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The history of trauma-research 

The psychological consequences of trauma have been described since the start of written 

history, with descriptions of posttraumatic distress found in works describing major events 

dating back hundreds, even thousands of years. Detailed descriptions are given in reference to 

the American Civil War (The Red badge of courage, by Stephen Crane), the great fire of 

London in 1666, (Daly, 1983) and the Trojan War (Homer’s Iliad). A quite accurate account 

of the symptoms of traumatic stress is even given in Shakespeare’s Henry IV. The modern 

scientific study of trauma however, has started relatively recently. Only in the 19
th

 century did 

systematic clinical and scientific attention for the psychological consequences of trauma start 

with work by psychiatrists such as Briquet, Charcot and Janet (Van der Hart & Broeze, 2012). 

Early work on posttraumatic stress symptoms in the 19
th

 century distinguished hysteria, which 

linked symptoms to the psyche, and traumatic neurosis which linked symptoms to 

(microscopic) physical injury. Although hysteria described symptoms of posttraumatic stress, 

and research into the condition mostly focused on victims of sexual assault of childhood 

abuse, its traumatic origin was often ignored (Van der Hart & Broeze, 2012).  

In the first half of the 20
th

 century attention for and research into trauma was centered 

on war trauma. Work by the psychologist Charles Myers during World War I, who coined the 

term “shell shock”, made clear that the symptoms were the result of the psychological shock 

of war experiences (Hermans, 2010). The expectation of psychiatrists in the World War I era 

was that these problems would quickly disappear after the end of the war. As a result research 

into, and treatment of traumatic stress was very limited in the interbellum (Van der Hart & 

Broeze, 2012). After World War II it became clear that the psychological consequences of 

trauma were often chronic (Weisaeth, 2002). Nonetheless, it would take until 1980 for the 

posttraumatic stress disorder (PTSD) to be defined as a distinct disorder in the DSM-III 

(APA, 1980). This official recognition was mainly inspired by the combination of experiences 

of combatants in the Vietnam War and findings of studies conducted among rape victims 

(Burgess & Holstrom, 1974). Since the inclusion of PTSD in the DSM, research into 

traumatic stress has blossomed. 

As the current study focuses on the Dutch language area, it is relevant to provide a 

short overview of the history of trauma research in the Netherlands. As in the overall trauma 

field, the main developments took place in the 20
th

 century. Having been spared involvement 

in WO I, research in the 1920s and 1930s was mainly focused on the consequences of severe 

accidents and in particular on train accidents, which had also been very influential in the 
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development of the trauma field worldwide in the late 19
th

 century, particularly in Britain 

(Hermans, 2010). The aftermath of World War II flooded Dutch society with individuals 

affected by trauma. The Netherlands was severely affected by the war: the years of conflict 

and occupation had an impact on many people. Examples of distinctive groups with different 

experiences are resistance fighters, returnees from occupied Indonesia (then a Dutch colony), 

who had often been incarcerated in prison camps, victims of the holocaust, as well as veterans 

of the “police actions” in Indonesia aimed at reestablishing control over the colony after the 

Japanese occupation (Van der Hart, Hermans, Kleber, & Vermetten, 2012). Despite this, until 

1965 there was little public attention for the psychological consequences of war experiences, 

and relatively few affected individuals were treated for psychological trauma (Hermans, 

2010). It wasn't until the 1970s that a specialized treatment and research center for 

psychotrauma among victims of war and conflict was created. In the 1970s and 1980s 

attention also grew for the consequences of child (sexual) abuse and of violent crimes. In the 

1990s, as a result of a number of large disasters (e.g. the flooding of 1953, the aircrash on 

Tenerife in 1977, the Bijlmerramp in 1992), the realization grew that research into the 

(psychological) health of survivors as well as their need for (mental) health care was needed 

in order to offer adequate immaterial support, resulting in large epidemiological studies and 

specialized research institutes (Van der Hart et al., 2012).  

 

Psychological consequences of traumatic events 

When people are confronted with a potentially traumatic event (PTE), they may experience a 

variety of stress symptoms, such as anxiety, fear, helplessness, intrusions, pain, fatigue, loss 

of concentration, and tension during the first days and weeks after the event. In most cases a 

(variable) minority will develop chronic or persistent psychosocial problems such as 

depression, anxiety, substance abuse or posttraumatic stress symptoms (Bonanno, 2004; 

Breslau, 2002; Keane, Marshall, & Taft, 2006; Norris et al., 2002; Roberts, Gilman, Breslau, 

Breslau, & Koenen, 2011). Because PTSD and Acute Stress Disorder as an acute response, 

are the only two mental disorders where being confronted with a potentially traumatic event is 

part of the criteria of the disorders (DSM-IV, DSM 5). In fact, PTSD and ASD are, the only 

disorders in the DSM that have a theoretical explanation of their etiology included in their 

diagnosis (Gersons, 2012; adjustment disorder in DSM-V has a somewhat similar but much 

broader criterion, i.e. response to an identifiable stressor(s) occurring within 3 months of the 

onset of the stressor(s)).. This does not mean that the psychological consequences of trauma 
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are limited to this these disorders, however. Other common psychosocial consequences are 

depression, generalized anxiety disorders, substance abuse, aggression, somatic complaints, 

and sleep difficulties, many of which are often comorbid with PTSS (e.g. Breslau, Davis, 

Peterson, & Schultz, 2000; Debell et al., 2014; Gupta, 2013; Johnson, 2008). Because of its 

link to (specific) traumatic events, which is less clear with regard to the other possible 

psychosocial consequences of trauma, and because of our focus on adjustment over time 

instead of on the acute post-trauma phase, this dissertation will also mainly focus on PTSD-

symptom severity. To be precise, in this dissertation we will focus on PTSD symptomatology 

instead of PTSD as a disorder. Therefore, the outcomes we focus on will be degree of 

symptoms experienced instead of a dichotomy between a PTSD diagnosis and no diagnosis. 

To emphasize this, the terms PTSS (posttraumatic stress symptoms) and posttraumatic 

distress will be used instead of PTSD. 

Despite being recognized as a distinct disorder, the exact nature of PTSS is still 

subject to controversy (Rosen & Lilienfeld, 2008). This is for example seen in the continuing 

changes made to the criteria for a PTSD diagnosis in each new edition of the DSM (American 

Psychological Association, 1980, 1987, 1994, 2000, 2013). The number and types of 

symptoms needed for a diagnosis have been subject to revision: in the latest version of the 

DSM (DSM-V, American Psychological Association, 2013), the three original symptom 

clusters have been changed into four, with the addition of the symptom cluster negative 

cognitions and mood. Another point of debate surrounding PTSS is its etiology; both the 

types of events and the types of exposure deemed causal in the development of PTSS have 

changed in consecutive versions of the DSM. The requirement of the event causing intense 

fear, helplessness or horror at the time of exposure which was a criterion in the previous 

version of the DSM has been scrapped. In the current version of the DSM (DSM-V, American 

Psychological Association, 2013), the criteria needed for a PTSD diagnosis include direct or 

indirect exposure to or being witness of a traumatic event (death, threatened death, actual or 

threatened serious injury, or actual or threatened sexual violence) and at least one symptom in 

each of the four symptom clusters (intrusions, avoidance, negative changes in mood and 

cognitions, and increased arousal and reactivity) (APA, 2013). Furthermore, symptoms have 

to persist for at least one month, and should result in significant distress or impairment. In 

1994, Acute Stress Disorder (ASD) was added to the DSM as a trauma-specific disorder. In 

the current version of the DSM, the criteria for ASD are roughly similar to those of PTSD. 

The two differences are that for an ASD diagnosis, symptoms do not have to persist for one 
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month. Furthermore, instead of at least one symptom in each of the four clusters, at least 9 of 

the possible 14 symptoms in any of the clusters should be present in ASD. While a large 

portion of those with ASD go on to develop long-term PTSS, the majority of those with ASD 

do not. Furthermore, not everyone who develops PTSS met ASD criteria shortly after 

exposure to a traumatic event (Bryant et al., 2014).  

In addition, PTSS can adversely affect interpersonal and psychosocial functioning, 

physical health, and even society at large (Keane, Marshall, & Taft, 2006). People with PTSS 

are more likely to experience other psychological problems such as anxiety and depression, 

report more substance abuse, poorer life satisfaction and physical health. They are also more 

likely to experience familial problems: rates of divorce, trouble with raising children, and 

intimate partner violence are high. Furthermore, they earn less and are more likely to be 

unemployed and to become involved in the legal system (Schnurr & Green, 2004; Walker et 

al., 2003). Understanding how and why some people are able to adjust while others develop 

significant PTSS is therefore not only important for the affected people, but for the wider 

society. 

 

Heterogeneity in stress response 

Research has documented the adverse effects of traumatic events (e.g. Breslau, 2002; Keane, 

Marshall, & Taft, 2006; Norris et al., 2002). What is most striking about posttraumatic 

distress is that although initial stress reactions after exposure to traumatic events are common, 

in most cases, as said, only a minority of those exposed will develop chronic psychological 

problems (Bonanno, 2004; Breslau, 2002; Keane, Marshall, & Taft, 2006; ; Norris et al., 

2002; Roberts, Gilman, Breslau, Breslau, & Koenen, 2011). People exposed to the same event 

-even those with the same degree of exposure and the same type of trauma-related 

experiences- display different reactions, both in degree and duration of distress (e.g. 

Dickstein, Suvak, Litz, & Adler, 2010). The degree of variability in adaptation to traumatic 

events suggests that designating certain types of experiences as traumatic and other types of 

events as non-traumatic is misleading to a certain extent: the variety in responses indicates 

that the event itself provides limited information about why people do not recover on the 

longer term. Therefore the term potentially traumatic event (PTE) will be used in this 

dissertation (Norris et al., 1992). The fact that some people are able to recover after exposure 

to a traumatic event, while some never exhibit a high degree of distress, and still others 

continue to suffer from enduring stress and impaired functioning years after the event, 
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indicates that posttraumatic reactions are not determined solely by the nature of the event 

itself. One of the most compelling questions in post-trauma mental health recovery is why 

some adult survivors develop significant posttraumatic distress, whereas others do not.  

The fact that some people develop PTSS while others do not - even when exposed to 

the same (type of) event - (Breslau, 2002; Roberts et al., 2011), has led to a wide body of 

research. Research into risk and protective factors for the development of PTSS has focused 

on the influence of different aspects of the person, the event, and the environment (such as 

gender, education, psychiatric history, severity of exposure, peritraumatic emotional 

responses and post-trauma social support). The focus of most of these studies examining risk 

and protective factors is mainly on objective characteristics of the traumatic event, the 

affected individual or the peri- and post-event environment. However, these studies trying to 

predict posttraumatic reactions yield inconsistent results for individual predictors, and effect 

sizes are usually relatively modest (Ozer et al., 2003; 2008; Brewin et al., 2000; Breslau, 

2002). These individual factors, such as peri-traumatic dissociation, may be significant 

predictors on a bi-variate level but not when controlling for other risk factors (Van der Velden 

& Wittmann, 2008). As of yet, predicting (long-term) reactions to exposure to PTEs remains 

difficult if not impossible.  

 

Theoretical models of traumatic stress  

In addition to research investigating pre-, peri- and post-trauma factors associated with 

increased risk of PTSS, theoretical models have been developed in order to understand the 

etiology and specific symptom pattern of PTSS. Early theories of the etiology of PTSS 

consisted of three main approaches: social cognitive theories, conditioning theories and 

information-processing theories. Social-cognitive theories posit that trauma disrupts 

previously held beliefs, and PTSS are a result of trying to reconcile this conflicting new 

information with existing beliefs. Conditioning theories hold that as a result of the trauma, 

more and more stimuli become associated with fear and consequently with avoidance of these 

stimuli. Information-processing theories explain PTSS by emphasizing the role of memory: 

traumatic events are processed in memory in a different way than other events (Brewin & 

Holmes, 2003). Other more recent theories are emotional-processing theory and dual 

representation theory. Emotional-processing theory extends earlier information-processing 

theory by elaborating on the role of pre- peri- and post-trauma knowledge and by increasing 

emphasis on the role of negative appraisals of one’s post-trauma responses. In dual-
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representation theory, memories of the trauma are thought to be processed in a different way 

than normal memories, resulting in involuntary flashbacks triggered by situational reminders 

(Brewin & Holmes, 2003).  

 An influential more recent theory is the cognitive model of PTSS by Ehlers 

and Clark (2000). It can be used to understand the relationship between PTEs and 

development of posttraumatic distress. This model gives a detailed description of the 

processes behind the perpetuation of PTSS and their treatment (Brewin & Holmes, 2003). It 

provides the link between appraisals of stressful events and their consequences and PTSS. 

According to this model, PTSS will only occur if “individuals process the traumatic event 

and/or its sequelae in a way which produces a sense of serious current threat” (Ehlers & Clark 

2000, p.320). This sense of current threat is caused by two processes: the appraisal of the 

trauma and its sequelae, and the nature of the memory of the event. Three kinds of appraisals 

are relevant in creating a persisting sense of threat. First of all, individuals exposed to a 

traumatic event may overgeneralize the threat of the event to other circumstances: a wider 

range of circumstances is perceived as dangerous. Second, the probability of the event 

recurring is exaggerated. This overgeneralized fear is maintained and strengthened by 

avoidance of a range of perceived dangerous circumstances. Third, negative appraisals of the 

consequences of the event may offer an additional route to persisting PTSS. Negative 

appraisals of initial symptoms, of one’s reactions in the aftermath of the event, and of the 

consequences of the trauma on other life domains, such as the perception of being 

permanently changed or damaged or the perception of being to blame for the event, each 

affect traumatic stress by producing both negative emotions and encouraging the employment 

of maladaptive coping strategies. The other process at work in creating a sense of current 

threat is a disturbance of memory: if traumatic memories are not elaborated and fully 

integrated into their context and other memories, then reminders of the event will lead to 

involuntary recall of the trauma and the emotions experienced during trauma. Appraisals of 

the trauma and memory of the trauma are related; trauma-related appraisals will create 

attentional bias resulting in selective retrieval of information. 

Although PTSS theories have each been helpful in understanding some of the 

processes at work in the development and maintenance of PTSS and the effects of trauma on 

the memory system, they do not clearly explain observed individual variance in post-trauma 

reactions and adjustment. By emphasizing the role of individual appraisals, Ehlers and Clark’s 

cognitive model of PTSS does offer insight into the processes that lead to the differential post-
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trauma adjustment reactions observed in trauma studies. However, this model also does not 

fully explain the mechanisms that lead to those different appraisals of perceived threat among 

individuals exposed to PTEs.  

 

Transactional model of stress and coping 

While PTSS-specific theories are aimed at explaining the mechanisms that lead to the specific 

symptom patterns of PTSS, more general stress theories have been developed to explain why 

certain events or circumstances are stressful in the first place. These psychological stress 

theories have their origin in biological models. Initially, stress was seen as a physical response 

of an organism to environmental stressors. It wasn’t until the 1960s that psychological stress 

was introduced to these models.  

A general stress theory that emphasizes the role of individual cognitive processes was 

developed by Lazarus and Folkman (1984). According to their transactional model, stress is 

the result of an event deemed to be relevant to personal well-being, while coping demands are 

perceived as taxing or exceeding one’s resources (Lazarus & Folkman, 1984, p. 19). Coping 

entails the cognitive and behavioral efforts aimed at minimizing the impact of a distressing 

event. The central process in this theory is cognitive appraisal: the “evaluative process that 

determines why and to what extent a particular transaction or series of transaction between the 

person and the environment is stressful” (Lazarus and Folkman, 1984, p. 19). Cognitive 

appraisal consists of two elements: primary appraisal and secondary appraisal. In primary 

appraisal, an individual assesses the relevance of an event to personal well-being. Events can 

either be irrelevant, relevant and benign, or relevant and incorporating harm, loss, threat or 

challenge. In secondary appraisal, an individual assesses their available coping resources and 

options. This process entails taking into account which coping options there are, how effective 

these coping options will be, and crucially, how efficacious individuals perceive themselves 

in successful implementation of these strategies (Lazarus & Folkman, 1984, p. 35).  

 

 

Social cognitive theory of posttraumatic recovery 

Central in both Ehlers and Clark’s cognitive model of PTSS and Lazarus and Folkman’s 

transactional model of stress and coping is cognitive processing of the event and its 

consequences. Both models emphasize the important role individuals’ own perceptions play 

in their reactions to potentially traumatic events, instead of on objective characteristics of the 
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exposed individual, the traumatic event or the post-event environment. However, Ehlers and 

Clark’s model is limited to PTSS, and does not explain why some individuals are able to cope 

while others are not. Lazarus and Folkman’s model on the other hand, is very general, and 

does not elaborate in detail how appraisals affect how individuals respond to distressing 

thoughts and emotions.  

The role of individual perceptions in the specific context of trauma is elaborated in 

social cognitive theory of posttraumatic recovery, developed by Benight and Bandura (2004). 

It offers a more general approach to understanding how humans adapt to potentially traumatic 

situations, without being constrained to explaining the sequelae of posttraumatic stress 

symptomatology. Coping self-efficacy is the key concept in social cognitive theory of 

posttraumatic recovery. Coping self-efficacy is the “perceived capability to manage one’s 

personal functioning and the myriad environmental demands of the aftermath occasioned by a 

traumatic event” (Benight & Bandura, 2004, p. 1130). In other words, coping self-efficacy is 

the perception of being able to deal with the impact of the event and resume normal life. This 

cognitive process is central in shaping psychological outcomes after potentially traumatic 

events. Coping self-efficacy (CSE) may affect adjustment after exposure to potentially 

traumatic events in several ways. First, CSE perceptions determine the initial stress response; 

they play an important part in the transactional appraisal process that determines the degree of 

stress that is evoked by a specific event. Only events perceived as relevant to personal well-

being or goals (primary appraisal), and exceeding or taxing coping abilities (secondary 

appraisal) are stressful.  Since self-efficacy perceptions determine which coping options are 

considered within one’s capability to successfully execute (Bandura, Blanchard & Ritter, 

1969; Bandura, Taylor, Williams, Mefford, & Barchas, 1985; Bandura, 1997), CSE is a 

crucial part of the secondary appraisal process: it determines which viable coping options are 

available in dealing with the event (Lazarus & Folkman, 1984). Second, CSE affects post-

event adaptation by affecting the degree of motivation to use effective coping strategies: those 

with a high level of self-efficacy will increase efforts when faced with setbacks (Bandura, 

1997; Benight et al., 1999; Williams, 1990). Third, CSE will affect the way in which the 

consequences of the event are evaluated. As was elaborated in the cognitive model of PTSS 

(Ehlers & Clark, 2000), very negative appraisals of the event and/or its consequences are 

important factors in shaping the sense of current threat that is experienced in PTSS. CSE 

perceptions influence perceptions of the consequences of the event by affecting the perceived 

ability to regain control over ones’ stress symptoms, thoughts and behavior. This perceived 
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control over negative thoughts and emotional states reduces the amount of stress they cause 

(Kent, 1987; Kent & Gibbons, 1987). Anxiety is maintained by the expectation that the 

negative emotional state will continue or resurface (Kirsch, 1990). In that way, low CSE 

perceptions concerning control can become self-perpetuating by producing additional distress.  

Furthermore, the belief of being able to overcome the consequences of a potentially traumatic 

event is a clear indicator that an individual does not feel permanently damaged by the event, 

one of the key negative appraisals involved in maintaining PTSS in Ehlers’ and Clark’s 

model. In short, CSE determines appraisals of the PTE and its consequences. 

The protective effect of CSE perceptions on posttraumatic distress has been 

demonstrated in a wide variety of PTEs such as disasters, motor vehicle accidents, war, 

terrorist attacks and domestic violence (Luszczynska et al., 2009). Studies have shown that 

higher levels of CSE are not just associated with lower levels of current distress, but that they 

also predict the degree of recovery from PTSS. In several longitudinal studies CSE 

perceptions were independently predictive of recovery, accounting for 8 to 26% of the 

variation in PTSS while correcting for previous symptom levels (Benight, Freyaldenhoven, 

Hughes, Ruiz, & Zoschke, 2000; Benight & Harper, 2002; Benight et al., 2004; Benight, 

Cieslak, Molton, & Johnson, 2008; Van der Velden, van Loon, Benight, & Eckhardt, 2012). 

Despite these promising findings, research into the effect of trauma-related CSE perceptions 

on recovery from trauma is limited.   

 

Specificity of self-efficacy perceptions 

When discussing CSE perceptions, it is important to mention the debate with regard to the 

specificity at which self-efficacy perceptions are best measured. Two more or less opposing 

views support the utility of either general self-efficacy, which is a trait-like characteristic of 

an individual’s perception of the ability to perform, or (task)specific self-efficacy, which is a 

more state-like perception, depending on the specific task domains involved. The utility of the 

general self-efficacy concept in predicting performance in specific domains is very limited. 

This is supported by findings that specific self-efficacy measures more accurately predict 

performance outcomes (e.g. Chen, Gully, Whiteman & Kilcullen, 2000; Choi, 2005; 

Leganger, Kraft, & Roysamb, 2000; Pajares & Miller, 1995). Findings in non-trauma settings 

suggest that when an effect of general self-efficacy perceptions on functioning is found, the 

effect is indirect; operating through task-specific self-efficacy perceptions (Chen et al., 2000). 

Furthermore, research has shown that self-efficacy levels in a particular domain do not 
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necessarily correlate with self-efficacy levels in another domain (Chesney, Neilands, 

Chambers, Taylor, & Folkman, 2006). When asked about their general perceived ability to 

accomplish tasks, individuals are likely to focus on tasks that quickly spring to mind. To 

illustrate the impossibility of measuring someone’s competence at completing any given task, 

Bandura (1997) gave the example of a concert pianist. This concert pianist will very likely 

have high perceptions of efficacy in playing the piano. This does not however, signify that his 

confidence in his ability to climb Mount Everest is equally high. Of course, efficacy beliefs 

may be related when they are based on similar skills or knowledge. On the other hand, it is 

also not practical to measure self-efficacy perceptions too specifically. Measuring the 

perceived ability to drive a specific stretch of road at night in heavy snow while using one 

hand to type a text-message for instance, would not give information about perceived ability 

under other circumstances or in another location. Therefore the predictive utility of such a 

measure would be very limited. Bandura offered the following advice with regard to 

constructing self-efficacy scales: “Scales of perceived self-efficacy must be tailored to the 

particular domain [emphasis added] of functioning that is the object of interest”. (Bandura 

2006, p. 307-308).  

 

Measuring trauma-related CSE 

In order to measure trauma-related CSE, it is therefore necessary to focus on the domain of 

functioning relevant to post-trauma adjustment. In the context of coping with the aftermath of 

PTEs, the relevant domain of functioning extends to being able to manage reminders of the 

event, emotions associated with the event, being able to employ effective coping strategies, 

and being able to resume normal functioning (Benight & Bandura, 2004). To date, research 

examining the effect of CSE in post-trauma recovery, has been conducted using very specific 

CSE-instruments (e.g. hurricane self-efficacy, domestic violence self-efficacy). The relevant 

domain of functioning is similar in these situations: dealing with memories and emotions and 

practical consequences of the event, and resuming life. These very specific coping self-

efficacy scales measure areas of functioning relevant to those specific situations such as 

“dealing with demands of cleaning up after the storm” (Cieslak et al., 2009, p. 453), yet in 

essence they are similar: all assess the perceived ability to deal with post-trauma adjustment 

demands. Furthermore, while the specific context and circumstances may vary extensively 

from PTE to PTE, these variations may be just as great or even greater within one type of 

event than between different types of PTE. A general trauma-related CSE measure would 
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allow (mental) health care workers to quickly screen any population exposed to (mass)trauma, 

without having to construct a tailor-made CSE measure for every event. An additional benefit 

of a general trauma-related CSE measure is that its scores as well as its effect on post-trauma 

recovery can be compared across events. Because the impact and coping demands can vary 

widely across different PTEs, a general trauma-related CSE measure needs to focus on a more 

general capability of being able to deal with the demands of the aftermath of a PTE (e.g. 

Amstadter & Vernon, 2008).  

 

The present dissertation 

As mentioned before, to date studies into the effect of CSE on post-trauma recovery have 

been conducted using very specific event-related CSE-instruments (e.g. a hurricane self-

efficacy measure, and a domestic violence self-efficacy measure), and have been almost 

exclusively conducted in the United States, where PTSS rates after exposure to PTEs usually 

tend to be higher than those found in Western Europe (e.g. Darves-Bornoz et al., 2008; 

Roberts et al., 2011). Studies so far have also not examined the direction of causality between 

CSE and PTSS, the possible role of physical trauma suffered by some survivors of PTEs, the 

role of CSE among those receiving psychotherapy, nor have they investigated possible 

determinants of CSE perceptions. The current dissertation represents a series of detailed 

studies into the role of trauma-related CSE perceptions in traumatic recovery in a Western-

European context.  

The studies in this dissertation were longitudinal and include diverse potentially 

traumatic events. More specifically, the main aims of this dissertation are: 1) to validate a 

general trauma-related CSE instrument which can be used after most types of potentially 

traumatic events, 2) to investigate the longitudinal effect of CSE perceptions in recovery from 

posttraumatic distress in diverse trauma settings among a Western-European population, 3) to 

examine the role of physical trauma in the relationship between CSE and PTSS, 4) to examine 

the role of CSE in recovery among individuals treated for PTSS 5) to examine the direction of 

causality between CSE perceptions and posttraumatic distress, and 6) to examine whether 

post-trauma CSE can be predicted before exposure to a PTE by trait-like characteristics.  

 

Method 

In order to achieve these aims, we conducted longitudinal survey studies among several 

different samples of individuals exposed to PTEs, see figure 1. Some of the samples (the 
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disaster, burns and psychotreatment samples) were gathered specifically for the current study 

on the role of trauma-related CSE. Another sample was drawn from members of the 

longitudinal LISS-panel (Longitudinal Internet Studies for the Social sciences), a nationally 

representative sample of the Dutch population who took part in our study on trauma and CSE 

(for a full description of the panel and the procedure see Scherpenzeel, 2011). The samples 

from the study in the LISS-panel are comprised of several subsamples exposed to different 

types of events (e.g. acute PTEs and loss of a loved one). These samples were especially 

valuable because of the opportunity to include some pre-event factors. All samples filled out 

questionnaires on exposure to PTEs, PTSS and trauma-related CSE. 

 

Outline  

In Chapter 2 a general trauma-related CSE measure is validated, allowing for the cross-event 

measurement of trauma-related CSE. In Chapters 3.1 to 3.3 we focus on the role of CSE 

perceptions in psychological recovery after trauma, using different samples exposed to a 

variety of potentially traumatic events. In these chapters we also examine the predictive utility 

of CSE when taking into account other important factors in post-trauma recovery such as 

quality of life, degree of injuries and treatment of PTSS. In Chapter 3.1 we examined the 

effect of CSE perception in recovery from PTSS after a man-made disaster in the very long-

term (10 years). Chapter 3.2 offers an investigation of the independent effect of CSE while 

taking into account severity of the injury and health related quality of life among a sample of 

burn victims. In Chapter 3.3 we investigate the role of pre-treatment CSE perceptions on 

recovery among individuals receiving psychotherapy for PTSS. Chapter 4 examines the 

directionality of the associations between CSE perceptions and PTSS symptoms, in order to 

determine whether the associations found between PTSS and CSE are due to CSE impacting 

recovery or due to PTSS negatively influencing perceived ability to cope. In Chapter 5 

potential pre-trauma predictors of CSE are investigated, in order to gain more insight into the 

etiology of trauma-related CSE perceptions. Finally, Chapter 6 offers a more general 

discussion of the main findings, and addresses methodological aspects of the study. The 

dissertation concludes with implications for future research and clinical practice. 
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Sample Liss Panel 

Approached subjects N=7495 

Participation in first trauma survey 

N=5879 (response = 78.4%) 

Participation in all 3 surveys N=514 

(response= 32.8%) 

No additional PTE after first survey 

N=1105 (70.8%) 

Participation in first survey N=1567 

(response approximately 30% of 

affected population) 

Participation in all 3 trauma surveys 

N=1561 (response=73.1%) 

Sample fireworks 

disaster 

Experienced a PTE in 24 months 

before first survey N=2137 (36.6%) 

Sample burn victims 

Approached subjects N=339 

Valid scores on outcome variables at 

first survey N=178 

(response=52.5%) 

Participation in first survey N=215 

(response=63.4 %) 

Sample treated for 

PTSS 

Approached subjects N=406 

Participation in first survey N=147 

(response=36.2%) 

Participation in second survey N= 78 

(response=53.1%) 

High PTSS levels at T1 (IES > 18) 

N=54 (70.5%) 

Untreated control 

sample 

Active in work force N=1090 

(69.8%) 

Participation at 1st and 3rd surveys 

N=637 (58.4%) 

High PTSS levels at T1 (IES > 18) 

N=248 (38.9%) 
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Summary 

Aim of the present study was to examine the construct validity of the trauma-related 

coping self-efficacy (CSE) scale. While assessing the psychometric properties of this 20-item 

scale among four different samples (514 victims of disaster, 1325 bereaved individuals, 512 

victims of acute critical incidents, 169 severe burn victims), we found no measurement 

equivalence across groups. A shortened version was composed using only those items that 

were applicable to all types of potentially traumatic events (PTE). 

In contrast to the CSE-20, the CSE-7 has a robust factor structure; factor structure and 

factor loadings were similar across study samples, indicating it measured the same construct 

across different PTE’s. These results offer strong support for cross-event construct validity of 

the CSE-7. Associations of the CSE-7 with posttraumatic stress symptoms showed the same 

pattern as with the CSE-20, indicating that the reduction in items did not diminish the scales’ 

power to predict posttraumatic stress. 

 

 

  



Chapter 2.1 Assessing perceived ability to cope with trauma 

 

 

33 

 

Introduction 

Coping self-efficacy (CSE) is the “perceived capability to manage one’s personal functioning 

and the myriad environmental demands of the aftermath occasioned by a traumatic event” 

(Benight & Bandura, 2004, p. 1130), a cognition strongly related to psychosocial functioning 

after exposure to potentially traumatic events (PTEs). CSE is a perception of being able to 

deal with all the consequences of the PTE and being able to resume one’s normal life. More 

specifically, this means trauma-related CSE is comprised of perceptions of being able to deal 

with reminders of the event, being able to deal with any negative emotions associated with the 

event, being able to employ active coping strategies, and being able to resume normal 

functioning (Benight & Bandura, 2004). Coping is to be interpreted in a broad sense, 

encompassing both behaviors and cognitions employed in an effort to effectively deal with the 

external (practical) and/or internal (emotional) demands of the event. The assessment of 

available coping options is not only dependent on which responses would be effective, but 

also on the individuals’ believed ability to employ these responses successfully (Lazarus & 

Folkman, 1984). Stress is the result of a mismatch between demands posed by a personally 

threatening event or its consequences, and the coping options to deal with this event and its 

consequences (Bandura, 1997; Lazarus & Folkman, 1984). Furthermore, CSE may affect the 

long-term stressfulness of a PTE by affecting the motivation to employ and sustain effective 

coping efforts; low levels of CSE are associated with avoidant coping strategies (Benight et 

al., 1999b). Finally, CSE may affect how existing (initial) stress reactions are perceived: the 

belief that one can relieve unpleasant emotional states whatever their source, makes them less 

aversive (Kent, 1987; Kent & Gibbons, 1987).  To sum up, CSE reflects the perceived level of 

ability to effectively deal with the event and its consequences, and determines appraisal of 

both the event itself and its consequences.  

Numerous studies have shown that higher levels of trauma-related CSE perceptions 

are consistently associated with lower posttraumatic stress symptoms, both concurrently and 

over time, across a wide range of traumatic experiences, including natural disasters, terrorist 

attacks, war/combat and motor vehicle accidents (Benight, Cieslak, Molton, & Johnson, 2008; 

Benight, Freyaldenhoven, Hughes, Ruiz, & Zoschke, 2000; Benight et al., 1999b; 

Luszczynska, Benight, & Cieslak, 2009). Because of its important role in posttraumatic 

recovery, the existence of a valid and reliable instrument to measure CSE in a wide range of 

PTEs can be a very useful tool in screening victims exposed to PTEs for risk of long term 

psychopathology.  
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Benight and colleagues (Benight et al., 2008; Benight et al., 2000; Benight, Ironson, & 

Durham, 1999a) developed several scales to measure CSE after  specific PTEs, such as 

hurricane CSE (Benight, Ironson, & Durham, 1999a) and domestic violence CSE (Benight, 

Harding-Taylor, Midboe, & Durham, 2004). For the Hurricane CSE measure internal 

consistency was high (alphas in two hurricane samples were above .90). Exploratory factor 

analysis showed that the measure was composed of a single factor assessed across two 

separate samples of hurricane survivors. One sample was composed of survivors of hurricane 

Andrew (1992, N=165) and the other of survivors of hurricane Opal (1995, N=63). For the 

two samples the explained variance for the one-factor structure was 52 and 60% respectively, 

with factor loadings of the separate items all higher than .60. Factor analysis in this study was 

limited to exploratory factor analyses (with principal components analysis). No confirmatory 

factor analysis, that is, testing the equivalence of the factor structure across different groups of 

victims, was performed to confirm the resemblance with the factor structure found in the 

original exploratory factor analysis. The Domestic Violence CSE measure provided similar 

results: a high internal consistency of .97 and a single factor found in an exploratory factor 

analysis (principal component analysis) explaining 56% of the variance. In this study a single 

sample of domestic violence victims (N=283) was assessed. Again, no confirmatory factor 

analyses were performed.    

