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Abstract: In countries with prevalent family care and less developed care services, it is important to
understand the ways families cope with the care needs of their frail family members as part of policy
learning to make care systems more sustainable. Filial care is a vital element of family care, yet is
significantly restrained by the involvement of carers in the labour market; unequal gender distribution
of the care burden; and insufficient recognition of, and policy support, for family care. This article
considered the issue of the sustainability of elderly care in a familialist country, Slovenia, by identifying
the coping strategies families adopt for the provision of care. To this end, in-depth qualitative data
based on a purposeful sample of 55 community-resident users of social home care services and
their 55 family carers were used. We identified five external coping strategies: use of formal care
services, use of extended family network, use of wider community network, cohabitation, and home
adjustments. Among internal strategies, we detected work-related adjustments; abandoning leisure
activities; abandoning vacations; establishing new routines; accepting and finding satisfaction in care;
increased psychological distress, such as worries and overburdening; and some unmet care recipient
needs. Very few strategies may be described as supported by policy actions, despite such support
being essential for increasing the sustainability of the family-based care model.
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1. Introduction

Caregiving by spouses to partners or adult children to older parents is a crucial important care
issue since the family remains the key provider of care for the elderly across Europe [1–3]. Significant
differences are visible among countries in the roles held by formal services and the family in providing
care for the elderly. Similar variability is also observed regarding the extent of public financing of
long-term care services/systems among European countries. The costs of long-term care are highest
in northern and western European countries and significantly lower elsewhere in Europe (ranging
from 2.7% of GDP in Sweden to 0.2% in Hungary [4]). These differences are discussed in the literature
according to different care regime typologies [1,5–8]. We can broadly distinguish two broad categories,
i.e., defamilialism, where the family’s care obligations are reduced/replaced by either the market or
the state, and familialism, where the family is the main provider of care and receives some or little
support for that. The most defamilialised countries are in northern Europe, while Mediterranean and
central-eastern European countries are the most familialised.

Therefore, how families cope with care needs and are supported in this by policies is vital for the
sustainability of care policies generally, but in familialist regimes in particular, which are the focus of
this article. While in one variety of familialism, the role of the family in providing care is unsupported
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(mainly Central and Eastern European (CEE) countries), in another it is supported by policy measures
(e.g., Austria), as described in different typologies of familialism by Saraceno, Keck [1,5] and Leitner [8]

Slovenia is a country that offers little formal support for older people ageing in the community.
The country’s elderly care model may be characterised as implicit familialism [9–11]. The Slovenian
care model is, on one hand, based on a long tradition of institutional care intended to support people
with severe disabilities and care needs. Such institutional care provides facilities for up to 4%–5% of
the population aged 65 and above. On the other hand, family care is assumed and prescribed by a legal
obligation to financially support the costs of care. This deeply woven expectation that families take
care of their members originates from the socialist era, and before 1992 was accompanied by the grey
and unregulated provision of services to fill the institutional care–family care gap. Formal services for
dependent people residing in the community began to develop after 1992, mostly in the form of social
home care. However, the provision is limited to 4 h a day and its financing is divided between the
resident municipality (up to 50%) and the private out-of-pocket contribution of users or their family
members [12] (p. 32). Social home care, which is only provided to about 1.7% people aged 65 plus [12]
(p. 80), has slowly and hesitantly developed, and is hardly cost-effective for end users. The only other
measure for supporting a family carer providing care to an adult family member is up to 14 days’ sick
leave if the family member resides in the same household as the dependent person.

Like elsewhere, in Slovenia the familialist care model faces several sustainability challenges.
The work–life balance perspective of meeting working carers’ needs is becoming a critical issue in
European welfare states. Still, most attention is given to working parents, while public policies have
rarely considered working and holding responsibilities for caring for older relatives as a conciliation
issue [13]. Given rapid population ageing, the concurrent growth of care needs, increase in women’s
labour market participation, and rises in the retirement age, the numbers of workers with caregiving
responsibilities will rise considerably in the near future, becoming a critical issue of the sustainability
of all care regime types, especially familialist ones. The burden put on family carers is ever more
recognised, as seen in the emphasis on “replacement care” to support work and care in some countries,
e.g., in England [14].

