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Abstract 

Childhood trauma has short- and long-term impacts on different aspect of life. It can 

also impact the coping responses and related behavior of children. Study on the relation 

between childhood trauma and coping behavior is an important area of research in this 

regard. Despite, increasing work on this area in global arena, little focus in this area of 

research has been observed in Bangladesh. This research aimed to gain insight into the way 

different types of traumas influence the coping behavior among children. The specific 

objectives were, i) to find out impact of trauma on coping behavior among children, and ii) 

to find out the correlates of coping behavior of children. 

A quantitative cross sectional survey design with purposively selected 398 

participants from 14 districts was used. With an age range of 9 to 13 years, mean (M=11.28), 

the participants included approximately similar number of male and female children (with 

a slightly higher number of boys, 54.5%). Fourteen practicing psychologists were recruited 

for data collection. Trauma experience was found among 98.49% of the participating 

children.  

In this study total 21 type of trauma and 14 types of coping were analyzed. Among 

these, 17 types of traumas, showed significant impact on different types of coping behaviors 

of children. The most common form of trauma for children was trauma from animal attack 

(n=201) followed by trauma from death of a close person (n=140).  

Trauma caused by the death of a close person employed the maximum numbers of 

coping behaviors (10). Furthermore, trauma from experience and/or witnessing of hijack 

utilized a variety of coping behaviors (8). Most of the trauma experiences of children 

indicated change in multiple types of coping. Nevertheless, trauma from animal attack, 
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earthquake, separation from family and assault indicated changed in single type of coping. 

Trauma from animal attack and earthquake showed change in coping through physical 

release of emotion and trauma from separation from family and assault manifested change 

in coping through control. 

It should be noted here that the study was conducted during COVID-19 pandemic 

period and obviously influence of trauma associated with COVID-19 was observed. 

Children employed a wide variety of coping mechanisms (up to 11 types of coping) in 

response to trauma associated with COVID-19. 

Problem-focused coping was found to be the most commonly utilized coping 

strategy which were related to eight types of trauma experiences. Coping behavior of 

children was also influenced by different predictors besides specific trauma experiences. 

The most influential predictors for different type of coping were prosocial behavior of 

children, that was found to be a significant predictor for all the coping except for physical 

release of emotion and distraction strategies. Furthermore, PTSD symptoms, number of 

trauma experience, mother’s education, and intensity of trauma were also found to be 

influential predictor for most of coping types.  

This research provides an overall understanding of how different trauma changes 

coping behavior of children and how coping behaviors can be predicted by different 

corelates. The results suggest to focus on develop a strategy of how children can develop 

healthy coping behavior in their life.  
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Introduction 

Trauma in any stage of life can be extremely distressing for any person. However, 

when trauma occurs in childhood the effect can be devastating (see Dye, 2018). Thanks to 

our resilience and coping resources we human are capable to averting the devastating impact 

of trauma in most cases, however, it has a cost, it often changes the way we think, feel, or 

behave. This study aims to investigate the impact of traumatic experiences on the coping 

mechanisms of children who have been exposed to trauma.   

An individual's vulnerability to trauma or acquisition of resilience is contingent upon 

a multitude of difficult situations. Indeed, a large number of individuals encounter 

challenging situations and undergo traumatic experiences at different stages of development 

in their lives. An individual’s mental health and overall well-being can be significantly 

affected by these experiences. Trauma experience has a significant impact on an individual's 

mental well-being, self-esteem, and interpersonal connections (Ozdemir & Sahin, 2020), 

while also elevating their vulnerability to future traumatic events. 

In Bangladesh, over 85% of children have direct encounter of at least one traumatic 

event (Deeba & Rapee, 2015). Trauma in childhood is particularly difficult to cope with, 

since it occurs during the sensitive phase of development. Prolonged or recurrent exposure 

to stress and trauma can lead to significant adverse effects on both physical and mental well-

being (Al Jowf et al., 2022). This is particularly true when stress is encountered at early 

stages of development (Dye, 2018).  

1.1. Trauma 

Trauma is the result of an extreme amount of fear or stress with which person cannot 

easily cope. The experience of the trauma has a huge impact on individuals overall well-
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being. According to American Psychiatric Association (APA, 2013) “trauma refers to an 

event or circumstance that poses a serious threat to self or others and is coupled with the 

extreme disturbance in behavior and or/mood; however, this disturbance may not be present 

at the time of the event”. Trauma may be caused by witnessing the trauma occurring to 

others, knowing about a traumatic event that a family member, close friend or another 

member of the society has experienced. Similar to adults, children also show signs of 

trauma, which is a major concern regarding their healthy growth of physical and mental 

well-being. 

1.2. Classification of Trauma 

 Trauma is a significant concern for its significant impact on an individual's 

psychological, emotional, and physical well-being. Classification of trauma comprises 

classifying traumatic events and their impact on individuals based on different dimensions 

such as the type of trauma, how long and how frequently the individual was exposed to 

it, and the circumstances in which the trauma took place. The main classification of trauma 

is discussed in the following subsections. 

1.2.1. Classification Based on the Mode of Impact 

 The term "trauma" denotes a physical or psychological wound, shock, or injury 

(Garland, 2018). Trauma is typically categorized into two types based on the mode of its 

impact, these are physical trauma and psychological or emotional trauma. 

1.2.1.1. Physical Trauma. Physical trauma generally represents physical injury and 

damage of physical health. Physical trauma refers to the breach of an individual's physical 

well-being, which can arise through accidents, injuries, medical procedures, or assaults. The 

severity of such trauma is determined by the degree of physical impact or injury, which may 
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even have the potential to cause disability or death. According to the Encyclopedia 

Britannica, examples of such trauma include vehicular accidents, falls, cranial impacts, 

burns, vibrations, wounds, and chemical exposures, which can result in both internal and 

external physical harm (n.d.). Most often, those who experience a physical wound may also 

face psychological difficulties due to the abrupt and unpredictable nature of the 

maltreatment. 

1.2.1.2. Psychological or Emotional Trauma. Psychological trauma can be 

understood as the deep emotional turmoil that arises in an individual when they encounter 

an event that overwhelms their ability to emotionally cope or process the experience 

effectively. This emotional stress is not uniform across all individuals due to the subjective 

nature of psychological processing and resilience. As a result, the impact of potentially 

traumatic events can vary widely among person. For some people some specific experiences 

might severely interrupt their psychological balance, manifesting as trauma. In contrast, 

others may not experience the same level of distress or disruption from the same experience. 

This process can reflect the various ways in which individuals perceive and manage 

psychological challenges. The differential responses underscore the complexity of 

psychological trauma and the highly individualized nature of emotional reactions to stressful 

or overwhelming events. When the term trauma used in psychological literature, it generally 

is referring to psychological or emotional trauma.  

Psychological or emotional trauma originated from distressing experiences that 

threaten an individual's sense of safety, concluding in prolonged emotional disturbance, 

intrusive memories, a sense of detachment, feelings of numbness, and a weakened capacity 

to trust others (Robinson et al., 2024). Traumatic situations usually involve a perceived 

threat to one's life or well-being. Any situation that causes an individual to feel overwhelmed 
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and socially disconnected can result in trauma. The perceived severity of trauma from an 

incident is more connected to an individual's emotional response to the event, rather than 

the factual details of the situations.  

Experiencing traumatic events may disrupt an individual's perception of being safe 

and can create a persistent feeling of being in danger. These experiences encompass an 

widespread range, such as the demise of a parent, vehicular accidents, instances of physical 

and sexual abuse, encounters with warfare and natural disasters like earthquakes. These 

diverse situations have the capacity to cause trauma, impacting an individual's emotional 

and psychological state of well-being. These scenarios encompass immediate and profound 

disturbances that might lead to psychological trauma. Traumatic situations can weaken an 

individual’s potential to weaken the innate capacity to stop recurrent mental replaying of the 

incident and consistently engage in thinking the incidents. Thus, they might suffer more for 

prolonged period of time.  

1.2.2. Classification Based on Length of Trauma Incident and Reaction  

The most commonly used classification of trauma involves three categories namely, 

acute trauma, chronic trauma, and complex trauma. This classification incorporates two 

distinct characteristics which are length of trauma reaction and length of trauma incident. 

1.2.2.1. Acute Trauma. This arises from a single incident that is either stressful or 

dangerous. It may cause a severe state of anxiety immediately following the incident. The 

reaction is brief typically resolving naturally or with some sort of support (Litz et al., 2002). 

A car accident, natural disaster, physical or sexual assault, the sudden demise of a loved one, 

or an invasive medical treatment may develop acute trauma. 
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 1.2.2.2. Chronic Trauma. Chronic trauma refers to the adverse effects of incidences 

that occur repeatedly or over a prolonged period of time. It can emerge as a consequence of 

emotional abuse, physical abuse, sexual abuse, persistent bullying, neglect, and experience 

or witness of domestic violence. Individuals with chronic childhood trauma, is characterized 

by recurring and unavoidable incidences, may suffer from major mental health 

consequences and low academic performances (Larson et al., 2017). 

1.2.2.3. Complex Trauma. The persistent exposure to numerous types of traumatic 

events on an individuals may develop complex trauma, in such trauma individual cannot 

easily avoid or bypass the circumstances, example of the complex trauma is experiencing 

repeated physical abuse, persistent bullying. Physical, emotional, and educational neglect, 

and any type of maltreatment in childhood, as well as maltreatment in early childhood have 

the potential to develop complex trauma. In such situations, individuals feel being confined 

and become unable to find ways to cope with such trauma. It can enhance the process of 

being hypervigilant and can damage one’s perception of safety around him/her.   It may 

engage them to persistent and tiring surveillance of the surroundings for potential danger. 

Enduring intense and intricate trauma can often result in conditions such as borderline 

personality disorder and post-traumatic stress disorder (Jowett et al.,2019). 

1.2.3. Classification Based on Duration and Frequency 

 Based on the duration of trauma exposer and frequency of trauma can be divided 

into two types namely type-I and type-II trauma (Lenore, 2003) 

1.2.3.1. Type-I Trauma. These conditions of childhood follow from unanticipated 

single events, shocking and intense. Children with type-I conditions recall the event and 

give vivid recounts. They may have details of the memory of the incident and they can 
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articulate those. Children may have misidentifications, visual hallucinations, and time 

distortions as a consequence of a single, intense, and sudden shock (see Lenore, 2003). 

1.2.3.1. Type-II Trauma. This trauma has three distinct characteristics, The emotions 

stirred up by type II traumas may include an absence of feeling, sense of rage, or unremitting 

sadness. Children who experience repeated traumas can develop denial, intense emotional 

repression, reluctance to address their traumatic experiences, and a facade of normality in 

their day-to-day existence. They frequently display profound fury, which may be shown 

through either aggression or severe apathy. This anger is a reaction to the persistent 

mistreatment and can result in severe behavioral problems, such as self-inflicted damage 

and hostility towards others. This trauma in children include self-hypnosis, 

depersonalization, and detachment resulting from recurring traumatic experiences (see 

Lenore, 2003). These children frequently utilize these skills to emotionally detach 

themselves from stress. This behavior could manifest as repetitious speaking or mental 

trances. Physiological anesthesia, invisibility, and amnesias are more prevalent than 

multiple personality disorder. 

1.2.4. Classification Based on Type of Exposure of Trauma  

Based on the nature of exposure to traumatic events, trauma can be divided into 

three types namely, primary trauma (direct trauma), secondary trauma (indirect trauma), 

and vicarious trauma.  

1.2.4.1. Primary Trauma (Direct Trauma). Primary trauma refers to the personal 

experience of trauma, either as a victim or witness of the actual occurrence. It encompasses 

both physical and psychological harm, such as physical abuse, neglect, sexual abuse, 

bullying etc.  
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1.2.4.2. Secondary Trauma (Indirect Trauma). Secondary trauma, incorporates the 

manifestation of trauma symptoms in those who have been exposed to another person's 

traumatic experience through observation or knowing of it, such as children raised in a 

family with severe family disharmony with domestic violence may develop trauma 

symptoms from witnessing and hearing the ongoing assault. 

1.2.4.3. Vicarious Trauma. Vicarious trauma, is the manifestation of trauma 

symptoms that occur gradually as a result of prolonged exposure to the suffering 

experienced by several individuals, such as following the news, hearing a survivor's account, 

or witnessing a terrible incident may result to vicarious trauma. It may arise in persons who 

have close professional contact with trauma survivors, such as therapists, healthcare 

personnel, and first responders. Prolonged exposure to the terrible experiences of others can 

result in symptoms similar to post-traumatic stress disorder (PTSD). 

1.2.5. Classification Based on the Source of Trauma  

Trauma can be divided into three categories by the nature of its the origin, such as 

natural, accidental and man-made.  

1.2.5.1. Natural Incident. Earthquakes and tornadoes can induce varying degrees of 

trauma as a result of their fast, uncertain, and devastating characteristics. It includes 

flooding, cyclones, earthquakes, etc. The aftershock of these events can manifest in various 

ways, impacting individuals and communities both mentally and physically. Though 

individuals living in areas prone to natural disasters may have greater degrees of adaptability 

and resilience.  

1.2.5.2. Accidental Incident. People can experience a variety of unintentional 

incidences, including events such as car accidents and sudden encounters with animals. Such 

incidences can profoundly impact an individual's emotional and psychological well-being. 
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It can frequently result in enduring psychological consequences. Usually, these traumas 

happen by accident, which sets them apart from intentional acts of damage. The accidental 

nature of these experiences might enhance the complexity of the psychological 

repercussions. The nature of this trauma is, they are usually abrupt and unanticipated, this 

may pose a challenge to the individual's perception of safety or control over their 

environments. 

1.2.5.3. Man-made Incident. Individuals or groups have the capacity to deliberately 

cause harm to others by carrying out actions such as physical assault, emotional abuse, 

sexual abuse, familial and community violence, forced displacement, bullying, fire 

outbreak, murder, any type of threat, hijacking, and abduction. These behaviors are 

intentionally planned in order to cause distress and harm, in contrast to unintentional 

traumas. These traumas may have an enormous impact on the mental and physical health of 

individuals who are targeted.  

1.2.6. Other Pertinent Classifications  

Apart from the above-mentioned classifications, there are few other categories of 

trauma which have been discussed in the research literature. However, these cannot be 

linked under a single classification. Three such trauma types namely developmental trauma, 

historical trauma, and system-induced trauma. These are discussed below. 

1.2.6.1. Developmental Trauma. Developmental trauma is a provisional diagnosis that 

occur during child’s crucial developmental period and it describes the impact of multiple 

trauma exposures on human development, specifically impairing domains such as 

attachment, cognition, behavior regulation, affect regulation, self-concept, dissociation, and 

biological functioning and maturation (Teague, 2013).This sort of trauma is frequently 

associated with continuing neglect, mistreatment, or abandonment by caretakers, which 
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affects the child's capacity to establish strong connections and create an overall self-

perception. Developmental trauma is the extensive and lasting exposure to life-threatening 

experiences during sensitive periods of child development, which disrupts relationships with 

others, hampers an individual's safety and security processes, modifies vital abilities for 

cognitive, behavioral, and emotional regulation, and frequently leads to the development of 

complex PTSD in adulthood (see Cruz et al., 2022).  

1.2.6.2. Historical trauma. It involves the enduring psychological and emotional 

impact experienced by cultural, racial, or ethnic communities, which is transmitted over 

successive generations. Historical trauma arises from significant, communal occurrences 

such as slavery, genocide, colonization, and coerced migration such as forced displacement 

of Rohingya people of Myanmar. The consequences incorporate cultural displacement, 

destruction of personal identity, and persistent financial and health inequalities. 

1.2.6.3. System-induced trauma. It refers to the psychological distress or harm that 

can occur as a result of participating in social service or healthcare systems, due to 

unintentional behaviors or policies. Occurrences include being displaced from the residence 

in child protective services situations, enduring re-traumatization throughout medical 

assessments, or encountering shelter in institutional environments, such as family break-

ups, insensitive or humiliating interviews, separation from sibling. 

1.3. Childhood Trauma 

Childhood trauma is an emotionally painful or distressing event experienced by a 

child, which can lead to lasting psychological and physical effects. Children's trauma refers 

to the psychological consequences that arise from one or more sudden and intense 

experiences encountered before to reaching the age of 18. These events encompass a range 

of experiences, such as observing or facing the risk of death, enduring severe physical harm, 

being in vehicle accidents, facing instances of bullying, encountering acts of terrorism, 
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being exposed to warfare, enduring childhood abuse (including physical, sexual, and 

emotional abuse, as well as neglect), and witnessing incidents of domestic violence. These 

experiences have the potential to overwhelm the child's capacity to cope (National Child 

Traumatic Stress Network, n.d.) and thus disturb their typical coping mechanisms. This 

includes direct exposure to trauma, witnessing trauma, or receiving information about a 

traumatic event influencing a friend or close relative. These experiences can exceed an 

individual's psychological capacity to respond effectively (Bellis & Zisk, 2014; Woodbury, 

2019). Around the world, up to 30% of children and adolescents encounter various types of 

traumas, such as sexual assault, emotional abuse, or neglect. (Stoltenborgh et al., 2015; 

Haselgruber et al., 2021).  

All childhood traumas are from external sources and may be accompanied with 

unidentified physiological variations that are triggered by external circumstances. After the 

events occur, several internal transformations emerge within the child (see Bridge & Duman, 

2020). Exposure to trauma is prevalent in childhood and adolescence and is linked to 

emotional and behavior issues in young adults (Darnell et al.,2019). 

 Younger individuals face an increased probability of being abused and, if abused, 

are more prone to developing post-traumatic stress disorder (PTSD) (Kilpatrick & Acierno, 

2005). Children face various type of trauma during their development. Adverse Childhood 

Experiences (ACEs) are major aspect of trauma among children. The ACEs include, a range 

of experiences such as physical abuse, emotional abuse, sexual abuse, household substance 

abuse, household mental illness, parental separation and/or divorce, violence to mother, 

imprisoned family member, abandonment, and physical or emotional neglect. Additionally 

young children may also experience trauma from parental rejection, violent behavior, 

maltreatment, accidents, natural disasters, war and ethnic unrest, invasive medical 
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procedures, loss of attachment figure. Examples of mistreatment include consistent 

humiliation, neglect, verbal and physical abuse, and sexual molestation (see Babakhanlou 

& Beattie, 2019). Trauma experience in childhood have serious impact on a child's 

developmental trajectory. This includes changes in child's behavior, cognition, physical 

well-being, and emotional state.  

1.4. Impact of childhood trauma 

Trauma experiences can have a significant impact on the mental and physical health 

of children and adolescents. Trauma disrupts the typical development of critical brain 

regions: the brainstem, which is essential for stress management, survival, and metabolic 

functions; the midbrain and diencephalon, which oversee sensory and motor functions, 

sleep, and appetite; the limbic system, responsible for emotional regulation, attachment, and 

mood; and the cortex, which supports cognition, language, and reasoning abilities (Perry, 

2006). Studies also show that children who have had trauma exhibit immediate indications 

of sleep disruption and identify nightmares as their primary post-trauma symptom (Wamser-

Nanney & Chesher, 2018).  

