 3.21 4 16 -27 -.64
Denial 10.01 3.90 4 16 -.08 -1.31
Emotional discharge 10.10 2.66 4 16 -.20 -.06
Orientation towards religion 11.66 3.48 4 16 -.55 -.50
Mental passivity 8.97 2.28 4 16 41 .50
Behavioral passivity 7.95 2.89 4 15 40 -.66
Resorting to alcohol-drugs 1.44 .88 1 4 87 31
Life quality 23.27 3.91 14 29 -.49 -.53
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Hypotheses

H1. There was a significant and nega-
tive correlation between perceived stress
and QoL.

H2. There was a significant correla-
tion between coping styles and QoL.

H2.1. There was a significant and posi-
tive correlation between active coping and
QoL.

H2.2. There was a significant and posi-
tive correlation between planning and QoL.

H2.3. There was a significant and nega-
tive correlation between elimination of
recurrent activities and QoL.

H2.4. There was a significant and nega-
tive correlation between restraint and QoL.

H2.5. There was a significant and posi-
tive correlation between seeking social-
instrumental support and QoL.

H2.6. There was a significant and posi-
tive correlation between seeking social-
emotional support and QoL.

H2.7. There was a significant and posi-
tive correlation between positive reinter-
pretation and QoL.

H2.8. There was a significant and posi-
tive correlation between acceptance and
QoL.

H2.9. There was a significant and nega-
tive correlation between denial and QoL.

H2.10. There was a significant and
positive correlation between emotional
discharge and QoL.

H2.11. There was a significant and
positive correlation between religious ori-
entation and QoL.

H2.12. There was a significant and neg-
ative correlation between mental passivity
and QoL.

H2.13. There was a significant and neg-
ative correlation between behavioral pas-
sivity and QoL.

H2.14. There was a significant and neg-
ative  correlation  between  alcohol-

medication use and QoL.

H3. There were significant differ-
ences in QoL between spouse, child, and
mother or father who were caregivers
for the patient with a chronic illness.

H4. There were significant differ-
ences in QoL since the diagnosis was
made (less than 6 months, 6 months to 1
year, 1 year to 3 years, and more than 3
years).

H5. There were significant differ-
ences in QoL depending on how caregiv-
ers relate to the patient’s diagnosis (wor-
ried, pessimistic, hopeless, confident, and
resigned).

H6. Perceived stress and coping styles
significantly predicted QoL.

Hypothesis testing

H1. There was a significant and nega-
tive correlation between perceived stress
and QolL.

The results obtained indicated that there
was no significant correlation between
perceived stress and QoL (r = .011, p =
.929 > .05).

H2. There was a significant correla-
tion between coping styles and QoL.

To test hypothesis 2, we used the Pear-
son correlation.

H2.1. There was a significant and posi-
tive correlation between active coping and
QoL. The obtained results indicated that
there was no significant correlation be-
tween active coping and QoL (r = .214, p =
.078 > .05).

H2.2. There was a significant and posi-
tive correlation between planning and QoL.
Results obtained indicated that there was a
significant and positive correlation between
planning and QoL (r = .376, p = .001 <
.01), in the sense that high scores on plan-
ning were associated with high scores on
QolL.
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H2.3. There was a significant and nega-
tive correlation between eliminating com-
peting activities and QoL. The results gen-
erated by the data analysis indicated that
there was no significant correlation be-
tween the elimination of competing activi-
ties and QoL (r =.012, p =.922 > .05).

H2.4. There was a significant and nega-
tive correlation between restraint and QoL.
Statistical analysis of the data indicated
that there was a significant and negative
correlation between restraint and QoL (r = -
.304, p = .011 < .05), meaning that high
restraint scores were associated with low
QoL scores.

H2.5. There was a significant and posi-
tive correlation between seeking social-
instrumental support and QoL. The ob-
tained results showed that there was no
significant correlation between the search
for social-instrumental support and the
QoL (r=.145,p=.235>.05

H2.6. There was a significant and posi-
tive correlation between seeking social-
emotional support and QoL. The obtained
data demonstrated that there was no signif-
icant correlation between the search for
social-emotional support and the QoL (r = -
.031, p =.802 > .05).

