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Abstract

Introduction: The perception of disease depends on the patient's beliefs related to the nature of the illness, the previous 
personal or family experiences and his/her attitude to them. Patients try to understand and cope with health problems. The 
purpose of the present study was to answer the question which components of the relationship between the strategies for 
coping with stress and mental disease perception are moderated by gender. 
Material and Methods: The study involved 98 patients with depressive disorders, anxiety disorders, schizophrenia, alcohol 
related disorders. The research of the variables was carried out using the COPE Inventory and Disease Perception Questionnaire. 
Results: It has been noticed that in men, when their perception of the mental disorder as beneficial increases, the religious 
strategies for coping with stress become more frequent. Furthermore, the opposite sex pattern emerged. In the situation when 
an individual’s perception of the illness as a threat increased, female patients less frequently employed religious coping and 
planning. Furthermore, in women, when the perception of the mental disease as a weakness increases, the frequency of using 
emotional social support and acceptance decreases. 
Conclusions: The result indicated that there are opposite patterns of gender specific coping strategy dependent on the mental 
illness perception. 
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Streszczenie

Wstęp: Obraz choroby zależy od przekonań pacjenta związanych z charakterem choroby, wcześniejszymi doświadczeniami 
osobistymi lub rodzinnymi oraz jego postawą wobec nich. Pacjenci próbują zrozumieć i poradzić sobie z problemami 
zdrowotnymi. Celem niniejszego badania było udzielenie odpowiedzi na pytanie, które komponenty relacji pomiędzy obrazem 
choroby psychicznej a strategiami radzenia sobie ze stresem będą moderowane przez płeć.
Materiał i Metoda: Badaniem objęto 98 pacjentów z zaburzeniami depresyjnymi, lękowymi, schizofrenią, uzależnionych 
od alkoholu. Badanie zmiennych przeprowadzono za pomocą Wielowymiarowego Inwentarza do Pomiaru Radzenia Sobie 
ze Stresem - COPE i Kwestionariusza Obrazu Choroby - KOCh. 
Wyniki: Im częściej mężczyźni postrzegają zaburzenie psychiczne jako korzyść, tym częściej radzą sobie ze stresem za pomocą 
religii. Ponadto, ujawniono odwrotny wzór dla kobiet. Kobiety rzadziej stosowały radzenie sobie ze stresem za pomocą religii 
i planowania gdy percepcja choroby jako zagrożenia wzrastała. Poza tym, w im większym stopniu kobiety postrzegały chorobę 
jako słabość tym rzadziej poszukiwały wsparcia emocjonalnego i akceptacji. 
Wnioski: Uzyskane wyniki wskazują, że istnieją odmienne wzorce, specyficzne dla płci, stosowanych strategii radzenia sobie 
ze stresem w zależności od obrazu choroby.

Słowa kluczowe: strategie radzenia sobie ze stresem, obraz choroby, zaburzenia psychiczne, moderator, płeć
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Introduction

Overpowering stress and a fast pace of life promote 
mental illness. Mental disorders are clinically significant 

disturbances in an individual's emotion regulation, 
cognition and behaviour that reflect a dysfunction in 
mental functioning [1, 2]. Disease is connected with 
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subjectively experienced suffering [3]. The perception 
of disease depends on the patient's beliefs related to the 
nature of the illness, the previous personal or family 
experiences and his/her attitude to them [4,5]. To 
make sense of the symptoms, patients create cognitive 
representation of their illness [6]. The meaning attributed 
to the disease depends on how the patient views his/
her mental health problem in a subjective life’s context 
[7]. The illness may be treated as a benefit, a threat, 
a weakness or a task [8, 9]. The illness is treated as a 
benefit if, as a result, a patient receives attention and care. 
The disease is necessary to escape from the problems 
and responsibilities of a daily life. The patient's sense of 
depression, helplessness and anxiety is characteristic if 
the illness is seen as a threat. In this situation, the disease 
limits activity in all dimensions of life. If the illness is 
treated as a weakness, patient refuses a diagnosis and 
trivialises the symptoms. Perceiving the disease as a task, 
individuals search for the information about its ethology 
and symptoms, and try to cope with the problem.

