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ABSTRACT: 
Purpose: This study was conducted with descriptive-correlational design to determine the correlation between religious coping 
strategies and quality of life of the caregivers of elderly patients, staying in the palliative care unit and internal medicine clinics, during 
the care process. 
Material and Methods: The sample of the study was composed of 69 caregivers of elderly patients staying in the internal medicine 
clinics and palliative care unit of Sahinbey Research and Application Hospital. Caregiver Information Form, World Health Organization 
Quality of Life Instrument Short Form and Religious Coping Scale were applied to the participants and the data were analyzed using 
SPSS 22.0. Log linear model and regression analysis was used to examine the correlation between the scales. 
Results: A significant correlation was determined between the caregivers’ ages and the quality of life and its subscales (p=0.001). The 
caregivers did not use religious coping methods as their ages increased (p=0.005). 
Conclusion: It was determined that age and financial situation did not affect quality of life of the caregivers. There was a positive 
correlation between religious coping status and quality of life of the caregivers. Consequently, it was found that religious coping 
methods used by the caregivers to be at peace enhanced their quality of life. It is recommended for nurses to provide training and 
counselling to caregivers about how care burden will be used and how quality of life will be enhanced. 
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INTRODUCTION 

Old age is defined as individuals’ decreased physical 

power, increased consumption, increased disability, 

and irreversibly impaired functions of the organism 

(Bahar et al., 2009). The WHO defines old age as “the 

decrease in the ability to adapt to environmental 

factors”. Likewise, the WHO defines psychogeriatric 

aging as “old” for 65 years old and over and “very 

old” for 85 years old and over (Beğer and Yavuzer, 

2012). Aging is a public health issue requiring a 

multidisciplinary service that concerns the 

healthcare, social, and economy systems. One of the 

most important social risks observed in developed 

communities is the need for aging-related care 

(Koldaş, 2017). Many countries face population 

aging. Today, 8.5% of the world population is over 65 

years of age. In “An Aging World: 2015” report, it is 

estimated that this rate would increase to 17% by 

2050 and the number of elderly population would 

reach to 1.6 billion by 2050. America’s elderly 

population is estimated to double over the next 30 

years and increase from 48 million to 88 million 

people by 2050 (Koldaş, 2017). According to TSI data, 

Turkey’s elderly population was 6 million 192 

thousand 962 people in 2014, it increased by 16% in 

the last five years and reached to 7 million 186 

thousand 204 people in 2018. 44.1% of that 

population are male and 55.9% are female. Its rate in 
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the total population increased from 8% to 8.8% 

within five years. In accordance with all these data, 

it is believed that especially the second half of the 

current century will be “century of elderly people” in 

Turkey (TÜİK, 2018). 

People look for a safe harbor to take refuge in 

whenever they are in trouble and whenever they are 

unable to overcome or experience an important loss 

in their lives. Many people find this safe harbor in 

religion (Beğer and Yavuzer, 2012). In their study, 

(Ayten and Sağır, 2015) determined that men 

interpreted favorably negative events and situations 

more and tended to ask more for God’s help and 

support compared to women. In a challenging event, 

religion represents an important part of the coping 

structure. Religion can structure the character of an 

event, coping activities and consequences of this 

event, or may be a result of coping (Kabalak et al., 

2013). According to the researchers, people’s 

selecting any of active and passive coping methods is 

based on the types of religiosity which are tried to be 

identified (Mattis, 2002).  When the results of 

positive and negative coping are compared, it is 

better understood why they got these names. This is 

because positive religious coping methods increase 

the positive development based on stress, cognitive 

functions and the probability of reaching spiritual 

results; whereas, negative religious coping methods 

reduce the possibility of reaching a spiritual result, 

the quality of life, and the ability to act 

independently in daily activities, and increases the 

possibility of having a depressive temperament. 