Childhood traumas have significant effect on most emotional, psychological and 

physical illnesses, and may persist into adulthood if not addressed. Childhood trauma has 

effect on brain, attachment, behavior; emotion, cognition, subsequent trauma, relationship 

with others and psychological illness. Furthermore, the impact of trauma can vary depending 

on several factors, such as the severity of the trauma, the child's age at the time of the trauma, 

and the availability of support from family, friends, and community. The following sections 

present the most common impacts of trauma on children and adolescents. 



 

 13 

1.4.1. Developmental Difficulties  

Trauma can impact a child's developmental trajectory, potentially leading to delays 

or disruptions in physical, cognitive, and social-emotional development. Childhood trauma 

encompasses several experiences that can significantly impact a child's development. 

Exposure to trauma in infancy can alter a child’s long-term ability to manage stress both 

affectively and behaviorally (Schore, 2001). These experiences encompass abuse (physical, 

emotional, or sexual), neglect, witnessing violence, loss of a loved one, disasters, and other 

occurrences that significantly disrupt a child's sense of safety and wellbeing. Early 

childhood trauma can lead to a discrepancy between biological age and developmental age 

due to disruptions in normal brain development (Colich, 2020). Another study proposes that 

numerous adult diseases originate from adverse childhood experiences during early stages 

of life (Shonkof et al., 2012). Children are vulnerable due to their ongoing developmental 

stage and limited resources. Though, they have the ability to continuously develop and 

acquire abilities to adjust to many challenging situations. While some individual gain 

helpful strategies and skills, others may develop them in a harmful way. However, it is 

crucial to recognize that the impacts of these traumas are not homogenous. The effects of 

trauma on children are highly personal and can differ in several ways depending on many 

significant factors. These experiences are their consequences shaped by their age of trauma, 

developmental stage and their support system of that time of experience. 

1.4.2. Psychological Functioning  

Trauma has impact on emotional, cognitive, and behavioral domains of 

psychological functioning. Experiencing psychological trauma at a young age raises the 

likelihood of developing psychological issues later in life (Kleim et al., 2007). Children who 

experienced maltreatment during several stages of development had more instances of 
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externalizing and internalizing issues and lower IQ scores compared to children who were 

maltreated during only one developmental period (Jaffee & Maikovich-Fong, 2011). 

Children and adolescents who have experienced trauma may also struggle with emotional 

regulation, and may exhibit behaviors such as anger outbursts, self-harm, or substance 

abuse. These impacts on psychological processing may result in additional difficulties for 

the child across his/her lifespan. These are discussed below.  

1.4.2.1. Emotional disturbances. Childhood trauma may contribute to develop chronic 

stress and inability to control emotion and danger cues (see Cook et al. 2003). Exposure to 

cumulative traumatic situations are associated to various forms of psychological distress in 

children (Hodges et al., 2013). Children who undergo trauma may exhibit a variety of 

emotional consequences, such as fear, anxiety, depression, rage, and sadness. Additionally, 

individuals may experience challenges in managing their emotions and may also struggle 

with feelings of guilt or shame. Children who experience violence, either as a victim or the 

observer, are more likely to acquire a sense of self-worth and self-identity issues due to 

abusive connections during their early development, the following can result in anxiety, 

depression and low self-esteem. (Hurt et al., 2001).  

Children who suffer from trauma may be more vulnerable to recurrent trauma, lack 

clear life objectives, and struggle to establish relationships due to challenges in emotion 

regulation and recognition of emotional cues (Cook et al., 2003). In extreme cases, these 

intense emotions can obstruct a child's continued physical, emotional, social, and 

intellectual development, thereby constituting childhood trauma. 

1.4.2.2. Cognitive Impairment. The childhood trauma may create impairment and 

severe turbulence in IQ, intellectual performance, attention, reading skills, and executive 

functioning (Delaney-Black et al., 2002; Polak et. Al.,2012). This can lead to difficulties in 

learning, problem-solving, thinking logically, planning, anticipate future, sustain attention, 
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deficits in language development, reasoning, abstract reasoning skills, academic 

performance and decision-making. Research has also demonstrated a correlation between 

experiences of childhood trauma and maltreatment diminished cognitive functioning. 

(Barczyk et al., 2023; Hong et al.,2018).  This association is observable in both non-clinical 

and clinical populations, across various cognitive areas, including working memory, 

inhibitory control, and overall intelligence. (Cowell et al., 2015). The link between cognitive 

function and childhood trauma aligns with expectations, considering that such trauma is 

linked to changes in the anatomy, functionality, and connectivity of critical cognitive 

regions, including the prefrontal cortex, hippocampus, amygdala, and alterations in the 

integrity of white matter tracts, notably within the corpus callosum. (Jedd et al.,2015; 

Cimeša et al.,2023). Exposer to violence in early childhood are associated to low academic 

performance (Hurt et al., 2001). 

1.4.2.3. Behavioral Changes. Childhood trauma experiences have enormous impacts 

on their bahavioral outcome in later life. Childhood trauma and adversity were cited by 

college students as causes of substance misuse, obesity, unhealthy eating habits, and mental 

disorders. (Windle et al., 2018). Survivors of trauma frequently resort to substance used to 

reduce the impact of traumatization and self-medicate to cope with painful memories and 

emotions linked to adverse events and situations (Khoury et al., 2010). One research on 25 

juveniles accused of homicide, almost all (96%) came from dysfunctional familial 

circumstances marked by domestic violence and drug misuse, as well as frequent shifts in 

carers. Furthermore, a significant majority (90%) had encountered either physical, 

emotional or sexual abuse carried out by a family member, the most common type was 

emotional followed by physical and sexual trauma (Myers et al.,1995). Individuals who 

have experienced trauma may engage in self-imposed isolation as a result of the intense and 

complex mental and emotional states they experience following a traumatic incident, which 
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can have adverse impacts on their overall well-being (see Brand et al., 2017). When people 

face and acknowledge their trauma, they build resilience and are better equipped to handle 

future challenges, unlike those who ignore their painful experiences and find themselves 

more vulnerable when adversity strikes again. (Shallcross et al., 2010). They may also 

engage in risky behaviors, such as substance abuse, self-harm, or promiscuity, as a way to 

cope with their emotions. People who've experienced childhood trauma often cope through 

self-medicating with drugs and alcohol, dissociating from painful memories, or engaging in 

Tension Reduction Behaviors such as compulsive sexual activity, bingeing and purging, or 

self-harm, suicidality and impulsive violence all as ways to temporarily distract from and 

alleviate their deep-seated emotional pain. (see, Briere & Jordan, 2009). 

1.4.3. Relational and Social Impairment.  

Trauma can impact a child's ability to form and maintain healthy relationships. 

Children who have experienced trauma may have difficulty trusting others, and may 

struggle with social skills such as communication and conflict resolution. Individuals who 

have experienced trauma often describe difficulties in social interactions and relationships 

(Cook et al., 2005). Children with histories of exposure to violence tend to have problems 

understanding social cues and have difficulty adopting their behavioral arousal to 

appropriate social demands. Trauma can also impact a child's ability to form healthy 

relationships with others. Children who experience trauma may struggle with trust, 

communication, and close relationship or familiarity (Purvis et al., 2013). 

1.4.4. Patho-Physical Impact.  

Trauma can also have physical effects on children, including headaches, stomach 

aches, and other physical symptoms. Children may also experience sleep disturbances, 

nightmares, and a general sense of fatigue. Childhood adversities and traumas have been 
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found to be associated with detrimental physical health problems (Beilharz et al., 2020). It 

can also impact the immune system, making a child more susceptible to illness (Iacono et 

al., 2018). Childhood traumas may contribute to treatment resistance in epilepsy patients 

(Yilgör & Kurhan,2024). Experiencing trauma is not same for all, same incident can impact 

differently on different person. For example, complex trauma has been linked to enduring 

health consequences (Felitti et al, 1998). Many young people experience physical issues 

without being aware of them, and self-injury is a regular occurrence. Occasionally, 

individuals may report some unusual pain in different regions of their body, despite the 

absence of any identifiable physical source. People who have experienced childhood trauma 

and abuse have a higher likelihood of being obese, suffering from hypertension, and 

developing diabetes (Greenfield & Marks, 2009; Roy et al., 2010). 

1.4.5. Mental Health Impact.  

Trauma can lead to symptoms of anxiety, depression, and post-traumatic stress 

disorder (PTSD) (Grant et al., 2008). Childhood adversities and traumas have been found to 

be associated with detrimental mental health problems, and delayed development in children 

(Hong et al., 2018; Hurt et al., 2001; Shonk & Cicchetti, 2001; Windle et al., 2018). Children 

with higher exposure to violence in correlates with poorer performance in school, symptoms 

of anxiety and depression, and lower self-esteem (Hurt et al., 2001). Experience of 

childhood sexual abuse showed about 30% prevalence to develop eating disorder (Behar et 

al., 2016). Individuals subjected to childhood trauma are at a heightened risk of facing 

depression in their adult years, experiencing more persistent depressive episodes, or 

showing reduced responsiveness to therapeutic interventions. A comprehensive systematic 

review and meta-analysis examining the impact of childhood trauma on clinical outcomes 

in bipolar disorder found that those with a history of such trauma exhibited increased 
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severity and more frequent occurrences of mania, depression, and psychosis, along with a 

greater likelihood of having co-occurring disorders. (Palmier-Claus et al, 2016). The adverse 

outcomes of trauma Increase the development of psychotic symptoms (Arseneault et al., 

2011; Schreier et al., 2009). Childhood trauma such as childhood sexual abuse and 

childhood physical abuse can lead to emotional distress and psychopathology in adolescence 

and young adulthood (Fergusson et al., 2008; Wright et al., 2009). Severe childhood trauma 

and delusional ideation can develop hallucinations and emotional reactivity in young adults 

(Wright et al.,2020). Childhood emotional abuse and childhood emotional neglect can lead 

to depression, anxiety, borderline personality disorder, post-traumatic stress disorder and 

somatoform dissociation (Fung et al., 2020). 

1.4.6. Functional Impairment  

Childhood trauma can cause functional impairment in the individual (Lewis et 

al.,2019; Cotter et al., 2019). Exposure to severe trauma during childhood places individuals 

at elevated risks for a number of dysfunctional as opposed to resilient pathways (Bonanno, 

2004; De Young et al., 2011). Stress and coping abilities are both impaired as a result of 

childhood trauma. (Schore, 2001; Teicher et al., 2014). Experiencing multiple traumatic 

events during childhood until the age of 16 is linked to increased risks of psychiatric 

disorders and negative functional outcomes in adulthood, such as difficulties in finding and 

maintaining job and social isolation. Childhood trauma exposure was linked to elevated 

rates of adult mental and functional outcomes even after accounting for several childhood 

risk factors, such as psychiatric functioning, social isolation and failure to hold a job 

(Copeland et al, 2018). PTSD led to the development of functional impairments in several 

domains including general tasks and demands, mobility, self-care, domestic life, 

interpersonal interactions and relationships, major life areas, and community, social, and 
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civic life (Jellestad et al., 2021). Research shows that among women who have experienced 

childhood abuse, symptoms of PTSD might predict substantial psychosocial impairment 

(Spertus et al, 2003). This suggests that the impact of childhood abuse-related PTSD 

symptoms is enduring, harmful, and widespread, affecting various aspects of functional 

impairment (Cloitre et al., 2005). One meta-analysis reveals that trauma-exposed children, 

both non-familial and familial, exhibit severe cognitive abnormalities in language, verbal 

abilities, and general IQ, with PTSD exacerbating these impairments, particularly in 

executive functioning, indicating the significant impact of trauma exposure on cognitive 

outcomes, independent of PTSD diagnosis (Malarbi et al., 2016). 

1.5 Coping with Childhood Trauma 

 
When faced with increased demands or adversities, individuals demonstrate a unique 

capacity of adjusting with those. This unique process, i.e., coping is observed from very 

early childhood. Throughout different developmental stages children adopt many coping 

strategies according to their unique life experiences. When confronted with stress, 

individuals attempt not only to deal with emotional experience, expression, and 

physiological reactions, but also to coordinate motor behavior, attention, cognition, and 

reactions from the social and physical environments (Ogden, 2021; Compas et al. 2001; 

Eisenberg et al. 1997; Lazarus & Folkman 1984). Furthermore, researchers have established 

links between coping and several aspects of self-regulation, such as behavioral self-

regulation (Metcalfe & Mischel, 1999), ego control and resiliency (Block & Block, 2006) 

and self-regulation in general (Aspinwall & Taylor, 1997). Childhood traumas played a huge 

role to cause impairments in their coping strategies (Majer et al.,2010; Cowell et al., 2015). 

Studies have showed that children who experience early childhood trauma are more 

susceptible to utilizing alcohol and drugs as a coping mechanism for stressful circumstances 
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(Enoch, 2011). Children and adolescents are more susceptible to develop disasters than 

adults because they have limited ability to adapt and cope with stress, and struggle to 

regulate their anxiety (Norris et al., 2002; Weems & Banks., 2015). 

In the literature, different classifications of coping strategies have been proposed. 

The type of coping used by the children depends on their age, gender, resources, social 

context, and the nature of stressors they face, such as divorce, illness, or parental conflict 

(Wolchik & Sandler, 2013). When a child faces any traumatic situation, how he/she responds 

and adopt is his or her coping behavior. Most generally, coping behavior are categories as 

positive and negative coping. Different coping responses might be beneficial for some 

children in some situation and whereas they might not be beneficial for other or in other 

situations. Coping styles can also be categorized as active or passive. Active coping involves 

the survivor taking active action to heal from their experiences, while passive coping refers 

to minimum or no effective action being made to overcome adversities, as they are seen as 

unavoidable by the survivor (Olff et al., 2005). There is a developmental classification of 

coping strategies, considering age changes (Zimmer-Gembeck & Skinner, 2016). Deci and 

Ryan (1985) categorized the strategies into three groups based on their adaptive functions: 

competence, relatedness, and autonomy. These methods revolve around the exchange of 

possibilities to achieve one's own objectives. 

Research has identified several coping mechanisms that children may use to deal 

with difficult situations. Lazarus and Folkman (1984) made significant contributions by 

such as differentiating between problem-focused and emotion-focused coping strategies to 

address the underlying issue that triggered unpleasant feelings, while the latter focuses on 

alleviating the resulting pain. Coping has also been distinguished between active and 

avoidant coping strategies (Schaefer & Moos,1992). Ayers and Sandler (1999) were wanted 
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to explore and differentiated between numerous copings; they suggested five factor model 

of coping strategies. Those coping were problem-focused coping, positive cognitive 

restructuring, distraction strategies, avoidance strategy, and support seeking strategy. There 

were many types and discriminations of coping. Among all, these five-factor model proved 

superior in explaining childhood coping over other models of coping (de Boo & Wicherts, 

2009). These five factor copings are described below 

Problem-focused coping. This coping mechanism involves taking actions to directly 

address the problem at hand. Children who use this mechanism try to solve the problem by 

seeking information, making plans, or taking steps to change the situation. For example, a 

child who is being bullied might confront the bully or seek help from a teacher. 

Positive cognitive restructuring. Cognitive restructuring is a technique that aims to 

modify someone's ideas and thought patterns. The objective of this intervention is to 

mitigate the adverse impact of deleterious cognitive patterns on an individual's mental well-

being (Villines, 2022). Positive cognitive restructuring involves altering the perspective of 

a stressful situation to see it in a more positive light. This includes adopting an optimistic 

mindset, encouraging positive thoughts, and developing a belief in one's ability to control 

the circumstances around them. This coping mechanism involves regulating emotions and 

cognitive restructuring that arise as a result of the problem.  

Distraction strategy. This coping mechanism is a passive type of coping, without 

confronting the real problem or situation, or willing to solve. For example, reading books, 

watching Television, exercising, and engaging in hobbies or pleasure activities. It is just 

temporarily stepping away from the problem.  

Avoidance strategy. This coping mechanism involves avoiding or ignoring the 

problem altogether. Children who use this mechanism try to distance themselves from the 
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problem by denying its existence. They act in a way that, nothing happened employing 

different techniques, such as wishful thinking, repression and avoidant action.  

Social support strategy. This is a type of coping mechanism where a child seeks 

support from family members, friends, or other trusted adults. This can be an effective 

strategy for children who feel supported and validated by those around them.  

Studies have shown that the type of coping mechanism used by children can have an 

impact on their psychological well-being. For example, problem-focused coping has been 

associated with better mental health outcomes in adolescents (Cong et al., 2019), while 

avoidance coping has been linked to increased risk for depression and anxiety (Grant et al., 

2013). Additionally, children who have more social support tend to use more effective 

coping mechanisms such as problem-focused and emotion-focused coping. 

 Children with trauma, often shows numbness, avoidance, restricted affect, and range 

of dissociative responses. Dissociations are usually utilized by children when they are 

unable to use coping skills effectively (Perry et al., 1995; Nevan, 2007). The most familiar 

set of responses to threat are 'fight or flight' reactions. Traumatized children may freeze 

when they felt anxious (Perry et al., 1995). They also use ‘splitting technique’ i.e The 

splitting technique, also known as structural dissociation, is a psychological defense 

mechanism that allows individuals to effectively manage intricate and overpowering 

emotions by dividing these feelings into separate and more manageable groups, in failure to 

integrate the positive and negative persona of self or others (Mounier & Andujo, 2003). 

They commonly use fragmentation of personality, to keep the trauma out of conscious 

awareness (Mollon, 2018; Hodas, 2006). 

Sometimes individuals with experience of being abused in childhood do not 

remember anything about their experiences for long time, whilst others recall some. This is 
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also called ‘traumatic amnesia’ (Mollon, 2018). One common reaction is that children 

believe that they deserve to be punished, because they are bad, i.e. if, ‘she is bad and can 

become good’, then there is some hope for the future. This is how they minimize the 

reduction of an experience to the smallest possible effect to cope (Rind et al., 2001). Another 

very common coping strategy is Please or Appease Strategy that children in abusive 

environments use to adopt pleasant behaviors (Ostler, 1969). 

As discussed earlier in this section, coping skills starts to develop from an early stage 

of life. Children use these coping in their distress as well as in normal day to day living. 

They use and adopt a wide range of copings and as they grow and go through a variety of 

life experiences. When they faced with traumatic situation, especially with the severe types 

of traumas, this coping system often fails to serve the purpose. The children are required to 

adopt newer strategies in such situations. Trauma therefore, is a major contributor in 

changing existing coping strategies of children.  

1.6 Changes in Coping Due to Trauma 

 
Although connection between type of trauma and coping strategies have been 

studied, changes in coping pattern among children due to trauma has only been Investigated 

in few studies, such as, In a qualitative study of decade long conflict of the Democratic 

Republic of Congo (DRC), showed how children aged 10-15 years were adapting new 

coping due to the ongoing trauma, they described a change of wide range of coping 

strategies in response to experiences of trauma and violence (Cherewick et al., 2015), The 

prominent cognitive strategies observed were attempts to suppress the traumatic incident 

from memory, as well as the utilization of prayer (Cherewick et al., 2015). In terms of 

behavioral strategies, individuals exhibited risk-taking behaviors such as substance abuse, 

stealing, and violence. and seeking social support (Cherewick et al., 2015).  
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A qualitative study in post Tsunami Sri-Lanka, showed individual have employed 

different coping behavior, such as, resilience and faith which is basically coping through 

positivity, sharing their pain with others, which is social support seeking coping, engaging 

in activity, such as, work and leisure activity, which is distraction coping, public mourning, 

and taking outside which is also social support and problem focus coping (Ekanayake et al., 

2013). 

