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Abstract

Introduction: Changes in the social and emotional state of patient caregivers are associated with 
the individual care burden of the patient rather than the diagnosis of the patient. Our aim was to 
compare the stress levels and coping attitudes of caregivers who give palliative care to patients 
with cancer and non-cancer.
Material and methods: This non-randomised, controlled study included caregivers providing 
palliative care to patients diagnosed with cancer and non-cancer in the palliative care unit. The 
participants were evaluated in respect of age, gender, duration of caregiving, relationship to the 
patient, marital status, level of education, occupation, psychiatric history, chronic disease history, 
and smoking status using a data collection form, and the means of coping with stress with the 
Coping Orientation to Problems Experienced (COPE) scale.
Results: Evaluation was made of a total of 80 participants comprising 40 (50%) caregivers of pa-
tients diagnosed with cancer and 40 (50%) caregivers of patients not diagnosed with cancer. Fe-
male gender, smoking, and caregiving duration were significantly higher (p = 0.009, p = 0.001,  
p = 0.001, respectively) and educational level was lower (p = 0.022) in the caregivers of non-cancer 
patients. In the subscales of COPE, the scores of suppressing other activities (p < 0.001), mental 
disengagement (p = 0.001), and emotion-focussed coping (p = 0.007) were higher in the group of 
caregivers of non-cancer patients.
Conclusions: Because the duration of the cancer patient’s need for care is shorter than that of 
non-cancer patients, this may cause the caregivers of cancer patients to be less able to adapt to the 
stressful process they experience than the caregivers of non-cancer patients.
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INTRODUCTION

With progression of a disease requiring palliation, 
physical activity is restricted, so a rehabilitation pro-
cess is required including efforts to provide the high-
est level of emotional, psychological, occupational, 
and social potential. This process has negative ef-
fects in emotional, social, and physical terms on the 
caregivers, the majority of whom are family mem-
bers [1]. Although the stress of caregivers is mostly 
mild, as these individuals are generally a member of 
the family, it has been reported that they experience 
more anxiety, depression, stress, fatigue, role con-
flict, and social isolation than the patient, and this 
increases the risk of physical disease [2]. To eliminate 
the negative effects of these factors, overcome them, 
and protect themselves psychologically, individu-

als develop some coping mechanisms to deal with 
stressful events. Social and personal resources make 
it easier to adapt to critical life events and increase 
the effectiveness of dealing with stressful and trau-
matic situations [3]. 

The aim of this study was to evaluate and com-
pare the sociodemographic characteristics, stress, 
and coping mechanisms of caregivers to cancer and 
non-cancer patients receiving palliative care.

MATERIAL AND METHODS

This non-randomised, controlled study included 
caregivers providing palliative care to patients di-
agnosed with cancer and non-cancer in a palliative 
care unit between November and December 2018. 
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The participants were evaluated in respect of age, 
gender, duration of caregiving, relationship to the 
patient, marital status, level of education, occupa-
tion, psychiatric history, chronic disease history, 
and smoking status using a prepared questionnaire. 
The stress coping attitudes were evaluated with the 
Stress Coping Scale (Coping Orientation to Prob-
lems Experienced – COPE).

The COPE scale was developed by Carver et al. [4] 
to determine the coping strategies used in stressful 
situations. The validity and reliability studies of the 
form in Turkish were conducted by Aǧargün et al. 
[5]. The scale has 60 items in 15 subscales with four 
items in each, which are answered with a four-point 
Likert-type response (1 – I never do that, 2 – I do not 
do that often, 3 – I sometimes do that, 4 – I generally 
do that). Each subscale provides information about 
a separate coping attitude. 

The 15 coping attitudes of the subscales are as 
follows: problem-focussed coping (1. Active coping,  
2. Disengagement, 3. Planning, 4. Using instrumen-
tal social support, 5. Suppression of other activities), 
emotional-focussed coping (6. Positive re-interpreta-
tion and development, 7. Religious coping, 8. Joking, 
9. Using emotional social support, 10. Acceptance), 
and non-functional coping (11. Behavioural disen-
gagement, 12. Substance use, 13. Denial, 14. Mental 
disengagement, 15. Focussing on the problem and 
venting emotions) [5]. 

