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Abstract
Background. Cognitions/cognitive processes help people to adjust their emotions after experiencing a negative 

experience: in the case of this paper, the condition of an endoprotected patient.
Aims. In the paradigm of health psychology, the evaluation and quantification of emotional, cognitive and 

neuropsychological disorders have clear recommendations on post-therapy programs and quality of life after discharge.
Methods. The study was performed on 40 total hip endoprosthesis patients divided into two distinct groups: 20 patients 

admitted for total hip arthroplasty and 20 endoprotected patients over a period of more than one year. Both groups were given 
the SACS adaptive coping scale questionnaires.

Results. Calculations were made to compare the differences between the two means: the mean obtained for group 1 and 
group 2 against the mean of the standards of these tests. The results obtained show a statistically significant difference: at the 
threshold p <0.001 on the assertive action variable, the very significant difference in antisocial action, and aggressive action, 
significant differences for social support search, and very significant differences for indirect action, avoidance.

Conclusions. Regardless of the time of the maladaptive response patterns of patients with hip prosthesis, there is a                   
reaction of depression, anxiety and decreased self-esteem, and in patients with more than one year after intervention, adaptive 
emotional mechanisms result, arising from a positive evaluation of the event’s positive analysis in the adaptation reaction to 
the chronic patient condition.
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Introduction
Recent research on quality of life aspects after arthro-

plasty of the hip demonstrates and claims that any approach 
should be made from the perspective of integrated medi-
cine, pathology, and insists that emphasis should be placed 
on a complete map of medical and psychological factors, 
through standardized models of multifactorial therapies. 
In the paradigm Psychology, Health Behavior, persons 
experiencing stressful situations respond to these situations 
by adopting functional or dysfunctional coping strategies 
(Zhang et al., 2012). Life expectancy growth is the main 
factor in this equation, and the increase in the number of 
arthroplasties in the young population leads to the need to 
analyze quality of life beyond the immediate post-surgery 
period.

According to Khan et al., 2011, acute post-surgery 
pain becomes chronic, being the main cause of slow re-
covery and biological and functional distress. Recovering 
functionality can also be achieved by analyzing medical, 

demographic and psychological factors. Considering that 
at least 15% of hip prostheses do not show an improvement 
in health status (Joshi et al., 2002), primary care combined 
with tertiary prevention would provide a better interpreta-
tion of results based on a comprehensive and integrated 
rehabilitation plan before and after surgery.

Symptomatic treatment is insufficient if it is not 
paralleled by the treatment of emotional dysfunctions, 
avoidance strategies, abandonment, antisocial action up 
to aggressive action. Negative emotions interfere with 
reco-very, being a factor of negative impact, and may even 
entail the need for psychiatric treatment. Here, rehabilita-
tion psychology plays an important role (Ziden et al., 2010). 

We used specific empirical tools that reflected the neu-
ropsychological changes, and thereby we increased the 
importance of the doctor-patient collaboration in the bio-
medical and psycho-social paradigm. The need to perform 
these studies was outlined in the aftermath of the finding 
that in fact:
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- we do not fully assess patients before inclusion; 
- we do not apply an efficient management before 

surgery;
- we do not properly monitor patients after discharge 

from the perspective of the bio-social paradigm;
- we do not have efficient control and methodological 

factors, which may compromise the functional and  
psychological response of the patient.

Control and assessment of stress is required in a 
personal and customized manner. The reason is simple and 
starts from the premise that facing the same stress factor, 
two people act in distinct ways (Garnefski et al., 2001). 
Cognitive-emotional regulation, or cognitive coping, 
can be understood as a cognitive manner of managing 
emotionally aware information.