Moreover, gender issues related to care for older people have received significant attention in the
literature and gender differences are particularly pronounced in filial care [15–17]. Gender inequalities
are a salient issue in familialist regimes, as both legal obligations and public support for the caring role
of the family encourage support in a gender-specific way (see [18]).

Further pressure on care systems’ sustainability arises from economic circumstances and
consequent austerity measures in many countries. The trend of defamilialisation has been halted,
with some countries seeing a trend towards refamilialisation, e.g., via subsidies of domestic care or
enabling individual choice [19,20]. The increasing care needs and tighter budgetary constraints are
being managed in numerous ways, ranging from a bigger involvement of migrant workers [20–23]
to withdrawal of the state and strengthening the role of the market. Such changes are encouraged,
for instance, by cash-for-care schemes, the emergence of semi-formal forms of care work enabled
by the possibility of paying a relative for care, privatisation, as well as deinstitutionalisation
trends [10,20,21,24–26].

Hence, the sustainability of care in familialist care models encounters several challenges that
must be addressed by policymakers. As Verbakel [27] discussed regarding the policy implications
for reducing the expected growing pressure on family carers, the rising cost of formal long-term
care brought by demographic pressures is neither sustainable nor affordable for future welfare states.
This study’s results also showed that services for informal caregivers did not ease the negative
well-being consequences they experienced. Therefore, our study aimed to add to what is known
about the needs of older people and their carers to determine which types of services and policies
help caregivers to cope and perform care in order to achieve and maintain a sustainable care system.
We analysed how carers cope with care in the familialist care regime of Slovenia. Identifying the coping
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strategies used assists in properly understanding the care system’s needs and informs policymaking to
achieve a sustainable care system from the user’s perspective.

2. Coping Strategies: Related Literature

Coping strategies are approaches people often rely on in the face of adversities to help manage
challenging life events while maintaining their emotional and psychological well-being. They refer to
the notion of coping developed by psychologists in the 1970s, specifically introduced and developed
by Lazarus [28], to explain how individuals confront stressful events in various ways. Coping was
defined as “constantly changing cognitive and behavioural efforts to manage specific external and/or
internal demands that are appraised as taxing or exceeding the resources of the person” [29] (p. 141).
The notion of coping soon spilled over to other disciplines and acquired a broader meaning to denote
different actions and ways of behaviour that help people improve the way they function in a particular
situation (see [30]). It is therefore a useful tool in the analysis of care and identification of the strategies
policies should support or address so as to increase the sustainability of care and support family carers
in familialist care regimes.

Caregivers’ coping resources comprise a dynamic and complex set of cognitive, emotional,
and behavioural responses aimed at regulating their emotions, solving their problems and maintaining
their psychological resistance and strength to stay engaged in caregiving [31]. For example,
Monroe et al. [32] distinguished internal, external, and government-supported coping strategies.
Internally directed strategies are things people do themselves, within their own lives or households
without relying on other people, to cope with the challenge. Externally directed strategies are strategies
people adopt, outside of their own internal, psychological, or physical resources, to cope with the
challenge. In contrast, government-supported strategies refer to public programmes that people
turn to cope with the challenge, emphasising the need for government policies to ensure caregiving
is sustainable.

Pratt et al. [33] distinguished internal coping strategies (confidence in problem-solving, reframing
the problem and passivity) from external coping strategies (spiritual support and extended family).
On the individual level, Sun et al. [34] identified two coping styles: deliberate coping and avoidance
coping. Deliberate coping relates to higher life satisfaction scores, while avoidance coping relates
to lower life satisfaction scores and higher caregiver-burden scores. Positive coping mechanisms
(e.g., information-seeking, taking action) may have positive and even protective effects on health,
whereas negative coping mechanisms (e.g., distraction, venting) have adverse effects [35]. Similarly,
studies show that active coping leads to caregivers having fewer depression symptoms by solving
caregiving problems and reducing caregiving stress (e.g., [36]). On the contrary, avoidant coping styles
lead to worse outcomes since they are composed of maladaptive thoughts and actions, like denial or
disengagement used to decrease the emotional consequences of stress [37].

