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Abstract 

This systematic review sought to explore the association between war 

or civil conflict related parental post-traumatic stress and family functioning 

from the perspective of the family unit (parent and offspring). Electronic 

searches of CINAHL, PsychINFO, Web of Science and PubMed as well as 

grey literature and hand searches were carried out. The search procedure 

identified 9 studies that met the eligibility criteria of the present review. Given 

heterogeneity between studies existed, a narrative synthesis was employed. 

All included studies reported that parental PTSD was associated with 

impaired family functioning with small to large effect size differences between 

groups where effect sizes were reported. Specific dimensions of family 

functioning found to be associated with parental PTSD across studies 

included emotional responsiveness, cohesion, communication and problem 

solving. Through identifying key difficulties in family functioning associated 

with parental PTSD, the present review provides tentative insights for 

clinicians and researchers in the development and implementation of 

interventions for families. Tailored interventions may be necessary as family 

functioning can be affected on different levels depending on the severity of 

parental PTSD. Further, separate intervention approaches for parents and 

children may be appropriate given parents tend to perceive family functioning 

as more impaired than their offspring. This review also highlights the paucity 

of literature on the association between civil conflict related parental PTSD 

and family functioning.  

 

Keywords: Family Functioning, Parental PTSD, War, Civil Conflict 
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Introduction 

Parental civil conflict or war related Post-Traumatic Stress 

Disorder/Post-Traumatic Stress Symptoms (PTSD/PTSS) has been linked 

with disrupted family functioning and poor mental health outcomes in children 

(Davidson & Mellor, 2001; Kritikos, Comer, He, Current & Thomson, 2018). 

Typically, when families encounter stressful situations, especially where the 

stressor is prolonged in nature (e.g. parental PTSD), there is a risk that other 

members of the family unit may bear the negative effects of the stressor also 

(Lin et al., 2016). Characteristics of the disorder are evident in the way in 

which dysfunction presents in families where a parent has PTSD such as the 

development of unhealthy familial communication ranging from silences to 

intrusive attempts to share traumatic experiences which, may be involved in 

the transgenerational transmission of trauma (Dekel & Goldblatt, 2008; 

McNally, 2014).  

The emotional numbing component of PTSD symptomatology may 

also contribute to or act as a barrier to effective communication within the 

family (Brende & McCann 1984). McNally (2014) postulates that the person 

may be unable to effectively function in their role as a parent due to 

difficulties coping with their own trauma (McNally, 2014) and this may in turn 

serve to influence how the family as a unit function generally (Davidson et 

al., 2001). While the literature purports the considerable impact veteran 

PTSD can have on the psychological wellbeing of partners/spouses 

(Galovski & Lyons, 2004), adverse outcomes in children where a parent is 

suffering from PTSD include internalizing and externalizing problems and 
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altered hypothalamic-pituitary-adrenal axis functioning (Leen-Feldner, 

Feldner, Knapp, Bunaciu, Blumenthal & Amstadter, 2013).  

In military families, children of deployed parents have additional visits 

to mental health services, injuries and child mal-treatment post-deployment 

(Hisle-Gorman, Harrington, Nylund, Tercyak, Anthony, & Gorman, 2015). 

The importance of examining and seeking to understand further how family 

functioning is impacted by parental PTSD is highlighted given the reported 

negative and adverse outcomes that war/civil-conflict related parental 

PTSD/PTSS can have on a child and the wider family as a whole.  

The family unit is examined through the lens of family systems theory 

within the present review to help conceptualize and understand the working 

mechanisms of the family (Bertalanffy, 1968). In family systems theory, the 

family is viewed as a cohesive emotional unit (Kerr, 2000). Aspects of 

general family systems theory as described by Epstein and colleagues form 

the basis for the McMaster Model of Family Functioning (Epstein, Bishop & 

Levin, 1978). Within this model, the family grouping cannot be understood by 

examining the characteristics of individuals or specific interactions between 

pairs of members but rather transactional patterns of the family system and 

the family’s organization and structure, serve to predict the behaviour of 

individuals within the family. Therefore, Epstein et al. (1978) postulate that 

many dimensions should be assessed as opposed to one single dimension. 

The McMaster Model considers family functioning within and across the 

following broad dimensions; problem solving, communication, roles, affective 

involvement, affective responsiveness and behaviour control (Epstein et al., 

1978). Other aspects of family functioning as described within other models 
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such as the Circumplex Model include family cohesion and adaptability 

(Olson, 2000).  

The Current Review 

The study of family functioning in light of parental mental ill health is 

important in order to increase our understanding of the potential mechanisms 

through which the family as a whole are affected. Reviews in this area tend 

to set restrictions regarding samples for inclusion in their studies such as 

limiting the population from the outset to military families (e.g. Kritikos et al., 

2018). The present review thus sought to examine both war related parental 

PTSD and PTSD in parents stemming from civil conflict around the world 

(e.g. Troubles related conflict in Northern Ireland). In addition, and in contrast 

to previous studies, this review sought to examine specific aspects of family 

functioning (as opposed to just total score) through the inclusion of studies 

that utilized broad based measures of family functioning. In doing so, the 

present review aimed to provide a more comprehensive examination and 

understanding of how family members are impacted by parental war or civil 

conflict related PTSD. Furthermore, highlighting key difficulties with regard to 

how PTSD relates to family functioning may assist in the development and 

implementation of family interventions. Indeed, research has highlighted the 

paucity of theoretically informed and well-validated interventions for use with 

military families (Gewirtz, 2018). A review of this nature may provide 

important information for the development of such interventions and potential 

insights regarding treatment aims for PTSD in this population.  
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 Method 

Search Strategy  

The current study protocol was registered on Prospero in January 

2019 (CRD42019120169). The Preferred Reporting Items for Systematic 

Reviews and Meta-Analyses (PRISMA) guidelines (Moher, Liberati, Tetzlaff 

& Altman, 2009) were utilized in preparation of this review. Electronic 

searches of CINAHL, PsychINFO, Web of Science, PubMed and the 

Cochrane Library were conducted by the author. The time period for the 

searches was from 1980 to January 2019 (PTSD was first introduced in 1980 

following the publication of the Diagnostic and Statistical Manual of Mental 

Disorders, 3rd edition (DSM-III; American Psychiatric Association, 1980). To 

reduce the potential confounding effect of publication bias, a grey literature 

search was also conducted (ProQuest – Dissertations & Theses A&I and 

PTSDpubs). Websites relevant to the population under study were also 

searched including the US Department of Veteran Affairs, the Australian 

Government Department of Foreign Affairs and Veteran’s Gateway (U.K.). 

Combinations of key words were as follows: Parent* or mother* or 

father* and (ptsd or (combat and disorder) or paternal ptsd or posttraumatic 

stress disorder or ptss or posttraumatic stress symptoms and family 

functioning and (warfare or war or wars or warfare or war torn or war-torn or 

warzone* or post-war* or postwar*) or armed conflicts* or (post-conflict* or 

postconflict*) or (violen* or political or military) or ethnic violence/ or (political* 

or military or communal or state) or (ethnic* or military or political* or state) or 

(ethnic cleansing or genocide*) or terrorism/ or (civil violence or civil conflict 

or civil disorder* or riot*) or (terrorist* or terrorism or insurgen*) or troubles 
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related conflict or troubles related trauma. These terms were searched as 

key words in the online databases. Hand searches were conducted via the 

reference list of selected papers.  

Eligibility Criteria 

The inclusion criteria included the following: a) assessed the 

association between parental war or civil conflict-related post-traumatic 

stress symptoms (note: PTSD/PTSS as a result of war or civil conflict related 

trauma as opposed to other types of trauma, i.e. sexual abuse) and family 

functioning (as assessed by a validated and reliable measure of broad 

dimensions of family functioning or instruments designed to assess specific 

components of family functioning), b) were published after 1980, c) were 

published in English. Exclusion criteria included the following; a) systematic 

reviews, b) where the full sample were not parents (i.e. studies with a focus 

on family functioning on marital or intimate couples were not included) d) 

qualitative studies, e) studies with refugee samples due to additional 

variables/factors that could potentially impact on family functioning (e.g. 

displacement).  

To meet the eligibility criteria, PTSD/PTSS must have been relating or 

stemming from civil conflict or war related trauma and defined by either a 

previously medically documented diagnosis of PTSD/PTSS or via a validated 

and well-established measure of PTSD/PTSS. Examples of such measures 

include; The Mississippi Scale for Combat-Related PTSD (M-PTSD; Keane, 

Caddell & Taylor, 1988), Clinician-Administered PTSD Scale (CAPS; Blake, 

Weathers, Nagy, Kaloupek, Gusman, Charney & Keane, 1995) and the 
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Purdue Post-Traumatic Stress Disorder Scale (PPTSDS; Hendrix, Anelli, 

Gibbs & Faurnier, 1994).  

Similarly, to meet eligibility criteria, family functioning relates to the 

family unit rather than specific family relationships. It is not recommended 

that family functioning be measured by examining just one specific aspect of 

a family (e.g. parent-child relationships) (Epstein et al., 1978) but to view the 

family as a cohesive emotional unit and this is in keeping with family systems 

theory (Bertalanffy, 1968). Therefore, studies were included in the present 

review if they utilized family functioning measures that assessed broad 

dimensions of family functioning or utilized instruments designed to assess 

specific components of family functioning. Examples of broad measures of 

family functioning include; The Family Adaptability and Cohesion Scale 

(FACES; Olson, Portner & Lavee, 1985) and the McMaster Family 

Assessment Device (FAD; Epstein et al., 1978). Given the nature of the 

samples under study (typically studies in this area are relating to military 

parents), a family functioning subscale from a post-deployment measure 

designed specifically for military families (the Deployment Risk and 

Resilience Inventory-2; Vogt, Smith, King, King, Knight & Vasterling, 2013) 

will also be included. Within this, studies will be included if they used these 

measures in their entirety (i.e. included all subscales) or provided a global or 

general score of family functioning (e.g. Total Score of the FAD). Examples 

of sub-components within broad measures of family functioning include roles, 

problem solving, cohesion, adaptability and communication.  
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Study Selection and Data Extraction  

All identified studies were reviewed by the first author to determine 

eligibility. Studies were screened by title and abstract and irrelevant studies 

were excluded. The remaining studies were assessed via full-text according 

to the inclusion and exclusion criteria by the first author and an independent 

reviewer.  

The first author then extracted relevant data from each study including 

sample characteristics, PTSD and family functioning measure, participant(s), 

setting and relevant statistics regarding the association between parental 

PTSD and family functioning (e.g. effect sizes). Although studies might have 

examined the association between parental PTSD and other outcomes (e.g. 

child mental health), only results pertaining to family functioning were 

extracted.  

Results 

A total of 1338 studies were identified across all the databases. From this, 

144 duplicates were removed, leaving 1194 studies (see Figure 1 for 

PRISMA flow-chart of this process). These studies were then screened by 

title and abstract following which 1156 studies were removed, leaving a 

remaining 38 studies. The inter-rater reliability for assessment of the 

eligibility of the 38 studies was .93 (97% agreement as measured by Cohen’s 

Kappa). The raters disagreed on the eligibility of 1 study, which was 

discussed and resolved, and the final sample included 9 studies. The 

reference lists of the final 9 studies were also scanned to see if other 

relevant studies could be included.   
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Figure 1: PRISMA Flow Diagram (Moher et al., 2009) 
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Quality Assessment 

A quality assessment of the final nine studies was conducted by the 

first author and an independent reviewer using a 14-item quality assessment 

tool (The Quality Assessment Tool (QATSDD); Sirriyeh, Lawton, Gardner & 

Armitage, 2011). Each item is scored from 0 (‘not at all’) to 3 (‘complete’) on 

criteria including sample size and analytical technique employed with a total 

possible score of 42 (Appendix A). The inter-rater reliability for assessment 

of the quality of the nine included studies was excellent (Intra Class 

Correlation =.91). All except two studies (Jordan, Marmar, Fairbank, 

Schlenger, Kulka, Hough & Weiss,1992; Westerink & Giarratano,1999) were 

assessed to reach above the recommended acceptable value of 60% 

(Sirriyeh et al., 2011) (Appendix B). Low quality scores in these studies (n=2) 

related to a lack of information regarding the aims of the study with no 

explicit hypotheses referred to in either paper (e.g. reference to broad aims 

only). This also served to reduce quality ratings on how the method of data 

collection and analytical methods were decided upon. Most studies made 

some reference to the psychometric properties of measures utilized as based 

on previous research (Davidson & Mellor, 2001; Marsanic, Margetic, Jukic, 

Matko & Grgic, 2014; Vukovic, Marsanic, Margetic, Paradzik, Vidovic & 

Flander, 2015) while one study made no reference to reliability and validity 

(Westerink et al., 1999). Other studies tested the internal consistency of most 

measures utilizing their own data set (Al-Turkait, Smith, Iverson & Vogt, 

2008; Harkness, 1990; Hendrix & Anelli, 1993; Jordan et al., 1992; Vaughn-

Coaxum et al., 2015) and just one study considered the validity of two of their 

included measures (Al-Turkait et al., 2008). Only two of the aforementioned 
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studies tested the internal consistency of family functioning measures with 

their own data set (Hendrix et al., 1993; Vaughn-Coaxum et al., 2015) 

highlighting the potential lack of psychometric data available on such 

instruments and the population in question.  

Study characteristics 

Appendix C presents the details of the characteristics of included 

studies. All included studies (n=9) were of military family populations. All 

studies are presented in the English language and the dates range from 

1990 to 2015. The Family Assessment Device (FAD) was used by four 

studies (Al-Turkait et al., 2008; Davidson et al., 2000; Marsanic et al., 2014; 

Vukovic et al., 2015) and the Family Adaptability and Cohesion Scale 

(FACES) was used by three studies (Harkness, 1990; Hendrix et al., 1993; 

Jordan et al., 1992). The remaining studies used the Family Environment 

Scale (FES) (Westerink et al., 1999) and the DRRI-2 Family Functioning 

subscale (Vaughn-Coaxum et al., 2015). In terms of participants, two studies 

utilized a self-report measure of family functioning from the veteran with 

PTSD only (Hendrix et al., 2003; Vaughn-Coaxum et al., 2015), two studies 

reported from the perspective of offspring only (Marsanic et al., 2013; 

Vukovic et al., 2015) and two studies utilized reports from veteran, offspring 

and spouse/partner (Al-Turkait et al., 2008; Harkness, 1990). All other 

studies utilized a combination of veteran, spouse/partner and offspring; 

veteran and offspring (Davidson et al., 2001), veteran and spouse (Jordan et 

al., 1992) and offspring and spouse (Westerink et al., 1999). The sample 

sizes pertaining to informants across the included studies were 975 veteran 

parents, 2130 offspring and 573 spouse/partners. The weighted mean age of 
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the veteran informants across studies that reported mean ages was 39 years 

and the weighted mean age for offspring participants was 14 years. In 

relation to war-exposed parents, three studies included only male 

participants (Al-Turkait et al., 2008; Harkness, 1990 & Jordan et al., 1992) 

and one study was mixed gender (Hendrix et al., 1993). Gender was not 

specified in the study by Davidson et al. (2001). Gender was mixed and on 

average evenly split across offspring samples (Al-Turkait et al., 2008; 

Harkness, 1990, Marsanic et al., 2013 & Vukovic et al., 2015) with the 

exception of one study (Westerink et al., 1999; F; n=16, M; n=6). As can be 

seen from Appendix C the majority of the studies were conducted in the 

U.S.A. (n=4) and the rest were conducted in Croatia (n=2), Australia (n=2) 

and Kuwait (n=1). All 9 studies were cross-sectional by design.  

Overall association 

Table 1 and Table 2 (broken down by specific measures used) 

present the associations between parental PTSD and family functioning. 

While there was heterogeneity between studies in relation to participants, 

measures used and subscales reported on, overall, it can be said that all 

nine studies reported that parental war related PTSD is associated with 

impaired family functioning. Of the studies that reported effect sizes (n=6), 

small to large effect size differences between groups were found in the 

association between parental PTSD and family functioning (AL-Turkait et al., 

2008; Davidson et al., 2000; Harkness, 1990; Hendrix et al., 1993; Marsanic 

et al., 2014; Vukovic et al., 2015). This suggests that parental PTSD resulting 

from war exposure has a negative affect on overall family functioning.  
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Closer observation of the specific subscales of family functioning 

suggests that parental PTSD had a differential affect on specific aspects of 

family functioning. Of studies that reported effect sizes of specific subscales 

(e.g. communication) using the FAD measure (n=3; Al-Turkait et al., 2008; 

Davidson et al., 2000; Marsanic et al., 2014), domains of family functioning 

that appear to be most consistently associated with parental PTSD are 

affective responsiveness, problem solving and communication (please refer 

to Table 2). The domains found to be least associated with parental PTSD 

(not significant and nil to small effect sizes) as measured in these studies, 

were roles and behaviour control. Of studies that reported FAD Total Score 

(i.e. overall family functioning) (n=2; Marsanic et al., 2014; Vukovic et al., 

2015), medium to large effect sizes were observed in the association 

between parental PTSD and family functioning.  