Research showed that during- or after-trauma experience coping of children varied 

on depending on the relational aspects in family and personal competencies (Punamäki et 

al., 2001). In a study with, children admitted in hospital for medical treatment, were found 

to use cognitive avoidance, positive cognitive restructuring and avoidant action coping 

(Landolt et al., 2002). They found age, socio-economic status and their functional status 

predicted coping behavior of children with diseases (Landolt et al., 2002). 

1.7. Gap in Knowledge  

There are numerous researches on childhood trauma, its consequences and different 

type of childhood coping behavior. However, these constructs have been generally studied 

separately. A comprehensive understanding of the development of coping among children 

going though trauma and the impact of trauma and other correlates of coping behavior of 

children is still incomplete.  

There has been little research on the impact of childhood trauma on coping 

mechanism in the world. Such knowledge is practically absent in the context of Bangladesh. 

The present study is therefore, designed to address this gap in knowledge on how trauma 

effect children’s coping behavior.  
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Furthermore, a comprehensive analysis involving most of the trauma experiences 

and all of the detailed coping type proposed by the 5-component model has largely been 

ignored in previous studies. This gap led to the planning of the present study to include wide 

range of trauma exposure and types coping.  

Outcome of the study might help us to get a comprehensive idea on the relationship 

between childhood trauma and childhood coping behavior. It is a hope that the result of the 

study will help to plan intervention for childhood trauma and positive coping of children. 

 1.8. Objectives of the Study 

The main aim of the present study is to understand the relation between trauma and 

coping behavior of children. The objectives are - 

1. To find out impact of trauma on coping behavior among children.  

2. To find out the correlates of coping behavior of children. 
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Methods 

This research aims to gain insight into the relationship between impact of trauma 

and subsequent coping behavior of children. When children face stressful situation, their 

responses vary widely according to their coping resources and the nature of the stressor. 

This research attempted to acquire a comprehensive understanding of the variation of coping 

behavior among children in relation to the nature of past trauma and other contextual, 

psychosocial and socio-demographic variables. This chapter presents research design, 

selection of participants and instrument, procedure, and ethical aspects pertinent to this 

research.  

2.1. Design  

This study employed a quantitative cross sectional survey design. Data on coping 

behaviors from child participants with and without trauma history have been compared to 

understand the impact of different types of trauma exposure on coping behaviors of children.  

2.2. Participants 

Purposive sampling was used to recruit participants within age range of 9-13 years. 

Purposive sampling was used as it is generally recommended for selecting most suitable 

participants from the population based on focused criterion and also because it saves 

resources (Patton, 2002).  

The participants have been selected from fourteen districts of Bangladesh namely 

Dhaka, Barishal, Nilphamari, Gopalgonj, Natore, Rangamati, Patuakhali, Naoga, Sirajgonj, 

Joypurhat, Khulna, Kurigram, Feni and Manikgonj (see Figure 2.1). They were recruited 

from institutions (including schools, Madrashas, foster cares) as well as from community 
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(including both rural and urban community). The children were able to comprehend the 

items and respond to the interview.  

 

 

 

 

 

 

 

 

 

 

 

Figure 2.1. Distribution of study participants across the country. 

For the participant from institutions, permission from the institutional authority was 

taken before proceeding with participant selection. Age of the participants (9-13 years) was 

the only inclusion criterion used for selecting participants. Several exclusion criteria were 

used considering the concerns regarding quality of data and wellbeing of the participants. 

Dhaka (68) 

Barishal (65) 

Nilphamari (60) 

Feni (20) 

Rangamati (10) 

Patuakhali (40) 

Khulna (23) 

Gopalganj (21) 

Natore (6) 

Kurigram (10) 

Naogaon(4) 

Joypurhat (5) 

Sirajganj (20) 

Manikganj (46) 
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The present study deliberately excluded individuals who exhibit severe neurological and 

psychiatric problems, significant developmental delays, or profound intellectual disability.  

The implementation of this exclusion criterion serves the purpose of maintaining the 

validity of the research outcomes and ensuring the protection of individuals who may be 

affected by these conditions. The research approach required that children possess the ability 

to fully interpret and reply to particular questionnaires. Children who experience significant 

cognitive and linguistic disabilities may face challenges in understanding the queries or 

providing information and therefore needed to be excluded. Moreover, the existence of a 

substantial health or mental health issue, such as a profound neurological or psychiatric 

disorder, may potentially hinder the children's ability to employ effective coping strategies 

and thus data from these children may confound the interpretation and potentially obscure 

or compromise the internal validity of the study. The exclusion of these participants is 

intended to mitigate the potential bias in our findings and maintain the methodological 

integrity of the study. It is imperative to recognize that the omission of children with severe 

illnesses, albeit justified from scientific and ethical perspectives, is a noteworthy constraint 

of this study. The findings may lack representativeness or generalizability to this specific 

subset of children. Additionally, it is crucial to conduct further study specifically dedicated 

to these groups in order to acquire a thorough comprehension of their distinct experiences 

and requirements. 

The rationale behind this decision to exclude is based on the ethical principle of 

nonmaleficence and the scientific imperative for precision, fidelity, and inclusivity in our 

research outcomes. Further research efforts are required to enhance our understanding and 

promote the progress of knowledge pertaining to children with severe impairments. These 
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research endeavors should employ adapted techniques and ethical frameworks that take into 

account the unique circumstances and capabilities of these children. 

2.3. Sample Size 

Estimation of sample size was done using the widely used rule of thumb for survey 

research “N ≥50+8m” (where N = sample size, and m = number of variable) (see Green, 

1991). Considering the number of constructs (43) initially planned for the survey, the 

formula suggested a sample size of 394 (i.e., 50 + 8 X 43). This study recruited 398 children 

as participants. 

2.4. Measures 

Several instruments were used to measure the contracts considered in the study. 

These include a range of custom-built and translated or adapted instruments. Custom-built 

instruments include socio-demographic questionnaire, Children and Adolescent trauma 

checklist, Children, and Adolescent family conflict questionnaire. The already available 

adapted instruments were the Children’s Revised Impact of Event Scale (CRIES-13; Perrin 

et al., 2005; Deeba et al., 2014), and the Pro-social Behavior section of the Strengths and 

Difficulties Questionaries (SDQ; Goodman, 1997; Mollick & Goodman, 2001). Due to 

absence of any adapted version, the present researcher had to translate the Children’s Coping 

Strategies Checklist revision 1 (CCSC-R1; Sandler & Ayers, 2000) and the Attachment of 

Children (AQ-C; Muris et al., 2001). Necessary permissions were taken from the authors 

for translation and use of the instruments. The details on the instruments are presented in 

the following.  
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2.4.1. Socio-demographic Questionnaire 

A demographic questionnaire used to gather descriptive data on the participants. This 

questionnaire has collected information regarding child age, gender, place of residence, 

education status, birth order of the child as well as of the parents, parental education, family 

income, family history (family structure, number of family members, mental health issues, 

sibling number). All the information collected to understand the socio demographic context 

of the participants. 

2.4.2. Children’s Revised Impact of Event Scale (CRIES 13; Perrin et al., 2005) 

The Children's Revised Impact of Event Scale (CRIES) is a concise and child-

friendly assessment tool created by the Children and War Foundation (Perrin et al., 2005) to 

identify children who may be vulnerable to develop Post-Traumatic Stress Disorder (PTSD). 

This I3-item self-report measure is suitable for children aged between 9-17 years. The items 

are presented with four-point scale with options, not at all = 0, rarely = 1, sometimes=3, 

often = 5. There are three sub-scales namely, intrusion (four items), avoidance (4 items), 

and arousal (5 items). 

The Bangla version of the CRIES-13 (Deeba et al., 2014) was used in this study to 

assess the impact of traumatic events experienced by children. Usable Cronbach alphas were 

reported for the Bengali version of the full scale as well as the three sub-scales (total scale 

= 0.74, intrusion = 0.60, avoidance = 0.58 and arousal = 0.50; see Deeba et al, 2014). 

2.4.3. Strength and difficulties questionnaire (SDQ; Goodman, 1997)  

The Bangla translation of Strength and Difficulties Questionnaire (SDQ; Mullick & 

Goodman, 2001) was used. The SDQ consists of 25 items: emotional symptoms (5 items), 

conduct problem (5 items), hyperactivity/inattention (5 items), peer relationship problem (5 
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Items), and pro-social behavior (5 items). The predicted five-factor structure (emotional 

symptoms, conduct problems, hyperactivity-inattention, peer problems, prosocial 

behaviors) was confirmed. Internalizing and externalizing scales were relatively 

“uncontaminated” by one another. Reliability was generally satisfactory, whether judged by 

internal consistency (mean Cronbach alpha .73), cross-informant correlation (mean= 0.34), 

or retest stability after 4 to 6 months (mean= 0.62; Goodman, 2001) The SDQ has been 

translated into over 30 languages. In this study only pro-social behavior questionnaire 

section was used. 

2.4.4. Children’s Coping Strategies Checklist Revision 1 (CCSC-R1; Ayers & Sandler, 

2000)  

The Bangla translation of CCSC-R1 was used to assess children’s coping with 

problems. It’s a self-report inventory with 54 statements. The CCSC-R1 is suitable for 

children aged 9-13 years and takes around 15 minutes to complete. Items are classified into 

14 subscales under four dimensions of children’s coping strategies namely, active coping, 

distraction, avoidance, and support seeking (see Figure 2.2).  

Active coping subscales are organized into two categories, which are, problem 

focused coping and positive cognitive restructuring coping. Subsequently, problem focused 

coping is comprised of three subscales i.e., cognitive decision-making, direct problem 

solving, and seeking understanding. The positive cognitive restructuring includes positive 

thinking, optimistic thinking, control, and minimization subscales. Distraction coping 

consists of two subscales namely, physical release of emotions, and distraction. Avoidance 

coping consists of three subscales namely, avoidant actions, repression, and wishful 

thinking. The support seeking strategies coping includes two subscales which are support 

for actions, and support for feelings.  
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Figure 2.2. Coping categories used in the present research. 

Children were asked to describe how often they usually use each of the behaviors 

described in 54 items on a scale of 0-3 (0=never, 1= sometimes, 2=often, and 3=most of the 

time) when they face a problem. Score for the subscales is calculated by adding items scores 

under the specific subscales. The average scores from each of the subscales under the four 

coping dimensions are used as the score of the coping dimension. Adequate internal 

consistency reliability has been reported for the four coping dimensions of the CCSC-R1 

(Ayers et al., 1996; Sandler, Tein, & West, 1994). Chronbach’s alpha was .88 for active 

coping, .77 for distraction strategies, .65-.69 for avoidance strategies, and .83-.86 for support 

seeking. The CCSC-R1 was theoretically derived and the factor structure has been supported 
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by earlier confirmatory factor analytic studies (Ayers & Sandler, 2000; De Boo & Wicherts, 

2009).  

Absence of Bangla version of the CCSC-R1 necessitated the translation of the 

instrument for use with the study population. The researchers developed a Bangla translated 

version of the CCSC-R1 with permission form the author (see permission letter attached as 

Appendix C2). Upon obtaining authorization from the author, the research team, consisting 

of the researcher and supervisors, proceed to translate the items into Bangla. The emphasis 

was placed on conceptual equivalence of items rather than on literal translation. The items 

translated into Bangla were subsequently retranslated into English by a Bangladeshi 

individual with no prior knowledge of the questionnaire. The back-translated English 

version was then sent to the author to assess the equivalence between the back-translated 

and the original English versions. The list of experts contributing in back translation is 

presented in Appendix-D2. The review of the original and back-translated version suggested 

linguistic changes to three items, which were made accordingly and the final the Bangla 

version of CCSC-R1 was prepared. The detailed process used in preparing the Bangla 

CCSC-R1 is presented in Figure 2.3.  

The Cronbach's alpha coefficients were as follows: .72 for cognitive decision 

making, .64 for direct problem solving, .60 for seeking understanding, .84 for problem focus 

coping, .56 for positivity, .67 for control, .73 for optimism, .80 for positive cognitive 

restructuring, .90 for active coping, .63 for distraction action, .70 for physical release of 

emotion, .76 for distraction strategies, .80 for support for actions, .71 for support for feeling, 

and .86 for support seeking strategies. Coping involving avoidance action, repression, 

wishful thinking and avoidance strategies were excluded for low Cronbach’s alpha (.29-.33) 

from the analyses.  
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Figure 2.3. Steps used in adaptation of tool  

2.4.5. Attachment Questionnaire of Children (AQ-C; Muris et al., 2001)  

The AQ-C is 1-item self-report measure of children’s attachment style that is based 

on (Hazan & Shaver’s, 1987) single item measure of adult attachment style. The AQ-C is 

adapted from Attachment Questionnaire AQ (Hazan & Shaver’s, 1987) for adults. The AQ 

and AQ-C are theoretically grounded in attachment theory and the work of Bowlby and 

Ainsworth (Muris et al., 2001). Children were given three descriptions of feelings and 

perceptions about relationships with other children and were asked to choose the description 

that best fits them. It is a single item tool and it takes only 3-5 minutes to be completed. The 
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measure classifies children according to one of three attachment styles: Secure Attachment, 

Avoidant Attachment, or Ambivalent Attachment. This tool is suitable for individual 

between the age of 9 and 18 years. 

Due to absence of Bangla version of Bangla version of AQ-C necessitated the 

translation of the instrument for use with the study population. The researchers developed a 

Bangla translated version of the AQ-C with permission form the author (see permission 

letter attached as Appendix D4). The same back translation process used in was for CCSC-

R1 was followed in preparing the Bangla AQ-C (see Figure 2.3) and it also checked by the 

main author (see back translation feedback as Appendix C4) 

2.4.6. Child and Adolescent Trauma Checklist 

To assess exposure and intensity of trauma between child and adolescent, this 21-

item screening tool was developed. Although tools are available to assess trauma across the 

globe, careful screening indicated lack of suitability of those in Bangladesh context. This 

tool assessed history of exposure to potentially traumatic experiences, which include direct 

exposure to or witnessing of severe accidents, illness or natural disaster, family or 

community conflict or violence, and sexual molestation, experience of hijack or kidnap, 

animal attack, COVID-19 pandemic related trauma, physical abuse, painful medical 

procedure, death of close person. 

Rigorous process of tool development was followed. Already available childhood 

trauma tools, as well as texts and literatures on childhood trauma have been checked and 

analyzed to gain a comprehensive understanding of childhood trauma experience. Initially 

21 commonly reported trauma events were selected and initial items were developed on 

those area. The tool was then reviewed by 15 mental health experts (Psychiatrist and 

Psychologist) on the suitability of the items in assessing childhood trauma (see the list of 
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judges as Appendix-D3). The review resulted in retention of 17 items for assessing child 

and adolescent trauma. All these items pass the selection criteria of average rating of 2.5 by 

judges (on a scale of 0 to 4). During the pilot administration of the tool, children reported 

additional instances of traumatic experiences, and their traumatic experiences of COVID-

19 pandemic, this resulted in inclusion of three additional items in the tool and an additional 

item was inserted in the scale to account for other types of traumas that were not covered 

by the main scale. This item was added to capture numerous traumatic situations stated by 

the participants, such as transferring houses and schools and losing friends. The detailed 

process of the development of the checklist is presented as Figure. 2.4. 

 

Figure 2.4. Steps used in the development of the Child and Adolescent Trauma Checklist.  

Criterion validity of the newly developed Child and Adolescent Trauma Checklist 

was tested with scores on the CRIES-13-Bangla (Deeba et al., 2014) and a moderate and 
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significant positive correlation (r= .421) between the two indicated good criterion validity 

of the Child and Adolescent Trauma Checklist. 

2.4.7. Children and adolescent's family conflict scale.  

A rigorous process of tool development was followed. The available resources on 

children's family conflict, such as tools, texts, and literature, have been extensively reviewed 

and analyzed to gain a full grasp of various scenarios involving childhood family conflict. 

At first, a collection of 5 commonly reported family disputes was selected, and initial things 

were generated in this area. Subsequently, 23 mental health professionals, including 

psychiatrists and psychologists, were solicited for their input regarding the appropriateness 

of the items. A panel of fifteen professionals (see the list of judges as Appendix-D3) 

provided their insightful insights. Among 5 items 3 items were selected by them. All these 

items pass the selected criteria of average or high rating of 2.5 on a scale of highest 4 points. 

The same process of tool development used in as for The Child and Adolescent 

Trauma Checklist tool (See Figure 2.4). These three items have evaluated the familial 

conflict experienced by children inside their own families. The reliability was reasonably 

satisfactory, as indicated by the internal consistency measure Cronbach’s alpha .74. The 

process of developing and validating the scale was identical to that of the Children and 

Adolescent Trauma Checklist.  

2.5. Procedure 

Socio-demographic details of the participants were collected from the children, or 

when unsuitable, from their legal guardian. Voluntary participation was ensured. Fourteen 

practicing psychologists were recruited for data collection who worked voluntarily as 

assistants for this research. They were provided with sufficient training by the researchers. 
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The areas covered in the training include childhood trauma, attachment, childhood coping 

behavior, pro-social behavior of children, family conflict, importance of taking consent and 

explanatory statement, child friendly approach, practice of using questionnaire, when to 

refer, when to stop, consent and its meaning, non-disclosure agreement, ethical 

responsibility to administer the scales on the children. They have signed the oath of 

confidentiality (see Appendix -B4). The participants and their legal guardians were provided 

with detailed description about the purpose and procedures involved in this research (see 

Appendix- B1). Consent was taken from the legal guardians or parents along with the 

children based on the understanding level of the children (see Appendix-B2 & Appendix-

B3).  

Socio demographic questionnaire was completed by the researcher and research 

assistants with information mostly from the children and sometimes from parents for the 

younger children. Then researchers took some times to make rapport with participants and 

to make them feel comfortable with the interview process. Trauma questionnaires and 

family conflict questionnaire were presented with some cautions, e.g., if the child became 

psychologically and or physically aroused, then researcher checked if the child need any 

break. The child was interviewed for the AQ-C, and the CCSC-R1 while for the Pro-social 

behavior questionnaire, the guardians were interviewed. Researcher or research assistant 

was present all the time and give explanations, if the child wanted or researcher thought, 

explanations were needed. If the child felt uncomfortable, then the researcher sent him/her 

to a psychotherapy center. Whole set of tools (see Appendix-C1) used in one setting. 

2.6. Ethical Considerations  

To conduct this research, we took an ethical permission the Ethical Committee of 

biological science faculty, University of Dhaka. While conducting this study, researchers 
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consider several ethical considerations to protect the welfare and rights of the participants. 

detailed of the permission (see Appendix A). 

2.6.1. Confidentiality 

Participant was assured about confidentiality, both verbally and via the information 

sheet. Only the researcher has the access to any information identifying participants in 

Confidentiality and Privacy. The identifiable information was kept separated from other 

questionnaire using a code number that was only known to the researcher.  

2.6.2. Voluntary participation 

The information sheet and consent form informed participants, their parents and 

legal guardians about the voluntary nature of this research. It was clarified that they do not 

have to take part in the study and that if they are not willing to, and that they may choose to 

withdraw any time. In the present research, no reimbursement for the participants was 

provided. Because it might affect the choice of voluntary participation. 