Based on a self-regulation theory of illness 
perception, individuals try to understand and cope with 
health problems [6]. According to the Common-Sense 
Model (CSM) of illness, perceptions of the disease and 
coping strategies are closely related [10, 11]. Specific 
activities undertaken by a person to deal with difficult 
situations are referred to as coping strategies. A meta-
analytic review concerning suffering from a physical 
illness revealed that various components of the illness 
perceptions were associated with cognitive reappraisal, 
avoidance, expressing emotions, and problem-focused 
coping strategies [12].

The CSM was also carried out on patients suffering 
from mental disorders [13-15]. The results suggest 
that individuals suffering from mental disorders use 
maladaptive ways of coping with stress [16-18]. The 
high depressive individuals have a tendency to use the 
avoidant coping strategies [19]. The emotion-focused 
coping such as avoidance or venting disengagement are 
predictors of higher levels of anxiety and neuroticism [17, 
20, 21]. Individuals with psychotic disorders utilize more 
maladaptive coping strategies, especially avoidance and 
less active coping than healthy control group [22,23]. The 
defence mechanisms are responsible for different ways 
of coping with emotional difficulties associated with a 
particular disorder [24].

The dispositional and gender socialization theories 
suggest that when men and women confront similar 
stressors, they will behave in different ways because men 
stereotypically are socialized to conceal their emotions 
and to be action-oriented [25]. The result of the meta-
analysis concerning sex differences in the strategy for 
coping with stress showed that women were significantly 

more likely than men to use active coping, planning, 
to seek emotional and instrumental social support, to 
use avoidance and religious coping [26]. There were no 
sex differences in strategy such as denial and venting. 
Moreover, the previous research concerning mentally ill 
patients revealed that coping styles differed significantly 
between females and males. Women suffering from 
depression were more likely to use avoidant coping 
strategies than men [19]. Furthermore females suffering 
from anxiety disorders used more searching support than 
males [17].

On the basis of the cited results indicating the 
important role of gender in the disease perception and 
coping with stress strategies, the theoretical model was 
proposed in figure 1. In our article there was presented 
a different understanding of the disease perception than 
in the CSM model, regarding the functions of mental 
illness in the individual’s life. Taking into account the 
previous research, we postulate that gender is a potential 
moderator between the mental disease perception and 
coping strategies [15, 19, 21, 26]. Furthermore, our study 
was aimed at answering the question which components of 
the relationship between the coping with stress strategies 
and mental disease perception are moderated by gender.

Material and method

The examinations were carried out in the Antoni 
Kępiński Specialist Mental Healthcare Centre in Jarosław. 
The study was conducted individually in compliance with 
the Declaration of Helsinki. The study was approved by 
the Ethics Committee of Medical University of Lublin 
(theproject identification code: KE-0245/133/2014). All 
participants were informed  about the purpose and the 
anonymity of the study and provided written consent to 
participate in the research.  The criterion for selecting 
into the study group was differential diagnosis of a 
mental disorder, according to International Statistical 
Classification of Diseases and Related Health Problems 
ICD 10. Five types of mental disorders were selected: 
depressive disorders (F32, F33), anxiety disorders (F41, 
F42, F43), alcohol related disorders (F10), schizophrenia 
(F20).

Figure 1. The theoretical model of gender role in the 
relationship between the mental disease perception and 
strategies for coping with stress