Furthermore, a study demonstrated that positive 

religious coping methods were used more than 

negative religious coping methods (Pargament et al., 

2004). Religious coping is the use of cognitive and 

behavioral elements by using religious and spiritual 

sources in difficult situations (Ayten and Sağir, 2015; 

Ayten, 2012). In a study on the civil servants’ 

methods of coping with stress, it was stated that the 

civil servants used coping methods including 

cognitive and behavioral methods. The study 

demonstrated that coping in the cognitive dimension 

can be beneficial if it continues in a controlled 

manner. In another study, it was reported that those 

who were satisfied with their job and did not have 

problems with the administration, developed a more 

religious attitude (Robinson and Griffiths, 2005). In 

another study examining prayer as a coping method 

in adolescents, it was stated that prayer, described 

as a problem-focused coping style, enables to 

recognize the problem, to develop alternative ways 

to solve the problem, to plan and to actively cope by 

collaborating with the Creator. According to the 

study, if the stressful life cannot be changed, prayer 

reduces emotional stress. At this point, prayer also 

functions in an emotion-oriented coping style by 

enabling to reinterpret or accept the event (Aslan, 

2007). Religion brings satisfactory explanations to 

situations like death, birth and injustice and 

increases effectiveness in coping (Ayten, 2012). The 

studies on the spiritual beliefs and practices of high-

risk pregnant women have reported that women’s 

spirituality improves the condition of themselves 

and their unborn children and is a protective factor 

in suicide attempts. It is stated religious belief 

increases pregnant women’s self-confidence and 

ability to cope with crisis (Price et al., 2007; Benute 

et al., 2011). A traumatic event does not necessarily 

take place for religious coping process; religion is 

only as much a part of in the coping process as it is a 

part of a person’s life orientation system.  In addition 

to the benefits provided by religion in coping with 

the challenging life events and creating a general life 

philosophy, it can also be asserted that it is also 

effective in leading a happy and satisfied life. 

Enjoying life and being happy are among essential 

criteria for defining mental health. It is generally 

accepted that people, who are happy and satisfied 

with their life, have good mental health. It is seen 

that many factors such as achieving happiness 

through meaning in life and enjoying life by 

participating in different activities are associated 

with life satisfaction (Connor et al., 2003). In a study 

examining the correlation between life satisfaction, 

holiday, and regeneration experience, it was found 

that individuals feel comfortable and independent 

from work when they have control over what they 

want to do and they are more satisfied with their 

general life (Chen and Petrick, 2013). A person’s 

views and expectations about life constitute the 

characteristics of quality of life; this, of course, 

differs from individual to individual. When an 

individual is angry about the events he/she 
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experiences, questioning the existence of divine 

power and failing into despair can adversely affect 

the quality of life. Subjective positive evaluations of 

the individual who take refuge at the mercy of divine 

power and hoping can positively affect the quality of 

life (Şahin et al., 2009; Pargament et al.,2000; 

Pargament, 1999; Pargament et al.,1990).  

Quality of life is generally defined as an individual’s 

physical, social and psychological well-being. The 

World Health Organization expresses quality of life 

as “the perceptions of individuals about their 

position in the culture and values of the society they 

live in by considering their interests, hopes, 

standards, and goals” (Arpacı, et al., 2015). In a study 

examining the effective components on life 

satisfaction, it was stated the individual’s physical 

and mental health status, lifestyle, and his/her 

relations with the social environment positively 

influenced his/her quality of life (Korkmaz et al., 

2015). It is stated that health, socioeconomic level, 

and psychological state of the caregivers negatively 

affect their quality of life in case of providing long-

term care. The caregivers can face situations like 

depression, anxiety, burnout, impaired physical 

health, social isolation, and economic obstacles as a 

result of the care burden they experience (Masat, 

2018). In a study examining the effects of daily living 

activities of the elderly on caregiver’s anxiety, it was 

stated that there was a very strong correlation 

between daily living activities of the elderly and the 

anxiety of the caregiver. The impaired health status 

of the elderly individuals was stated to increase the 

anxiety and depression levels in caregivers 

(Mahoney, et al., 2005). Providing a consultancy 

service prepared in line with the needs of the patient 

and caregiver enhances the quality of care, reduces 

the stress burden of the caregiver individual, and 

enhances the quality of life of the patient (Lampley-

Dallas et al., 2001). Increasing the number of centers 

that can provide care to the patients and easing the 

access to these centers are important in terms of 

protecting and maintaining the mental and physical 

health of caregivers (Tremont, 2010; Tel et al., 2012). 