Whereas these previous measures were specific to one particular type of event, more 

recently a more general trauma-related CSE scale was created to measure CSE relevant for 

victims of various PTEs (Benight, unpublished raw data, November 28, 2012). The existence 

of a general trauma-related CSE measure allows (mental) health care workers and 

policymakers to quickly screen an exposed population. Because large-scale (and small-scale) 

catastrophic events generally happen without warning and can have a variety of different 

consequences that are difficult to predict, often there is no pre-designed specific CSE measure 

that takes into account the variation in coping demands that is specific to each event. An 

additional benefit of a general trauma-related CSE measure is that its scores as well as its 

effect on posttrauma recovery can be compared across events. Because the impact and coping 

demands can vary widely across PTEs, a general trauma-related CSE measure needs to focus 

on a more essential, generic capacity of being able to deal with the demands of the aftermath 

of a PTE and of being able to resume daily life and normal functioning. Specific tasks like 

being able to clear debris, or being able to overcome specific feelings like anger or shame will 

not be relevant for all victims of PTEs (e.g. Amstadter & Vernon, 2008).  
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In order to develop such a general measure, the items with the strongest correlations 

across a number of studies testing CSE and traumatic stress adaptation were identified by 

Benight and colleagues (cf. Benight & Bandura, 2004; Luszczynska et al., 2009). After this 

process, 20 items were included (CSE-20). Internal reliability estimates across four initial 

samples were all above .93. Exploratory factor analyses demonstrated a single factor solution 

within each sample, explaining a range of variance from 50% to 63% (Benight, unpublished 

raw data, November 28, 2012). To date, the validity of the CSE-20 scale across different types 

of PTE has not been tested.  

 

The present study 

Original aim of the present study was to examine the psychometric properties and 

construct validity of the trauma-related CSE-20 among four samples of victims of PTEs. We 

assessed whether the concept of CSE has cross-event construct validity by examining if there 

was measurement equivalence across victims of different types of PTEs. This was tested 

among very different groups, with respect to the type of PTE experienced and the time that 

had passed since the event. The determination of measurement equivalence among these 

samples is a very strong argument for the wide applicability of the measure.  

Initial findings showed poor measurement equivalence of the CSE-20 across samples, 

indicating that the CSE-20 measures (slightly) different concepts after different PTEs (factor 

loadings across samples were not equal), and that the scale did not measure general trauma-

related CSE.  

Therefore, we screened the existing measure for items that might not apply across all 

types of PTE and all victims, followed by a selection of items that are relevant across all 

events and victims while still capturing the full scope of trauma-related CSE. We performed 

the same analyses on an abbreviated version of the trauma-related CSE scale. Finally, we 

compared the convergent validity of the two scales by examining their associations with 

posttraumatic stress symptoms. 

 

Materials and Methods 

Participants 

Respondents in the four samples in the present study were confronted with PTEs (see for 

details below). The PTEs were events where respondents, in accordance with the more or less 

shared criteria in the varying and changing criteria of PTSD in DSM III, III-R, IV and V, 
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were confronted with death, threatened death, or threatened serious injury (direct exposure or 

witnessing). However we did not assess the presence of PTSD (as a diagnosis) by PTSD 

symptom severity. 

Sample 1: victims of a fireworks disaster 

The first sample consisted of 514 adult residents affected by the Enschede fireworks 

disaster (response rate 54.8%). The disaster (May 13th, 2000) was caused by a massive 

explosion in a fireworks storage facility that destroyed a residential area. Survivors were 

assessed 2-3 weeks (T1), 18 months (T2), 4 years (T3) and 10 years (T4) post-disaster. CSE 

was assessed at T4 (2010). The study was approved by a medical ethical committee. All 

participants signed an informed consent form. Questionnaires were filled out on printed forms 

and online.   

Sample 2: Victims of various acute potentially traumatic events in the past two years  

The second sample was drawn from the longitudinal LISS-panel (Longitudinal 

Internet Studies for the Social sciences), a nationally representative sample of the Dutch 

population (for a full description of the panel and the procedure see Scherpenzeel, 2011). 

Informed consent was obtained during recruitment for the panel. The total sample of the 

current survey on trauma (April, 2012) comprised 5879 respondents (out of 7495 panel 

members who were approached, response = 78.4%). Panel members received and filled out 

the questionnaires online. In the case of more than one PTE, respondents were asked to focus 

on the most severe event. The research was approved by the MESS (Measurement and 

Experimentation in the Social Sciences) board of overseers. 

 Respondents of the LISS panel who were confronted with acute PTEs in the past two 

years, were administered the CSE scale (N=512). They were confronted with events such as 

intentional violence/threats, accidents, fires and property crimes. 

Sample 3: People who lost a significant other in the past 2 years 

The third sample was also derived from the trauma survey within the LISS-panel. This 

sample is composed of people who lost a significant other in the past two years (N=1325). 

There is no overlap between these two samples: all samples are exclusive. 

Sample 4: Burn victims 

The last sample consists of 169 burn victims (response = 69.4%), who were admitted 

to one of three burn centers in the Netherlands or one burn center in Belgium between April 

2010 and September 2012. The study was approved by an ethical committee. Patients were 
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invited to participate into the study by a local researcher. After providing written informed 

consent patients received printed questionnaires 2-4 weeks after the event. 

 

Measures 

The 20 item trauma-related CSE Scale developed by Benight (Benight et al., 2008; Benight et 

al., 2000; Benight, Ironson, & Durham, 1999a) was administered to assess CSE in all 

samples. For each item, respondents rated their perceived self-efficacy for dealing with 

different consequences of the PTE they experienced on a 7 point likert scale (e.g. ‘resuming 

normal life’; ‘dealing with frightening images or dreams about the event’; ‘being optimistic 

since the event’) (see Table 1). The scores range from 1 (‘I am completely incapable of’) to 7 

(‘I am perfectly capable of’). The original English version of the CSE scale was translated 

using a professional translation agency (Overtaal Language Services, Division of Transperfect 

Global HQ, London). Translation was performed in multiple rounds of forwards and 

backwards translations, using different Dutch and English native speakers to ensure the 

meaning of the translated items was exactly the same as in the original version.  

The 15 item Impact of Event Scale (IES) (Horowitz, Wilner, & Alvarez, 1979) was 

used to assess event-related posttraumatic stress symptoms among all samples. The construct 

validity and reliability of the Dutch version was proven to be acceptable across different 

traumatic experiences (Van der Ploeg, Mooren, Kleber, Van der Velden, & Brom, 2004). For 

samples 2, 3, and 4 in this study, 7 additional items from the IES-R (Weiss & Marmar, 1997) 

were included, measuring the hyperarousal symptoms of the third symptom cluster of 

posttraumatic stress disorder (APA, 2000). However, the original scoring system of the IES 

was retained (Cf. Pfefferbaum, et al, 2001; 2003). We call this expanded version the IESplus. 

We did not administer the total IES-R, because the items as well as the scoring system of the 

subscales intrusions and avoidance were revised and changed, disabling comparisons with 

previous research on trauma with the IES.  

 

Analysis  

Analyses were conducted in four subsequent steps, in addition to data screening. Data 

screening and exploratory factor analyses were conducted using SPSS 19 (IBM, 2010). We 

used AMOS 19 (Arbuckle, 1997) for multi-sample confirmatory factor analyses (Jöreskog & 

Sörbom, 1993). Maximum likelihood estimation was used to estimate the models. 
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Data screening 

Within all samples the CSE-20 scale showed similar and very high internal 

consistency (Cronbachs alphas in all samples were .97). The individual items of the CSE scale 

showed extreme negative skewness, violating the assumptions of normality. In order to deal 

with this violation of assumptions to conduct factor analyses, base-10 log-transformations 

were applied on the CSE-items. After this transformation, values of skewness (maximum -

1.553) and kurtosis (maximum value -1.494) were well within the values of univariate 

nonnormality that cause problems in CFA (Curran, West, & Finch, 1996; Muthen & Kaplan, 

1985). We used the transformed data in the following analyses.      

 

Step 1: Measurement equivalence of the CSE-20 

Exploratory factor analysis (principal axis factoring) was conducted to explore the 

factor structure of the CSE scale, using sample 1 as reference sample. Sample 1 was chosen as 

reference sample because it offered a relatively homogeneous sample, as this sample was 

exposed to the same event, and measurement was in the same timeframe since the event. 

KMO and Bartlett’s test were examined to assess the suitability of the transformed data for 

factor analysis. Kaiser’s criterion (Kaiser, 1960) and visual inspection of the Scree plot were 

used to examine the numbers of factors to retain for further analyses. Stevens’ (2002) 

guidelines for the strength of factor loadings with respect to sample size were followed, these 

are: for a sample size of 50, a loading of 0.722 can be considered significant, for a sample of 

100 the factor loadings should be greater than 0.512, for 200, greater than 0.364, for 300 it 

should be greater than 0.298, and for 600 greater than 0.21.   

We tested the hypotheses about measurement equivalence across the four samples by 

comparing the absolute fit of the different factor models with sample 1 (disaster) as the 

reference sample. An invariant pattern of factor structure and factor loadings in different 

samples is an indicator of construct validity (Devins et al., 1988). In order to test an 

increasingly strict level of measurement equivalence, the differences in absolute fit of 

consecutive hierarchical models were compared. When the difference in χ² values between 

two models is not significant, the hypothesis that the factor structure is similar is tenable 

(Jöreskog & Sörbom, 1993). In this study, our main interest was not in the absolute fit of the 

models, but in the fit of a model compared to other specified models. After all, we wanted to 

examine whether the instrument functions the same in diverse trauma exposed samples. 

However, in order to assure the final model fits the data well, and not just provide a model 



Chapter 2.1 Assessing perceived ability to cope with trauma 

 

 

39 

 

with bad fit that is marginally better than comparison models, we also investigated the 

Comparative Fit Index (CFI), the Tucker-Lewis Index (TLI), and the Root Mean Square Error 

of Approximation (RMSEA). Recommended cutoff values for the CFI and TLI are above .90 

(Hu & Bentler, 1999) and an upper value of .10 for the 90% CI for the RMSEA (Browne & 

Cudeck, 1993). In order to establish that the 20 items load on a single factor in all samples 

(Model A), we performed exploratory factor analyses on all confirmatory samples. If a single 

factor structure was found, with all items’ loadings higher than Stevens’ (2002) minimum 

values, equality of model A was assumed. 

The following hierarchical models were used in this study:  

(1) Model A, where the number of factors and the pattern of the factor loadings of the 

individual items with the factors were similar across samples;  

(2) Model B, with the additional constraint of equal factor loadings across samples added 

to model A;   

(3) Model C, with the additional constraint of equal error variances added to model B.  

 

Step 2: item selection for new scale 

Reliability analyses of the CSE-20 showed that removal of a number of items would not result 

in a significant decrease in the value of the reliability coefficient. No items were singled out 

as having a large individual impact on the Cronbachs Alpha of the scale, indicating some 

redundancy. Furthermore, among all samples all item-rest correlations were above .59. These 

results gave us no leads as to which items to remove. We found no literature on how to deal 

with this redundancy problem, other than highly data driven selection techniques that 

capitalize on chance. Using a data-driven selection has the added risk of forming a very 

narrow scale that does not measure the full width of the concept under study (Ziegler, 2014). 

We found no well-proven analytic strategy to build a brief version of a questionnaire using a 

selected set of items of an original questionnaire.  

Therefore, we decided to reexamine the individual items in the scale to select a limited 

number of items that were applicable to victims of all kind of PTEs as much as possible. 

Content-driven selection of items was performed with the goal of retaining a scale measuring 

the broad spectrum of functioning among victims of PTEs (dealing with reminders of the 

event, emotions associated with the event, being able to employ active coping strategies and 

being able to resume normal functioning). This content-based approach is the most sound 

from a theoretical perspective, because of its focus on the content-validity of the scale. 
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Furthermore, this method is not different from the normal procedure followed by researchers 

developing a new scale (Aiken, 1996; DeVellis, 1991) .  

Selection of items to be retained in the short scale was based on the following three 

criteria: minimizing item overlap, in case of overlap the most generically applicable item was 

selected; items had to be applicable for all victims of PTEs (applicable regardless of type of 

PTE and of specific coping styles of the subjects); and the items had to cover the entire 

concept of trauma-related CSE.  

The selection process was done by MB and PV in two phases. In the first phase the 

selection was done separately. In the second phase selections were compared and brought 

together in one final selection. After selection of these items, we re-performed exploratory 

factor analysis on the reference sample (sample 1) in order to investigate whether the selected 

items still measure a single underlying construct.  

 

Step 3: Measurement equivalence of the 7-item scale 

We reassessed measurement equivalence of the 7-item scale across the four samples 

with sample 1 (disaster) as the reference sample. The same procedure was used as in step 1.  

 

Step 4: Convergent validity 

Finally, we examined and compared the Pearson correlations between the CSE-20 

scale and the brief CSE-7 on the one hand, and the IES total and IESplus subscales on the 

other hand using the Fisher r-to-z transformation (Silver & Dunlap, 1987).  

 

Results 

Demographic information of the four samples and scores on the IES and IESplus are shown in 

Table 2. Anova’s showed that the mean age of participants and mean scores on the IESplus 

and its subscales of intrusion and avoidance were significantly different between samples. The 

proportion of men and women was also not equal between samples. Because age and gender 

were not related to CSE-20 or CSE-7 scores, we did not correct for these differences. Finally, 

scores on the CSE-20 were significantly dissimilar between samples, while scores on the 

CSE-7 were not. In order to establish robustness of the construct within our reference sample, 

we conducted additional EFAs and CFAs on randomly selected halves. Results showed full 

(scalar) measurement equivalence between the two halves of the reference sample, with both 

scales (results not shown). 
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Table 1. Items in the 20 item CSE scale 

Item no. Item wording 

1 Dealing with my emotions (anger, sadness, depression, fear) since the traumatic 

experience 

2 Dealing with the impact that the traumatic experience has had on my life 

3 Carrying on with my everyday life 

4 Talking about the traumatic experience 

5 Accepting what happened 

6 Finding meaning in what happened 

7 Controlling frightening thoughts about the traumatic experience 

8 Keeping persistent frightening images of the event under control 

9 Making sure I don’t have an emotional breakdown 

10 Dealing with thoughts about my own vulnerability 

11 Dealing with frightening images or dreams about the traumatic experience 

12 Not blaming myself in any way about what happened 

13 Being optimistic since the traumatic experience 

14 Supporting other people since the traumatic experience 

15 Keeping under control any thoughts that the traumatic experience will happen to 

me again 

16 Resisting any thoughts that I can no longer cope 

17 Seeking help from other people because of what happened 

18 Not taking out my anger on other people 

19 Being emotionally strong 

20 Not criticizing myself because of how I’m dealing with this  

Note: bold faced items are items retained in the CSE-7 
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Table 2. Descriptives  

Sample Sample 1 

Disaster 

(N=514) 

Sample 2 

Acute 

(N=512) 

Sample 3   

Loss 

(N=1325) 

Sample 4 

Burns 

(N=169) 

 

 M SD M SD M SD M SD 

Age** 42.38 13.75 43.34 17.53 50.85 17.5 40.15 8.59 

% male** 41.4  48  45.1  67.1  

IES total** 11.07 15.64 15.6 17.79 18.44 15.41 16.01 15.81 

IES plus * * 21.42 24.59 22.59 20.26 24.76 23.59 

IES avoidance**  4.68  7.96  7.04  8.58  6.17  6.79  8.08  8.05 

IES intrusion**  5.81  7.27  7.08  8.07 10.39  8.18  8.55  8.06 

IES hyperarousal * *  5.82  7.6  4.15  6.01  5.54  6.26 

CSE-20** 119.77 22.23 116 23.68 116.45 21.73 115.23 24.14 

CSE-7 41.78 8.21 41.13 8.16 40.72 776 40.52 8.49 

* Data not available ** Significant differences in mean scores (p <.05). 

 

Step 1: Measurement equivalence of the CSE-20 

Both the KMO measure of sampling adequacy (0.96) and the Bartlett test (χ2 (190) = 

9203.264, p < 0.001) indicated that there were distinct clusters of variables, signifying the 

data should yield distinct and reliable factors. Internal consistency of the scale based on the 

total 20 items (sample 1, disaster) was very high: Cronbachs Alpha = .97. Results from the 

exploratory factor analysis on the original CSE-20 scale among the reference sample (sample 

1) indicated a single factor structure, accounting for 64.06% of total variance, with an 

eigenvalue of 13.16. All factor loadings were well above Stevens’ (2002) recommended 

values (above .64).   

Model A was similar for all samples: a single factor was found in all confirmatory 

samples, explaining 59.6% to 66.4% of the variance. For these samples, all factor loadings 

were also above recommended values.   

Results of the tests of equality of factor structure and absolute fit measures for the 

models are summarized in Table 3. In each case, the factor structure of 1 confirmatory sample 

was compared with that of the reference sample (sample 1, disaster). The absolute fit indexes  
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Table 3. Tests of the equality of the factor structure of the 20-item CSE scale 

Model χ2 Total Df ∆ χ2 Df P 

 

CFI 

 

TLI 

 

RMSEA (CI) 

Sample 1 and Sample 2 (disaster and acute events)    

Model A 2495.698 340    .893 .867 .079 (.076-.082) 

Model B 2545.505 359 49.806 19 <.001 .891 .873 .077 (.074-.080) 

Model C 2636.920 379 91.415 20 <.001 .888 .875 .076 (.074-.079) 

Sample 1 and Sample 3 (disaster and loss)    

Model A 4464.465 340    .879 .851 .081 (.079-.083) 

Model B 4504.809 359 40.344 19 =.003 .878 .858 .079 (.077-.081) 

Model C 4600.167 379 95.358 20 <.001 .876 .863 .078 (.076-.080) 

Sample 1 and Sample 4 (disaster and burns)    

Model A 1690.508 340    .890 .864 .076 (.073-.080) 

Model B 1725.492 359 34.984 19 =.014 .888 .869 .075 (.071-.078) 

Model C 1909.772 379 184.280 20 <.001 .875 .861 .077 (.074-.080) 
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for the unconstrained and constrained models indicated that the models did not fit the data 

very well; all p values of the χ2 comparisons of the models were significant. For all models 

the values of the CFI and the TLI fell short of the recommended values recommended by Hu 

and Bentler (1999). The values of the RMSEA were acceptable, with upper values of its 90% 

CI all below .10 (Browne & Cudeck, 1993). These results indicate that the factor structure 

was not robust across samples exposed to different types of PTE, and that the constitution of 

the underlying concept of CSE as measured by the CSE-20 scale, was not the same across 

samples. 

 

Step 2: Item selection 

Content-driven item selection resulted in a final selection of 7 items (see Table 1). 

Since both MB and PV independently selected the same items, no further selection process 

was needed.  

Content overlap 

The following two item clusters showed considerable overlap: items 1, 9 and 19; and 

items 7, 8, and 11. Of the cluster 1, 9 and 19, item 19 is the most general and neutral; item 1  

specifies which emotions are indicated, and item 9 is a consequence which may only be 

relevant for those struggling to deal with intense emotions. Item 19 neither specifies which 

emotions are indicated, nor which effect they might have. Therefore, item 19 was retained. Of 

the cluster 7, 8 and 11, item 11 is the most general and neutral. Items 7 and 8 specify being 

able to control frightening thoughts and images, while item 11 only specifies being able to 

deal with them. This item implies that even while one continues to involuntarily experience 

frightening images (such as intrusive posttraumatic stress symptoms), one is able to cope with 

them. 

Non-generic items 

In the next step we excluded items 5, 6, 10, 12, 14, 15, 16, 18 and 20. Items 5 and 6 

can be useful in helping someone come to terms with a PTE. However, these items are related 

to a specific form of coping: Meaning-focused coping (Park & Folkman, 1997). While 

potentially an important coping mechanism, not all victims of a PTE will (need to) use these 

emotion-focused coping strategies (Frazier & Schauben, 1994). This can be a necessary 

component of coping for some, but not everyone may need to do this in order to cope. 

Furthermore, these items are influenced by the time elapsed since the event. A victim of a 

PTE is more likely to have given meaning to an event or accepted its occurrence in the longer 
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term. Therefore, these items may not be relevant for all victims. Item 10 may also not be 

relevant for all victims. A PTE does not necessarily entail threat or harm to the individual 

him- or herself. Witnessing harm to an infant for instance can be very distressing. So can 

experiencing the sudden loss of a loved one. Neither event will necessarily result in the 

victims experiencing increased thoughts about one’s own vulnerability. Item 12 may also not 

be relevant for all. Self-blame is not always an issue in the aftermath of a traumatic event, 

even among those who suffer from PTSD symptoms (Cox, Resnick, & Kilpatrick, 2014). Item 

16 also assumes that someone has specific thoughts: the thought that one cannot cope. Item 14 

was not included because this is not a necessary component of an individuals’ trauma-related 

CSE. While this externally oriented item might be an indicator of collective CSE, it is not one 

of individual CSE. Furthermore, an individual might have been incapable of offering support 

to others even before the event. Item 15 was not included because not all events are as likely 

to invoke the fear of recurrence. While a rape victim for instance might experience a high 

level of fear for the same thing happening again, this may be less relevant for someone who 

lost a spouse. Item 18 may only be relevant for those experiencing a high level of anger. 

While this emotion is certainly experienced by victims of PTEs, this is not always the case. 

And even for those who experience this emotion, externalizing by taking it out on others is 

not the only way of expressing it. Item 20, finally, does not give straightforward information 

on CSE: the item could be interpreted in several ways. On the one hand people who do not 

cope well could score low on this item, because they are aware of the fact they are not 

handling the event well. On the other hand, someone who is objectively coping rather well, 

but who is very self-crititical or perfectionist could still find fault in how he or she is handling 

the event. This item is therefore potentially influenced by other personal characteristics than 

CSE.  

 Generic items 

The items that we retained were items 2, 3, 4, 11, 13, 17 and 19. These items cover the 

entire concept of trauma-related CSE: dealing with reminders of the event (item 4 and 11), 

dealing with emotions associated with the event (item 19), being able to employ active coping 

strategies (item 17) and being able to resume normal functioning (items 2, 3 and 13). Internal 

consistency for this 7 item scale was high in all four samples, but not as high as for the CSE-

20: (sample 1: α = .93; sample 2: α = .93; sample 3: α = .92; sample 4: α = .90).  
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Step 3: Measurement equivalence of the 7-item scale (CSE-7) 

Exploratory factor analysis among the reference sample (sample 1, disaster) showed 

that the 7 selected items load on a single factor, explaining 64.96% of its variance, with all 

item loadings above .71. Exploratory factor analyses among the confirmatory samples all 

found a single factor as well, with explained variances ranging from 57.79% to 65.93%. In all 

samples, factor loadings were above .59. This confirms model A in all samples. In Table 4, 

results of the multi-sample confirmatory factor analyses are shown. Measures of overall 

model fit were good for all models. Results also show that for the confirmatory samples the 

factor structure was the same as in the exploratory sample 1 (disaster), with no significant 

differences in factor structure and factor loadings (model B). The additional constraint of 

equal error variances (model C) did result in significantly worse fitting models, indicating that 

while the factor structure is robust across samples, differences in the unexplained variances of 

the items exist.  

 

Step 4: Convergent validity 

The correlations between the original 20 item version and the 7 item version of the 

CSE scales with the total scales and subscales of the IESplus are shown in Table 5. Tests of 

equality of correlation coefficients showed that these correlations were not significantly 

different in strength for the original 20 item scale and the 7 item scale. This demonstrates that 

concurrent validity for the two different scales is similar; both being equally associated with 

levels of posttraumatic stress symptoms. 
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Table 4. Tests of the equality of factor structures of the 7 item CSE scale 

Model χ2 Total Df ∆ χ2 Df P CFI TLI RMSEA (CI) 

Sample 1 and Sample 2 (disaster and acute events)    

Model A 208.252 28    .965 .929 .079 (.069-.090) 

Model B 217.133 34 8.881 6 =.180 .964 .941 .073 (.063-.082) 

Model C 251.102 41 33.969 7 <.001 .959 .944 .071 (.062-.079) 

Sample 1 and Sample 3 (disaster and loss)    

Model A 297.615 28    .968 .936 .072 (.065-.080) 

Model B 308.236 34 10.620 6 =.101 .967 .946 .066 (.060-.073) 

Model C 344.782 41 36.546 7 <.001 .964 .951 .064 (.057-.070) 

Sample 1 and Sample 4 (disaster and burns)    

Model A 159.869 28    .958 .916 .083 (.071-.096) 

Model B 168.589 34 8.720 6 =.190 .957 .929 .076 (.065-.088) 

Model C 240.968 41 72.379 7 <.001 .936 .913 .085 (.074-.095) 
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Table 5. CSE scores and correlation with PSS 

 M SD IES IESplus Intrusions Avoidance Arousal 

Sample 1 Disaster        

CSE 20 item** 119.77 22.23 -.636 * -.615 -.593 * 

CSE 7 item**  41.78  8.21 -.657 * -.640 -.616 * 

Sample 2 Acute        

CSE 20 item** 115.97 23.67 -.505 -.527 -.476 -.486 -.514 

CSE 7 item**  41.13  8.16 -.472 -.494 -.436 -.459 -.484 

Sample 3 Loss        

CSE 20 item** 116.34 21.71 -.451 -.497 -.373 -.438 -.520 

CSE 7 item**  40.72  7.76 -.458 -.502 -.378 -.449 -.517 

Sample 4 Burns        

CSE 20 item** 115.23 24.14 -.600 -.639 -.592 -.596 -.619 

CSE 7 item**  40.52  8.49 -.614 -.659 -.608 -.610 -.650 

* Data not available ** means and standard deviations based on untransformed data. 
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Discussion 

In this study we examined the psychometric properties of two versions of a general 

trauma-related CSE scale using four samples exposed to varying types of PTEs. Results  offer 

some support for both the 20 item CSE (CSE-20) scale, and the 7 item scale (CSE-7). There 

were no great differences between these two versions in absolute model fit, nor in the 

associations with posttraumatic stress symptoms. However, the CSE-7 has the advantage of 

an identical factor structure across very different samples. This conceptual equivalence is 

necessary for the instrument to measure general trauma-related CSE across different samples. 

Since the goal of the scale is to measure event-related CSE for all those exposed to PTEs, 

revision of the total scale by selecting the most essential and generic posttrauma items that 

apply to all victims while still measuring the full spectrum of post-event functioning, was 

theoretically sound. Which events qualify as traumatic events is subject to debate (Cf. Rosen 

& Lilienfeld 2008). Different choices could have been made with regard to the type of events 

the trauma-related CSE-scale is aimed at. In addition, because selection of items in the CSE-7 

was based on their content rather than on statistical criteria, other researchers may have made 

a different selection. The samples were very different regarding both type of event 

experienced and time elapsed since the event.  There were also differences regarding the 

average severity of PTSS symptoms. The fact that the revised 7 item CSE scale (CSE-7) did 

demonstrate measurement equivalence across samples indicated that the underlying concept 

of general posttrauma CSE is constituted in a similar manner in the different samples. In order 

to ensure measurement equivalence among all samples, CFAs of the CSE-7 were repeated 

using the other samples as reference sample, offering similar results (data not shown, but 

available on request). These results offer strong support for cross-event construct validity of 

the CSE-7 scale.  

Furthermore, the ultimate goal of the CSE scale is to be able to predict posttraumatic 

stress reactions and recovery of victims of PTEs. Convergent validity of the CSE-7 was equal 

to that of the 20 item version; the correlations between the CSE-7 scale and the CSE-20 scale 

with (subscales of) the IESplus did not differ significantly. This indicates that the 7 item 

version has lost none of its associative power with posttraumatic stress symptoms. A 7 item 

scale that is able to predict these stress reactions as reliably as a 20 item scale is preferable for 

this puts fewer burdens on the victims.  

The fact that the additional constraints of model C (added constraint of equal error 

variances) led to significantly worse fitting models indicates that the factor structure is not 
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100% the same across samples, but is also affected by contextual influences. This signifies 

that comparisons of absolute or mean scores on the CSE-7 scale across different types of 

events should be interpreted with caution. Nevertheless, results demonstrated that the 

construct as measured by the CSE-7 is very similar for the very diverse types of PTEs 

experienced by the different samples in this study, demonstrating the validity of the 

underlying concept of general trauma-related CSE across victims of PTEs in our study, in 

contrast to the CSE-20.  

Some limitations and characteristics of the study need to be discussed. Because we 

only compared Dutch victims of PTEs, it is possible that, despite using forwards and 

backwards translations with English and Dutch native speakers, the meaning of the items in 

the scale might be different in the Dutch and the American setting. There might be some 

cultural differences involved. Therefore, future research is needed that will investigate the 

measurement equivalence of the scale across various similarly exposed samples in different 

countries. Examination of the correlations between the CSE scales and posttraumatic stress 

symptoms showed that whereas the 7-item measure performs just as well as the 20-item 

version, there are considerable differences between the samples. For the disaster and burn 

victim samples, the correlations with PSS were high, all above .59. Perhaps not surprisingly, 

the disaster group (for whom the event took place 10 years ago) had lower symptoms than the 

other samples. Yet even 10 years post-disaster, CSE remains strongly associated with 

symptom levels, corroborating the role of CSE even in the long term. For the sample 2 and 3 

(acute events and loss), these associations were lower, although still considerable. It is beyond 

the scope of this study to speculate on the reasons behind this last finding. It is important to 

note that the main focus of the article was the measurement equivalence of the scale across 

different PTEs. We used the associations with PSS as a proxy indicator of convergent 

validity. Other specific post-event mental health problems were not measured in all samples, 

and therefore not available for comparison. Further research is warranted to examine and 

compare the associations with other mental health problems among other more or less 

homogeneous samples confronted with PTE, since the impact may differ between events. 

An important strength of this study is that we compared the factor structure of the 

trauma-related CSE scale among groups of victims exposed to different kinds of PTEs. 

Additionally, there was also considerable variation in the time that had expired since the event 

before filling out the questionnaire. For sample 1 (disaster) assessment was 10 years post-

disaster, for samples 2 (acute) and 3 (loss) assessment was up to two years post-event, and for 
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sample 4 (burn victims) assessment was between 2 and 4 weeks after the burn event. This 

diversity enabled us to determine the degree to which the measure is universally applicable to 

victims of PTEs, regardless of either the type of PTE or the amount of time elapsed since the 

event.  

Although results from this study support the notion that the CSE-7 scale measures 

CSE common to those exposed to a wide range of PTEs, further confirmation of these results 

are necessary. Further validation of the CSE-7 in different groups of victims and among 

victims of PTEs outside of the Netherlands would offer further support for the external 

validity of the measure. Additionally, the predictive influence of CSE perceptions - measured 

by this general trauma-related instrument - on psychological recovery from PTEs should be 

investigated. Finally, more research is needed in order to determine whether certain cutoff 

points on the scale will be able to flag those at risk of severe posttraumatic stress or other 

mental health problems such as depression, generalized anxiety and substance use and abuse. 
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Abstract 

 

The mediating role of coping self-efficacy (CSE) perceptions between disaster-related 

posttraumatic stress symptoms (PSS) in the intermediate term (4 years postevent) and PSS in 

the long term (10 years postevent) were examined. Participants were 514 adult Dutch native 

residents affected by the Enschede fireworks disaster. The disaster (May, 2000) was caused by 

a massive explosion in a fireworks storage facility that destroyed a residential area. Multiple 

regression analysis and path analysis were used to examine the mediating role of CSE and 

whether the mediating role was the same for men and women. Age, education, disaster 

exposure, home destruction, optimism, and stressful life events were also taken into account. 