2.6.3. Wellbeing of the Participants 

The participants have to remember their traumatic events. Some of them might have 

ongoing trauma. Thus, basic support of water and tissues were available at any point of the 

interview session or feel the need to drink. In addition, breathing relaxation techniques were 

taught to the participant to reduce stress and researcher also helped to practice it during the 

session. 

2.7. Data analysis 

Explanation of the relationship between trauma experience and coping behavior 

determined the strengths and direction (positive or negative) of relationship among the 
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variables. The first objective required descriptive analysis of data to identify the frequency 

and central tendency of the scale scores of different coping behaviors along with 

comparative analysis using ANOVA between the two groups. The second objective required 

the use of multiple regressions to identify significant contributors and correlates of coping 

behavior. All the statistical analyses were done using SPSS software. 

The sample were divided into two groups, those with trauma and without trauma as 

determined by screening of childhood trauma experience and post trauma distress score 

using the CRIES-13-Bangla. If a participant had a high score on these tools, they have been 

placed in the trauma group and rest have been placed in the without trauma group. Both 

groups were assessed by CCSC-R1-Bangla to know the pattern of their generalized effort 

of coping. Coping behaviors of with and without trauma group were compared. 
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Results 

Two distinct stages of data analysis were conducted in order to interpret the data. 

Initially, a series of correlation studies were performed to examine the interrelationships 

among all variables. The second-step involved regression analyses performed to determine 

the factors and their respective contributions to the prediction of children's coping behavior. 

3.1. Impact of Trauma in Coping 

For testing the effect of specific trauma on coping behavior, analysis of variance of 

coping scores between trauma exposed and non-exposed children were calculated. The 

Assumptions of normality, linearity, and homoscedasticity were checked and no concerned 

was found. Specifically, a visual inspection of the normal Q-Q and detrended Q-Q plots for 

each variable confirmed that all were normally distributed. Similarly, visual inspection of 

the scatterplot of trauma against different coping behavior confirmed that the relationship 

between these variables were linear and heteroscedastic. 

Impact of the 21 types of traumas on coping were assessed using ANVOA. Three 

COVID-19 related trauma are represented in Table 3.2 while the more conventional forms 

of trauma are presented in Table 3.1. Presence or absence of a few categories of trauma such 

as, seeing a dead body, going through painful medical procedure, and witnessing physical 

abuse, did not have any effect on any of the coping styles. Trauma from death of a close 

person had influence on the maximum number of copings like Cognitive decision making, 

Direct problem solving, seeking understanding, Positivity, Control, Physical release of 

emotion, Problem focus coping, Positive cognitive restructuring, Distractive strategy, Active 

Coping. Trauma from animal attack was the most experienced trauma by children.  
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The coping style that was most commonly impacted by different types of traumas 

were coping through physical release of emotions.  

Table 3.1. Coping styles significantly impacted by the specific types of traumas.  

Impacted coping styles 

organized under types of 

traumas 

Not exposed 

in the 

trauma 

Mean (SD) 

Exposed in 

the trauma 

Mean (SD) 

F Sig. 

Coping type impacted by experience of earthquake (Not-exposed=356, Exposed=42) 

Physical release of emotion 1.03 (0.71) 1.31 (0.47) 6.35 0.01 

Coping type impacted by experience of natural disaster (Not-exposed=314, 

Exposed=84) 

Direct problem solving 1.22 (0.62) 1.40 (0.55) 6.39 .01 

Seeking understanding 1.10 (0.62) 1.26 (0.61) 4.07 .04 

Control 1.04 (0.68) 1.20 (0.63) 4.07 .04 

Problem focus coping 1.21 (0.55) 1.3 (0.50) 5.59 .02 

Active coping 1.20 (0.50) 1.33 (0.44) 4.54 .03 

Coping type impacted by experience of accident (Not-exposed=305, Exposed=93) 

Physical release of emotion 1.00 (0.68) 1.23 (0.70) 8.21 .00 

Support for action 1.03 (0.60) 1.19 (0.70) 4.85 .03 

Problem focus coping 1.22 (0.52) 1.34 (0.59) 3.88 .05 

Distraction strategies 1.10 (0.58) 1.27 (0.55) 6.93 .01 

Coping type impacted by experience of animal attack (Not-exposed=197, 

Exposed=201) 
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Impacted coping styles 

organized under types of 

traumas 

Not exposed 

in the 

trauma 

Mean (SD) 

Exposed in 

the trauma 

Mean (SD) 

F Sig. 

Physical release of emotion 0.98 (0.68) 1.13 (0.70) 5.32 .02 

Coping type impacted by experience of riot and displacement (Not-exposed=370, 

Exposed=28) 

Distracting action 1.20 (0.64) 1.44 (0.47) 3.73 .05 

Distraction strategies 1.12 (0.58) 1.37 (0.52) 4.94 .03 

Coping type impacted by experience of being separated from family (Not-

exposed=357, Exposed=40) 

Control 1.05 (0.65) 1.28 (0.82) 4.39 .04 

Coping type impacted by experience of hijacking (Not-exposed=369, Exposed=28) 

Cognitive decision making 1.33 (0.65) 1.60 (0.79) 4.15 .04 

Direct problem solving 1.24 (0.60) 1.49 (0.76) 4.67 .03 

Seeking understanding 1.11 (0.61) 1.53 (0.62) 12.22 .00 

Positivity 1.23 (0.60) 1.49 (0.57) 5.14 .02 

Physical release of emotion 1.07 (0.68) 0.79 (0.81) 4.42 .04 

Problem focus coping 1.23 (0.53) 1.54 (0.63) 8.92 .00 

Positive cognitive 

restructuring 
1.20 (0.52) 1.41 (0.63) 4.25 .04 

Active coping 1.21 (0.48) 1.48 (0.58) 7.62 .01 

Coping type impacted by experience of kidnaping (Not-exposed=379, Exposed=19) 
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Impacted coping styles 

organized under types of 

traumas 

Not exposed 

in the 

trauma 

Mean (SD) 

Exposed in 

the trauma 

Mean (SD) 

F Sig. 

Control 1.09 (0.66) 0.67 (0.79) 7.16 .01 

Optimism 1.34 (0.66) 1.01 (0.92) 4.22 .04 

Positive cognitive 

restructuring 
1.23 (0.52) 0.93 (0.67) 5.69 .02 

Coping type impacted by experience of physical abuse by family member (Not-

exposed=307, Exposed=90) 

Physical release of emotion 1.11 (0.69) 0.88 (0.67) 8.29 .00 

Distraction strategies 1.18 (0.57) 0.99 (0.56) 7.73 .01 

Coping type impacted by experience of threat of assault (Not-exposed=367, 

Exposed=31) 

Support for action 1.09 (0.61) 0.83 (0.73) 5.02 .03 

Support for feeling 1.06 (0.64) 0.81 (0.74) 4.15 .04 

Support seeking strategies 1.07 (0.58) 0.82 (0.71) 5.36 .02 

Coping type impacted by experience of assault (Not-exposed=354, Exposed=44) 

Control 1.10 (.67) 0.84 (0.71) 5.88* .02 

Coping type impacted by experience of sexual abuse (Not-exposed=348, Exposed=49) 

Seeking understanding 1.11 (0.61) 1.34 (0.68) 6.15 .01 

Distracting action 1.20 (0.62) 1.41 (0.72) 4.81 .03 

Support for feeling 1.01 (0.63) 1.28 (0.76) 7.67 .01 
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Impacted coping styles 

organized under types of 

traumas 

Not exposed 

in the 

trauma 

Mean (SD) 

Exposed in 

the trauma 

Mean (SD) 

F Sig. 

Problem focus coping 1.23 (0.53) 1.40 (0.64) 4.50 .03 

Support seeking strategies 1.03 (0.56) 1.24 (0.73) 5.84 .02 

Coping type impacted by experience of death of close person (Not-exposed=258, 

Exposed=140) 

Cognitive decision making 1.28 (0.64) 1.47 (0.69) 7.08 .01 

Direct problem solving 1.20 (0.60) 1.36 (0.62) 6.40 .01 

Seeking understanding 1.08 (0.62) 1.23 (0.62) 5.51 .02 

Positivity 1.17 (0.61) 1.38 (0.57) 11.75 .00 

Control 1.02 (0.65) 1.16 (0.70) 3.98 .05 

Physical release of emotion 1.17 (0.71) 0.85 (0.63) 19.36 .00 

Problem focus coping 1.19 (0.53) 1.35 (0.56) 8.69 .00 

Positive cognitive 

restructuring 
1.16 (0.53) 1.31 (0.52) 7.22 .01 

Distraction strategies 1.21 (0.58) 1.01 (0.54) 10.69 .00 

Active coping 1.17 (0.49) 1.33 (0.48) 9.46 .00 

Coping type impacted by experience of trauma from other situation such as Shifting 

home and school, parent’s separation/ divorce, loss of a friend, bullying etc. (Not-

exposed=373, Exposed=25) 

Physical release of emotion 1.09 (0.69) 0.58 (0.54) 12.89 .00 
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Impacted coping styles 

organized under types of 

traumas 

Not exposed 

in the 

trauma 

Mean (SD) 

Exposed in 

the trauma 

Mean (SD) 

F Sig. 

Support for action 1.09 (0.62) 0.73 (0.66) 7.95 .01 

Distraction strategies 1.16 (0.57) 0.86 (0.53) 6.44 .01 

Support seeking strategies 1.07 (0.58) 0.79 (0.63) 5.35 .02 

Note: Coping styles that were nonsignificant are omitted from the table. See Appendix D1 

for the complete analyses.  

As discussed earlier the present research considered a recent and ongoing trauma 

exposure related to COVID-19. The findings indicated pervasive influence of this trauma 

on the most of the coping mechanisms. These three types of traumas could not affect support 

for feeling coping or the physical release of emotions. 

Table 3.2. Coping styles significantly impacted by the specific types of COVID-19 related 
trauma.  

Impacted coping styles 

organized under types of 

traumas 

Not exposed in 

the trauma 

Mean (SD) 

Exposed in the 

trauma 

Mean (SD) 

F Sig. 

Coping type impacted by experience of favorite person’s COVID-19 infection (Not-

exposed=311, Exposed=87) 

Cognitive decision making 1.25(0.62) 1.69(0.70) 31.34 .00 

Direct problem solving 1.16(0.59) 1.58(0.58) 33.57 .00 

Seeking understanding 1.04(0.60) 1.47(0.58) 34.73 .00 

Positivity 1.16(0.57) 1.53(0.65) 26.41 .00 
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Impacted coping styles 

organized under types of 

traumas 

Not exposed in 

the trauma 

Mean (SD) 

Exposed in the 

trauma 

Mean (SD) 

F Sig. 

Control 0.99(0.64) 1.36(0.70) 21.67 .00 

Optimism 1.27(0.65) 1.54(0.74) 10.98 .00 

Distracting action 1.16(0.63) 1.44(0.59) 13.20 .00 

Support for action 1.02(0.62) 1.24(0.60) 9.07 .00 

Problem focus coping 1.15(0.51) 1.58(0.53) 46.63 .00 

Positive cognitive restructuring 1.14(0.50) 1.48(0.56) 28.91 .00 

Distraction strategies 1.09(0.58) 1.30(0.54) 9.09 .00 

Active coping 1.15(0.45) 1.53(0.51) 45.10 .00 

Support seeking strategies 1.01(0.59) 1.19(0.58) 6.24 .01 

Coping type impacted by experience of risk of COVID-19 infection (Not-

exposed=353, Exposed=45) 

Cognitive decision making 1.31(0.66) 1.67(0.62) 11.78 .00 

Direct problem solving 1.23(0.61) 1.47(0.60) 6.16 .01 

Seeking understanding 1.10(0.61) 1.39(0.64) 8.56 .00 

Positivity 1.21(0.59) 1.48(0.66) 8.08 .00 

Control 1.03(0.66) 1.39(0.72) 11.36 .00 

Optimism 1.30(0.67) 1.54(0.76) 5.32 .02 

Distracting action 1.18(0.63) 1.52(0.58) 11.64 .00 

Support for action 1.04(0.62) 1.29(0.62) 6.62 .01 

Problem focus coping 1.21(0.54) 1.51(0.52) 12.04 .00 
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Impacted coping styles 

organized under types of 

traumas 

Not exposed in 

the trauma 

Mean (SD) 

Exposed in the 

trauma 

Mean (SD) 

F Sig. 

Positive cognitive restructuring 1.18(0.52) 1.47(0.58) 12.23 .00 

Distraction strategies 1.11(0.58) 1.34(0.50) 6.35 .01 

Active coping 1.20(0.48) 1.49(0.52) 14.54 .00 

Coping type impacted by experience of close person was severely sick or died due to 

COVID-19 (Not-exposed=365, Exposed=33) 

Cognitive decision making 1.33(0.65) 1.62(0.75) 6.04 .01 

Direct problem solving 1.23(0.61) 1.57(0.57) 9.66 .00 

Seeking understanding 1.10(0.61) 1.53(0.68) 14.98 .00 

Positivity 1.21(0.59) 1.64(0.62) 15.69 .00 

Control 1.04(0.67) 1.41(0.68) 9.31 .00 

Distracting action 1.20(0.63) 1.44(0.56) 4.20 .04 

Support for action 1.04(0.61) 1.40(0.71) 10.63 .00 

Problem focus coping 1.22(0.53) 1.57(0.60) 13.44 .00 

Positive cognitive restructuring 1.19(0.52) 1.50(0.58) 10.59 .00 

Active coping 1.20(0.48) 1.54(0.57) 14.35 .00 

Support seeking strategies 1.03(0.57) 1.31(0.72) 7.20 .01 

Note: coping with nonsignificant impact of COVID-19 related trauma is not presented. See 

Appendix D1 for the complete analyses. 
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3.2. Identifying Correlates of Specific Types of Coping 

The second objective of the study attempted to identify the significant contributors 

of the coping styles. Preliminary analysis was conducted to ensure no violation of the 

assumptions of normality, linearity, multi-collinearity and homoscedasticity. Assumption of 

multivariate normality were tested using box-plots which indicated that all variables in each 

of the regression models were normally distributed. An inspection of the normal probability 

plot of standardized residuals as well as the scatterplot of standardized residuals against 

standardized predicted values indicated that the assumptions of normality, linearity and 

homoscedasticity of residuals were met.  

No violation of normality was indicated. Multicollinearity is a major concern for 

linear regression model. Relatively high tolerances for almost all the predictors for 15 

variables in the regression models indicated that multicollinearity would not interfere with 

our ability to interpret the outcome of the regression model. However, for two coping styles 

i.e., ‘optimism’ and ‘support for feeling’, tolerance and VIF value for the regression models 

were slightly beyond the accepted value. Additionally, inter-correlation matrix was checked 

for the all the 15 variables used in the model which indicates none of the intercorrelation to 

be of concern for multicollinearity (r < .8; see Table 3.3a and Table 3.3b).  

Table. 3.3a. Inter-correlation matrix for the fifteen factors used in the regression models. 
 

 Variable 1 2 3 4 5 6 7 8 

1 Child's education 1 
       

2 Mother's education -0.06 
       

3 Family income 0 .42** 
      

4 Family members 0.02 -.22** -0.02 
     

5 Number of Sibling .21** -.30** -0.08 .40** 
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 Variable 1 2 3 4 5 6 7 8 

6 Birth order 0.07 -.31** -0.03 .23** .70** 
   

7 Child age .39** 0.07 .20** -.17** 0.01 0 
  

8 Intensity of trauma 0.06 .11* .13** -0.07 -0.06 -0.04 .22** 
 

9 PTSD symptoms -0.09 .14** .26** -0.06 -0.04 0 .15** .36** 

10 Prosocial behavior 0.04 0.07 0 0.05 0.08 .12* -0.02 -0.04 

11 Trauma total 0.04 .18** .14** -.11* -0.05 -0.03 .24** .79** 

12 Family conflict .16** 0.01 .15** -0.02 0.08 0.07 0.09 .23** 

13 Secure attachment 0.01 0.05 0.01 0 0.02 0.02 0.02 -0.02 

14 Female gender -0.09 -0.02 0.05 -0.02 0.07 .12* 0.04 0 

15 Rural residence  -.12* -.31** -.33** 0.04 0.03 0.05 -.21** -.21** 

Note. N = 398. *p < .05 ; **p < .01 

Table 3.3b. Inter-correlation matrix for the fifteen factors used in the regression models 

(extension of Table 3.3.a). 

 
 Variable 9 10 11 12 13 14 15 

9 PTSD symptom 1 
      

10 Prosocial behavior -0.08 
      

11 Trauma total .34** 0.01 
     

12 Family conflict .29** -.10* .16** 
    

13 Secure attachment -.20** .23** 0.02 -.25** 
   

14 Female gender 0.1 0.03 -.11* -0.1 0.07 
  

15 Rural residence  -.21** -0.04 -.16** -.18** -0.02 0.02 1 

Note. N = 398. *p < .05 ; **p < .01 



 

 53 

All the fifteen socio-demographic and psychological variables were used in the 

regression model in predicting coping strategies. Stepwise regression using Backward 

Method in SPSS (Thayer, 2002) for analyzing the data. The results are presented below. 

Among the 15 variables, used in the model, eight were found as significant 

predictors that explains 22% of the variability in coping through cognitive decision making 

(R2 = .22, F (8, 381) = 13.433, p < .01; see table 3.4). The prosocial behavior was the strongest 

predictor (β = .216, p < .01) which was positively related with coping through cognitive 

decision making. 

Table 3.4. Predictors of coping through cognitive decision making 

Variable Tolerance B 
95% CI for B 

SE B β 
LL UL 

Child age .771 0.060 0.011 0.109 0.025 0.124 **  

Rural residence .826 -0.174 -0.306 -0.042 0.067 -0.129**  

Family conflict .859 -0.063 -0.097 -0.030 0.017 -0.181**  

PTSD symptoms .831 0.011 0.006 0.016 0.003 0.208 ** 

Prosocial behavior .971 0.051 0.029 0.072 0.011 0.216 ** 

Family members .918 -0.032 -0.066 0.003 0.018 -0.084 

Mother’s education .842 0.060 0.016 0.104 0.022 0.134**  

Child’s education .781 0.095 0.005 0.186 0.046 0.106*  

F (8,381) 13.433** 

R2(Adj. R2) .220 (.204) 

Note. CI = Confidence interval; * p < .05; ** p < .01 

For direct problem-solving, nine predictors were found significant among the 15 

variables, used in the model, that explains 21.8% of the variability in this coping category 
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(R2= .218, F (9, 380) = 11.746, p < .01; see Table 3.5). PTSD symptoms were the found as the 

strongest predictor (β = .266, p < .01) which was positively related with coping through 

direct problem-solving coping.  

Table 3.5. Predictors of direct problem-solving coping. 