The above-mentioned coping strategies concerning care indicate that, while most caregivers
undertake caring tasks, capacity to effectively cope with the care varies. Research has revealed
important differences among carers in the degree of negative outcomes experienced [38]. Lloyd et al. [39]
stated that emotion-focused strategies appear to buffer caregivers from the negative impact of stress,
while dysfunctional strategies leave caregivers more vulnerable to it. Kim et al. [40] reported that
familialism was associated with avoidant coping, resulting in poorer outcomes for the mental and
subjective physical health of carers. In addition, several studies have shown that the family’s ability to
cope with conflicts arising from caregiving responsibilities affect both the quality of care provided and
the quality of the caregiver–care receiver relationship [41].

Policy goals should therefore include recognising coping strategies and strengthening positive
coping strategies. Policies must be assessed not only by the resources they use or how many services
they provide, but also by whether they achieve their objectives (see [42]). Research on family relations
and well-being in the caregiving context within multigenerational households showed that care issues
are an important issue in family conflicts [43] and that this is insufficiently addressed by public policies.
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The deficient attention of policies to issues of care for older people within families is also evident in the
current COVID-19 pandemic, where welfare states of Europe have addressed work–life balance issues
by introducing measures to assist working parents while schools and preschool facilities are closed.
Still, only a few states introduced similar measures and benefits for those caring for older people [44].
This makes it necessary to investigate coping strategies in order to develop sustainable interventions
and policies able to promote the well-being of both carers and care receivers.

3. Materials and Methods

3.1. Design, Setting, and Sample

The empirical study was undertaken as part of a larger, international project: J5-8235 Exploring
and understanding welfare state determinants of care provision for older people in the community in
Slovenia and Austria (1.6.2017–31.5.2020). Face-to-face, semi-structured interviews were conducted in
Slovenia with 55 older people receiving care in the community and residing with a spouse and/or their
children, or who had children but were living alone in spring and summer 2019. At the same time,
interviews were conducted with self-identified primary family carers (spouses, children, children-in-law,
or grandchildren). The focus of this study was family caregivers as well as older people receiving
care. The interviewees were purposely sampled to ensure a wide representation of characteristics,
like different living arrangements, socioeconomic status, and gender of care recipients/caregivers
who all received informal and formal care. For illustration of the study flow see the study flowchart
(Figure 1).Sustainability 2020, 12, x FOR PEER REVIEW 5 of 15 
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literature

Figure 1. Study flowchart.

3.2. Procedures

The interviewees all received an information sheet about the study; their participation was
voluntary and their identification details were deleted to prevent the identification of personal
information. They were interviewed separately, at their home, but if requested carers and users were
present in the same room during the interview. Approval for the qualitative field work was obtained
from the ethical committee at the Faculty of Social Sciences, University of Ljubljana prior to project
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starting in 2016 (2016-01/KERFDV). In this study, analysis was undertaken of the Slovenian sample only.
All interviews were recorded and transcribed verbatim. We used Nvivo software for the data analysis.

3.3. Data Analysis

The data analysis was carried out using open, axial, and selective coding [45], analysing different
themes in the initial stage, and then merging them into separate coping strategies. The themes
and codes used to identify the coping strategies in the analysis were: adjustments (life adjustments,
leisure, work, home, and routines), family relationships (intergenerational and intragenerational
support), life circumstances (place of residence, social network), general needs, unmet needs,
experiencing the need for help, caregiving burden, and welfare state (accessibility and availability,
policy recommendations). These themes were then merged into separate coping strategies. Based on
the theoretical distinction, the identified coping strategies were further classified into external and
internal coping strategies.

4. Results

4.1. Coping Strategies of Family Carers in Slovenia

We distinguished in our analysis between coping strategies linked solely to the individual family
carer/dyad and coping strategies that were embedded in the wider family and community, roughly
following the internal–external strategies distinction already found in the literature (see [32,33]).
Building on this distinction, we identified five external strategies and seven internal strategies
in qualitative data provided by adult children providing care to dependent parents (see Table 1).
The large majority of these strategies were neither government supported nor addressed. Only formal
care services are provided by the public sector, and thus represent a government-supported
strategy. The issue of the strategy of accepting care may be labelled partly supported due to
government-supported programmes that, while enabling the education and training of family carers
and also aimed at improving the quality of life of family carers, are severely underdeveloped.

Table 1. Individual and external coping strategies.