Regression analysis showed that the former variables were not associated with PSS at 10 

years postevent, in contrast to PSS at 4 years, and were therefore omitted from the path 

analyses. CSE assessed at 10 years postdisaster partially mediated the relationship between 

PSS at 4 and PSS at 10 years postdisaster. Post hoc multigroup analysis showed that this 

effect was significantly stronger for men, whereas the association between PSS at 4 and 10 

years postevent was stronger for women. PSS at 10 years postevent were better predicted 

among men (explained variance 59.5% vs 50.8%). 
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Introduction 

The adverse effects of disasters on mental health have been well documented (Galea, Nandi, 

& Vlahov, 2005; Norris, Friedman, et al., 2002; Rubonis & Bickman, 1991). Although intense 

stress reactions during the first days and weeks post-event are common, in most cases only a 

minority of those exposed will suffer from psychopathology in the long term. This, however, 

does not mean it is an insignificant minority. In their review, Galea and colleagues (2005) 

conclude that a decade after disasters 7%–25% of the exposed suffer from posttraumatic stress 

or posttraumatic stress disorder (PTSD). One of the most compelling questions in postdisaster 

mental health recovery is why some adult victims develop significant posttraumatic stress 

symptoms (PSS), whereas others do not. This matter has been the subject of a large number of 

disaster studies that examined a variety of predisposing, precipitating, and perpetuating risk 

factors for PSS (Neria, Nandi, & Galea, 2008). Even so, as Brewin, Andrews, and Valentine 

(2000) and Ozer, Best, Lipsey, and Weiss (2003) showed in their meta-analyses, the empirical 

evidence linking these factors to PSS has been inconsistent. Furthermore, none explained a 

substantial amount of the variance of PSS. A recent meta-analysis (Luszczynska, Benight, & 

Cieslak, 2009), however, demonstrated relatively large effect sizes for coping self-efficacy 

(CSE) perceptions in predicting PSS following collective trauma (r=−.55 to−.62). CSE is the 

“perceived capability to manage one’s personal functioning and the myriad environmental 

demands of the aftermath occasioned by a traumatic event” (Benight &Bandura, 2004, 

p.1130). This core belief promotes resilience to adversity by affecting the degree to which an 

event is perceived as threatening, the motivation to employ effective coping strategies, and the 

degree of rumination about the events. Conversely, stress is the result of the perception that 

current demands exceed the ability to master them (Bandura, 1986). The belief that one can 

exercise some degree of control over challenges faced in the aftermath of a disaster not only 

reduces distress in that moment, but is also a predictor of recovery, functioning as a mediator 

between symptoms at different time points (Benight & Harper, 2002; Benight, Ironson, Klebe, 

et al., 1999). The influence of CSE on longer-term outcomes from disasters is explained by 

the self-regulatory processes described in social cognitive theory (Bandura, 1986; 2001). In 

short, this framework proposes that psychological functioning is best understood in terms of a 

continuous bidirectional interaction between behavior, inner personal factors (cognitions), and 

the external environment. It stresses the adaptive nature of human behavior through internal 

and external feedback systems followed by self-reflection. People self-regulate by interpreting 

their own effectiveness in managing external demands. In posttraumatic recovery, this entails 
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an adaptation of CSE over time, as one reevaluates one’s behavior, coping responses, and 

level of PSS experienced. This continuous process will not only affect CSE, but also will link 

previous distress to subsequent CSE perceptions. If victims recover from their reactions to the 

disaster, their confidence in being able to cope with the emotional and psychological 

consequences and in their ability to resume normal life will be higher than if one has been 

unable to overcome intrusion and avoidance reactions several years after the event. Although 

disaster-related PSS at different time points are anticipated to be related, we argue that self-

appraisals of efficacy will be critical to consider when interpreting the nature and severity of 

distress experienced over time. CSE perceptions are the cognitive focal point contributing to 

subsequent PSS. Early postdisaster CSE judgments will be based on a radically different 

environmental interaction compared with 10 years postevent. Thus, in understanding longer-

term psychological outcomes, it is theoretically and practically important to consider current 

perceptions of CSE in coping with contemporary demands. The associations between CSE 

beliefs and post-event PSS has been solidly demonstrated in several studies across multiple 

types of trauma (Benight, Cieslak, Molton, & Johnson, 2008; Benight, Freyaldenhoven, 

Hughes, Ruiz, & Zoschke, 2000; Benight & Harper, 2002; Benight, Ironson, Klebe, et al., 

1999; Van der Velden, Van Loon, Benight, & Eckhardt, 2012). In these longitudinal studies, 

perceptions of self-efficacy early after the event explained 7%–26% of the variance in PSS 

after 1 year, after controlling for initial symptoms and other important factors (Luszczynska et 

al., 2009). In addition, findings suggest that the predictive value of CSE increases as time 

passes by, whereas for peritraumatic factors the predictive value decreases (Benight & 

Harper, 2002; Benight, Swift, et al., 1999). Most studies investigating the effect of CSE were, 

however, limited in the length of follow-up; most were limited to several months or at most 1-

year post-event. The aim of the present longitudinal study was to examine the mediating role 

of current CSE on PSS in the long term. We investigated whether CSE assessed at 10-years 

postdisaster independently contributed to changes in PSS between 4 and 10 years postdisaster. 

To date, the mediating effects of CSE on longer-term postdisaster PSS have not been 

investigated. Luszczynska and colleagues (2009) proposed that men may benefit more from 

stronger self-efficacy beliefs than women. Because men and women differ on a number of 

important postdisaster factors including prevalence of PTSD and other psychopathology, 

persistence of PSS (Breslau et al., 1998) and the use of coping strategies (Tamres, Janicki, & 

Helgeson, 2002), in combination with the empirical finding in the general stress literature that 

women not only appraise traumatic events with higher levels of threat, but also with lower 
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perceptions of control (Olff, Lageland, Draijer, & Gersons, 2007), it is reasonable  to examine 

whether gender moderates the relationship between CSE and posttraumatic distress. To our 

knowledge, no study has directly assessed this issue with regard to long-term recovery from 

posttraumatic stress and the role of CSE. To fill this gap, the present disaster study was 

conducted to assess whether CSE at 10-years postdisaster mediates the relationship between 

PSS at 4-years and at 10-years postevent, as well as possible differences between men and 

women, among Dutch native victims of the Enschede fireworks disaster (n = 514). We 

hypothesized that (a) CSE independently predicts PSS at 10 years when accounting for 

demographic characteristics (age, education), dispositional optimism, disaster experience, 

stressful life events, and PSS at 4 years; (b) CSE mediates the relationship between PSS at 4-

years postdisaster and PSS at 10-years postdisaster; and (c) the mediating effect of CSE on the 

relationship between PSS at 4- and 10-years postdisaster differs between genders. 

 

Method  

Participants and Procedure  

This study is part of a longitudinal study among adult victims of a fireworks disaster, which 

took place on May 13, 2000, in the city of Enschede in the Netherlands. Participants were 

assessed 2-to3-weeks(T1),18-months(T2),4-years(T3), and10-years (T4) postdisaster. The 

procedures concerning sampling and the characteristics of participants were described in 

detail earlier (Van der Velden, Yzermans, & Grievink, 2009). The current study is based on a 

subsample of 514 affected residents of Dutch origin (301 women and 213 men) who 

participated in at least three of these surveys (specifically Surveys 1, 3, and 4). Demographic 

variables and disaster exposure were assessed at Wave 1; other predictors and outcome 

variables were assessed at Waves 3 and 4. The only significant difference between responders 

and nonresponders at T4 was a higher proportion of men among dropouts (55.1% vs. 41.5%): 

PSS, degree of exposure, proportion whose home was destroyed, and education levels 

between responders and nonresponders were not significantly different at T1. For men, 41.2% 

had a primary education, 35.6% had a vocational education, and 23.2% had advanced 

vocational or university education. For women, the comparable figures were 37.3%, 34.6%, 

and 28.1%. 

Measures  

The 15-item Impact of Event Scale (IES; Horowitz, Wilner, & Alvarez, 1979) assessed PSS at 

all four waves. The construct validity and reliability of the Dutch version was proven to be 
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acceptable across different traumatic experiences (Van der Ploeg, Mooren, Kleber, Van der 

Velden, & Brom, 2004). Cronbach’s α for the IES total scores in the present sample ranged 

from .88 to .98 across the different waves in this study. In addition to the absolute score on the 

scale, we also assessed prevalence of heightened PSS levels using a cutoff value of 25, which 

is commonly used as an indicator of probable PTSD or clinically relevant levels of PTSD 

symptomatology (Chemtob, Thomas, Law, & Cremniter, 1997; Van der Velden, Van der 

Burg, Steinmetz, & Van den Bout, 1992).  

The 20-item self-efficacy measure developed by Benight and colleagues (Benight & 

Harper, 2002; Benight, Ironson, & Durham, 1999; Benight et al., 2000, 2008) was 

administered at T4 to assess CSE. Respondents rated their perceived efficacy with respect to 

the consequences of the disaster on 7-point scales (1=I am completely incapable of to 7=I am 

perfectly capable of) with items such as “resuming normal life,” “dealing with frightening 

images or dreams about the event,” and “being optimistic since the event.” Respondents were 

asked to answer the questions based on their current perceptions, not on recalled perceptions 

of CSE during or immediately after the disaster. The internal consistency of the CSE scale 

was excellent (α=.97).  

The 8-item Life Orientation Test (LOT; Scheier & Carver, 1985) was administered to 

measure dispositional optimism. Items are scored on a 4-pointscale (1 = strongly disagree to 4 

= strongly agree); four of the items are positively formulated and four negatively formulated 

(e.g., “I always look at the bright side of things”; “I seldom assume that something good will 

happen to me”). In this study, reliability of the scale (assessed at T3) was good (α=.82).  

Several demographic characteristics such as age, gender, and educational level were 

assessed at T1, as well as house destruction (single item). Disaster exposure was measured 

using a list of 21 disaster-related experiences (e.g., seeing the explosion, seeing injured 

victims, experiencing intense fear). Items were scored either yes or no, and degree of 

exposure was based on the total score. This sum score was divided into low (1 = 0 – 7 

experiences), medium ( 2 = 8 –13 experiences), and high exposure (3 = 14 or more 

experiences). Previous research has shown that disaster exposure as measured with this list is 

independently, but modestly associated with mental health problems up to 4-years post-event 

(Dirkzwager, Grievink, Van der Velden, & Yzermans, 2006; Van der Velden et al., 2006). At 

T4, the number of stressful life events (e.g., death of a loved one, robbery, sexual violence, 

severe traffic accident) experienced in the last year were also assessed, using an adapted 

version of a Dutch life-event scale (Van der Velden et al., 1992). 
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Data Analysis  

Multiple regression analyses were performed to examine which study variables were 

significantly associated with PSS 10-years post-event. Variables that were not significantly 

associated with PSS 10-years post-event were omitted from the next step of the analyses. To 

test the mediating effect of CSE on the persistence of PSS, in the next step path analysis was 

conducted in AMOS version 19 (Arbuckle, 1997) using full information maximum likelihood 

estimation. All the analyses were conducted with an α level of significance set at .05. Because 

examining the mediating effect of CSE between PSS at 4- and 10-years postdisaster was the 

main focus of this study, a simple model was chosen to provide a parsimonious test of 

mediation. Previous studies have used the same method (Benight et al., 2008, Benight, Swift, 

et al., 1999). This was further justified in the current study because the other variables 

considered in the regression analyses failed to independently contribute to PSS 10 years 

postdisaster. The proposed partial mediation model was compared to alternative models using 

nested models. These included (a) a model in which both PSS at 10-years postdisaster and 

CSE were caused by PSS at 4-years postdisaster, but CSE had no effect on PSS at 10 years; 

(b) a model where PSS at 4 years had no effect on CSE; and (c) a model in which the effect of 

PSS at 4 years and on PSS at 10 years was entirely mediated through CSE. Overall model fit 

was assessed using the comparative fit index (CFI), the Tucker-Lewis index (TLI), the 

normed fit index (NFI), and the root mean square error of approximation (RMSEA).Chi-

square tests were also reported. Using a combination of these different types of fit indices 

minimizes the risk of Type I and II errors (Hu & Bentler, 1999; Kline, 2005). Post hoc 

multigroup analyses were conducted to determine whether the model performed differently as 

a function of gender. This was done by first estimating the model freely for men and women 

separately. This unconstrained model was then compared to models in which the parameters 

were constrained to be equal across groups. It is possible to test specific hypotheses about 

group differences by constraining individual parameters and then comparing model fit 

(Farrell, 1994). 

 

Results  

Descriptive statistics of study variables are shown in Table 1, and the bivariate correlations in 

Table 2. In terms of having their home destroyed, 19.2% of men and 16.6% of women had 

had that experience. A significant minority was still experiencing heightened levels of PSS at 
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4-years postdisaster (21.9% of men and 20.3% of women) and even at 10-years postdisaster 

(17.7% of men and 14.8% of women, not shown in table). In this sample, men were 

significantly older than women, t(512) = 2.876, p = .004). PSS at 4-years and 10-years 

postevent, disaster exposure, CSE scores, dispositional optimism, and life-events did not 

differ between men and women. Multiple regression analyses showed that age, educational 

level, degree of exposure, home destruction, stressful life events, and dispositional optimism 

were not independently associated with PSS at 10 years and were therefore omitted from the 

path analysis, which showed this: men =R2 =.602, F(29, 886), p < .001; women = R2 = .459, 

F(22, 624), p < .001. Only PSS at 4 years and CSE at 10 years remained significant predictors, 

with higher CSE associated with lower PSS. For women, PSS at 4 years appeared to be a 

stronger predictor (β=.47, t=8.64, p < .001) than CSE (β=−.36, t=−6.59, p < .001), whereas 

for men CSE appeared to be a stronger predictor (β=−.54, t=−8.27, p < .001) than PSS at 4 

years (β=.32, t=5.09, p < .001). 

 

Table 1. Means and Standard Deviations for Disaster Victims  

 Men (n = 213) Women (n = 301) 

M / % SD M / % SD 

1. Age   44.53** 13.26   40.90** 13.93 

2. % Primary education 

    % Vocational education 

    % High vocational education/university 

  41.2 

  35.6 

  23.2 

   37.3 

  34.6 

  28.1 

 

3. Exposure   10.77   5.21   10.22   4.75 

4. % Home destroyed   19.2    16.6  

5. Stressful life events     0.47   0.92     0.52   0.82 

6. Dispositional Optimism at 4 years   22.91   3.46   22.92   3.61 

7. Coping self-efficacy at 10 years 119.00    23.13 120.41 21.66 

8. Posttraumatic stress symptoms at 4 years    13.69 16.84   13.15 16.46 

9. Posttraumatic stress symptoms at 10 years   11.54 15.63   10.75 15.70 

Note. *= p <.05 **= p <.01  
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Table 2. Pearson’s correlations for Disaster Victims  

 1 2 3 4 5 6 7 8 9 

1. Age - -.367*** -.147**  .080  .004 -.084 -.216***  .247***  .174** 

2. Education -.314*** - -.060 -.243***  .127*  .047  .202*** -.249*** -.182** 

3. Exposure -.187** -.025 -  .212***  .043 -.115* -.125*  .282***  .193*** 

4. Home destroyed  .020 -.180**  .193** - -.043  .137** -.214***  .181**  .101* 

5. Stressful life events  .051  .146*  .058 -.042 -  .049 -.020 -.025  .016 

6. Dispositional optimism at 4 

years 

-.182**  .194** -.073 -.094  .077 -  .407*** -.315*** -.281*** 

7. Coping self-efficacy at 10 

years 

-.265***  .192** -.143* -.242***  .079  .426*** - -.495** -.579*** 

8. Posttraumatic stress at 4 

years 

 .242*** -.259***  .126*  .163**  .010 -.343*** -.623*** -  .643*** 

9. Posttraumatic stress at 10 

years 

 .190** -.120*  .107  .110 -.042 -.359*** -.724***  .637*** - 

Note. *= p <.05 **= p <.01 ***= p <.001 (Intercorrelations men below the diagonal, women above the diagonal). 
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Mediational Model 

The proposed meditational model had an excellent fit: χ2(3) = 6.91, p = .08, CFI = .99, TLI = 

.97, NFI = .99, RMSEA = .050. These values are well above the cutoff values of goodness-of-

fit-indexes posited by Hu and Bentler (1999). Models fit-indices are shown in Table 3. Chi-

square difference tests indicated that all three alternative causal models provided a 

significantly worse fit to the data compared to the hypothesized model. The model accounted 

for 59.5% and 50.8% of the variance in PSS at 10 years for men and women, respectively. In 

the alternative model in which CSE had no effect on PSS at 10 years, only 40.8% and 40.5% 

of variance was explained. CSE explained an additional 18.7% of variance for men and 10.3% 

for women. Results supported the hypothesis that CSE mediates the relationship between PSS 

over a 6-year period. Because the model with no direct effect between PSS at 4- and 10-years 

postdisaster also provided a worse fit, and the direct relationship remained significant in the 

proposed model, CSE only partially mediated this relationship (Preacher & Hayes, 2004). 

 

Table 3. Model Fit Indices for Structural Models 

 χ2 χ2/df CFI TLI NFI RMSEA 95% CI 

Partial mediating model     6.91   2.3 .99 .97 .99 .05 [0.00, 

0.10] 

Full mediating model   97.39 24.35 .82 .47 .82 .21 [0.20, 

0.28] 

Model no effect CSE on 10 year 

PTS 

120.17 30.04 .78 .34 .78 .24 [0.25, 

0.33] 

Model no effect 4 year PTS on 

CSE 

175.37 43.84 .68 .03 .68 .29 [0.25, 

0.33] 

 

Post Hoc Multigroup Analysis 

To test whether the model performed equivalently for men and women multigroup post hoc 

analyses were conducted. The standardized direct effect of CSE in the model was −.55 for 

men and −.37 for women. The total standardized effect of PSS at 4 years and on PSS at 10 

years was .64 for both men and women. For men, the direct effect was .30 and the indirect 

effect through CSE was .34. For women, these were .44 and .19, respectively (see Figure 1). 

Results showed that the model did not function equivalently for men and women (see Table 

4). Importantly, the model where the indirect path was constrained did provide a worse fit 
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than the model with no equality constraints imposed. Therefore, results suggested that 

although CSE mediated the relationship between PSS at 4 and at 10 years among men and 

women, the mediating effect was stronger for men. The model with the direct effect 

constrained came very close to fitting significantly worse than the unconstrained model, χ2 

=3.8 (1), p=.51. This suggests that the direct effect of PSS 4 years and of PSS at 10-years 

postdisaster might be stronger for women than it is for men. 

 

 

 

 

 

 

 

 

 

 

 

Figure 1. Final path model showing standardized estimates for men (n = 213) and women (n 

= 301). Explained variance of PSS symptoms at 10 years: men: 59.5%, women 50.8%. 

 

Table 4. Nested Model Comparisons Assuming Model with No Constraints to be Correct 

Structural models χ2 χ2/df P CFI TLI NFI RMSEA 95% CI 

Indirect effect constrained  6.06 3.03 .048   .99 .95 .99 .06 [0.01, 0.12] 

Direct effects constrained 3.80 3.80 .051 1.00 .94 .99 .07 [0.00, 0.16]  

 

Discussion  

The aim of this study was to examine the role of CSE in understanding PSS in the long term. 

Previous studies demonstrated the effect of CSE on PSS, but this is the first study to 

investigate the effect 10-years postdisaster. Our findings offer support for our hypothesis that 

current CSE perceptions make an important and independent contribution to PSS 10-years 

postdisaster. Other risk factors often found to be associated with posttraumatic stress after 

disaster exposure failed to independently contribute to PSS 10-years post disaster in our 

model. We did not include other potential predictors of PSS, such as personality factors, work 

Coping Self-Efficacy 

10 years 

PSS 4 years PSS 10 years 

 

e

e
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stress, and family functioning. It is possible that these or other factors are of influence. The 

results of this study also offered support for our hypothesis that CSE partially mediated the 

relationship between PSS at 4- and at 10-years postdisaster. These results extend prior 

findings of the importance of CSE in postdisaster recovery in the short- to mid-term (Benight 

& Bandura, 2004; Benight et al., 2008; Luszczynska et al., 2009) by demonstrating that the 

cross-sectional effect of CSE on PSS remains strong even 10-years postdisaster. Perceptions 

related to being able to effectively cope with the practical and psychological consequences of 

a disaster, even 10 years later, are important in understanding longer-term psychological 

outcomes. An additional aim of this study was to examine whether the effect of CSE is the 

same across gender. As far as we know, this is the first study to test the differential gender 

effect of CSE related to persistence of PSS. Christiansen and Elkit (2008) did investigate 

whether common risk factors predicted PSS differently for men and women, but they did not 

assess the persistence of PSS, nor did they include CSE in their analysis. Luszczynska and 

colleagues (2009) were the first to hint at a possibly stronger effect of CSE among men. 

Results of the current study showed that whereas CSE mediates the influence of PSS at 4 

years after the disaster on symptoms 10-years postdisaster for both men and women, this 

effect was significantly stronger for men. As such, our results support the hypothesis that the 

mediating effect of CSE on the relationship between PSS at 4and at 10-years postdisaster 

differs between men and women. Although many disaster studies literature report higher 

prevalences of PSS among women (Galea, Nandi, & Vlahov, 2005; Norris, Foster, & 

Weisshaar, 2002; Rubonis & Bickman, 1991), we did not find a significant difference in PSS 

between men and women for any of the four time points (first two time points not reported 

here).This finding is not unique, however; for instance, Stuber, Resnick, and Galea (2006) 

found no gender differences in event-related PTSD in contrast to life-time differences in 

PTSD following the September 11, 2001 (9/11) attacks. Interestingly, they found that women 

more often suffered from higher arousal, not examined in the present study, than men. Our 

findings suggest that the gender effects in postdisaster psychological outcomes are complex 

and require further theoretical and empirical exploration. Despite the lack of differences in 

PSS, men and women did differ in the effect of CSE on PSS. This suggests that for men the 

perceived ability that they can cope with the situation at hand is of greater importance in 

recovery from PSS, whereas for women there might be other factors involved. In fact, the lack 

of differences in PSS makes the interpretation of the different effect of CSE across gender 

more straightforward; it is clear that the differing effect of CSE is not due to any moderating 
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effect of different levels of PSS. Possibly, other factors add to the prediction of PSS for 

women. For instance, Saxe and Wolfe (1999) suggest that relationships are more important 

for women in coping with stress than they are for men. These relationships are thought to 

influence women’s identity and sense of self and may impact their stress reactions. Future 

research needs to explore whether other factors such as having to care for others or the strain 

on social support networks, are more important in posttraumatic recovery after disasters 

among women and may act as unexplored moderators interacting with the effect of CSE. 

Further research is also needed to investigate whether the differential gender effect of CSE is 

also present in the short and midterm. There are some methodological limitations in this study 

that need to be addressed. CSE was only assessed 10-years postdisaster and we have no 

follow-up after the fourth wave. Understanding whether CSE is stable over time and/or 

whether change in CSE has important predictive explanatory power on PSS, is important for 

future studies to consider (Benight et al., 2008). Indeed, Benight et al. (2008) found that levels 

of CSE as well as changes in CSE were important predictors for recovery following 

automobile accident trauma; that study, however, followed participants for only 3 months. 

Thus, the present findings should be interpreted with caution due to the limits of causal 

interpretation. Additionally, it is possible that individuals experience other potentially 

traumatic events or stressful life events. Although earlier research has shown that stress 

sensitivity as a result of the disaster disappeared over time (Smid et al., 2011), we did assess 

stressful life events because it was unclear whether the effects of stressful life events might be 

curvilinear. As described, this variable failed to contribute independently to current PSS, 

again indicating that previous PSS and current CSE perceptions are far more important (cf. 

Smid et al., 2011). Another limitation of this study is that external validity may be limited due 

to the selection process. Participation was voluntary and self-selection may have led to bias. 

Earlier studies assessing the effect of self-selection and attrition in this study (Grievink, Van 

der Velden, Yzermans, Roorda, & Stellato, 2006;  Van den Berg, Van der Velden, Stellato, & 

Grievink, 2007) found that although there were some differences between respondents and 

nonrespondents, this did not lead to significantly biased prevalence rates of physical and 

psychological problems. External validity may also be limited due to the fact that this study 

investigated the psychological aftermath of a particular (human-made) disaster. Support for 

generalizing the results of this study, however, is offered by Benight and Bandura (2004), 

who reviewed studies investigating CSE, providing evidence of the pivotal role of CSE in 

posttraumatic recovery across a wide variety of potential traumatic events. A further possible 



Chapter 3.1 Coping self-efficacy and PSS 10 years postdisaster 

 

70 

 

limitation of this study was that PSS were assessed using self-report measures versus a 

standardized clinical interview. Because PSS in this study was assessed using self-report 

measures at all time points, the changes in PSS severity over time or lack thereof are most 

likely reflecting actual changes. Furthermore, the IES assesses symptoms in the previous 

week, minimizing possible recall bias. This study also has important strengths. The long-term 

follow-up allowed for monitoring changes in PSS for a full decade after exposure. Another 

methodological strength of this study was that theoretically relevant alternative models were 

tested, which is essential because multiple models that fit the data equally well may exist 

(Weston & Gore, 2006). The longitudinal design of this study in combination with theoretical 

and empirical endorsement from the literature provides strong support for the proposed 

model. Another strength of this study is the use of continuous symptom measures, allowing 

for a more detailed insight into symptom development compared to dichotomous or 

categorical measures. Present findings provide additional support for the importance of CSE 

in postdisaster recovery even in the long term, suggesting that the assessment of CSE may 

help in understanding victims’ PSS even 10 years after the disaster. 
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3.2 Coping with burns: The role of coping self-efficacy in the recovery from 

traumatic stress following burn injuries 
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Abstract 

We conducted a three-wave prospective study among patients with burns (N=178) to examine 

the prospective influence of coping self-efficacy (CSE) perceptions on trajectories of 

posttraumatic stress symptoms in the first 12 months after burn injuries. Using linear growth 

curve modeling, we corrected for demographics, the number of surgeries during initial 

admittance, trait coping styles, and changing levels of health-related quality of life (HRQOL). 

CSE during initial admission was by far the strongest predictor of both initial PTSD 

symptoms and degree of symptom change with higher CSE levels associated with lower 

initial symptoms and a steeper decline of symptoms over time. Of the other vairablesnly 

avoidant coping associated was with higher initial symptom levels, and only emotional 

expression associated with greater rate of recovery. Current findings suggest that CSE plays a 

pivotal role in recovery from posttraumatic stress after a burn injury, even when the role of 

burn-related impairments is taken into consideration. Implications of findings are discussed. 
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Burn survivors are at risk to suffer from severe long-term psychological problems (Fauerbach 

et al., 2007; McKibben et al., 2009). Symptoms of Acute Stress Disorder (ASD), 

Posttraumatic Stress Disorder (PTSD), anxiety, depression, as well as delirium and problems 

with sleeping and frequent nightmares are commonly experienced in the aftermath of severe 

burn injuries (Davydow et al., 2009; Thombs et al., 2006). However, as observed after other 

potentially traumatic events, PTSD prevalence tends to decrease over time among burn 

survivors. Around 10% continue to suffer from chronic PTSD and about 15% from sub-

threshold symptom levels at 12 months postburn (Dyster-Aas et al., 2008; Van Loey et al., 

2008). Despite extensive research into risk- and protective factors associated with post-burn 

mental health (Sareen et al., 2013), it is still not completely understood why many survivors 

will recover from clinically relevant stress levels whereas others will maintain high traumatic 

stress symptom levels, and it remains difficult to predict who will exhibit which pattern of 

psychological recovery over time.  

Coping self-efficacy (CSE), the perceived capability to effectively deal with 

posttrauma recovery demands, has been shown to have a strong protective effect in other 

trauma populations (Luszczynska et al., 2009). CSE perceptions have been found to positively 

influence both immediate and long-term stress levels after exposure to very diverse traumatic 

events such as disasters, terrorist attacks, motor vehicle accidents, combat and domestic 

violence. In longitudinal studies, CSE perceptions accounted for 8% to 27% of the variation 

in PTSD symptoms over and above the effect of previous symptom levels (e.g. Benight et al., 

2004; Bosmans et al., 2013; Luszczynska et al., 2009).  

CSE affects the stressfulness of traumatic events in three ways. First, CSE perceptions 

affect the degree to which an event is perceived as threatening resulting from the perceived 

balance between coping abilities, coping demands, and the potential harmfulness of the event 

(Bandura, 1997). Second, CSE perceptions may influence the motivation to employ coping 

strategies as well as the type of strategies that are considered because of its influence on the 

expected outcomes of behavior (Bandura et al., 1969; Bandura et al., 1985). And third, CSE 

affects the degree to which (initial) PTSD symptoms are perceived as stressful; it determines 

the perception of control over disturbing thoughts and emotions (Kent, 1987; Kent & 

Gibbons, 1987). CSE can also be seen as the essential step in Lazarus and Folkman’s 

transactional model of stress and coping (Lazarus & Folkman, 1984): it determines secondary 

appraisal (evaluation of coping options) and thereby the actual coping efforts employed, since 

the only viable coping options are those that the individual perceives as within ones 
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capabilities. Previous research has shown that CSE has a positive influence on the use of 

effective coping strategies (Benight et al., 1999b). In sum, CSE reflects the perceived level of 

capability to effectively deal with the event and its consequences, and determines appraisal of 

the event and its consequences.  

Appraisals of the trauma and its consequences play a central role in the cognitive 

model of PTSD developed by Ehlers and Clark (2000). According to this model, individuals 

with PTSD have appraisals that create a sense of current threat, either external (e.g. the world 

as a dangerous place) or internal (e.g. views of one’s self as incompetent or unworthy). The 

perceived threat induces cognitive and behavioral responses that can be either adaptive or 

maladaptive. Whereas repeated emotional expression may facilitate the processing of the 

event by habituation and reduction of perceived threat, avoidance may be a strategy that is 

helpful on the short term but interferes with processing of the event and therefore prevents 

change (Ehlers and Clark, 2000; Ehlers et al., 2006). Previous research among burn victims 

has shown that the coping style avoidant coping was associated with worse (mental) health 

outcomes, while active coping and seeking social support were associated with better (mental) 

health outcomes (Amoyal et al., 2011; Bryant, 1996; Kildal et al., 2005; Lawrence & 

Fauerbach, 2003; Ptacek et al., 1995; Willebrand et al., 2004). 

Besides the psychological impact, patients with burns are typically faced with physical 

trauma that has been shown to affect long-term functioning. The physical problems patients 

with burns are confronted with can be significant and form an important factor across the 

whole recovery process. Burn events can be psychologically traumatic because of life threat, 

horrible images at the scene, and witnessing large skin damage. During the acute phase 

painful wound dressing changes and painful exercises to prevent stiffening of joints and skin 

contractures can place a heavy toll on the patient.  But also after hospitalization scar 

contractures continue to challenge the physical recovery process in which the patients has to 

integrate body image change and sometimes has to deal with functional impairments 

(Esselman et al., 2006; Fauerbach et al., 2002; Thombs et al., 2008). Furthermore, burn 

survivors may suffer from chronic pain (Schneider et al., 2006), which is often comorbid with 

PTSD symptoms (Asmundson et al., 2002). This association may be due to shared 

vulnerability for development of pain and PTSD, or due to mutual maintenance, whereby pain 

and PTSD exacerbate each other (Asmundson et al., 2002).  

A composite measure of physical and psychological health is Health Related Quality 

of Life (HRQOL). Overall, burn survivors have lower levels of HRQOL and higher levels of 
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emotional distress than the general population (Stavrou et al., 2014). Despite lower average 

HRQOL levels however, there is evidence for satisfactory levels among burn survivors 

including among those with severe injuries; in most but not all domains they return to norm 

levels (Anzarut et al., 2007; Stavrou et al., 2014; Van Loey et al., 2012). Of note, HRQOL 

trajectories have been found to be negatively influenced by acute PTSD/traumatic stress 

symptoms following a burn event (Fauerbach et al., 1999; Renneberg et al., 2014; Van Loey 

et al., 2012). Moreover, while there is significant improvement in HRQOL over time, patients 

reporting higher initial levels of PTSD symptoms showed a significantly lower improvement 

over an 18-month period (van Loey et al., 2012). Both the psychological and physical 

problems, including pain, are important components of HRQOL and may affect CSE in the 

aftermath of a burn injury.  

 Previous studies have demonstrated the central role of CSE in recovery from trauma. 

At this time however, it is unknown whether CSE is also important in psychological recovery 

among burn survivors who may have to deal with long-term functional problems. A relevant 

question arises as to whether CSE assessed in the acute phase after the burn event where the 

healing process takes a heavy toll, would be predictive for the recovery from traumatic stress 

symptoms. The feeling of control which is central to CSE may be influenced by the physical 

state shortly after the burn event. Nevertheless, the early identification of individuals that are 

able to cope with the trauma is of clinical importance as they may need a different kind of 

support during recovery. 