There are numerous factors affecting the care 

burden and quality of life of the caregiver. These 

factors are examined in three groups including 

caregiver’s characteristics (socio-demographic 

characteristics, characteristics about affinity with the 

patient), patient’s personal characteristics (disease 

or cancer-related characteristics) and care-related 

characteristics (time, intensity, type and changes in 

activities, etc.). All of these factors also affect the life 

and experiences of the caregiver (such as disruption 

in his/her life, economic obstacles, etc.) in addition 

to the care burden and quality of life (Doğan, 2015). 

It was reported in the studies that upon increased 

care burdens of the caregivers of the patients, the 

prevalence of infectious diseases and depression 

increased in caregivers, anxiety, stress, burnout, and 

behavioral disorders were seen in them, negative 

changes occurred in their health perceptions, and 

their quality of life were impaired (Aşiret and 

Kapucu, 2013; Ustaalioglu et al.,2018; Okka et al., 

2018). In addition to all of these, palliative care is 

extremely important in order to integrate spiritual 

help and support services into the care provided 

within the scope of the healthcare services and to 

have healthcare professionals to support caregivers, 

plan proper multidimensional interventions, apply 

these interventions routinely, and evaluate their 

results (Ayten, 2012; Gökulu, 2018). The World 

Health Organization (WHO) emphasizes addressing 

the needs of family caregivers and family as one of 

the primary objectives of palliative care.  

 

MATERIAL and METHODS  

Purpose and Type of the Study 

The purpose of this study is to determine the effect 

of religious coping strategies of the caregivers of 

elderly patients staying in palliative care unit and 

internal medicine clinics on their quality of life during 

care process.This study was conducted with 

descriptive-correlational design to determine the 

correlation between the religious coping strategies 

and quality of life among the caregivers of elderly 

patients staying in palliative care unit and internal 

medicine clinics during care process.  

 

Hypotheses of the Study 

H0: Religious coping strategies do not affect 

caregivers' quality of life. 

H1: Religious coping strategies affect caregivers' 

quality of life. 
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Sampling and participant 

The population of this study was composed of the 

caregivers of elderly patients staying in internal 

medicine clinics (neurology, geriatrics) and palliative 

care unit of Gaziantep University Sahinbey Research 

and Application Hospital. Because we aimed to 

include the entire caregiver population (n= 110) in 

the study, we did not calculate the sample size and 

did not use any sampling method. In total, 69 

caregivers who provided care to an impaired elderly 

individual were included in this study, representing 

65 % of the target population inclusion criteria were 

as follows: (i) caregivers who were able to speak 

Turkish, (ii) lived with an aged care recipient and had 

been bedridden for at least six months and the 

elderly individual was 65 years or older, (iii)  

caregiver who takes care of an elderly patient for at 

least 15 days in the hospital and It's about being ill 

with dementia, nutritional deficiencies or health at 

least 6 years old while living. Exclusion criteria were 

as follows: (i) being hospitalized in surgical clinics due 

to short hospital stay. 

 

Data Collection Tools 

The researchers collected the data of the study from 

the caregivers meeting the inclusion criteria using 

face-to-face interview method within the day-shift 

working hours between March and May 2021 in 

internal medicine clinics and palliative care unit of 

Sahinbey Research and Application Hospital. Data 

were collected by the investigator through face-to-

face interviews with caregivers. The interviews 

lasted for approximately 40 minutes  A caregiver 

ınformation form, World Health Organization Quality 

of Life Instrument Short Form and Religious Coping 

Scale were used. The study’s independent variables 

included socio-demographic characteristics of the 

caregivers and their problems, caregiving-related 

characteristics, and religious coping strategies; on 

the other hand, the quality of the life was the 

dependent variable of the study. 

