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1 | INTRODUCTION

Chronic mental illnesses are an important social issue that is very
common all over the world. According to the data released by the
World Health Organization (WHQO), 300 million people worldwide
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Abstract

Purpose: This study was aimed at investigating the psychometric properties of
the Family Crisis Oriented Personal Evaluation Scale (F-COPES) for Turkish
society, which assesses the coping skills of caregivers of individuals with chronic
mental illnesses.

Design and Methods: The study was conducted with 153 family caregivers of
patients with a chronic mental illness admitted to the inpatient and outpatient units
of two university hospitals and izmir Schizophrenia Solidarity Association. For the
language validity, the translation-back translation method was performed, for the
content validity, expert opinions were obtained, for the construct validity,
exploratory and confirmatory factor analysis was performed. For the reliability
analysis, Cronbach o reliability coefficient was calculated and the test-retest
reliability analysis was performed.

Findings: The content validity index of the scale was 0.96. The Cronbach’s « reliability
coefficient for the overall scale was .80. Factor loadings of the subscales ranged
between 0.56 and 0.69 for the Acquiring Social Support subscale, between 0.43 and
0.74 for the Reframing subscale, between 0.53 and 0.74 for the Seeking Spiritual
Support subscale. The model fit indexes were as follows: x*= 176.369, df = 116, x*/
df =1.52, RMSEA = 0.059, CFl =0.90, IFI =0.91, GFI = 0.88.

Practice Implications: The results of the present study show that the levels of
psychometric properties of F-COPES in Turkish society are acceptable. It is thought
that it would be useful to use the F-COPES in the assessment of coping behaviors of
individuals who give care to patients with a chronic mental illness and that it can be
used as measurement tool in studies to be conducted with caregivers of patients with
a chronic mental illness to assess their coping skills.
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have a unipolar mood disorder, 60 million people have a bipolar
mood disorder, and 23 million people have a diagnosis of
schizophrenia.! The situation is no different in our country,
Turkey; mental illnesses are quite common. In Turkey, 18% of

the population suffers a mental illness once in a lifetime.2 Mental
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ilinesses affect not only the sufferer but also the caregiver.
Families have difficulties in fulfilling the caregiving role brought
about by the disease. In Turkey, the responsibility of the individual
who has a chronic mental illness is undertaken especially by the
family, which can become a stressful crisis for the family.® Each
family has a different strategy to cope with the burden brought
about by a chronic mental illness. In the literature, it is stated that
coping skills used most frequently by individuals who give care to a
person with a chronic mental illness are the mobilization of
resources, seeking spiritual support, reframing, passive appraisal,
and social support.* Hill® explained reactions to family stress or
crisis situations with a model. This model, called the ABCX model,
was further developed by McCubbin and Patterson® as a model of
stress, resilience, and adaptation. In the ABCX model, the letter
“A” stands for a stressor that causes a crisis for the family, “B”
represents familial or social resources and opportunities, and “C”
refers to how the stressor is perceived and what the coping skills
are. The resulting adaptation or maladaptation status is indicated
as X.7 This model, which has been applied in many countries and
in different sample groups, can be adapted to the process of coping
with chronic mental disorders. According to this model, while the
chronic mental illness process is defined as a stressor, coping with
the stressor and the resulting adaptation status can be regarded as
an indication of the outcome. To assess each stage mentioned in
this model, several scales and indexes have been developed. The
Family Crisis Oriented Personal Evaluation Scale (F-COPES) is a
Likert-type scale developed by McCubbin and Patterson® to
measure families’ coping strategies.®® The scale can also be used
in different samples and coping processes.’ In their study
conducted to assess the coping skills of the family members of
psychiatric patients staying in inpatient units, Eaton et al®®
determined that the family members had both positive and
negative coping skills. Coping skills of the family caregivers were
assessed with the F-COPES, and it was determined that they
mostly used emotion-focused coping skills. The psychometric
features of the scale were studied in different cultures and the
scale was determined to have good construct validity. In his
descriptive study conducted to assess how the families of
individuals in an African American sample coped with the issue,
Guada®? also studied the psychometric features of the scale. In
Guada’s study, the Cronbach’s a values of the subscales which
ranged between 0.50 and 0.78 were 0.81 for the overall scale. The
results obtained from the subscales of the scale demonstrated that
coping strategies most commonly used by the families of African
American patients with schizophrenia were reframing, seeking
spiritual support, and seeking and accepting help.** Gouva et al'?
adapted the scale to Greek culture and studied its psychometric
characteristics. According to the findings in Gouva et al’s study,
the Cronbach’s a value of the scale was .77 and the validity and
reliability levels of the scale were regarded as acceptable. In the
validity and reliability study of the scale for the Portuguese
language, different from the original structure, Cunha and Relvas*®