H2.7. There was a significant and posi-
tive correlation between positive reinter-
pretation and QoL. Research results indi-
cated that there was no significant correla-
tion between positive reinterpretation and
QoL (r =-.025, p = .841 > .05).

H2.8. There was a significant and posi-
tive correlation between acceptance and
QoL. Results obtained showed that there
was a significant and positive correlation
between acceptance and QoL (r = .280, p =
.020 < .05), in the sense that high scores on
acceptance were associated with high
scores on QolL.

H2.9. There was a significant and nega-
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tive correlation between denial and QolL.
Data analysis proved that there was no
significant correlation between denial and
QoL (r=-.073, p =.549 > .05).

H2.10. There was a significant and pos-
itive correlation between emotional dis-
charge and QoL. The obtained results
showed that there was a significant and
positive correlation between emotional
discharge and QoL (r = .246, p = .042 <
.05), in the sense that high scores on emo-
tional discharge were associated with high
scores on QoL.

H2.11. There was a significant and pos-
itive correlation between religious orienta-
tion and QoL. The obtained results demon-
strated that there was no significant corre-
lation between religious orientation and
QoL (r =-.073, p = .550 > .05).

H2.12. There was a significant and
negative correlation between mental pas-
sivity and QoL. The obtained results indi-
cated that there was no significant correla-
tion between mental passivity and QoL (r =
-.025, p =.839 > .05).

H2.13. There was a significant and
negative correlation between behavioral
passivity and QoL. We identified that there
was a significant and negative correlation
between behavioral passivity and QoL (r =
-.343, p =.000 < .01), in the sense that high
scores on behavioral passivity were associ-
ated with low scores on QoL.

H2.14. There was a significant and
negative correlation between alcohol-
medication use and QoL. The analysis of
the obtained data proved that there was a
significant and negative correlation be-
tween the recourse to alcohol-medicines
and the QoL (r = -.330, p = .006 < .01), in
the sense that high scores on the recourse
to alcohol-medicines were associated with
low QoL scores. The results obtained are
presented in second table.
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TABLE II.
Correlations between coping styles and QoL
1 2 3 4 5 6 7 8 9 | 10| 11 ] 12| 13 14 | 15
1.Active coping
2.Planning .287*
3.Elimination
of competing 150 |.640%*| -
activities
4.Restralntfrom 299* | 421%+| opa*| -
action
5. The search
for social- 040 | .3117| 393*| 432 -
instrumental
support
6.Seeking
social- 084 | 251*| 192 | 260 | .109
emotional
support
TPositve 1168l 106 | -082] -.226 | -.044 | 464~
reinterpretation
8. Acceptance |-.525+ .019 | .062 | -.194|.371**| -.030 | .395**| -
9. Denial -401+| .064 | .012 |-.238*| .243*| -159| .255 | .702**| -
10.Emotional | 5oqul 180 | 199 | 434 103 | 360" -.085 |- 537-|-707| -
discharge
11.0rientation
towards A73 | 106 | -.070| .057 | .033 | .267* | .458**| .045 | .005 | .191
religion
12.Mental -226 | -164 | -161| .028 | .091 | .118 | 245*| 391**| .391**|- 352+ .276*
passivity
13.Behavioral | soeul 174 | 425 | 202 | 208%| 021 | 115 | -036| 033 | 267| 180 | 144 | -
passivity
14. Recourse
to alcohol- 390%*| -.176 | -.253*| .063 | .052 | .128 | .027 | -.169 | -.109 | .277*| .071 | -.104 | .414*
medicines
15. QoL 214 | .376*| 012 |-.304*| .145 | -.031| -.025 | .280* | -.073 | .246* | -.073 | -.025 | -.343**| -.330**

Note **p<.01; *p< .05

H3. There were significant differ-
ences in QoL between the spouse, child
and mother or father who were caregiv-
ers for the patient with a chronic illness.