Cognitive processes or cognitions can help us manage 
or regulate emotions or feelings, and keep control of our 
emotions, in order not to get overwhelmed. We react as 
“emotional managers” and the main function of emotional 
regulation is to reduce negative stress (Lazarus & 
Folkman, 1984). Cognitive-emotional regulation strategies 
are considered to be more effective than problem-based 
coping because, if nothing can be changed, problem-based 
strategy may fail or become counterproductive. In such 
situations, coping with the problem can be a better strategy 
(Folkman & Moskowitz, 2004).

Strategic Approach to Coping Scale (SACS) is a self-
assessment questionnaire, which measures active, passive, 
prosocial, antisocial, direct, indirect behavioral strategies 
of adults over 18 years of age. Specifically, using this 
questionnaire, it is possible to assess how behavioral people 
generally react when faced with a stressful situation. The 
evaluated strategies rather refer to the general tendency to 
address problems by resorting to a specific set of behaviors 
(Lester et al., 1994). This trend is quite stable over time. It 
is known, however, from the specialized literature on coping 
that in certain situations, people use specific coping strategies 
that can be distinguished from the strategies they would use 
in other situations or the strategies they would generally 
use. People’s ability to systematically use different coping 
strategies in different situations describes the flexible nature 
of coping and has adaptive value (Hobfoll et al., 2007). 

Objectives
The present study uses quantitative methods and 

analyses, and the objectives are the analysis of coping 
mechanisms developed by patients with total hip 
arthroplasty (THA), identification of  the level of adaptation 
to the chronic condition of patients with THA, using the 
evaluation of variables and predictors of social support, 
psychological distress perceived by patients with THA.

Hypothesis
The cognitive emotion regulation strategies accounted 

for considerable amounts of variance in emotional problems 
and strong relationships were found between the cognitive 
strategies and symptoms of depression and anxiety, both at 
the first measurement and at follow-up.

The aim of this study is to demonstrate the significant 
differences in the perception of social support, indirect 
action and avoidance according to the adaptive coping 

strategy developed by patients with THA.

Material and methods
Research protocol
The study was approved by the Research Ethics 

Committee of UMF Cluj-Napoca. Also, all the patients who 
participated in the study gave their consent to the use and 
publication of the results obtained during their assessment 
for research purposes.

a) Period and place of the research
The study was conducted on patients admitted to the 

Department of Balneology of the Rehabilitation Clinic 
Cluj-Napoca, who presented a recent history or an interval 
of more than one year after hip prosthesis, in the period 
October 2016 - March 2017.

b) Subjects and groups
The study was conducted on a number of 40 subjects. 

The patients were divided into two groups consisting of 20 
patients each. The first group, identified as “the reference 
group”, consisted of 9 female patients and 11 male patients 
admitted for THA. The second group, identified as “the 
study group”, consisted of 9 female patients and 11 male 
patients, with more than one year after THA. In both cases, 
the predominant age range of the studied population was 
60-70 years. The exclusion criteria were set as follows: 
the presence of a recent history or an interval of more than 
one year after hip prosthesis and the absence of psychiatric 
problems prior to surgery.

c) Tests applied
Strategic Coping Approach Scale (SACS)
Description of items: The questionnaire contains 52 

items that relate to how a person reacts, generally what 
a person does when faced with a stressful situation or 
problem. The items are divided into nine subscales, so each 
SACS subset contains between 4 and 9 items. 

Below are the subscale names with the corresponding 
items. The numbers correspond to the number the item has 
in the actual questionnaire:

1. Assertive action
2. Social networking
3. Search for social support
4. Prudent action
5. Instinctive action
6. Avoidance
7. Indirect action
8. Antisocial action
9. Aggressive action 
The questionnaire can be administered both individually 

and by groups, in pencil and paper version and in 
computerized version. The place where the questionnaire 
is to be completed must provide good conditions so that 
the persons tested can concentrate without disturbing 
noises, with sufficient light and, if administered to a group, 
the distribution should be such that there is enough space 
to complete everything in peace and privacy. As a rule, 
completing SACS lasts 7 minutes.