Government-Supported/-Addressed
Strategy Active/Passive Strategy

External coping strategies
using formal care services yes active

use of the extended family network no active
use of a wider social network no active

cohabitation strategy no active
home adjustments no active

Internal coping strategies
work-related adjustments partly active

abandoning leisure activities, routines no passive
abandoning vacations no passive

keeping and establishing new routines no active
accepting and finding satisfaction in care partly active
worries and overburdening linked to care no active

some needs remain unmet no passive

We also differentiated passive from active strategies, labelling passive strategies as those linked
with the abandoning of tasks and routines, and active strategies as all those that mean new behaviour,
new routines, finding new resources (for a passive–active distinction, also see [46]). The next
section presents all of the identified strategies and briefly discusses their shortcomings described by
the interviewees.
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4.1.1. External Coping Strategies

Within external coping strategies, we detected five distinct strategies, namely: use of formal care
services, use of extended family network, use of wider social network, home adjustments, and cohabitation.
All of these strategies were active and directed at finding additional (social, psychological, or other)
resources to better enable the care.

The first coping strategy was meeting the need by using formal care services, most commonly
the introduction of social home care, although other formal services available in the market were also
used, albeit not extensively (e.g., I16, a female CG, stated: “Well, when she was in hospital, and later in
xx in rehabilitation, I called everywhere, searched the Internet for all options. And started making
preparations.”) Formal services can be used either at the beginning of care needs or at some later stage
as care needs grow. In addition, this strategy was actively used as if a dyad since, even though it was
mainly organised by the carer, it was something the care receiver needed to agree to, and in some
cases, and they initiated it themselves. Applying the classification of Monroe et al. [32], this was the
only strategy that is clearly government supported, as the public network provides social home care
services in Slovenia.

This situation has lasted already a couple of years. And I started feeling tired. This is why I found
help. A doctor gave me advice on using social home help, as I did not know this existed. And I called
them up, where they organise this and they helped me. But there is not enough help, as much as one
would need . . . . (I55, CG, female)

However, the interviewees noted that this strategy also has some shortcomings embedded in
the nature and organisation of the service in Slovenia. The interviewees described the issue of the
availability of such services, especially when not received at the time needs arise and also not enough
hours of care being received.

I called the Centre for Social Home Help and they said ‘No way’ that they could come and help for an
hour ( . . . ). And then we waited. This was at the end of summer and we waited until March of the
next year. (I14, female)

They also reported several limitations of social home help in Slovenia, whereby certain tasks
cannot be delivered by formal carers, like tasks labelled as being of a more medical nature and should
thus be provided by another service, such as a community nurse. An example of a situation was given
where social home help was available for dressing the person, yet the family carer needed to be there
at the same time because some of the medical tasks (bandaging legs) may not be performed by social
home care workers.

Another thing that is very inconvenient is that they do not do the bandaging of the legs. At the
start, they did that. But then it was said that it is too medical and they do not do that. This is most
unpractical since you have to be present at the exact time they dress her, to bandage the legs. There is
no solution here. You have to be at home. (I16, CG, female)

Another complaint of the interviewees was the time certain tasks were carried out,
which sometimes was not the most convenient time for the users, e.g., putting the user to bed
at an early hour when formal carers were available even though the user would prefer to go later.

Only that the hours would change. Not at 7 am, but at 8 in the morning. Only this, nothing else.
(I18, CR, female)

Other issues mentioned were the problem of the constant changing of a larger number of formal
carers, and the issue of new carers who perform the tasks less well and rush more.

The difference is that on the weekends those carers come, who do not know exactly . . . This transition
is not ok. Sometimes the new people come and grandma is very angry since they do not know how to
handle her. And they come earlier and are in a hurry, as they have more users. (I5, CG, male)
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The second coping strategy very commonly found among the interviewees was use of the extended
family network. Here, the most important factor is support of the main family carer by their partner,
and then also by their children (i.e., grandchildren of the older person). The latter provided mainly
secondary support in case of the absence of the (primary) caregiver, but also occasionally appeared as
very active and continuous caregivers and therefore made up an important part of an extended family
network of care.

Well, I have a large family and we have divided this a little. So, it isn’t just me. Not only one person.
We are 5, 6 carers in the game, so it is all divided. (I59, CG, female)

The support of the extended family network is often somewhat limited due to other obligations,
other caring obligations, work, or distance.