To test hypothesis 3, we used One-Way
ANOVA. The results indicated that there
were significant differences between care-
givers who were the spouse (M = 24.74,

SD = 3.12) and caregivers who were the
child (M =21.36, SD = 4.29) of the patient
with a chronic illness (F(2,68) = 5.807, p =
.005 < .05, Mdif = 3.37, p = .029 < .05), in
terms of QoL, meaning that spouses had
higher QoL scores compared to caregivers
who were the child of the patient with a
chronic disease.
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Additionally, there were significant
differences between the caregivers who
were the husband or wife (M = 24.74, SD
= 3.12), and the caregivers who were the
mother or father (M = 21.95, SD = 4.07)

(F(2,68) = 5,807, p = .005 < .05, Mdif =
2,78, p = .018< .05), in terms of QoL, in
the sense that spouses had higher QoL
scores, compared to caregivers who were
the mother or father of the patient with a

of the patient with a chronic illness chronic disease.
TABLE III.
Differences between spouses, children and mothers or fathers in terms of QoL
Relationship type Mdif SD p

. Child 3.37 1.26 .029

Husband / wie Mother/father 2.78 98 018

Child Husband/wife -3.37 1.26 .029
Mother/father -.59 1.34 1.000

Husband/wife -2.78 .98 .018

Mother / father Child 59 134 | 1.000

The obtained results indicated that there
were no significant differences between the
caregivers who were the mother or father
(M = 21.95, SD = 4.07) and the caregivers

25,00

who were the child (M = 21.36, SD = 4.29)
of the patient with a chronic disease
(F(2,68) = 5.807, p = .005 < .05, Mdif = -
.592, p = 1.000 > .05).

24,00

23,00

Mean of gf_tot

22,00

21,00

N—""

solfsotie

copilul luifei

mamaltatal luifei

tip_relatie

Fig. 1. Relationship type

H4. There had been significant differ-
ences in QoL since the time of learning
the diagnosis (less than 6 months, 6
months to 1 year, 1 to 3 years, and more
than 3 years).
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The obtained results indicated that there
were no significant differences in the QoL
of caregivers of patients with chronic dis-
eases, depending on the time since learning
the diagnosis (F(3, 68) = 2.77, p = .049).
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TABLE IV.
Differences in the level of QoL according to the time since finding out the diagnosis

Diagnosis time Mdif SD P
less than 6 months 6 months - 1 year 1.71 1.55 1.000
1-3 years 3.25 1.35 113
more than 3 years 2.68 1.08 .094
6 months - 1 year less than 6 months -1.71 1.55 | 1.000
1-3 years 1.54 1.71 1.000
more than 3 years .967 1.51 1.000
1- 3 years less than 6 months -3.25 1.35 13
6 months - 1 year -1.54 1.71 1.000
more than 3 years -.574 1.30 1.000
more than 3 years less than 6 months -2.68 1.08 .094
6 months - 1 year -.96 1.51 1.000
1-3 years .57 1.30 1.000

H5. There were significant differ-
ences in QoL depending on how caregiv-
ers related to the patient’s diagnosis
(worried, pessimistic, hopeless, confi-
dent, and resigned).

The obtained results indicated that there
were significant differences between the

caregivers who were worried (M = 24.08, SD
= 3.06) and the caregivers who were hopeless
(M =18.14, SD = 2.19) in terms of QoL (F(4,
68) = 4.24, p = .004 < .05, Mdif =5.94, p =
.003 < .05), meaning that caregivers who
were worried had higher QoL scores com-
pared to caregivers who were hopeless.

TABLE V.
Differences in the level of QoL depending
on how caregivers relate to the diagnosis of the patient with a chronic disease