Using SACS for scientific purposes: Before setting 
up a prevention, personal development or intervention 
plan, it is important to know what type of coping a person 
is using, how often he/she uses certain strategies for as 
long as possible. The coping strategies are not adaptive or 
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disadaptive “in abstractio”. Their functionality depends on 
the characteristics of the stressor, the context in which it 
occurs, the frequency and duration of use. The dependent 
variables were the SACS quality of life measurement scales, 
and the independent variable was the hip prosthesis patient 
condition, constituting two groups of subjects 1 and 2.

d) Statistical processing
The statistical analysis used in these studies was 

complex because we used statistical testing tools as varied 
and as accurate as possible, with a higher testing power to 
minimize the occurrence of statistical errors.

Descriptive and interference statistics were used:
- MedCalc Statistical Software version 18.10 (***, 

2018). The data were described by mean and standard 
deviation. The ANOVA test was used for repeated 
measurements analyzing the dispersion of the dependent 
variable. A value of p<0.001 was considered statistically 
significant;

- the linear trend, the representation of the prognosis in 
the context of the phenomenon analyzed;

- ANOVA Multiple Comparison Test, Fisher’s exact 
test, Pearson correlations from Statsoft Statistica 10, with 
which we developed histograms showing how the scores 
were divided into questions, the percentage of identical 
responses in different variables, a significant difference 
between variables at p <0.05 and a very significant difference 
at p <0.001.

Regression analysis involved several steps: individual 
and isolated testing of the effect of the predictor on the 
criterion variables was performed initially and then, the 
complete and summarized statistical analysis. 

For the comparative exploratory analysis we used 
the results and scores obtained after applying the SACS 
questionnaires for which we had statistical distances.

Results
The study was conducted on a number of 40 patients: 

55% were men and 45% were women (Fig. 1), with a mean 
age of 56.9 years (Fig. 2).

Fig. 1 – Gender demographic representation of the groups.

Fig. 2 – Demographic representation by age.

The results are presented in the histograms from Fig. 3 
to Fig. 6.

For a detailed and comparative description, we used 
the technique of histograms, to which all the variables 
and independent predictors used in the SACS scale were 
overlapped for prognosis. The histogram represents that 
diagram based on rectangles which are class ranges and areas 
proportional to the number of observations related to the 
class intervals. Therefore, we note that the ratio between the 
length of the interval and the number of observations is the 
height of the rectangle. The density scale is the vertical axis. 
The Gaussian bell or the probability density of the normal 
distribution is given by the extreme point convention.

We followed the comparative exploratory analysis 
between the dependent and independent variables of the 
results and the scores obtained by applying the scales, with 
statistical distances available. Data filtering was done using 
the LSD Fisher Multiple Correlation Test, and Pearson 
correlations that revealed significant differences for prudent 
action and instinctive action, and very significant differences 
for avoidance, social support search, indirect action.

Interpretation: Indirect action by which we manipulate 
the situation to make others believe that they have control, 
while solving the problem in a non-transparent manner, 
“behind the scenes” (the direct-indirect dimension).
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Significant values of variable scores 

Fig. 3 – Indirect action coefficient as a cognitive-behavioral 
dependent variable, group 1 and group 2
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Significant values of variables scores 

Fig. 4 – Social support coefficient as a cognitive-behavioral 
dependent variable, group 1 and group 2

Interpretation: Searching for social support, through 
which we appeal to others for emotional help and support, 
and through which we consult with family and friends about 
what we have to do (the prosocial - antisocial dimension).



119

Quantitative measurement of adaptation to chronic patient status after total hip arthroplasty

 
N

um
be

rs
 o

f o
bs

er
va

tio
ns

 

Significant values of variables scores 

Fig. 5 – Avoidance coefficient as a cognitive-behavioral dependent 
variable, group 1 and group 2

Interpretation: Avoidance, by which we engage in 
other activities so that we no longer have to deal with the 
problem, withdraw or wait for it to solve by itself.
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Significant values of variables scores 

Fig. 6 – Social neworking coefficient as a cognitive-behavioral 
dependent variable, group 1 and group 2

Interpretation: Social networking, by which we engage 
in relationships with social groups, in order to establish 
interpersonal connections.