Yes, the daughter lives in (city in another country). ( . . . ). And the son lives in (city in the country).
But he is so busy, so that under no circumstances could he . . . well, if I need something yes. But to be
a large help, then no. (LP1, CG)

Use of the extended family network sometimes enables respite and vacation time for the primary
carer, but also has negative consequences such as that shared caring responsibilities in some cases
means also not sharing holidays, going places together, and similar, to ensure care is continuous, as the
quote below illustrates.

We have to go separately, I went on a trip that I would have preferred to take together, if it were possible.
(LP31, female)

The third coping strategy, which, was only rarely mentioned and saw relatively limited use,
was the use of a wider social network, i.e., mainly neighbours or friends. Neighbours of the care
receiver mainly functioned as support for the carer, providing some sort of respite (in the hours they
visited) or small aid, or providing control in times of absence.

It is like that, I have a good neighbour. She has sometimes looked over my father, when we had to go to
the doctor. And another neighbour is here across, who I can call upon. (Lp4, CG)

Cohabitation strategy is positioned among the external strategies since it entails the move of the
entire family due to the care receiver’s needs or the absence of the move of a family already cohabiting
(due to anticipation of the care needs). Cohabitation in Slovenia is quite a common living arrangement
and CEE countries characteristically have more multigenerational households than in western or
northern Europe [47]. It is often something that precedes care needs and therefore relates more to
opportunities for care arising from proximity (see [48,49]), but as a coping strategy we refer only to
decisions made due to (anticipated) care needs.

When I lived in (a bigger city), I came every week. I had an apartment in a house. When my mother
become immobile, I said they should come to leave on the ground floor and I would move in on the upper
floor. But they didn’t want to hear about that. So I moved with my son here, to be available to them.
(I28, CG)

The move can be the result of the burden of care on two separate households, as shown below:

In 2014, I moved here because I was too tired with that every day. You cannot have one woman and
a house and an apartment . . . managing two households was too much. We decided that I should
come here. I slept over a few nights. And we decided this would not be so bad. And so it came that I
stayed here. (Intervju14, CG, female)

The last external coping strategy is home adjustments. Older people and their carers often adjust
the older person’s home in order to better enable care. These adjustments are usually small scale
involving little cost, and include changes in bathrooms (such as chairs and handles for holding),
a change of bed, and similar.
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You see, we built this ramp so that we can go out with a wheelchair. We made a bathroom without a
tub, only tiles on the floor. And we bought a wheel chair, for showering. (I 14, CG, female)

4.1.2. Internal Coping Strategies

We identified as individual, internal coping strategies as those that only relate to the caring dyad
and encompass strategies that people use—their activities, behaviour, and mental attitudes that relate
to how their life has changed and been adapted to the provision of care.

The first individual strategy related to their inclusion in the labour market and how to balance
work and care. Our sample namely targeted sons and daughters providing care, presuming that
they were more often (still) included in the labour market than, for example, the spouses of the care
receivers. This strategy refers to work-related adjustments that usually encompass adapting one’s
working schedule to the care (e.g., one interviewee worked nights to be able to care during the day)
or relying on their employer’s understanding to make their work more flexible and compensating for
missed work hours at other times. The only part which is government-supported is currently sick
leave for a sick family member, but this only applies to those living in the same household and not to
all family members.

Recently, I changed my schedule so that I work from 9 am to 1 pm and come home ( . . . .) I did this
also before, but I worked more hours. Now I have cut my working hours and work from 9 to 1 pm.(I28,
CG, female)

Many interviewed caregivers acknowledged the understanding and flexibility of their employers
in this respect. However, given that this is not a particular government-supported strategy, it depends
purely on the goodwill of employers: “When a situation arises, I ask for those additional hours,
if needed. Luckily, I have an understanding boss regarding this, so . . . ” (LP16, CG, female).

It seems that people who are unable to make their work more flexible often adjust the care to their
work (“I couldn’t adjust my job. So, the care is adjusted to the work. It is in the morning at 6 am, and in
the evening, when I can”, I40, CG, female) or are unable to become primary carers or rely more on
formal care provision: “Constant care, which I cannot provide. I cannot leave my job, can I?” (LP2, CG).