Relating to diagnosis Mdif SD p
Pessimism -.66 1.47 1.000
Concern Hopeless 5.94* 1.54 .003
Confident 71 1.11 1.000
Resignation .50 1.27 1.000
Concern .66 1.47 1.000
Pessimism Hopeless 6.60* 1.85 .007
Confident 1.38 1.51 1.000
Resignation 1.16 1.63 1.000
Concern -5.94* 1.54 .003
Hopeless Pessimism -6.60" 1.85 .007
Hopeless -5.22% 1.58 016
Resignation -5.44* 1.70 .022
Concern -71 1.11 1.000
Confident Pessimism -1.38 1.51 1.000
Hopeless 5.22* 1.58 .016
Resignation -.21 1.32 1.000
Concern -.50 1.27 1.000
Resignation Pessimism -1.16 1.63 1.000
Hopeless 5.44* 1.70 .022
Confident 21 1.32 1.000
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Significant differences were found be-
tween caregivers who were pessimistic
about the patient’s diagnosis (M = 24.75, SD
= 3.37) and caregivers who were hopeless
(M = 18.14, SD = 2.19) regarding QoL (F(4
, 68) = 4.24, p =.004 < .05, Mdif = 6.60, p =
.007 < .05), meaning that caregivers who
were pessimistic about the patient’s diagno-
sis had higher QoL scores compared to
caregivers who were hopeless.

The results obtained indicated that there
were significant differences between care-
givers who were hopeless (M = 18.14, SD
= 2.19) and caregivers who were confident
(M = 23.36, SD = 3.80) in terms of QoL
(F(4, 68) = 4.24, p = .004 < .05, Mdif = -
5.22, p = .016 < .05), meaning that caregiv-
ers who were confident had higher QoL
scores compared to caregivers who were
hopeless.

Statistical analysis of the data indicates
significant differences between caregivers
who were resigned to the diagnosis of the
patient with a chronic disease (M = 23.58,
SD = 3.89) and caregivers who were hope-
less (M = 18.14, SD = 2.19) in terms of
QoL ( F(4, 68) = 4.24, p = .004 < .05, Mdif

=5.44, p = .022 < .05), meaning that care-
givers who were resigned had higher QoL
scores compared to caregivers who were
without hope.

H6. Perceived stress and coping styles

significantly predict QoL

The obtained results indicated that the
predictive model made up of perceived
stress and coping styles (coping, planning,
elimination of recurring activities, restraint
from action, search for social-instrumental
support, search for social-emotional sup-
port, positive reinterpretation, acceptance,
denial, emotional discharge, orientation
towards religion, mental passivity, behav-
ioral passivity, and recourse to alcohol-
drugs) was a significant predictive model
(F(15, 68) = 4.12, p = .000 < .05) that ex-
plains 53.8% of the variance of the depend-
ent variable - the QoL of patients with a
chronic disease. The predictors restraint
from action (B = .416), denial (B = .397),
mental passivity (B = .155), and recourse to
alcohol-drugs (B = -.238) were significant
predictors. The strongest predictor was
restraint from action ( = .416).

TABLE VI.
The predictive model of the QoL for caregivers of patients with a chronic disease
B [SEB)| B
Perceived stress -.04 .04 -12
Active coping 19 31 .09

Planning 46 27 23
Elimination of competing activities -.50 27 -.25
Restraint from action .83 .29 41*
Seeking instrumental social support | -.05 22 -.03
Seeking social emotional support A1 .20 .32

Positive reinterpretation

-.38 .23 -.29

Acceptance 16 22 A3
Denial .39 18 .39*
Emotional discharge -.21 18 -14
Orientation towards religion -17 14 -.15
Mental passivity -.44 21 -.26*
Behavioral passivity 21 18 A5
Resorting to alcohol-drugs -1.29 | 54 | -29°
R? 538

*p <.05; **p<.001
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DISCUSSION

The present study analyzed the relation-
ship between perceived stress and coping
strategies as determining factors of the
QoL of caregivers of people with chronic
diseases. The obtained results indicate a
significant correlation between the stresses
perceived by the patients’ caregivers and
their QoL in the sense that stress was able
to negatively influence the QoL and was
felt multidimensional. Perceived stress
changed the level of personal functioning,
both in terms of mental and physical
health, in interpersonal relationships, in the
financial or professional sphere, leading to
a decrease in the QoL and the establish-
ment of a general dysfunctional state.

Regarding the link between coping
styles and QoL, the analysis of the 14 cop-
ing styles that follow the COPE scale re-
veals a significant and positive correlation
between active coping and QoL, in the
sense that active coping targeted concrete
actions, with the aim of removing the
stressor and its effects. As a conscious
action, this coping style contributed to the
QoL of caregivers of patients with chronic
diseases, by constantly adjusting to stress
factors (23, 24, 25). A significant and posi-
tive correlation also resulted from planning
as a coping strategy and QoL. Thus, the
active orientation towards identifying some
modes of action was associated with a high
degree of QoL of the carers.