 

Caregiver Information Form 

The caregiver information form prepared by the 

researcher includes the evaluation questions about 

the socio-demographic characteristics of the 

caregivers, their caregiving-related characteristics, 

and their problems. 

 

The World Health Organization Quality of Life 

Instrument Short Form 

This questionnaire consists of four domains (Physical 

health, Psychological health,Social relationships, and 

Environment) and two items concerning Overall QoL 

and General health. Higher scores indicate a better 

subjective QoL (De Vries and Van Heck, 1995). Its 

Turkish adaptation was carried out Eser et al (Eser et 

al., 1999). Cronbach’s Alpha reliability coefficients of 

the scale were determined as 0.76 in the physical 

health subscale, 0.67 in the psychological health 

subscale, 0.56 in the social relationships subscale, 

and 0.74 in the environment subscale. In the present 

study, Cronbach’s Alpha reliability coefficients were 

found to be 0.67 in the social relationships subscale, 

0.68 in the physical health subscale, 0.64 in the 

psychological health subscale, and 0.83 in the 

environment subscale. 

 

Religious Coping Scale 

Religious Coping Scale was developed by Pargament 

et al., (1988) based on the correlation between 

coping, religious coping and a series of psychological 

data of three groups having different life events. This 

scale has a total of 14 items and 2 subscales including 

7 items (Items 1, 2, 6, 8, 9, 11, and 13) for Positive 

Religious Coping and 7 items (Items 3, 4, 5, 7, 10, 12, 

and 14) for Negative Religious Coping. Religious 

Coping Scale was adapted to Turkish population by 

Eksi in 2001 by conducting its validity and reliability. 

The scale is a 4-point Likert type scale. In the study 

by Eksi (2001), it was determined that Cronbach’s 

alpha reliability coefficient was 0.64 for the Positive 

Religious Coping subscale, 0.63 for the Negative 

Religious Coping subscale, and 0.69 for the overall 

scale. In the present study, it was determined that 

Cronbach’s alpha reliability coefficient was 0.74 for 

the overall scale, 0.76 for the Positive Religious 

Coping subscale, and 0.69 for the Negative Religious 

Coping subscale. 

 

Statistical Analysis 

The data were analyzed by using SPSS 22.0 statistical 

package program. Number, percentage, and 

standard deviation values were used in the data 
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distribution. Log linear model and regression analysis 

were used to compare dependent and independent 

variables. 

 

Ethical Approval 

All procedures performed in studies involving human 

participants were realized in accordance with the 

ethical standards of the institutional and/or national 

research committee and with the Declaration of 

Helsinki and its later amendments or comparable 

ethical standards. This is an observational study. The 

Application Hospital Research Ethics Committee has 

confirmed that no ethical approval was required. 

İnönü Üniversity ethics committie (23.03.2021/ 

decision number: 2021/1837) recevied. 

 

RESULTS  

The data collected from the caregivers of the 

patients staying in palliative care unit and internal 

medicine clinic are present below. It was determined 

in Table 1 that the average age of the caregivers was  

45.42±11.10 (25- 70 years), 66.7% were female, 

66.7% were married, 71.0% had children, 40.6% 

were primary school  graduate, 59.4% were 

unemployed, 52.2% had a middle level of income, 

95.7% had social security, and 60.9% had no chronic 

disease (Table 1).  

It was determined that 26.1% of the caregivers were 

the patients’ daughters, 76.8% were living together 

with the patient, care process of 33.3% took 3-6 

hours, 53.7% had difficulties mostly in meeting 

mostly physiological needs, 47.8% were trying to 

solve difficulties in patient care without receiving any 

help, 59.4% saw the care process as a religious 

obligation, 62.3% had no change in religious 

dimension during the care process, and 56.5% did 

not need psycho-social support during the care 

process (Table 2).  
 