Association between parental PTSD and specific dimensions of family 

functioning 

As can be seen from Table 1 and Table 2, there were six studies that 

reported on subscales of family functioning (Davidson et al., 2001; Al-Turkait 

et al., 2008; Marsanic et al., 2013; Hendrix et al., 1993; Harkness, 1990 & 

Westerink et al., 1999). Utilizing the FAD measure, Davidson et al. (2001) 

found that affective involvement, affective responsiveness, communication 

and problem solving were significantly worse in the PTSD group compared to 

veterans and controls as reported by parents (veterans). These subscales all 

had small to medium effect sizes, but the largest differences were in affective 

responsiveness and problem solving. According to offspring ratings, only 

problem solving and affective responsiveness were found to be significantly 
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worse in the PTSD group than in the veteran without PTSD and civilian 

groups, with small effect sizes. There was no statistically significant 

difference in the ratings of behaviour control, affective involvement, roles and 

communication between the three offspring groups.  

          AL-Turkait et al. (2008) also utilized the FAD measure and found that 

parental PTSD was associated with significantly worse communication and 

problem solving when controlling for parental age, child age and child’s 

education. However this difference was only found where both parents had 

PTSD, or where the mother had PTSD. The only domain found to be 

significantly impacted by father’s PTSD symptom severity was affective 

responsiveness and the effect was small in magnitude. Marsanic et al. 

(2013), again using the FAD measure, reported significantly worse family 

functioning in the areas of affective involvement, affective responsiveness, 

communication and problem solving in the PTSD group compared to 

controls, with large effect sizes. The largest difference was in affective 

responsiveness.  

Two studies (Harkness, 1990 & Hendrix et al., 1993) reported on 

specific subscales of family functioning using the FACES measure 

(adaptability and cohesion). Harkness (1990) found that severe PTSD (when 

compared to participants with mild PTSD), was associated with worse 

adaptability and cohesion but this difference was only significant for the 

cohesion subscale as reported by parents. No significant differences were 

found between the two offspring groups (parents with mild versus severe 

PTSD) on cohesion and adaptability, but both groups showed significant 
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differences when compared to general population norms on the adaptability 

subscale only. This effect was small in magnitude.  

Hendrix et al. (1993) found that there were significant correlations with 

medium effect sizes between PTSD symptom clusters (intrusion and 

avoidance) and both cohesion and adaptability. However, neither cohesion 

nor adaptability correlated with global perception of distress scores as 

measured by the PPTSDS (Purdue Post-Traumatic Stress Disorder Scale). 

Finally, Westerink et al. (1999), who were the only authors to utilize the FES, 

found significantly worse cohesion, more conflict and less expressiveness in 

the PTSD group than controls when reported by spouse or partner. While 

offspring of parents with PTSD reported worse cohesion in their families, only 

conflict was found to be significantly worse than for controls.  

Observations regarding differences between groups 

As some studies measured degrees/severity levels of PTSD (n=2; 

Harkness 1990; Vukovic et al., 2015), or included control groups who had 

been exposed to war but did not develop PTSD, it was possible to explore 

whether more severe PTSD was associated with more impaired family 

functioning. For example, Vukovic et al. (2015) found that there was 

significantly worse family functioning among offspring who had a veteran 

father with full PTSD compared to those with a veteran father with partial 

PTSD, and also significantly worse family functioning in the partial PTSD 

group compared to the no PTSD group. Further, Harkness (1990) found 

worse family functioning (parental ratings) in the severe PTSD group versus 

the mild PTSD group while Vaughn-Coaxum et al. (2015) found that higher 
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PTSS severity was associated with worse family functioning scores in 

partnered but not single parents.  

In studies that included a control group of veterans that had been 

exposed to war but had not developed PTSD, differences between groups 

were observed with regard to the association between parental PTSD and 

family functioning (n=3; Davidson et al., 2001; Jordan et al., 2001; Marsanic 

et al., 2015). Davidson et al., (2001) was the only study to include a 

comparison group of civilians as well as a veterans without PTSD group. 

They found that those with PTSD had worse family functioning than veterans 

without PTSD, but the veterans without PTSD had worse family functioning 

than the civilian group. This suggests that although the veterans did not 

reach diagnostic criteria for PTSD, they might have had some symptoms due 

to the war exposure, which impacted on their family functioning. This study 

also observed the same pattern between parental PTSD and family 

functioning as rated by the offspring. The offspring of those with PTSD 

reported worst family functioning on problem solving and affective 

responsiveness, followed by the veteran offspring, and then the civilian 

offspring. This suggests that parental PTSD over and above other military 

related factors may be associated with worse family functioning. 

 

 

 



20 
 

Table 1. Overview of studies including their statistical analyses and key findings 

Study 
Name 

PTSD/ 
PTSS 
measure 

Family 
functionin
g measure 
(subscales 
examined) 

Quality 
score 

Statistical tests  Statistical associations Key findings relevant to review 

Al-Turkait 
et al. 
(2008) 

CAPS 
(fathers) 

 

PTSD 
Checklist 
(mothers) 

FAD; all 
subscales 

30 Multiple 
regression 
analyses, T-tests, 
One-way ANOVA 

Father PTSD on affective 
responsiveness: β = -0.17*, t=-2.7 

 

Mother PTSD on FAD: t(276) = 2.2, d 
= 0.33*.  

 

Both parents PTSD on 
Communication; (M=2.0, SD=0.3, 
p<0.003), both parents PTSD on 
problem solving; (M=2.2, SD=0.1, 
p<0.04) controlled for age of parent 
and child and child’s education level.  

Father’s PTSD symptom severity was significantly 
associated with poorer Affective Responsiveness with the 
effect being small in magnitude.  

A significant difference between groups was observed 
where mother’s with PTSD reported poorer family 
functioning scores with the effect being small in 
magnitude.  

Children with parents who both had PTSD consistently 
tended to have poorer family functioning scores in 
comparison to those where both parents had no PTSD. 
Controlling for age of parents and child, and child’s 
education level, the differences remained significant only 
for the communication and problem solving subscales. 
The effect size differences were small in magnitude.   

Davidson 
et al. 
(2001) 

M-PTSD 

 

 FAD; 6 
subscales  

 

27  Univariate  

F-tests 

 

 

Parent report: 
PTSD and affective involvement, 
F(2,80)=5.38, n2=.12*; PTSD and 
affective responsiveness, 
F(2,80)=14.16, n2=.26**; PTSD and 
communication, F(2,80)=10.46, 
n2=.21**; PTSD and problem solving, 
F(2,80)=14.28, n2=.26**; PTSD and 
behaviour control, F(2,80)=0.13, 
n2=.00; PTSD and roles, 

Parent veterans with PTSD rated their families as 
significantly less healthy than comparison groups on all 
subscales of the FAD except for roles and behavior 
control. The effect sizes for the significant findings were 
strong. 

Compared with the other children of veterans without 
PTSD and civilians, offspring of parents with PTSD had 
poorer functioning across all domains (except for 
behaviour control) with a statistically significant difference 
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F(2,80)=2.04, n2=.05 

Child report: 
PTSD and affective responsiveness, 
F(2,80)= 4.02, n2=.09*; PTSD and 
problem solving, F(2,80)= 4.59,  
n2=.10*, PTSD and affective 
involvement, F(2,80)= 0.13, n2=.00; 
PTSD and behaviour control, 
F(2,80)= 0.19, n2=.01; PTSD and 
communication, F(2,80)= 1.24,  
n2=.03; PTSD and roles, F(2,80)= 
0.24, n2=.01 

observed in problem solving and affective responsiveness 
when compared with the civilian group. The effect sizes 
for the significant findings were small.  

Harkness 
et al. 
(1990) 

Diagnosis 
of PTSD 
according 
to DSM-III 
criteria 

FACES; 
Cohesion,  
Adaptability 
& total 
score   

 

31  T-tests  Parents: 
Severe PTSD group and Cohesion, t 
(77)=3.0**, d = .68; severe PTSD 
group and Adaptability, t (77)=1.3, d= 
.28; severe PTSD group and total 
family functioning score, t (77)=2.5*, 
d = 0.53.   

Offspring: 
Severe PTSD group and adaptability, 
t (462)=2.20*, d = .36; Mild PTSD 
group and adaptability, t 
(462)=2.308*, d = .38 (both 
compared to normative scale values). 

Parent; No significant differences were found between the 
two groups on adaptability. There was a significant 
difference between the two groups in relation to cohesion; 
the severe PTSD group reported feeling significantly less 
engaged from their families. This effect size was large in 
magnitude. Compared to the mild PTSD group, the severe 
PTSD group was significantly more likely to be lower 
functioning overall (total score) and the effect size was 
moderate. 

Offspring; No significant differences between the two 
PTSD groups on cohesion or adaptability but significant 
differences found on adaptability between both PTSD 
groups and normative scale values, of small magnitudes.  

Hendrix 
et al. 
(1993) 

PPTSDS 
(veteran) 

 

 

FACES; 
Cohesion & 
Adaptability 
subscales  

26 Pearson 
correlation 
analysis using the 
3 PPTSDS 
subscales: 

PTSD (intrusion) and cohesion,       
r= -.27* and adaptability, r= -.32**; 
PTSD (avoidance) and cohesion,    
r= -.30* and adaptability, r= -.33**; 
PTSD (global perception of distress) 

PTSD symptoms of intrusion and avoidance were 
significantly negatively associated with lower cohesion 
and adaptability. Global perception of distress was not 
significantly associated with cohesion or adaptability.  
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 intrusion, 
avoidance and 
global perception 
of distress 

and cohesion, r=.00 and adaptability, 
r=.09.   

 

 

Jordan et 
al. (1992) 

M-PTSD 

 

FACES; 
Total score   

 

23 Chi squared tests Veteran parent: 
PTSD and family functioning total 
score; X2 (1, n=785) = 109.7, p < 
.001).  

Spouse/Partner:  

X2 (1, n=260) = 2.9, p < .088).  

 

 

Veterans with PTSD reported significantly poorer family 
adjustment with 54% of participants reporting functioning 
in extreme ranges, compared to veterans without PTSD.  

 

Although not statistically significant, spouse/partners 
reported some tendency for families of theater veterans 
without PTSD to be better adjusted than those with PTSD.  

 

Effect size not reported  

Marsanic 
et al. 
(2014) 

Father’s 
previously 
assessed 
for 
diagnosis 
of PTSD 

FAD; all 
subscales 

 

 26 Mann-Whitney U 
test 

 

Parental PTSD and problem solving, 
MWU = 1989, z = -9.74, r=.62**; 
PTSD and communication, MWU = 
2711.5, z = -8.40, r=.54**; PTSD and 
affective responsiveness, MWU = 
1538.5, z = -9.54, r=.67**; PTSD and 
affective involvement, MWU = 
2168.5, z = -9.54, r=.61; PTSD and 
total FAD score, MWU = 1928, z = -
9.27, r=.59** 

Children of veteran fathers with PTSD reported 
significantly worse functioning across all domains (except 
for roles and behaviour control) compared to children of 
veteran fathers without PTSD. The effect sizes across all 
significant domains were medium to large in magnitude.  

Vaughn-
Coaxum 
et al. 
(2015) 

PPTSDS 

 

DRRI-2 
(Family 
functioning 
subscale) 

 33 Linear regression 
analyses 

PTSD and family functioning, β = -
.20*, t=-2.78 (partnered); PTSD and 
family functioning, β = -.11, t= -0.80 
(single).  

 

For partnered, but not single parents, higher post-
traumatic stress symptom severity was associated with 
poorer post deployment family functioning. The effect size 
for the significant finding was small in magnitude.  
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Vukovic 
et al. 
(2015) 

M-PTSD 

 

FAD; total 
score 

 

 29 Multivariate 
Analyses of 
Variance 
(MANOVA)  

Full PTSD group (M=2.72, SD=0.20, 
p<0.001), partial PTSD group 
(M=2.63, SD=0.24, p<0.001), no 
PTSD group (M=2.45, SD=0.27, 
p<0.001), F = 38.79**  

Moderate to large effect size differences were found 
between groups on family functioning depending on PTSD 
status.  

Levels of family functioning were significantly lower in the 
full PTSD group than the partial PTSD group (d=.40) and 
also significantly lower in the partial PTSD than the no 
PTSD group (d=.70).  

Westerin
k et al., 
(1999) 

CAPS FES 

 

21  T-tests  Spouse/partner: 
PTSD and cohesion; t (27)= - 3.08**; 
PTSD and expressiveness, t (27)= -
3.50**; PTSD and conflict t 
(27)=5.68**  

Offspring:  
PTSD and conflict, t (27)= 3.53**; 
PTSD and cohesion, t (27)= - 2.05. 

 

Spouse/partner; Veteran partners/spouses with PTSD 
rated their families as having less cohesion, less 
expressiveness and a higher degree of conflict compared 
to controls.  

Families of Vietnam veterans were rated by their children 
as being significantly higher in conflict and a tendency to 
be lower in cohesion compared to controls although this 
result did not reach statistical significance. 

Effect sizes were not reported 

Note. *p < .05,  **p < .01 *PTSD/PTSS measures: CAPS; Clinician Administered PTSD Scale, M=PTSD; Mississippi Scale for PTSD, PPTSDS; Purdue Post-Traumatic 
Stress Disorder Scale *Family functioning measures: FAD; Family Assessment Device, FACES; Family Adaptability and Cohesion Scale, DRRI-2; Deployment Risk and 
Resilience Inventory-2, FES; Family Environment Scale. 

 

 

 

 

 

 



24 
 

Table 2. Strength of associations between parental PTSD and domains of family functioning.  

Fa
m

ily
 A

ss
es

sm
en

t D
ev

ic
e 

(F
A

D
) 

 

Author 
 

Affective 
Responsiveness 
 

Affective 
Involvement 
 

Problem 
Solving 
 

Communication 
 

Roles 
 

Behaviour 
Control 
 

FAD Total 
 

Al-Turkait et 
al. (2008) 
(parent) 

Small*a --- Medium*b Medium**b ---  --- Small*b 

Davidson et 
al. (2000)  

Medium** (parent) Small* (parent) Medium** 
(parent) 

Small – 
Medium**(parent) 

Small (parent) Small (parent) --- 

 
 
Marsanic et 
al. (2014) 
(offspring) 

Small* (offspring) 
 
Large* 

Small (offspring) 
 
Large* 

Small* 
(offspring) 
Large* 

Small (offspring) 
 
Large* 

Small (offspring) 
 
Not reported 

Small (offspring) 
 
Not reported 

--- 
 
Large* 

 
Vukovic et al. 
(2015) 
(offspring) 

 
--- 

 
--- 

 
--- 

 
--- 

 
--- 

 
--- 

 
Medium-Large* 

Fa
m

ily
 A

da
pt

ab
ili

ty
 a

nd
 

C
oh

es
io

n 
Sc

al
e 

(F
A

C
ES

) 
    

 
 

Adaptability Cohesion FACES Total 

Harkness 
(1990) 
 

Small (parent) 
 
Small* (offspring) 

Large** (parent) 
 
Small (offspring) 
 
 

Medium* (parent) 
 
--- 
 

Hendrix et al., 
(1993) 
 
 
Jordan et al., 
(1992) 

Medium** 
 
 
 
--- 

Medium* 
 
 
 
--- 

--- 
 
 
 
Effect size not reported 
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Th
e 

Fa
m

ily
 

En
vi

ro
nm

en
t 

Sc
al

e 
 

 
Westerink et 
al. (1999) 

Cohesion Expressiveness Conflict 

Effect size not reported  Effect size not reported Effect size not reported 

Th
e 

D
R

R
I-2

 
Fa

m
ily

 
Fu

nc
tio

ni
ng

 
Su

bs
ca

le
  

Vaughn-
Coaxum et al. 
(2015) 

Family Functioning Total Score (DRRI-2) 

 
Small* (partnered parents only) 

Note.  Effect sizes reported in Table 2 indicate all effects in Table 1, converted to Cohen’s d effect sizes; the effect sizes for Al-Turkait et al. (2008) relate to fathers with PTSD 
onlya and relate to mothers with PTSD onlyb 
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Discussion 

Synthesis of findings  

This systematic review sought to examine the association between 

war or civil-conflict related parental PTSD with impaired family functioning. 

While the author intended that the present review focus on both war exposed 

and civil-conflict exposed parents with PTSD, all included studies (n=9) were 

military family populations. This highlights the paucity of research with regard 

to the study of family functioning in families where a parent was exposed to 

civil-conflict related trauma (e.g. Troubles related trauma in Northern 

Ireland).  

The included studies were diverse in terms of samples and outcome 

measures utilized which precluded the use of meta-analysis. A narrative 

synthesis was therefore employed as the method of analysis. While 

aggregate estimates of the pooled effect sizes could not be analysed, the 

results suggest that overall, parental PTSD/PTSS is associated with impaired 

family functioning. Drawing from the studies that reported on specific aspects 

of family functioning, as opposed to just total score, the present synthesis 

may make tentative suggestions regarding the components of family 

functioning that are most commonly affected by parental PTSD. In doing so, 

this review can highlight key areas for intervention both for wider family 

interventions, parenting interventions and in terms of treatment aims for 

PTSD in this population.   
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Differences between groups  

Differences with regard to reported levels of healthy or impaired family 

functioning tended to vary depending on the severity of parental PTSD (e.g. 