Due to being in work, the interviewees also had a problem responding to urgent care needs and,
here, either the flexibility of work to respond is important or relying on a wider family network and
hence having someone else to respond. Help must be given to carers to address these urgent care needs.

The second individual strategy linked the abandoning of leisure activities, hobbies, or certain
routines, reducing and even abandoning socialising with one’s friends and family. This is particularly
problematic as research has shown that participating in leisure activities importantly reduces the
caregiving burden [50].

Well, I simply forgot a bit about my own life. Now, after 2 years, I wonder if that is really expected
and demanded from me, that I neglect my personal life, my personal pleasures. Or that I put my
children second. Because I first make sure that they (mother and father in law) are taken care of . . . .
(Intrevju11, female)

The problem of this strategy is that it can lead to feelings of being trapped or being all-consumed
by the care, as the quote below shows.

What can I say? I am trapped. This is how it is, I cannot go anywhere . . . mostly at home. (LP18,
CG, female)

In relation to this need, the carers mentioned that to enable them some leisure time they need
additional services such as respite services and supervision, something smaller in scale and flexible,
also just half an hour a day, or simply having someone in a short time of absence to be available for
sporadic monitoring.
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The third individual strategy was abandoning vacations. Due to healthcare needs, the carers often
were unable to go on vacations. They were also using vacation time at work to provide various care
needs of the care receiver.

To tell you honestly, we haven’t been on vacation for 5 years. And if we go somewhere, we need to
find a replacement. For example, the mother of my daughter in law died in February and we had to
find someone. (LP29, CG, male)

Despite some respite services being available in such cases in Slovenia in the form of temporary
living in a nursing home, the interviewees did not often use them, as the following quote illustrates:
“I was thinking and discussing . . . with my husband we had already asked around if she could go to a
home at vacation time. But it is hard in the homes and I think she wouldn’t go” (LP10, female).

In contrast to the above, we also identified the more active coping strategy of establishing new
routines or keeping and adapting (not abandoning) existing routines.

Instead of going for a walk in the evening, I came over to them. I have this in me, I know that dad
would take care of . . . , but I still come and check the medicines, sometimes they are already in bed,
I just say hi, sometimes we put pyjamas on and take care of things. (LP11, CG, female)

Internal individual strategies are those that indicate the individual’s attitude to the provision of
care. An important strategy here is accepting and finding satisfaction in care. It relates to the caregiver
finding satisfaction in providing care, seeing it as something they are good at, yet it also relates to
accepting the care need as something normal in life—this is especially important, not only for the
caregiver but also from the aspect of the care receiver.

Everything is upside down. Not bad, you know. If you have people around you and you get what you
need, it is fine. Best to say thank you and thank god it is like this. (I12, CR, female)

Well, you need to just accept this change . . . I cannot say it was easy. But it is like this, life goes as it
goes. And you handle every day as it comes. This is not some high philosophy. (LP22, CG)

A potentially more destructive coping strategy relates to overburdening and worries linked to care,
such as dissatisfaction with care due to high expectations and constant concerns about the care receiver
and organising life entirely around care. This relates to the important issue of the overburdening of
family carers, which has already received significant attention in the literature [50–53] and needs to be
better addressed by policymakers because the overburdening of family carers is a threat to the care
system’s sustainability.

You have to adjust your way of life. Basically, you have to give up everything. (LP31, CG, female)

Sometimes, I cannot find the strength for everything. What bothers me is guilt that I do not do enough.
For mum, for my husband, or for the kids. I am always haunted by guilt. (I55, CG, female)

For leisure activities, carers noted that having some additional flexible short-term service,
e.g., someone available to perform some kind of supervision, and occasional control that everything
is all right, would already decrease these worries. It is interesting to note that the carers did not
mention information technology as an option that might be useful in such cases. It is unclear whether
this is because they were unfamiliar with or disliked it. In addition, family carers missed additional
information, training on what to do in cases of emergency, e.g., an older person throwing up, falling,
and similar, as this knowledge would reduce their level of worry.