 

 

Table 1. Socio-Demographic Characteristics of Caregivers (n = 69) 

Introductory Features  Number (n) Percent (%) 

Age  (45.42±11.10; 25-70)   
Gender   
Female 46 66.7 
Male 23 33.3 
Marital Status   
Married 46 66.7 
Single  13 18.8 
Widowed/divorced  10 14.5 
Number of children   
Yes 49 71.0 
No 20 29.0 
Educational background   
Illiterate  8 11.6 
Primary school  28 40.6 
High School  13 18.8 
Associate degree 2 2.9 
Bachelor’s degree 18 26.1 
Graduate degree - - 
Working Status   
Employed 28 40.6 
Unemployed 41 59.4 
Income   
Low 19 27.5 
Middle 36 52.2 
High 13 18.8 
Very high 1 1.4 
Social Security    
Yes 66 95.7 
No 3 4.3 
Chronic disease   
Yes 27 39.1 
No 42 60.9 
TOTAL 69 100.0 
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Table 2. Process, Time and Religious Dimension of Care for the Caregivers 

Characteristics  Number  (n) Percent (%) 

Affinity    
Caregiver 8 11.6 
Brother/sister 6 8.7 
Spouse 16 23.2 
Daughter 18 26.1 
Son 11 15.9 
Other 10 14.5 
Status of Living Together   
Yes 53 76.8 
No 16 23.2 
Time Allocated for Care   
Doesn't take time 3 4.3 
0-3 Hours 18 26.1 
3-6 Hours 23 33.3 
7-12 Hours 16 23.2 
13 Hours and more 9 13.0 
Care Difficulties   
Continuous Talking 12 17.4 
Committing Violence 2 2.9 
Physiological Needs 37 53.7 
Suffering 7 10.1 
No Care Difficulty 11 15.9 
Coping with Care Problems    
Not getting help 33 47.8 
Receiving support from family members 23 33.4 
Caregiver support 3 4.3 
Empathy 10 14.5 
Religious Dimension of the Care Process   
I see it as a religious obligation. 41 59.4 
I don't see it as a religious obligation. 28 40.6 
Change in Religious Dimension    
Praying More 26 37.7 
No Change 43 62.3 
Need for Psycho-social Support   
Yes 30 43.5 
No 39 56.5 
TOTAL 69 100.0 

 
 

 
Table 3. Distribution of the Mean Scores of the Scales and Their Subscales 

Scales And Their Subscales  
Scale 

Min-Max 
Scale 

Mean±Sd 

Religious Coping Total Score 1.00-3.14 2.2±0.5 
Positive Religious Coping  1.00-4.00 2.8±0.7 
Negative Religious Coping  1.00-2.71 1.6±0.5 
Quality of Life Total Score 43.00-97.00 80.36±13.76 
Quality of Independent Domain  2.00-9.00 5.3±1.9 
Quality of Physical Domain 13.00-29.00 21.36±3.7 
Quality of Psychological Domain 8.00-22.00 15.57±3.5 
Quality of Social Domain 3.00-15.00 8.1±2.8 
Quality of Environment Domain 12.00-36.00 28.86±6.1 

 
 
It was determined in Table 3 that the religious coping 

total mean scores were 2.2±0.5, positive religious 

coping total mean scores were 2.8±0.7, and negative 

religious coping total mean scores were 1.6±0.5. 

WHO quality of life mean scores were 80.36±13.76, 

independent domain mean scores were 5.3±1.9, 

physical domain mean scores were 21.36±3.7, 

psychological domain mean scores were 15.57±3.5, 

social domain mean scores were 8.1±2.8, and 

environmental domain mean scores were 28.86±6.1 
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(Table 3).  

Regression analysis indicated that the descriptive 

characteristics of caregivers, age, perceived income, 

and Positive Religious Coping Styles affected the 

quality of life and descriptive characteristics and 

Religious Coping Styles of the caregivers accounted 

for their quality of life with a variance of 56% (Figure 

1).

  
 

  

  
 
Figure 1. The Effect of Religious Coping Styles of the Caregivers on Their Quality of Life. According to the log linear 
model, the Positive religious coping of the caregivers was found to be the most important factor affecting the quality of 
life. 