Harkness, 1990; Vukovic et al., 2015). For example, Vukovic et al. (2015) 

observed significantly worse family functioning as reported by offspring of the 

veteran group with a diagnosis of PTSD compared to the veteran group with 

a partial diagnosis of PTSD. This is unsurprising given people with sub 

threshold or partial PTSD are typically not as affected across multiple 

domains than those with full PTSD (Zlotnick, Franklin & Zimmerman, 2002). 

Patients with full PTSD have been found to have overall worse mental health 

functioning (Gillis, Mavandadi & Oslin, 2010), personal disability (Bresau, 

Lucia & Davis, 2004) and more interference with work and education (Stein, 

Walker, Hazen & Ford 1997). Further, a lower proportion of people with sub 

threshold PTSD than full PTSD will experience symptoms for more than 2 

years (Breslau, et al., 2004). As the present review suggests that severity 

levels of PTSD affect family functioning to different degrees, it is important 

for clinicians to be aware that different levels of treatment intensity and/or 

tailored family interventions may be required relative to the severity of the 

illness.  

Differences were also observed between veteran groups with PTSD 

and veteran groups without PTSD (n=3; Davidson et al., 2001; Jordan et al., 

1992; Marsanic et al., 2014). For example, Davidson et al. (2001) observed 

overall worse family functioning in the veterans with PTSD group than the 

veterans without PTSD group. This is an interesting observation given there 

are several potential risk factors relating to the psychosocial functioning of 
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military families. These include parental separation and absence (from the 

family home) or family relocation (Palmer, 2008) while the pre and post-

deployment periods are reportedly high stress periods for families (Saltzman, 

Lester, Beardslee, Layne, Woodward & Nash, 2011). Given the entire 

sample used in this study were veterans, this finding suggests that parental 

PTSD over and above other risk factors relating to military families may 

affect family functioning.  

Reporting on specific dimensions of family functioning  

While the included studies found parental PTSD to be associated with 

most dimensions of family functioning, studies that reported on effect sizes 

(n=6) (Al-Turkait et al., 2008; Davidson et al., 2001; Harkness, 1990; Hendrix 

et al., 1993; Marsanic et al., 2014 & Westerink et al., 2000) can provide 

tentative insights into the greatest difficulties experienced by families. For 

instance, in relation to studies that utilized the FAD, parental PTSD was 

consistently found to be associated with impaired affective or emotional 

responsiveness across the studies. Further, in studies that utilized the 

FACES, parental PTSD was consistently found to be associated with worse 

cohesion (e.g. Harkness, 1990; Hendrix et al., 1993). Indeed, the cohesion 

subscale of the FACES, has been likened to the affective responsiveness 

subscale of the FAD as they measure similar constructs (Olson & Gorall, 

2003). Cohesion as described in the Circumplex model (Olson et al., 2000) 

relates to emotional bonding between family members, while affective 

responsiveness is an individual’s capacity to respond with appropriate affect 

(Epstein et al., 1978).  
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In hypothesizing why these dimensions might be particularly linked to 

parental PTSD from the perspective of the parent with mental ill health, 

spouse/partner, or child, it makes sense to consider specific symptoms of 

PTSD that might be at play in this regard. For example, negative alterations 

or changes relating to thinking and mood involve feeling detached from 

others, increased difficulty maintaining close relationships and feeling 

emotionally numb. Changes in emotional reactions also include increased 

irritability and anger outbursts (NICE, 2018). In addition, PTSD is associated 

with having a diminished awareness of one’s emotions and thoughts (Tull, 

Barrett, McMillan & Roemer, 2007) and lack of emotional acceptance 

(McLean & Foa, 2017). Particularly difficult for families might be the tendency 

of people with PTSD to withdraw interpersonally in order to seek to avoid 

situations or people that may serve to trigger memories of the trauma. In 

turn, this might lead to a reduction in engagement in family events (Galovski 

et al., 2004). This fits with findings by Hendrix et al. (1993) in the present 

review where avoidance symptoms were found to be moderately associated 

with worse family cohesion. Indeed findings in the literature with a focus on 

intimate relationships, have noted that the avoidance symptom (Evans, 

McHugh, Hopwood & Watt, 2003; Evans, Cowlishaw, Forbes, Parslow & 

Lewis, 2010; (Sayers, Farrow, Ross & Oslin, 2009) and the emotional 

numbing cluster of PTSD (Possemato, Pratt, Barrie, Ouimette, 2015) appear 

to be consistently associated with worse family functioning. These specific 

PTSD symptoms could also explain other difficulties highlighted in the results 

across studies in this review including a family’s ability to communicate and 

problem solve effectively (e.g. Davidson et al., 2001). More studies that 
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report on specific symptom clusters are needed in studies examining 

parental war related PTSD within the broader family unit (i.e. families with 

children) in order to explore and further understand the specific components 

of PTSD that disrupt various aspects of family functioning.  

Variations in self-report between participant groups  

Variations with regard to participant report of family functioning was 

observed across the included studies whereby parents (veteran and 

spouse/partner) were more likely to report worse family functioning than 

offspring (n=3).  This was true for Davidson et al. (2001) who found that just 

two subscales of the FAD measure were significant with medium effect sizes 

in the offspring group as opposed to four subscales in the veteran group 

(large effect sizes). Differences in reports between the veteran with PTSD 

and their spouses were also observed. For example, Jordan et al. (1992) 

found that veterans with PTSD reported significantly less healthy family 

functioning than controls but there were no significant differences between 

groups as reported by spouses/partners. Finally with regard differences 

between spouse/partner and offspring, the study by Westerink et al. (1999) 

found that conflict, cohesion and expressiveness were significantly worse 

than healthy controls as reported by spouse/partner but only conflict was 

found to differ significantly in the offspring group. Overall, it appears that 

parents tend to perceive their families as functioning in less healthy ways 

than offspring while spouse/partners tend to perceive healthier family 

functioning than the parent with PTSD. This may fit with symptoms of PTSD 

experienced by the individual given there typically exists an amplification of 

negative cognitions concerning self and the world which can persist in the 
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long term (Dekel, Peleg & Solomon, 2013). In relation to the Marsanic et al. 

(2014) study where a clinically referred sample of offspring of veteran 

parents with PTSD were utilized, the authors caution the interpretation of 

their findings in light of the possible impact of individual psychopathology on 

self-report.   

Overall, given the variations between family members regarding 

perceived family functioning difficulties, the importance of ensuring multiple 

perspectives are sought in research is highlighted for the purposes of 

comprehensive assessment. In addition, acknowledging differences with 

regard to perceptions across different family members is an important factor 

to consider in the development and implementation of interventions for 

families where a parent has PTSD and suggests the need for tailored 

interventions for parents and children.  

Limitations of identified studies 

There are several limitations of the included studies that should be 

highlighted. Firstly, all included studies were cross-sectional in design. This 

limits the overall interpretation of results given longitudinally designed studies 

are required to decipher potential casual relationships between parental 

PTSD and family functioning. Secondly, the majority of the identified studies 

did not measure and consider the impact of potential co-morbidities 

alongside a PTSD diagnosis. Considering comorbid psychopathologies such 

as alcohol misuse and depression are reportedly high in a veteran sample 

with PTSD (Iverson & Greenberg, 2009; Murphy & Turgoose, 2019), it would 

be important for this to be examined in future studies to attempt to decipher 
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how much family functioning is affected by PTSD as opposed to other risk 

factors.  

          Further, potentially important factors that might impact on the 

association between parental PTSD and family functioning, over and above 

the war-exposed parent’s diagnosis of PTSD is the unexposed parent’s 

emotional and mental well-being. Only one study in the present review 

examined the impact of the unexposed parent’s PTSD symptoms on family 

functioning (Al-Turkait et al., 2008). Interestingly these authors found that it 

was the maternal PTSD symptoms as opposed to the paternal (war-exposed 

PTSD) symptoms alone that were associated with impaired family 

functioning. Considering the impact that veteran’s PTSD can have on the 

psychological functioning of their spouses/partners (Galovski et al., 2004) 

and the reported impact that maternal well-being can have on child and 

family outcomes (Yehuda, Teicher, Seckl, Grossan, Morris & Bierer, 2007), it 

is important that future studies consider the impact of wider factors such as 

these in the study of family functioning.  

Finally, most of the included studies did not include analyses to 

control for potentially confounding or mediating factors in the observation of 

the association between parental PTSD symptoms and family functioning. 

While one study (Al-Turkait et al., 2008) controlled for age and education of 

offspring, studies did not consider the impact of other factors that could 

potentially affect family functioning in military populations (e.g. time since 

deployment, whether or not veteran or family had received treatment for 

PTSD symptoms). Further, regarding studies that utilized a control group, 

differences between groups were not considered and controlled for (e.g. 
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controls typically came from higher socioeconomic backgrounds; Marsanic et 

al., 2014). More comprehensive measurement and analyses of potential 

confounding factors would thus help to isolate and decipher the true affect 

parental PTSD symptoms may have on family functioning.  

Limitations and strengths of systematic review 

Although the present review provides an important synthesis of 

information on the association between parental PTSD symptoms and family 

functioning, limitations should be noted. Firstly, although not intended given 

the aim of the study was to incorporate civil-conflict related parental PTSD, 

all identified studies were samples of military families which limits our ability 

to generalize the results beyond this population. Next, the review was limited 

to the inclusion of studies that utilized broad based measures of family 

functioning. Potential design and measurement issues exist with these 

instruments and therefore caution should be taken in the interpretation of the 

findings. While these measures have established and documented reliability 

and validity, the DRRI-2 family functioning subscale was the only measure 

that was designed for specific use with military families. Furthermore, only 

two of the identified studies reported on reliability of the family functioning 

measure (e.g. coefficient alpha) in their respective samples (Hendrix et al., 

1993 & Vaughn-Coaxum et al., 2015). The importance of ensuring future 

studies test the reliability of scales on their own data set is highlighted given 

the lack of information pertaining to the use of this measure in such 

populations. The FAD was the most consistently used family functioning 

measure across the identified studies (n=4), and although the scale has high 

levels of internal consistency across various types of families (Epstein, 
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Baldwin & Bishop, 1980) some contradictory reports exist. For instance, 

Kabacoff and colleagues (Kabacoff, Miller, Bishop, Epstein & Keitner, 1990) 

noted difficulties with the internal consistency of the roles subscale while a 

later study suggested that the FAD subscales overlap substantially 

(Ridenour, Daley & Reich, 1999). Given the potentially high correlations that 

exist between subscales, caution should be taken in the interpretation of 

findings from this measure. The second most used family functioning 

measure of included studies was the FACES (n=3) and this too has received 

some criticism in the literature particularly with regard to the theoretical 

model that the measure was devised from (Circumplex model; Olson, 

Sprenkle & Russell, 1979). However, Place and colleagues (Place, 

Hulsmeier, Brownrigg & Soulsby, 2005) note that the FACES is a useful way 

of describing family functioning provided the dimensions are viewed as 

relatively independent elements. Overall, while advantages of these broad 

based measures include the fact that they cover many dimensions of family 

functioning and allow for group comparison, it must be acknowledged that 

families are complex systems and it is therefore challenging to identify simple 

evaluation methods.  

       Regarding strengths, the current systematic review is the first to my 

knowledge to synthesize information regarding the association between 

parental PTSD symptoms and family functioning with regard to studies that 

utilized broad based measures of family functioning. This allowed for a more 

comprehensive review of areas that are potentially most affected by parental 

war-related PTSD. In addition, grey literature was considered and included 

which reduces the potential for publication bias. Finally, this systematic 
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review considered family functioning from the perspective of the whole family 

and while these measures clearly have their limitations, they provide a more 

comprehensive examination of a broad range of family functioning 

dimensions.   

Future directions and implications for clinical practice  

Given the paucity of research available regarding the study of healthy 

and impaired functioning in civilian, non-military families, the author 

recommends that future studies seek to investigate this issue in civil conflict 

exposed parents with PTSD. This is important to broaden our understanding 

and identify any differences that might exist between these groups in how 

families are affected by parental PTSD, culturally or otherwise. Further and in 

relation to the gaps in available psychometric data available with regard to 

family functioning measures, future studies should seek to test the reliability 

of scales on their own data in order to further establish the psychometric 

properties of existing measures. This would help to determine how best to 

comprehensively assess family functioning and ensure that it is being 

measured reliably. Finally, the authors recommend that future studies should 

ensure that the impact of the non-exposed parent’s psychological wellbeing 

is accounted for. Studies should also control for potential confounding 

variables (e.g. veteran comorbidities) in attempting to decipher and better 

understand the true association between parental war-related PTSD and 

family functioning.  

Results of this review indicate that overall, parental war related PTSD 

may affect a family’s ability to function effectively across a number of 

domains. In light of this observation, it is important that beyond the individual 
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with PTSD, the family unit are considered and assessed in both clinical and 

research settings. Information pertaining to difficulties relating to dimensions 

of family functioning (e.g. affective responsiveness) experienced by such 

populations can provide potentially important information for researchers in 

the development of interventions, and inform treatment goals for parents with 

war related PTSD. Potential ways in which interventions could be tailored for 

families where a parent is affected by war-related PTSD, based on the 

present findings include; 1) considering separate treatment approaches for 

parents and children, 2) taking account of the potential differences in need 

depending on family structure (e.g. single versus partnered), and 3) adjusting 

treatment goals or intervention intensity depending on levels of PTSD 

severity given family functioning may be affected on different levels 

depending on the severity of PTSD.  

Given offspring may perceive their family as functioning ‘healthier’ 

than their parents, whole family approaches to treatment may be 

inappropriate and different approaches to supporting families may thus be 

required in addressing family problems. For instance, offspring may benefit 

from group work with other children with a parent with war-related PTSD in 

order to provide a space to share and process similar experiences. This 

approach could be an adjunct to a preventative approach such as 

psychoeducation regarding parental PTSD. In general, it might be useful for 

clinicians to be aware of the potential differences in perceptions of 

functioning across family members as this may impact on an individual’s 

engagement or motivation levels in treatment.  
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Another way in which interventions may be tailored is working to 

consider and adjust for the potential differences between single and 

partnered families (e.g. single parents may have access to more external 

supports). As this finding is reported by just one study included in the present 

review, this point is made tentatively but highlights the importance of prior 

assessment of need so that specific interventions can be provided depending 

on levels of support required. Indeed, more research is required to pinpoint 

exact ways in which different family structures might require different 

approaches to treatment in the context of families affected by war-related 

PTSD. Finally, assessment of need is again highlighted in the finding that 

family functioning can be more, or less impacted depending on the severity 

of the illness. Clinicians may thus consider pitching levels of intervention 

intensity for families based on the severity of parental PTSD and perhaps 

tailoring the time period or length of intervention (e.g. tiered approach).  
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Conclusion  

 This systematic review sought to examine the association between 

war or civil conflict related parental PTSD and family functioning from the 

perspective of the wider family unit. Through the inclusion of studies that 

utilized broad based measures of family functioning, and in light of potential 

limitations of these measures, the findings provide insights into the salient 

challenges that may be experienced by such populations including the 

family’s ability to respond with appropriate affect. The findings provide 

potentially useful information for clinicians in practice especially regarding the 

development and implementation of interventions for families where a parent 

is suffering form war-related PTSD. Finally, the review highlights the paucity 

of research regarding the association between civil conflict related parental 

PTSD and family functioning. This demonstrates the need for future research 

in this area.  
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Section 2 Technical Appendix for the systematic review  

Appendix A; Quality Assessment of the Included Studies (n=9) 
 
Study: Al-Turkait et al., 2008 
Criteria 1st Author 

Score 
1st Author 
Comments 

Reviewer 
Score 

Reviewer  
Comments 

Explicit theoretical framework 1 See background – reference only 
to broad theoretical basis 

1 See introduction 

Statement of aims/objectives in 
main body of report 

3 Aims stated at end of literature 
review 

3 See objectives 

Clear description of research setting 2 Described elsewhere (see 
method section) 

2 Described in another paper, 
see method  

Evidence of sample size considered 
in terms of analysis 

2 No mention of power calculation 
but large sample size 

2 No power calculation, but 
large sample size, see 
sociodemographic 

Representative sample of target 
group of a reasonable size 

3 Large, diverse sample across 
different age groups (socio-
demographic section) 

2 See sociodemographic 

Description of procedure for data 
collection 

3 See procedure section 3 See procedure 

Rationale for choice of data 
collection tool(s) 

3 Detailed explanation in measures 
section 

3 See method/measures 

Detailed recruitment data 2 See procedure 2 See sociodemographic, 
recruitment info detailed in 
another paper about fathers  

Statistical assessment of reliability 
and validity of measurement tool(s) 

3 Internal consistency tested on 
own data set. Construct validity 
explored on 2 measures 

2 See reliability coefficients 
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Fit between stated research 
question and method of data 
collection 