I sometimes feel I would need professional help, to be educated on how to deal with older people, if they
fall, if they vomit . . . in that sense. How to react . . . . (I30, CG, female)
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The last strategy identified was that some needs remain unmet. Despite the interviewed sample
comprising people in receipt of family care as well as formal care, in the interviews we could identify
that either carers or care receivers (more often the former) felt that some needs remained unmet.
This points to the need to understand the concept of unmet needs in a more complex way, not only
through the presence or absence of a formal/informal carer, as is often operationalised in quantitative
studies of unmet needs [54,55]. Among mentioned unmet needs, the most pronounced was the need
for more socialising of the care receiver.

24 h a day. 24 h a day for me. It is boring, to be like this 24 h a day. I do nothing. (I3, CR, male)

Maybe if someone would come and maybe talk, maybe 1 h maximum. Or play a game xxx, so that she
gets distracted. (Lp2, CG)

Further, the additional interviews showed that more innovative care approaches were
lacking, e.g., for people with dementia:

If it were possible . . . I recently saw on television something on dementia, on how we should work on
with people more. Not only this basic, but for example, with music. So that one would work with
the person, as if they are living in the time when they remember everything. And play that music.
(I56, CG, female)

5. Discussion

Our main results show that in the familialist care regime under study family carers receive little
or no support from the government, and thus only one coping strategy was clearly identified as
being supported by the government: the provision of social home care services. This is a vital service
that enables care at home, yet has several shortcomings as already identified in other research in
Slovenia [56,57], such as its relatively high costs despite being subsidised, unequal accessibility among
the regions concerning the costs/availability of care (e.g., weekend availability). This was also evident
in the interviews, especially the insufficient hours of care and the timing of the care. However, what
also surfaced was the inflexibility and limitations of the services provided, where some quite routine
tasks were not performed by social home carers, adding significantly to the burden of coordinating
care tasks. Therefore, along with the general strengthening of the availability and flexibility of social
home care, what is needed is a redefinition of tasks (including necessary tasks that currently only
family carers are permitted to do, while social home carers may not).

The next very important coping strategy was use of the extended family network, of course
unsurprising in a familialist care system where three generations cohabitating is also more common
since both CEE countries and southern European countries have more multigenerational households
than in northern or western Europe [47,58]. However, government policies do not recognise this as an
important strategy, while cohabitation could provide an important way of easing the burden, while also
allowing a high quality of life on the condition that dwellings are appropriately adapted for this
purpose. Therefore, home adaptations were another important strategy that enabled better care and a
higher quality of life of both the user and caregiver. This holds important implications for housing
and care policies that promote ageing in place, yet no measures exist to promote and support housing
adaptations for older people in general, and specifically housing adaptations for multigenerational
households. Housing design, accessibility, and maintenance are an important part of sustainable
housing in old age and are required to support ageing in place [59]. Accordingly, this represents an
important venue for improving the sustainability and adaptation of the housing system, as well as the
sustainability of the care system.

Use of community networks was a present strategy, but not often mentioned. It seems the role
of neighbours in supporting older people with more complex needs is small. Research has also put
forward the decreasing role of neighbours in Slovenia as a result of the transition, while older people
remain more connected within the community and depend more on neighbourly support than other
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age groups [60]. When available, neighbours seem to provide small aid and respite, but they also
function as control and aid in the case of emergencies. The relevance of a community network for
older people is underscored in the literature [61–65] and its importance was also acknowledged by
policymakers on the European level more than a decade ago [66]. The new experience of COVID-19
also indicates the potential of these networks in specific circumstances when services and also more
distant family help might become unavailable. Strengthening and promoting such informal networks
therefore remains an important challenge for policymakers.

Among the internal strategies, work-related adjustments were vital, and flexibility at work enabled
carers to perform their role. Work-related adjustments are common and, despite some reports of
employers’ understanding, this might also be something that is linked to the particular sample, because
such flexibility enabled them to become carers while those without an understanding employer were
unable to take on a caring role. Also related to this is the identified extensive use of vacation time for
carers, which implies the need for a higher number of vacation days due to being in a caring situation,
so as to improve the quality of life of family carers. Work-related strategies must be developed to enable
greater leave and also more flexible work, as well as to make employers more sensitive to the caring
roles of their employees. Here, a model is present in the existing approaches to the recognition of caring
for children, where part-time work and other flexibilities are commonly recognised in Europe, but are
still relatively lacking in relation to care for the elderly, particularly in CEE countries. For example,
different leave policies or subsidised part-time working arrangements should be applicable to all
dependent family members. Alternatively, on the company level, a family-friendly company certificate
that considers work and care reconciliation issues, including elderly care, needs a better definition in
the legislation to avoid the issue being simply a matter of employers’ goodwill.