In the evaluation, each subscale can be scored 
from 4 to 16 points. The total number of points of the 
first five subscales represent problem-focussed cop-
ing, subscales 6-10 represent emotional-focussed 
coping, and subscales 11-15 represent non-functional 
coping. Higher points in any of the subscales indicate 
that the individual uses that form of coping more. 

Statistical analysis

Data obtained in the study were analysed statisti-
cally using SPSS v. 22.0 software. In the comparison 
between the groups, Student’s t-test was applied to 
non-categorical data with normal distribution, and 
the Mann-Whitney U-test was applied to non-para-
metric data. Categorical data were compared using 
the chi-square test. A value of p < 0.05 was accepted 
as statistically significant. 

Approval for the study was granted by the 
Non-Interventional Clinical Research Ethics Com-
mittee of Karabük University (approval no. 10/22, 
31.10.2018). Written, informed consent was obtained 
from all the study participants. 

RESULTS

Evaluation was made of a total of 80 subjects, 
comprising 40 (50%) caregivers of cancer patients 

and 40 (50%) caregivers of non-cancer patients. 
Patients had clinical features that were not curable 
with current treatment methods. Considering the 
clinical-pathological features, the cancer patient 
group members were expected to end their lives 
earlier than the non-cancer patient group. The can-
cer patient group consisted of advanced-stage pa-
tients who could not receive active chemotherapy 
and only received supportive therapy for a variety 
of reasons (comorbidity, exhaustion of all drug op-
tions, patient treatment rejection) in the oncology 
department. Fourteen (17.5%) of the cancer patients 
had colorectal-, 14 (17.5%) had breast-, and 12 (15%) 
had gastric and biliary tract-related tumours. Of the 
non-cancer palliative patients, 13 (16.2%) had diseas-
es related to the respiratory system, 13 (16.25%) had 
cerebrovascular system, 10 (12.5%) had Alzheimer’s 
disease, and 4 (5%) had Parkinson’s disease (17.5%)

The sociodemographic characteristics of the 
participants are shown in Table 1. The caregivers 
of cancer patients were younger than the care-
givers of non-cancer patients (44 ±14.8 years vs.  
56 ±14.8 years, p < 0.001). In respect of gender, there 
was a higher rate of female gender in caregivers of 
non-cancer patients compared to cancer patients 
(80% [n = 32] vs. 50% [n = 20], p = 0.009). The du-
ration of caregiving was statistically significant-
ly longer at mean seven years for those caring for 
non-cancer patients compared to two years for the 
group of caregivers to cancer patients (p < 0.001). 

In both groups the caregiver was a family member. 
While the caregivers of non-cancer patients were the 
spouse of the patient in 42.5% of cases and the child 
in 37.5%, in the group of caregivers of cancer pa-
tients, the carer was the spouse of the patient in 45% 
of cases and the child in 40% (p = 0.92). Among the 
caregivers, 87.5% of the caregivers of cancer patients 
were married, and 85% of the non-cancer patient 
caregivers. The education level of the caregivers of 
cancer patients was numerically statistically higher 
than that of the caregivers of non-cancer patients  
(p = 0.069). In the analysis of occupations, there was 
a statistically significantly higher rate of housewives 
in the group of caregivers of non-cancer patients 
(75% vs. 37.5%, p < 0.010). None of the caregivers in 
either group had a history of psychiatric disease or 
chronic disease. There were statistically significantly 
more cigarette smokers in the group of caregivers of 
non-cancer patients (p < 0.001) (Table 1). 

In the evaluation of the COPE scale, the mean 
total points were 162.25 ±21.63 for the caregivers 
of cancer patients and 169.25 ±12.11 for the care-
givers of non-cancer patients, and the difference 
was not statistically significant (p = 0.093) (Table 2). 
In the comparisons of points for problem-focussed 
coping, no difference was seen between the groups 
in respect of active coping, disengagement, plan-
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ning, and using instrumental social support, while 
the subscale points for suppression of other activi-
ties were determined to be statistically significant-
ly higher for the caregivers of non-cancer patients  
(p < 0.001). 