2 See method  3 See objectives and 
procedure 

Fit between research question and 
method of analysis 

2 See data analysis section 3 See objectives and data 
analysis 

Good justification for analytical 
method selected 

2 See analysis section 3 See data analysis 

Evidence of user involvement in 
design 

0  0 Not mentioned 

Strengths and limitations critically 
discussed 

2 See discussion 3 See limitations and 
strengths 

Total Score 30  32  
Key: 0 = Not at all    1 = Very slightly    2 = Moderately    3 = Complete   
 

Study: Davidson et al., 2001 
Criteria 1st Author 

Score 
1st Author 
Comments 

Reviewer 
Score 

Reviewer  
Comments 

Explicit theoretical framework 2 Some reference to specific 
theoretical framework 

2 See introduction 

Statement of aims/objectives in 
main body of report 

3 Listed at end of introduction 3 See hypotheses (end of 
intro) 

Clear description of research setting 3 See participants section 2 See participants 
Evidence of sample size considered 
in terms of analysis 

2 No power calculation 2 See results, large sample 
but no evidence of power 
calculation 

Representative sample of target 
group of a reasonable size 

2 See participants  1 See participants and results 
– no descriptive statistics for 
sample 
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Description of procedure for data 
collection 

2 See procedure 2 See procedure 

Rationale for choice of data 
collection tool(s) 

1 See materials 1 See materials, limited info 

Detailed recruitment data 2 See results 1 See first paragraph of results  
Statistical assessment of reliability 
and validity of measurement tool(s) 

1 Did not conduct reliability/validity 
tests with own sample but 
discussed 

0 Not completed – see 
materials 

Fit between stated research 
question and method of data 
collection 

3 See method 3 See hypotheses 

Fit between research question and 
method of analysis 

3 See method 3 See results 

Good justification for analytical 
method selected 

1 See research aims 1 See hypotheses – map onto 
analysis 

Evidence of user involvement in 
design 

0  0 Not mentioned 

Strengths and limitations critically 
discussed 

2 See discussion 3 See discussion 

Total Score 27  24  
Key: 0 = Not at all    1 = Very slightly    2 = Moderately    3 = Complete   
 

Study: Marsanic et al., 2013 
Criteria 1st Author 

Score 
1st Author 
Comments 

Reviewer 
Score 

Reviewer  
Comments 

Explicit theoretical framework 3 See introduction 3 See introduction 
Statement of aims/objectives in 
main body of report 

3 See introduction 3 See aims 
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Clear description of research setting 2 In participant sections 3 See participants 
Evidence of sample size considered 
in terms of analysis 

2 No power calculation, large 
sample 

2 No power calculation but 
large sample 

Representative sample of target 
group of a reasonable size 

1 Samples from lower 
socioeconomic backgrounds 

2 See participants – mainly 
low income families 

Description of procedure for data 
collection 

2 In procedure 2 See procedure 

Rationale for choice of data 
collection tool(s) 

1 See measures 2 See measures 

Detailed recruitment data 2 Procedure  2 See procedure  
Statistical assessment of reliability 
and validity of measurement tool(s) 

1 Measures – not assessed in 
current sample but 
reliability/validity discussed 

1 See measures – not 
statistically assessed in 
current sample 

Fit between stated research 
question and method of data 
collection 

3 In aims of research 2 See aims 

Fit between research question and 
method of analysis 

2 See statistics 2 See statistics 

Good justification for analytical 
method selected 

1 In results  1 See results 

Evidence of user involvement in 
design 

0 Not referred to  0 Not mentioned 

Strengths and limitations critically 
discussed 

3 See limitations section 3 See discussion and 
limitations 

Total Score 26  28  
Key: 0 = Not at all    1 = Very slightly    2 = Moderately    3 = Complete   
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Study: Vukovic et al., 2015 
Criteria 1st Author 

Score 
1st Author 
Comments 

Reviewer 
Score 

Reviewer  
Comments 

Explicit theoretical framework 3 In introduction 3 See introduction 
Statement of aims/objectives in 
main body of report 

3 End of introduction 3 See last paragraph of intro 

Clear description of research setting 3 Participants 3 See participants 
Evidence of sample size considered 
in terms of analysis 

3 See participants  3 See participants – large 
sample 

Representative sample of target 
group of a reasonable size 

2 See participants  3 See participants – some 
diversity in sample 

Description of procedure for data 
collection 

1 See procedure 2 See procedure  

Rationale for choice of data 
collection tool(s) 

1 In measures 2 See measures 

Detailed recruitment data 3 See participants section 3 See participants  
Statistical assessment of reliability 
and validity of measurement tool(s) 

1 Not statistically assessed on own 
data set but reference to 
reliability/validity made  

1 See measures – not 
statistically assessed 

Fit between stated research 
question and method of data 
collection 

2 Aims of paper 2 See aims 

Fit between research question and 
method of analysis 

3 Aims map to analytic technique 
used 

3 See aims and analysis 

Good justification for analytical 
method selected 

1 Analysis section 1 See analysis, no specific 
justification given 

Evidence of user involvement in 
design 

0 Not mentioned in study 0 Not mentioned 

Strengths and limitations critically 3 In limitations 3 See discussion and 
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discussed limitations 
Total Score 29  32  

Key: 0 = Not at all    1 = Very slightly    2 = Moderately    3 = Complete   
 

Study: Harkness, 1990 
Criteria 1st Author 

Score 
1st Author 
Comments 

Reviewer 
Score 

Reviewer  
Comments 

Explicit theoretical framework 3  3 See chapter 2 
Statement of aims/objectives in 
main body of report 

3 Hypotheses section  3 See hypothesis (p23) 

Clear description of research setting 3 Subjects  2 See p56 
Evidence of sample size considered 
in terms of analysis 

1 Small sample 1  

Representative sample of target 
group of a reasonable size 

2 Small sample, some diversity but 
all male (as would be expected 
given target group/year) 

1 Small sample (p40) (p93- 
some diversity) 

Description of procedure for data 
collection 

3 See procedure section  3 See p82 

Rationale for choice of data 
collection tool(s) 

3 See assessment instruments 
section 

3 See p59 

Detailed recruitment data 2 See subjects 1 See p57  
Statistical assessment of reliability 
and validity of measurement tool(s) 

2 Internal consistency calculated, 
no mention of validity  

3 Alpha calculated (p49) 

Fit between stated research 
question and method of data 
collection 

3 See hypotheses  3 See p23 

Fit between research question and 
method of analysis 

1 See page 87 (results) 1 See p87 
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Good justification for analytical 
method selected 

2 See method section 1  

Evidence of user involvement in 
design 

0 Not mentioned  0  

Strengths and limitations critically 
discussed 

3 See limitations  3 See discussion (p178) 
See limitations (p27) 

Total Score 31  28  
Key: 0 = Not at all    1 = Very slightly    2 = Moderately    3 = Complete   
 

Study: Hendrix et al., 1993 
Criteria 1st Author 

Score 
1st Author 
Comments 

Reviewer 
Score 

Reviewer  
Comments 

Explicit theoretical framework 3 In introduction 3 See paragraph before 
hypothesis 

Statement of aims/objectives in 
main body of report 

3 Hypotheses section 3 See hypotheses 

Clear description of research setting 2 Sample 2 See sample 
Evidence of sample size considered 
in terms of analysis 

2 See results  2 See results – correlations 
only 

Representative sample of target 
group of a reasonable size 

2 Majority of sample were 
Caucasian and male 

2 See sample – limited 
diversity for ethnicity 

Description of procedure for data 
collection 

1 Instruments section 1 See first paragraph of 
instruments 

Rationale for choice of data 
collection tool(s) 

2 Instruments  3 See instruments 

Detailed recruitment data 1 Detailed information not provided 
in this section 

1 See sample, minimal info no 
mention of how many 
questionnaires sent  
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Statistical assessment of reliability 
and validity of measurement tool(s) 

2 Internal consistency with sample 
for measures used, validity not 
mentioned 

3 See p4 alpha calculated 

Fit between stated research 
question and method of data 
collection 

3 In hypotheses section  2 See hypotheses 

Fit between research question and 
method of analysis 

2 See hypotheses 2 Correlations only 

Good justification for analytical 
method selected 

1 Basic explanation for choice 1 No justification 

Evidence of user involvement in 
design 

0 No mention 0 Not mentioned 

Strengths and limitations critically 
discussed 

2 See discussion 3 See discussion and 
suggestions 

Total Score 26  28  
Key: 0 = Not at all    1 = Very slightly    2 = Moderately    3 = Complete   
 

Study: Jordan et al., 1992 
Criteria 1st Author 

Score 
1st Author 
Comments 

Reviewer 
Score 

Reviewer  
Comments 

Explicit theoretical framework 2 In introduction  2 See intro 
Statement of aims/objectives in 
main body of report 

1 Introduction  1 No explicit hypotheses (see 
last paragraph intro) 

Clear description of research setting 2 Sample section 3 See sample 
Evidence of sample size considered 
in terms of analysis 

3 Large sample utilized 3 Large sample 

Representative sample of target 
group of a reasonable size 

3 Large sample 2  
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Description of procedure for data 
collection 

2 Subjects section 1 See sample 

Rationale for choice of data 
collection tool(s) 

1 See measures  1 See measures – limited 
rationale 

Detailed recruitment data 3 See subjects 2 See subjects  
Statistical assessment of reliability 
and validity of measurement tool(s) 

2 Reliability coefficients calculated 
for some but not all measures, no 
validity information given 

2 Alpha calculated for some 
measures 

Fit between stated research 
question and method of data 
collection 

1 As there were no stated research 
questions 

1 No explicit research 
questions 

Fit between research question and 
method of analysis 

1 As above 1 No explicit research 
questions 

Good justification for analytical 
method selected 

2 Statistical tests 1 See statistical tests 

Evidence of user involvement in 
design 

0 Not mentioned 0  

Strengths and limitations critically 
discussed 

0 Not referred to in discussion 0 No mention of limitations 

Total Score 23  20  
Key: 0 = Not at all    1 = Very slightly    2 = Moderately    3 = Complete   
 

Study: Vaughn-Coaxum et al., 2015 
Criteria 1st Author 

Score 
1st Author 
Comments 

Reviewer 
Score 

Reviewer  
Comments 

Explicit theoretical framework 3 In introduction  2 See intro 
Statement of aims/objectives in 
main body of report 

3 In introduction 3 See last paragraph of intro 
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Clear description of research setting 2 Description provided fully 
elsewhere 

2 See participants and 
procedure – full detail in 
separate paper 

Evidence of sample size considered 
in terms of analysis 

2 No power calculation but large 
sample utilized  

2 Large sample, no power 
calculation 

Representative sample of target 
group of a reasonable size 

3 Large sample utilized  3 See table 1 

Description of procedure for data 
collection 

1 In procedure section 2 See procedure 

Rationale for choice of data 
collection tool(s) 

3 In measures  3 See measures 

Detailed recruitment data 2 Description provided fully 
elsewhere 

2 See procedure – full detail in 
separate paper  

Statistical assessment of reliability 
and validity of measurement tool(s) 

2 Internal consistency on own data 
set calculated, no validity  

3 Alpha calculated – see 
measures 

Fit between stated research 
question and method of data 
collection 

3 Research aims 3 See hypothesis 

Fit between research question and 
method of analysis 

3 In data analyses section 3 See data analyses 

Good justification for analytical 
method selected 

3 In data analyses section 3 See data analyses 

Evidence of user involvement in 
design 

0 Not mentioned 0  

Strengths and limitations critically 
discussed 

3 See discussion  3 See discussion 

Total Score 33  34  
Key: 0 = Not at all    1 = Very slightly    2 = Moderately    3 = Complete   
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Study: Westerink et al., 1999 
Criteria 1st Author 

Score 
1st Author 
Comments 

Reviewer 
Score 

Reviewer  
Comments 

Explicit theoretical framework 2 See introduction  2 See intro 
Statement of aims/objectives in 
main body of report 

2 See introduction 2 Broad aim, last paragraph 
intro 

Clear description of research setting 3 See method section 3 See method 
Evidence of sample size considered 
in terms of analysis 

1 See sample 1 Small sample, t tests only 

Representative sample of target 
group of a reasonable size 

1 Small sample 1 Homogenous sample 

Description of procedure for data 
collection 

2 See method section 2 See procedure 

Rationale for choice of data 
collection tool(s) 

1 Limited explanation in measures 2 See measures 

Detailed recruitment data 2 See results section 1 See response rate, limited 
info  

Statistical assessment of reliability 
and validity of measurement tool(s) 

0 Not mentioned  0 Not completed 

Fit between stated research 
question and method of data 
collection 

2 See introduction (broad aim)  1 Broad aim only, no explicit 
research question 

Fit between research question and 
method of analysis 

1 As above 1 Broad aim only, no explicit 
research question 

Good justification for analytical 
method selected 

1 See results and broad aim 1  

Evidence of user involvement in 
design 

0 Not mentioned 0  

Strengths and limitations critically 3  2 See discussion – limitations 
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discussed explored 
Total Score 21  19  

Key: 0 = Not at all    1 = Very slightly    2 = Moderately    3 = Complete   
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Appendix B Quality percentages for each included study based on the Quality Assessment Tool (QATSDD) (14-items)  

Author Quality 
percentage 

Al-Turkaite et al., 2008 71% 

Davidson et al., 2001 64% 

Harkness, 1990 74% 

Hendrix et al., 1993 61% 

Jordan et al., 1992 54% 

Marsanic et al., 2014 61% 

Vaughn-Coaxum et al., 2015 81% 

Vukovic et al., 2015 70% 

Westerink et al., 1999 50% 
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Appendix C Overview of studies included in the present review 

Study 
Name 

War/civil 
conflict 
setting 

Study 
design 

Informant
s 

No. of subjects (n) Mean age (SD) 
of subjects 

Gender Recruitment 
setting 

PTSD/ 
PTSS 
measur
e 

Family 
function 
measure 

Compariso
n group  

Al-
Turkait et 
al. 
(2008) 

Gulf War 
(Kuwait) 

Cross-
sectional 

Veteran, 
spouse/ 
partner, 
offspring 

n=166 military 
father and  n=166 
mother pairs 
 
Offspring, n=289 

Veteran; not 
specified 
 
Offspring; (Mage 
= 13.6; SD=5.4)   

Veteran; 
all male 
sample 
 
Offspring; 
48.9% (F) 

Records of 
the Ministry 
of Defence 

CAPS 
(fathers
) 
 
PTSD 
Checkli
st 
(mother
s) 

FAD 
(parent 
and child 
informant  
n=281); all 
subscales 

Offspring 
were 
divided into 
groups 
according to 
father’s 
level of 
combat 
exposure 

Davidson 
et al. 
(2001) 

Vietnam 
War 
(Australia) 

Cross-
sectional 

Veteran, 
offspring 

Veterans,  n=50, 
Civilian adults,  
n=33  
 
Children of veterans 
( n=50) (sub-
grouped according 
to their fathers’ 
PTSD status) 
compared with 
civilian peers ( 
n=33) 
 

Veterans; 
(Mage=51.6, 
SD=3.7) 
 
Offspring; 
(Mage=23.4, 
SD=4.5);  
 
 

Not 
specified  

Vietnam 
veteran 
associations 
(x3, via 
newsletters)  

M-
PTSD  
 

FAD; 6 
subscales   
 

Veterans 
with PTSD 
(n=30) 
compared 
with 
veterans 
without 
PTSD 
(N=20) and 
civilians 
(n=33) 
 
 

Harknes
s (1990) 

Vietnam 
War 
(U.S.A) 

Cross-
sectional 

Veteran, 
spouse/ 
partner & 
offspring 

Veterans,  n=40 
 
Offspring,  n=85  

Veterans; 
(Mage=40) 
 
Offspring; 
(Mage=11) 

Veteran; 
all male 
sample 
 
Offspring; 
47% (F) 

Outreach 
services for 
veterans 

Diagnos
is of 
PTSD 
accordi
ng to 
DSM-III 
criteria  

FACES; 
Cohesion,  
Adaptabilit
y & total 
score   
 

Sample split 
according to 
PTSD 
severity 
(mild and 
severe) 
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Hendrix 
et al. 
(1993) 

Vietnam 
War  
(U.S.A) 

Cross-
sectional  

Veteran  Veterans,  n= 82  Veterans; 
(Mage=45,SD=3) 
 
 

Veteran; 
3% (F)  

Vietnam 
veterans’ 
newsletter 

PPTSD 
(veteran
) 
 
 

FACES; 
Cohesion 
& 
Adaptabilit
y 
subscales  
 

No 
comparison 
group 

Jordan et 
al.(1992) 

Vietnam 
War 
(U.S.A) 

Cross-
sectional 

Veteran, 
spouse/ 
partner 

Veterans with 
PTSD (n=319), 
veterans without 
PTSD (N=871) and 
corresponding 
spouses/partners 
(n=376) 

Veterans with 
PTSD; majority 
(47.7=7%) aged 
37-39 years.  
 