 

 

DISCUSSION   

In this study assessing the religious coping methods 

used by the caregiver family members of patients 

suffering from chronic disease during caregiving 

process and their quality of life, the characteristics of 

the caregivers can be said to be similar to the 

literature (Han et al., 2017; Küçükguclu, 2009; Yeşil 

et al., 2016). 

In the studies, it is stated that family relations of 

caregivers deteriorate, their family responsibilities 

are negatively affected, and they experience social, 

physical, economic and psychological problems due 

to their caregiving roles. All of these problems are 

defined as care burden (Gökulu, 2018.). In the 

present study, it was determined that a majority of 

the caregivers were the daughter and spouse of the 

patient, they were residing with the patient, they 

were unemployed and their economic status was not 

high. In fact, when the studies are examined, results 

similar to the literature are seen (Gökulu, 2018; Kalav 

et al., 2018; Han et al., 2017). This is associated with 

the necessity of showing respect for the elderly and 

patients in the family due to tradition and customs in 

Turkish society and the fact that the children feel 

gratitude for their parents in terms of care, the 

caregivers are mostly the children and spouses of the 

patients, the caregiving roles expected from women 

are adopted, and women are primary caregiver.  
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The socioeconomic status of family members was 

one of the reasons affecting the quality of life (Table 

4). Individuals who had economic difficulties 

experienced more stress and more problems. This 

negatively affected their life satisfaction. There are 

studies in the literature reporting that the caregivers 

with lower socioeconomic level have higher burden 

and worse health (Aşiret and Kapucu, 2013; Chen 

and Petrick, 2013; Chen et al., 2015). Caregiver not 

only meets the care needs of the patient but also 

helps in issues like buying the medicine, shopping 

and providing financial support. This brings financial 

burden along with the care burden. The other 

studies showed that caregivers having economic 

problems had lower quality of life and high income 

level enhanced the quality of life (Hacialioglu et al., 

2010). Economic status indicators are one of the 

important variables predicted by quality of life within 

the scope of personal social area. This result may be 

associated with the fact that caregivers with a good 

income level can identify and monitor the disease-

related problems, they apply complicated treatment 

process without interrupting the treatment of the 

patients, and they can get better care, thus having a 

better standard of life.  

As the age of the caregivers increases, their quality 

of life is negatively affected. In their study conducted 

to determine the quality of life characteristics of 

individuals aged 65 years and over and the 

influencing factors through SF-36 quality of life 

questionnaire, Durduran et al., in their study stated 

that the quality of life impaired with increasing age. 

It was also determined in the present study that the 

quality of life was negatively affected with increasing 

age (Durduran et al., 2018). In the study by Kalınkara 

et al., it was stated that caregivers experienced social 

isolation with age and especially their mental health 

was affected more by entering a new care process 

without experiencing exactly the self-sufficiency 

situation brought by age and their burnout level 

increased (Kalınkara and Kalaycı, 2017). In young 

adulthood period, the frequency of applying positive 

religious coping strategies such as “turning towards 

God, interpreting favorably, religious begging, 

religious convergence” increases. This result 

indicates that individuals question religion more with 

increasing age. According to Ryff who is known for 

her works on life satisfaction and well-being of the 

individual, the relationship between the age and life 

satisfaction is mostly affected by the evaluations 

about health and financial situations (Ryff, 1989). 

Ryff expresses that some of the individuals could 

better adapt to chronic diseases, weaknesses and 

dependency experienced along with old age while 

some others are negatively affected. Likewise, Balcı 

and Ayten could not find any significant correlation 

between age and life satisfaction in their study 

conducted on religious coping (Arvas, 2017; Ayten, 

2012). However, age was found to be positively 

correlated with both life satisfaction and religion in 

some other researches (Özdemir and Taşçı, 2013). 

Responding to the difficulties by praising as a 

religious coping method and seeing these problems 

as a mean of test can be considered as factors that 

will affect the quality of life of the individual. In this 

context, individuals who have problems and are 

stuck in difficult situation tend to use more 

frequently religious coping activities both positively 

and negatively.  