In the emotional-focussed coping section, the 
points of the caregivers of the non-cancer patients 
were statistically significantly higher than those of 
the caregivers of cancer patients in respect of pos-

itive re-interpretation and development, religious 
coping, joking, and the use of emotional social sup-
port (p = 0.007). No statistically significant differ-
ence was observed between the groups in respect 
of acceptance. In the non-functional coping section, 
no statistically significant difference was observed 
between the groups in respect of behavioural dis-
engagement, substance use, denial, focussing on the 
problem, and venting emotions. The mental disen-

Table 1. Sociodemographic and clinical characteristics of the participants

Variables Caregivers of cancer 
patients

Caregivers of non-cancer 
patients

P-value

Age (years), median (min-max) 44 (21-73) 56 (21-72) 0.001

Gender, n (%) 0.009

Female 20 (50) 32 (80)

Male 20(50) 8 (20)

Duration of caregiving (years), median (min-max) 2 (1-4) 7 (4-11) < 0.001

Relationship to patient, n (%) 0.927

Child 16 (40) 15 (37.5)

Spouse 18 (45) 17 (42.5)

Daughter-in-law 4 (10) 6 (15)

Sibling 2 (5) 2 (5)

Marital status, n (%) 1

Married 35 (87.5) 34 (85)

Single 5 (12.5) 6 (15)

Level of education, n (%) 0.069

Primary school 19 (47.5) 29 (72.5)

Middle school, High school 13 (32.5) 6 (15)

University 8 (20) 5 (12.5)

Level of education, n (%) 0.022

Primary school 19 (47.5) 29 (72.5)

Others 29 (52.5) 11 (27.5)

Occupation, n (%) 0.010

Housewife 15 (37.5) 30 (75)

Manual worker 8 (20) 1 (2.5)

Clerical worker 4 (10.4) 3 (7.5)

Retired 3 (7.5) 2 (5)

Others 10 (25) 4 (10.4)

Psychiatric history, n (%) N/A

Present 0 (0) 0 (0)

Absent 40 (100) 40 (100)

Chronic disease history, n (%) N/A

Present 0 (0) 0 (0)

Absent 40 (100) 40 (100)

Cigarette smoking, n (%) < 0.001

Smoker 11 (27.5) 29 (72.5)

Non-smoker 29 (72.5) 11 (27.5)
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gagement points were determined to be statistically 
significantly higher for the caregivers of non-cancer 
patients compared to the caregivers of cancer pa-
tients (p = 0.001) (Table 2).

While there was no correlation between emo-
tion-focused coping score and mental disengagement 
score with age of caregivers (p = 0.134, p = 0.163, 
respectively), there was a positive correlation with 
the duration of care (p = 0.003, r = 0.333; p = 0.003,  
r = 0.324, respectively). There was no relationship be-
tween gender and smoking, mental disengagement 
score, and emotion-focused coping score (p = 0.955,  
p = 0.300 and p = 0.123, p = 0.678, respectively). 
While there was no relationship between occupa-
tional and mental disengagement scores (p = 0.120), 
there was a difference between retired and clerical 
worker groups according to emotional foced cop-
ing scores among occupational groups (p = 0.003)  
(Table 3).

DISCUSSION

In this study, it was determined that the caregiv-
ers in both groups were family members and the 
majority were the spouse or child of the patient. In-
dividuals providing patient care experience physical 

and emotional tensions for reasons such as fulfilling 
responsibilities both at home and outside, econom-
ic difficulties, physical and emotional stress caus-
ing self-neglect, and lack of free time. In a study by 
Lovely et al., it was reported that 82% of caregivers 
of palliative care cancer patients experienced a mod-
erate level of stress and 18% experienced a severe 
level [6]. 

When the caregivers in the current study were 
compared in respect of sociodemographic charac-
teristics, the majority of the caregivers of non-cancer 
patients were female and no significant difference 
was found between the genders of the caregivers of 
cancer patients. In the current study, the caregivers 
of the non-cancer patients were older, had a lower 
level of education, and almost all were housewives. 
This result could be due to the majority of non-can-
cer palliative care patients being older and hence 
their spouses are older and do not work. These 
results can also be attributed to this patient group 
being bedridden because of cerebrovascular and 
neurological diseases and geriatric problems, and 
because family members undertake the continuous 
care that is required. 

The duration of caregiving of those caring for 
non-cancer patients was determined to be longer 
compared to the caregivers of cancer patients. 