Veterans; 
all male 
sample 

Recruited 
from the 
National 
Survey of the 
Vietnam 
Generation 
(NSVG) 

M-
PTSD 

FACES; 
Cohesion, 
Adaptabilit
y & total 
score 

Veterans 
with PTSD 
and without 
PTSD  

Marsanic 
et al. 
(2015) 

Homeland 
War ’91-
‘95 
(Croatia) 

Cross-
sectional 

Offspring Clinically referred 
offspring of PTSD 
war veterans 
(n=122) and 
clinically referred 
offspring of 
veterans with no 
PTSD (n=122)  

Adolescents; (M 
age 15 years, 
SD=3.49)  
 
(control group 
age and gender 
matched)  

Offspring; 
53.2% (F)  

Outpatient 
psychiatric 
hospital  

Father’s 
previou
sly 
assesse
d for 
diagnos
is of 
PTSD 

FAD; all 
subscales  
 

Child of 
veteran 
father with 
PTSD and 
child of 
veteran 
father 
without 
PTSD  

Vaughn-
Coaxum 
et al. 
(2015) 

Iraq/Afgha
nistan wars 
(U.S.A) 

Cross-
sectional 

Veteran  318 single (n=74) 
and partnered 
(n=244) veteran 
parents  

Parents; Single 
(Mage=35.12, 
SD=8.50),  
 
Partnered 
(Mage=37.81, 
SD=8.68) 
 

Parents; 
44% (F) 

Sample 
identified 
from a 
defence 
manpower 
data centre 

PPTSD
S  

DRRI-2 
(Family 
functionin
g 
subscale) 
 

Single and 
partnered 
parents 

Vukovic 
et al. 
(2015) 

Homeland 
War ’91-
‘95 
(Croatia) 

Cross-
sectional 

Offspring Clinically referred 
offspring of PTSD 
war veterans; full 
PTSD=610, partial 

Offspring; 
(Mage=15.2 
years, SD=2.61) 

Offspring 
(F=55.6%
) 

Outpatient 
psychiatric 
hospital 

M-
PTSD 
 

FAD; 
Total FAD 
score only  

Offspring 
split 
according to 
father’s 
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PTSD=108, no 
PTSD=633. 

level of 
PTSD 
(partial, full 
and no 
PTSD)  

Westerin
k et al. 
(1999) 

Vietnam 
War 
(Australia) 

Cross-
sectional 

Spouse/ 
partner, 
offspring 

Partners (n=31) and 
children (n=22), of 
treatment seeking 
Vietnam veterans  

Veteran with 
PTSD partners; 
(Mage=28.1, 
SD=5.66) and 
children > 15 
years, Mage 

=20.9, SD=4.56)    
 
(Age matched 
controls for 
partners and 
offspring) 
 

Partners; 
100% (F) 
 
Offspring 
of 
veterans 
with 
PTSD;  
72% (F)  

Clinical 
setting; 
participants 
had contact 
with hospital.  

 CAPS FES 
 

Controlled 
comparison 
group  
 

*PTSD/PTSS measures: CAPS; Clinician Administered PTSD Scale, M=PTSD; Mississippi Scale for PTSD, PPTSDS; Purdue Post-Traumatic Stress Disorder Scale 

*Family functioning measures: FAD; Family Assessment Device, FACES; Family Adaptability and Cohesion Scale, DRRI-2; Deployment Risk and Resilience Inventory-2, FES; 
Family Environment Scale. 
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Section 3 

Instructions for authors from Clinical Psychology Review 

• When preparing tables, if you are using a table grid, use only one grid 
for each individual table and not a grid for each row. If no grid is used, 
use tabs, not spaces, to align columns. The electronic text should be 
prepared in a way very similar to that of conventional manuscripts 
(see also the Guide to Publishing with Elsevier). Note that source files 
of figures, tables and text graphics will be required whether or not you 
embed your figures in the text. 

• To avoid unnecessary errors you are strongly advised to use the 
'spell-check' and 'grammar-check' functions of your word processor. 

• Manuscripts should be prepared according to the guidelines set forth 
in the Publication Manual of the American Psychological Association 
(6th ed., 2009).  

• Section headings should not be numbered. 
• Manuscripts should ordinarily not exceed 50 pages, including 

references and tabular material. Exceptions may be made with prior 
approval of the Editor in Chief. Manuscript length can often be 
managed through the judicious use of appendices. 

• In general, the References section should be limited to citations 
actually discussed in the text. References to articles solely included in 
meta-analyses should be included in an appendix, which will appear in 
the on line version of the paper but not in the print copy. Similarly, 
extensive Tables describing study characteristics, containing material 
published elsewhere, or presenting formulas and other technical 
material should also be included in an appendix. Authors can direct 
readers to the appendices in appropriate places in the text. 

• If there is more than one appendix, they should be identified as A, B, 
etc. Formulae and equations in appendices should be given separate 
numbering: Eq. (A.1), Eq. (A.2), etc.; in a subsequent appendix, Eq. 
(B.1) and so on. Similarly for tables and figures: Table A.1; Fig. A.1, 
etc. 

• A concise and factual abstract is required (not exceeding 200 words). 
This should be typed on a separate page following the title page. The 
abstract should state briefly the purpose of the research, the principal 
results and major conclusions.  

• Immediately after the abstract, provide a maximum of 6 keywords, 
using American spelling and avoiding general and plural terms and 
multiple concepts (avoid, for example, 'and', 'of'). Be sparing with 
abbreviations: only abbreviations firmly established in the field may be 
eligible. These keywords will be used for indexing purposes. 

• Define abbreviations that are not standard in this field in a footnote to 
be placed on the first page of the article. Such abbreviations that are 
unavoidable in the abstract must be defined at their first mention 



65 
 

there, as well as in the footnote. Ensure consistency of abbreviations 
throughout the article. 

• Ensure that each illustration has a caption. Supply captions 
separately, not attached to the figure. A caption should comprise a 
brief title (not on the figure itself) and a description of the illustration. 
Keep text in the illustrations themselves to a minimum but explain all 
symbols and abbreviations used. 

• Please submit tables as editable text and not as images. Tables can 
be placed either next to the relevant text in the article, or on separate 
page(s) at the end. Number tables consecutively in accordance with 
their appearance in the text and place any table notes below the table 
body. Be sparing in the use of tables and ensure that the data 
presented in them do not duplicate results described elsewhere in the 
article. Please avoid using vertical rules and shading in table cells. 

Referencing: 

• Citations in the text should follow the referencing style used by the 
American Psychological Association. You are referred to the 
Publication Manual of the American Psychological Association, Sixth 
Edition. 

• Please ensure that every reference cited in the text is also present in 
the reference list (and vice versa). Any references cited in the abstract 
must be given in full. Unpublished results and personal 
communications are not recommended in the reference list, but may 
be mentioned in the text. If these references are included in the 
reference list they should follow the standard reference style of the 
journal and should include a substitution of the publication date with 
either 'Unpublished results' or 'Personal communication'. 

• For web references, as a minimum, the full URL should be given and 
the date when the reference was last accessed. Any further 
information, if known (DOI, author names, dates, reference to a 
source publication, etc.), should also be given. Web references can be 
listed separately (e.g., after the reference list) under a different 
heading if desired, or can be included in the reference list. 

• References should be arranged first alphabetically and then further 
sorted chronologically if necessary. More than one reference from the 
same author(s) in the same year must be identified by the letters "a", 
"b", "c", etc., placed after the year of publication. References should 
be formatted with a hanging indent (i.e., the first line of each reference 
is flush left while the subsequent lines are indented). 
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Abstract 

Previously reported variations regarding the factor structure of the 

Brief COPE call the psychometric properties of the measure into question. 

This study sought to investigate the dimensionality of the measure through 

testing all previously proposed item-level factor structures using confirmatory 

factor analysis. Utilizing a community sample (n=722) this study found 

support for the original theoretical 14-factor model proposed by Carver 

(1997). Using a second sample of university students (n=100), adequate 

internal consistency across most scales was observed however issues with 

the temporal stability of the measure were highlighted. The Brief COPE 

displayed good convergent validity as tested with another measure of coping 

and divergent validity with a measure of social desirability. This study 

recommends future researchers and clinicians alike to utilize the 14-factor 

model in examining coping in non-clinical samples.  
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Introduction 

Coping is a key process involved in an individual’s efforts to manage 

stressful situations and attempt to return to homeostasis (Blum, Brow & 

Silver, 2012). A review of the literature indicates that the construct of coping 

is not one-dimensional. In Lazarus and Folkman’s 1984 seminal work they 

defined coping as a process involving the constant changing of behavioural 

and cognitive efforts in order to manage internal and external demands. A 

more recent definition defined coping in a similar vein, purporting that coping 

can be described as the ‘’conscious volitional efforts to regulate emotion, 

cognition, behaviour, physiology and the environment in response to 

stressful life circumstances’’ (Compas, Smith, Saltzman, Thomsen & 

Wadsworth, 2001; pp.89).   

Many models have been presented that attempt to conceptualise the 

construct of coping with distinctions being made between approach and 

avoidant coping and emotion and problem-focused coping (Connor-Smith & 

Flachsbart, 2007). The latter model proposed by Lazarus et al. (1984), state 

that problem-focused coping, which includes seeking social support and 

planning, is employed when an individual appraises a stressor as something 

that can be changed and proceeds to put in place strategies to alter the 

problem. Emotion focused coping on the other hand, typically occurs when a 

person’s appraisal of a situation is that nothing can be done to change the 

stressor. The person thus attempts to regulate their emotional response to a 

stressor and includes strategies such as accepting responsibility, distraction 

and venting (Carver, Scheier & Weintraub, 1989; Folkman & Lazarus, 1980; 

Lazarus et al., 1984).  
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Debate remains over whether the origin of coping can be understood 

through the lens of personality traits or the person to situation process (Blum 

et al., 2012). Some literature claims that certain subtypes of personality can 

be tied to particular coping styles. For instance, Vollrath and Torgersen 

(2000) found that the most favourable and adaptive profile in stress and 

coping was one of low Neuroticism with high Conscientiousness. In contrast, 

Lazarus (1984) and Carver et al. (1989) de-emphasize the significance of 

personal style theorizing that the coping strategy employed by an individual 

is an ever changing process and dependent on the context in which it occurs. 

As postulated by Compas et al. (2001), it is likely that a person’s coping 

response to stress is multi-faceted with a number of different factors at play. 

These factors include dispositional traits and the context of the stressor 

(Carver et al., 1989) as well as the impact of gender, mood state and age 

(Blum et al., 2012).  

An abundance of literature emphasises that coping strategies 

employed by an individual can play a role in their psychological wellbeing 

and adjustment. This highlights the importance of seeking to further 

understand and accurately measure the construct of coping in clinical and 

research practice (Stone, Kennedy, Newman, Greenberg & Neale, 1992). 

Specifically, problem focused coping strategies can lead to more positive 

outcomes while the use of emotion focused strategies can lead to potentially 

negative outcomes for an individual (Compas et al., 2001; Gustems & 

Calderon, 2012). For example, problem focused strategies are shown to be 

linked to better psychological wellbeing in accident and emergency doctors 

(McPherson, Hale, Richardson & Obholzer, 2003) and better quality of life in 
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patients with schizophrenia (Holubova, Prasko, Hruby, Kamaradova, 

Ociskova, Latalova & Grambal, 2015). While this research highlights the 

importance of taking into account patient coping responses in clinical 

practice, it is important to bear in mind that strategies that can be detrimental 

in one situation might be useful and adaptive in another (Blum et al., 2012). It 

is likely thus that both problem and emotion focused coping play a part in 

combatting most stressful situations (Carver et al., 1989).  

Kato (2015) found that across a 12-year period, over 2,000 published 

studies utilized a coping measure which highlighted the importance of 

understanding coping within the context of health research. One of the most 

widely used measures reported in the literature is the Coping Orientation to 

Problem Experienced (COPE) inventory. Including the shortened Brief COPE 

and adjusted versions, it was found to be the most frequently used measure 

in patient research, and with university students. The original 60-item COPE 

was developed from the work of Lazarus et al.’s (1984) model of coping, as 

well as Carver and Scheier’s (1981) model of self-regulation. A shortened 

version was developed to reduce time burden on participation based on 

strong factor loadings from the original 60-item measure (Carver, 1997). The 

Brief COPE is now one of the most widely used self-report measures of 

coping responses (Kato, 2015) and has been translated into many different 

languages.  

Given the prevalence of the use of the Brief COPE, it clearly has 

important utility in both research and clinical arenas. However, evidence from 

a number of studies that employed both confirmatory factor analysis (CFA) 

and exploratory factor analysis (EFA) with clinical and non-clinical samples, 
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suggest that disparate factor structures exist. Carver (1997) was the first to 

put forward an alternative factor structure to the original theoretical model in 

his study of survivors of Hurricane Andrew (n=168) and proposed a revised 

9-factor model. Since then, the factor structure of the Brief COPE has been 

further examined with a number of other population samples including people 

living with HIV Aids (e.g. Xiou-you, Lau, Mak, Choi, Feng, Chen & Song, 

2015) and university students (e.g. Lee & Liu, 2001). Based on the use of 

EFA and or CFA of the Brief COPE items, the measure has been proposed 

to consist of multiple variations of factors ranging from two (e.g. Liu & 

Iwamoto, 2007) to eleven factors (e.g. Knoll, Riechmann & Schwarzer, 

2005).  

Generalising findings from studies is complicated by variations 

between studies with regard to the factor structure of the measure. Indeed, 

this limits comparisons and makes it difficult to ascertain its psychometric 

properties. The confusion regarding the dimensional composition of the 

measure adds to the complexity. In attempting to understand the differences 

between studies, there are a number of variables that exist including 

variations in sample size and participant type, cultural differences and the 

omission or addition of items and analytic technique employed.  

Given the fact that the dimensionality of the Brief COPE has been 

examined within a range of participant samples, the generalisability of results 

can be called into question by the use of very specific participant samples 

(e.g. heart failure patients) where results may only apply to that particular 

population. Variations in sample sizes are also evident; a systematic review 

by Krageloh (2011) identified 20 studies that had conducted analyses with 
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sample sizes ranging from 71 to 1,289. Monzani and colleagues 

recommended that the factor structure of the Brief COPE should be tested 

using larger, heterogeneous samples that are truly representative of the 

general population (Monzani, Steca, Greco, D’Addario, Cappelletti & 

Pancani, 2015).  

Studies assessing the factor structure of the Brief COPE for non-

English speaking samples call into question the influence of translation and 

back translation techniques, and/or cultural differences between populations. 

For instance, Kimemia and colleagues (Kimemia, Asner-Self & Daire, 2011) 

administered the Brief COPE in two different Kenyan tongues and noted 

differences in reliability coefficients between these translations, which might 

impede meaningful interpretation of the data. The aforementioned authors 

were unsure as to whether these differences related to the way in which the 

Brief COPE was translated from English or were related to the understanding 

of coping as a construct across cultures. A lack of consistency in the way in 

which the Brief COPE is applied across studies is also evident. For instance, 

studies have modified items to suit the population under study (e.g. Fillion, 

Kovacs, Gagnon & Endler, 2002) or adopted modified versions of the 

guidelines in the administration stage. For example, Monzani et al. (2015) 

asked participants to bring to mind the difficulty they faced in achieving a 

personal goal in the past month, prior to responding to the items, while 

Kimemia et al. (2011) administered the measure orally.  

Whilst the author (Carver, 1997) does not insist on rigidity in terms of 

how the Brief COPE should be utilised by researchers, the contradictory 

evidence reviewed is such that the ability to make comparisons between 
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studies is limited. These limitations call into question the validity of the Brief 

COPE for its use in both research and clinical practice. In order to ensure 

that coping responses are being measured accurately, seeking to determine 

the best fitting factor structure of the Brief COPE is essential.  

Thus the first part (part A) of the present study utilised confirmatory 

factor analytic techniques to determine the dimensionality of this self-report 

instrument. In contrast to previous studies, all previously proposed factor 

structures (item-level only, published in English, and where data was 

available) were considered and analysed (Appendix A) using a large and 

heterogeneous English-speaking community sample with a wide age range 

(18-35 years). The second part of the study (part B) sought to test further 

psychometric properties of the best fitting factor model revealed on a 

separate sample of university students. In addition to an examination of the 

measure’s reliability (internal consistency and test-retest reliability), this study 

tested the Brief COPE’s convergent validity with another standardized 

measure of coping (Coping Inventory for Stressful Situations). Theoretically 

meaningful correlations between the Brief COPE and the CISS were 

predicted. For example, the CISS Task focused subscale was expected to 

demonstrate strong correlations with problem focused subscales on the Brief 

COPE (e.g. planning, active coping). The divergent validity of the measure 

was also tested through examining how the Brief COPE correlated with an 

unrelated or dissimilar construct; social desirability (Social Desirability Scale).  
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Methods 

Samples  

As the present study used two separate samples, participant samples 

will be described below as Part A (factor analysis) and Part B (further 

psychometric properties).  

Sample Part A. For the factor analysis, the present study utilised a 

data set recruited from Amazon’s Mechanical Turk (MTurk) ‘crowd sourcing’ 

database (n=722). The mean age of participants was 27.93 years (SD=4.34), 

with more men than women (55.7% male). A Bachelor degree was held by 

28.9% of participants while 30.6% had some college education but no formal 

degree. The majority were also employed full-time (57.5%). 