Variable Tolerance B 
95% CI for B 

SE B β 
LL UL 

Child Age .883 0.058 0.016 0.100 0.021 0.132**  

Rural residence .901 -0.172 -0.288 -0.055 0.059 -0.139**  

Family conflict .878 -0.044 -0.075 -0.014 0.016 -0.139**  

Trauma total .835 0.026 -0.001 0.052 0.013 0.096 

PTSD symptoms .802 0.013 0.008 0.017 0.002 0.266**  

Prosocial behavior .962 0.044 0.025 0.064 0.010 0.205**  

Birth order .503 -0.083 -0.165 -0.001 0.042 -0.127*  

Number of siblings .448 0.098 0.010 0.185 0.045 0.148*  

Family members .806 -0.031 -0.065 0.003 0.017 -0.090 

F (9, 380) 11.746** 

R2 (Adj. R2) .218 (.199) 

Note. CI = Confidence interval; * p < .05; ** p < .01 

For coping through seeking understanding, nine predictors among 15 variables, 

collectively accounted for 29.6% of the variability (R2=.296, F (9, 380) = 17.712, p < .01). 

Among the independent variables, the PTSD symptoms was the strongest predictor (β = 

.317, p < .01; see table. 3.6) of coping through seeking understanding, which was positively 

related. 
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Table 3.6. Predictors of coping through seeking understanding 

Variable Tolerance B 
95% CI for B 

SE B β 
LL UL 

Child age .882 0.047 0.006 0.087 0.021 0.103* 

Rural residence .827 -0.137 -0.254 -0.020 0.060 -0.109* 

Trauma total .356 0.060 0.022 0.099 0.020 0.222** 

Intensity of Trauma .357 -0.007 -0.013 -0.002 0.003 -0.186* 

PTSD symptoms .832 0.015 0.011 0.020 0.002 0.317** 

Prosocial behavior .968 0.053 0.035 0.072 0.010 0.244** 

Number of siblings .777 0.112 0.048 0.176 0.033 0.167** 

Family members .801 -0.036 -0.069 -0.003 0.017 -0.102* 

Mother’s education .778 0.044 0.003 0.084 0.020 0.104* 

F (9,380) 17.712** 

R2 (Adj. R2) .296 (.279) 

Note. CI = Confidence interval; * p < .05; ** p < .01 

Among the 15 variables, used in the model, 10 were found as significant predictors 

that conjointly accounted for 31.9% of the variability in problem focused coping (R2=.319, 

F (10, 379) = 17.717, p < .01; see Table 3.7). Notably, the PTSD symptoms demonstrated a 

higher Beta value (β = .297, p < .01) compared to the other independent variables, 

suggesting a stronger association with problem focused coping.  
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Table 3.7. Predictors of problem focus coping 

 

Variable 

  

B 

95% CI for B  

SE B 

 

β Tolerance LL UL 

Child age .882 0.059 0.025 0.094 0.018 0.151** 

Rural residence .816 -0.168 -0.27 -0.067 0.052 -0.153** 

Family conflict .865 -0.041 -0.066 -0.015 0.013 -0.143** 

Trauma total .356 0.046 0.013 0.079 0.017 0.193** 

Intensity of Trauma .352 -0.004 -0.009 0 0.002 -0.128 

PTSD symptoms .793 0.013 0.009 0.017 0.002 0.297** 

Prosocial behavior .961 0.047 0.031 0.063 0.008 0.248** 

Number of siblings .768 0.073 0.017 0.128 0.028 0.124* 

Family members .799 -0.034 -0.062 -0.005 0.014 -0.11* 

Mother’s education .778 0.04 0.005 0.075 0.018 0.109* 

F (10,379) 17.717** 

R2 (Adj. R2) .319 (.31) 

Note. CI = Confidence interval; * p < .05; ** p < .01 

Coping through positivity, eight predictors among fifteen variables, were found as 

significant predictors that explains 16.2% of the variability (R2= .162, F (8, 381)=9.193, p < 

.01;see table. 3.8). Mother’s education was the found to be the strongest predictor (β = .242, 

p < .01) which was positively related with coping through positivity. 
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Table 3.8. Predictors of coping through positivity 

Variable Tolerance B 
95% CI for B 

SE B β 
LL UL 

Child age .910 0.041 -0.001 0.084 0.022 0.094 

Family conflict .884 -0.034 -0.065 0.003 0.016 0.109* 

Trauma total .825 0.033 0.006 0.06 0.014 0.126* 

PTSD symptoms .788 0.007 0.002 0.012 0.002 0.154** 

Prosocial behavior .966 0.034 0.014 0.054 0.01 0.162** 

Number of siblings .891 0.112 0.048 0.175 0.032 0.171** 

Monthly family income .751 0.000 0.000 0.000 0.000 -0.135** 

Mother’s education .726 0.099 0.055 0.143 0.022 0.242* 

F (8,381) 9.193** 

R2 (Adj.R2) .162 (.144) 

Note. CI = Confidence interval; * p < .05; ** p < .01 

Coping through control showed variability in six of the fifteen variables were found 

as significant predictors that explains for 10.5% (R2= .105, F(6, 382)=7.442, p < .01;see Table 

3.9). Total Number trauma was the found to be strongest predictor (β = .281, p < .01) which 

was positively related with coping through control. 
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Table 3.9. Predictors of coping through control 

Variable Tolerance B 
95% CI for B 

SE B β 
LL UL 

Trauma total .366 0.083 0.036 0.129 0.024 0.281** 

Intensity of Trauma .366 -0.009 -0.016 -0.002 0.003 -0.201* 

PTSD symptoms .815 0.005 -0.001 0.010 0.003 0.090 

Prosocial behavior .981 0.042 0.020 0.065 0.012 0.179** 

Monthly family income .780 0.000 0.000 0.000 0.000 -0.113* 

Mother’s education .794 0.066 0.018 0.115 0.025 0.146* 

F (6,382) 7.442** 

R2 (Adj.R2) .105 (.091) 

Note. CI = Confidence interval; * p < .05; ** p < .01 

Among the fifteen variables, used in the model, four were found as significant 

predictors that conjointly accounted for 7.2% of the variability in coping through optimism 

(R2= .072, F (4, 385)=7.426, p < .05; see Table 3.10). Pro-social behavior of children was the 

found as the strongest predictor (β = .183, p < .01) which was positively related with coping 

through optimism. 

Table 3.10. Predictors of coping through optimism 

Variable Tolerance B 
95% CI for B 

SE B β 
LL UL 

Secure attachments style .916 -0.144 -0.287 -0.002 0.073 -0.102* 

PTSD symptoms .953 0.008 0.002 0.013 0.003 0.144** 

Prosocial behavior .945 0.044 0.020 0.068 0.012 0.183** 

Child’s education .991 0.115 0.027 0.204 0.045 0.126* 

F(4,385) 7.426* 

R2 (Adj.R2) .072 (.062) 

Note. CI = Confidence interval; * p < .05; ** p < .01 
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The analysis showed that out of the 15 variables examined, six were identified as 

important predictors that account for 13% of the variation in coping through positive 

cognitive restructuring. The statistical measures indicate that the model is statistically 

significant (R2= .130, F (6, 383)=9.499, p < .01). Please refer to Table 3.11 for more details. 

The study revealed that children's pro-social behavior was the most influential predictor (β 

= .205, p < .01) and had a positive correlation with coping through positive cognitive 

restructuring. 

Table 3.11. Predictors of coping through positive cognitive restructuring 

Variable Tolerance B 
95% CI for B 

SE B β 
LL UL 

Trauma total .865 0.026 0.002 0.049 0.012 0.110* 

Intensity of trauma .833 0.006 0.002 0.010 0.002 0.142** 

Prosocial behavior .974 0.038 0.021 0.056 0.009 0.205** 

Number of siblings .899 0.073 0.017 0.130 0.029 0.128* 

Monthly family income .779 0.000 0.000 0.000 0.000 -0.113* 

Mother’s education .729 0.072 0.033 0.112 0.020 0.201** 

F(6,383) 9.499** 

R2 (Adj.R2) .130 (.116) 

Note. CI = Confidence interval; * p < .05; ** p < .01 

The analysis showed that out of the 15 variables examined, ten were identified as 

important predictors that account for 24.8% of the variation in active coping. The statistical 

measures indicate that the model is statistically significant (R2= .248, F (10,379) =12.502, p < 

.01). Please refer to Table 3.12 for more details. The study revealed that children's PTSD 
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symptoms was the most influential predictor (β = .253, p < .01) and had a positive 

correlation with active coping.  

Table 3.12. Predictors of active coping 

Variable Tolerance B 
95% CI for B 

SE B β 
LL UL 

Child Age .893 0.042 0.009 0.076 0.017 0.119* 

Rural residence .794 -0.119 -0.217 -0.021 0.050 -0.119* 

Family conflict .862 -0.028 -0.052 -0.004 0.012 -0.108* 

Trauma total .357 0.045 0.013 0.076 0.016 0.207** 

Intensity of trauma .353 -0.004 -0.009 0.001 0.002 -0.129 

PTSD symptoms .775 0.010 0.006 0.014 0.002 0.253** 

Prosocial behavior .962 0.042 0.026 0.057 0.008 0.240** 

Number of siblings .884 0.061 0.011 0.110 0.025 0.114* 

Monthly family income .730 0.000 0.000 0.000 0.000 -0.095 

Mother’s education .688 0.058 0.023 0.093 0.018 0.174** 

F (10,379) 12.502** 

R2 (Adj.R2) .248 (.228) 

Note. CI = Confidence interval; * p < .05; ** p < .01 

The analysis showed that out of the 15 variables examined, 5 predictors were 

identified as important predictors that account for 10.4% of the variation in coping through 

distracting actions. The statistical measures indicate that the model is statistically significant 

(R2= .104, F (5, 384) =8.890, p < .05) Please refer to Table 3.13 for more details. The study 

revealed that children's mother’s education was the most influential predictors (β = .285, p 

< .01) and had a positive correlation with coping through distracting actions. 
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Table 3.13. Predictors of coping through distracting actions 

Variable Tolerance B 
95% CI for B 

SE B β 
LL UL 

PTSD symptoms .920 0.004 0.000 0.009 0.002 0.090 

Prosocial behavior .984 0.022 0.001 0.044 0.011 0.101* 

Monthly family income .779 0.000 0.000 0.000 0.000 -0.182** 

Mother’s education .809 0.121 0.076 0.166 0.023 0.285** 

Child’s education .986 0.121 0.039 0.202 0.041 0.142** 

F (5, 384) 8.890* 

R2 (Adj.R2) .104 (.092) 

Note. CI = Confidence interval; * p < .05; ** p < .01 

The analysis showed that out of the 15 variables examined, six were identified as 

important predictors that account for 18.2% of the variation in coping through physical 

release of emotions. The statistical measures indicate that the model is statistically 

significant (R2= .182, F (6,383) = 14.231, p < .01) Please refer to Table 3.14 for more details 

The study revealed that Intensity of trauma was the most influential predictor (β = .346, p < 

.01) and had a negative correlation with coping through physical release of emotions 

Table 3.14. Predictors of coping through physical release of emotions 

Variable Tolerance B 
95% CI for B 

SE B β 
LL UL 

Child age .909 -0.044 -0.092 0.004 0.024 -0.087 

Female gender .949 -0.358 -0.488 -0.228 0.066 -0.257** 

Family conflict .919 -0.042 -0.076 -0.007 0.018 -0.114* 

Trauma total .360 0.086 0.040 0.132 0.023 0.284** 
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Variable Tolerance B 
95% CI for B 

SE B β 
LL UL 

Intensity of trauma .361 -0.015 -0.022 -0.009 0.003 -0.346** 

Monthly family income .933 0.000 0.000 0.000 0.000 -0.121* 

F (6,383) 14.281** 

R2 (Adj.R2) .182 (.169) 

Note. CI = Confidence interval; * p < .05; ** p < .01 

Among the 15 variables, used in the model, five were found as significant predictors 

that conjointly accounted for 11.5% of the variability in coping through distraction strategies 

(R2= .115, F (5,384) = 10.022, p < .01 see Table 3.15). Intensity of Trauma was the found as 

the strongest predictor (β =. 268, p < .01) which was negatively related with coping through 

distraction strategies. 

Table 3.15. Predictors of coping through distraction strategies 

Variable Tolerance B 
95% CI for B 

SE B β 
LL UL 

Female gender .965 -0.170 -0.281 -0.059 0.056 -0.147** 

Trauma total .359 0.051 0.011 0.090 0.020 0.202* 

Intensity of Trauma .370 -0.010 -0.016 -0.004 0.003 -0.268** 

Monthly family income .809 0.000 0.000 0.000 0.000 -0.201** 

Mother’s education .798 0.082 0.041 0.123 0.021 0.211** 

F(5,384) 10.022** 

R2 (Adj.R2) .115 (.104) 

Note. CI = Confidence interval; * p < .05; ** p < .01 
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Among the 15 variables, used in the model, 7 were found as significant predictors 

that conjointly accounted for 11.9% of the variability in coping through support for actions 

(R2= .119, F(7,382)= 7.376, p < .01 see Table 3.16). Total number of traumas was the found to 

be the strongest predictor (β = .254, p < .01) which was positively related with coping 

through support for actions. 

Table 3.16. Predictors of coping through support for actions 

Variable Tolerance B 
95% CI for B 

SE B β 
LL UL 

Female gender .917 0.138 0.015 0.261 0.063 0.110* 

Family conflict .863 -0.029 -0.062 0.004 0.017 -0.089 

Trauma total .358 0.069 0.026 0.112 0.022 0.254** 

Intensity of trauma .355 -0.007 -0.013 0.000 0.003 -0.163* 

PTSD symptoms .791 0.006 0.001 0.012 0.003 0.131* 

Prosocial behavior .965 0.048 0.027 0.069 0.011 0.218** 

Birth order .959 -0.072 -0.136 -0.008 0.033 -0.108** 

F(7,382) 7.376** 

R2 (Adj.R2) .119 (.103) 

Note. CI = Confidence interval; * p < .05; ** p < .01 

Among the fifteen variables, used in the model, two were found as significant 

predictors that conjointly accounted for 6.9% of the variability in coping through support 

for feeling (R2= .069, F(2,387)= 14.252, p < .01 see Table 3.17). Prosocial behavior of children 

was the found as the strongest predictor (β =. 236, p < .01) which was positively related 

with coping through support for feeling. 
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Table 3.17. Predictors of coping through support for feeling 

Variable Tolerance B 
95% CI for B 

SE B β 
LL UL 

PTSD symptoms .993 0.007 0.002 0.012 0.003 0.134** 

Prosocial behavior .993 0.054 0.032 0.077 0.011 0.236** 

F(2,387) 14.252** 

R2 (Adj.R2) .069 (.064) 

Note. CI = Confidence interval; * p < .05; ** p < .01 

The analysis showed that out of the fifteen variables examined, six of them were 

identified as important predictors that account for 10.8% of the variation in support seeking 

strategies. The statistical measures indicate that the model is statistically significant (R2=. 

108 F (6,383) = 7.707, p < .01) Please refer to Table 3.18 for more details. The study revealed 

that Prosocial Behavior was the most influential predictor (β =. 231, p < .01) and had a 

positive correlation with coping through support seeking strategies. 

Table 3.18. Predictors of coping through support seeking strategies 

Variable Tolerance B 
95% CI for B 

SE B β 
LL UL 

Female gender .951 0.109 -0.006 0.225 0.059 0.093 

Trauma total .353 0.049 0.008 0.090 0.021 0.191* 

Intensity of trauma .361 -0.006 -0.012 0.000 0.003 -0.146 

PTSD symptoms .834 0.005 0.001 0.010 0.002 0.115* 

Prosocial behavior .978 0.048 0.028 0.068 0.010 0.231** 

Mother’s education .948 0.035 -0.004 0.074 0.020 0.087 

F (6,383) 7.707** 

R2 (Adj.R2) .108 (.094) 

Note. CI = Confidence interval; * p < .05; ** p < .01 
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Discussion 

This research was conducted to see the impact of trauma on coping behavior of 

children in Bangladesh. In the context of limited research on this area, the present study 

aimed to find out the changes in coping behavior among children exposed in traumatic 

situations and to find the correlates of coping behavior of children. Study participants 

include children aged between (9 to 13) years (M=11.28) from 14 districts of Bangladesh. 

Boys (54.5%) from urban or semi-urban location (58.3%) represented a slightly higher 

portion of the participants.  

This study employed a quantitative cross-sectional survey design. The survey 

questionnaire used in the study was comprised of a multiple off-the-shelf and custom-built 

instruments suitable for measuring the constructs used in the study. To ensure contextual 

relevance and sensitivity, two instruments namely, children and adolescent’s trauma 

checklist and children and adolescent’s family conflict scale were developed for the study. 

Inclusion of ideas from existing text, research and available instruments ensured conceptual 

soundness of the instruments while evaluation by experts ensured contextual relevance of 

the items. The trauma checklist demonstrated construct validity with the CRIES-13 Bangla 

(Deeba et al., 2014; r =.421). The family conflict scale demonstrated internal consistency 

reliability (Cronbach’s alpha = .74). Attachment Questionnaire of Children (AQ-C; Muris 

et al., 2001) used after translation by the present researcher while, the Children’s Coping 

Strategies Checklist Revision 1 (CCSC-R1; Ayers & Sandler, 1999) was adapted for their 

use with Bangladeshi children. 

Children grow fast and they try to explore the world with their limited resources. 

From their early childhood they have to go through many adverse situations, some of them 
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seems traumatic for them to cope with. These type experiences have huge impact on their 

existing coping strategies which they already have. They may adopt new coping strategies 

as well. In the subsequent section, the impact of different types of traumas on children's 

coping behaviors are discussed. 

4.1. Impact of Trauma on Coping 

Changes in coping strategies from trauma experience varied according to the type of 

trauma. Trauma from natural events were found to be mostly related to problem focus 

coping. While trauma from accidents was found to be related with coping through physical 

release of emotions and distraction strategies. Man-made traumas are related to problem 

focus coping, distraction strategy, positive cognitive restructuring, support seeking strategy 

and active coping strategies. However, these traumas showed the strongest connection with 

problem focus coping. Trauma from COVID-19 incidences were found to be mostly related 

to problem focus coping and positive cognitive restructuring. This trauma was also inclined 

with distraction strategies, and support seeking strategies. The following section presents, a 

more detailed account of the varied impact of different categories of trauma on coping 

behavior of children. 

4.1.1. Trauma from Natural Incidences 

Findings indicated that trauma from earthquake was connected with coping through 

physical release of emotions, such as engaging in sports or pursuing recreational activities 

which is a consistent finding in research literature (see Lee et al., 2013). Adult survivors of 

Nepal earthquake also reported use of physical release of emotion as distraction coping 

(Adhikari & Bhagawati, 2019). No other coping was found to be associated with those who 

have experienced earthquake trauma. Published literature also indicates no or limited impact 

of earthquake trauma on coping strategies (Raccanello et al., 2017). Childhood trauma 
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resulting from other natural disasters such as tornadoes, cyclones, flooding, and fire 

outbreaks can affect coping mechanisms through direct problem-solving, seeking 

understanding, belief in one's ability to exert control, problem-focused coping strategies, 

and active coping strategies.  

4.1.2. Trauma from Accidents 

  Children who experience different traffic accidents displayed significantly higher 

use of coping through physical release of emotion, support for actions, distracting actions 

and problem-focused coping compared to those without experience of trauma from traffic 

accidents. Increase use of distraction and problem-solving coping among children with 

acute stress after road traffic accidents have also been reported in other researches (Marsac 

et al., 2014). Research findings also suggests that, after experiencing traumatic road 

accident, children cope through support for action and physical release of emotion (Stallard 

& Smith, 2007; Stallard, et al., 2001).  