Table 2. Comparisons of the COPE subscale scores of the participants 

COPE subscale points Caregivers of cancer 
patients

median (min-max)

Caregivers of non-cancer 
patients

median (min-max)

 P-value

1. Active coping 14 (7-16) 13 (11-16) 0.731

2. Disengagement 11 (6-16) 11 (9-14) 0.290

3. Planning 14 (6-16) 14 (9-16) 0.493

4. Use of instrumental social support 14 (8-16) 13 (10-16) 0.391

5. Suppression of other activities 11 (5-16) 13 (11-16) < 0.001

6. Positive re-interpretation and development 14 (8-16) 14 (11-16) 0.973

7. Religious coping 14.5 ±2.5 15.1 ±1.47 0.221

8. Joking 5.5 (4-15) 8 (4-16) 0.113

9. Use of emotional social support 13 (8-16) 14 (9-16) 0.278

10. Acceptance 12.5 (4-16) 12 (11-14) 0.670

11. Behavioural disengagement 6 (4-13) 6 (4-12) 0.323

12. Substance use 5.08 ±2.04 4.63 ±1.48 0.311

13. Denial 9 (4-15) 8 (4-11) 0.496

14. Mental disengagement 10 (5-16) 12 (8-14) 0.001

15. Focussing on the problem and venting 
emotions

12 (5-16) 10 (8-16) 0.645

COPE-P: Problem-focussed coping 62.8 ±7.49 65.5 ±5.35 0.079

COPE-E: Emotion-focussed coping 59.20 ±7.62 63.01 ±4.44 0.007

COPE-NF: Non-functional coping 41.10 ±9.51 40.93 ±5.11 0.919

COPE-T: Total coping points 162.25 ±21.63 169.25 ±12.11 0.093
COPE – Coping Orientation to Problems Experienced
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The proportion of cigarette smokers was deter-
mined to be statistically significantly higher in the 
caregivers of non-cancer patients compared to the ca-
re givers of cancer patients. This could be related to this 
group of caregivers being exposed to chronic stress for 
longer periods, and previous studies have reported 
a high rate of cigarette smoking in those exposed to 
chronic stress [7]. 

Previous studies have shown that when there is 
a patient in the family, the roles within the family 
change as they experience fatigue, anxiety, and so-
cial life changes; especially female family members 
who try to take on several roles and responsibilities 
at the same time experience “care burden” and “care 
stress” with the care of the patient and neglect their 
own personal needs [8, 9]. The psychological effect 
of stress on quality of life is seen in the form of in-
creased emotional distress, anxiety and/or depres-
sion, hopelessness, a feeling of loss of control, and 
difficulty coping [10]. 

Although coping attitudes have been investi-
gated in several diseases, no similar study could 
be found in which comparisons were made of the 
coping attitudes to long-term stress of the caregivers 
of patients in two disease groups. In our study, the 
coping attitudes of the caregivers of palliative care 
patients with and without cancer were evaluated 
with the COPE points, and while no significant dif-

ference was determined between the total points of 
the two groups, significant differences were seen in 
the subscales. In the COPE subscales, the suppres-
sion of other activities, mental disengagement, and 
emotion-focussed coping attitude points were high-
er in the group of caregivers of non-cancer patients 
than for the caregivers of cancer patients. 

The care of a patient with non-cancer chronic 
diseases and geriatric problems is a more complex 
and longer process than for a cancer patient. This 
requires caregivers to constantly face and overcome 
problems. In our study, the fact that the caregivers 
of non-cancer patients had higher points in the sub-
scales of suppression of other activities, mental dis-
engagement, and emotion-focussed coping than the 
caregivers of cancer patients can be explained by the 
development of adaptation in this chronic process. 
In the post-hoc analysis, a positive correlation was 
found between the scores of mental disengagement 
and emotion-focused coping scores with the dura-
tion of caregiving in our study. In addition, a rela-
tionship was found between occupational and emo-
tion-focused coping scores. The duration of care of 
the caregivers of cancer patients was shorter and the 
capability to develop adaptation may be lower in the 
period of stress experienced as a result of progres-
sion with medical complications because cancer has 
a rapid course. In a study by Karabulutlu et al. [11], 