The most important factor affecting the quality of life 

is positive religious coping styles. Positive religious 

coping involves an individual's attitudes and 

behaviors to believe that Allah’s actions have a cause 

and negative life events have a meaning 

(Cirhinlioğlu, 2014). In positive religious coping, the 

individual tends to cooperate with Allah, believes 

that his/her suffering has a spiritual meaning and 

actively participates in problem solving. Accordingly, 

the use of positive religious coping mechanisms by 

individuals strengthens their coping of physical and 

mental problems. The fact that people evaluate any 

negative event patiently and as a test of Allah, see 

what happens to them as a part of spiritual 

maturation and are able to say "There is a charity in 

what is occurring" increases their life satisfaction and 

optimism levels. It is reported that believing in a 

superior being is always a guide to interpret the 

individual’s existence and the ultimate object of life 

and to endure difficulties (Çelimli and Tozlu, 2016). 

With the increased meaning and purpose of life, it 

provides additional energy to the person in 

struggling with difficulties and makes an important 

contribution to overcome the problems (Çelimli and 

Tozlu, 2016). Accordingly, the quality of life of 
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individuals increases as their tendency to interpret 

favorably any problem, deal with these problems 

patiently, turn to Allah in the difficult situation, and 

ask for help from Allah by judging him/herself 

increases.  In this study, high spiritual level of the 

caregivers may be due to the fact that human beings 

have always needed to believe in a divine power and 

seek refuge from a superior being abinito (De, 2014). 

People's use of positive coping activities in the 

process of making sense of what happened to them 

and turning towards Allah enhances their quality of 

life. These results are compatible with the results of 

many studies on the correlation between religious 

coping and quality of life.  

Mostly the social and environmental domain quality 

of life scores of the family members were found to 

be low. In the study conducted by Fertelli et al. on 

individuals who provide care to stroke patients at 

home, they found that the quality of life 

environment domain scores of caregivers were low 

(Fertelli and Tuncay, 2019). It was determined in the 

study conducted by Wong et al. (Wong et al., 2012) 

on caregivers that the quality of life of caregivers was 

low in psychological domain and high in physical 

domain. In their study Tel et al. found that the 

physical and environmental quality of life of 

individuals providing care to individuals with lung 

disease at home was low. The quality of life 

environmental domain contains items related to the 

individual's daily activities, recreation, access to 

information and health perception (Tel et al., 2012). 

In the present study, it was determined that Positive 

Religious Coping Styles and age and perceived 

income from descriptive characteristics of the 

caregivers affected the quality of life and descriptive 

characteristics of the caregivers and their Positive 

Religious Coping Styles explained their quality of life 

with 56% of variance. This result supports our 

acceptance ''Religious coping strategies affect 

caregivers' quality of life''. Even though it is stated in 

the literature that they use religious coping more 

with increasing age, it was estimated in the present 

study that religion was used more in adulthood and 

it predicted the quality of life together with the 

socioeconomic status. In the study conducted by 

Masat with oncologic patients, a positive and weak 

correlation was stated between the quality of life 

and religious coping methods (Masat, 2018).  In their 

study conducted to investigate the correlation 

between the religious coping and life satisfaction in 

adults, Uysal et al., stated that there was a positive 

and significant correlation (Uysal et al., 2015). The 

reason for the differences between the literature 

and the present study may be the socioeconomic 

causes and cultural differences. 

 

CONCLUSION  

In the study, it was found that the caregivers with 

low socioeconomic status had low quality of life and 

young adults prefer religious methods more. It was 

concluded that the quality of life of the caregivers of 

elderly patients hospitalized in the internal medicine 

clinic and palliative care unit increased when they 

were using positive religious coping styles. In line 

with these results, to reduce care burden and to 

increase life satisfaction must be provided 

multidisciplinary approach (physician, nurse, 

psychologist, spiritual care professionals etc.) both 

caregivers and elderly patients. Day care homes 

should be opened to reduce the burden of care and 

the patient provide to support services to patients' 

relatives as well as to their relatives. Problems and 

solutions proposed in elderly care should be added 

to the education curriculum. 
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