The primary aim of this study was to examine the influence of CSE perceptions on 

trajectories of PTSD in the first 12 months after burn injuries taking into account the changing 

level of HRQOL. We hypothesized that CSE contributes independently on the course of 

PTSD symptoms among burn survivors. For this purpose we conducted a three-wave 

prospective study among patients with burns admitted to burn centers in the Netherlands and 

Belgium. We corrected for demographics, the number of surgeries needed during initial 

admittance, trait coping styles and changing HRQOL levels. Unique in this study is that we 

examined not only PTSD trajectories, but also take into account the effect changes in HRQOL 

have on PTSD symptom levels over time. 
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Methods 

Sampling and procedure 

The results of this study are part of a larger study among patients with burns in the 

Netherlands and Belgium. The study included 215 patients who were admitted to one of five 

burn centers in the Netherlands or in Belgium between May 2010 and September 2012. A 

total of 339 patients met the inclusion criteria of which 84 declined participation and 40 could 

not be invited according to the study schedule and 215 signed informed consent (63%); 178 of 

which provided valid scores on the outcome variable at T1, comprising the final sample 

(individuals with missing values on the PTSS scale at T1 were excluded). The 124 patients 

not included did not differ from the 215 included patients on age, gender, and length of stay in 

hospital but they had a higher total body surface area burned (t = -2.599, df = 328, p = 

.01).  The study was approved by an ethical committee in the Netherlands and in Belgium. 

Patients were invited to participate into the study by a local researcher. After providing 

written informed consent patients received printed questionnaires 2-4 weeks (T1), 6 months 

(T2) and 12 months (T3) after the event. 

Of the 178 respondents who provided valid scores on the outcome variable at T1, 48 

dropped out. Non-response analyses showed that full respondents and those who dropped out 

differed on two variables. Dropouts were younger (mean age 36.23 and 42.75 respectively, 

t(176) = -2.53, p = .012), and scored lower on the coping trait seeking support (1.96 and 2.15 

respectively, t(107.88) = -2.046, p = .043). 

 

Measures 

PSTD symptoms 

To examine event-related PTSD symptoms at T1, T2 and T3, we used the original 15-

item IES (Horowitz et al., 1979) and the 6 hyperarousal items of the Impact of Event Scale-

Revised (IES-R, Weiss & Marmar, 1997). The symptom clusters are related to a specific 

traumatic event. The original scoring system of the IES was used, however. We will call this 

version of the IES(-R) the IESplus. This approach has been used in previous research (cf 

Pfefferbaum et al., 2000; 2002; 2003), and has the benefit of comparability with results 

obtained using the original IES, while still allowing for the measurement of all three symptom 

clusters of PTSD. The construct validity and reliability of the Dutch version of the IES was 

proven to be acceptable across different traumatic experiences (Van der Ploeg et al., 2004). 
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Cronbach’s alpha's for the IESplus total scores in the present sample was high at all waves 

(.94, .96 and .96 respectively). Scores on the IESplus range from 0 to 105. 

Coping Self-Efficacy 

The 7-item coping self-efficacy measure (CSE-7, Bosmans et al., 2014) was 

administered at T1 to assess trauma-related CSE. This scale is based on a 20-item trauma-

related scale developed by Benight and colleagues (Benight et al., 1999a; Benight et al., 

2004). The CSE-7 has a robust factor structure across very different types of PTEs, making it 

especially suitable for use in populations with mixed trauma exposure (Bosmans et al., 2014). 

For each item, respondents rated their perceived efficacy on dealing with different 

consequences of the disaster on a 7-point scale (e.g. ‘resuming normal life’; ‘dealing with 

frightening images or dreams about the event’; ‘being optimistic since the event’). Possible 

scores range from 7 (lowest self-efficacy) to 49 (highest self-efficacy). In this study, the 

internal consistency of the CSE scale was high (.88).  

Health-related Quality of Life 

 The Euroqol-5D-3L (Brooks, 1996) was used to assess health-related quality of life at 

T1, T2 and T3. The Euroqol-5D measures health state on 5 dimensions: mobility, self-care, 

usual activities, pain/discomfort, and anxiety/depression. Each dimension is rated on a 3-point 

scale, from no problems to severe problems. A summary score, transforming these five 

dimensions into one score, was calculated using a scoring algorithm based on empirical 

valuations from the UK general population. The summary score can range from 1 (full health) 

to 0 (for death) (Dolan, 1997). The scale showed to be useful in burn populations (Oster et al., 

2009).  

Coping styles 

 The UCL-B (Utrecht Coping List Brief) was used to assess general trait coping styles 

at T1. This 26-item scale assesses 7 different coping styles: emotional expression, seeking 

social support, active coping, avoidance coping, palliative reactions, soothing thoughts and 

wishful thinking, and depressive reactions (Storsbergen, 2004). The scale is a shortened 

version of the original UCL (Schreurs & van de Willige, 1988). The scale was shown to have 

sufficient internal consistency and high test-retest reliability (Schreurs et al., 1993). The 

coping styles which have been shown to be most relevant for recovery after trauma among 

burn victims (Amoyal et al., 2011; Bryant, 1996; Kildal et al., 2005; Lawrence & Fauerbach, 

2003; Ptacek et al., 1995; Willebrand et al., 2004) were included in the analyses: active 

coping (eg. coming up with several options to solve a problem), seeking social support (eg. 
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sharing your concerns with someone), avoidant coping (eg. avoiding difficult situations) and 

emotional expression (eg. letting ones annoyance show). In this study, the internal consistency 

of most of the subscales were good (active coping: .88, seeking social support: .85, avoidant 

coping: .67, emotional expression .70).   

 

Statistical Analyses  

In order to examine the influence of CSE at admission and changing HRQOL levels 

on trajectories of PTSD among burn patients in the first 12 months after admission, we used 

linear growth curve modeling (LGM) with time-invariant and time-varying covariates using 

Mplus 6.1 (Muthen & Muthen, 2007, p 114-115). A number of consecutive models were 

estimated. As a first step, the linear growth curve model for PTSD levels (Model 1a) was 

estimated. In order to determine the shape of the curve (linear or quadratic), a quadratic time 

term was added (Model 1b). Time points for the slope factor were set at 0, 6 and 12, reflecting 

a linear growth model with 6 month intervals between measurements. In the next step, the 

time varying predictors (HRQOL levels) were added (model 2), in effect correcting for the 

influence of their changing levels. Finally, CSE perceptions during initial admission and the 

time-invariant covariates were added to the model (Demographics (age, gender), number of 

surgeries and coping styles). Only the significant covariates shown in Table 3 have been 

estimated. Non-relevant and non-significant covariates were constrained to equal 0 for 

parsimony. For full information on correlations between variables in the model see Table 4. 

Mplus version 6.1 (Muthen & Muthen, 2007) was used to estimate the models. Maximum 

Likelihood estimation with Robust standard errors (MLR) estimation was used because of the 

high number of variables in the model with non-normal distributions. This robust full 

information maximum likelihood estimator provides a robust χ² test (Kaplan, 2008).  Because 

MLR was used to estimate the models, χ² values reported are Santorra-Bentler scaled (mean-

adjusted), where the chi-square statistic is divided by a scaling correction. Since LGM is 

robust to unequal numbers of observations across time (Chin et al., 2009), cases with missing 

observations on T2 or T3 remained in the analyses. Model fit was evaluated using the 

Comparative Fit Index (CFI) the Tucker-Lewis Index (TLI), and the root mean square error of 

approximation (RMSEA). The criteria for good model fit proposed by Hu and Bentler (1999) 

were used: CFI and TLI >.90 and RMSEA < .08. 
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Results: 

Sample characteristics 

Descriptives for the sample are shown in Table 1. Average PTSD symptom levels 

declined over time, while HRQOL levels increased substantially over time, especially 

between T1 and T2.  

 

Table 1. Descriptives 

 M/% SD 

Age 40.99 15.48 

Gender (male) 66.3%  

Number of surgeries (0) .70 .71 

CSE 40.38 8.26 

Coping: emotional expression 1.78 .70 

Coping: seeking social support 2.10 .63 

Coping: active 2.64 .67 

Coping: avoidant 1.79 .53 

HRQOL at T1 .56 .34 

HRQOL at T2 .85 .20 

HRQOL at T3 .87 .21 

PTSD at T1 25.57 23.24 

PTSD at T2 21.10 23.46 

PTSD at T3 17.00 22.19 

  

Latent growth curve analyses 

The simple latent growth curve model (Model 1a) had good overall fit: χ² (1, N = 178) 

= .000, p =.988, CFI = 1.000, TLI = 1.045, RMSEA = .000 (CI .000-.000). Results indicated 

that PTSD symptoms decreased over time, with an estimated mean at T1 of 25.56 and a 

significant decline in symptoms over time (-.682, Z = -4.586, p < .001). Additionally, there 

was significant variance in both the intercept (Di=399.429, CI= 325.093-473.765, p <.001) 
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and the slope of PTSD symptoms (Ds=3.04, CI= 2.007-4.073-, p =.003), indicating individual 

differences in both initial symptom levels and in change over time. The significant and 

negative F(1, 178) = -12.188, p =.056
1
) covariance between the intercept and slope indicates 

that those who score high on initial PTSD symptom levels tend to have a lesser degree of 

decline in symptoms over time. The shape of the slope (linear or quadratic) was tested by 

adding a quadratic slope factor to the model (Model 1b). Results of this model showed that 

the slope is linear. The quadratic slope factor was therefore not included in Models 2 and 3. 

 Adding the time-varying HRQOL levels to the model (Model 2) resulted in a model 

with good fit: χ² (7, N = 178) = 10.702, p =.044, CFI = .966, TLI = .927, RMSEA = .077 [CI 

.013-.134]. Higher levels of HRQOL were associated with lower PTSD symptom levels, with 

the association becoming stronger with each measurement (T1: β = -.25 Z = -3.442, p = .001; 

T2: β = -.45 Z = -3.827, p < .001; T3: β = -.65 Z = -6.461, p < .001).  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 1. Final model 
                                                           
1
 Tests of significance of paths in the model were 2-sided. 
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The final model which included CSE, coping styles, demographics and burn severity 

measured at T1 (Model 3, see Figure 1) also had good overall fit χ² (54, N = 178) = 80.238, p 

=.001, CFI = .881, TLI = .921, RMSEA = .062 [CI .039-.083]. Results (see Table 2) show 

that 26.2% of variance in individual development of PTSD symptoms was explained in the 

model. Of the predictors, CSE is negatively associated with initial PTSD symptom levels (β = 

-.67 Z = -8.287, p < .001), and avoidant coping is positively associated with PTSD levels (β = 

.144 Z = 1.940, p = .052
2
). None of the other demographic variables, number of surgeries, nor 

the remaining coping styles are significantly related to initial PTSD levels. When we look at 

the development of PTSD symptomatology over time, only CSE (β = .46 Z = 4.558, p < .001) 

and emotional expressive coping (β = .13 Z = 2.002, p = .045) have a significant impact on 

the slope of symptoms, with higher levels of CSE and higher levels of emotional expression 

associated with a greater slope of recovery. In other words, when correcting for 

demographics, number of surgeries and coping styles, only CSE perceptions and emotional 

expressive coping independently affect the rate of decline in PTSD symptoms. After adding 

the time-invariant predictors to the model, HRQOL at T1 is no longer significantly associated 

with PTSD symptom levels. For covariates in the final model see Table 3. 

  

                                                           
2
 Tests of significance of paths in the model were 2-sided. 
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Table 2. Main effects within final model 

Model  Estimate S.E Β 

Time-varying 

factors 

HRQOL T1 -.364 4.112 -.005 

 HRQOL T2*** -25.584 5.450 -.227 

 HRQOL T3*** -49.974 9.457 -.575 

Intercept Age -.125 .086 -.094 

 Sex¹ .989 2.950 .023 

 Surgeries .029 2.075 .001 

 Active coping -.720 2.014 -.023 

 Avoidant coping* 5.618 2.896 .144 

 Seeking support .850 2.324 .026 

 Emotional Expression 2.055 1.701 .070 

 CSE*** -1.693 .204 -.673 

Slope Age .001 .008 .005 

 Sex¹ .023 .285 .006 

 Surgeries -.198 .222 -.081 

 Active coping .062 .173 .024 

 Avoidant coping -.067 .270 -.021 

 Seeking support -.044 .173 -.016 

 Emotional Expression* .321 .161 .130 

 CSE*** .097 .021 .461 

Explained 

Variance 

Intercept*** .531 .078  

 Slope** .262 .106  

Note * = p < .05, ** = p < .01, *** = p < .001, ¹ = male is the reference category.
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Table 3. Covariances within final model 

  Estimate S.E 

HRQOL T2 with   

 HRQOL T1** .010 .004 

 HRQOL T3*** .035 .011 

CSE with   

 Surgeries*** -1.264 .390 

 Avoidant coping* -.659 .317 

 Active coping*** 1.220 .333 

 HRQOL T1*** 1.033 .188 

Active coping with   

 Avoidant coping* -.055 .011 

 Age*** -.065 .021 

 Seeking support** .096 .038 

Seeking support   

 HRQOL T1** -.044 .016 

 Sex**¹ .055 .022 

 Age** -1.619 .639 

Avoidant coping with   

 Sex***¹ .059 .019 

Surgeries with   

 Avoidant coping** .076 .025 

 Age*** 2.460 .801 

 HRQOL T1*** -.083 .016 

Note * = p < .05, ** = p < .01, *** = p < .001, ¹ = male is the reference category.
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Discussion 

This study examined the effect of CSE perceptions on initial PTSD levels and change 

in PTSD levels over time while taking into consideration the effects of demographics, injury 

severity, coping styles and changing HRQOL. CSE was by far the strongest predictor of 

initial PTSD symptoms and its course over the 12-month period, with higher CSE levels 

associated with lower initial symptoms and a steeper decline of symptoms over time. Only 

avoidant coping was also independently associated with initial symptom levels, and only 

emotional expression was also associated with rate of recovery. This emphasizes the central 

position of CSE in determining recovery from burn injuries, concurring with earlier research 

in other populations recovering from trauma (Luszczynska et al., 2009). Findings move 

beyond earlier studies by demonstrating the role of CSE in a trauma population that may have 

to deal with long-term pain and physical impairments such as reduced mobility and 

difficulties in self-care and usual activities that were taken into account in this study.  

Findings showed that trait coping styles played a role in explaining PTSD symptoms. 

Avoidant coping was negatively associated with initial PTSD levels, but not with rate of 

recovery, indicating that those with high levels of this coping style had more PTSD-symptoms 

in-hospital but demonstrated the same gradient of recovery. These findings are in line with 

earlier longitudinal burn studies that identified avoidant coping as a predictor in the post burn 

recovery phase (Fauerbach et al., 2002; Willebrand et al., 2004). Compared to the role of CSE 

in the recovery from burn injuries, however, the effect was minor. One may argue that an 

avoidant coping style might overlap with the PTSD symptom cluster avoidance and therefore 

could explain only a modest part of the variation in PTSD symptoms. Theoretically, the two 

are distinct: the coping style is measured as a general trait (with items such as: In general, do 

you give in to avoid difficult situations), while the symptom cluster is related to reminders of 

a specific traumatic event (with items such as: I tried to banish the burn event from my 

memory). The distinctiveness of general avoidant coping and trauma-related avoidance of 

reminders to the traumatic event was corroborated by a multicollinearity test in this study 

(r(179)= .26, p <.001). Additionally, covariances showed that higher levels of CSE are related 

to lower levels of avoidant coping. It is possible that interventions aimed at enhancing CSE 

will also reduce the use of avoidant coping during post-burn recovery.  

The coping style emotional expression on the other hand, was associated with a higher 

rate of recovery from PTSD-symptoms, but was not related to in-hospital PTSD-symptom 

levels. This finding supports previous evidence that suggests the beneficial role of emotional 
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expression as a manner of repeated exposure and therefore facilitating habituation (Ehlers et 

al., 2006). In an integrative review on patients’ experiences, it was concluded that among 

other types of support, peer support was important as expressing emotions and sharing 

feelings with other burn survivors has been found beneficial (Kornhaber et al., 2014). 

Interestingly, the effect of emotional expression appears to work independently of other 

predictors in the model: it was not significantly related to CSE, other coping styles, degree of 

injury or any of the other variables in the model. It suggests that emotional expression might 

be a helpful coping strategy among burn patients, aiding their psychological recovery. 

Burn severity was not a factor of significance in the recovery from PTSD symptoms as 

it did not affect either initial PTSD symptom levels, nor the rate of recovery. The impact of 

burn severity in psychological outcome studies is still subject of debate, with a number of 

studies finding an effect while others find no effect (Sareen et al., 2013). A possible 

explanation of the lack of an effect of burn severity in our study is that burn severity affected 

CSE levels, as illustrated by the significant association between CSE and number of surgeries, 

and that its effect on PTSS is indirect. Moreover, a significant correlation between HRQOL 

in-hospital and CSE demonstrates that physical disability and CSE perceptions might be 

related; HRQOL at that time is largely determined by impairments in physical domains 

because hospitalized burn patients are constrained in their movements and daily activities and 

experience significant pain. This reasoning is supported by the fact that HRQOL levels at T1 

were no longer significantly associated with PTSD levels when the other predictors were 

added to the model. This suggests that the influence of early appraisals about the (physical) 

consequences of the burn event on PTSD symptoms might largely work through impacting 

initial CSE levels. Later in time, HRQOL did have an effect on PTSD levels. This suggests 

that beyond the immediate post-burn phase, the interaction between HRQOL and PTSD 

becomes more prominent. This is in line with findings by Van Loey and colleagues (2012) 

who found that PTSD was not significantly associated with initial HRQOL levels, but those 

with high symptom levels gained less HRQOL. More research is needed to understand the 

underlying mechanisms between degree of physical impairment and CSE in physically 

impaired populations.  

Some limitations should be mentioned. Symptoms of PTSD were measured using self-

rating scales. We did not use clinical diagnostic interviews like the Clinician-Administered 

PTSD Scale (CAPS, Blake et al., 1990) to assess PTSD. Nevertheless, the IES-R has been 

shown to be a valid instrument to screen for PTSD in burn populations (Sveen et al., 2010). 
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Furthermore, patients received pain medication and may have received anxiolytics as is usual 

in burn care (Summer et al., 2007). In that way, patients with burns may differ from other 

trauma samples in the strategy used to deal with trauma, affecting the generalization of the 

findings, but there is no reason to assume this sample differs from other burn samples.  

Attrition may also have caused some bias. Of the 178 original study participants, 48 did not 

complete all three measurements. However, since those who completed all three 

measurements and drop-outs only differed significantly on the variables age and seeking 

social support (neither of which was related to initial symptom levels or rate of recovery), we 

may assume data was missing at random (MAR). The maximum likelihood estimation method 

used in this study is robust to data MAR.  

Implications from these results are that when trying to predict psychological recovery 

among burn survivors, it is essential to take CSE perceptions into account in addition to the 

physical impact of the event, as the latter may affect psychopathology indirectly through CSE. 

Speed of psychological recovery among burn survivors may be increased by interventions 

targeting survivors’ CSE. Therefore, early recognition of low CSE levels seems imperative. 

Improving CSE in an early stage during recovery, for instance by addressing dysfunctional 

beliefs about the long-term physical and functional problems, or providing a level of control 

during painful treatment might help psychological recovery. Considering findings with regard 

to avoidant coping, increasing CSE perceptions might have the additional effect that the use 

of avoidant coping decreases. Stimulating emotional expression as a coping mechanism might 

also help burn survivors in adapting to their trauma in the longer term, and offers a separate 

target for intervention. However, the issue of early intervention in burn populations is 

complicated by the immediate inflammatory response affecting inflammatory mediators and 

stress hormone levels that have been associated with depression and PTSS (Sareen et al., 

2013; Van Zuiden et al., 2011). Therefore, some caution may be relevant in employing early 

interventions in the context of severe burn trauma.  

While trait coping styles had a limited impact relative to CSE on psychological 

recovery from burn injuries, future research measuring coping strategies used during recovery 

might offer more insights on how CSE interacts with actual coping behavior during recovery 

in this population. In order to better understand the long term role of CSE perceptions among 

burn survivors, additional research examining long term changes in CSE and its effect on 

psychopathology is needed.  Finally, associations between the number of surgeries at 

admission and CSE indicate that the physical impact of a burn injury might affect CSE. 
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Further study is needed to understand the mechanisms at work behind this association, and 

how developments in physical limitations over time and CSE interact. 

Current findings suggest that CSE plays a pivotal role in the post-burn adjustment 

process, even when the role of the often substantial burden of a burn injury on HRQOL is 

taken into consideration. Although more research is needed to investigate the role of CSE and 

actual coping strategies used during recovery, (early) interventions aimed at increasing the 

sense of control during treatment and rehabilitation might stimulate psychological recovery. 
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Table 4. Correlation matrix 

  1 2 3 4 5 6 7 8 9 10 11 12 13 14 

1. Age  1                           

2. Sex¹  .011 1                         

3. Surgeries  .184
*
  .117 1                       

4. CSE -.050 -.120 -.245
**

 1                     

5. Emotional 

expression 
 .080 -.025  .095  .010 1                   

6. Seeking support -.140  .190
*
  .081  .138  .023 1                 

7. Active coping  .034 -.237
**

  .012  .286
**

  .122  .248
**

 1               

8. Avoidant coping -.117  .257
**

  .237
**

 -.233
**

 -.062  .007 -.170
*
 1             

9. HRQOL T1  .011 - .127 -.408
**

  .382
**

  .033 -.188
*
  .053 -.138 1           

10. HRQOL T2 -.016 -.139 -.245
**

  .288
**

 -.020  .077  .062 -.029  .349
**

 1         

11. HRQOL T3  .081 -.128 -.171
*
  .496

**
 -.038  .098  .180

*
 -.104  .288

**
  .667

**
 1       

12. PTSS T1 -.063  .129  .167
*
 -.644

**
  .036 -.043 -.212

**
  .298

**
 -.257

**
 -.279

**
 -.319

**
 1     

13. PTSS T2 -.159  .144  .143 -.407
**

  .075 -.018 -.204
*
  .093 -.262

**
 -.464

**
 -.501

**
  .601

**
 1   

14. PTSS T3 -.132  .140  .085 -.476
**

  .171
*
 -.055 -.201

*
  .205

*
 -.147 -.477

**
 -.692

**
  .509

**
  .774

**
 1 

Note *. Correlation is significant at the 0.05 level (2-tailed), **. Correlation is significant at the 0.01 level (2-tailed),  ¹ = male is 

the reference category. 
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Abstract 

In this longitudinal comparative study we examined whether trauma-related coping self-

efficacy (CSE) perceptions retain their effect on recovery from posttraumatic stress symptoms 

(PTSS). We examined (dis)similarities in PTSS and CSE levels, and in the predictive value of 

CSE levels on recovery from PTSS between treatment seeking and non-treatment seeking 

victims using linear regression analyses. Both the treatment group (N=54) and the untreated 

comparison group (N=144) were exposed to a potentially traumatic event (PTE) and suffered 

from a heightened level of PTSS (IES > 18). Groups were also matched on work status and 

time between PTE and first measurement.  

Results: Neither PTSS at T1 nor CSE levels at T1 predicted PTSS at T2 among the 

treatment group. Among the comparison group, higher CSE levels at T1 and younger age 

were significantly associated with lower PTSS at T2. In both the treatment group and the 

comparison group PTSS levels were significantly lower at T2 than at T1.  

Conclusions: Pre-treatment CSE did not affect recovery during treatment: higher pre-

treatment CSE perceptions do not give treated individuals an advantage while CSE is 

predictive of PTSS among untreated victims. As expected, treatment seeking victims have 

higher PTSS and lower CSE levels than non-treatment seeking victims. 
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Trauma-related coping self-efficacy, the perceived ability to cope with posttrauma recovery 

demands, plays an important role in psychological recovery after trauma. A meta-analysis 

(Luszczynska, Benight, & Cieslak, 2009) demonstrated that higher CSE levels were 

consistently associated with lower levels of distress and posttraumatic stress symptom (PTSS) 

levels in cross-sectional and longitudinal studies. CSE perceptions have been shown to 

influence immediate as well as long-term distress levels after very diverse traumatic events 

such as disasters, terrorist attacks, motor vehicle accidents, combat and domestic violence 

(Benight, Cieslak, Molton, & Johnson, 2008; Benight, Freyaldenhoven, Hughes, Ruiz, & 

Zoschke, 2000; Benight, Harding-Taylor, Midboe & Durham, 2004; Bosmans, Benight, Van 

der Knaap, Winkel, & Van der Velden, 2013). CSE affects posttraumatic distress through 

several mechanisms. Firstly, CSE affects appraisal of the event by the belief of one’s 

capability to deal with the challenges posed by the traumatic events and its aftermath. If the 

consequences of an event are deemed relevant to one’s well-being and situational demands of 

the event outweigh someone’s perceived coping options, this will result in stress results from 

situational demands due to the event outweighing coping options when consequences are 

deemed relevant to well-being (Bandura, 1997; Folkman, Lazarus, Dunkel-Schetter, 

DeLongis, & Gruen, 1986). Secondly, CSE directly influences the use of effective coping 

strategies, thereby affecting the long-term stressfulness of the event (Benight et al., 1999; 

Benight & Bandura, 2004; Kraaij, Garnefski, & Maes, 2002). Thirdly, CSE perceptions 

impact the evaluation of any existing (initial) symptoms of distress: the belief that one can 

relieve such symptoms makes them less distressing (Kent, 1987; Kent & Gibbons, 1987). In 

other words, higher levels of CSE can be considered a protective factor for posttraumatic 

stress symptoms: those with lower levels of trauma-related CSE are more at risk for higher 

levels of posttraumatic stress symptoms at a later stage.  

Importantly, in the aforementioned studies on the role of CSE in psychological 

recovery after trauma no distinction was made between treatment-seeking and non-treatment-

seeking respondents (implicitly) suggesting that their findings are thus applicable to those 

who do and those who do not seek and receive treatment for PTSD or severe PTSS levels. 

Studies have shown that a portion of victims of potentially traumatic events (PTEs) do seek 

and receive treatment at an earlier or later phase (Cf. Amaya-Jackson et al., 1999; Rodriguez 

et al., 2003; Roberts, Gilman, Breslau, Breslau, & Koenen, 2011). However, to the best of our 

knowledge to date no study examined to what extent CSE perceptions at for example the start 

of treatment predicts PTSD or symptom-reduction at follow-up. Studies examining factors 
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related to symptom-levels at follow up or symptom-reduction during PTSS treatment have 

primarily focused on demographics and symptom severity/complexity or co-morbidity at 

baseline (Ehlers, Clark, Hackmann, McManus, & Fennell, 2005; Forbes et al., 2008;  

Karatzias et al., 2007; Rizvi, Vogt, & Resick, 2009; Schottenbauer, Glass, Arnkoff, Tendick, 

& Hafter Gray, 2008; Tarrier, Sommerfield, Pilgrim, & Faragher, 2000; Van Minnen, Arntz, 

& Keijsers, 2002). 

Since CSE and PTSS are inversely related, we might expect that treatment seeking 

victims exhibit both higher levels of PTSS and lower levels of CSE than victims who do not 

seek treatment. The first group will perceive themselves to be not very capable in managing 

the posttraumatic recovery demands without professional help. However, this does not 

necessarily mean they are unable to cope; acknowledging the fact that one needs help can also 

be seen as an active problem-focused coping strategy. Knowing when you cannot overcome 

the consequences of a traumatic event without help is not by itself a bad sign of future 

recovery when this realization leads to seeking professional help i.e. treatment. In other 

words, differences in CSE perceptions between treatment seeking and non-treatment seeking 

victims must presumably be viewed in terms of differences in levels of perceptions and not 

dichotomized (self-efficacy or no self-efficacy). However, thus far studies have not assessed 

these differences (lower CSE levels in combination with higher PTSS levels). 

It is unclear whether pre-treatment levels of CSE will predict recovery among those 

treated for posttraumatic stress symptoms. After all, psychotherapy specifically aims to reduce 

symptoms of psychopathology, and may disrupt the “normal” recovery process. It is expected 

that, given the proven effectiveness of treatment (Bisson, Roberts, Andrew, Cooper, & Lewis, 

2013; Chen et al., 2014; Bradley, Greene, Russ, Dutra, & Westen, 2005; Ehring, et al., 2014), 

most patients will recover or at least experience a significant reduction in symptom levels. 

Those receiving psychotherapy will likely experience substantial relief from posttraumatic 

stress symptomatology despite being unconvinced of their own ability to overcome the trauma 

before start of treatment. This suggests that once people enter into therapy, their pre-existing 

CSE perceptions might become less relevant.  

Aim of the present prospective comparative study is to gain insight in (dis)similarities 

on these topics between treatment seeking and non-treatment seeking victims. Research 

questions are: 1.) what are the differences in the independent predictive values of trauma-

related CSE between adults receiving psychotherapy for PTSS (treatment group) and 

untreated adults confronted with potentially traumatic events (comparison group) 2.) to what 
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extent do CSE and PTSS levels differ between the treatment group (before treatment) and 

untreated comparison group. In the present study we focus on adults who are employed. 

 

Method 

Participant characteristics and sampling 

In order to ensure that both samples had at least a base level of PTSS, respondents 

with relatively low levels of event-related intrusions and avoidance at T1 were excluded. 

Without this selection we would be comparing those with (almost) no PTSS with those with 

high levels of PTSS; in the untreated group only a portion suffered from a clinically 

significant level of symptoms. For this we used IES < 18 as cutoff for a high level of 

symptoms (Chung, Werrett, Farmer, Easthope, & Chung, 2000; Horowitz, 1982). 

Treatment group: Out-patients referred to therapy through the IVP (Institute for 

Psychotrauma in 2012-2014) for PTSD or severe PTSS, were approached through telephone 

and email. Since the IVP supports companies and institutions in providing mental health care 

services for employees after experiencing potentially traumatic events, only employed 

respondents were included in this sample. Written questionnaires were then sent by regular 

mail. Participants gave written consent. Response rate at T1 was 36.2% (147 out of 406 

approached out-patients). Participants were given questionnaires at start of treatment and 

approximately 7 months later. Response rate at T2 was 53.1%. Those who participated at both 

measurement points and who had an IES-total score of 19 or higher at T1 were included 

(N=54, 69.2% of full participants). 

Comparison group: The comparison group is comprised of respondents from the LISS 

panel, a representative community sample that consists of individuals who are invited 

frequently to complete online questionnaires. The panel is operated by the CentERdata 

research institute in Tilburg, the Netherlands, and is based on a traditional random sample 

drawn from the population register by Statistics Netherlands (for more information see: 

www.lissdata.nl). 7,495 panel members were approached for the current study on CSE and 

PTSS. The response rate was 78.4% (N = 5,879). Of these, 2,137 respondents indicated they 

had experienced a PTE (e.g., severe accidents, assaults and threats, fires and disasters, severe 

illness, property crimes, loss of a loved one) in the two years prior to our study on trauma in 

2012. Further details of the LISS panel and the study on trauma can be found in Van der 

Velden, Bosmans and Scherpenzeel (2013). Respondents filled out follow-up questionnaires 4 

and 8 months after T1. In order to match the treatment group, only those active in the work 
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force (through paid employment, freelance work or work in a family business) were included. 

Just as in the treatment group, only participants with an IES-total score of 19 or higher at T1 

were selected. In order to match the time interval between the pre-and post-measurement as 

closely as possible to the treatment group, PTSS levels at 8 months after T1 were used as 

outcome. The comparison group was also matched on time since the PTE, with the same 

proportion of respondents in each of the three time categories, so that any differences in PTSS 

trajectories are not due to a different period in recovery. Included subjects participated in the 

surveys on trauma at T1 and 8 months after T1. These selections led to a final sample size of 

144. 

 

Measures 

Respondents in the treatment group were asked to report the PTE(s) that has led to 

seeking treatment. Respondents in the comparison group were asked to report PTE’s 

experienced in the two years prior to our study on trauma (2012). If more than one PTE was 

reported, respondents were asked to focus on the most severe event. We used the following 

demographic information relevant to our research: age and gender.  

The 7-item Coping Self-Efficacy Measure (Bosmans, Van der Knaap, & Van der 

Velden, 2015; Van der Velden et al., 2013) was administered to assess CSE. Respondents 

rated their perceived efficacy on dealing with different consequences of the PTE on a 7-point 

scale. Possible scores range from 7 (lowest self-efficacy) to 49 (highest self-efficacy). In this 

study the internal consistency of the CSE scale in both the treatment and comparison group 

was high (α = .86 and α = .87 respectively).  

Event-related PTSS were measured using the original 15-item Impact of Event Scale 

(IES, Horowitz, Wilner, & Alvarez,  1979) and the 6 hyperarousal items of the Impact of 

Event Scale-Revised (IES-R, Weiss & Marmar, 1997). The original scoring system of the IES 

was used, however (respondents were asked how often they suffered from symptoms in the 

past week on a 4-point measurement scale, with 0 indicating not at all, 1 indicating rarely, 3 

indicating sometimes, and 5 indicating often). We will call this version of the IES(-R) the 

IESplus. This approach has been used in previous research (cf. Pfefferbaum et al., 2003; Van 

der Velden et al., 2013). The benefit of this approach is its comparability with results obtained 

using the original IES, while still allowing for the measurement of all three symptom clusters 

of PTSD (DSM-IV). Furthermore, cutoff scores are available on the original IES to determine 

symptom severity, which are not available for the IES-R. The construct validity and reliability 
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of the Dutch version of the IES was acceptable across different traumatic experiences (Van 

der Ploeg, Mooren, Kleber, Van der Velden, & Brom, 2004). Cronbach’s alpha for the 

IESplus total score in the present samples were high (α = .84 and .82 for the treatment and the 

comparison groups respectively).  