Children who have been victims of an animal attack show a clear connection 

between their coping through the physical release of emotions and distraction strategy. The 

majority of children in this study had encountered animal attack such as, attack from cats, 

dogs, cows, snakes, and swans. Studies on coping after animal attack on children are limited, 

however, the traumatic impact of animal attack on children has been widely published (see 

Ji, et al., 2010).  

4.1.3. Trauma from Man-made Incidents 

Childhood trauma resulting from riot and forced displacement affect coping 

mechanisms through distracting action and distraction strategy. Although research on impact 

of trauma on coping is limited. psychological impact of trauma through riot is widely 
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reported (Lyons, 1979; Ni et al., 2020). Studies indicated that displacements impact the 

coping process of individuals and they use social support and assistance form others (Horn, 

2009; Grip & Liljedahl, 2021), Children who experienced trauma through being separated 

from family displayed significantly higher use of coping through control.  

The present study indicated that the children who have personally experienced or 

witnessed a hijacking incident, or have seen someone close to them being hijacked, have 

shown significant effects on their coping through cognitive decision-making, direct 

problem-solving, seeking understanding, positive mindset, problem-focused coping 

strategies, positive cognitive restructuring, active coping strategies and physical release of 

emotions. Children mostly employed coping through seeking understanding and problem 

focus coping from the trauma of being hijack or witnessing hijack. Published literature 

supported the findings of the present study. The finding also indicates that the experience of 

being kidnapped or facing the possibility of kidnapping, or having someone close to them 

being kidnapped, has been found to have a substantial impact on one's sense of control, 

optimism, and ability to engage in positive cognitive restructuring coping strategies. 

Published literature has also shown that in such circumstances, children engage in positive 

cognitive restructuring (Waite, 2016).  

This study findings showed that trauma from assault has a significant impact on the 

coping through control of children. Children who have experienced sexual abuse have been 

influenced in their search for seeking understanding, distraction action, support for feeling, 

problem focus coping and support seeking strategies. Increase using of problem focus 

coping and support seeking strategies coping among children with sexual abuse have also 

been reported to other study (Futa et al., 2003; Brand & Alexander, 2003; Oaksford & Frude, 

2004; Leitenberg et al., 2004).  
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 Trauma from physical abuse from a family member has been found to have impact 

on the coping mechanisms namely physical release of emotion, and distraction action. This 

study found, that the trauma from threat of assault has a profound impact on the coping 

mechanisms of children, including coping trough support for action, support for feeing and 

support seeking strategy. 

4.1.4. Trauma from Multiple Sources 

 Certain traumas can result from accidents, incidents of nature, and human-made 

events. These sorts of traumas also employ a variety of strategies for coping. The death of a 

close person has a profound impact on the coping mechanisms of children, including 

cognitive decision making, direct problem solving, seeking understanding, maintaining an 

optimistic perspective, exerting control, physically releasing emotions, concentrating on 

problem focus coping, engaging in positive cognitive restructuring, employing destructive 

strategies, and actively coping. Approximately half of all the participated children have 

experienced this form of trauma.  

 Within the trauma checklist scale, there was an unmentioned sort of trauma that was 

addressed through an open-ended inquiry. Children experienced many forms of trauma, such 

as frequent changes in their living and educational environments, their parents' separation 

or divorce, the death of a friend, and being subjected to bullying. These traumatic 

experiences have a profound effect on the coping mechanisms of children, including the 

physical release of emotions, support for action, distraction strategy, and support seeking 

strategy.  
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4.1.5. Trauma from COVID-19 Outbreak 

Children who have experienced trauma from COVID-19 outbreak demonstrated 

changes in most of their coping strategies. Problem focus coping was the most used coping 

to deal with the trauma from COVID-19, which is also have reported through other study 

(Nguyen-Phuoc et al., 2022) when children have their favorite person infected from 

COVID-19, they cope through cognitive decision making, direct problem solving, seeking 

understanding, positivity, control, optimism, distracting action, support for action, problem 

focus coping, positive cognitive restructuring, distraction strategy, active coping, support 

seeking strategies. Children who have undergone trauma due to risk of own infection of 

COVID-19 employ various coping mechanisms such as cognitive decision-making, direct 

problem-solving, seeking understanding, maintaining a positive mindset, exerting control, 

fostering optimism, engaging in distracting activities, seeking support, focusing on problem-

solving, implementing positive cognitive restructuring, employing distraction strategies, 

and actively coping with the situation. Children who have experienced trauma as a result of 

a close person's serious health problem or death utilize different coping mechanisms, such 

as cognitive decision-making, direct problem-solving, seeking understanding, maintaining 

a positive outlook, exerting control, engaging in distracting actions, support for action, 

problem focus coping, positive cognitive restructuring, employing distraction strategies, 

actively coping with the situation, and support seeking strategies.  

Children used a variety of coping mechanism to cope with trauma from COVID-19. 

Similar to the present study, researchers have reported children’s use of cognitive coping 

strategies such as seeking information and engaging in cognitive decision-making in 

COVID-19 pandemic contexts (Zainel et al., 2021). Although research has indicated that 

engaging in physical activities during childhood and adolescence can assist young 
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individuals in managing challenges (Jiao et al., 2020), this coping was not in use for coping 

with trauma related to COVID-19. This lack of connection demonstrated in the present study 

also aligns with the published study findings (Zainel et al.; 2021).  

4.2. Predictors of Coping Behaviors 

Children employs different type of coping behaviors when they face any adverse 

situation and these coping behaviors varies according to exposure to trauma as well as other 

psychosocial and socio-demographic characteristics. The first objective of the present 

research explored the impact of trauma exposure on coping behavior. The second objective 

dealt with identification of significant predictors of coping behaviors so that the relative role 

of trauma on coping in comparison to other factors can be ascertained. A total of fifteen 

predictors namely, trauma total, trauma intensity, PTSD symptoms, family conflict, child 

age, gender, monthly family income, education level of mother, education level of child, 

attachment style, birth order, number of siblings, number of family members, place of 

residence, and prosocial behavior were used in the regression model for each coping 

behavior.  

The present study utilized the five-factor model proposed by Ayers and Sandler 

(1999) to conceptualize coping strategies used by children. The thirteen coping strategies 

have been classified into five primary categories: problem-focused coping, positive 

cognitive restructuring, avoidance strategy, distraction strategy, and support-seeking 

strategy (Ayers and Sandler, 1999). Additionally, problem-focused coping and positive 

cognitive restructuring are combined together into a broader category named active coping. 

These five factors’ models of copings proved its superiority over previous coping models 

(Boo & Wicherts, 2009). However, the three coping styles under the avoidance strategies 

category were found to have poor internal consistency and hence not used in the current 
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analysis. It may be noted that other studies also reported poor consistency for avoidance 

strategies category (Camisasca et al., 2012). Nonetheless, the results concerning four key 

coping strategies and their respective predictors are further detailed in the subsequent 

discussion of this study. 

4.2.1. Problem Focus Coping 

Analysis to identify the overall predictors of problem focus coping indicated eight 

significant contributors namely PTSD symptoms, Pro-social behavior, trauma total, rural 

residence, family conflict, sibling, mother’s level of education, number of family members, 

and age of children were found to be a significant predictor of problem focus coping. Except 

for the rural residence and family conflict all the other predictors were positively connected 

with problem focus coping.  

PTSD symptoms was the strongest and positively related predictor of problem focus 

coping. In contrast to the present findings, other studies indicated negative relation of PTSD 

symptoms with problem-focus coping (Khanis, 2015 & Huijts et. al, 2012). Contextual 

differences might contribute to this finding. Similar to the present findings, other research 

also indicated that children with higher pro-social behavior uses problem focus coping 

(Carlo et. al, 2012). Children that undergo higher numbers of trauma experiences are more 

inclined to employ problem-focused coping strategies. Children who grow up rural areas 

and with conflict in family are less inclined to utilize problem focus coping. Older children 

employ a greater amount of problem-focused coping strategies, which is a consistent with 

other literature (see Punamäki & Puhakka, 1997; Hoffner & Haefner, 1993). A larger number 

of siblings, small family, and a higher level of mother’s education were all significant 

predictors in predicting problem-focused coping. 
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 For the specific coping types under problem focus coping, similar set of predictors 

were found. In case of cognitive decision making pro-social behavior, PTSD symptoms, and 

family conflict were the three strongest predictors. While for direct problem-solving PTSD 

symptoms, Pro-social behavior, and number sibling were the strongest predictors. For 

seeking understanding, PTSD symptoms, Pro-social behavior, and trauma total were the 

strongest predictors.  

A salient feature in the problem focus coping and the three coping styles under this 

category is that, PTSD symptoms and pro-social behavior are the strongest predictors for all 

of them. Although not the strongest, child age and rural residence was also strongly 

associated with these coping strategies. These two predictors are seemingly unique to the 

problem focus coping and its sub categories as these were not found to be significant 

predictors with any other copping strategies.  

4.2.2. Positive Cognitive Restructuring 

The analysis revealed six significant predictors of positive cognitive restructuring 

which were pro-social behavior, mother’s level of education, intensity of trauma, number of 

siblings, monthly family income, and trauma total. All predictors, except monthly family 

income were positively associated with positive cognitive restructuring. 

Prosocial behavior was the strongest predictor of positive cognitive restructuring. 

Similar to the present findings, other research also indicated that the strongest correlations 

for prosocial behavior were with the coping through positive cognitive restructuring (Boo 

& Wicherts, 2007). The predictor of positive cognitive restructuring includes a higher level 

of the mother's education, a higher intensity of trauma, a larger number of siblings, a higher 

overall number of traumatic events, and a low family income. In contrast to other coping 

strategies, intensity of trauma was found to be a positively connected predictor only to 
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positive cognitive restructuring suggesting that individual with higher intensity of trauma 

uses more of positive cognitive restructuring.  

Some common factors were identified for the specific coping types within positive 

cognitive restructuring. The three strongest predictors for positivity were mother’s 

education, number of siblings, and pro-social behavior. In case of coping through control, 

the three strongest predictors were trauma total, intensity of trauma and prosocial behavior. 

While for coping through optimism, prosocial behavior, PTSD symptoms, and child’s 

education were the strongest predictors.  

For Positive cognitive restructuring and the three coping types under this category, 

prosocial behavior was found to be a prominent predictor. Low monthly family income, 

mother’s education level and trauma total were also strongly associated with this coping 

strategies. An interesting finding from this group is that insecure attachment style showed 

predictability of coping through optimism only. No other coping strategies showed any 

significant connection with attachment style.  

4.2.3 Distraction Strategies  

Analysis identified that overall predictors of distraction strategy were five 

significant contributors namely intensity of trauma, mother’s level of education trauma total, 

monthly family income, and gender of child were found to be a significant predictor of 

distraction strategy. Except for the trauma total and mother’s level of education, all the other 

predictors were negatively connected with distraction strategy.  

Low family income was the most common predictor of distraction strategies (see 

Lever, 2008). Higher level of mother’s education and higher number of trauma total were 

more likely to predict distraction strategies. Boys used distraction strategies more 
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frequently, current study finding also supported by other published literature (Hampel & 

Petermann, 2005). Some similar types of variables were identified for the specific coping 

types within distraction strategy. In case of distracting actions mother’s education, monthly 

family income, and child’s education were the three strongest predictors. For the physical 

release of emotion, intensity of trauma, trauma total, and gender of child were the strongest 

predictors. 

Distraction strategy and the two coping styles under this category showed that 

monthly family income was the common predictor for all of them. PTSD symptoms were 

missing in these coping strategies, though it was a common predictor of almost all other 

categories, recent study have found the similar finding from other published literature 

(Woodward et.al, 2020). A unique feature of this coping strategies was boys/ males are more 

likely to use this coping,  

4.2.4. Support Seeking Strategies 

 This study findings revealed that the overall predictors of support seeking strategy 

were prosocial behavior, trauma total, intensity of trauma, gender of child, and mother’s 

level of education, among them gender of child and mother’s level of education were found 

non-significant. Intensity of trauma was the only predictor which was negatively correlated 

among all other predictors.  

The most significant predictor of this coping is prosocial behavior. Children with 

higher number of trauma exposer is more likely to predict support seeking strategies. This 

coping can be predicted by higher PTSD symptoms of children. Girls employed this coping 

more frequently, other research findings, confirming recent results (Causey & Dubow, 1992; 

Donaldson et al., 2000; Tamres et al.,2002).  
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 All of the fifteen predictors used in regression analysis have been found to contribute 

to one or more coping strategies. The top five predictors were prosocial behavior 

(contributing to 13 coping strategies), PTSD symptoms (contributing to 12 coping 

strategies), trauma total (contributing to 11 coping strategies), mother’s education 

(contributing to 10 coping strategies), and intensity of trauma (contributing to 9 coping 

strategies). Prosocial behavior was found act as a predictor to all the coping strategies which 

has also been reported in published literature (Boo & Wicherts, 2007).  

This study discovered that trauma exerts a profoundly influential effect on the 

development of coping mechanisms. The findings revealed a correlation between some 

factors associated to coping, such as PTSD symptoms, a higher frequency of traumatic 

experiences, and mother’s higher level of education, also lower intensity of trauma. Children 

inevitably encounter trauma in their lives, resulting in loss and sorrow. However, a positive 

effect is that they have the opportunity to develop and mature as a result of these challenging 

circumstances. They actively strive to cope with the challenges they confront, both 

cognitively and behaviorally. While a portion of individuals may respond unfavorably, a 

significant number of people demonstrate resilience and adaptability. 

4.3. Limitations of the Study 

Despite a sincere effort to conduct a comprehensive study, the present research 

observed a few limitations which are discussed below. 

Firstly, there was a disproportionate representation of children from different 

geographical part of Bangladesh. This study could not employ data from north-central and 

north-eastern part of Bangladesh.  
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Secondly, children with severe neurological and psychiatric disorder, severe 

developmental disability and severe intellectual disability were excluded for clarity of 

interpretation. However, it is understandable that these children also undergo trauma 

experience which should be studied.   

Thirdly, due to absence of suitable instrument in Bangla, a few tools need to be 

translated for the use in this study. However, through process of cultural validation could 

not be carried out due to resource limitation.   

Fourthly, COVID-19 pandemic inserted an additional variable (i.e., trauma) in the 

present study, which is a unique but rare situation. The opportunity for an afresh 

understanding of the more common and usual forms of trauma was missed (at least to some 

extent) due to the influence of COVID-19 trauma.  

 Finally, This research included a thorough analysis of the correlation between a 

particular type of trauma and several coping mechanisms. It has been demonstrated that 

certain coping mechanisms are frequently associated with various types of traumas. 

However, the underlying reasons for this correlation remain unclear. The available published 

research does not give any definitive data on this connection. This question poses an 

intriguing topic for further investigation.  

4.4. Strength of the Study 

 Despite the limitations discussed above, the present study represents a major work 

in an important but neglected research area. It should be noted that the children (aged below 

18 years) represent 31.12% of the total population in Bangladesh (UNICEF, 2023) and 85% 

of them have exposure to at least one traumatic event (Deeba & Rapee, 2015). A few of the 

major strengths of the present research are discussed below,    
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Firstly, this study examined the coping behaviors of children in response to distinct 

traumatic experiences and explored the factors that are associated with these coping 

behaviors of children. Which has never been studied before in Bangladesh. 

 Secondly, This research collected data from a wide range of the geographical areas 

in Bangladesh, attaining a relatively acceptable representation of the child population of the 

country. 

 Thirdly, Data was collected from a community setting, providing a comprehensive 

view of the traumatic experiences and coping mechanisms of children in Bangladesh. 

 Fourthly, in the process of carrying out the study, the present researchers translated 

and adapted two research instruments namely the Attachment of Children (AQ-C) and 

Children’s Coping Strategies Checklist Revision 1(CCSC-R1). Adaptation of these 

instruments created opportunity for future researchers to carry out assessment of attachment 

and coping strategies in line with international standards in Bangladesh. 

Finally, the present researchers developed to instruments. One was a scale to 

measure family conflict in children, and the other was a checklist to assess children's 

experiences of trauma. Both are likely to encourage future research activities on children 

using these topics.    
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CHAPTER 5 

CONCLUSION AND RECOMMENDATIONS 
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Conclusion and Recommendations 

This study is one of its kind that employed a thorough exploration of connection and 

direction of factors related to childhood trauma and coping behavior of children. The study 

aimed to find out impact of trauma on coping behavior among children and the correlates 

of coping behavior of children. 

This research employed a quantitative, cross-sectional approach to see the 

connection of coping strategies among children with and without a history of trauma, 

analyzing the effect of diverse trauma exposures on children's coping strategies. It also 

explored the predictors of coping behavior of children. 

A new 21-item trauma experience checklist and 3-item family conflict checklist were 

developed for use on child population. Expert evaluation established face validity of the 

items for each instrument. The newly developed instrument went through a rigorous process 

psychometric assessment and was proved to be a reliable and valid instrument to measure 

childhood trauma experience and family conflict situation among children in Bangladesh. 

The development of children and adolescent’s trauma checklist was contribution of the 

present study. Other measures were translated and evaluated by researcher and Main 

authors. Children’s coping strategies checklist-revision1 gone thorough back translation 

process and cultural adaptation for 3 items. CCSC-R1 questionnaire can assess 13 types of 

coping, 3 types of coping were finally excluded from analysis due to lacking internal 

consistency. Analysis of variance and multiple regressions were used in data analyses. 

Findings indicated different type of traumas impacted on children’s coping mechanisms. 

The result also indicated that development of different coping mechanism of children 

depends on many demographic and psychological factors of children. 
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This research was able to conclude through both correlational and regression 

analyses that experience of childhood trauma experiences have significant correlation with 

different coping behavior of children and some predictors such as, prosocial behavior of 

children, PTSD symptoms, multiple trauma experience and the intensity of pain for trauma, 

mother’s education, child’s education, age, monthly family income, family conflict, place 

of residence, number of family number, number of sibling and birth order of the child played 

predictor role of different coping behavior of children.  

This research findings reveal the importance of realizing the fact that almost every 

child is going through many types of trauma experiences. To cope with the specific trauma 

experience they employed different coping strategies, though they have their own coping 

techniques, this study showed that, coping strategies changes over trauma experiences. 

However, it may change through type of trauma she/ he is going through and there are some 

predictors of the coping techniques they are adopting.  

Children from Bangladesh reported the highest number of trauma cases related to 

animal attacks in this study. Children who have been attacked by animals such as street dogs, 

cats, cows, and snakes tend to feel significant trauma. In these situations, they typically rely 

solely on physical release of emotion to cope with the feelings they are experiencing. Other 

than COVID-19 related trauma, the highest number of copings used in trauma from death 

of a close person. The children utilized diverse coping strategies to manage the trauma they 

encountered following the demise of a close member. Most used coping was problem focus 

coping in this study. 

Children primarily utilize physical release of emotions to cope with intense 

traumatic situations, particularly those that are sudden in nature. Contrary to our belief, 

children who have experienced sexual abuse did not utilize physical release of emotion. 
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Problem focus coping was the highest number of copings used employed in man-made 

trauma. Trauma from natural events also employed more problem focus coping. Trauma 

from accidental incidents showed significant correlation with physical release of emotion 

as distraction strategy. Children used only distraction strategy to cope through accidental 

trauma. Children employ problem-focused coping strategies primarily in response to natural 

events and Man-made trauma. 