MTurk data has been found to be statistically equivalent to other 

samples where data has been collected via more traditional means and is of 

high quality (Mortensen & Hughes, 2018). In terms of sample demographics, 

MTurk samples have been found to be as diverse and more representative of 

non-university populations than those found in traditional samples 

(Buhmester, Kwang & Gosline, 2011). Data also meets or exceeds the 

psychometric standards in that of published research (Mortensen et al., 

2018).  

Sample Part B. The second sample consisted of undergraduate 

students studying psychology in Queen’s University Belfast (n=100). The 

majority of the sample was female (91%) and most were between the ages 

of 18 and 29 years (91%). Regarding ethnicity, 94% of participants identified 

as Caucasian and the majority of the sample were employed part-time 

(58%).   
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Materials  

The Brief COPE. The Brief COPE Scale is a 28-item 14-factor 

measure developed from the longer 60-item COPE inventory (Carver, 1997). 

There is no overall score in this measure and each subscale consists of 2 

items, which are scored on a 4-point Likert scale. The subscales are labelled 

self-distraction, active coping, denial, substance use, use of emotional 

support, use of instrumental support, behavioural disengagement, venting, 

positive reframing, planning, humour, acceptance, religion, and self-blame. In 

responding to the 28-items, participants in the present study were asked to 

think about a recent stressful event or stressful experience that they had 

(e.g. relationship problems) and to think about what they have been doing to 

cope with that particular stressor.  

The Coping Inventory for Stressful Situations (CISS). The Coping 

Inventory for Stressful Situations (Endler & Parker, 1994) is a 48-item 

measure using a 5-point Likert scale. It differentiates three types of coping, 

which are task-focused coping, emotion focused coping and avoidance 

coping with 16 items tested under each coping subscale. The 3 subscales of 

the CISS have been shown to have good internal reliability with Cronbach’s 

alpha ranging from .88 to .92 in a sample of patients with brain injury (n=139) 

(Brands, Kohler, Stapert, Wade & Heugton, 2014) and a community sample 

of Korean adults (n=302) (Choi, Moon, Park, Lee, Jeong, Chung, 2017). 

Factorial structure of the CISS has been found to be adequate (Choi et al., 

2017; McWilliams, Cox & Murray, 2003). Regarding discriminant validity, 

correlations between the task and avoidance subscales have been observed 

to be low (Endler & Parker, 1999) to moderate (Brands et al., 2014).  
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The Social Desirability Scale-17 (SDS-17). The Social Desirability 

Scale-17 (SDS-17; Stöber, 2001) is based on the original 33-item Marlow-

Crowne Social Desirability Scale (MC-SDS, 1960) where 17 items were 

retained for inclusion in the shortened version. The SDS-17 examines 

whether research participants are responding truthfully or are 

misrepresenting themselves for the purposes of managing self-presentation. 

Participants respond with ‘true’ or ‘false’ to a series of statements and decide 

if the statement describes them or not. Increasing scores on the SDS-17 

demonstrate greater social desirability total scores. The measure has 

demonstrated highly satisfactory internal consistency (Cronbach’s alpha; .80) 

in a community sample of German participants (n=179) (Stober, 2001). The 

measure has high convergent validity (correlations between .52 and .85 with 

other measures of social desirability) and good divergent validity as observed 

in a sample of German university students (n=76) (Stober, 2001).  

Procedure 

Part A. The data set utilised for Part A of the present research was 

from the MTurk database and participants learned of the study via the 

website’s listings of available human intelligence tests (HITs). Participants 

were informed that by accepting to complete and return the HIT that they 

were agreeing to have read and understood the participant information 

sheet, and willing to participate in the research.  

  

Part B. The primary researcher circulated an email advertisement to 

invite participants to take part in the present research (Appendix B). Part B 



77 
 

involved the collection of data at 2 time points. Questionnaire packs 

consisting of the below listed measures and demographic questions were 

administered at the first time point. Five weeks later, the Brief COPE 

measure was administered again for the purposes of examining test-retest 

reliability.  Data was collected through the use of Qualtrics software at both 

time points. All participants received course credit for their contribution. 

Ethical approval for the present study was granted by the University’s 

Research Ethics Committee (please refer to Section 7).  

 

Analyses 

All quantitative data analysis was conducted using the Statistical 

Package of Social Sciences (SPSS) program and the SPSS AMOS Graphics 

Programme (Version 23.0; Arbuckle, 2014). The analysis was divided 

according to the aims of the study.  

Part A  

 Data Preparation: Prior to factor analysis being conducted, a visual 

check was carried out for missing data followed by checks of normality 

(skewness, kurtosis, linearity and multicollinearity) as recommended by 

Jackson and colleagues (Jackson, Gillaspy & Purc-Stephenson, 2009). It 

was confirmed that the data met the assumptions of univariate and 

multivariate normality. No outliers of influence were identified.  

Confirmatory Factory Analysis. In addition to the original theoretical 

14 factor, 28-item model proposed by Carver (1997), a review of the 

literature identified 25 additional models (see Appendix A). Models included 
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were from studies published in English and where data was available. Where 

data was unavailable, authors were contacted. The factor structure of the 

Brief COPE was tested in AMOS (version 23.0; Arbuckle, 2014) using 

Confirmatory Factor Analysis (CFA) on all 25 models with the aim of testing 

which models appropriately fit the data. All factors in the models were 

allowed to correlate.  

The goodness of fit of the proposed models was determined by 

evaluation of several fit indices, as recommended by Hu and Bentler (1999). 

In addition to the chi-square (χ2) statistic, the root-mean square error of 

approximation (RMSEA; Steiger, 1998), Comparative Fit Index (CFI; Bentler, 

1990) and Tucker Lewis Index (TLI) were considered. Models considered to 

have acceptable fit ideally would have a non-significant chi-square (χ2) 

statistic, RMSEA values below .08 (acceptable fit) or .05 (good fit) with 90% 

confidence intervals and greater than .9 (acceptable fit) or .95 (good fit) for 

CLI and TLI.  

Comparison across models was facilitated by examining the Expected 

Cross-Validation Index (ECVI) where smaller values indicated better fit 

(Browne & Cudeck, 1993). Notably, the chi-square statistic is sensitive to 

sample size thus a significant chi-square statistic should not lead to the 

rejection of models. In such cases, the aforementioned fit indices (e.g. 

RMSEA) should be used as recommended by Hu et al. (1999) to explore the 

best fitting factor model.  

Part B 

Test-retest reliability was tested using bivariate correlations 

(Pearson’s r) to examine correlations of the Brief COPE subscales and 
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internal consistency of the 14 subscales was tested using Cronbach’s alpha. 

Bivariate correlations (Pearson’s r) were used to examine convergent and 

divergent validity between the Brief COPE subscales and the CISS and SDS, 

respectively.    

Results 

 

Part A 

Confirmatory Factor Analysis: As shown in Appendix A, the original 

14 factor, 28-item theoretical model proposed by Carver (1997) was judged 

to exhibit the best fit for the data by 3 of the 4 fit indices; χ2= 551.25, df=259; 

p<.001; RMSEA=.04 (.035-.04), ECVI (90% CI)=1.17 (1.08-1.27); CFI=.975; 

TLI=.963. As can be seen from Table 1, all item loadings of the 28 items in 

the 14 factor model were significant (all standardized factor loading ranging 

from .71 - .96 were above the cut-off of .40 for item-factor retention (Brown, 

2014).  

A higher order factor analysis was then conducted to test whether the 

14 subscales would be better conceptualised as a total score of coping. As 

predicted, this model showed poor data fit indicating that coping cannot be 

measured as an overall total factor as received from the 14 subscales; 

χ2=2214.61; df=336; p<.001; RMSEA=.09; ECVI (90% CI)=3.266 (3.06-3.48); 

CFI = .837; TLI = .81. 
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Table 1; Standardized factor loadings for the 14-factor model 

Factor/items Standardized 
factor 
loading 

Self-distraction 
I’ve been turning to work or other activities to take my 
mind off things. 
 
I’ve been doing something to think about it less, such as 
going to movies, watching TV, reading, daydreaming, 
sleeping or shopping. 
 

 
 
.71 
 
 
.71 

Active Coping 
I’ve been concentrating my efforts on doing something 
about the situation I’m in. 
 
I’ve been taking action to try to make the situation better. 
 

 
.73 
 
 
.85 

Denial 
I’ve been saying to myself ‘’this isn’t real’’. 
 
I’ve been refusing to believe that it has happened. 
 

 
.80 
 
.84 

Substance Use 
I’ve been using alcohol or other drugs to make myself 
feel better. 
 
I’ve been using alcohol or other drugs to help me get 
through it. 
 

 
 
.96 
 
 
.96 

Emotional Support 
I’ve been getting emotional support from others. 

 
I’ve been getting comfort and understanding from 
someone. 
 

 
.87 
 
 
.86 

Instrumental Support 
I’ve been getting help and advice from other people. 
 
I’ve been trying to get advice or help from other people 
about what to do. 
 

 
.86 
 
 
.80 

Behavioural Disengagement  
I’ve been giving up trying to deal with it. 
 
I’ve been giving up the attempt to cope. 
 

 
.80 
 
.79 

Venting 
I’ve been saying things to let my unpleasant feelings 

 
.73 
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escape. 
 
I’ve been expressing my negative feelings. 
 

 
 
.75 

 
Positive Reframing 

I’ve been trying to see it in a different light, to make it 
seem more positive 
 
I’ve been looking for something good in what is 
happening 
 

 
 
.78 
 
 
.85 

Planning 
I’ve been trying to come up with a strategy about what to 
do. 
 
I’ve been thinking hard about what steps to take. 
 

 
.82 
 
 
.87 

Humor 
I’ve been making jokes about it. 
 
I’ve been making fun of the situation. 
 

 
.90 
 
.81 

Acceptance 
I’ve been accepting the reality of the fact that it has 
happened. 
 
I’ve been learning to live with it. 
 

 
.77 
 
 
.77 

Religion 
I’ve been trying to find comfort in my religion or spiritual 
beliefs. 
 
I’ve been praying or meditating. 
 

 
.89 
 
 
.88 

Self-blame 
I’ve been criticizing myself. 
 
I’ve been blaming myself for things that happened. 
 

 
.85 
 
.82 
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Part B 
 Internal Consistency and test-retest reliability. Table 2 

presents the internal consistency of the Brief COPE subscales. The internal 

consistency of the best fitting factor model was calculated using Cronbach’s 

alpha. Eight of the 14 subscales reached acceptable levels of consistency 

indicated by Nunnally (1978). However, the following subscales fell below 

acceptable levels (< .70); active coping (α = .64), behavioural 

disengagement (α = .66), planning (α = .67) and acceptance (α = .63). The 

venting (α = .30) and self-distraction (α = .56) subscales appear to have 

extremely low internal consistency.  

For the scales that fell below acceptable levels, the Spearman-Brown 

formula was used to examine the internal consistency of scales if there were 

more items per scale (10 items) (please refer to Table 2).  Controversy exists 

regarding the most appropriate measurement of reliability for two-item scales 

given the number of items per scale can affect reliability estimates. 

Specifically, the more items per scale, the larger internal consistency 

estimates tend to be (Eisinga & Pelzer, 2013). The Spearman-Brown is 

typically always higher than Cronbach’s alpha and is less biased, particularly 

where a strong correlation exists between the two items (Eisinga et al., 

2013). It is therefore recommended as a more useful and accurate 

measurement of internal consistency when a low number of items exist in a 

scale (Cortina, 1993; Eisinga et al., 2013).   

Regarding test-retest reliability, all subscales of the Brief COPE 

except for substance use (r = .72) and religion (r = .82) failed to reach 

acceptable levels (.70 or greater; Myers & Winters, 2002).  
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Convergent Validity. Correlations between the Brief COPE 

subscales and the CISS subscales are illustrated in Table 3. The Task 

Focused subscale of the CISS measure had the strongest significant 

relationships with the active coping (r = .39), positive reframing (r = .40) and 

planning (r = .46) subscales of the Brief COPE. Moderate significant 

relationships were observed between the Task Focused subscale of the 

CISS and instrumental support (r = .29) and religion (r = .39) while a small to 

moderate, significant relationship was observed with venting (r = .22). 

Significant negative relationships were observed between the CISS Task 

Focused coping subscale and substance use (r = -.29), behavioural 

disengagement (r = -.22) and self-blame (r = -.35). 

 

The Emotion Focused subscale of the CISS was significantly, 

positively related to denial (r = .35), substance use (r = .30) and behavioural 

disengagement (r = .49) with the strongest relationship observed with the 

self-blame subscale (r = .55). Small to moderate, significant, negative 

correlations were observed between the CISS Emotion focused coping 

subscale and positive reframing (r = -.23) and religion (r = -.27). Finally, small 

to moderate, significant, positive correlations were observed between the 

CISS Avoidance subscale and emotional support (r =.21), instrumental 

support (r = .27) and positive reframing (r = .35).   

Divergent Validity. Pearson r correlations between the Brief COPE 

subscales and social desirability are illustrated in Table 3. Small and non-

significant relationships between social desirability and all 14 Brief COPE 

subscales were observed. 
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Table 2 Internal Consistency and Test Re-Test Reliability  

 Internal 
Consistency 
(Cronbach’s 
Alpha) 

*Internal 
Consistency 
(Spearman 
Brown 
Formula) 

Test-retest Reliability 
(Pearson r)  

Self-distraction .56 .86 .57** 
Active coping .64 .90 .49** 
Denial .72 --- .48** 
Substance use .97 --- .72** 
Emotional support .87 --- .66** 
Instrumental support .85 --- .61** 
Behavioural 
disengagement 

.66 .91 .15 

Venting .31 .69 .48** 
Positive reframing .78 --- .59** 
Planning .67 .91 .57** 
Humor .83 --- .58** 
Acceptance .63 .89 .43** 
Religion .83 --- .82** 
Self-blame .81 --- .65** 
*Spearman corrected with n=5 (10 items); reported for scales below 0.7 with Cronbach’s 
Alpha 
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Table 3 Pearson r Correlations between the Brief COPE and the Coping Inventory for Stressful Situations (CISS) subscales and the 
Social Desirability Scale for n=100 Students 

 Self-
distracti
on 

Active 
coping 

Denial Substa
nce use 

Emotio
nal 
support 

Instrum
ental 
support 

Behavio
ural 
disenga
gement 

Venting Positive 
reframi
ng 

Planning Humor Accepta
nce 

Religion Self-
blame 

CISS 
Task  

-.03 .39** -.23 -.29** .19 .29** -.22* .22* .41** .46** .08 .12 .39** -.35** 

CISS 
Emotio
n  

.18 -.13 .36** .30** .09 .04 .49** .13 -.23* -.12 .16 -.02 -.27** .55** 

CISS 
Avoidan
ce  

.16 -.06 .06 .16 .32** .27** -.03 .07 .35** .01 .17 -.06 .08 -.17 

Social 
Desirab
ility 
Total 
scale 

.12 -.07 .11 .18 -.06 -.04 .04 .04 .08 .05 .03 .06 .03 .08 

* significant at p < .05, ** significant at p < .01; CISS=Coping Inventory for Stressful Situations; BRS=Brief Resilience Scale; SDS-17=Social Desirability 
Scale-17
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Discussion 

The aim of this study sought to investigate the dimensionality of the 

Brief COPE measure within a large, heterogeneous community sample. In 

addition, the author sought to provide further understanding of the measure’s 

psychometric properties with a U.K. undergraduate student sample, 

specifically reliability and both convergent and divergent validity. 

Brief COPE Factor Structure 

The findings demonstrate support for the original theoretical 14-factor 

structure proposed by Carver (1997) as determined by the use of 

confirmatory factor analyses when all previous item-level factor structures 

were examined. This model demonstrated excellent fit on three of the four fit 

indices. Adding weight to the strength of the findings, all standardized factor 

loadings exceeded the cut off for item-factor retention (Brown, 2014) (.71 - 

.96). Therefore, the findings of the present study indicate that in dealing with 

a non-clinical sample of individuals, the originally proposed 14 separate 

coping dimensions are required to measure the construct. 

As most studies have sought to conduct an EFA on their own data set, 

studies that have used CFA to test previously proposed models to date are 

sparse. The first study to confirm the original theoretical structure was carried 

out on the French version of the Brief COPE with undergraduate students (n 

= 178) where results demonstrated the 14 factor structure fit the data well no 

matter what version of administration was used (i.e. dispositional or 

situational) (Muller & Spitz, 2003). In addition, Monzani et al. (2015) 

confirmed Carver’s original version after testing 5 previously proposed 



87 
 

models (between 7 and 14 factors) with a sample of young adults. More 

recently Ashktorab and colleagues (2017) confirmed the 14-factor model with 

a sample of wives of patients undergoing haemodialysis (Ashktorab, 

Baghcheghi, Seyedfatemi & Baghestani, 2017). However, the latter study 

had not considered previously proposed models alongside Carver’s original 

model in their analysis.  

Dissimilar findings have been reported by other studies that have 

conducted CFA on previously proposed models with non-clinical samples. 