Mental disease
perception

Strategies for coping
with stress

Gender
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Participants

The study group consisted of 98 patients (34 females 
and 64 males). Those examined included 20 subjects with 
depressive disorders (F32, F33), 27 with schizophrenia 
(F20), 21 with anxiety disorders (F41, F42, F43), 30 with 
alcohol related disorders (F10). The subjects were affected 
by the mental disorders for a varied length of time, ranging 
from six months to 39 years, with the mean of M = 11.23 
(SD = 8.49). The mean number of hospital stays was 
M = 4.56 (SD = 4.51), although some of the patients visited 
psychiatry wards even 30 times. The mean age of patients 
was approximately 44 years old (M  =  43.86; SD = 11.47), 
the youngest being 22 and the oldest 71 years old. Most 
patients had completed vocational education (36.93%), 
or secondary schools (32.24%), with considerably lower 
rates of those with primary and higher education levels 
12.09% and 18.74%, respectively. As many as 49.58% of 
the subjects were single, while married people accounted 
for 34.77% of the study group, 12.00% were divorced 
and 3.66% were widowed. Residents of rural and urban 
areas accounted for 56.50% and 43.50% of the study 
group, respectively. As many as 46.39% of the patients 
reported welfare benefits as the main source of income. 
Only 28.58% of the subjects earned their living owing 
to paid employment, while 12.75% of the subjects were 
unemployed. When it comes to 12.28% of patients, they 
declared other income sources.

The study applied two standardised research tools 
and a socio-demographic survey. The COPE Inventory 
developed by Ch. S. Carver, M. F. Scheier, and J. K. 
Weintraub, and adapted by Z. Juczyński and N. Ogińska-
Bulik, is a tool enabling measurement of 15 strategies 
for coping with stress [27, 28]. Reliability of COPE for the 
study group, estimated on the basis of Cronbach's α for the 
specific scales, was in the range from 0.29 to 0.94.

The Disease Perception Questionnaire is a 
psychometric tool proposed by B. Pawłowska and E. 
Potembska, and designed to assess a self-perceived image 
of one's condition and attitudes towards the illness. 
The questionnaire consists of four scales: disease as a 
threat, weakness, task and benefit [8]. The reliability 
of the tool was verified taking into account the values of 
Cronbach's alpha coefficients. In the study group internal 
compatibility of the tool in the specific scales ranged from 
0.82 to 0.89. 

Statistical analyses were computed using SPSS 26 
statistics software. The distributions of the relevant 
parameters were estimated based on Shapiro-Wilk test. 
The PROCESS Procedure for SPSS Version 3.4 was used in 
order to investigate the moderation effects [29].

Results

The proposed moderating effect of gender in 

reference to the strategy for coping with stress (15 
strategies for coping with stress) and disease perception 
(disease as a threat, weakness, task, benefit) was analysed 
using the first moderation model according to Hayes [29]. 
The regression model with 5000 bootstrapping sampling 
and a 95% confidence interval was used to estimate 
the effects. The results of the analysis were presented 
in table 1.

The findings showed a statistically significant 
moderation effect of gender in the relationship between 
religious coping and disease perception as a benefit 
(interaction effect F (3.94) = 4.07; p = 0.047). As shown 

* - p < 0.05; ** - p < 0.01; *** - p < 0.001

Predictors
Coping with stress strategy

Acceptance (A)

Disease perception b (SE) 95% 
LLCI

95% 
ULCI

Weakness (W)  0.13* 0.05 0.03 0.23

Gender 2.99* 1.29 0.43 5.55

(W) x Gender -0.10** 0.04 -0.17 -0.03

Model summary R2 = 0. 08 MSE = 4.26 F (3.94) = 2.63  
p = 0.054

Use of emotional social support 
(UESS)

Weakness (W) 0.18* 0.08 0.02 0.35

Gender 7.28** 2.11 3.08 11.47

(W) x Gender -0.15* 0.06 -0.27 -0.03

Model summary R2 = 0. 15 MSE = 11.42 F (3.94) = 12.45 
p = 0.002

Religious coping (RC)

Threat (T) 0.18* 0.00 0.01 0.34

Gender 10.81** 3.47 3.92 17.70

(T) x Gender -0.14* 0.06 -0.26 -0.02

Model summary R2 = 0.15 MSE = 16.34 F (3.94) = 5.43 
p = 0.002

Benefit (B) 0.30** 0.11 0.00 0.52

Gender 7.63* 2.91 1.85 13.40

(B) x Gender -0.16* 0.08 -0.32 -0.01

Model summary R2 = 0.19 MSE = 15.57 F (3.94) = 7.25
p= 0.002

Planning (P)