The study identified prosocial behavior as the most influential factor in predicting 

the coping behaviors of children. Prosocial behavior showed its predictability for almost all 

the coping mentioned here except physical release of emotion. Subsequently, post-traumatic 

stress symptoms of a more severe nature emerged as one of the primary factors influencing 

coping mechanisms. The children utilized diverse coping strategies to manage the trauma 

they encountered following the demise of a close member. Children who had suffered from 

multiple traumas concurrently or simultaneously, a mother with a higher level of education, 

and had also low intensity trauma emerged as a significant predictor of the children's coping 

mechanisms. Trauma from the experience of COVID-19 has the greater impact on coping 

through problem focus coping and positive cognitive restructuring. Almost every child has 

experienced different type of childhood trauma. Among 398 children 392 have reported at 

least one type of traumatic experience. 

 Policy makers, mental health professionals, researchers and those who work with 

child and adolescent may use this finding for developing and enhancing strategies to support 

children to overcome trauma reaction and become more resilient. 
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Recommendations from the Present Study 

1.  According to this study, 392 out of 398 children had encountered traumatic experiences. 

Given the high incidence of trauma among the participants, more emphasis must be paid 

to childhood trauma research in order to fully comprehend and address this significant 

issue. 

2. Children exhibiting profound neurological and psychiatric disorders, severe 

developmental disabilities, and severe intellectual impairments were excluded from the 

present study to ensure clear interpretation. These children also encounter trauma, which 

they may not accurately describe.  There should be research done in this area.  

3. Children utilize a range of coping mechanisms to successfully cope with various 

traumatic events. The coping mechanisms that children develop are essential 

components of their well- being. To promote a more resilient population, more study 

must be done on comprehending and encouraging these behaviors 
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Appendix D1 

Detailed tables from analysis of data 

 
Please note that the order of the constructs presented here (Appendix D1) may not match 
with the order used in chapter content. 

Table 1. Means, Standard Deviations and Analyses of Variance for Earthquake on 

Different type of Coping 

Earthquake  
No Yes 

F Sig. 
Mean SD Mean SD 

Cognitive Decision Making 1.35 0.69 1.35 0.44 0.00 0.96 

Direct Problem solving 1.25 0.63 1.26 0.40 0.00 0.96 

Seeking Understanding 1.14 0.63 1.08 0.52 0.41 0.52 

Positivity 1.25 0.62 1.20 0.40 0.27 0.61 

Control 1.05 0.69 1.23 0.49 2.57 0.11 

Optimism 1.32 0.70 1.37 0.49 0.19 0.66 

Distracting Action 1.22 0.64 1.27 0.52 0.24 0.63 

Physical Release of Emotion 1.03 0.71 1.31 0.47 6.35* 0.01 

Support for Action 1.05 0.64 1.18 0.46 1.62 0.20 

Support for Feeling 1.03 0.67 1.09 0.46 0.33 0.57 

Problem Focus Coping 1.25 0.56 1.23 0.34 0.06 0.81 

Positive Cognitive Restructuring 1.21 0.55 1.27 0.33 0.44 0.51 

Distraction Strategies 1.12 0.59 1.29 0.34 3.19 0.08 

Active Coping 1.23 0.51 1.25 0.26 0.05 0.83 

Support Seeking Strategies 1.04 0.61 1.14 0.41 0.98 0.32 

p < .05 

 *Earthquake: Physical release of emotions (PRE) 
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Table 2. Means, Standard Deviations and Analyses of Variance for Natural Disaster on 

Different type of Coping 

Natural Disaster 
No Yes 

F Sig. 
Mean SD Mean SD 

Cognitive Decision Making 1.32 0.68 1.45 0.60 2.43 0.12 

Direct Problem solving 1.22 0.62 1.40 0.55 6.39* 0.01 

Seeking Understanding 1.10 0.62 1.26 0.61 4.07* 0.04 

Positivity 1.22 0.63 1.33 0.50 2.02 0.16 

Control 1.04 0.68 1.20 0.63 4.07* 0.04 

Optimism 1.32 0.69 1.35 0.65 0.11 0.74 

Distracting Action 1.21 0.64 1.27 0.58 0.56 0.45 

Physical Release of Emotion 1.04 0.71 1.13 0.65 1.15 0.28 

Support for Action 1.04 0.65 1.16 0.52 2.47 0.12 

Support for Feeling 1.05 0.68 1.01 0.57 0.19 0.67 

Problem Focus Coping 1.21 0.55 1.37 0.50 5.59* 0.02 

Positive Cognitive Restructuring 1.19 0.54 1.29 0.48 2.34 0.13 

Distraction Strategies 1.12 0.59 1.20 0.53 1.12 0.29 

Active Coping 1.20 0.50 1.33 0.44 4.54* 0.03 

Support Seeking Strategies 1.04 0.61 1.09 0.51 0.35 0.56 

p < .05 

*Natural Disaster: Direct problem solving (DPS), Support Understanding (SU), Control 

(CON), Problem focus coping (ProbFC), Active Coping (ActiveC). 
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Table 3. Means, Standard Deviations and Analyses of Variance for Accident on Different 

type of Coping 

Accident 
No Yes 

F Sig. 
Mean SD Mean SD 

Cognitive Decision Making 1.32 0.65 1.46 0.71 3.26 0.07 

Direct Problem solving 1.22 0.60 1.35 0.65 3.20 0.07 

Seeking Understanding 1.11 0.60 1.22 0.67 2.12 0.15 

Positivity 1.23 0.61 1.28 0.61 0.55 0.46 

Control 1.04 0.67 1.16 0.70 2.18 0.14 

Optimism 1.32 0.68 1.33 0.67 0.01 0.93 

Distracting Action 1.19 0.64 1.32 0.61 2.68 0.10 

Physical Release of Emotion 1.00 0.68 1.23 0.70 8.21* 0.00 

Support for Action 1.03 0.60 1.19 0.70 4.85* 0.03 

Support for Feeling 1.02 0.63 1.11 0.72 1.47 0.23 

Problem Focus Coping 1.22 0.52 1.34 0.59 3.88* 0.05 

Positive Cognitive Restructuring 1.20 0.53 1.26 0.54 0.88 0.35 

Distraction Strategies 1.10 0.58 1.27 0.55 6.93* 0.01 

Active Coping 1.21 0.48 1.30 0.53 2.54 0.11 

Support Seeking Strategies 1.02 0.56 1.15 0.67 3.36 0.07 

p < .05 

*Accident: Physical release of emotions (PRE), Support for Actions (SUPA), Problem 

Focus Coping , Destraction Strategies (DisST) 
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Table 4. Means, Standard Deviations and Analyses of Variance for War, Riot on Different 

type of Coping 

War, Riot 

No Yes  

F 

 

Sig. Mean SD Mean SD 

Cognitive Decision Making 1.35 0.67 1.39 0.68 0.11 0.74 

Direct Problem solving 1.25 0.62 1.35 0.46 0.75 0.39 

Seeking Understanding 1.13 0.63 1.22 0.59 0.56 0.46 

Positivity 1.24 0.62 1.24 0.40 0.00 0.98 

Control 1.06 0.68 1.28 0.58 2.79 0.10 

Optimism 1.32 0.68 1.45 0.70 0.96 0.33 

Distracting Action 1.20 0.64 1.44 0.47 3.73* 0.05 

Physical Release of Emotion 1.04 0.69 1.30 0.71 3.68 0.06 

Support for Action 1.05 0.63 1.21 0.58 1.56 0.21 

Support for Feeling 1.04 0.65 1.01 0.68 0.06 0.81 

Problem Focus Coping 1.24 0.55 1.32 0.46 0.55 0.46 

Positive Cognitive Restructuring 1.21 0.54 1.32 0.46 1.23 0.27 

Distraction Strategies 1.12 0.58 1.37 0.52 4.94* 0.03 
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p < .05 

*War, Riot: Distracting Action (DA), Distraction Strategies (DisST) 

Table 5. Means, Standard Deviations and Analyses of Variance for Seeing Dead body on 

Different type of Coping 

Seeing Dead body 
No Yes 

F Sig. 
Mean SD Mean SD 

Cognitive Decision Making 1.32 0.68 1.39 0.65 1.08 0.30 

Direct Problem solving 1.22 0.63 1.29 0.58 1.10 0.29 

Seeking Understanding 1.09 0.64 1.19 0.60 2.96 0.09 

Positivity 1.22 0.65 1.27 0.55 0.84 0.36 

Control 1.07 0.71 1.07 0.63 0.01 0.94 

Optimism 1.34 0.70 1.31 0.66 0.24 0.63 

Distracting Action 1.25 0.65 1.19 0.61 1.04 0.31 

Physical Release of Emotion 1.08 0.69 1.03 0.70 0.36 0.55 

Support for Action 1.02 0.63 1.11 0.61 2.01 0.16 

Support for Feeling 0.99 0.64 1.10 0.67 2.77 0.10 

Problem Focus Coping 1.21 0.56 1.29 0.52 2.19 0.14 

War, Riot 

No Yes  

F 

 

Sig. Mean SD Mean SD 

Active Coping 1.22 0.50 1.32 0.43 1.02 0.31 

Support Seeking Strategies 1.05 0.59 1.11 0.59 0.27 0.60 
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Seeing Dead body 
No Yes 

F Sig. 
Mean SD Mean SD 

Positive Cognitive Restructuring 1.21 0.57 1.22 0.49 0.01 0.92 

Distraction Strategies 1.16 0.57 1.11 0.58 0.85 0.36 

Active Coping 1.21 0.52 1.25 0.46 0.76 0.38 

Support Seeking Strategies 1.01 0.59 1.10 0.59 2.80 0.10 

p < .05 

Table 6. Means, Standard Deviations and Analyses of Variance for Painful Medical 

Procedure on Different type of Coping 

Painful Medical Procedure 
No Yes 

F Sig. 
Mean SD Mean SD 

Cognitive Decision Making 1.33 0.65 1.40 0.70 0.92 0.34 

Direct Problem solving 1.24 0.60 1.29 0.64 0.45 0.50 

Seeking Understanding 1.12 0.61 1.19 0.66 1.11 0.29 

Positivity 1.22 0.58 1.30 0.66 1.36 0.24 

Control 1.05 0.65 1.13 0.72 1.28 0.26 

Optimism 1.34 0.68 1.28 0.69 0.67 0.41 

Distracting Action 1.24 0.63 1.17 0.64 1.23 0.27 

Physical Release of Emotion 1.07 0.69 1.03 0.70 0.20 0.65 

Support for Action 1.04 0.61 1.12 0.65 1.20 0.27 

Support for Feeling 1.03 0.65 1.07 0.66 0.42 0.52 

Problem Focus Coping 1.23 0.53 1.29 0.58 1.10 0.29 

Positive Cognitive Restructuring 1.20 0.51 1.24 0.58 0.32 0.57 
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Painful Medical Procedure 
No Yes 

F Sig. 
Mean SD Mean SD 

Distracting Strategies 1.15 0.58 1.10 0.57 0.78 0.38 

Active Coping 1.22 0.48 1.27 0.54 0.79 0.38 

Support Seeking Strategies 1.03 0.58 1.10 0.61 0.88 0.35 

p < .05 

Table 7. Means, Standard Deviations and Analyses of Variance for Apart from Family on 

Different type of Coping 

Apart from Family 
No Yes 

F Sig. 
Mean SD Mean SD 

Cognitive Decision Making 1.35 0.68 1.36 0.57 0.00 0.94 

Direct Problem solving 1.26 0.62 1.20 0.53 0.31 0.58 

Seeking Understanding 1.14 0.63 1.14 0.53 0.00 0.99 

Positivity 1.24 0.61 1.27 0.56 0.08 0.78 

Control 1.05 0.65 1.28 0.82 4.39 0.04 

Optimism 1.32 0.68 1.40 0.66 0.55 0.46 

Distraction Action 1.22 0.64 1.18 0.55 0.17 0.68 

Physical Release of Emotion 1.07 0.71 0.92 0.48 1.61 0.20 

Support for Action 1.05 0.62 1.24 0.60 3.45 0.06 

Support for Feeling 1.03 0.66 1.14 0.58 0.99 0.32 

Problem Focus Coping 1.25 0.56 1.23 0.42 0.03 0.86 

Positive Cognitive Restructuring 1.20 0.53 1.32 0.55 1.70 0.19 

Destructing Strategies 1.15 0.59 1.05 0.42 0.98 0.32 
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Apart from Family 
No Yes 

F Sig. 
Mean SD Mean SD 

Active Coping 1.23 0.50 1.28 0.45 0.37 0.54 

Support Seeking Strategies 1.04 0.60 1.19 0.53 2.34 0.13 

p < .05 

Table 8. Means, Standard Deviations and Analyses of Variance for Physical Assault on 

Different type of Coping 

Physical Assault 
No Yes 

F Sig. 
Mean SD Mean SD 

Cognitive Decision Making 1.35 0.67 1.31 0.67 0.16 0.69 

Direct Problem solving 1.25 0.63 1.32 0.44 0.59 0.44 

Seeking Understanding 1.13 0.63 1.21 0.57 0.71 0.40 

Positivity 1.25 0.60 1.21 0.65 0.12 0.73 

Control 1.10 0.67 0.84 0.71 5.88* 0.02 

Optimism 1.34 0.68 1.20 0.72 1.55 0.21 

Distraction Action 1.23 0.63 1.11 0.62 1.44 0.23 

Physical Release of Emotion 1.07 0.69 0.91 0.72 2.21 0.14 

Support for Action 1.08 0.64 0.91 0.48 2.95 0.09 

Support for Feeling 1.06 0.65 0.89 0.65 2.48 0.12 

Problem Focus Coping 1.24 0.55 1.28 0.48 0.20 0.65 

Positive Cognitive Restructuring 1.23 0.53 1.09 0.57 2.84 0.09 

Destructing Strategies 1.15 0.58 1.01 0.56 2.43 0.12 

Active Coping 1.24 0.50 1.18 0.46 0.44 0.51 

Support Seeking Strategies 1.07 0.59 0.90 0.53 3.17 0.08 
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p < .05 

*Physical Abuse: Control (CON) 

Table 9. Means, Standard Deviations and Analyses of Variance for Threat of Physical 

Abuse on Different type of Coping 

Threat Of Physical Abuse 
No Yes 

F Sig. 
Mean SD Mean SD 

Cognitive Decision Making 1.35 0.65 1.37 0.75 0.05 0.82 

Direct Problem solving 1.24 0.59 1.33 0.72 0.93 0.34 

Seeking Understanding 1.12 0.60 1.22 0.74 1.08 0.30 

Positivity 1.24 0.58 1.25 0.76 0.01 0.91 

Control 1.07 0.66 1.11 0.74 0.19 0.67 

Optimism 1.32 0.66 1.40 0.81 0.61 0.44 

Distracting Action 1.22 0.62 1.21 0.74 0.02 0.89 

Physical Release of Emotion 1.06 0.68 1.05 0.81 0.01 0.92 

Support for Action 1.08 0.62 0.98 0.66 1.05 0.31 

Support for Feeling 1.06 0.64 0.90 0.74 2.66 0.10 

Problem Focus Coping 1.24 0.52 1.31 0.65 0.73 0.39 

Positive Cognitive 

Restructuring 
1.21 0.52 1.25 0.65 0.31 0.58 

Distraction Strategies 1.14 0.56 1.13 0.68 0.02 0.89 

Active Coping 1.22 0.48 1.28 0.60 0.60 0.44 

Support Seeking Strategies 1.07 0.58 0.94 0.65 2.09 0.15 

p < .05 
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Table 10. Means, Standard Deviations and Analyses of Variance for Hijack on Different 

type of Coping 

Hijack 
No Yes 

F Sig. 
Mean SD Mean SD 

Cognitive Decision Making 1.33 0.65 1.60 0.79 4.15* 0.04 

Direct Problem solving 1.24 0.60 1.49 0.76 4.67* 0.03 

Seeking Understanding 1.11 0.61 1.53 0.62 12.22* 0.00 

Positivity 1.23 0.60 1.49 0.57 5.14* 0.02 

Control 1.06 0.66 1.22 0.81 1.50 0.22 

Optimism 1.31 0.67 1.52 0.84 2.58 0.11 

Distracting Action 1.21 0.62 1.33 0.75 0.91 0.34 

Physical Release of Emotion 1.07 0.68 0.79 0.81 4.42* 0.04 

Support for Action 1.06 0.62 1.17 0.66 0.82 0.36 

Support for Feeling 1.04 0.66 0.95 0.64 0.50 0.48 

Problem Focus Coping 1.23 0.53 1.54 0.63 8.92* 0.00 

Positive Cognitive Restructuring 1.20 0.52 1.41 0.63 4.25* 0.04 

Destructing Strategies 1.14 0.56 1.06 0.71 0.55 0.46 

Active Coping 1.21 0.48 1.48 0.58 7.62* 0.01 

Support Seeking Strategies 1.05 0.59 1.06 0.60 0.01 0.93 

p < .05 

*Hijack: Cognitive Decision Making (CDM), Direct Problem Solving (DPS), Support 

Understanding (SU), Positivity (POS), Physical release of emotions (PRE), Problem Focus 

Coping (ProbFC), Positive Cognitive Restructuring (PosCR), Active Coping (Active 

Coping) 
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Table 11. Means, Standard Deviations and Analyses of Variance for Kidnap on Different 

type of Coping 

Kidnap 
No Yes 

F Sig. 
Mean SD Mean SD 

Cognitive Decision Making 1.34 0.67 1.51 0.66 1.20 0.27 

Direct Problem solving 1.25 0.62 1.28 0.49 0.02 0.88 

Seeking Understanding 1.14 0.63 1.12 0.56 0.02 0.90 

Positivity 1.25 0.61 1.11 0.58 0.99 0.32 

Control 1.09 0.66 0.67 0.79 7.16* 0.01 

Optimism 1.34 0.66 1.01 0.92 4.22* 0.04 

Distracting Action 1.22 0.64 1.20 0.51 0.02 0.88 

Physical Release of Emotion 1.06 0.69 1.03 0.74 0.04 0.85 

Support for Action 1.06 0.61 1.08 0.83 0.02 0.89 

Support for Feeling 1.04 0.64 0.95 0.93 0.38 0.54 

Problem Focus Coping 1.24 0.55 1.30 0.46 0.21 0.65 

Positive Cognitive Restructuring 1.23 0.52 0.93 0.67 5.69* 0.02 

Distraction Strategies 1.14 0.58 1.11 0.57 0.04 0.84 

Active Coping 1.24 0.49 1.12 0.52 1.06 0.30 

Support Seeking Strategies 1.05 0.58 1.02 0.85 0.07 0.79 

p < .05 

* Kidnap: Control (Con), Optimization (OPT) Positive Cognitive Restructuring ( PosCR) 

Mahamudul Hasan
Typewritten text
Dhaka University Institutional Repository
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Table 12. Means, Standard Deviations and Analyses of Variance for Animal Attack on 

Different type of Coping 

Animal Attack 
No Yes  

F 

 