For instance, Doron and colleagues (Doron, Trokillet, Gana, Boiche, Neveu 

& Ninot, 2014) proposed a 5 factor version with French college students 

while Tang and colleagues (2016) observed an 11 factor model to best fit 

their data of a sample of Hong Kong Chinese university students (Tang, 

Chan, Ng & Yip, 2016). Variations might be due to cultural differences or 

indeed discrete changes relating to the way in which the measures were 

translated as both used alternative versions of the Brief COPE; French and 

Chinese versions, respectively. Previous studies have attempted to group 

items into larger factors (e.g. problem focused, emotion focused and 

avoidance) which may be helpful for conceptualising coping for patients in 

clinical practice however, these models have been tested in the present 

study and were found not to fit the data. This suggests that doing so (i.e. 

grouping items into larger factors) could serve to exclude potentially 

important coping strategies required to test the construct. This is in line with 

Carver (1997) who did not intend for the measure to be conceptualized in 

such a way (i.e. dominant categories or total score). Results of the present 

study add credence to the literature regarding the observation that the 
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construct of coping is not one-dimensional (Compas et al., 2001; Lazarus et 

al., 1984).  

Reliability and Validity of the Brief COPE 

Most of the subscales of the Brief COPE demonstrated fair to 

adequate internal consistency however low internal consistency estimates 

were obtained for the self-distraction and venting subscales. Overall, with the 

exception of Monzani et al. (2014) who found acceptable internal consistency 

across all subscales utilising a sample of young Italian adults, the literature 

has reported some issues with respect to internal consistency reliability of 

the Brief COPE. Results of the present study are comparable to internal 

consistencies reported by Doron et al. (2014) and Yusoff (2011), using the 

French and Malay versions of the Brief COPE, respectively. Findings in the 

literature have consistently reported poor internal consistency regarding the 

self-distraction subscale (e.g. α = .58; Perez-Garcia, Olivan & Bover, 2014; 

Yusoff, 2011) and with particularly low levels reported by Doron et al. (2014) 

(α = .24). There are mixed findings in the literature however with adequate 

reliability estimates reported by Carver (1997) and again, more recently by 

Monzani et al. (2014). The venting subscale also raised some concerns with 

regard to internal consistency in this study which is similar to findings in the 

literature (e.g. Carver, 1997 (α = .50); Yusoff, 2011 (α = .44). Interestingly, 

Carver et al. (1989) noted that both the venting and self-distraction subscales 

required further refinement given they were not part of the original COPE 

inventory. Additionally, the repeatedly low reliability estimates in the self-

distraction subscale are not entirely surprising given this scale differs from 
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the others in that it is a multi-functional scale (Carver, 1997; Carver et al., 

1989).  

In the discussion of reliability of the Brief COPE, an important point to 

note is the consideration of the impact item wording can have on high 

alphas. Specifically, scales that contain items which hold the same content 

but are worded in slightly different ways are referred to as ‘bloated specifics’ 

(Cattell, 1978). This suggests that putting similarly worded items into a factor 

analysis potentially leads to a factor being produced with the same set of 

(similarly worded) items (Kline, 2014). However, if for instance, in the case of 

the Brief COPE 14 subscale version, the number of items were reduced to 

one item per subscale for testing efficiency purposes, the internal 

consistency estimates of the scale would be compromised. While one item 

scales are not recommended as far as reliability is concerned, the issue of 

bloated specifics is potentially relevant to the Brief COPE 14 subscale 

version and should be held in mind in the interpretation of findings regarding 

the strength of item-factor loadings in Table 1. The high level of content 

sameness regarding Brief COPE items may mean that this scale is less 

useful as a measure of the broad or underlying construct of coping. However, 

this is in line with the author’s intentions who did not recommend the Brief 

COPE for attaining an ‘overall score’ of coping. Concerns for reduced 

reliability estimates aside, perhaps the issue of bloated specifics is more of a 

concern for scales which seek to decipher an overall score of an underlying 

construct as opposed to the Brief COPE which intends to measure a series 

of ways of coping, however of note, it may do so with lower fidelity (precision) 

(Robins, Fraley & Krueger, 2009). 
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Test-retest reliability  

Poor temporal stability of the Brief COPE was observed across most 

subscales in the present study with test-retest coefficients ranging from .15 

(behavioural disengagement) to .82 (religion) when tested in a sample of 

undergraduate university students (n = 52) across a 5-week period. The only 

subscales to reach acceptable levels were substance use (.72) and religion 

(.82). This is unlike what has been found in previous studies, although few 

have reported on the temporal stability of the Brief COPE to date. For 

instance, Brasiliero and colleagues (2016) found support for the test retest 

reliability of the Portuguese-Brazilian version of the Brief COPE in a sample 

of adults from a community health service (n = 24), reporting coefficients 

exceeding .75 over a 2 to 3 week time period (Brasiliero, Orsini, Caralcante, 

Costa & Costa, 2016).  

In addition, Fillion et al. (2002) retested at 2 and 4 weeks and 

observed a mean correlation of .70 in a sample of breast cancer patients. 

The COPE inventory (Carver et al., 1989) was observed to be stable, but not 

as stable as personality traits across a 6-week time period with university 

students (n = 226).  

Poor temporal stability observed in the present study raises the 

question as to whether coping strategies used across time can be measured 

accurately in this way given the retrospective nature of the questions and the 

probable variation with regard to stressors. Indeed students may have been 

responding to different stressors across the two time points and responses 
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may have differed depending on the stressor they were responding to 

(Carver et al., 1989; Lazarus, 1984).  

The religion subscale in the present study was found to have the 

highest test-retest reliability of all 14 factors as was the case in results 

reported by Fillion et al., (2002) and Carver et al. (1989) indicating that 

participants consistently rated low levels of religious coping across time. This 

is unsurprising given university students reportedly have overall moderate 

levels of spirituality (Hsien-Chuan Hsu, Krageloh, Sheperd & Billington 

(2009).  

Convergent validity  

In examining convergent validity, the Brief COPE correlated in 

theoretically meaningful ways with another well-known measure of coping 

(the Coping Inventory for Stressful Situations (CISS); Endler et al., 1994). 

Moderate to large correlations were observed between the subscales of the 

Brief COPE that would be deemed ‘problem focused’ (Carver et al., 1989) 

(e.g. planning, positive reframing and active coping) and the Task oriented 

coping subscale of the CISS. Indeed this makes theoretical sense given the 

main focus of this CISS subscale relates to efforts made by an individual to 

plan, solve and cognitively restructure stressors (Endler et al., 1994). 

Strategies such as these for both measures tend to occur in situations where 

the stressor is somewhat controllable (Carver et al., 1989).  

As per the literature reviewed, we would expect subscales of the Brief 

COPE that would be categorised as ‘emotion focused’ (Carver et al., 1989) 

to correlate highly with the CISS Emotion subscale. Indeed moderate to 
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strong relationships were observed between this subscale and the Brief 

COPE self-blame and behavioural disengagement subscales, which is 

expected given the CISS describes self-oriented emotional reactions. 

Moderate correlations were also found with the denial subscale of the Brief 

COPE (e.g. ’I’ve been telling myself this isn’t real’), which fits given this CISS 

subscale taps into activities such as daydreaming and fantasising.  

Finally, small positive relationships between the emotional and 

instrumental subscales of the Brief COPE and the avoidance subscale of the 

CISS were observed. This would be expected given that both scales refer to 

such behaviours as spending time with friends and family. One potentially 

unexpected finding was that the Brief COPE self-distraction subscale was 

not significantly related to the avoidance subscale of the CISS. Upon further 

analysis of the individual items across the two measures, this unexpected 

result could have been influenced by the order the items are presented in. 

For example, activities put in place to self-distract are described across one 

entire item on the Brief COPE but across a number of items on the CISS 

(e.g. ’see a movie’; ‘phone a friend’). Overall, results from this section 

indicate that the Brief COPE demonstrates adequate convergent validity with 

another validated measure of coping.  

Divergent validity  

In relation to the examination of the divergent validity of the Brief 

COPE, all 14 subscales of the Brief COPE were found to have very low and 

non-significant relationships with a measure of social desirability. Indeed, this 

may have been influenced by the fact that participation in the present study 
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was anonymous. Previous studies have advised caution in the interpretation 

of their results as low response rates on items that would be deemed more 

negative to self-image such as substance use or behavioural disengagement 

could be open to social desirability bias (Brasiliero et al., 2016). This is 

especially a concern for studies in which the Brief COPE has been orally 

administered particularly as there is as yet no reported research on whether 

or not this might affect the integrity of findings (Kimemia et al., 2011).  

The present study found that the Brief COPE items do not correlate 

with social desirability, that is the likelihood of participants providing socially 

desirable answers. This adds support to the present study’s research 

findings and overall indicates that the coping scales are not strongly related 

to social desirability bias.   

Strengths and Limitations 

While acknowledging the strengths of this study, namely that in 

comparison to prior research, the study tested all previously proposed item-

level factor structures of the Brief COPE in a large and diverse community 

sample, the findings should be reviewed in light of the limitations of the 

study. For example, the methods by which data was collected in (i.e. internet 

source using MTurk) may have resulted in selection bias (Wright, 2005). 

However, the strengths of using this method of data collection has been 

emphasised in the literature (Buhmester, Kwang & Gosling, 2011; Mortensen 

& Hughes, 2018; Wright, 2005). In addition, the sample utilised in the second 

part of the study may limit generalisability of the findings given participants 

were young, largely Caucasian and female undergraduate students. This is 

important to note given gender can affect coping styles utilised (e.g. females 
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are more likely than males to utilise coping strategies of support; Krageloh, 

Chai, Sheperd & Billington, 2012).  

Finally, given that only studies published in the English language were 

included, it is possible that the study is susceptible to language bias or bias 

of culturally coping strategies prevalent in English-speaking cultures. A study 

that assessed impact of language bias however through the use of language 

restrictions in systematic reviews found no evidence of systematic bias 

relating to such restrictions (Morrison, Polisena & Hursereau, 2012).  

Future directions and implications for clinical practice  

The author of the present study had no way of knowing if students 

were responding to the same stressor at time 1 and time 2 of data collection 

which potentially limited the ability of the study to accurately assess test-

retest reliability. It is recommended that future research seeks to examine the 

temporal stability further, ideally with participants responding to the same or 

similar stressors (e.g. ill health). In addition, the measure may have shown 

improved temporal stability should the time period have been shorter. 

Testing these factors may build up evidence towards consensus on the 

measure’s true ability to accurately measure coping across time.  

The present findings are relevant to clinicians and researchers alike 

as they highlight that in measuring coping within a non-clinical sample, 

coping can be adequately assessed across 14 distinct dimensions. Findings 

also add significantly to the literature base as the multi-dimensional nature of 

coping as a construct was highlighted.  
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Conclusion 

This study found support for the original theoretical model of the Brief 

COPE in examining coping in a community sample. The 14-factor structure 

demonstrated adequate internal consistency across most scales, good 

convergent validity with another measure of coping and divergent validity 

with a measure of social desirability. However, issues with the temporal 

stability of the measure were observed. In summary, the authors recommend 

the use of the 14-factor version of the Brief COPE in clinical practice and by 

future authors in research settings when dealing with non-clinical samples.  
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Appendix A Fit indices for the alternative confirmatory factor analysis models tested with information on the original samples and 
methods of analysis  

Number of 
factors 

Model Items included in the model Correlations 
between 
factors 

Sample Method of 
testing/initial 
extraction 

Fit indices from the 
present study  

2 factor, 22 
item version 

Lee et al., 
2001 

F1:14,25,15,17,2,20,27,12,22,5,
21,18,7,24 F2: 
11,6,4,19,3,8,16,1,9,28 

.22 n = 406 
undergraduate 
university 
students 

Principal component 
analysis with varimax 
rotation 

χ2= 412.52; df = 251 ; p 
<.001 ; RMSEA = .15; 
ECVI  (90% CI) = 5.85 
(5.56-6.14) ; CFI = .58 ; 
TLI = .54 

2 factor, 22 
item version 

Liu et al., 2007 F1:2,5,7,10,12,14,15,17,18,19,2
0,24,25 F2: 16,6,3,8,22,27,13,26 

.24 n = 154 university 
students 

Principal component 
analysis with direct 
oblimin rotation 

χ2= 278.25; df = 188;  p 
<.001 ; RMSEA = .14; 
ECVI (90% CI) = 3.98 
(3.74-4.22); CFI = .66 ; 
TLI = .62 

2 factor, 23 
item version 

Zelikovsky et 
al., 2007 

F1:2,5,7,10,12,14,15,17,20,22,2
3,24 F2:3,4,6,8,9,11,13,16,26,28 

.25 n = 144 parents of 
children with end-
stage renal 
disease 

Principal component 
analysis with varimax 
rotation 

χ2 = 329.93; df = 208 ; p 
<.001 ; RMSEA = .14; 
ECVI (90% CI) = 4.70 
(4.44-4.96); CFI = .63; TLI 
= .59 

3 factor, 28 
item version 

Azale et al,. 
2018 

F1:22,27,15,20,17,12,24,18,28  
F2: 7,23,2,25,14,10,5 
F3:1,19,9,26,13,3,21,8,6,16,4,11 

 

.31-.86 n = 385 women 
with post-partum 
depression in 
Southern Ethiopia 

CFA χ2 = 496.66; df = 347 ; p 
<.001; RMSEA = .13; 
ECVI  (90% CI) = 7.05 
(6.74-7.37) ; CFI =.59 ; 
TLI = .56 
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Number of 
factors 

Model Items included in the model Correlations 
between 
factors 

Sample Method of 
testing/initial 
extraction 

Fit indices from the 
present study  

3 factor, 20 
item version 

Brasiliero et 
al., 2016 

F1: 7, 12, 14, 17, 20, 22,24, 25, 
27 F2:11,19,4,18,1,21,16 F3: 
5,10, 26, 28 

.06 -.65 n = 237 Brazilian     
Portuguese from 
community health 
service 

EFA with direct oblique 
rotation. Scree plot, 
the Kaiser criterion, 
Velicer’s minimum 
average partial test 
and parallel analysis 
were used to assess 
solutions 

χ2= 268.19; df = 167 ; p < 
.001 ; RMSEA = .14; ECVI  
(90% CI) = 3.84 (3.61-
4.07) ; CFI = .66 ; TLI = 
.61 

4 factor, 22 
item version 
 
 

Knoll et al., 
2005 

 

F1: 20,24,12,17,18,28 F2: 
5,15,10,23,22,27 F3: 2,7,14,25 
F4: 13,26,3,8, 9,21 

 

-.03-.91 n = 110 cataract 
patients 

 

EFA with varimax 
rotation 

χ2 = 2288.23; df = 203 ; p 
<.001; RMSEA = .12 ; 
ECVI  (90% CI) = .3.312 
(3.10 – 3.53); CFI = .76; 
TLI = .72 

3 factor, 24 
item version 

Snell et al., 
2011 

F1:2,7,14,25,12,17,20,18,28,22,
27,19 F2: 3,8,9,21,6,16,13,26 

F3: 5,15,10,23 

.20 - .70 n = 147 adults 
meeting 
diagnostic criteria 
for mild traumatic 
brain injury 

EFA with varimax 
rotation 

χ2= 2847.46 ; df = .249 ; p 
< .001 ; RMSEA = .12 ; 
ECVI  (90% CI) = 4.09 
(3.85 – 4.33) ; CFI = .72 ; 
TCI = .70 

3 factor, 28 
item version 

Welbourne et 
al., 2007 

F1: 2,7,25,20,24,12,17 F2: 
5,15,10,23 F3: 6,16,3,8 

.20-.65 n = 190 nurses Principal component 
factor analysis with 
varimax rotation 

χ2 = 733.35; df = 87 ; p 
<.001 ; RMSEA = .10; 
ECVI  (90% CI) = 1.109 
(.994 -1.23) ; CFI = .88; 
TLI = .85 

4 factor, 28 
item version 

Baumstarck et 
al., 2017 

F1: 5, 9, 10, 15, 21, 23, 27 F2: 2, 
7, 14, 25 F3: 1, 3, 4, 6, 8, 
11,13,16, 19, 26 F4: 12, 17, 18, 
20, 24, 28 

.21 -.77 n = 398 French 
sample facing a 
singular life event 
including patients 
and their 
caregivers 

PCA performed using 
maximum-likelihood 
extraction with varimax 
rotation  

 

χ2 = 422.63; df = 344 ; p 
<.001 ; RMSEA = .12; 
ECVI  (90% CI) = 6.02 
(5.74-6.32) ; CFI = .66; 
TLI =.63 
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Number of 
factors 