 

Analyses 

All analyses were conducted in SPSS version 21 (IBM, 2012). Differences between 

treatment group and comparison group were assessed using chi-square analyses and t-tests. 

The strength of significant differences in mean scores was assessed using Cohen’s ds. 

Using hierarchical linear regression we investigated the independent predictive value 

of CSE perceptions as follows: at step 1 demographics (age, gender) and time since the event 

were entered. At step 2 CSE perceptions at T1 was entered. At step 3, PTSS levels at T1 were 

entered. The model was specified separately for the treatment group and the comparison 

group.  

 

Results 

Descriptives 

Among the treatment group, there were no significant differences between full 

participants and dropouts. Among the comparison group, comparisons of the final matched 

sample with dropouts active in the workforce with an IES score of 19 or higher at T1 showed 

that dropouts were younger (M = 43.28, SD= 10.51, and M = 48.06, SD=10.93), t (252) = -

3.589, p, < .001. Table 1 shows the characteristics for the treatment group and the comparison 

group. Comparisons of the two samples showed some significant differences. Among the 

treatment group, there was a greater proportion of men, they had much higher mean levels of 

PTSS at T1 and T2 (Cohen’s d > 1.0), and they had somewhat lower mean CSE levels at T1 

(Cohen’s d <..05. Furthermore, in both the treatment group ((M = 65.45, SD = 20.99 and M = 

30.59, SD = 25.98) t (53) = 8.017, p < .001) and the comparison group ((M = 40.45, SD = 

14.98 and M = 19.85, SD = 18.12) t (143) = 11.449, p < .001), PTSS levels were significantly 

lower at T2 than at T1. 
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Table 1. Sample characteristics 

    
Treatment group 

(N=54) 

Comparison 

group (N=144) 

Treatment vs 

Control 

    M/% SD M/% SD  P d 

Age (years) 48.83 10.31 48.06 10.93    

Gender (male) 64.8   42.4  **   

Time since event          

  0-6 

months 
70.9   70.8     

  7-12 

months 
10.9   11.1     

  13-24 

months 
18.2   18.1     

PTSS (T1) 65.45 20.99 40.45 14.98 ***  1.37 

PTSS (T2) 30.58 25.98 19.85 18.12 *** .48 

CSE (T1) 29.57 7.5 37.78 6.91 ***  -1.14 

CSE (T2) 39.14 8.26 39.64 6.99   

Note. * p < .05. ** p <.01. *** p <.001 

 

Table 2. Hierarchical multiple regression predicting PTSS  

  

Treatment group (N=54) Comparison group (N=144) 

  ΔR² B SE Β p  ΔR² B SE   Β p  

Step 1 Gender .010 -2.391 8.1 -.044  .089** 4.205 2.939 .115  

 Age (years)  .193 .379 .077   .450 .133 .271 ** 

Step 2 Gender .004 -1.241 8.646 -.023  .05** 3.635 2.875 .099  

 Age (years)  .226 .390 .090   .401 .131 .242 ** 

 CSE (T1)  -.210 .517 -.061   -.594 .208 -.226 ** 

Step 3 Gender .003 -1.931 8.877 -.036 .002 3.320 2.937 .091  

Age (years) .188 .404 .075 .399 .132 .240 ** 

CSE (T1) -.11 .574 -.032 -.553 .221 -.211 * 

IESplus (T1) .081 .195 .065 .058 .103 .048  

Total R² .017     .141     

Note. * p < .05. ** p <.01. *** p <.001 
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Regression 

In Table 2 the results of the multiple regression analyses among the treatment group 

and the comparison group are shown. In the treatment group, only 1.7% of variance in PTSS 

levels 7-8 months after start of treatment was explained in the final model. Adding CSE to the 

model only increased explained variance by 0.4%. Initial PTSS levels at T1 also explained 

only a very limited amount of variance (0.3%) in PTSS at T2 when they were added to the 

model. Strikingly, none of the variables in the models was significantly associated with PTSS 

outcomes. Not even symptoms at start of treatment were associated with symptoms at T2. 

In the comparison group, 14.1% of variance in PTSS levels was explained by the final 

model. Adding CSE to the model in step 2 increased explained variance by 5%. Only 0.2% 

additional variance was explained by adding PTSS at T1 to the model in step 3.When we look 

at specific predictors in the final model, the influence of age was greatest (β = .24, t = 3.029, p 

= .003) with older age associated with higher PTSS levels at T2, immediately followed by 

CSE levels at T1 (β = -.21, t= -2.499, p = .014), with higher scores on CSE perceptions 

prospectively associated with lower levels of PTSS at T2. PTSS levels at T1 were not 

significantly associated with levels at T2. For full information on the correlations between 

study variables among the treatment group and the comparison group (see Table 3). 

 

Table 3. Correlations between study variables 

 1 2 3 4 5 6 

1. Age - -.019 .082 .275** -.132 -.052 

2. Time since the 

event 

-.009 - -.020 .059 .012 -.099 

3. PTSS T1 .121 -.384** - .159 -.347*** -.170* 

4. PTSS T2 .093 .121 .086 - -.266** -.297*** 

5. CSE T1 .083 .161 -.370** -.059 - .600*** 

6. CSE T2 -.062 -.154 -.132 -.446** .362** - 

Note. *= p <.05 **= p <.01 ***= p <.001 (Correlations of the treatment group below the 

diagonal, correlations of the comparison group above the diagonal). 
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Discussion 

The goal of this study was to examine the predictive value of CSE for posttraumatic 

stress symptoms at follow up among treatment seeking and non-treatment seeking individuals 

with higher symptom levels. Findings showed that among the untreated comparison group 

CSE levels was an independent predictor of levels of PTSS at follow-up. Yet among 

traumatized individuals receiving treatment for PTSS, CSE perceptions at the start of the 

treatment was not an independent predictor for PTSS severity at follow up although they did 

experience a significant reduction in PTSS. Their relatively low CSE levels at start of 

treatment did not affect this recovery. Among the comparison group CSE was independently 

predictive of symptom levels about 8 months later: recovery was less for those with low CSE 

levels. The predictive value of CSE among the comparison group is less than that found in 

previous studies (e.g. Benight et al., 2004; Luszczynska et al., 2009). When interpreting this 

effect, it is important to realize that in order to match the treatment group, the comparison 

group is very heterogeneous with regard to the time since the event took place compared to 

other longitudinal studies where respondents are assessed in the same fixed post-event period 

(or moment). The treatment group is relatively homogenous with regard to the process 

experienced between T1 and T2: they all received treatment for PTSS.  It is possible that the 

modest effect size of CSE among the comparison group is due to a change in the associations 

between CSE and PTSS. Previous research investigating the longitudinal interplay between 

PTSS and social support (Kaniasty & Norris, 2008) found that over time, the direction of 

influence changed. In the short term social support predicted PTSS (as was shown for CSE in 

Bosmans & van der Velden, 2015), but over time PTSS predicted social support. It is possible 

that a similar reversal takes place in the relationship between CSE and PTSS. The 

heterogeneity of the comparison group with regard to the time since the PTE, could also 

explain the fact that PTSS levels at T1 were not significantly associated with PTSS levels at 

T2 among the comparison group. In order to investigate whether these results are due to the 

heterogeneity of the comparison group with regard to the time since the PTE, we conducted 

control- analyses among respondents of the comparison group who were confronted with a 

PTE (0-6) months before T1. We examined bivariate correlations between CSE and PTSS at 

T1 with PTSS at T2, and we repeated exactly the same MR analyses among this group. The 

bivariate associations between CSE at T1 and PTSS at T2 (r(102) = -.33, p < .001) and 

between PTSS at T1 and T2 (r(102) = .35, p < .001) were indeed stronger than among the 

complete comparison group. Results of the MR analysis showed that the effect of CSE 
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perceptions on PTSS levels at T2 was similar to that found in the entire comparison group (β 

= -.22, t= -2.302, p = .023). However, among this group, PTSS levels at T1 were also 

independently associated with PTSS levels at T2 (β = .26, t= 2.564, p = .012). Finally, within 

this group explained variance was also greater than among the complete comparison group: 

19.5% compared to 14.1% (complete results available from first author). Results of these 

additional control analyses among the smaller sample showed that the heterogeneity of the 

comparison group with regard to the time since the PTE indeed affected the associations of 

CSE and PTSS at T1 with PTSS levels at T2. The fact that the independent effect of CSE 

levels at T1 was not stronger among this relatively more homogeneous group is probably the 

result of the much stronger predictive power of PTSS levels at T1. The strong autoregressive 

effect of PTSS levels is not unusual: the best predictors of long term symptoms are often 

earlier symptoms (e.g. Velden & Wittmann, 2008).  

Results showed that once traumatized individuals receive treatment, previous CSE 

levels matter less. Individuals who received treatment report a reduction of symptom levels 

despite low pre-treatment perceptions of being able to deal with the impact of the trauma. 

This shows that once traumatized individuals seek help, pre-treatment CSE does not affect 

their chance of significant recovery: when individuals receive treatment, they are able to 

overcome the perpetuating effect CSE perceptions normally have on PTSS. Higher pre-

treatment CSE perceptions do not give treated individuals an advantage. This suggests that, 

since it provides no information about who will benefit (most) from treatment, therapists 

could ignore initial CSE levels when trying to predict the duration of treatment.  

Pre-treatment symptoms levels were also not predictive of recovery among the 

treatment group. Those with high pre-treatment symptoms were not left with a higher residual 

level of symptoms after treatment. Once in treatment, symptoms were reduced for the vast 

majority of cases. This is completely in line with studies investigating effectiveness of 

treatment for PTSS. These show that most patients will recover or at least experience a 

significant reduction in symptom levels (Bisson, Roberts, Andrew, Cooper, & Lewis, 2013; 

Chen et al., 2014; Bradley, Greene, Russ, Dutra, & Westen, 2005; Ehring, et al., 2014).  

Previous studies have shown that CSE is a very useful tool in predicting recovery from 

trauma on the group level (Luszczynska et al., 2009). Results of this study move beyond these 

earlier studies by showing that even among a group with a relatively high level of PTSS who 

did not receive treatment, CSE perceptions are still predictive of recovery from posttraumatic 

distress, over and above the predictive value of those initial symptoms. This means that 
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regardless of their symptom levels, victims will recover if they have high CSE levels. An 

additional implication is that those with low CSE levels and high levels of PTSS will not 

recover or will experience a smaller decrease in symptoms. According to the recent meta-

analysis of Morina and colleagues (2014), people suffering from PTSS for six months or more 

have a less than 50% chance that they recover spontaneously (without treatment). As 

expected, pre-treatment CSE levels were much lower among the treatment group than among 

the comparison group. Average pre-treatment PTSS levels were also higher among the 

treatment group. The fact that the treatment group had lower CSE levels suggests that when 

symptom levels are high and CSE perceptions low, people might be more likely to seek 

professional help, although more research is needed to investigate the effect of CSE 

perceptions on help-seeking behavior. To the best of our knowledge, to date no study assessed 

the associations between CSE and treatment seeking behavior. Our findings suggest that once 

individuals receive treatment, CSE loses its independent predictive power. So among a 

sample treated for posttraumatic distress, CSE perceptions are not an indicator of the 

successfulness of therapy. This may be due to the effect therapy has on symptomatology, with 

most treated subjects experiencing a substantial recovery. Another explanation may be that 

CSE perceptions are no longer useful when PTSS symptoms reach a certain level. The 

comparison group did have relatively high PTSS levels (IES > 18), but these were certainly 

not as high as in the treatment group. Additional research among untreated highly 

symptomatic individuals would clarify which of these explanations is valid.  

In addition, in the final models age was as predictive of PTSS at follow-up as initial 

CSE levels among the non-treatment group, but not among the treatment group (both groups 

did not differ in age). A possible explanation of this finding may be that younger non-

treatment seeking victims were more able to employ supportive networks than older victims. 

Previous research has shown that social support in an important factor in posttrauma recovery 

(Brewin, Andrews, & Valentine, 2000; Neria, Nandi, & Galea, 2008; Ozer, Best, Lipsey, & 

Weiss, 2003; Van der Velden, Bosmans, Bogaerts, Van Veldhoven, 2014). However, 

additional research on the relationship between age and employing support is needed.  

Some characteristics and limitations of this study should be discussed. In this study, 

PTSS levels were assessed using a self-report measure. We did not examine PTSD using 

clinical interviews like the Clinician-Administered PTSD Scale (CAPS) which are considered 

the golden standard in assessment of PTSD. Nor did we examine patients’ medical records to 

assess clinician rated symptoms. However, since this would not have been possible for the 
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comparison group, using the same self-reported measures ensures that results for the two 

samples can be compared. Another aspect is that exposure to potentially traumatic events was 

measured retrospectively in both samples. This might have affected the accuracy of recall, for 

instance with respect to the exact time since the event (e.g. Brewin, 2013; Dekel & Bonnano, 

2013). Yet since we measured current CSE levels and, event-related PTSS, this will probably 

not have led to bias in our main variables. Furthermore, the treatment group received trauma-

focused treatment (CBT and/or EMDR): due to the number of patients we were unable to 

examine the predictive value of CSE across CBT and EMDR. However, previous efficacy 

studies of different treatment methods suggest that all trauma-focused therapy methods are 

effective in reduction of PTSD symptoms, and that no single treatment method is consistently 

more effective than other methods (Bradley et al., 2005; Bisson, et al., 2007). Therefore, it is 

not expected that this limitation led to biased results. As expected, we were not able to match 

the comparison group completely to the treatment group. Therefore we decided to match only 

by the cutoff for relatively higher PTSS levels proposed by Horowitz (1982). A possible 

solution would be to conduct additional research among a waitlist control sample. However, 

this would create new difficulties. Since participants in the current study were followed for 

several months (approximately 7), this would mean that the comparison group would not 

receive treatment during this time. In addition to obvious ethical concerns associated with 

such a design, the compared groups would no longer be matched on the time since the PTE, 

which is an important strength of the current study. As said, the fact that we could not match 

on PTSS and CSE confirms that individuals suffering from substantial posttraumatic stress 

symptomatology who do not seek treatment do indeed have higher perceptions of CSE. An 

important strength of our study is that PTSS and CSE levels were assessed longitudinally, 

enabling the assessment of the prospective independent predictive value of CSE.  

 Future research following individuals exposed to the same (mass) event would 

increase our understanding of the processes at work during recovery, and the role of CSE 

perceptions in the decision to seek mental healthcare. Because of the way the treatment group 

was obtained, it was comprised of individuals active in the work force. Additional research is 

needed to investigate the effects of CSE and therapy among unemployed individuals 

confronted with potentially traumatic events. It is possible that the interaction between 

posttraumatic distress, CSE and psychotherapy is different among unemployed or retired 

individuals. While results of the current study suggest that those suffering from a high level of 

posttraumatic distress and who are not convinced of their ability to cope, do seek help, 
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research is needed into the identification of possible levels of CSE at which individuals are no 

longer able to recover from substantial PTSS on their own. This would help with targeting 

mental health interventions shortly after traumatic events.  

We can conclude that CSE remains important in predicting recovery from 

posttraumatic distress among non-treatment seeking victims with a high level of symptoms. 

At the same time, CSE loses its predictive value when individuals receive psychotherapy for 

these symptoms. A final implication of the findings in this study is that the effect of CSE 

perceptions on recovery from PTSS in previous studies may have been diminished by the 

inclusion of subjects who received psychotherapy. 
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Abstract 

Trauma-related coping self-efficacy (CSE), the perceived capability to manage one’s personal 

functioning and the myriad environmental demands of the aftermath of potentially traumatic 

events (PTE), has been shown to affect psychological outcomes after these events. Aim of the 

present four-wave study was to examine the cross-lagged relationships between CSE and 

posttraumatic stress disorder (PTSD) symptoms following PTEs in order to examine direction 

of influence. Levels of CSE and PTSD symptoms were measured with 4-month intervals. In 

addition, prospectively assessed personality traits and general self-efficacy perceptions as well 

as peritraumatic distress were entered in the analyses. 

The study sample consists of adult respondents of a representative internet panel who 

experienced PTE in the six months before T1, and did not experience any new PTE or life 

event between T1 and T3 (N=400). Respondents were administered the coping self-efficacy 

scale (CSE-7), impact of event scale (IES) and arousal items of IES-R at each wave (T1 

through T3), as well as questions on peritraumatic stress and prospectively measured 

personality traits (T0). Results of structural equation modeling showed that the effect of CSE 

on subsequent PTSD symptom levels was dominant. CSE significantly predicted subsequent 

symptoms, over and above earlier symptom levels, with higher CSE associated with lower 

PTSD. Symptoms in turn, did not predict subsequent levels of CSE. Higher peritraumatic 

distress was associated with both higher initial PTSD symptoms and lower initial CSE levels. 

Higher levels of the personality traits of emotional stability and agreeableness were associated 

with higher initial CSE levels. This supports a model in which CSE perceptions play an 

important role in recovery from trauma.  
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Introduction 

Coping self-efficacy (CSE) related to potentially traumatic events (PTE) is the 

perceived capability to manage one’s personal functioning and the myriad environmental 

demands of the aftermath occasioned by such events such as violence, accidents, 

confrontation with death and disasters (Benight & Bandura, 2004). This sense of control and 

mastery is a central cognition in psychological outcomes after traumatic events. Coping self-

efficacy may influence psychological adjustment after PTEs in two ways. First of all, CSE 

may affect initial stress reactions because of its effect on the perceived threat of the event; 

threat is not purely an objective property of events. Nor does appraisal of the likelihood of 

aversive outcomes rely solely on reading external signs. Rather, the level of perceived threat 

is concerned with the match between perceived coping capabilities and potentially hurtful 

aspects of the environment. Second, CSE may affect the motivation to employ and sustain 

effective coping efforts - thereby having an impact on the degree to which the aversive 

environment is transformed into a more benign one. As previous research has shown, use of 

coping strategies directly affects psychopathology (Desmond & MacLachlan, 2006). CSE 

may also influence the perception of any existing (initial) stress reactions. The perceived 

(in)ability to control negative thoughts and emotions related to the traumatic event will impact 

the recovery process: the belief that one can relieve unpleasant emotional states whatever their 

source, makes them less aversive. The role of thought control efficacy in anxiety arousal has 

been corroborated in research (Kent, 1987; Kent & Gibbons, 1987).   

CSE will continue to influence stress over time; the belief that one can exercise some 

degree of control over challenges faced in the aftermath of a disaster not only reduces distress 

in that moment, but is also a predictor of recovery, functioning as a mediator between 

symptoms at different time points (Benight et al., 1999; Benight & Harper, 2002). The self-

regulatory process described in social cognitive theory (Bandura, 1986; 2001) provides an 

explanation for the long-term effect of CSE. This process entails a continuous bidirectional 

interaction between behavior, inner personal factors (cognitions) and the external 

environment. Human functioning is governed by complex internal and external feedback 

followed by self-reflection and adaptation. People self-regulate by interpreting their own 

effectiveness in managing external demands. Studies on trauma and CSE have shown that 

CSE is indeed an important predictor of longer term psychological functioning after a 

traumatic event, independently explaining 10 to 26 percent of variance in PTSD symptoms 
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after correcting for initial distress (Benight, Cieslak, Molton, & Johnson, 2008; Benight, 

Freyaldenhoven, Hughes, Ruiz, & Zoschke, 2000; Benight & Harper, 2002).  

Since self-efficacy perceptions are the result of the bidirectional interactions between 

the person, their environment and their behavior (Bandura, 1977; 2001), the level of stress 

symptoms experienced may possibly affect subsequent perception of one’s capability to deal 

with the aftermath of a PTE in turn. This means that in posttraumatic recovery, CSE might be 

adapted over time, as one reevaluates ones behavior, coping responses and the level of PTSD 

symptoms experienced. For instance: if someone recovers from PTSD the confidence in being 

able to cope with the emotional and psychological consequences and in one’s ability to 

resume normal life will be higher than if one has been unable to overcome PTSD symptoms. 

Peritraumatic distress is comprised of the negative emotions experienced during or 

shortly after a traumatic event, more specifically fear, the feeling of helplessness and horror 

(Thomas, Saumier, & Brunet, 2012). These emotions have been shown to impact PTSD 

symptoms at a later time point, with moderately strong associations that diminish as the 

amount of time between the traumatic event (and therefore the peritraumatic distress) and the 

assessment of PTSD increases (Thomas et al., 2012). We will also look at the influence of 

peritraumatic distress on both PTSD symptoms and CSE perceptions at T1. 

Previous research has shown that personality traits are associated with levels of 

posttraumatic stress symptomatology (Breslau & Schultz, 2013; Clark & Owens, 2012; 

Garthus-Niegel, Ayers, Von Soest, Torgersen, & Eberhard-Gran, 2015; Knezevic, Opacic, 

Savic, & Priebe, 2005; Parslow, Jorm, & Christensen, 2006). More specifically, the 

personality traits of emotional stability (eg. Breslau & Schultz, 2013), conscientiousness (eg. 

Clark & Owens, 2012), and openness (eg. Knezevic et al., 2005) have been found to be 

related to PTSS levels. Furthermore, some personality traits (emotional stability and 

agreeableness) have been shown to be associated with trauma-related CSE perceptions 

(Bosmans, Van der Knaap, & Van der Velden, 2015), while others (emotional stability, 

extraversion and conscientiousness) are related to general resilience to stress and adversity 

(Campbell-Sills, Cohan, & Stein, 2006). Because personality traits are relevant to both PTSS 

and CSE, and may also influence their interplay, we will take their influence into account. 

Based on the studies we mentioned, we did not expect an effect of each of the “big five” on 

both PTSS and CSE, but we did expect each to affect either initial PTSS levels or initial CSE 

levels. We added all five “big-five” personality traits to our analyses in order to keep 

comparability with other personality research high. Furthermore, since the five different traits 
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have been shown to be related to each other (eg. Clark & Owens, 2012; Uliaszek et al., 2010), 

using only a number of them would lead to a loss of information and possibly a distortion of 

individual effects.  

 

Goal of the current study 

The interplay or reciprocity of the relationships between CSE perceptions and PTSD 

over time has not been examined to date. This is a major gap in the literature as from a 

theoretical perspective the interplay between CSE and PTSD after potentially traumatic events 

may be considered bi-directional. To date, studies examining the relationship between CSE 

and PTSD did not incorporate a cross-lagged design in order to correct for autoregressive 

effects and effects of PTSD on subsequent levels of CSE, and were limited to two 

measurements (Luszczynska, Benight, & Cieslak, 2009), thereby limiting the possible 

assessment of the presumed reciprocal nature of the relationship. While some studies (eg. 

Benight et al., 2008) did examine the longitudinal effect of CSE levels and changes in CSE-

levels on PTSS, they were not focused on the interplay between PTSS and CSE in order to 

determine direction of influence, nor did they examine prospective effects while correcting for 

cross-sectional associations between CSE and PTSS. A cross-lagged approach is necessary to 

determine the direction of influence and whether this influence is prospective, instead of just 

concurrent. To the best of our knowledge, no study assessed and compared the predictive 

values and interplay of CSE for PTSD and vice versa. Therefore, this study provides new 

information about the longitudinal interplay between PTSS and CSE, and offers insight into 

the direction of the relationship between both constructs, in effect providing a test of the 

validity of social cognitive theory of posttraumatic recovery (Benight & Bandura, 2004). In 

the current study we performed a four wave cross-lagged analysis, correcting for personality 

traits and peritraumatic stress. We focused on respondents exposed to a PTE in the 6 month 

period before T1. In this way exposure was relatively recent, and captured the more acute 

phase of posttrauma recovery. Since the three measurements of CSE and PTSD symptoms 

covered an 8 month time span, respondents were followed after exposure for 8 to 14 months. 

Previous research has shown that for most of those exposed to a PTE recovery occurs in the 

first year after the event, with a steep decline of symptoms in the first 12 months followed by 

a more gradual decline (Breslau, 2001).  
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Method 

Participant characteristics and sampling 

This study was conducted within the LISS panel (Longitudinal Internet Studies for the 

Social Sciences). This panel consists of almost 8000 individuals who are invited every month 

to complete online questionnaires. The LISS panel is based on a traditional random sample 

drawn from the population register by Statistics Netherlands (more information about the 

LISS panel can be found at: www.lissdata.nl). This panel is the principal component of the 

MESS project, operated by the CentERdata research institute in Tilburg, the Netherlands. The 

present was approved by the Internal Review Board of the MESS-Project (van der Velden, 

Bosmans, & Scherpenzeel, 2013). Measurement for the present study took place in four 

waves: personality was assessed in May 2009 (T0), exposure to PTE as well as CSE and PSS 

levels were measured in three waves: April 2012 (T1), August 2012 (T2), and December 2012 

(T3). Of the 7495 panel members who were approached, 5879 returned a fully filled-out 

questionnaire resulting in a response rate of 78.4% at T1. Of these respondents, 2137 (36.3%) 

indicated they had experienced a potentially traumatic event (PTE) in the past two years. 

Analyses were based on 400 respondents (final sample) who had experienced a PTE in the six 

month period before T1, who did not experience another PTE or stressful life-event between 

T1 and T3, and who had valid responses to exposure to PTEs across three waves of data 

collection. In this way we were able to assess if relationships between CSE and PTSD were 

not affected by additional PTEs. Response rates at T2 and T3 were 83.5% and 84.3% 

respectively. For full details on response and exclusion due to additional PTE between T1 and 

T3, see the supplemental flowchart (supplement 1).  

 

Measures 

Potentially traumatic events. To assess potentially traumatic events (PTE) experienced in 

the past two years, respondents were administered a trauma and life-events exposure list of 10 

PTEs (such as serious threat, (sexual) violence, robbery, disaster, (traffic)accident, fire, 

serious illness of self or significant other, death of a significant other, and an open question 

with regard to having experienced another PTE not listed) in the survey on trauma 2012. 

These experiences were derived from a life-events and trauma list. In case respondents had 

been confronted with more than one event in the two year period, they were asked to focus on 

the most recent and stressful event. In case a respondent had no experiences with PTEs, he or 

she could skip a very large proportion of the survey. In the present study we focus on PTEs, 
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thus excluding other stressful life-events such as divorce, loss of contact with children, and 

severe problems with partner or colleagues.  

Peritraumatic stress. Peritraumatic stress was measured using a single item: how much 

stress did you experience during the event? 

PSTD symptoms. To examine current (past month) event-related PTSD symptoms, we used 

the original 15-item IES (Horowitz, Wilner, & Alvarez, 1979) and the 7 hyperarousal items of 

the Impact of Event Scale-Revised (IES-R, Weiss & Marmar, 1997). The original scoring 

system of the IES was used. We will call this version of the IES(-r) the IESplus. This 

approach has been used in previous research (cf Pfefferbaum et al., 2000; 2002; 2003), and 

has the benefit of comparability with results obtained using the original IES, while still 

allowing for the measurement of all three symptom clusters of PTSD. The construct validity 

and reliability of the Dutch version of the IES and its subscales was proven to be acceptable 

across different traumatic experiences (van der Ploeg, Mooren, Kleber, van der Velden, & 

Brom, 2004). A count of scores on the individual items provided a continuous score for PTSD 

symptoms. Cronbach’s alpha's for the IESplus total scores in the present sample were high at 

all three waves (.93 < α < .96). Factor analysis confirmed the general 3-factor structure of the 

IESplus. Scores on the IESplus range from 0 to 105. 

Coping Self-Efficacy. The 7-item coping self-efficacy measure (CSE-7, Bosmans, Komproe, 

van Loey, van der Knaap, Benight, & van der Velden, in press) was administered to assess 

CSE. This scale is based on a 20-item trauma-related scale developed by Benight and 

colleagues (Benight et al., 2008; Benight et al., 2000; Benight & Harper, 2002; Benight, 

Ironson, & Durham, 1999). The construct validity and reliability of the CSE-7 was proven to 

be high across different traumatic experiences (Bosmans et al., in press); Confirmatory factor 

analyses showed that, contrary to the CSE-20, the CSE-7 has a robust factor structure across 

very different types of PTEs, making it especially suitable for use in populations with mixed 

trauma exposure. Since it measures trauma-related CSE universal to PTEs, it also allows for 

the comparison of the effect of trauma-related CSE across different events. For each item, 

respondents rated their perceived efficacy on dealing with different consequences of the 

disaster on a 7-point scale (e.g. ‘resuming normal life’; ‘dealing with frightening images or 

dreams about the event’; ‘being optimistic since the event’) (see supplement 2). Possible 

scores range from 7 (lowest self-efficacy) to 49 (highest self-efficacy). In this study, the 

internal consistency of the CSE scale was excellent for all three waves (.86 < α < .94). Factor 

analysis confirmed the 1-factor structure of the CSE-7.  
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Personality traits. The International Personality Item Pool (IPIP, Goldberg, 1992, 1999) was 

used to assess personality traits. This personality measure is based on the Big-five factor 

structure of personality which distinguishes 5 major dimensions of personality: emotional 

stability (neuroticism), extraversion, openness, agreeableness and conscientiousness. The 50-

item version was used, in which all five personality factors are each assessed by 10 items. The 

internal consistency of the five subscales were good in this study (.77 < α < .90). 

 

Statistical Analysis  

The interplay between CSE and PTSD was assessed using structural equation 

modeling (AMOS version 19, Arbuckle, 1997). Of the 400 respondents in our sample, 239 

also participated in the study measuring personality traits. Full Information Maximum 

Likelihood (FIML) estimation was used in order to deal with any missing values on the study 

variables. We investigated whether missing data patterns were random using Little’s MCAR 

test. Results show that data is missing at random: the Little’s test is not significant (X² 

=50.500, df = 46, p = .300). This four-wave cross-lagged analysis allowed us to test 

competing causal models; assessing the degree to which temporally preceding levels of CSE 

are predictive of PTSD and vice versa, while controlling for the preceding values of these 

dependent variables. In addition to the causal model, we added six exogenous variables to the 

model (peritraumatic stress and the personality traits of emotional stability, agreeableness, 

extraversion, conscientiousness and openness) with direct effects on T1 CSE and PTSD. 

Overall model fit was evaluated by chi-square statistics, the comparative fit index (CFI), the 

normed fit index (NFI) and the root mean square error of approximation (RMSEA). Models 

that fit well are indicated by CFIs and NFIs >.90 and RMSEAs < .08 (Hu & Bentler, 1999). 

The causal model is shown in figure 1. In order to test the cross-lagged paths, we compared 

this unconstrained model to two competing models: a model where the where the paths from 

CSE to PTSS were constrained to be equal to the paths from PTSS to CSE (model B), and a 

model where the paths from CSE to PTSS are constrained to be equal to 0 (model C).  

  

Results 

Participants 

Study characteristics are shown in table 1. Analysis of non-response indicated some 

differences between the final study sample and drop-outs. Full participants were significantly 

older than drop-outs (M = 51.30, SD = 17.54 and M = 41.94, SD = 16.18 respectively) t (607) 
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= 6.422, p < .001. Full participants had higher levels of the personality trait of emotional 

stability than drop outs (M = 35.15, SD = 6.60 and M = 32.88, SD = 6.55 respectively) t (330) 

= 2.825, p = .005.  

 

Table 1. Means and Standard Deviations of the Study Variables (n = 400) 

Variable M SD 

Male (%) 49.00  

Age 51.30 17.54 

Education level 

 Primary (%) 8.5  

 Vocational (%) 59.7  

 High vocational /university (%) 31.8  

Marital status 

 Married (%) 58.5  

 Divorced/separated (%) 10.3  

 Widow(er) (%) 7.3  

 Never married (%) 24.0  

Annual net income 18784.44 15174.53 

Emotional stability T0 35.15 6.60 

Agreeableness T0 39.15 4.88 

Extraversion T0 33.06 6.44 

Conscientiousness T0 37.70 5.13 

Openness T0 35.26 5.01 

Peritraumatic stress T1 3.27 1.17 

CSE7 T1 40.64 7.86 

CSE7 T2 41.11 7.94 

CSE7 T3 41.27 8.14 

IESplus T1 24.01 21.44 

IESplus T2 17.32 19.02 

IESplus T3 14.90 18.38 

Note. CSE7 = trauma-related coping self-efficacy measured with the CSE-7 scale, IESplus = 

posttraumatic stress symptoms measured with Impact of Event Scale Plus.  

 



Chapter 4.1 Longitudinal interplay between PTSS and CSE 

130 

 

It is important to note there were no differences between both groups on the main outcome 

variables (CSE and the total score on the IEsplus). Therefore we expect the associations found 

between these variables among our sample not to be biased as a result of attrition. 