Threat (T) 0.08 0.05 -0.02 0.17

Gender 5.10* 2.05 1.02 9.18

(T) x Gender -0.09* 0.04 -0.16 -0.02

Model summary R2 = 0.10 MSE = 5.73 F (3.94) = 3.46
p = 0.019

Table 1. Gender as  a moderator of the relationship between 
disease perception and coping with stress strategy
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Results revealed that gender moderated the 
relationship between the use of emotional social support 
and disease perception as a weakness (interaction effect 
F (3.94) = 6.40; p = 0.013). As shown in the figure 3, the 
negative relationship between disease perception as 
a weakness and the use of emotional social support 
was significant for females (b = -0.12, 95% CI = [-0.22, 
-0.02])  but not for males (b = 0.03, 95% CI = [-0.03, 0.10]). 
Specifically for women, as the perception of the mental 
disease as a weakness increases, the frequency of using 
the emotional social support decreases.

The results showed that gender moderated the 
relationship between the acceptance strategy and 
disease perception as a weakness (interaction effect 
F (3.94) = 7.38; p = 0.008). As shown in Figure 4, the 
negative relationship between the disease perception as a 
weakness and the acceptance strategy was significant for 
females (b = -0.07, 95% CI = [-0.13, -0.01]) but not for males 
(b = 0.03, 95% CI = [-0.02, 0.07]). Specifically for women, 
as the perception of the mental disease as a weakness 
increases, the frequency of using acceptance as coping 
strategy for stress decreases. 

The obtained data showed a statistically significant 
moderation effect of gender in the relationship between 
the disease perception as a threat and religious coping 
(interaction effect F (3.94) = 5.63; p = 0.019). As shown in 
Figure 5, the negative relationship between the disease 
perception as a threat and religious coping was significant 
for females (b = -0.10, 95% CI = [-0.20, -0.01]) but not for 
males (b = 0.04, 95% CI = [-0.03, 0.10]). It turned out that 

* - p < 0.05; ** - p < 0.01; *** - p < 0.001

Figure 2. Interaction effect between disease perception as a 
benefit and gender on the frequency of religious coping

* - p < 0.05; ** - p < 0.01; *** - p < 0.001

* - p < 0.05; ** - p < 0.01; *** - p < 0.001

Figure 3. Interaction effect between disease perception 
as a  weakness and gender on the frequency of using of 
emotional social support

Figure 4. Interaction effect between disease perception as 
a weakness and gender on the frequency of acceptance as 
coping strategy for stress

* - p < 0.05; ** - p < 0.01; *** - p < 0.001

Figure 5. Interaction effect between disease perception 
as a threat and gender on the frequency of religious coping

in the figure 2, the positive relationship between 
disease perception as a benefit and religious coping was 
significant for males (b = 0.14, 95% CI = [0.06, 0.23]) but 
not for females (b = -0.02, 95% CI = [-0.15, 0.11]). It turned 
out that as the perception of the mental disease as a benefit 
increases, the frequency of religious coping increases, 
specifically for men.
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as the perception of the disease as threat decreases, the 
frequency of religious coping increases, specifically for 
women.

The results showed that gender moderated the 
relationship between the disease perception as a threat 
and planning strategy (interaction effect F (3.94) = 5.82; 
p = 0.018). As shown in Figure 6, the negative relationship 
between the disease perception as a threat and planning 
strategy was significant for females (b = -0.09, 95% CI = 
[-0.15, -0.04]) but not for males (b = -0.01, 95% CI = [-0.05, 
0.031]). Specifically for women, as the perception of the 
disease as threat decreases, the frequency of planning 
strategy increases.

Discussion

The research aim was to predict whether gender was 
a potential moderator between mental disease perception 
and coping strategies. Our results indicated that the 
relationship between the mental disease perception 
and coping strategies is different for men and women, 
and gender was a significant moderator. Gender was the 
moderator of the relationship between mental disease as a 
benefit, weakness, threat and religious coping, acceptance, 
emotional social support, and planning. 