An analysis of the above histograms shows how 
dysfunctional psycho-behavioral attitudes generate 
cognitive-emotional responses through avoidance, 
antisocial actions, aggressive actions in groups 1 and 

2 versus general average standards, as well as increased 
levels of indirect action reactions, prudent action, search for 
social support, assertive action for group 2. By correlating 
all the obtained results, we formulate the idea that the 
deterioration of the quality of life predictors is a potential 
vulnerability factor of patients with hip prosthesis. Even 
in the absence of major differences in Avoidance, Indirect 
Action, Antisocial Action, Aggressive Action among the 
subjects of the groups, there is a decrease in them over 
time. However, we note that for Assertive Action, Social 
Networking, Social Support, Prudent Action, Instinctive 
Action, the increasing tendency is evident in group 2.

Calculations were performed to compare the differences 
between the two means: the mean obtained for groups 1 
and 2 and the mean of the standards of these tests (Table I).

The results obtained indicate: 
- a very statistically significant difference at the 

p<0.001 threshold for the assertive action variable 
- a very significant difference for antisocial action 

(p=0.000025), and aggressive action (p=0.000001)
- significant differences for social support search 

(p=0.000434)
- very significant differences for indirect action 

(p=0.00000032), as well as avoidance (p=0.00000020).
This demonstrates that regardless of the time of 

operator maladaptive response patterns of patients with hip 
prosthesis, there is a reaction of depression, anxiety and 
decreased self-esteem, and in patients with more than one 
year after intervention, adaptive emotional mechanisms 
occur, resulting from a positive evaluation of the event’s 
positive analysis in the attempt to adapt to the condition of 
a chronic patient.

- Adopting a behavioral coping strategy which involves 
assertiveness correlates with positive control beliefs about 
the illness (p = 0.011, F = 2.19), as well as with a sense of 
illness coherence (p = 0.02, F= 1.19).

- Adopting a cautious behavior is a prosocial behavioral 
coping strategy which correlates with a positive emotional 
perception of the chronic status (p = 0.0004, F= 3.10).

- Adopting an aggressive behavior correlates weakly 
with control beliefs about the illness (p = 0.000001, F = 
4.94). This result could be explained by the fact that the 
chronic status of those patients is perceived by patients 
as particularly harsh, both physically and emotionally; 
therefore a direct and individualistic approach when it 
comes to fighting the illness could be useful.

 

Table I 
Descriptive table of variables dependent on the ANOVA test

Variable SS df MS SS df MS F p
Assertive action 62.64 19.00 3.30 90.25 60.00 1.50 2.19 0.011179
Social networking 29.20 19.00 1.54 112.00 60.00 1.87 0.82 0.671806
Prudent action 44.94 19.00 2.37 71.25 60.00 1.19 1.99 0.022663
Search for social support 82.05 19.00 4.32 83.50 60.00 1.39 3.10 0.000434
Indirect action 94.20 19.00 4.96 77.00 60.00 1.28 3.86 0.000032
Avoidance 93.25 19.00 4.91 73.50 60.00 1.23 4.01 0.000020
Instinctive action 40.44 19.00 2.13 115.75 60.00 1.93 1.10 0.371147
Antisocial action 100.74 19.00 5.30 80.75 60.00 1.35 3.94 0.000025
Aggressive action 93.80 19.00 4.94 60.00 60.00 1.00 4.94 0.000001
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The 95th percentile means that 95% of the subjects 
will have a score up to that value and the remaining 5% 
above that value. E.g. Table 1 Group 1 Assertive Action 
Percentile 95 Value 7.90 (95% of subjects will have a score 
of 7.90 or lower for Assertive Action and 5% will have a 
score above 7.90 for Assertive Action). 