 

Figure 1. Posttraumatic Stress Symptoms and CSE  

 

 

 

 

 

 

 

 

 

 

 

Note. Black lines mark significant associations, opaque lines mark nonsignificant 

associations. PTSS = posttraumatic stress symptoms, CSE = coping self-efficacy 

 

Cross lagged models 

In figure 1, the structural model with the interactions between CSE and posttraumatic stress 

symptoms is shown. Model fit of the unconstrained model (model A) was acceptable: χ² (33, 

N = 400) = 113.121, p < .001, CFI =.94, NFI =.92, RMSEA =.078 [.063—094], with all 

values above the cutoff values for goodness-of-fit-indexes posited by Hu and Bentler (1999). 

The significant Chi Square test was expected because of the relatively large sample size. For 

models with a higher number of cases, this test is generally considered not very useful since it 

nearly always is significant when large sample sizes are used (Bentler & Bonnet, 1980; 

Jöreskog & Sörbom, 1993). Comparisons with two competing models, showed that both of 

these constrained models had a significant worse model fit compared to model A,  

indicating that the effect of CSE to PTSS is indeed stronger (not equal to) that of PTSS to 

CSE, and that the effect of CSE to PTSS is not equal to 0 (see table 2). The autoregressive 

associations between CSE and consecutive levels of CSE, and between posttraumatic stress 

symptoms and consecutive levels of posttraumatic stress symptoms were the strongest 
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associations in the structural model, with standardized regression weights (β) ranging from 

.55 to .60. Within this model the only exogenous variable that made a significant contribution 

to posttraumatic stress symptoms at T1 was peritraumatic stress (β = .56 Z = 10.235, p < 

.001). Peritraumatic stress was also significantly associated with CSE (β = -.27 Z = -1.84, p < 

.001). The personality traits of emotional stability (β = .21 Z = .250, p = .001) and 

agreeableness (β = .18 Z = .292, p = .005) were also associated with CSE. Most importantly, 

cross-lagged paths showed that CSE influenced later levels of posttraumatic stress (β = -.16 Z 

= -.392, p < .001 and β = -.11 Z = -.250, p = .011 at T1 and T2 respectively), with higher 

levels of CSE associated with lower levels of symptoms, while posttraumatic stress did not 

influence later levels of CSE (for full information on correlations between variables in the 

model, see table 3). 

 

Table 2. Model fit and model comparisons 

Model χ2 Total Df ∆ χ2 Df P CFI NFI RMSEA (CI) 

Model A (unconstrained) 113.121 33    .943 .924 .078 (.063-.094) 

Model B (CSE to PTSS 

and PTSS to CSE equal)   

129.526 35 16.405 2 < .001 .933 .913 .082 (.067-.098) 

Model C (CSE to PTSS 

equal to 0) 

132.421 35 19.300 2 < .001 .931 .911 .084 (.069-.099) 

Note. CFI = comparative fit index, NFI = normed fit index, RMSEA = root mean square error 

of approximation. 

Because PTSD symptoms are diverse, with three main symptom clusters: intrusive 

memories, avoidance reactions and hyperarousal (American Psychiatric Association, 2000), 

we also investigated the relationships between CSE and posttraumatic stress for the three 

individual symptom clusters individually, allowing us to determine whether temporal 

associations with CSE are similar for the different clusters. Results for the individual clusters 

were very similar, with the exception that emotional stability was significantly related to 

hyperarousal symptoms on T1 (results shown in supplements 4-6). 

Taken together, these results show that CSE predicts PTSD symptoms among affected 

respondents, while symptoms do not affect subsequent levels of CSE. In other words results 

show that in the first year after experiencing a PTE, CSE perceptions independently 

contribute to lowering PTSD symptoms over and above the effect of previous symptom 
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levels. Furthermore, CSE is relatively robust, and is not affected by levels of PTSD symptoms 

experienced in the past.  

Personality factors were also assessed in 2009. Because personality factors are not 

absolute stable (c.f. Watson, 2004) we repeated our SEM analyses using the 2011 data on 

personality factors. These control analyses showed identical results.  
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Table 3. Correlations between variables in the model  

  1 2 3 4 5 6 7 8 9 10 11 12 

1. Emotional stability T0 1                       

2. Agreeableness T0 .049 1                     

3. Extraversion T0 .223** .299** 1                   

4. Conscientiousness T0 .246** .246** .069 1                 

5. Openness T0 .286** .213** .248** .206** 1               

6. Peritraumatic stress T1 -.096 .151* -.036 -.015 -.076 1             

7. CSE7 T1 .203
**

 .102 -.017 .099 .042 -.259
**

 1           

8. CSE7 T2 .321
**

 .122 -.015 .153
*
 .138

*
 -.102

*
 .576

**
 1         

9. CSE7 T3 .206
**

 .123 -.113 .138
*
 .122 -.106

*
 .536

**
 .621

**
 1       

10. IESplus T1 -.128
*
 .074 .016 -.024 -.083 .559

**
 -.537

**
 -.331

**
 -.265

**
 1     

11. IESplus T2 -.120 .133
*
 .072 .070 -.106 .350

**
 -.459

**
 -.461

**
 -.314

**
 .643

**
 1   

12. IESplus T3 -.156
*
 .106 .106 .016 -.119 .211

**
 -.387

**
 -.384

**
 -.408

**
 .490

**
 .649

**
 1 

Note. ** = Correlation is significant at the 0.01 level (2-tailed), * = Correlation is significant at the 0.05 level (2-tailed). 
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Discussion 

This study investigated the longitudinal interplay between coping self-efficacy (CSE) 

and event-related posttraumatic stress disorder (PTSD) symptoms. More specifically: do CSE 

perceptions have an independent effect on subsequent levels of PTSD symptoms or do levels 

of PTSD symptoms determine subsequent CSE perceptions? The overall pattern of results 

from this study shows that perceptions of coping self-efficacy affect subsequent levels of 

posttraumatic stress symptoms in the period after exposure to a PTE. In contrast, 

posttraumatic stress symptoms do not predict subsequent levels of CSE
*
. Although strong 

causal claims cannot be made without a randomized controlled experiment – which would 

raise obvious ethical concerns given the fact that we examined posttraumatic stress reactions - 

results offer support for the theory that CSE perceptions play a role in overcoming trauma. 

Furthermore, these results offer evidence that CSE perceptions are not merely the result of, or 

the expression of past symptoms. As we can see, CSE levels do change over time in our 

current sample. This implies that these perceptions are shaped over time, independently of 

levels of posttraumatic stress symptoms. This overall pattern of results is in line with social 

cognitive theory: CSE perceptions are not formed in a vacuum, nor impervious to change. 

Within social cognitive theory, psychological functioning is the result of the continuous 

bidirectional interaction process between inner personal factors (cognitions and psychological 

states), the external environment, and behavior (Bandura, 1977). People consciously evaluate 

their circumstances, abilities and the outcomes of behavior, and adjust their expectations and 

behavior accordingly. Those with a higher perceived ability to cope are more likely to cope 

better, reducing symptoms of stress and improving perceptions of ability to cope. Despite the 

fact that the effect of CSE on subsequent PTSD symptom levels was significant, the 

coefficients of these paths were not very great. This indicates that while trauma-related CSE 

perceptions are part of determining posttraumatic stress reactions, other factors may be 

involved in the development and maintenance of posttraumatic distress. When interpreting the 

effects of CSE levels on subsequent PTSS, one should realize that the aim of a cross-lagged 

design is to investigate the direction of influence between variables over time. This is the 

effect that is left when the autoregressive relationships are taken into account as well as the 

strong relationships between the different variables at the same measurement point. The fact 

                                                           
*
 The wording of this sentence has been changed in a corrigendum, published in Social Science and Medicine. In 

the original version, the sentence was erroneous: In contrast, posttraumatic stress symptoms do not predict 

subsequent levels of PTSD. 
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that CSE levels are still significantly related to subsequent PTSS levels after taking into 

account the effect of previous PTSS levels and the cross-sectional associations between PTSS 

and CSE, is strong evidence that CSE perceptions help determine adjustment to posttraumatic 

distress.  

Over time, lasting symptoms of PTSD might also have a negative impact on other 

areas of functioning than coping-self efficacy. As mentioned earlier, self-efficacy perceptions 

are the result of the bidirectional interactions between the person, their environment and their 

behavior (Bandura, 1977; 2001). Therefore, over time stress symptoms might affect 

subsequent perception of one’s capability to deal with the aftermath of a PTE in turn. In order 

to examine this, individuals recently exposed to trauma should be followed for a longer 

period.  

The influence of personality traits and peritraumatic stress on T1 CSE and/or PTSD 

symptoms was limited: together these variables explained 14 percent of variance of CSE at T1 

and 32 percent of variance of PTSD symptoms at T1. The strong associations between 

peritraumatic stress and CSE and posttraumatic stress symptoms indicate that the degree of 

stress experienced during or immediately after the event not only has an effect on short-term 

symptoms, but also on the degree that people feel able to overcome the event. On the other 

hand, initial CSE perceptions might also affect peritraumatic stress. This would fit well with 

the appraisal model of stress: an event is stressful because it is beyond the (perceived) coping 

abilities of the individual (Folkman, Lazarus, Dunkel-Schetter, DeLongis, & Gruen, 1986). 

The effect of emotional stability on CSE indicates that people with a higher overall tendency 

to experience negative emotions also more negatively perceive their ability to deal with the 

event The fact that agreeableness was significantly associated with CSE levels might indicate 

two things: either individuals who are more agreeable are more flexible, and are therefore 

better able to cope with PTEs, or alternatively, individuals who are more agreeable are 

slightly more prone to answering the statements in the CSE measurement affirmatively. 

Importantly, other personality traits were not significantly related to CSE and PTSS levels. 

These findings clearly suggest that conscientiousness, openness and extraversion may not be 

considered risk factors for adjustment. 

Another set of associations within our model must also be discussed: the 

autoregressive relationships between CSE and consecutive levels of CSE, and between PTSD 

symptoms and consecutive levels of PTSD. These associations were the strongest associations 

in our model, another similarity with the multiwave study of Kaniasty and Norris (2008). This 
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proves a relatively neglected phenomenon within trauma research and meta-analyses on risk-

factors for PTSD symptomatology: the best predictors of long term symptoms are often earlier 

symptoms (Velden & Wittmann, 2008). Although a number of different trajectories of PTSD 

symptom severity have been recognized in scientific studies (Bonanno, 2004; Norris, Tracy, 

& Galea, 2009) - with resilience, recovery, chronic and delayed the most widely used - 

symptoms at an earlier point are often moderately to strongly associated with symptoms at a 

later point in the studies that include these associations in their results (e.g. Ehring, Ehlers, & 

Glucksman, 2008; Johansen, Wahl, Eilertsen, & Weisaeth, 2007; Marshall, Miles, & Stewart, 

2010).  

Some characteristics and limitations of this study have to be discussed in further detail. 

First of all, the measures of model fit were good, but not excellent. This indicates that the 

models do not fit the data perfectly. Very likely this indicates that other factors are 

influencing the development of CSE and PTSD symptomatology over time. Yet at the same 

time the models do explain around one-third to 40 percent of the variance for CSE and PTSD 

symptoms at T2 and T3. Also there are significant relationships from CSE to symptoms in the 

short and mid-term, and from symptoms to CSE in the long-term, over and above the 

autoregressive effects. The purpose of this study was to investigate the development of the 

direction of associations between CSE and PTSD symptoms over time. The results did 

provide additional insight into the directionality of these relationships, while at the same time 

demonstrating that this is not the definitive explanation. Another limitation is that assessment 

of PTSD symptoms was based on self-report measurements. Clinical interviews like the 

Clinician-Administered PTSD Scale (CAPS) are considered the golden standard in 

assessment of posttraumatic stress symptoms. However, we were interested in the degree of 

symptoms experienced and also in the different symptoms clusters of PTSD, not just in a 

PTSD diagnosis. We used the IES and IES-R to assess PTSD symptom severity; both 

instruments are widely used in studies on trauma and control analyses showed that the scales 

had good psychometric properties. Previous research has shown that high scores on the IES 

(>34, 18.7% in our sample at T1) are indicative for probable PTSD (Cf. Fichera, Fattori, Neri, 

Musti, Coggiola, & Costa, 2014). Another possible concern is recall bias. Since exposure to 

potentially traumatic events was retrospective, there is the possibility that the exact timing of 

the event is not accurate. An event experienced 7 months ago might for instance be reported 

as being 6 months ago. A particular strength of this study was the longitudinal design, 

allowing us to follow subjects for 8 months. Furthermore, we were also able to assess whether 
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participants experienced additional PTEs or other life events between the three measurement 

points. This allowed us to make sure there was no interference as a result of additional events. 

Any additional PTE or life event could lead to a disturbance of the relationship between 

PTSD and CSE, since a worsening of symptoms or the need to employ additional coping 

strategies would be a likely result. Another strength is that the sample is based on a 

representative sample of Dutch adult citizens. Response was very high, with 74.8 percent of 

those approached filling out the first questionnaire. Attrition among those exposed to PTEs in 

the 6 month period before T1 was very low (19% at T2 and 10.3% at T3). Therefore, results 

found in this sample have higher external validity than convenience samples of individuals 

exposed to the same large traumatic event.  

Future research is needed into the longitudinal interplay between CSE and PTSD 

among individuals exposed to work-related PTEs, especially among those in high-risk 

occupations (such as police officers, emergency medical technicians or military personnel). 

The knowledge that one will likely (repeatedly) be exposed to dangerous or threatening events 

will very likely have an effect on CSE and its associations with any experienced PTSD 

symptoms. It would also be interesting to see whether the same mechanisms are found in 

groups where lasting physical symptoms such as scars, chronic pain and functional 

impairment (Esselman et al., 2006; Summer et al., 2007) also play an important role, as for 

instance would be the case with burn victims. Additional research that investigates whether 

relationships between CSE and PTSD change when individuals are exposed to additional 

potentially traumatic events would also offer new insights into the ability of CSE to predict 

reactions to subsequent stressors. Finally, these results have implications for the treatment of 

PTSD symptomatology. It shows that targeting CSE in addition to symptoms, would enhance 

the long term effect of treatment. 
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Abstract 

 

Aim of the present three-wave study was to examine to what extent personality traits and 

general self-efficacy measured before exposure to a potentially traumatic event (PTE) 

prospectively predict coping self-efficacy (CSE) perceptions, and to test whether outcomes 

are biased by the timing of assessment of personality traits. The study was conducted within a 

large probability-based multi-wave representative internet panel in the Netherlands 

(N
total

=1,154). 

Results: Findings for both personality assessments (2009, 2011) were similar. Among 

respondents with low levels of PTSD-symptomatology, higher levels of emotional stability 

and agreeableness were associated with higher levels of CSE, while among those with 

relatively high levels of PTSD-symptomatology emotional stability alone was independently 

predictive of CSE. After adding personality traits to the model, general self-efficacy, 

demographic and event-related variables were not predictive of CSE, with the exception of 

time since the event for the high-symptoms group. 

Conclusions: Emotional stability most strongly and systematically predicts CSE following 

PTE’s, regardless of the moment it was assessed. Agreeableness is only predictive of CSE 

among those with low levels of PTSD-symptomatology. Timing of assessment of personality 

did not influence results. In sum: the personality traits emotional stability and agreeableness 

provide (limited) information on CSE levels among adults following PTE’s.  
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1. Introduction 

Previous studies have shown that coping self-efficacy (CSE), the perceived capability 

to manage both personal functioning and challenges faced in the aftermath of a traumatic 

event, is an important predictor of longer term psychological functioning after a shocking 

event. When correcting for initial distress and demographic factors in longitudinal studies, 

CSE independently explained 10 to 26 percent of variance in PTSD symptoms among victims 

of diverse potentially traumatic events (PTEs): natural disasters, terrorist attacks, motor 

vehicle accidents, combat and domestic violence (Benight, Freyaldenhoven, Hughes, Ruiz, & 

Zoscke, 2000; Benight & Harper, 2002; Benight, Cieslak, Molton, & Johnson, 2008; 

Luszczynska, Benight, & Cieslak, 2009). CSE affects the stressfulness of traumatic events by 

affecting the degree of perceived threat posed by the event, by affecting the use of coping 

strategies, and by affecting the perception of initial stress reactions (Bandura, 1997). 

There is a gap in scientific knowledge concerning CSE however. It is not yet possible 

to predict which individuals will exhibit high or low levels of CSE after experiencing a PTE. 

Insight into the predictors of CSE will offer more information on the processes at work within 

CSE. It might also help with screening personnel for military duty or other professions with 

high exposure to PTEs. Experiencing stress is a normal reaction in the first days and weeks 

after a PTE. In most cases the majority of people will recover within the first year after a 

traumatic event (Breslau, 2001; Darves-Bornoz et al., 2008; Bronner et al., 2009). There are 

very different trajectories in which PTSD symptoms can fluctuate, confirming that initial 

reactions are not completely predictive of the long term coping (Bonanno, 2004). This 

suggests that in the specific case of traumatic events, CSE is influenced by different 

(predisposing) factors.  

The goal of the current study is to investigate possible determinants of CSE. 

Specifically, the focus is on the role that personality traits might have. These are commonly 

assumed to be comprised of more or less stable characteristics that foster consistency in 

reactions to environmental stimuli (Schneider, 2004). Previous research has shown that some 

personality traits (emotional stability and extraversion) are associated with greater 

posttraumatic stress symptomatology (Breslau, Davis, Andreski, & Peterson, 1991; Carlier, 

Lamberts, & Gersons, 1997; Lewin, Carr, & Webster, 1998). Since personality traits 

contribute to how an individual will respond to or feel in specific circumstances, they will 

also likely affect confidence to overcome a PTE. It is expected that higher levels of emotional 

stability and higher levels of extraversion will be associated with higher levels of CSE. There 
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are no preconceived notions about the effects of conscientiousness, agreeableness and 

openness in this study.  

Previous studies, however, suggest that personality traits are not completely stable 

(Watson, 2004). A meta-analysis investigating the rank-order stability of personality traits 

(Roberts & DelVecchio, 2000) showed that the stability of personality traits varies across the 

life span and is highest between 50 and 70 years old, when test-retest correlations are about 

.74. This does raise the question to what extent personality traits can truly be considered traits, 

since a correlation of .7 means a shared variance of only 50%. It also suggests that the timing 

of the measurement of personality traits might have an impact on their predictive value.  

Finally, in order to investigate whether a general sense of self-efficacy influences 

CSE, prospectively measured general opinion about one’s own capabilities was included. It is 

important to realize however, that there is no general perception of being able to enact any 

type of task required, which predicts how self-efficacious people will feel in all possible 

situations. According to Bandura (1982), the level of specificity with which to measure self-

efficacy depends on the nature of the related tasks, and how specific the behaviors are that 

comprise this task. For instance, an artist may feel capable of producing a beautiful artwork, 

but this says nothing about his or her perceived ability to run a marathon. This is especially 

true for predicting how well someone will be able to cope with an event that is typically far 

removed from everyday experience, such as a traumatic event. However, a sense of being a 

capable person could affect perceived competence in specific task domains. Previous research 

has shown that general self-efficacy and context-specific self-efficacy are related, with 

general self-efficacy perceptions influencing specific self-efficacy perceptions (Schwoerer, 

May, Hollensbe, & Mencl, 2005), and vice versa (Hendy, Lyons, & Breakwell, 2006). 

Furthermore, in previous research, general self-efficacy mediated the impact of personality 

traits on perceived stress, indicating a possible role of general self-efficacy in shaping CSE 

(Ebstrup, Eplov, Pisinger, & Jorgensen, 2011).  

The aim of the present study is two-fold: first, to examine to what extent personality 

traits and general self-efficacy prospectively predict CSE perceptions. Since the associations 

between personality traits and CSE may depend on the level of PTSD-symptoms, it was also 

assessed whether these differ between respondents with low-medium levels and respondents 

with high levels of PTSD-symptoms. After all, if one experiences no severe PTSD symptoms, 

the challenges to overcome in order to resume normal life might be different than if one 

experiences severe symptomatology. Second, to test whether personality traits assessed one 
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year before CSE was measured are more predictive than traits assessed three years before. To 

the best of our knowledge, to date no study has addressed these questions. 

 

2. Method 

2.1 Participant characteristics and sampling 

This study was conducted within the LISS (Longitudinal Internet Studies  for the 

Social sciences) panel. The panel consists of almost 8,000 individuals, and is operated by the 

CentERdata research institute in Tilburg, the Netherlands. The panel is based on a traditional 

random sample drawn from the population register by Statistics Netherlands, and has been 

operational since October 2007. Panel members are invited to complete online questionnaires 

every month. Original response rate was 80%, and monthly response rates to individual 

questionnaires range between 50% and 80%. Participants receive a small payment for each 

completed questionnaire. Topics of the studies conducted in the panel are diverse; with some 

studies recurring every year (e.g. health, religion, work and schooling, personality, and 

politics and values), while other studies, such as our study on CSE, are conducted once. Data 

gathered in the panel is freely accessible for researchers (for more information see: 

www.lissdata.nl). For the current study on CSE and PTSD-symptomatology 7,495 panel 

members were approached. The response rate was 78.4% (N = 5,879). Of these, 2,348 

respondents indicated they had experienced a PTE or other stressful life-event in the past two 

years in our study on trauma in 2012. Further details of the LISS panel and the studies on 

personality and trauma can be found in Van der Velden, Bosmans and Scherpenzeel (2013). 

For the present study respondents were selected who were exposed to a number of 

PTE’s (e.g., severe accidents, assaults and threats, fires and disasters, severe illness, property 

crimes, loss of a loved one), and also took part in studies on personality traits in 2009 

(response rate=69.9%) and 2011 (response rate=74.5%; N
total

=1,154). Respondents exposed to 

other possible stressful life events such as divorce, serious relational or financial problems 

were excluded. In sum, data of three waves of the LISS panel were used (2009, 2011, and 

2012). 

 

2.2 Measures 

Respondents were asked to report PTE’s experienced in the two years prior to our 

study on trauma (2012). If more than one PTE was reported, respondents were asked to focus 

on the most severe event. The time frame of assessment was limited to the previous two years 
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because for most victims of a PTE recovery occurs in the first 12 months (Breslau, 2001). 

Furthermore, recollection of the exact timing and nature of a traumatic event becomes less 

reliable as the interval between exposure and assessment increases (Wittchen et al., 1989). In 

addition to the type of event and when it occurred, degree of physical injury sustained during 

the event was also assessed. General self-efficacy was measured with a single item in 2009 (I 

have confidence in my capabilities).The following demographic information relevant to our 

research was used: age and gender of the respondent, and level of education.  

Personality traits were measured in the surveys on personality in 2009 and 2011 using 

the International Personality Item Pool (IPIP, Goldberg, 1999). This measure is based on the 

Big-five factor structure of personality. The 50-item version was used. The IPIP has a 

consistent factor structure, and has also demonstrated strong concurrent validity with other 

personality measures (Gow, Whiteman, Pattie, & Deary, 2005; Zheng et al., 2008).  

The 7-item Coping Self-Efficacy Measure (Bosmans et al., 2014, Van der Velden et 

al., 2013) was administered in the survey on trauma (2012) to assess CSE. Respondents rated 

their perceived efficacy on dealing with different consequences of the PTE on a 7-point scale. 

Possible scores range from 7 (lowest self-efficacy) to 49 (highest self-efficacy). In this study 

the internal consistency of the CSE scale was high (α = .91).  

Event-related PTSD symptoms were measured in the survey on trauma (2012) using 

the original 15-item Impact of Event Scale (IES, Horowitz, Wilner, & Alvarez,  1979) and the 

6 hyperarousal items of the Impact of Event Scale-Revised (IES-R, Weiss & Marmar, 1997). 

The original scoring system of the IES was used, however (respondents were asked how often 

they suffered from symptoms in the past week on a 4-point measurement scale, with 0 

indicating not at all, 1 indicating rarely, 3 indicating sometimes, and 5 indicating often). This 

version of the IES(-R) will be referred to as the IESplus in this study. This approach has been 

used in previous research (cf. Pfefferbaum et al., 2003). The benefit of this approach is its 

comparability with results obtained using the original IES, while still allowing for the 

measurement of all three symptom clusters of PTSD. The construct validity and reliability of 

the Dutch version of the IES was acceptable across different traumatic experiences (van der 

Ploeg, Mooren, Kleber, van der Velden, & Brom, 2004). Cronbach’s alpha for the IESplus 

total score in the present sample was high (α = .95).  

 

 

 



Chapter 5.1 Predicting trauma-related CSE 

151 

 

2.3 Analyses 

All analyses were conducted in SPSS version 18 (SPSS, 2009). Using hierarchical 

linear regression the independent predictive values of personality traits were investigated as 

follows: at step 1 demographics, event-related variables and general level of confidence in 

abilities were entered. At step 2 the personality traits extraversion, emotional stability, 

openness, agreeableness and conscientiousness were entered. The model was first specified 

for the entire sample, followed by separate models for respondents with low-to-medium 

PTSD symptoms (lower 70%, cutoff IESplus < 30) and respondents with high PTSD-

symptomatology (upper 30%, cutoff ≥ 30). Differences between these sub-groups were 

assessed using chi-square and t-tests. 

 

Table 1. Sample Characteristics  

  

 Total group 

(N=1154) 

Low symptoms 

(N=814) 

High symptoms 

(N=340) 

Low v. 

High 

    M/% SD M/% SD M/% SD  P 

Age (years) 52,48 15,75 51,71 15,95 54,34 15,14 * 

Gender (male) 46,36 
 

50,74 
 

35,88 
 

*** 

Education level 
    

*** 

 Primary 6,51 
 

6,27 7,08 
 

 Vocational 60,80 
 

57,40 68,70 
 

 High vocational/ 

University 
32,70 

 
36,30 24,20 

 

Sustained injuries 
    

* 

 None 91,94 
 

93,00 
 

89,41 
  

 Light injuries 4,42 
 

4,55 
 

4,12 
  

 Severe injuries 3,64 
 

2,46 
 

6,47 
  

Time since event 
      

** 

 0-6 months 37,20 
 

35,50 
 

41,18 
  

 7-12 months 24,00 
 

24,08 
 

23,82 
  

 13-24 months 38,82 
 

40,42 
 

35,00 
  

Extraversion (2009) 32,62 6,37 32,51 6,17 32,91 6,81 
 

Extraversion (2011) 32,42 6,50 32,37 6,43 32,53 6,67 
  

(Continued) 
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Table 1. (Continued) 

    

Total group 

(N=1154) 

Low symptoms 

(N=814) 

High symptoms 

(N=340) 

Low v. 

High 

    M/% SD M/% SD M/% SD  P 

Agreeableness (2009) 39,31 4,75 39,10 4,67 39,81 4,91 * 

Agreeableness (2011) 39,10 4,87 38,93 4,79 39,50 5,05  

Conscientiousness (2009) 37,74 5,06 37,76 5,06 37,69 5,06 
 

Conscientiousness (2011) 37,46 5,27 37,57 5,25 37,19 5,31 
 

Emotional stability(2009) 33,99 6,71 34,77 6,51 32,12 6,83 *** 

Emotional stability(2011) 34,37 6,99 35,31 6,77 32,12 7,02 *** 

Openness (2009) 35,18 4,83 35,26 4,76 34,98 5,02 
 

Openness (2011) 34,88 4,98 35,04 4,96 34,51 5,03 
 

Confidence in abilities 

(2009) 
5,59 1,06 5,63 1,02 5,51 1,12 

 

CSE 40,85 7,78 43,06 6,67 35,54 7,69 *** 

Note. * p < .05. ** p <.01. *** p <.001. 

 

3. Results 

Correlation coefficients between personality traits across 2009 and 2011 

measurements ranged between .74 and .82. Table 1 shows characteristics for the total sample 

and the high- and low-PTSD symptoms groups. Comparisons of the low-symptom and high-

symptom groups showed some significant differences. Among the high-symptom group, there 

was a greater proportion of women, respondents were on average older, had a smaller 

proportion in high education categories, had experienced the PTE more recently, and were 

more often injured during the PTE. Furthermore, those with high PTSD symptoms had, as 

expected, lower CSE scores. In addition, they scored lower on emotional stability (2009, 

2011) and agreeableness (2009). 

In Table 2 the results of the multiple regression analyses using personality traits 

measured in 2009 are shown. Only 12.9% of variance in CSE scores was accounted for in the 

final model. Adding personality traits to the model explained 6.3% at step 2. Higher levels of 

emotional stability were associated with higher levels of CSE. Higher educational levels and 
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higher levels of agreeableness were associated with higher levels of CSE. More time elapsed 

since the event, and less severe injuries sustained during the event were also associated with 

higher levels of CSE respectively. The model was then calculated separately for those with 

different levels of PTSD. Total variance explained by the final model for the low-symptoms 

group was 9.4%. Adding the personality traits increased explained variance with 3.5%. Again,  

higher levels of emotional stability were associated with higher levels of CSE. In the group 

with high PTSD symptom levels, the model predicted 14.2% of variance in CSE scores. 

Explained variance increased with 9.1% when personality traits were added to the model. 

Here, only higher levels of emotional stability and more time elapsed since the event were 

significantly associated with CSE. 

 Table 2 also shows the results of analyses using personality traits measured in 2011. 

Results for the entire sample are almost identical to those using personality traits measured in 

2009. The final model explained 14.7% of variance in CSE scores. Adding personality traits 

added 8.1% explained variance. The same variables made independent contributions to CSE 

levels (emotional stability, agreeableness, education level, time since the event and injuries). 

For the low-symptoms group explained variance was 11.5% in the final model, with 

personality traits adding 5.6%. Among this group higher levels of emotional stability, 

agreeableness, higher education and female gender were associated with higher levels of CSE. 

Explained variance for the high-symptoms group was 12.4% in the final model, with 

personality traits adding 7.4%. Here, only higher levels of emotional stability were associated 

with higher levels of CSE.  
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Table 2. Linear regression predicting coping self-efficacy 

  
  

  

Total group (N=1154) Low PTSD symptoms (N=814) High PTSD symptoms (N=340) 

 2009 2011 2009 2011 2009 2011 

  ΔR² Β 

 

ΔR² Β   ΔR² β 

 

ΔR² β 

 

ΔR² β  ΔR² β   

Step 1 Age .07 .02  idem  .06 .03  idem  .05 .09  idem  

Gender (0=male) .00     .11 **    -.01     

Education level .15 ***    .15 ***    .05     

Injuries -.08 **    -.04     -.05     

Time since event .09 **    .01     .11 *    

Confidence in capabilities  .16 *** *** *** *** .16 *** *** *** *** .16 ** *** *** *** 

(Continued) 
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Table 2. (Continued) 

  
  

  

Total group (N=1,154) Low PTSD symptoms (N=814) High PTSD symptoms (N=340) 

 2009 2011 2009 2011 2009 2011 

  ΔR² Β 

 

ΔR² Β   ΔR² β 

 

ΔR² β 

 

ΔR² β  ΔR² β   

Step 2 Age .06 -.02  .08 -.02  .04 .01  .06 .01  .09 .05  .07 .04  

Gender (0=male) .00   .00  .10 *  .09 * -.05   -.04  

Education level .13 ***  .11 *** .11 **  .10 ** .05   .03  

Injuries -.07 **  -.06 * -.04   -.03  -.06   -.03  

Time since event .10 **  .08 ** .03   .02  .11 *  .10  

Confidence in capabilities  .04   .05  .07   .07  .03   .05  

Extraversion .00   -.03  .02   -.01  .05   -.02  

Agreeableness .09 **  .07 * .10 *  .11 ** .12   .04  

Conscientiousness .01   .05  .00   .02  .01   .06  

Emotional stability .26 ***  .29 *** .16 ***  .21 *** .29 ***  .26 *** 

Openness -.01    .01   .04    .03   -.04    .02   

Note. * p < .05. ** p <.01. *** p <.001. 
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4. Discussion 

Findings showed that prospectively measured personality traits, general confidence in 

abilities, demographics, and event-related characteristics, explained a relatively small amount 

of variance in CSE levels. This suggests that general constructs like personality traits and 

general self-efficacy, are not able to reliably predict individual reactions in the specific 

context of traumatic events. 

 The overall effect of personality traits on trauma-related CSE is limited. Emotional 

stability was the only trait that affected CSE among the high-symptoms group. As could be 

expected, results showed that among those with higher PTSD symptomatology levels of 

emotional stability and levels of CSE are lower. This indicates that people with a higher 

overall tendency to experience negative emotions not only more negatively perceive their 

ability to deal with the event, they also experience higher levels of traumatic stress, 

suggesting that victims with lower trait emotional stability enter a negative spiral. They are 

more likely to experience high levels of traumatic stress and will evaluate their ability to 

overcome the consequences of the event more negatively. This, in turn, may lead to a more 

chronic course of PTSD symptoms. Agreeableness made an independent contribution to CSE 

levels only among the low-symptom group. A possible explanation is that people who are 

more agreeable are more flexible, and are therefore better able to adapt to new and taxing 

circumstances. The fact that agreeableness failed to make an independent contribution among 

the high-symptoms group might be explained by the fact that emotional stability was 

significantly lower among this group.  