Analyzing the data regarding the elimi-
nation of competing activities, the results
showed that there was no significant corre-
lation between this coping strategy and
QoL. Therefore, the QoL was unaffected by
avoiding distraction from stressful situa-
tions and focusing on solving the problem.
A strong and unfavorable relationship was
found between QoL and action restriction.

This was a kind of active coping in that it
involved focusing on the stressor but also
acting passively until conditions permitted
it (26).

The results indicate that there was no
significant correlation between instrumen-
tal social support seeking and QoL or so-
cial support seeking.

Thus, the tendency to request infor-
mation from those around or advice to
improve the degree of stress did not change
the QoL of the caregivers, although exist-
ing studies analyzing this correlation re-
sulted in an increased QoL as a result of
social support (27). The results of our study
showed that the need for moral support or
understanding from the social or family
environment to reduce stress did not influ-
ence the QoL. Regarding the tendency to
look on the positive side even in an unde-
sirable situation as a form of stressor per-
ception, there was no significant correla-
tion between positive reinterpretation and
QoL, while there was a significant and
positive correlation between acceptance
and QoL. Thus, an approach based on ac-
cepting reality and being aware of the pre-
sent period increases the QoL (28, 29). At
the same time, the results showed that there
was no significant correlation between
denial and QoL. As a coping mechanism,
denial refers to positioning in the refusal to
acknowledge that the new reality means
changing the course of life as it was before
the installation of the stress factor. The
obtained results indicated that there was a
significant and positive correlation between
emotional discharge and QoL. Thus, ex-
pressing emotions reduces the level of
distress, which contributes to the QoL (24).
In the coping strategy regarding religious
orientation as a form of situational reinter-
pretation, there was no significant correla-
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tion between religious orientation and QoL.
Although our result is in contrast with the
existing studies, a possible explanation
may reside in the lack of such research on
the Romanian population, the existing stud-
ies being carried out on other populations
(30, 31, 32). Similarly, analyzing the re-
sults regarding withdrawal in other activi-
ties, as a technique to avoid focusing on
problems, there was no significant correla-
tion between mental passivity and QoL
(33). A significant and negative correlation
resulted between behavioral passivity and
QoL. Reducing effort or giving up action in
favor of achieving the goal was associated
with low QoL scores. A significant and
negative correlation was identified between
alcohol-medication use and QoL. Thus, the
use of alcohol-medicines by patients’ care-
givers to alleviate negative states was asso-
ciated with low QoL scores (34, 35, 36). It
was also identified that planning as a cop-
ing strategy as well as emotional discharge
correlates significantly and positively with
a high QoL, while restraint from action
correlates significantly negatively with
QoL.

Marital or family status was also im-
portant. Regarding the QoL between the
spouse, child, and mother or father care-
givers of the patient with a chronic disease,
the results indicate that there were signifi-
cant differences between the spouse care-
givers and caregivers who were the child of
the chronic disease patient regarding life
quality. Thus, the caregivers who were the
husband or the wife had higher scores on
the QoL compared to the caregivers who
held another degree of kinship. A possible
explanation is the emotional connection
and the commitment of marital status,
which can lead to a greater understanding
and empathy between the partners of the
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couple. Studies on couple relationships
showed a high adaptability to life’s chang-
es and challenges compared to people with
other degrees of kinship (37, 38, 39). Addi-
tionally, the family caregivers who were
the husband or wife had higher QoL scores
compared to the family caregivers who
were the mother or father of the patient
with a chronic disease, but there were no
significant differences between the family
caregivers who were the mother or father
and the family caregivers who were the
child of the patient with a chronic disease
(40). Thus, for the children who assumed
the role of the main relative of the patient
with a chronic disease, the QoL had a low
level compared to the people who were the
husband or wife of the patient. Young peo-
ple who found themselves in this role pre-
sented a lower level of life compared to
older caregivers (41, 42). At the same time,
parents who were the main caregivers had a
lower standard of living compared to the
patient’s husband or wife (43).