By comparing the percentiles between the two groups 
according to Table II, it can be seen that the highest 
differences are found for subjects of group 2 compared to 
those at the time of surgery in the case of:

- Demand for social support (7.15 percentile 
difference).

- Prudent action (5 percentile difference). 
- Instructive action (10.9 percentile difference), 

which means that social adaptation and reintegration have 
increased values in group 2.

Following analysis of coping strategies, Table III shows 
the differences in the case of patients who are more than 
one year post-surgery. 

- Indirect action (4.15 percentile difference);
- Antisocial action (5.80 percentile difference);
- Aggressive action (5 percentile difference).

Discussions
Studying the psychological response to the patient’s 

condition requires its study in qualitative quantification 
and, consequently, an estimate of the quality of post-

surgical life (Ziden et al., 2010). Improving adaptation to 
disease results from knowing the mechanisms of adaptation 
to the new condition of life.

An important aspect of psychological and 
psychodiagnostic assessment is the identification of risk 
and protection factors associated with the development 
and maintenance of emotional and behavioral problems. 
These results in conjunction with those of other literature 
studies suggest that indeed, coping strategies can be 
identified which are more frequently associated with both 
psychopathological conditions and low emotional distress 
(Aldao et al., 2010). Other studies have shown that active 
and prosocial coping strategies have tended to be more 
often associated with positive emotional consequences, 
with low levels of anxiety and depression, while antisocial 
coping has been associated with increased levels of anger, 
and avoidance with increased anxiety and depression 
(Balgiu, 2016).

Coping is a “cognitive and behavioral effort to reduce, 
master, or tolerate internal or external demands that 
exceed personal resources” (Hertel & El-Messidi, 2006). 
Analyzing the definition in question, we can highlight an 
essential feature: coping is an illustration of the fact that 
stress only manifests itself in the relation between the 
subject and the situation, being inconceivable outside the 
“action-cognition-disadaptive behavior” triad (Martin & 
Dahlen, 2005).

Table II 
Prosocial-antisocial predictors/percentile analysis Percentile Weighted Average.

Analysis of variable predictors
Groups

Percentiles

Predictors 5 10 25 50 75 90 95

Assertive action
1 -6.95 -5.70 -.75 3.50 4.75 5.90 7.90
2 -1.80 2.10 4.25 6.00 7.75 9.80 10.95

Social networking
1 5.05 6.20 13.25 14.50 16.00 17.90 18.95
2 12.10 14.10 16.25 17.00 18.75 20.80 21.00

Searching for social support
1 12.10 14.10 16.00 18.50 20.00 20.00 22.85
2 19.05 20.00 22.00 23.50 26.50 28.00 29.90

Prudent action
1 9.05 10.10 12.00 14.00 16.75 17.00 17.95
2 12.10 14.10 15.25 17.00 19.00 22.00 22.95

Instructive action
1 8.10 10.00 14.00 16.00 18.00 18.00 18.95
2 16.00 16.00 17.00 20.50 23.75 26.80 29.85

Table III 
Analysis of coping strategies.

Analysis of coping strategies
Groups

Percentiles

Predictors 5 10 25 50 75 90 95

Avoidance
1 2.00 2.00 2.00 2.50 4.00 4.00 4.95
2 1.00 1.00 2.00 2.50 3.75 4.00 4.00

Indirect action
1 7.10 9.00 10.00 11.00 12.00 13.00 15.85
2 11.00 11.00 12.00 14.00 16.00 19.90 20.00

Antisocial action
1 17.05 18.40 23.25 26.50 30.00 31.00 32.90
2 28.10 30.00 31.25 35.50 38.00 43.00 48.70

Aggressive action
1 9.05 10.10 14.00 15.00 16.00 17.00 19.85
2 12.15 15.10 16.25 17.50 19.00 21.90 24.85