As described, the use of two different waves of measurement of personality traits was 

done deliberately. Test-retest correlations showed that in our sample, stability of personality 

traits were not very high. As is clear from the results, despite the fact that personality traits are 

not completely stable, the timing of measurement has little impact when predicting CSE. For 

a number of respondents, the 2011 measurement of personality took place after exposure to 

the PTE. Since this might have had an impact on the measurement of personality, the analyses 

were also performed with a subsample that had experienced the PTE after measurement of 

personality in 2011. Results of these analyses were very similar to the results for the entire 

sample. This is in line with a previous study by Ogle, Rubin and Siegler (2014), who found 

that the personality trait of neuroticism did not change more among trauma-exposed 

individuals than among individuals not exposed to trauma. Whether changes in the personality 

traits that were significantly associated with CSE (emotional stability and agreeableness) 
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affected CSE levels was also examined. For both personality traits, the degree of change was 

not significantly associated with CSE. Since examining the changes in individual personality 

traits is beyond the scope of this paper, results are not shown (available on request).  

Results for non-personality predictors were mixed: women and those more highly 

educated had higher CSE levels among the low-symptoms group. Surprisingly, the proportion 

of women was much larger among the high-symptoms group than among the low-symptoms 

group, despite the positive effect of female gender on CSE in the total sample. It might be that 

for women the effect of CSE on posttraumatic stress symptoms is weaker than for men, and 

offers less protection in dealing with a PTE. This is in line with previous findings that the 

mediating effect of CSE on posttraumatic stress symptoms is stronger among men than among 

women (Bosmans, Benight, van der Knaap, Winkel, & van der Velden, 2013). The effect of 

education among the low-symptoms group indicates that those more educated are somewhat 

better able to adapt to the aftermath of a PTE as long as PTSD symptoms are not too high. 

The effect of experiencing a high level of stress might be strong enough to overcome any 

benefits those more highly educated have. Time since the PTE was only significantly 

associated with CSE among the high-symptom group, indicating that the confidence to deal 

with the PTE increased over time for those who were severely affected. While those relatively 

unaffected are confident that they will be able to deal with the effects of the event, those 

highly affected seem to go through a phase in which they are not completely sure they will 

overcome the consequences of the event. The effect was very small however, just barely 

reaching significance in the model using personality traits measured in 2009, and failing to 

reach significance in the model using traits measured in 2011.   

General confidence in abilities did not make a significant contribution in any of the 

groups after personality traits were added to the model. The limited role of general confidence 

in abilities in predicting trauma-related CSE offers proof that the utility of a more generic 

self-efficacy measure as a predictor of specific self-efficacy perceptions is low.  

As in any study, there are strengths and limitations that should be discussed. This 

prospective study is unique because it makes use of pre-exposure measurements of 

personality and general confidence in abilities and couples this with post-exposure 

posttraumatic stress levels and CSE in a representative sample of the adult Dutch population 

who experienced a variety of PTE’s. To the best of our knowledge, to date there is no study 

using our 3-wave prospective study design. PTSD was not examined using clinical interviews 

like the Clinician-Administered PTSD Scale (CAPS) which are considered the golden 
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standard in assessment of PTSD. Furthermore, general self-efficacy was measured using only 

one item. It is possible that that the lack of an effect of general self-efficacy was due in part to 

the measurement of general self-efficacy. Further prospective research is needed using a more 

extensive general self-efficacy scale. Another limitation was the lack of information about 

mental health such as anxiety or depression prior to the PTE for this sample. It is possible that 

existing psychological symptoms did affect CSE. There was also no information available 

about exposure to PTEs that occurred more than two years before assessment.  

 Notwithstanding the limitations to this study, it can be concluded that personality traits 

are of limited value in predicting CSE following PTE’s. Future research is needed to examine 

to what extent coping self-efficacy is dependent on other factors related to post-trauma 

recovery, such as social support (Guay et al., 2006; Kaniasty & Norris, 2008) 
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When people are confronted with a potentially traumatic event (PTE), in general only a 

minority will develop chronic posttraumatic stress symptoms (Bonanno, 2004; Breslau, 2002; 

Keane, Marshall, & Taft, 2006; Norris et al., 2002; Roberts, Gilman, Breslau, Breslau, & 

Koenen, 2011). Understanding why some survivors develop significant posttraumatic distress, 

whereas others do not is one of the most compelling questions in post-trauma mental health 

research. Previous studies trying to explain these differential reactions have focused on 

aspects of the affected individual, the PTE itself, and the (post-event) environment, such as 

gender, education, psychiatric history, exposure characteristics and social support. Meta-

analyses of these risk-and protective factors for developing PTSS show that these individual 

predictors are often inconsistently related to recovery, and that effect sizes are usually 

relatively modest (Brewin, Andrews, & Valentine, 2000; Ozer, Best, Lipsey, & Weiss, 2003; 

2008).  

While these earlier studies have mainly focused on more or less objective 

characteristics of the PTE, the affected individual, or the post-trauma environment, important 

stress theories and PTSS theories have emphasized the role of individual appraisals in post-

trauma adjustment (Ehlers & Clark, 2000; Lazarus & Folkman, 1984). An important factor in 

determining appraisal of the PTE and its consequences is trauma-related coping self-efficacy 

(CSE), the “perceived capability to manage one’s personal functioning and the myriad 

environmental demands of the aftermath occasioned by a traumatic event” (Benight & 

Bandura, 2004, p. 1130). The positive effect of CSE perceptions on recovery from 

posttraumatic distress has been demonstrated in a variety of PTEs such as disasters, motor 

vehicle accidents, war, terrorist attacks and domestic violence (Luszczynska et al., 2009). 

Studies have shown that higher levels of CSE are not just associated with lower levels of 

current distress, but that they also predict recovery from PTSS. 

What is striking about research into trauma-related CSE perceptions is that despite the 

fact that the concept fits well into existing appraisal-focused theories of traumatic stress, it has 

received only limited attention in post-trauma research. While meta-analyses show that the 

effect of CSE on posttraumatic distress is often greater than that of other factors such as social 

support (eg. Luszynska et al., 2009; Ozer et al., 2008), peer reviewed studies investigating the 

relationship between CSE and trauma number only a few dozen, while many more investigate 

the effect of these other factors. As a consequence of the limited attention for CSE in trauma 

research, a number of important questions concerning trauma-related CSE remain 

unanswered. For instance, studies into the effect of CSE on post-trauma recovery have been 



Chapter 6 General discussion 

166 

 

conducted using very specific CSE-instruments. As a result no validated trauma-related CSE 

measure applicable across different PTEs is available. Furthermore, until now the effect of 

CSE perceptions has been studied almost exclusively in the United States, where PTSS rates 

after exposure to PTEs are usually higher than those found in Western Europe (e.g. Darves-

Bornoz et al., 2008; Roberts et al., 2011). This raises the question to what extent the findings 

regarding CSE are applicable to other countries. Studies so far have also not examined the 

direction of causality between CSE and PTSS, the possible role of physical trauma suffered 

by some survivors of PTEs, the role of CSE among those receiving psychotherapy, nor have 

they investigated possible determinants of CSE perceptions.  

In order to address these large lacunae in trauma-related CSE research, the current 

dissertation offers the first detailed study into the concept, addressing measurement, 

independent predictive value and etiology of general trauma-related CSE among different 

samples of individuals exposed to PTEs. More specifically, the aims of the studies conducted 

in this dissertation were: 1) to validate a general trauma-related CSE instrument which can be 

used after most types of potentially traumatic events, 2) to investigate the longitudinal effect 

of CSE perceptions in recovery from posttraumatic distress in diverse trauma settings among 

a Western-European population, 3) to examine the role of physical trauma in the relationship 

between CSE and PTSS, 4) to examine the role of CSE on recovery among individuals treated 

for PTSS 5) to examine the direction of causality between CSE perceptions and posttraumatic 

distress, and 6) to examine whether post-trauma CSE can be predicted before exposure to a 

PTE by trait-like characteristics. In this chapter, I will discuss the main findings, the main 

methodological considerations of the studies in this dissertation, and implications for practice 

before discussing what general conclusions can be drawn. 

 

Discussion of main findings 

Measuring trauma-related coping self-efficacy 

Chapter 2.1 represents the first validation study of a general trauma-related coping self-

efficacy scale. In this study we continued the work of Benight and colleagues (cf. Benight & 

Bandura, 2004; Luszczynska et al., 2009). They developed a scale aimed at measuring 

perceived levels of trauma-related coping self-efficacy across a wide variety of PTEs, by 

selecting 20 items from trauma-specific CSE measures (eg. hurricane-CSE, domestic 

violence-CSE) with the strongest correlations with PTSS across a number of studies that 

tested the relationship between event-specific CSE and traumatic stress adaptation (Benight, 
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unpublished raw data, November 28, 2012). Whereas previous measures were specific to one 

particular type of event, this general trauma-related CSE measure offers a tool that is 

applicable across very different PTEs so that scores can be compared across events. Because 

the impact and the coping demands can vary widely across PTEs, a general trauma-related 

CSE measure needs to focus on the essential, generic capacity of being able to deal with the 

demands of the aftermath of a PTE and of being able to resume daily life and normal 

functioning. In this study we investigated the construct and cross-event validity of a Dutch 

translation of this scale in four different samples (514 victims of disaster, 1,325 bereaved 

individuals, 512 victims of acute critical incidents, 169 severe burn victims). Results showed 

that there was redundancy within this 20-item scale, in addition to a lack of measurement 

equivalence across groups. This indicates that the CSE-20, while aimed at measuring general 

trauma-related CSE, does not measure trauma-related CSE that is shared across PTEs. We 

composed a shortened version using only those items that were applicable to all types of 

potentially traumatic events (PTE), while still measuring the broad spectrum of functioning 

among victims of PTEs. In contrast to the CSE-20, this CSE-7 did have a robust factor 

structure; factor structure and factor loadings were similar across study samples, indicating 

that the CSE-7 measured the same construct across different PTEs.  

These results offer strong support for the cross-event construct validity of the CSE-7. 

Associations of the CSE-7 with posttraumatic stress symptoms showed the same pattern as 

those with the CSE-20, indicating that the reduction in items did not diminish the scale’s 

power to predict posttraumatic stress. With this study, the first (short) general trauma-related 

CSE scale, applicable in a wide variety of PTEs, was validated; we now have an instrument 

that can measure general trauma-related CSE - the perceived ability of being able to deal with 

coping demands common to PTEs. The existence of such a general instrument gave us the 

opportunity to examine and compare the effect of trauma-related CSE perceptions on 

recovery across events.  

As the scale was aimed at measuring CSE perceptions related to type 1 traumas (single 

traumatic events), more research is needed to investigate the measurement of CSE perceptions 

related to type 2 traumatic events (repeated, prolonged exposure), such as the experiences of 

refugees, veterans and victims of domestic violence. However, while the current instrument is 

aimed at type 1 trauma, the domain of overall functioning relevant to adjustment after type 2 

trauma arguably is largely similar, as long as exposure has ended. It might be that simply 

adjusting the wording of the items, replacing “the event” with another term is enough to adapt 
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the instrument for use among individuals exposed to type 2 traumas. Another area of 

additional study is trauma-related CSE perceptions among children and adolescents. The 

current instrument has only been used among adults. In fact, as of yet, no study has examined 

the role of trauma-related CSE perceptions in post-trauma recovery among children and 

adolescents. A final consideration regarding the validation of the CSE-7 is that it concerns the 

Dutch version of this scale. While it is now possible to measure general trauma-related CSE 

perceptions in the Dutch language area, confirmation of these findings within other countries 

is needed to establish validity of the CSE-7 in different languages as well as cross-cultural 

validity. As every new instrument is usually created in a single language (often English), re-

validation is necessary for every new instrument.   

 

The role of CSE in psychological recovery after trauma 

This section provides a detailed examination of the role of general trauma-related CSE 

perceptions in recovery from posttraumatic stress symptomatology. Using a general trauma-

related CSE instrument, we were able to investigate and compare the effect of trauma-related 

CSE across different types of populations exposed to PTEs: disaster survivors, burn injury 

survivors and both treated and untreated highly symptomatic survivors of various PTEs. 

Additional data on CSE perceptions and PTSS was gathered among firefighters, but the data 

from this sample was not useful for investigating the relationship between CSE and 

development of PTSS over time because virtually no respondents reported PTSS symptoms, 

and almost all reported near maximum CSE levels.  

Chapter 3.1 examines the mediating role of CSE perceptions between disaster-related 

PTSS in the intermediate term (4 years post-event) and PTSS in the long term (10 years post-

event), and represents the first examination of the effect of CSE perceptions a full decade 

after the initial trauma. Participants were 514 adult Dutch native residents affected by the 

Enschede fireworks disaster. CSE assessed at 10 years post-disaster partially mediated the 

relationship between PTSS at 4 and PTSS at 10 years post-disaster. Our findings confirm that 

current CSE perceptions make an important and independent contribution to PTSS levels 10-

years post-disaster. These results extend prior findings of the importance of CSE in post-

trauma recovery in the short- to mid-term (Benight & Bandura, 2004; Benight, Cieslak, 

Molton, & Johnson, 2008; Luszczynska et al., 2009) by demonstrating that the cross-sectional 

effect of CSE on PTSS remains strong even 10-years post-disaster. Perceptions related to 

being able to effectively cope with the practical and psychological consequences of a disaster, 
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even 10 years later, are important in understanding longer-term psychological outcomes. Post 

hoc multigroup analysis showed that this mediating effect was significantly stronger for men, 

whereas the direct association between PTSS levels at 4 years and PTSS levels at 10 years 

post-event was stronger for women. Despite a lack of differences in PTSS levels, men and 

women did differ in the effect of CSE on PTSS. This suggests that for men the perceived 

ability that they can cope with the situation at hand is of greater importance in recovery from 

PTSS, whereas for women there might be other factors involved. However, this study was 

conducted before the study aimed at validating the trauma-related CSE scale (Chapter 2.1). At 

the time of writing Chapter 3.1, the additional samples needed for the investigation of cross-

event measurement equivalence were not yet available. In order to verify our earlier results 

with regard to CSE having a stronger effect among men than among women, we conducted 

the same analyses but using the CSE-7 instead of the CSE-20. Results were very similar, with 

individual standardized path coefficients changed by .02 or less. The main difference was that 

constraining paths to be equal between men and women no longer resulted in worse model fit. 

In other words, the mediating effect is not significantly different between men and women 

when the CSE-7 is used (see supplement 7). A further analysis of the factor structure of the 

CSE-7 in this sample revealed the same factor structure among men and women; the construct 

of CSE is measured in a similar way in these two groups (data of these control-analyses are 

not shown here, but are available on request). We therefore have to conclude that the 

construct of trauma-related CSE functions in the same way among men and women, and has 

the same effect on recovery from PTSS. We can therefore treat male and female affected 

individuals as a single group when investigating CSE. A possible explanation is that one or 

more of the 13 removed items is interpreted differently by men and by women. Examining 

this is beyond the scope of the current study however. 

 In Chapter 3.2 the effect of CSE perceptions on posttraumatic stress symptom 

trajectories among individuals with severe burn trauma is examined. This study is the first to 

examine the effect of CSE on recovery from posttraumatic stress while taking into account the 

physical consequences of severe injuries. We conducted a three-wave study among patients 

with burns (N=178) to examine the prospective influence of CSE perceptions on trajectories 

of posttraumatic stress symptoms in the first 12 months after burn injuries. Using linear 

growth curve modeling, we corrected for demographics, the number of surgeries during initial 

admittance, trait coping styles, and changing levels of health-related quality of life (HRQOL). 

CSE during initial admission was by far the strongest predictor of both initial PTSS levels as 
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well as the degree of symptom change, with only avoidant coping also associated with initial 

symptom levels, and only emotional expression also associated with rate of recovery. 

HRQOL was associated with PTSS levels, but the association at T1 disappeared when the 

other predictors at T1 were added to the model. A significant correlation between HRQOL at 

T1 and CSE demonstrates that physical disability and CSE perceptions might be related; 

HRQOL at that time is largely determined by impairments in physical domains because 

hospitalized burn patients are constrained in their movements and daily activities and 

experience significant pain. This suggests that the influence of early appraisals about the 

(physical) consequences of the burn event on PTSS might largely work through impacting 

initial CSE levels. Correlations between coping self-efficacy and assessed coping styles 

further showed that both concepts (CSE and coping styles), while significantly related, are 

indeed distinct. Findings suggest that CSE plays a pivotal role in the post-burn adjustment 

process, even when the effect of the often substantial burden of a burn injury on HRQOL is 

taken into consideration. Findings also suggest that coping styles (specifically emotional 

expression) might play a role in recovery among burn victims. This is in line with earlier 

findings (Amoyal et al., 2011; Bryant, 1996; Kildal et al., 2005; Lawrence & Fauerbach, 

2003; Ptacek et al., 1995; Willebrand et al., 2004). It must be noted that the current 

measurement of coping styles focused on trait coping styles. Trait coping styles are the 

cognitive and behavioral strategies people normally use when dealing with problems. These 

may not be completely the same as the strategies used when dealing with the aftermath of a 

specific PTE. Additional research into the relationship between CSE perceptions and actual 

coping strategies used during recovery is needed, especially among those who suffer from 

long-term impairment in functioning and chronic pain such as burn victims. This would offer 

more insight into how CSE interacts with actual coping behavior during recovery. To date the 

only study examining the relationship between CSE and coping behavior assessed cross-

sectional associations between (hurricane-specific) CSE and acute (active and avoidant) 

coping responses (Benight et al., 1999). Additional research is also needed that examines the 

relationship between CSE perceptions and different areas of functioning. The use of an 

overall HRQOL measure does include several domains of functioning: it measures degree of 

impairment with regard to mobility, self-care, and usual activities, as well as degree of 

pain/discomfort, and anxiety/depression. However, these different domains are summarized in 

an overall value attached to a specific combination of scores on these 5 dimensions. 

Examining the individual effects of each domain of functioning went beyond the scope of the 
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current study, but could be examined to determine which specific domains contribute the most 

to the overall level of HRQOL among burn victims during different phases of recovery. It 

might be that specific domains are more strongly related to PTSS trajectories than others. A 

likely candidate for this is the domain anxiety/depression. Previous research has shown a high 

degree of comorbidity between these problems and PTSS (e.g. Breslau, Davis, Peterson, & 

Schultz, 2000; Keane & Wolfe, 1990).  

In Chapter 3.3 we investigate (dis)similarities in the effect of CSE perceptions on 

recovery from posttraumatic stress symptoms between victims treated for posttraumatic 

distress (N=54) and an untreated matched comparison group (N=144). The comparison group 

was matched to the treatment group with regard to the level of PTSS (IES > 18), being active 

in the work force, and the time elapsed since the PTE. Research questions were: 1.) what are 

the differences in the independent predictive values of trauma-related CSE on recovery from 

PTSS between adults receiving psychotherapy for PTSS (treatment group) and untreated 

adults confronted with potentially traumatic events (comparison group) and 2.) to what extent 

do CSE and PTSS levels (before treatment) differ between the treatment group and the 

untreated comparison group. Studies examining factors related to symptom-levels at follow 

up or symptom-reduction during PTSS treatment have primarily focused on demographics 

and symptom severity/complexity or co-morbidity at baseline (Ehlers, Clark, Hackmann, 

McManus, & Fennell, 2005; Forbes et al., 2008;  Karatzias et al., 2007; Rizvi, Vogt, & 

Resick, 2009; Schottenbauer, Glass, Arnkoff, Tendick, & Hafter Gray, 2008; Tarrier, 

Sommerfield, Pilgrim, & Faragher, 2000; Van Minnen, Arntz, & Keijsers, 2002). 

In the treatment group, PTSS levels at T2 were not related to CSE levels at T1 nor to 

PTSS levels at the start of treatment. In the untreated comparison group, higher scores on CSE 

perceptions were prospectively associated with lower levels of PTSS at T2: recovery was less 

for those with low CSE levels.  PTSS levels at T1 were not significantly associated with 

levels at T2. As we showed with additional control analyses, this last finding was most likely 

the result of the large variation in the time elapsed since exposure to the PTE among the 

comparison group, as PTSS levels at T1 were predictive of PTSS levels at T2 among a 

subsample exposed 0-6 months before T1. The independent effect of CSE on recovery from 

PTSS found among the comparison group showed that CSE levels are important for those 

who suffer from high (initial) levels of PTSS. Yet when individuals received treatment for 

PTSS, CSE perceptions lost their predictive value. Individuals who received treatment report 

a reduction of symptom levels despite low pre-treatment perceptions of being able to deal 
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with the impact of the trauma. This shows that once traumatized individuals seek help, pre-

treatment CSE does not affect their chance of significant recovery: when individuals receive 

treatment, they are able to overcome the perpetuating effect CSE perceptions normally have 

on PTSD symptomatology. Higher pre-treatment CSE perceptions do not give treated 

individuals an advantage. This suggests that, since it provides no information about who will 

benefit (most) from treatment, therapists could ignore initial CSE levels when trying to 

predict the duration of treatment. Pre-treatment symptom levels were also not predictive of 

recovery among the treatment group. This is completely in line with studies investigating 

effectiveness of treatment for PTSS. These show that most patients will recover or at least 

experience a significant reduction in symptom levels (Bisson, Roberts, Andrew, Cooper, & 

Lewis, 2013; Bradley, Greene, Russ, Dutra, & Westen, 2005; Chen et al., 2014; Ehring, et al., 

2014). Those with high pre-treatment symptoms were not left with a higher residual level of 

symptoms after treatment. Once in treatment, symptoms were reduced for the vast majority of 

cases. As expected, pre-treatment CSE levels were much lower among the treatment group 

than among the comparison group. Average pre-treatment PTSS levels were also higher 

among the treatment group. While results of this Chapter suggest that a combination of high 

levels of posttraumatic distress and low CSE increase the likelihood of seeking treatment, this 

study did not follow the development of CSE perceptions and help-seeking behavior over 

time. Additional research is needed into the role of CSE perceptions in the decision to seek 

mental healthcare. This would help with the targeted offering of mental health interventions 

shortly after traumatic events: previous studies have shown that a substantial portion of 

individuals suffering from posttraumatic distress waits before seeking treatment from mental 

healthcare professionals or does not seek treatment at all (Brackbill, Stellman, Perlman, 

Walker, & Farfel, 2013; Rodriguez et al., 2003; Rodriguez & Kohn, 2008; Wang et al., 2005). 

Knowing who will (eventually) seek professional help will also help policy-makers determine 

the mental health care capacity required after major disasters or calamities both in the short- 

and the long-term.  

 

Taken together, the findings of the three studies in this section investigating the role of CSE in 

recovery from posttraumatic stress indicate that CSE is an important factor in post-trauma 

adjustment. Even when earlier symptoms of posttraumatic distress are taken into account, 

CSE remains strongly associated with PTSS outcomes. This is true for disaster victims long 

after exposure, for those who suffer from severe burn injuries, and for individuals with high 
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initial levels of PTSS. Only when individuals received treatment for posttraumatic stress 

symptomatology, were pre-treatment CSE levels no longer predictive of recovery. Treated 

individuals reported significant reductions in PTSS levels despite often low pre-treatment 

CSE beliefs. This shows that while CSE levels may be predictive of recovery among those 

who do not receive treatment, low CSE levels do not indicate a hopeless situation. When 

individuals with high PTSS levels (and low levels of CSE) receive psychotherapy, they are 

able to recover. An important implication of this finding is that the effect of CSE on recovery 

from posttraumatic stress found in other studies might be an underestimation of the effect 

among untreated individuals. After all, these studies did not take treatment into account. 

Mental healthcare use among these samples is unclear, and they will very likely have included 

both treated and untreated subjects.  

While these results demonstrate the important role of CSE perceptions in recovery 

after experiencing a PTE, in order to increase the utility of CSE in the screening of at-risk 

populations, additional research is needed to determine whether trajectories of PTSD 

symptomatology can be accurately predicted using cutoff scores on the CSE measure. 

Validating a general trauma-related CSE measure and assessing its relationship with PTSS 

levels under different circumstances (in very long term adjustment, among physically injured 

populations, and under highly symptomatic populations) was needed before this next step can 

be made. In order to determine such cutoff scores, further and new research is needed. This 

research needs to be conducted among different (large) samples so it can be ascertained 

whether different cutoff scores on the CSE measure apply to different groups confronted with 

PTE’s. Another useful avenue of additional research is investigating the effect of trauma-

related CSE perceptions on other areas of psychosocial functioning such as on depression, 

anxiety, and substance abuse disorders. Previous studies have shown that there are high levels 

of comorbidity of PTSS with these disorders and problems in functioning (e.g. Debell et al., 

2014; Keane & Wolfe, 1990). It is likely that the effect of CSE is not limited to PTSS; it 

might also impact other psychosocial problems. Future studies should investigate whether the 

protective effects of CSE perceptions with regard to posttraumatic distress extend to these 

other domains. Previous studies show that factors such as peri-traumatic emotions, psychiatric 

history and post-trauma social support have an impact on posttraumatic distress as well 

(Brewin et al., 2000; Ozer et al., 2003; 2008), although none of these meta-analytic studies 

corrected for initial PTSS levels; they were limited to bivariate associations between levels of 

PTSS and a single predictor (cf. Van der Velden & Wittmann, 2008). We were not able to 
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investigate all factors associated with posttraumatic recovery, as the focus of this dissertation 

was on increasing understanding of trauma-related CSE. 

 

The longitudinal interplay between coping self-efficacy and posttraumatic stress 

Chapter 4.1 offers the first investigation of the longitudinal interplay between CSE and event-

related PTSS. In this chapter we tried to answer the question: do CSE perceptions have an 

independent effect on subsequent levels of PTSS or do levels of PTSS determine subsequent 

CSE perceptions? Cross-lagged relationships between CSE and PTSS were investigated using 

structural equation modeling. Levels of CSE and PTSS were measured with 4-month 

intervals. Results support a model in which CSE perceptions play an important role in 

recovery from trauma: the overall pattern of results from this study shows that perceptions of 

CSE affect subsequent levels of PTSS after exposure to a PTE. CSE significantly predicted 

subsequent symptoms, over and above earlier symptom levels, with higher CSE associated 

with lower PTSS. In contrast, posttraumatic stress symptoms do not predict subsequent levels 

of CSE.  

These results offer support for the theory that CSE perceptions play a positive role in 

overcoming trauma. As we can see, CSE levels do change over time in our current sample, as 

correlations between CSE levels at different measurement points are moderate. This implies 

that CSE perceptions are shaped over time, independently of levels of posttraumatic stress 

symptoms. This overall pattern of results is in line with social cognitive theory: CSE 

perceptions are not formed in a vacuum, nor are they impervious to change. Within social 

cognitive theory, psychological functioning is the result of the continuous bidirectional 

interaction process between intra personal factors (cognitions and psychological states), the 

external environment, and behavior (Bandura, 1977). People consciously evaluate their 

circumstances, abilities and the outcomes of behavior, and adjust their expectations and 

behavior accordingly. Those with higher perceived CSE perceptions are more likely to cope 

better, reducing symptoms of stress and improving perceptions of ability to cope.  

When interpreting the effects of CSE levels on subsequent PTSS, one should realize 

that the aim of a cross-lagged design is to investigate the direction of influence between 

variables over time. This is the effect that is left when the autoregressive relationships are 

taken into account as well as the strong relationships between the different variables at the 

same measurement point. The fact that CSE levels are still significantly related to subsequent 

PTSS levels after taking into account the effect of previous PTSS levels and the cross-
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sectional associations between PTSS and CSE, is strong evidence that CSE perceptions help 

determine adjustment to posttraumatic distress. Results also made clear that PTSS levels do 

not influence subsequent CSE levels in this period; the perception of being able to deal with 

post-trauma recovery demands is not determined by previous symptom levels. This is 

evidence that CSE perceptions are not merely the result of, or the expression of past 

posttraumatic distress; they are formed by independent processes. Additionally, the fact that 

we found these longitudinal relationships over a relatively long period (approximately 8 

months) suggests that the direction of influence is relatively stable. While additional research 

is needed to confirm this, the implication is that the direction of influence is the same across 

different intervals, such as for instance on a week-to-week basis. Despite these findings, not 

all variance of PTSS levels at T2 and T3 was explained; CSE perceptions and previous 

symptom levels cannot completely explain the development of PTSS over time.  

Another set of associations within our model that must be discussed are the 

autoregressive relationships between CSE and consecutive levels of CSE, and especially 

between PTSS and consecutive levels of PTSS. These associations were the strongest 

associations in our model. This proves a relatively neglected phenomenon within trauma 

research and meta-analyses on risk-factors for PTSS: the best predictors of long term 

symptoms are often earlier symptoms (e.g. Van der Velden & Wittmann, 2008). Although a 

number of different trajectories of PTSD symptom severity have been recognized in scientific 

studies (Bonanno, 2004; Norris, Tracy, & Galea, 2009) - with resilience, recovery, chronic 

and delayed the most widely used - symptoms at an earlier point are often moderately to 

strongly associated with symptoms at a later point in the studies that include these 

associations in their results (e.g. Ehring, Ehlers, & Glucksman, 2008; Johansen, Wahl, 

Eilertsen, & Weisaeth, 2007; Marshall, Miles, & Stewart, 2010).   

The findings of this study lead to questions for future research. First, additional 

research is needed into other factors at work in post-trauma adjustment. While the results of 

the study in this section and those in the previous section show that trauma-related CSE 

perceptions are useful in helping understand who will develop psychopathology after 

exposure to a PTE, it is also clear that other factors are at work, as the combination of CSE 

and previous PTSS levels do not explain all variance in later PTSS levels. As previous 

research has shown that (a lack of) social support also plays an important role in post-trauma 

adjustment (Brewin, et al., 2000; Neria, Nandi, & Galea, 2008; Ozer et al., 2003), studies 

investigating how CSE perceptions are related to social support might generate valuable 
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insights. It is possible that having a network of people one can fall back on in times of need is 

a factor in shaping perceived CSE levels as social support can be an important coping 

resource. Conversely, the degree of perceived social support might be influenced by the level 

of CSE: if an individual is not convinced of their ability to deal with the aftermath of a PTE, 

their need for support is likely greater and might (over time) surpass the support being 

offered. Low CSE levels could also negatively impact the perception of the actual support 

being offered, with the same degree of support perceived as less by those with lower CSE 

levels.  

The sample in the current study was exposed 0-6 months before first measurement of 

PTSS and CSE. Therefore, findings of the direction of associations between PTSS and CSE 

are not necessarily representative of associations between PTSS and CSE in the longer term. 

The pattern of results found in our study is strikingly similar to findings of a study 

investigating the interplay between PTSS and perceived social support by Kaniasty and Norris 

(2008). This study, which used a similar cross-lagged design, found that in the first year post-

disaster, social support predicted PTSS levels, but that over a longer timespan (18 and 24 

months post-disaster), the direction of influence reversed. It might be that cross-lagged 

relationships between CSE and PTSS cease to exist over time or even change direction just as 

they did in the study by Kaniasty and Norris. It is possible that when an individual has 

experienced a high level of PTSS for an extensive time, CSE no longer helps in recovery. Not 

being able to recover from PTSS might even negatively impact CSE levels in the long term. 

We are currently investigating this among samples with a longer time elapsed after exposure 

to a PTE (6-12 months and 1-2 years).  

Finally, we deliberately selected individuals in this study who were not exposed to 

additional PTEs between measurements, so that the relationships found represent recovery 

from a single event, and are not complicated by new stressors. More research is needed to 

investigate whether the interplay between PTSS and CSE changes with additional exposure. 

 

Predicting trauma-related coping self-efficacy 

Chapter 5.1 examines possible determinants of CSE. It is the first study investigating the 

etiology of CSE perceptions that includes pre-exposure measurements. Pre-exposure 

measurements in trauma research are rare because of obvious ethical concerns. The few 

studies available are either the result of chance (eg. Sharon, 2005) or are measurements of 

combatants (eg. Bramsen, Dirkzwager, & Van der Ploeg, 2000) or rescue workers before 
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deployment to a high-risk zone (eg. Van der Velden, Van Loon, Benight, & Eckhardt, 2012). 

Importantly, the current study was conducted in a large random sample of the general 

population in the Netherlands (N
total

=1,154), and is therefore more informative of response 

patterns among the general public than the previously mentioned prospective studies. This 

unique opportunity was made possible by the nature of the LISS-panel. The panel - a 

probability-based multi-wave representative internet panel consisting of almost 8,000 

individuals - is operated by the CentERdata research institute. In this panel, participants fill 

out questionnaires on a wide variety of topics ranging from health to political values, making 

it possible to investigate the link between topics within the same individuals. In the current 

three-wave study we examined to what extent personality traits and general self-efficacy 

measured before exposure to a PTE prospectively predict trauma-related CSE perceptions. 