Regarding the QoL of caregivers of pa-
tients with chronic diseases depending on
the time since learning the diagnosis, there
were no significant differences. A possible
explanation could be the adjustment of the
caregivers to the new role and subsequent
responsibilities and the development of
resilience. By adjusting the strategies for
managing the situation over time, once the
shock associated with the diagnosis sub-
sides, the family caregivers developed the
inner resources and new mechanisms that
support them in a good management of the
situation, which can positively influence
the QoL.

The results from the differences in deal-
ing with the situation - how the caregivers
deal with the patient’s diagnosis (worried,
pessimistic, hopeless, confident and re-
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signed) showed that there were significant
differences between anxious and hopeless
caregivers in terms of QoL, in that anxious
caregivers score higher on QoL compared
to hopeless caregivers. A possible explana-
tion could be that caregivers who were
concerned proactively seek coping mecha-
nisms, whereas those who were hopeless
regress to a state of withholding action.
Likewise, caregivers who were pessi-
mistic about the patient’s diagnosis had
higher QoL scores compared to caregivers
who were hopeless. Finally, the results
showed that caregivers who were resigned
to the patient’s diagnosis of a chronic ill-
ness had higher QoL scores compared to
caregivers who were hopeless. The ob-
tained results are in congruence with those
identified in the specialized literature. Res-
ignation is reflected in the change of one’s
own perspective and the assumption of
adaptation to the new reality, while the lack
of hope was felt as the despair and respon-
sibility resulting from the new responsibili-
ties, which significantly changed the level
of the QoL of the caregivers (44). Research
results on perceived stress and coping
styles as predictors of QoL demonstrated
that the predictive model composed of
perceived stress and coping styles (coping,
planning, elimination of recurring activi-
ties, restraint from action, seeking social-
instrumental support, seeking social sup-
port -emotional, positive reinterpretation,
acceptance, denial, emotional discharge,
orientation towards religion, mental passiv-
ity, behavioral passivity, and recourse to
alcohol-drugs) is a significant predictive
model and explains 53.8% of the variance
of the dependent variable - the QoL of
caregivers patients with a chronic disease.
Predictors such as withholding from action,
denial, mental passivity and resorting to

alcohol-drugs were identified as significant
predictors. The strongest predictor was
restraint from action. Restraint from action
as a coping mechanism is correlated with a
low QoL as proactive coping strategies can
minimize potential stressors in the future
(45).

Strengths and limitations of the
study. The importance of the present study
lies in its uniqueness. No study has investi-
gated the link between perceived stress and
coping mechanisms as predictors of the
QoL of caregivers of patients with chronic
diseases in Romania. As limitations, we
can mention a larger number of participants
that could provide generalized results for
the topic addressed.

CONCLUSIONS

The experience of caring for a patient
with a chronic diagnosis is often a powerful
one for caregivers. The additional tasks
taken on with this role, the changes in the
previously known rhythm of life, and the
intensity of the stress felt leave important
traces in the mental and physical state of
the carers. Through active coping, concrete
actions with a role in reducing the stressor
and constant adjustment, a higher degree of
the QoL of the caregivers can be felt. By
knowing the coping mechanisms suitable
for the life context and by identifying the
appropriate ways for the individual to act,
the caregivers can go through the stage of
patient care more easily and with a more
positive positioning.

In addition to planning as proactive ac-
tion, emotional release plays another im-
portant role in QoL, while behavioral pas-
sivity such as refraining from action or
resorting to alcohol-drugs decreases per-
ceived satisfaction.

In comparison to the carers who are the
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mother and father of the patient and their
child, the experience of the husband or wife
of the patient with a chronic disease may be
assimilated with a lesser intensity due to the
nature and complexity of the relationship,
but as an individual perception, the experi-
ence is lived in a way unique.

Regarding the QoL of the caregivers of
patients with chronic diseases, depending
on the time since learning the diagnosis, no
significant changes were reflected in the

QoL of the caregivers. As situational posi-
tioning and reporting, caregivers who were
anxious, resigned, or pessimistic reported a
more satisfying QoL, compared to hopeless
caregivers.
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