TOTAL
1 41.15 44.30 51.50 57.00 58.75 60.00 60.00
2 60.00 60.30 64.00 68.50 77.75 86.50 93.65
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Although the described patterns can explain some of the 
difficulties a number of patients encounter both in relation 
to their own illness and in their relationship with the doctor, 
the problem of those patients who do not fall into these 
categories and who, without having a serious, potentially 
irreversible psychic impairment, are confined to coping-
defective mechanisms remains open. In these cases, it is 
important to draw attention to the issue of educating the 
patient towards adapting to a new lifestyle and acquiring 
effective strategies to adapt to stressful situations. 

In order to achieve this goal, following the identification 
of disadaptive mechanisms, one can use a form of 
psychotherapy appropriate to the needs and possibilities 
of the patient (Mazure, 1998). Also, to benefit from social 
relationships or the protection of family/friends, individuals 
can intensify their emotions as a regulation mechanism 
(Tuno & Bozo, 2012), while emotional suppression 
decreases effective cognitive performance, due to the fact 
that this type of mechanism implies a decrease in the ability 
to search for solutions, decisions, and follow-up actions.

Favreul et al., 2008 substantiate the criteria for a correct 
assessment scale, sensitivity, specificity, validity and 
reliability assessed with a numerical basis. Subjectively, the 
biomechanical, psychomedical and psychosocial response 
is the ability of perception, cognition, and behavioral 
response of the chronic patient with hip prosthesis; in this 
sense, the assessment must resort to multidimensional 
social and psychological models (Reisberg & Hertel, 
2004).

Knowing the cognitive-behavioral coping strategies 
that correlate with a functional perception of illness enables 
the development of personalized psycho-educational 
programs for patients with a surgery history, in order to 
increase compliance with treatment, improve rehabilitation 
programs and quality of life (Rissanen et al., 2000).

Study limitations  
The following limitations should be considered 

when interpreting the results of this study. First, this is 
a transversal study, whereas a longitudinal one would be 
more appropriate for analyzing the perception of chronic 
status patients. Secondly: the small number of patients. 
A higher number of patients could provide a more 
significant statistical analysis. The third limitation could 
be due to the self-administration of tests. Some answers 
could be motivated by social, cultural, and environmental 
representations of illness. The forth limitation is related 
to the absence of scientific studies in Romania using 
the mentioned methodology, which provides no terms 
of comparison for the results and brings novelty from 
the perspective of psychological research to the field of 
rehabilitation.

Conclusions
1. The results show that assessment, intervention 

and psychological counseling are indicated in the context 
of an impairment of quality of life indices for patients 
with hip prosthesis. As a corollary of the study, based on 
the results obtained for Avoidance, Aggressive Action, 
Antisocial Action, as a component of vulnerability, a more 
multidisciplinary model can be created in the interaction 
between the medical team, the family, the patient.

2. Perspectives of the study: analysis and creation 
of a cognitive-behavioral treatment model aimed at: 
rational analysis, coping skills (Progressive Relaxation 
and Autogenic Training, Planning Pleasant Activities, 
Attraction Exercises, Positive Imaging, Counting 
Methods etc., Cognitive Restructuring through Functional 
Cognitions).

3. Evaluation of quality of life indicators to prevent 
THA complications is the necessary and sufficient tool 
which, through the multitude of standardized scales, leads 
to a fair assessment of the individualization of pre- and 
post-surgery treatment.

4. A patient who receives medical and psychologically 
integrated support is likely to avoid complications 
after THA. The social and professional reintegration of 
this patient depends on adaptive coping mechanisms 
developed before and after surgery, and this goal can be 
achieved through a good clinician-patient-psychologist 
collaboration.

5. The horizon of expectation must be well set and 
attained by the entire team mentioned above; this can only 
be achieved by setting realistic and pertinent objectives in 
the particular context of each patient, with well-defined 
working tools and analysis.
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