Because previous studies have shown that personality traits are not completely stable 

(Watson, 2004), we tested whether outcomes are biased by the timing of assessment of 

personality traits. Among respondents with low levels of PTSS, higher levels of emotional 

stability and agreeableness were associated with higher levels of CSE, while among those 

with relatively high levels of PTSS emotional stability alone was independently predictive of 

CSE. After adding personality traits to the model, general self-efficacy, demographic and 

event-related variables were not predictive of CSE, with the exception of time since the event 

for the high-symptoms group. Emotional stability most strongly and systematically predicted 

CSE following PTEs, regardless of the moment it was assessed. Explained variance of CSE 

levels for both the low-symptoms group and the high-symptoms group was low (< 15%). 

Findings for both personality assessments (2009, 2011) were similar. 

In sum, the personality traits emotional stability and agreeableness provide (limited) 

information on CSE levels among adults following PTEs. This suggests that general 

constructs like personality traits and general self-efficacy are not able to accurately predict 

individual perceptions of trauma-related CSE. It is striking that the timing of assessment of 

personality traits did not influence results. After all, personality traits are generally not found 

to be very stable over time (Roberts & DelVecchio, 2000; Watson, 2004), which was 

corroborated by findings in our current study. As mentioned in Chapter 1, there is some 

debate regarding the degree to which self-efficacy perceptions should be measured as a 

general trait or tailored to specific domains or tasks (eg. Bandura, 1997; 2006). The lack of an 

association between general self-efficacy perceptions and CSE in our study offers support for 

the position that general self-efficacy perceptions are not always very useful in predicting 
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more specific self-efficacy perceptions, and are therefore of limited use in predicting 

performance in specific task domains such as post-trauma adjustment. However, general self-

efficacy was only measured using a single item in this study. Future research using a validated 

general self-efficacy measure would be needed to confirm this. 

Additional research is also needed with regard to interventions aimed at the 

enhancement of CSE perceptions. Increasing CSE perceptions may help speed up recovery 

from posttraumatic distress. Until now the exact mechanisms at work in shaping trauma-

related CSE perceptions remain unclear, as evidenced by the results in this section. Bandura 

(1997) however, identified four sources of self-efficacy perceptions: mastery experiences, 

vicarious modeling, verbal persuasion and physiological arousal. Benight and colleagues 

(2008) proposed that interventions aimed at increasing trauma-related CSE perceptions should 

use these four pathways. Alternatively, as mentioned in the previous section on the 

longitudinal interplay between CSE and PTSS, social support can be an important resource in 

post-trauma recovery. Interventions aimed at protecting and increasing social support and 

other coping resources among those affected might be an effective alternative way of 

strengthening trauma-related CSE. Studies should investigate whether interventions using the 

four pathways described by Bandura (1997) or resource-oriented interventions are most 

effective in strengthening trauma-related CSE perceptions. 

A final area of additional research is whether trauma-related CSE perceptions after a 

specific event are predictive of CSE perceptions after exposure to a later (additional) event. In 

the cognitive appraisal process, secondary appraisal is of course partly dependent on the 

specific coping demands of the situation (Lazarus & Folkman, 1984). These will vary with 

different PTEs; the adjustment demands might be greater or completely different from those 

of an earlier PTE. This will most likely lead to variation in trauma-related CSE demands after 

different events. However, secondary appraisal is also dependent on perceived coping 

resources (both internal and external). The question is whether these coping resources are 

determined by individual traits, by specific circumstances, or a combination of the two. In 

other words: are some people naturally resilient, or is CSE dependent on a specific 

combination of internal and external circumstances?  

 

Methodological Considerations 

The methodological strengths and limitations of the individual studies in this dissertation have 

been discussed in the individual chapters. In this section more general methodological 
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considerations will be addressed regarding the design of the longitudinal studies conducted 

within this dissertation. 

 

Study design and selection bias 

An important strength of the studies in this dissertation is that they were prospective, 

longitudinal studies, which is the best method to study changes over time (Babbie, 2001). This 

design allowed for following the samples in our studies over time, assessing any 

developments in posttraumatic distress. It also allowed for studying the effects of CSE over 

time, not just concurrently. This means that we were able to examine the independent effect of 

CSE while correcting for earlier levels of posttraumatic distress. As in any longitudinal study, 

it is possible that results are influenced by the timing of the measurement points, since 

trajectories of symptoms of posttraumatic distress are not always linear and uniform (eg. 

Bonanno, 2004; Bonanno & Mancini, 2012). Therefore, conclusions can only be drawn about 

symptom levels at the time of the measurement points. Because of possible fluctuations in 

PTSS levels over time, these may not necessarily fully correspond with symptoms 

experienced between measurement points. Furthermore, despite the fact that all studies 

conducted within this dissertation were longitudinal, they were – with the exception of the 

samples derived from the LISS-panel – post-event studies. This means that it is impossible to 

determine the degree to which the PTE caused the symptoms of posttraumatic distress (Galea 

& Maxwell, 2009), or whether pre-existing PTSS or other psychopathological symptoms are 

of influence. Even though respondents were asked to report symptoms of posttraumatic 

distress related to the reported PTE, symptoms associated by the respondent with a specific 

event may not be purely the result of that specific event. Previous studies suggest that 

exposure to multiple traumatic stressors may have a cumulative, or sensitizing effect, putting 

exposed individuals at higher risk of developing PTSS (e.g. Breslau, Chilcoat, Kessler, & 

Davis, 1999; Foa & Riggs, 1993; Johnsen, Eid, Laberg, & Thayer, 2002; Smid, Kleber, 

Rademaker, Van Zuiden, & Vermetten, 2013). The link between PTSS and any specific event 

is not entirely substantiated. Therefore, conclusions drawn about effects of CSE on recovery 

after a PTE are concerned with recovery from PTSS measured at the initial measurement 

point, and not with adjustment to specific PTEs. 

The samples in this dissertation were very diverse with respect to the type of event 

experienced and the time elapsed since the event. This allowed for testing the degree to which 

the effect of CSE on development of PTSS levels is universal among individuals exposed to 
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PTEs. Some of the samples in this dissertation – the disaster, burns, and the treatment 

samples- were event-specific samples. Respondents were approached who were known to 

have been exposed to specific PTEs. In the case of the disaster sample, all residents in the 

affected area were approached. For the burns sample, patients who were admitted to one of 

five burn centers in the Netherlands or in Belgium were approached. For the treatment sample 

all clients who were referred to psychotherapy for posttraumatic stress symptomatology were 

approached. The samples drawn from the LISS-panel were random: the LISS-panel is a 

traditional random sample of the (adult) Dutch population, with very high response rates 

(74.8% on the first trauma questionnaire). As a consequence, results of the samples derived 

from this panel can be seen as more representative of the Dutch population in general. 

Because of the nature of the LISS-panel, we were able to link data of our trauma sample to 

data from previous studies conducted within the panel. This gave us access to a very rich 

dataset, allowing the inclusion of pre-exposure personality measurements for instance. In 

another way, the dataset was limited, as respondents do not participate in every study, and 

only very limited data was available for pre-exposure mental health.  

As in most studies, the studies within this dissertation may be subject to selection bias: 

there may be differences in the associations between CSE and PTSS and other variables in the 

studies in this dissertation among those who participated and those who did not. For the 

samples derived from the LISS-panel, additional information was available for non-

responders. In this sample participants were younger than non-responders and there was a 

higher proportion of women among participants than among non-responders. For the other 

samples, no information is available on the non-responders. It is therefore not possible to 

compare participants with non-responders in these samples. Selection bias may also have 

occurred due to attrition, where respondents were lost to follow-up. Attrition analyses of the 

studies conducted within this dissertation showed that dropouts were generally not different 

from full participants with regard to either CSE or PTSS levels, indicating that bias in the 

associations in the studies due to attrition is not likely to be large.  

 

Information sources 

Information on PTSS symptoms and CSE levels, as well as the other variables in the studies 

conducted within this dissertation were obtained by self-report measurements. Clinical 

interviews like the Clinician-Administered PTSD Scale (CAPS, Blake et al., 1990) are 

considered the golden standard in assessment of posttraumatic stress disorder. However, we 
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were interested in the degree of symptoms experienced by respondents, and also in the 

different symptoms clusters of PTSS, not just in a PTSD diagnosis. While diagnoses may be 

necessary in order to distinguish between disorders and to standardize treatment protocols, the 

medical model of mental health disorders where an individual either has a disorder or not, 

does have its limitations. An individual suffering from “subthreshold PTSD symptoms” will 

not be diagnosed with PTSD. However, such an individual can still experience significant 

impairment (eg. Cukor, Wyka, Jayasinghe, & Difede, 2010; Grubaugh et al., 2005), and is at 

increased risk of developing full blown PTSD over time (Boe, Holgersen, & Holen, 2010; 

Smid, Mooren, Van der Mast, Gersons, & Kleber, 2009). It would be prudent to monitor 

and/or treat this individual despite the lack of an official diagnosis. Therefore, the use of a 

scale of symptom severity such as those used in self-report measures provides more relevant 

information than a diagnosis. The choice for self-report measures also had practical reasons: 

in most of the samples, especially in the LISS-panel and to a lesser degree the disaster and 

burn samples, having a clinician perform a clinical assessment for each respondent was not 

feasible due to time and financial constraints. The IES(-r), used in this dissertation, is one of 

the most widely used measures to assess PTSD symptomatology (Bovin & Weather, 2012; 

Brewin, 2005). Furthermore, a self-report measure is necessary in the assessment of CSE 

levels (Bandura, 2006). After all, CSE perceptions are the result of assessments made by the 

exposed individual, and are not directly observable. They can only be observed indirectly by 

examining their effect on behavior and physiological arousal.  

Another possible concern is recall bias. Recall bias is an error in measurement due to 

inaccuracy or incompleteness of recollections (Coughlin, 1990). Exposure to potentially 

traumatic events was measured retrospectively among our samples. Furthermore, 

measurements only took place at the same interval since the event in the disaster and burn 

samples. As a result, there is the possibility that the recollection of the exact timing of the 

event in the other samples is not accurate. An event experienced 7 months ago might for 

instance be reported as being 6 months ago. However, since we measured current CSE levels 

and past-week, event-related PTSS, this will not have led to bias in our main study variables. 

Another possible limitation is that respondents in the LISS-panel sample were asked to focus 

on the most severe and recent PTE within the two year assessment period. This means we had 

no information about exposure occurring more than two years before assessment nor about 

any less distressing events, and were not able to assess whether PTSS or CSE were affected 
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by previous PTEs. This is of course the case for many trauma studies. The same is true for the 

other samples as these were also asked to focus on a single event.  

 

Implications for practice 

The field of posttraumatic stress research has investigated the role of many predisposing, 

event-related, and post-event factors in trying to predict individual post-trauma adjustment. 

While many factors have been found to be associated with PTSS levels, results for specific 

predictors are inconsistent and effect sizes modest (Ozer et al., 2003; 2008; Brewin et al., 

2000; Breslau, 2002). The prediction of (long-term) adjustment of individuals after exposure 

to PTEs remains highly difficult and uncertain. It is therefore important to increase our 

understanding of the processes at work in the development and maintenance of posttraumatic 

distress, and of the factors that influence these processes. The findings of the studies in this 

dissertation expand knowledge about the role of CSE perceptions in recovery from 

posttraumatic distress, and have implications for two important elements of care for trauma-

exposed populations: screening for risk of developing (chronic) PTSS, and post-trauma 

interventions.  

 The implications for screening of at-risk populations for development of (chronic) 

PTSS are that post-event CSE perceptions should be assessed. This means inclusion of a 

trauma-related CSE instrument in screening tools for at-risk populations. The most optimum 

utilization of the predictive power of CSE levels for recovery from PTSS would be to include 

them in a composite screening measure. Such a measure would need to incorporate several 

dimensions in order to achieve maximum predictive power. One important dimension in such 

a measure in addition to CSE levels are of course the initial PTSS levels (or acute stress 

reactions). As was shown in Chapter 4.1 as well as in previous studies (eg. Ehring, Ehlers, & 

Glucksman, 2008; Johansen, Wahl, Eilertsen, & Weisaeth, 2007; Marshall, Miles, & Stewart, 

2010), PTSS levels best predict subsequent levels of PTSS - although they do not explain all 

variance of later PTSS levels by themselves. A further dimension that could be added to such 

a screening measure is social support. As mentioned before, social support has been shown to 

be an important additional factor in post-trauma recovery (Brewin et al., 2000; Neria et al., 

2008; Ozer et al., 2003), and might also be related to CSE levels. A final dimension that could 

be included in a measure used to predict recovery from PTSS is additional stressors. The fact 

is that a PTE does not happen in a vacuum: life moves on, even after having experienced a 

PTE. People continue to experience daily stressors, such as work hassles and potentially 
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stressful life events. Such continuing additional sources of stress have been shown to affect 

mental health in general (eg. Van der Velden, Bosmans, Bogaerts & Van Veldhoven; 2014), 

and PTSS levels more specifically (eg. Classen et al., 2002; Smid et al., 2013), among those 

exposed to a PTE.  Together, these four dimensions (initial PTSS levels, CSE perceptions, 

social support, and additional stressors) could offer a good method to screen for victims who 

are at risk of developing chronic PTSS. Other dimensions that haven been shown to be related 

to recovery from PTSS, such as neurobiological (eg. Karl, et al. 2006) and genetic factors (eg. 

Gressier et al., 2013) are beyond the scope of this study.  

In addition to taking existing post-trauma CSE levels into account when screening 

those exposed to a PTE, interventions actively aimed at increasing or protecting affected 

individuals’ perceived CSE offer an additional way of helping recovery from PTSS. Given the 

effect of CSE on subsequent PTSS levels, increasing CSE levels might aid in recovery from 

PTSS. Increasing CSE perceptions will likely have the added benefit of stimulating the use of 

more effective coping strategies (higher levels of CSE were found to be associated with less 

avoidant coping, Benight et al. 1999). Associations between CSE perceptions and specific 

coping strategies will depend on the circumstances: optimal coping strategies are situation-

specific. Active coping styles (problem-focused coping and support seeking) are used when 

individuals perceive a situation as within their control, and coping styles focused on emotions 

and cognitions (emotion-focused coping) are used when a situation is deemed as 

unchangeable (Florian et al. 1995; Folkman & Lazarus, 1980; Lowe & Bennett, 2003; 

MacNair & Elliott, 1992).  

To date only one specific study has been conducted with an intervention specifically 

aimed at increasing trauma-related CSE (Steinmetz, Benight, Bishop, & James, 2012). This 

online intervention did not show a significant effect on CSE perceptions. However, other 

(face to face) interventions might be able to achieve this. Previous experimental studies 

among phobic patients have shown that it is possible to increase coping self-efficacy 

perceptions using mastery experiences and behavioral modeling (eg. Bandura, Reese, & 

Adams, 1982). The development of an intervention aimed at increasing trauma-related CSE as 

a supplement to existing trauma-focused interventions is recommended.  

Furthermore, given the role of CSE perceptions in recovery from posttraumatic 

distress, protecting people’s (perceived) ability to cope is a promising avenue that may help 

prevent long-term problems. Offering practical support - helping prevent or solve event-

related or non-event related sources of stress - to those affected by a PTE who are still 
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reasonably convinced of their ability to cope, may be enough to help prevent deterioration of 

CSE perceptions and may even help increase them. Conversely, offering too much support to 

those who do not need it might undermine CSE perceptions since it might be perceived as a 

signal to individuals that they are not able to deal with the aftermath of a PTE themselves. In 

the Netherlands, support to victims of PTEs is offered by Victim Support Netherlands 

(Slachtofferhulp Nederland). This foundation offers emotional, practical and legal support to 

victims of violence, sexual abuse, theft, traffic accidents, disasters and people with missing 

loved ones.  

In addition to these implications for the aftercare offered to individuals exposed to 

PTEs, findings have implications for pre-exposure screening of groups with a high risk of 

exposure to PTEs. It would be useful to be able to assess which individuals will be able to 

cope with PTEs in the military, the police or among rescue workers for instance. The fact that 

we found high CSE levels and no PTSS among a firefighter sample suggests that current 

screening and selection measures might already be sufficient. However, we did not 

corroborate this among the military or the police. Furthermore, the firefighter samples had not 

been recently exposed to a major event where colleagues were injured or killed. Research 

suggests that in such instances a small minority of firefighters do experience PTSS (Slottje et 

al., 2008; Van der Velden et al., 2006). The lack of any strong pre-exposure predictors of 

trauma-related CSE found in Chapter 5.1 indicates that general personality constructs offer 

very little information for post-exposure adjustment, and that they do not contribute much to 

screening of individuals for their risk of not being able to cope with post-trauma recovery 

demands.  

 

Conclusion 

Our findings mark an important step in trauma-related CSE research by demonstrating that it 

is possible to measure general (non-event-specific) trauma-related CSE. With this general 

instrument instead of separate tailor-made instruments for each type of PTE, it becomes 

possible to compare the effect of CSE across events and across studies. The studies in this 

dissertation emphasize the role of trauma-related CSE perceptions in post-trauma adjustment. 

Based on the findings of the studies in this dissertation we can conclude that CSE perceptions 

are crucial in aiding psychological recovery after exposure to PTEs. Findings suggest that 

CSE perceptions play an important role in recovery from symptoms of posttraumatic distress 

across a wide variety of PTEs such as disasters, burn injuries, traffic accidents and loss of a 
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loved one. This role even remains strong years after exposure, as we demonstrated in Chapter 

3.1. Furthermore, findings demonstrate that CSE plays and important role in post-trauma 

adjustment in a Western-European setting. Our findings also add to the literature by 

demonstrating that CSE perceptions remain crucial in recovery even when individuals sustain 

grievous injuries. Our findings regarding the prediction of trauma-related CSE using pre-

exposure factors indicated that predicting CSE using general trait measures is not feasible. 

This suggests that other factors within the person or the circumstances of the specific event 

may be at work in shaping these perceptions. Finally, and very importantly, our findings give 

valuable evidence for the direction of causality between CSE perceptions and PTSS levels by 

demonstrating that in the first months after experiencing a PTE, CSE perceptions influence 

subsequent symptom levels but not vice versa. Together, these results offer evidence for the 

important role of CSE perceptions in overcoming trauma. Therefore, when screening exposed 

populations it is essential to take CSE perceptions into account. The benefit of focusing on 

self-efficacy perceptions is that these may be susceptible to interventions, whereas other risk 

factors for poor post-trauma adjustment such as psychiatric history or exposure characteristics 

cannot be influenced in the aftermath of PTEs. 
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Summary 

 

In this dissertation several large lacunae in the study of general trauma-related coping self-

efficacy (CSE) perceptions are addressed. The current dissertation offers the first detailed 

study into the concept of CSE, addressing measurement, independent predictive value and 

etiology of general trauma-related CSE among different samples of individuals exposed to 

potentially traumatic events (PTEs). More specifically, the aims of the studies conducted in 

this dissertation were: 1) to validate a general trauma-related CSE instrument which can be 

used after most types of potentially traumatic events, 2) to investigate the longitudinal effect 

of CSE perceptions in recovery from posttraumatic distress in diverse trauma settings among 

a Western-European population, 3) to examine the direction of causality between CSE 

perceptions and posttraumatic distress, 4) to examine the role of physical trauma in the 

relationship between CSE and PTSS and 5) to examine whether post-trauma CSE can be 

predicted before exposure to a PTE by trait-like characteristics. 

 Chapter 2 offers a validation study of the general trauma-related CSE scale in four 

different samples. This widely applicable instrument demonstrated measurement equivalence 

across study samples; factor structure and factor loadings were similar, indicating that the 

CSE-7 measured the same construct across different PTEs. These results offer strong support 

for cross-event construct validity of the CSE-7. With this study the first (short) general 

trauma-related CSE scale, applicable in a wide variety of PTEs was validated. 

 Chapter 3 examines the role of general trauma-related CSE perceptions in recovery 

from posttraumatic stress symptomatology. The effect of trauma-related CSE across different 

types of populations exposed to PTEs was examined: disaster survivors, burn injury survivors 

and both treated and untreated highly symptomatic survivors of various PTEs. In Chapter 3.1 

the mediating role of CSE perceptions between disaster-related PTSS in the intermediate term 

(4 years post-event) and PTSS in the long term (10 years post-event) was examined. Results 

showed that CSE perceptions at 10 years post-disaster partially mediate between PTSS at 4 

and PTSS at 10 years post-disaster. In Chapter 3.2 the effect of CSE perceptions on 

posttraumatic stress symptoms trajectories among individuals with severe burn trauma is 

examined. CSE during initial admission was by far the strongest predictor of both initial 

PTSS levels and degree of symptom change, over and above number of surgeries, trait coping 



Summary 

198 

 

styles, demographics and quality of life. In Chapter 3.3 (dis)similarities in the effect of CSE 

perceptions on recovery from posttraumatic stress symptoms between victims treated for 

posttraumatic distress and an untreated matched control group were examined. In the 

treatment group, pre-treatment CSE did not have an effect on recovery from PTSS, while in 

the untreated control group, higher scores on CSE perceptions were prospectively associated 

with lower levels of PTSS at T2: recovery was less for those with low CSE levels. Taken 

together, the findings of these three studies in Chapter 3 indicate that CSE is an important 

factor in post-trauma adjustment. Even when earlier symptoms of posttraumatic distress are 

taken into account, CSE remains strongly associated with PTSS outcomes.  

 In Chapter 4, the longitudinal interplay between CSE and PTSS was examined. 

Results support a model in which CSE perceptions play an important role in recovery from 

trauma. CSE significantly predicted subsequent symptoms, over and above earlier symptom 

levels, with higher CSE associated with lower PTSS. In contrast, posttraumatic stress 

symptoms do not predict subsequent levels of CSE. 

 In Chapter 5 possible determinants of trauma-related CSE perceptions were 

investigated. We examined to what extent personality traits and general self-efficacy 

measured before exposure to a PTE prospectively predict CSE perceptions. The personality 

traits emotional stability and agreeableness provide (limited) information on CSE levels 

among adults following PTEs, yet explained variance of CSE levels was low. This suggests 

that general constructs like personality traits and general self-efficacy are not able to 

accurately predict individual perceptions of trauma-related CSE. 

 Chapter 6 provides a general discussion of the main findings, the main 

methodological considerations of the studies in this dissertation, and implications for practice 

before discussing what general conclusions can be drawn. To summarize, CSE perceptions 

are crucial in aiding psychological recovery after exposure to PTEs. They play an important 

role in recovery from symptoms of posttraumatic distress across a wide variety of PTEs. 

Therefore, when screening exposed populations it is essential to take CSE perceptions into 

account.



 

 

 

 

Summary in Dutch 

 



 

 

 

 



Samenvatting 

201 

 

 

Samenvatting 

 

In dit proefschrift worden een aantal grote leemten in het onderzoek naar trauma-gerelateerde 

zelfredzaamheidspercepties (CSE) behandeld. Het biedt de eerste gedetailleerde studie van 

deze percepties. Onderzocht wordt hoe CSE moet worden gemeten, haar onafhankelijke 

predictieve waarde, en mogelijke predictoren van CSE. Meer specifiek waren de doelen van 

dit proefschrift: 1) het valideren van een instrument om trauma-gerelateerde 

zelfredzaamheidspercepties te meten na blootstelling aan de meeste typen schokkende 

gebeurtenissen, 2) het onderzoeken van het longitudinale effect van CSE op het herstel van 

posttraumatische stress in diverse trauma settings binnen een West-Europese populatie, 3) het 

onderzoeken van de richting van invloed tussen CSE en posttraumatische stressklachten, 4) 

het onderzoeken van de rol van fysiek trauma in de relatie tussen CSE percepties en 

posttraumatische stress, en 5) het onderzoeken of trauma-gerelateerde 

zelfredzaamheidspercepties al voor blootstelling aan een schokkende gebeurtenis kunnen 

worden voorspeld door middel van bepaalde karaktertrekken. 

 Hoofdstuk 2 biedt een validatie studie van de algemene trauma-gerelateerde 

zelfredzaamheidsschaal in vier verschillende steekproeven. Dit breed toepasbare instrument 

toonde meet-equivalentie tussen de verschillende steekproeven: de factorstructuur en de 

factorladingen waren hetzelfde. Dit wijst erop dat dit instrument (CSE-7) hetzelfde construct 

meet na blootstelling aan verschillende typen schokkende gebeurtenissen. Met deze studie is 

de eerste (korte) algemene trauma-gerelateerde zelfredzaamheidsschaal, toepasbaar in een 

breed scale aan schokkende gebeurtenissen, gevalideerd.  

 Hoofdstuk 3 onderzoekt de rol van algemene trauma-gerelateerde 

zelfredzaamheidspercepties in het herstel van posttraumatische stressklachten. Het effect van 

CSE is onderzocht in populaties die blootgesteld zijn aan verschillende soorten schokkende 

gebeurtenissen: mensen die getroffen zijn door een ramp, mensen met ernstige brandwonden, 

en zowel behandelde als onbehandelde getroffenen van diverse schokkende gebeurtenissen 

die kampen met een hoge mate van posttraumatische stress. In hoofdstuk 3.1 werd de 

medierende rol van CSE tussen posttraumatische stressklachten vier en tien jaar na een ramp 

onderzocht. Resultaten lieten zien dat CSE percepties gemeten 10 jaar na de ramp de relatie 

tussen posttraumatische stressklachten gedeeltelijk medieerd. In hoofdstuk 3.2 werd het effect 
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van CSE percepties onderzocht op het verloop van posttraumatische stressklachten onder 

individuen met ernstige brandwonden. CSE tijdens initiële opname was verreweg de 

krachtigste voorspeller van zowel initiële posttraumatische stress als het verloop van klachten 

met de tijd. Dit effect was sterker dan dat van aantal operaties, algemene coping stijlen, 

demografische kenmerken en kwaliteit van leven. In hoofdstuk 3.3 werd onderzocht in 

hoeverre het effect van CSE percepties in herstel van posttraumatische stressklachten 

overeenkomt tussen een groep die behandeld is voor posttraumatische stress en een 

onbehandelde controlegroep. In de behandelde groep was CSE gemeten voor aanvang van de 

behandeling niet voorspellend voor de mate van herstel van posttraumatische stressklachten, 

terwijl in de onbehandelde controlegroep hogere CSE scores op meetmoment 1 geassocieerd 

waren met lagere posttraumatische stressklachten op meetmoment 2: herstel van klachten was 

minder onder degenen met een lager niveau van CSE. Samen laten de bevindingen van de drie 

studies in hoofdstuk 3 zien dat trauma-gerelateerde zelfredzaamheidspercepties een 

belangrijke factor is in herstel na een schokkende gebeurtenis. Zelfs als de mate van 

stressklachten op een eerder moment wordt meegenomen blijven deze percepties sterk 

gerelateerd aan stressklachten op een later moment. 

 In hoofdstuk 4 is de longitudinale wisselwerking tussen CSE percepties en 

posttraumatische stress onderzocht. De resultaten ondersteunen een model waarin CSE 

percepties een belangrijke rol spelen in herstel na trauma. CSE percepties voorspelden 

stressklachten op een later moment, rekening houdend met eerdere stressklachten, met hogere 

CSE percepties geassocieerd met lagere stressklachten. In tegenstelling tot het effect in 

tegengestelde richting: posttraumatische stressklachten voorspelden niet CSE percepties op 

een later moment. 

 In hoofstuk 5 werden mogelijke determinanten van CSE percepties onderzocht. We 

onderzochten in welke mate persoonlijkheidskenmerken en algemene 

zelfredzaamheidspercepties – beiden gemeten voor blootstelling aan een schokkende 

gebeurtenis – voorspellend zijn voor trauma-gerelateerde zelfredzaamheidspercepties. De 

persoonlijkheidskenmerken emotionele stabiliteit en meegaanheid bieden (beperkte) 

informatie als het gaat om het voorspellen van CSE percepties onder volwassenen die een 

schokkende gebeurtenis hebben meegemaakt. De verklaarde variantie van CSE percepties was 

echter klein. Deze resultaten suggereren dat algemene karaktertrekken als 

persoonlijkheidskenmerken en algemene zelfredzaamheidspercepties niet zeer bruikbaar zijn 



Samenvatting 

203 

 

om te voorspellen in hoeverre mensen na het ervaren van een schokkende gebeurtenis zichzelf 

in staat achten hiermee om te kunnen gaan. 

 Hoofdstuk 6 biedt een algemene bespreking van de belangrijkste bevindingen, de 

belangrijkste methodologische overwegingen van de studies in deze dissertatie, en de 

implicaties voor de praktijk. Vervolgens worden de algemene conclusies besproken. 

Samenvattend: trauma-gerelateerde zelfredzaamheidspercepties zijn cruciaal in het 

psychologisch herstel na blootstelling aan schokkende gebeurtenissen. Zij spelen een 

belangrijke rol in herstel van posttraumatische stressklachten na zeer diverse schokkende 

gebeurtenissen. Daarom is het belangrijk om bij het screenen van mensen die een schokkende 

gebeurtenis hebben meegemaakt ook deze percepties te meten.
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Supplement 1.  Flowchart of Study sample 

 

Original approached sample in 

LISS panel: 7,495 

Participated in survey on 

trauma: 5,879 

Experienced a PTE: 2,137 

Final sample size: 400 

Experienced a PTE > 6 months 

before T1: 1,325 

Did not experience a PTE: 3,742 

Participated in all three waves 

on trauma: 603 

Experienced a PTE 0-6 months 

before T1: 812 

Non-response at T1: 1,616 

Dropout at T2: 154 

Experienced additional PTE 

before T2: 125 

Dropout at T2: 55 

Experienced additional PTE 

before T3: 78 
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Supplement  2. Items in the 7 item CSE scale 

Item no. Item wording 

1 Dealing with the impact that the traumatic experience has had on my life 

2 Carrying on with my everyday life 

3 Talking about the traumatic experience 

4 Dealing with frightening images or dreams about the traumatic experience 

5 Being optimistic since the traumatic experience 

6 Seeking help from other people because of what happened 

7 Being emotionally strong 
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Supplement 3. Main effects within model 

Model  Estimate S.E Β 

Autoregressive effects CSE T1  CSE T2*** .566 .049 .559 

 CSE T2  CSE T3 .618 .045 .600 

 PTSS T1  PTSS T2*** .492 .040 .550 

 PTSS T2  PTSS T3*** .579 .041 .597 

Cross-lagged effects CSE T1  PTSS T2*** -.393 .108 -.163 

 CSE T2  PTSS T3* -.250 .099 -.108 

 PTSS T1  CSE T2 -.010 .018 -.027 

 PTSS T2  CSE T3 -.019 .019 -.044 

Exogenous variables Peritraumatic stress  CSE*** -1.490 .326 -.223 

 Peritraumatic stress  

PTSS*** 

9.741 .778 .539 

 Emotional stability  CSE*** .301 .067 .272 

 Emotional stability  PTSS** -.519 .159 -.173 

 Agreeableness  CSE .070 .110 .040 

 Agreeableness  PTSS -.022 .261 -.005 

 Extraversion  CSE -.127 .078 -.100 

 Extraversion  PTSS  .138 .185 .040 

 Conscientiousness  CSE .096 .097 .061 

 Conscientiousness  PTSS .130 .229 .030 

 Openness  CSE .071 .091 .046 

 Openness  CSE -.143 .216 -.034 

Explained Variance Intercept*** .531 .078  

 Slope** .262 .106  

Note * = p < .05, ** = p < .01, *** = p < .001.
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Supplement 4. Intrusions and CSE  

 

Note. Black lines mark significant associations, opaque lines mark nonsignificant 

associations, CSE = coping self-efficacy. 
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Supplement 5. Avoidance and CSE   

 

 

Note. Black lines mark significant associations, opaque lines mark nonsignificant 

associations, CSE = coping self-efficacy. 
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Supplement 6. Hyperarousal and CSE   

 

Note. Black lines mark significant associations, opaque lines mark nonsignificant 

associations, CSE = coping self-efficacy. 
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Supplement 7. Mediational model using the CSE-7 

 

 

 

 

 

 

 

 

 

 

 

 

Final path model showing standardized estimates for men (n = 213) and women (n = 301). 

Explained variance of PSS symptoms at 10 years: men: 59.7%, women 51.9%. 

 

Nested Model Comparisons Assuming Model with No Constraints to be Correct 

Structural models χ2 χ2/df P CFI TLI NFI RMSEA 95% CI 

Indirect effect constrained  4.58 2.29 .101 1.00 .97 .99 .05 [0.00, 0.11] 

Direct effects constrained 3.22 3.22 .073 1.00 .95 .99 .07 [0.00, 0.15]  

 

 

 

Coping Self-Efficacy 

10 years 

PSS 4 years PSS 10 years 

 

e

e

Men: -.61 

Women: -.53 

Men: -.55 

Women: -.39 

Men: .31 

Women: .43 
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