The fact that several of the internal strategies were linked to abandonment—of either vacation,
leisure activities, or hobbies, as well as socialising—reveals the need to develop various flexible
respite services. Not only for longer periods, like vacations, which are available in Slovenia albeit to
a limited degree as short-term placements in a nursing home, but also flexible short-term respites,
either through 24-h care for a short period or also flexible short-term services that offer support as
needed. Such services are almost entirely missing in Slovenia.

An important identified strategy was accepting care and finding satisfaction in care, which we
may link with what the literature describes as a positive coping style that reduces stress and negative
consequences for the caregiver (see [36,37]). Policymakers should work to further strengthen this
as it would also reduce the negative coping that was detected, namely, increased worries and being
overburdened by care, which was also noted by the interviewees. Support for family carers is
vital from the perspective of the system’s sustainability, and also warranted from the perspective of
economic contribution in the form of the time and work these carers contribute to the welfare system.
Since worries were often linked with two aspects, lacking information/knowledge and lacking control
in times of absence, specific strategies should address these issues. One important avenue is to use ICT,
which seemed to have not been used among the interviewed sample despite some options existing
in Slovenia (e.g., an emergency button or other technologies like home telehealth, telecare), yet these
options remain barely used [67,68]. Supporting the use of ICT should therefore become an important
government strategy.

6. Conclusions

The sustainability of care in a familialist care regime is a relevant issue for family carers and
policymakers. The former, for sustaining the quality of life of family carers and dependent family
members, and the latter, for better understanding the weak points in care provision and supporting the
main way of providing care in society. We explored the care system’s sustainability by identifying
families’ coping strategies on the provision of care. To this end, we used in-depth qualitative data based
on a purposeful sample of 55 community-resident users of social home care services and their 55 family
carers to identify various internal coping strategies and external coping strategies, i.e., how they
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were supported by various resources outside the caring dyad. Our results distinguished internal and
external strategies, and also active and passive strategies. We found a large mix of these strategies and
the interviewees employed several strategies for coping with care. However, among the strategies
identified only a few can be said to receive some government support. This is largely support in terms
of the provision of social home care, while support for other strategies is quite modest, such as the
provision of respite care, counselling, and training for family carers, or does not exist.

The analysis of coping strategies in Slovenia revealed several points policymakers should address
in order to ensure the sustainability of its care system. Still, our research has several limitations.
An important one is that the interviewed sample comprised family carers and older people who used
the social home care service. This, therefore, preselected family carers already using one important
active and government-supported strategy in care. To paint a broader picture of coping strategies
in need of policy support to ensure the system’s sustainability, we also need to research the coping
strategies of family carers who do not rely on the formal care system. However, research in Slovenia
indicates the social home care system is used when care needs grow significantly and our sample
therefore indicates the coping strategies of carers with a greater care burden. Yet, since we identified
many active strategies but little was identified by way of avoidance coping [34], this might also be
linked to the selection bias of having more active carers, i.e., carers more likely to adopt various active
strategies. Moreover, the general description of the coping strategies also does not account for possible
differences in groups of carers who are able and willing to use various strategies. Here, distinctions in
income and gender, as well as in age and family situation, are relevant for further study and might
indicate inequalities in certain groups’ ability to employ different strategies.

Our analysis indicates how coping strategy research is a useful tool for understanding the
care system’s sustainability from the perspective of users (i.e., carers and older people) and can
inform policymaking. The findings are also relevant for other familialist care regimes, however given
that coping strategies are defined by culture, norms, family and cohabitation patterns, and policy
circumstances, they are also country-specific. For instance, in Slovenia we have found no strategy
that would include, for example, migrant carers within households, which is a strategy increasingly
seen in certain countries as either part of the formal care sector or informal care strategies (see [23,69]).
Moreover, strategies were not identified that rely more on market solutions and various forms of market
services since these are not strongly developed, but are presumably found elsewhere. Comparative
research is therefore called for to stress these country-specific differences.
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