Our results indicated that as the perception of the 
mental disease as a benefit increases, the frequency of 
religious coping increases, specifically for men. Religious 
coping strategy is a method of patients’ adjustment to 
their illness. According to the meta-analysis data, females 
more often use religious coping strategy than males as 
the reaction to personal health stressor [26]. Our results 
showed the opposite pattern of sex differences in the 
situation of treating mental disease as a benefit. Men who 
perceive their mental disease as a way to get attention 
and care, have a tendency to pray for guidance or comfort. 
In other words, the religious coping may be the way to 
manage emotional or instrumental support for men who 

need more care and attention. This conclusion is in line 
with Oliffe et al., whose results indicated that depressive 
men used religious and moral beliefs to manage distress 
caused by the experienced symptoms [30].

Furthermore, our results showed that when the 
perception of the mental disease as a weakness increases, 
the frequency of using the emotional social support and 
acceptance decreases, specifically for women. Rating 
mental illness as a weakness may have a source in the 
stigmatisation issues [31]. Individuals are ashamed 
and refuse diagnosis, trivialise the symptoms. On the 
other hands, it should be emphasised that the level of 
neuroticism, which is high in individuals with mental 
disorders, significantly affects the choice of strategies 
for coping with stress, especially for women [20]. 
Matheson & Anisman revealed that the level of anxiety is 
linked with emotion-focused coping [24, 17]. The meta-
analysis outcomes found out that women were more 
likely than men to engage in seeking emotional support 
and acceptance when neuroticism was statistically 
controlled. The mechanism of these strategies was 
different. There were no sex differences for acceptance 
without controlling the level of neuroticism while 
seeking emotional support was still significant [26]. This 
mechanism may be explained by the fact that women 
scored higher than men in neuroticism. This conclusion 
is consistent with the dispositional theory suggesting 
that there are characteristic differences between males 
and females reflected in their coping strategy choices 
[26]. Furthermore, the shame caused by mental illness 
reduces the seeking of emotional support from others, and 
neuroticism enhances this effect. The passive acceptance 
of the mental disease is due to the fact that women are 
afraid to admit the existence of the problem.

Furthermore, our findings revealed that when the 
women’s perception of the disease as threat the increases, 
the frequency of religious coping and planning decreases. 
The gender socialization theory suggests that men 
might be more likely to be action-oriented, and engage 
in problem-focused coping, while the opposite pattern is 
true for females [32,33]. Women have a tendency to focus 
on the emotion, not the solution. The adaptation to the 
mental disease strengthens with time, the illness is less 
frightening. It might be the reason why the probability 
of adaptive coping increased for women. Our results are 
consistent with the previous results of meta-analysis 
indicating that the coping strategy was influenced by the 
type of stressor. Females were more likely than men to 
plan as the reaction to personal health stressor [26]. 

Conclusion

In summary, the present study showed that there 
is an opposite pattern of gender specific coping strategy 

* - p < 0.05; ** - p < 0.01; *** - p < 0.001

Figure 6. Interaction effect between disease perception 
as a threat and gender on the frequency of planning strategy
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dependent on the mental illness perception. When the 
perception of the mental disease as a benefit increases, 
the frequency of religious coping increases, specifically 
for men. The opposite sex pattern revealed that if an 
individual’s perception of illness as a threat increased, 
women were less likely to use religious coping and 
planning. Furthermore, as the perception of the mental 
disease as a weakness increases, the frequency of using of 
the emotional social support and acceptance decreases in 
women.

The significant limitation of the study results was 
the number of male subjects, who accounted for 65% 
of the study group. This situation was due to the fact 
that all alcohol-addict patients were males. In the case 
of other mental disorders there were equal proportions 
of men and women. The identified limitations suggest 
that further research should involve the same numbers 
of males and females. The findings lead to the questions 
about mediating effect of the type of mental disorder 
on the link between the mental disease perception and 
coping strategies. Additionally, our results have the 
practical implications in designing interventions aimed at 
men and women. This work has a potential to lead to the 
improved understanding of a gender specific behaviour 
in patients with psychiatric problems. In the context 
of psychotherapeutic intervention, it may offer new 
approaches to develop gender specific self-regulation 
mechanism in relation to the adaptive coping strategy 
selection by patients [7, 34]. 
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