Table 3. Post-hoc analysis for relations between COPE-E scores and occupations

Occupation (A) Occupation (a) Mean difference (Aa) Standard error P-value

Housewife Manual worker 6.044* 2.198 0.007

Clerical worker 5.013* 2.445 0.044

Retired –5.844* 2.837 0.043

Others 1.584 1.842 0.393

Manual worker Housewife –6.044* 2.198 0.007

Clerical worker –1.032 3.033 0.735

Retired –11.889* 3.357 0.001

Others –4.460 2.572 0.087

Clerical worker Housewife –5.013* 2.445 0.044

Manual worker 1.032 3.033 0.735

Retired –10.857* 3.524 0.003

Others –3.429 2.786 0.222

Retired Housewife 5.844* 2.837 0.043

Manual worker 11.889* 3.357 0.001

Clerical worker 10.857* 3.524 0.003

Others 7.429* 3.136 0.020

Others Housewife –1.584 1.842 0.393

Manual worker 4.460 2.572 0.087

Clerical worker 3.429 2.786 0.222

Retired –7.429* 3.136 0.020
COPE – Coping Orientation to Problems Experienced
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the coping attitude most used by caregivers who are 
family members of cancer patients was determined 
to be active planning, and the least used was avoid-
ing isolation. 

Religious belief is an important factor in coping 
with stress. In both groups of the current study, the 
religious coping subscale points were high, with 
no significant difference determined between the 
groups. In 2013, Anne Vandenhoeck emphasised the 
need for caregivers to be educated and competent 
in spiritual care [12]. In the study of cancer patient 
caregivers by Karabulutlu et al. [11], the scores of 
seeking refuge in religious faith were determined to 
be high. 

In a study by Lovely et al. [6] of the caregivers of 
palliative patients with cancer, it was determined 
that the positive coping attitudes adopted were the 
use of humour, religious belief, planning, and active 
coping methods, and the negative coping attitudes 
most commonly were distracting oneself, denial, be-
havioural disengagement, and substance use. 

Undertaking patient care of a close relative caus-
es physical, psychological, emotional, social, and 
economic problems in addition to positive devel-
opments such as increased emotional closeness and 
affection, personal development, improvement in 
close relationships, satisfaction, social support from 
others, and self-confidence [9]. Efforts to support the 
mental and physical coping capabilities of caregivers 
can make this difficult process easier [13]. Previous 
studies have shown that psychosocial support giv-
en to family members providing patient care makes 
a positive contribution to their wellbeing, positive 
perceptions of their role, and quality of life [14]. Car-
ers may have negative effects, including depression, 
social isolation, sleep deprivation, financial burden, 
and significant changes in their lives [15]. Commu-
nication of health resources should be improved to 
support burden of caregivers [16]. It is necessary to 
assess the needs of caregivers, identify appropriate 
support services, provide high-quality care, and 
ensure caregiver satisfaction [17]. The complexity 
of end-of-life communication in cancer carers is in-
creasing [18]. Cancer caregivers play an important 
role in cancer care [19]. There may be additional 
findings such as cardiac findings in cancer patients 
[20]. The first stage of treatment is the correct diag-
nosis [21]. In the literature, it has been reported that 
cancer patients have higher levels of depression and 
anxiety than in general society [22].

Cancer patient caregivers have an emotional re-
sponse to the disease, and so psychological health 
can be more affected because it is more stressful to 
care for a cancer patient. Moreover, as the disease 
progresses and the care process is prolonged, the 
physical and psychological burden on the caregiver 
increases [23]. 

The limitation of our study is that the number of 
participants is low, and our study was single-cen-
tred. Because the study areas of the authors are con-
nected with cancer and non-cancer patients, studies 
have been conducted between these two groups. Be-
cause the survival time of cancer patients is shorter 
than for other diseases, the need for care is shorter.

In conclusion, because the duration of the cancer 
patient’s need for care is shorter than that of non-can-
cer patients, this may cause the caregivers of cancer 
patients to be less able to adapt to the stressful pro-
cess they experience than the caregivers of non-can-
cer patients. Therefore, adaptation programs should 
be arranged for caregivers of cancer patients. In or-
der to better understand the subject, there is a need 
for studies about the patient group with wide partic-
ipation and different types of cancer.
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