Model Items included in the model Correlations 
between 
factors 

Sample Method of 
testing/initial 
extraction 

Fit indices from the 
present study  

4 factor, 17 
item version 

Freese et al., 
2018 

F1:2,7,12,14,17,20,24,25 F2: 
5,10,15 F3: 6,13,16,26 F4: 4,11 

.-20-.60 n = 316 
transgender and 
gender non-
conforming 
population 

Maximum likelihood 
factor analysis 

χ2= 747.34; df = 113 ; p 
<.001; RMSEA = .09; 
ECVI  (90% CI) = 1.147 
(1.03-1.27); CFI = .91 ; 
TLI = .89 

4 factor, 27 
item version   

Hastings et al., 
2005 

F1:11,4,16,26,13,6,19,9,21 F2: 
25,7,14,2,10,23,5 F3: 
18,17,28,12,24,15 F4: 22,27,3,8 

.25-.85 n = 135 parents of 
children with 
autism 

Principal component 
analysis with varimax 
rotation 

χ2 = 445.75; df = 293 ; p 
<.001 ; RMSEA = .14; 
ECVI  (90% CI) = 6.337 
(6.04-6.64) ; CFI = .61; 
TLI = .57 

5 factor, 28 
item version 

Doron et al., 
2014 

F1: 6,16, 13,26,3,8,4,11                                         
F2: 18,28,12,17,20,24 F3: 
2,7,14,25 F4: 1,19,9,21 F5: 
10,23,5,15,22,27 

.13-.77 n = 2,187 French 
college students 

CFA χ2= 376.24; df = 240; p 
<.001; RMSEA =.12 ; 
ECVI  (90% CI) = 5.40 
(5.13-5.68) ; CFI = .70 ; 
TLI = .66 

5 factor, 17 
item version 

Mohanraj et 
al., 2015 

F1: 2,7,25 F2: 5,15,10,23 F3: 
3,8,13,26,21 F4: 4,11,28 F5: 
22,27 

.06-.60 n = 299 Indian 
people living with 
HIV/AIDS 

CFA for the original 14 
subscales (=poor fit); 
EFA: 5 factors then 
CFA on their 5 factors 
and found good fit 

χ2= 884.15; df = 109 ; p 
<.001; RMSEA = .09; 
ECVI  (90% CI) =  1.348 
(1.22-1.48); CFI = .88; TLI 
= .85 

6 factor, 25 
item version 

Amoyal et al., 
2011 

F1: 2,14,25,12 F2: 
7,13,3,9,6,8,21,16,26 F3: 
5,23,15,1,19 F4: 18,28 F5: 4,11 

F6: 22,27,17 

.09 - .627 n = 120 liver 
transplant 
candidates, 
English speaking 

EFA, Principal axis 
factoring with Promax 
rotation 

χ2= 273.09; df = 260 ; p 
<.001; RMSEA = .11; 
ECVI  (90% CI) =3.96 
(3.74 – 4.20); CFI = .75 ; 
TLI = .71 

6 factor, 28 
item version 

Heydecke et 
al., 2004 

F1:2,7,20,24,14,25,12,17,1,19 
F2: 4,11F3: 18,28 F4: 
5,15,10,23,9 F5: 22,27 F6: 
21,3,8,6,16,13,26 

.07-.65 n = 249 
edentulous 
patients with 
complete 
dentures 

Exploratory factor 
analysis with oblique 
rotation 

χ2= 234.86; df = 335; p 
<.001; RMSEA = .09; 
ECVI  (90% CI) = 3.44 
(4.23-3.66); CFI = .82; TLI 
= .80 
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Number of 
factors 

Model Items included in the model Correlations 
between 
factors 

Sample Method of 
testing/initial 
extraction 

Fit indices from the 
present study  

6 factor, 28 
item version 

Xiao-you et al., 
2015 

F1: 14, 12, 25, 2, 7, 17, 24, 20 
F2: 11, 4, 16, 21, 6 
F3: 10, 23, 15, 5, 9 
F4: 3, 8, 26, 13 F5: 22, 27 
F6: 19, 28, 18, 1 

.28-.96 n = 258 people 
living in China 
with HIV 

CFA χ2= 3008.14; df = 335 ; p 
<.001 ; RMSEA = .10; 
ECVI  (90% CI) = 4.36 
(4.13-4.61); CFI = .76; TLI 
= .73 

7 factors, 22 
item version 

Cicognani et 
al., 2009 

F1: 5,15,10,23,9,21 F2: 
2,7,14,25 F3: 18,28 F4: 22,27 

F5: 1,19 F6: 13,26 F7: 12,17 

.05-.72 n = 764 
emergency 
workers 

Exploratory factor 
analysis 

χ2= 828.61; df = 149 ; p 
<.001; RMSEA = .08; 
ECVI  (90% CI) = 
1.31(1.19 – 1.44) ; CFI = 
.91 ; TLI = .88 

7 factor, 28 
item version 

Miyazaki et al., 
2008 

F1: 1, 2, 7, 12, 14, 17, 20, 25 
F2: 22, 27 F3: 13, 16, 26 F4: 5, 
10, 15, 21, 23 F5: 18, 28 F6: 4, 
11 F7: 6, 8, 9, 16, 20, 24 

 

.02-.72 n = 555 graduate 
and 
undergraduate 
international 
students 
attending U.S. 
universities 

Exploratory factor 
analysis 

χ2 = 1947.278 ; df = 188 ; 
p <.001; RMSEA = .09 ; 
ECVI  (90% CI) = 2.903 
(2.714-3.103) ; CFI = .84 ; 
TLI = .82 

8 factor, 28 
item version 

Kapsou et al.,  
2010 

F1: 25, 14, 17, 12, 7, 2, 20,24 
F2: 16, 6, F3: 11, 4 F4: 10, 5, 
23, 15 F5: 22, 27 F6: 18, 28 F7: 
19, 3, 1,8 F8: 21, 26, 9,13 

.43-.96 n = 1127 Greek 
and Cyprus  
speaking adults 

EFA on all 28 items 
with oblique (direct 
oblimin) rotation) and 
CFA 

χ2= 1768.59; df = 322; p 
<.001; RMSEA = .08; 
ECVI  (90% CI) = 2.68 
(2.50-2.87) ; CFI = .87 ; 
TLI = .85 

8 factor, 21 
item version  
 

Pearson et al., 
2015 

F1: 13,26 F2: 4,11 F3: 5,15,10 
F4: 18,28 F5: 22,27 F6: 8,6,16 
F7: 14,25,2,7, 23 F8: 12,17  
 

.00-.72 n = 280 EFA, 282 
CFA; African 
American 
university student 
sample 

EFA using maximum 
likelihood extraction 
and direct oblimin 
rotation and then CFA 

χ2= 747.55 ; df = 161; p 
<.001; RMSEA = .07 ; 
ECVI  (90% CI) =1.23 
(1.12-1.35) ; CFI = .93 ; 
TLI = .91 

9 factor, 28 
item version 

Carver 1997 
(ii) 

F1: 4,11 F2: 22,27 F3: 18,28 
F4: 6,16 F5: 5,15,10,23F6: 
2,7,14,25,12,17,24   

-.02-.84 n = 168 
community 
residents who 

Exploratory factor 
analysis with oblique 
rotation 

χ2= 1549.25; df = 314 ; p 
<.001; RMSEA = .07 ; 
ECVI  (90% CI) =  2.40 
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Number of 
factors 

Model Items included in the model Correlations 
between 
factors 

Sample Method of 
testing/initial 
extraction 

Fit indices from the 
present study  

F7: 9,21,1,19 
F8: 3,8,13,26 F9: 20 

were participating 
in a study of 
recovery after 
Hurricane Andrew 

(2.23-2.57); CFI = .89; TLI 
= .87 

9 factor, 28 
item version 

Pozzi et al., 
2015 

F1: 5,10,15,23,9 F2: 7,14,25 
F3: 3,8,6,16 F4: 17,18,12,19 
F5: 22,27 F6: 24,20,28,21 F7: 
4,11 F8: 1,2 F9: 13,26 

.02-.82 n = 148 Italian 
sample with 
anxiety disorders 

Exploratory factor 
analysis 

χ2= 216.52; df = 314; p 
<.001; RMSEA = .09 ; 
ECVI  (90% CI) = 3.25 
(3.05-3.46); CFI = .83 ; 
TLI = .80 

9 factor, 26 
item version 

Yusoff, 2011 F1: 6,16,13,26 F2: 5,15,10,23 
F3: 12,17,14,25 F4: 22,27 F5: 
1,19F6: 2,7,20,24 F7: 18,28 F8: 
9,21 F9: 3,8 

.01-.96 n = 100 
secondary school  
students 

Principal component 
analysis with rotation 
of Promax 

χ2= 1.287.74; df = 263; p 
<.001; RMSEA = .07 ; 
ECVI  (90% CI) = 2.03 
(1.88-2.19) ; CFI = .89 ; 
TLI = .87 

9 factor, 28 
item version 

Snell et al., 
2011 

F1: 5,15,10,23 F2: 2,7,14,25,12 
F3: 9,21,6,16,13,26 F4: 4,11 F5: 
20,24,17 F6: 22,27 F7: 18,28 

F8: 3,8 F9: 1,19 

.20 - .70 n = 147 adults 
meeting 
diagnostic criteria 
for mild traumatic 
brain injury 

EFA with varimax 
rotation 

χ2= 1536.09 ; df = 314 ; p 
< .001 ; RMSEA = .07 ; 
ECVI (90% CI) = 2.40 
(2.22 – 2.56); CFI = .89 ; 
TCI = .87 

11 factor, 28 
item version 

Tang et al., 
2016 

F1: 2,7,14,25 F2: 12,17,20,24 
F3: 5,20,15,23 F4: 6,16 
F5: 3,8 F6: 1,19 F7: 13,26 
F8: 18,28 F9: 9,21F10: 4,11 
F11:  22,27 

-.04-.79 n = 204 (sample 1 
of 2 samples) 
university 
students (Hong 
Kong Chinese) 

CFA χ2= 879.58 ; df = 295; p 
<.001; RMSEA = .05; 
ECVI  (90% CI) = 1.52 
(1.41-1.65) ; CFI = .94 ; 
TLI = .93 

14 factor, 28 
item version 

Carver, 1997; 
Ashktorab et 

al., 
2017(CFA);  

Perez-Garcia 

F1: 1, 19 F2: 2, 7 F3: 3, 8 
F4: 4, 11 F5: 5, 15 F6: 10, 23 
F7: 6, 16 F8: 9, 21 F9: 12, 17 
F10: 14, 25  F11: 18, 28 F12: 
20, 24 F13: 22, 27 F14: 13, 26 

-.01-.88 n = 168 
community 
residents who 
were participating 
in a study of 
recovery after 

EFA χ2= 551.25; df = 259 ; p 
<.001 ; RMSEA = .04; 
ECVI  (90% CI) = 1.17 
(1.08-1.27) ; CFI =  .97; 
TLI = .96 
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Number of 
factors 

Model Items included in the model Correlations 
between 
factors 

Sample Method of 
testing/initial 
extraction 

Fit indices from the 
present study  

et al., 2014 
(CFA); 
Monzani et al., 
2015 (CFA); 
Muller et al., 
2003 (CFA) 

Hurricane Andrew 
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Appendix B Email advertisement circulated to undergraduate students (Part B)  

 

Email subject: Psychometric Properties of the Brief COPE 

Hello,  

My name is Katie O’Donnell and I am a Trainee Clinical Psychologist in Queen’s 

University Belfast. As part of my training, I am conducting a research study to 

evaluate the psychometric properties of the Brief Coping Orientation to Problems 

Experienced scale (Brief COPE). The Brief COPE is a self-report questionnaire that 

examines styles of coping. 

If you are interested in taking part, you are invited to complete an anonymous online 

survey at 2 time points (Time 1 and Time 2). At Time 1 the survey should take no 

more than 30 minutes to complete. At time 2 (which will be available through SONA 

5 weeks later), the survey should take no more than 10 minutes to complete. 

Students will be awarded course credits for partaking in this study through the SONA 

system.  

To access further information on the study and to complete the survey, please click 

the following link (insert link to survey).  

Kind regards, 

Katie O’Donnell, QUB 
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Appendix C References of papers used for factor analyses (not referred to in main 
body of text) 
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Appendix E Letter to editor of Journal of Health Psychology  

 
 

Re: Article Length 

David F Marks editorjhp@gmail.com 

 

Hello Katie, 

 

Thank you for your interest in the JHP.  

We will allow papers of up to 8000 words if there is a need for extensive 
psychometric analyses. Please also bear in mind that you can put data and or tables 
in Supplementary files.  

I look forward to reviewing your manuscript. 

 

Best wishes, 

 

David Marks 

Editor, JHP 
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Section 6: Instructions for authors from Journal of Health Psychology  

 

Article length and house style 

• Articles should be as short as is consistent with clear presentation of subject 

matter. There is no absolute limit on length but 6,000 words, including 

footnotes and reference list, is a useful maximum. This word limit also 

includes the title, abstract and key words of the article. Longer articles will be 

considered at the discretion of the Editor (please refer to Appendix E). The 

title should indicate exactly, but as briefly as possible, the subject of the 

article. Figures/charts and tables created in MS Word should be included in 

the main text rather than at the end of the document. 

• An Abstract should be at the start of the manuscript and not exceed 100 

words.  

Formatting your article  

• The preferred format for your manuscript is Word. There is no need to follow a 

specific template when submitting your manuscript in Word. However, please 

ensure your heading levels are clear, and the sections clearly defined.  

      Artwork guidelines 

• Illustrations, pictures and graphs, should be supplied in the highest quality 

and in an electronic format that helps us to publish your article in the best way 

possible. Please follow the guidelines below to enable us to prepare your 

artwork for the printed issue as well as the online version. 

Referencing 

• Journal of Health Psychology adheres to the SAGE Harvard reference style 
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• References are not numbered but appear in alphabetical order by first author 

surname.  
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Section 7: Letter of ethical approval from the University’s Research Ethics 
Committee  

  
School of Psychology Queen’s University Belfast  
David Keir Building  
18-30 Malone Road  

BELFAST  
BT9 5BN  

           
   psychology@qub.ac.uk  
    www.psych.qub.ac.uk    

   November 
2017     
Ms Katie O’Donnell  

School of Psychology  

  
Dear Katie  

  
Full title of Study: The psychometric properties of the brief 
coping orientation to problems experienced (Brief COPE) PREC 
reference number:  No 16-2017-18  

  
Thank you for your response to our request for further information regarding 
the above mentioned research application.  

  
I can confirm that ethical approval has been granted for your project by the 
School of Psychology Research Ethics Committee, on behalf of Queen’s 
University Belfast.  
  
Please note that the Participant Information sheet should include an 
appended statement confirming ethical approval.  

  
It is the responsibility of the Chief Investigator to ensure that the research 
has been recorded on the University’s Human Subjects Research Database 
otherwise it will not be covered by the University’s indemnity insurance. This 
database can be found in the ‘My Research’ section of Queen’s On-line.  

  
Yours sincerely  

 Dr Eugene O’Hare (Chair)  
 Psychology Research Ethics Committee  

 

http://www.psych.qub.ac.uk/
http://www.psych.qub.ac.uk/
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Section 8: Reflective Appendix  

 

Challenges experienced in the process of bringing this project to completion 

have provided me with an opportunity to reflect upon and build on my knowledge and 

understanding of this important research topic, as well as my overall research 

abilities and my competencies in project management including organisation and 

time management. Prior to clinical training, I completed a qualitative study as part of 

my master’s degree. This is a research method I have previously felt more 

comfortable with. When choosing a large-scale research project topic, I wanted to 

challenge myself to undertake a quantitative study to develop a new skillset.  

Additionally, the psychometrics focus of this study gave me the opportunity to 

increase my depth of knowledge in the area of statistics, psychometrics, and indeed 

the importance that such studies are carried out to ensure that constructs are being 

tested as accurately as possible for the benefit of researchers and clinicians alike. 

The project has also provided me with the opportunity to build upon my knowledge 

and skills in the use of SPSS and SPSS Amos, both in navigating the software and 

interpreting findings. 

While my organizational abilities have helped to ensure that I have met 

various research deadlines across the timeline of this project, I have found the 

demands of the research component of this course difficult to juggle alongside other 

competing course requirements (e.g. placement), especially in the final year of 

training. The experience has taught me the importance of planning my time well in 

advance of deadlines and engaging with necessary supports along the way to 

maximise productivity. This includes the importance of negotiating research leave in 
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advance with placement supervisors and allowing for extra time should unexpected 

issues arise along the way.  

In addition, the process of organizing data collection for the second part of this 

study provided me with an opportunity to enhance my leadership skills. This aspect 

of the project involved liaising with the School of Psychology to access 1st year 

undergraduate students and advertise the study. It was also necessary for me to 

build connections in the school in order to ensure that the project was pitched and 

advertised in the best possible way. This culminated in short presentations to 

undergraduate students on several occasions in order to promote the project.  

Finally, I found the process of supervision important in ensuring that the 

project met deadlines across the two years. Discussing the project with my 

supervisor provided me with the opportunity to gain clarity in terms of the project 

aims and helped me to keep to my deadlines. Recording and reflecting on 

information discussed at research supervision meetings was essential to maintain 

good quality throughout the process. 

In summary, my experience completing this project over the past two and a half 

years has helped me to develop and build upon my research skills and knowledge. 

These include organisation and time management skills, the importance and value of 

liaising and networking with key individuals and organisations in the management of 

the project as well as developing experience in the execution of quantitative methods 

in research. I am sure that these skills and the experience I have gained throughout 

the process will set me in good stead for future research endeavours I encounter 

going forward in clinical practice. 
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