Sig. Mean SD Mean SD 

Cognitive Decision Making 1.36 0.66 1.34 0.67 0.04 0.84 

Direct Problem solving 1.21 0.60 1.30 0.62 2.39 0.12 

Seeking Understanding 1.09 0.65 1.18 0.60 2.38 0.12 

Positivity 1.20 0.61 1.29 0.60 2.04 0.15 

Control 1.06 0.68 1.08 0.67 0.13 0.72 

Optimism 1.31 0.69 1.34 0.68 0.33 0.57 

Distracting Action 1.21 0.61 1.24 0.65 0.22 0.64 

Physical Release of Emotion 0.98 0.68 1.13 0.70 5.32* 0.02 

Support for Action 1.04 0.62 1.09 0.63 0.89 0.35 

Support for Feeling 1.00 0.63 1.07 0.67 1.17 0.28 

Problem Focus Coping 1.22 0.55 1.28 0.54 1.18 0.28 

Positive Cognitive Restructuring 1.19 0.55 1.24 0.52 0.88 0.35 

Distraction Strategies 1.09 0.55 1.19 0.60 2.71 0.10 

Active Coping 1.20 0.50 1.26 0.48 1.23 0.27 

Support Seeking Strategies 1.02 0.59 1.08 0.59 1.20 0.27 

p < .05 

* Animal Attack: Physical release of emotions (PRE) 

Mahamudul Hasan
Typewritten text
Dhaka University Institutional Repository
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able 13. Means, Standard Deviations and Analyses of Variance for Physical Abuse by 

Family Member on Different type of Coping 

Physical Abuse by Family 

Member 

No Yes 

F Sig. 
Mean SD Mean SD 

Cognitive Decision Making 1.36 0.66 1.32 0.69 0.15 0.70 

Direct Problem solving 1.24 0.62 1.30 0.59 0.59 0.44 

Seeking Understanding 1.13 0.60 1.14 0.68 0.01 0.94 

Positivity 1.23 0.58 1.29 0.68 0.54 0.46 

Control 1.08 0.66 1.03 0.71 0.34 0.56 

Optimism 1.35 0.67 1.25 0.73 1.53 0.22 

Distracting Action 1.25 0.62 1.11 0.66 3.57 0.06 

Physical Release of Emotion 1.11 0.69 0.88 0.67 8.29* 0.00 

Support for Action 1.06 0.62 1.06 0.64 0.00 0.99 

Support for Feeling 1.03 0.63 1.06 0.74 0.18 0.67 

Problem Focus Coping 1.24 0.54 1.25 0.54 0.02 0.88 

Positive Cognitive Restructuring 1.22 0.52 1.19 0.57 0.25 0.62 

Distraction Strategies 1.18 0.57 0.99 0.56 7.73* 0.01 

Active Coping 1.23 0.49 1.22 0.51 0.03 0.86 

Support Seeking Strategies 1.05 0.57 1.06 0.65 0.06 0.81 

p < .05 

*Physical Abuse by Family Member: Physical release of emotions (PRE), Distraction 

Strategies (DisST) 

Mahamudul Hasan
Typewritten text
Dhaka University Institutional Repository
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Table 14. Means, Standard Deviations and Analyses of Variance for Threat of Physical 

abuse on Different type of Coping 

Threat of Physical abuse 
No Yes 

F Sig. 
Mean SD Mean SD 

Cognitive Decision Making 1.35 0.66 1.30 0.70 0.18 0.67 

Direct Problem solving 1.27 0.60 1.06 0.71 3.29 0.07 

Seeking Understanding 1.15 0.61 1.01 0.78 1.42 0.23 

Positivity 1.24 0.59 1.25 0.76 0.01 0.93 

Control 1.08 0.67 1.03 0.73 0.13 0.72 

Optimism 1.31 0.67 1.50 0.80 2.29 0.13 

Distracting Action 1.23 0.62 1.13 0.78 0.72 0.40 

Physical Release of Emotion 1.05 0.69 1.07 0.78 0.02 0.89 

Support for Action 1.09 0.61 0.83 0.73 5.02* 0.03 

Support for Feeling 1.06 0.64 0.81 0.74 4.15* 0.04 

Problem Focus Coping 1.26 0.53 1.12 0.62 1.71 0.19 

Positive Cognitive Restructuring 1.21 0.52 1.26 0.65 0.27 0.60 

Distraction Strategies 1.14 0.57 1.10 0.68 0.14 0.70 

Active Coping 1.23 0.48 1.19 0.61 0.19 0.66 

Support Seeking Strategies 1.07 0.58 0.82 0.71 5.36* 0.02 

p < .05 

*Threat of Physical abuse: Support for Action (SUPA), Support for Feeling (SUPF), 

Support Seeking Strategies (SUPSS). 

Mahamudul Hasan
Typewritten text
Dhaka University Institutional Repository
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Table 15. Means, Standard Deviations and Analyses of Variance for Witness of Physical 

abuse on Different type of Coping 

Witness of Physical Abuse 

No Yes 
F Sig. 

Mean SD Mean SD 

Cognitive Decision Making 1.34 0.65 1.39 0.76 0.20 0.65 

Direct Problem solving 1.24 0.60 1.36 0.69 1.93 0.17 

Seeking Understanding 1.12 0.62 1.23 0.66 1.57 0.21 

Positivity 1.23 0.59 1.31 0.67 0.83 0.36 

Control 1.05 0.66 1.18 0.74 1.63 0.20 

Optimism 1.32 0.68 1.34 0.67 0.03 0.85 

Distracting Action 1.23 0.62 1.16 0.69 0.60 0.44 

Physical Release of Emotion 1.07 0.69 0.94 0.71 1.84 0.18 

Support for Action 1.06 0.62 1.09 0.62 0.10 0.76 

Support for Feeling 1.03 0.65 1.10 0.70 0.63 0.43 

Problem Focus Coping 1.23 0.53 1.33 0.62 1.40 0.24 

Positive Cognitive Restructuring 1.20 0.52 1.28 0.58 0.93 0.34 

Distraction Strategies 1.15 0.56 1.05 0.65 1.55 0.21 

Active Coping 1.22 0.48 1.30 0.55 1.38 0.24 

Support Seeking Strategies 1.04 0.59 1.10 0.61 0.36 0.55 

p < .05 
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Table 16. Means, Standard Deviations and Analyses of Variance for Death of Close 

person on Different type of Coping 

Death of Close person 
No Yes 

F Sig. 
Mean SD Mean SD 

Cognitive Decision Making 1.28 0.64 1.47 0.69 7.08* 0.01 

Direct Problem solving 1.20 0.60 1.36 0.62 6.40* 0.01 

Seeking Understanding 1.08 0.62 1.23 0.62 5.51* 0.02 

Positivity 1.17 0.61 1.38 0.57 11.75* 0.00 

Control 1.02 0.65 1.16 0.70 3.98* 0.05 

Optimism 1.29 0.69 1.38 0.66 1.64 0.20 

Distracting Action 1.25 0.64 1.17 0.62 1.32 0.25 

Physical Release of Emotion 1.17 0.71 0.85 0.63 19.36* 0.00 

Support for Action 1.03 0.63 1.12 0.62 1.82 0.18 

Support for Feeling 1.00 0.64 1.10 0.68 2.23 0.14 

Problem Focus Coping 1.19 0.53 1.35 0.56 8.69* 0.00 

Positive Cognitive Restructuring 1.16 0.53 1.31 0.52 7.22* 0.01 

Distraction Strategies 1.21 0.58 1.01 0.54 10.69* 0.00 

Active Coping 1.17 0.49 1.33 0.48 9.46* 0.00 

Support Seeking Strategies 1.02 0.58 1.11 0.60 2.38 0.12 

p < .05 

* Death Of Close person: Cognitive Decision Making (CDM), Direct Problem Solving 

(DPS), Support Understanding (SU), Positivity (POS), Control (CON) Physical release of 

emotions (PRE), Problem Focus Coping (ProbFC), Positive Cognitive Restructuring 

(PosCR), Distraction Strategies (DisST), Active Coping ( Active Coping). 
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Table 17. Means, Standard Deviations and Analyses of Variance for Sexual Abuse on 

Different type of Coping 

Sexual Abuse 
No Yes 

F Sig. 
Mean SD Mean SD 

Cognitive Decision Making 1.33 0.65 1.49 0.78 2.62 0.11 

Direct Problem solving 1.24 0.61 1.37 0.64 1.85 0.17 

Seeking Understanding 1.11 0.61 1.34 0.68 6.15* 0.01 

Positivity 1.24 0.60 1.29 0.66 0.34 0.56 

Control 1.06 0.66 1.16 0.77 1.00 0.32 

Optimism 1.32 0.67 1.37 0.76 0.25 0.62 

Distracting Action 1.20 0.62 1.41 0.72 4.81* 0.03 

Physical Release of Emotion 1.04 0.69 1.14 0.76 0.90 0.34 

Support for Action 1.05 0.60 1.20 0.78 2.79 0.10 

Support for Feeling 1.01 0.63 1.28 0.76 7.67* 0.01 

Problem Focus Coping 1.23 0.53 1.40 0.64 4.50* 0.03 

Positive Cognitive Restructuring 1.21 0.52 1.28 0.60 0.74 0.39 

Distraction Strategies 1.12 0.56 1.27 0.67 3.16 0.08 

Active Coping 1.22 0.48 1.34 0.57 2.66 0.10 

Support Seeking Strategies 1.03 0.56 1.24 0.73 5.84* 0.02 

p < .05 

* Sexual Abuse: Seeking Understanding (SU), Distraction Action (DA), Support Seeking 

Strategies (SUPSS), Problem Focus Coping (ProbFC), Support for Feeling (SUPF). 
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Table 18. Means, Standard Deviations and Analyses of Variance for Favorite Person 

Covid-19 Infected on Different type of Coping 

Favorite Person Covid-19 

Infected 

No Yes 
F Sig. 

Mean SD Mean SD 

Cognitive Decision Making 1.25 0.62 1.69 0.70 31.34* 0.00 

Direct Problem solving 1.16 0.59 1.58 0.58 33.57* 0.00 

Seeking Understanding 1.04 0.60 1.47 0.58 34.73* 0.00 

Positivity 1.16 0.57 1.53 0.65 26.41* 0.00 

Control 0.99 0.64 1.36 0.70 21.67* 0.00 

Optimism 1.27 0.65 1.54 0.74 10.98* 0.00 

Distracting Action 1.16 0.63 1.44 0.59 13.20* 0.00 

Physical Release of Emotion 1.02 0.69 1.17 0.71 2.86 0.09 

Support for Action 1.02 0.62 1.24 0.60 9.07* 0.00 

Support for Feeling 1.01 0.66 1.14 0.64 2.69 0.10 

Problem Focus Coping 1.15 0.51 1.58 0.53 46.63* 0.00 

Positive Cognitive Restructuring 1.14 0.50 1.48 0.56 28.91* 0.00 

Distraction Strategies 1.09 0.58 1.30 0.54 9.09* 0.00 

Active Coping 1.15 0.45 1.53 0.51 45.10* 0.00 

Support Seeking Strategies 1.01 0.59 1.19 0.58 6.24* 0.01 

p < .05 

*Favouritre Person Covid-19 Infected: Cognitive Decision Making (CDM),Direct 

Problem Solving(DPS),Support Understanding(SU), Positivity (POS), Control (CON), 

Optimization (OPT), Distracting Action (DA), Support for Action ( SUPA), Problem Focus 

Mahamudul Hasan
Typewritten text
Dhaka University Institutional Repository



 

 142 

Coping (ProbFC), Positive Cognitive Restructuring ( PosCR), Distraction Strategy(DisST), 

Active Coping ( Active Coping),Support Seeking Strategies ( SUPSS). 

Table 19. Means, Standard Deviations and Analyses of Variance for Risk of Covid-19 

Infection on Different type of Coping 

Risk of Covid-19 Infection 
No Yes 

F Sig. 
Mean SD Mean SD 

Cognitive Decision Making 1.31 0.66 1.67 0.62 11.78* 0.00 

Direct Problem solving 1.23 0.61 1.47 0.60 6.16* 0.01 

Seeking Understanding 1.10 0.61 1.39 0.64 8.56* 0.00 

Positivity 1.21 0.59 1.48 0.66 8.08* 0.00 

Control 1.03 0.66 1.39 0.72 11.36* 0.00 

Optimism 1.30 0.67 1.54 0.76 5.32* 0.02 

Distracting Action 1.18 0.63 1.52 0.58 11.64* 0.00 

Physical Release of Emotion 1.04 0.70 1.16 0.68 1.17 0.28 

Support for Action 1.04 0.62 1.29 0.62 6.62* 0.01 

Support for Feeling 1.03 0.65 1.12 0.68 0.83 0.36 

Problem Focus Coping 1.21 0.54 1.51 0.52 12.04* 0.00 

Positive Cognitive Restructuring 1.18 0.52 1.47 0.58 12.23* 0.00 

Distraction Strategy 1.11 0.58 1.34 0.50 6.35* 0.01 

Active Coping 1.20 0.48 1.49 0.52 14.54* 0.00 

Support Seeking Strategies 1.03 0.58 1.21 0.63 3.47 0.06 

p < .05 

Risk Of Covid-19 Infection: Cognitive Decision Making (CDM), Direct Problem Solving 

(DPS),Support Understanding(SU), Positivity (POS), Control (CON), Optimization (OPT), 
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Distracting Action (DA), Support for Action ( SUPA), Problem Focus Coping (ProbFC), 

Positive Cognitive Restructuring ( PosCR), Distraction Strategy(DisST), Active Coping ( 

Active Coping). 

Table 20. Means, Standard Deviations and Analyses of Variance for Close person was 

severely sick or died due to Covid-19 on Different type of Coping 

Close person was severely sick 

or died due to Covid-19 

No Yes 
F Sig. 

Mean SD Mean SD 

Cognitive Decision Making 1.33 0.65 1.62 0.75 6.04* 0.01 

Direct Problem solving 1.23 0.61 1.57 0.57 9.66* 0.00 

Seeking Understanding 1.10 0.61 1.53 0.68 14.98* 0.00 

Positivity 1.21 0.59 1.64 0.62 15.69* 0.00 

Control 1.04 0.67 1.41 0.68 9.31* 0.00 

Optimism 1.31 0.67 1.45 0.77 1.20 0.27 

Distracting Action 1.20 0.63 1.44 0.56 4.20* 0.04 

Physical Release of Emotion 1.04 0.70 1.19 0.66 1.33 0.25 

Support for Action 1.04 0.61 1.40 0.71 10.63* 0.00 

Support for Feeling 1.02 0.64 1.23 0.76 3.01 0.08 

Problem Focus Coping 1.22 0.53 1.57 0.60 13.44* 0.00 

Positive Cognitive Restructuring 1.19 0.52 1.50 0.58 10.59* 0.00 

Distraction Strategy 1.12 0.58 1.31 0.51 3.33 0.07 

Active Coping 1.20 0.48 1.54 0.57 14.35* 0.00 

Support Seeking Strategies 1.03 0.57 1.31 0.72 7.20* 0.01 

p < .05 
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*Close person was severely sick or died due to Covid-19: Cognitive Decision Making 

(CDM), Direct Problem Solving (DPS), Support Understanding (SU), Positivity (POS), 

Control (CON), Distracting Action (DA), Support for Action (SUPA), Problem Focus 

Coping (ProbFC), Positive Cognitive Restructuring (PosCR), Distraction Strategy (DisST), 

Active Coping (Active Coping). 

Table 21. Means, Standard Deviations and Analyses of Variance for Other type of 

Different type of Coping 

Others 
No Yes 

F Sig. 
Mean SD Mean SD 

Cognitive Decision Making 1.34 0.65 1.43 0.85 0.39 0.54 

Direct Problem solving 1.26 0.61 1.17 0.67 0.52 0.47 

Seeking Understanding 1.13 0.62 1.15 0.72 0.02 0.88 

Positivity 1.25 0.58 1.22 0.87 0.04 0.84 

Control 1.08 0.67 0.89 0.74 1.95 0.16 

Optimism 1.34 0.65 1.16 1.03 1.57 0.21 

Distracting Action 1.23 0.63 1.14 0.67 0.49 0.49 

Physical Release of Emotion 1.09 0.69 0.58 0.54 12.89* 0.00 

Support for Action 1.09 0.62 0.73 0.66 7.95* 0.01 

Support for Feeling 1.05 0.65 0.85 0.70 2.21 0.14 

Problem Focus Coping 1.25 0.54 1.25 0.58 0.00 0.97 

Positive Cognitive Restructuring 1.22 0.51 1.09 0.78 1.44 0.23 

Distraction Strategies 1.16 0.57 0.86 0.53 6.44* 0.01 

Active Coping 1.23 0.48 1.17 0.64 0.39 0.53 

Support Seeking Strategies 1.07 0.58 0.79 0.63 5.35* 0.02 
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p < .05 

*Others: Physical release of emotions (PRE), Support for Action (SUPA), Distraction 
Strategy (DisST),Support Seeking Strategies ( SUPSS).  
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Appendix D2 

List of experts in the back translation process 

List of experts in the back translation process 

 Name and details Role 

1 Ujjal Yaman Chowdhury 

(Bilingual reviewer)  

Assistant Professor of World 

University of Bangladesh. 

Back translation from Bangla to English for  

 Children’s Coping Strategies Checklist 

Revision 1(CCSC-R1). and  

 Attachment Questionnaire of Children 

2 Irwin Sandler  

(Original Author of CCSC-R1) 

Research Professor of Psychology 

and Emeritus Professor, Arizona 

State University. 

Checking consistency between Back-

translation and original version of Children’s 

Coping Strategies Checklist Revision 

1(CCSC-R1). 

3 Peter Muris 

(Original Author of AQ-C) 

Chair and Professor of Maastricht 

University 

Checking consistency between Back-

translation and original version of Attachment 

Questionnaire of Children (AQ-C) 
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Appendix D3 

List of Judges 

No. Name of the Judge Institution and Designation  

1. Hamida Akhtar Begum  Pro-Vice Chancellor, IUBAT  

2. Shahin Islam  Professor, University of Dhaka  

3. Shelina Fatema Binte Shahid Asst. Professor of Clinical Psychology, BSMMU 

4. Ismat Jahan Clinical Psychologist and Head, National 

Trauma Counseling Centre, Ministry of Women 

and Children Affairs 

5. Azharul Islam Assistant Professor, University of Dhaka 

6. Naima Nigar Assistant Professor, University of Dhaka 

7. Dr. Shahana Parveen   Assistant Professor, Psychiatry, National 

Institute of Mental Health, Dhaka.        

8. Md. Zahir Uddin Assistant Professor of Clinical Psychology, 

National Institute of Mental Health  

9. Sumaia Ali Raisa Lecturer of Psychology, University of Dhaka, 

Lecturer 

10. Dr Shoebur Reza Choudhury Sir Salimullah Medical College 

11. Tarun Kanti Gayen Part-time faculty of Clinical Psychology, 

University of Dhaka,  

12. Nafisa Sultana Clinical Psychologist, National Trauma 

Counseling Centre. 

13. Sabrina Mahmood   Educational Psychologist, Dhaka University   

14. Nuzhat E Rahman     Educational Psychologist, Promises medical lt.  

15. Irfana Samia Senior Student Counselor, Scholastica School. 
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Appendix D4 

Permission from Author of AQ-C 
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