determined seven subscales. However, because the Cronbach’s a
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value of the two subscales was low, they decided to include only
five subscales whose Cronbach’s « values ranged from .75 to .88.1%
It is very important to determine coping attitudes of families, if
families are to be encouraged to comply with the chronic mental
iliness process and if therapeutic applications aiming to enable
family members to cope with the process are to be improved.'* “A
family member’s being diagnosed with a mental disease” can
become a life crisis for the family. It is important to understand the
problems experienced by families who provide care for a person
with a chronic mental illness during both hospitalization and
outpatient follow-up periods and to determine their coping skills.
The use of tools for evaluating families contributes both to the
assessment of what problem-solving skills families have in case a
family member has a mental illness and to the determination of the
family intervention to be implemented.'® In Turkey, various scales
are used to assess the coping skills of families in different sample
groups. The most commonly used of these scales is the Appraisal of
Stressful Situations and COPE with inventory. These scales are
used to assess the coping strategies of adults. However, there is no
specific tool used to assess patient caregivers’ coping skills in case
of a chronic mental illness or to measure how they cope with crisis
situations arising when a family member has a chronic mental
iliness. The F-COPES is a tool used specifically to assess families’
ability to cope with the crisis situations emerging when a family
member has a chronic mental illness. Among the features that
make the scale unique are that it is based on a model-specific to
families and has been used in many countries and that its validity
and reliability study has been performed. Therefore, in the present
study, it was aimed to investigate the psychometric properties of
the F-COPES to evaluate how families cope with many problems
they face when a family member has a chronic mental illness.

2 | METHODS

2.1 | Sample of the study

The study was conducted with 153 caregivers of patients with a
chronic mental iliness admitted to the adult psychiatric inpatient and
outpatient units of two university hospitals and izmir Schizophrenia
Solidarity Association between June 2017 and February 2019. In the
literature, according to the rule of 100 proposed for the sample size,
there should be five participants per variable or at least 100 people
should be reached.'® Therefore, because the scale consists of 30
items, 153 caregivers of the patients with a chronic mental illness
were included in the study sample. The inclusion criteria of the study
were as follows: being literate, being over 18 years of age,
volunteering to participate in the study, and being the main caregiver
of a patient with a chronic mental illness (bipolar affective disorder,
schizophrenia, and schizoaffective disorder). Exclusion criteria were
as follows: the absence of a kin relationship between the patient and
the caregiver and the caregiver’s providing paid to care for the

patient with a chronic mental illness.
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2.2 | Data collection

The study data were collected using the Caregiver Descriptive
Characteristics Form, Patient Descriptive Characteristics Form, and F-
COPES. The data were collected from the primary caregivers of the
patients admitted to the outpatient and inpatient units. All three data
collection tools are self-report (self-administered) forms filled by the
caregivers through face-to-face interviews. The minimum and maximum
length of time required to fill in the scale was 10 and 15 minutes,
respectively. The caregivers were familiarized with the data collection
tools and informed about how to fill in the forms. Three weeks later, the
scales were readministered to the caregivers. However, this time, the
data were collected through telephone calls due to the problems faced
during the face-to-face interviews. The scale items and responses were
read out to the caregivers on the telephone. The interviewer marked

the option selected by the caregiver.

2.3 | Data collection tools

2.3.1 | Caregiver descriptive characteristics form

The form contains items questioning the caregiver's age, sex,
educational status, length of caregiving period, degree of kinship,
working status, number of children, and the person whose care he/

she is responsible for.

2.3.2 | Patient descriptive characteristics form

The form includes items questioning the patient’s sociodemographic
characteristics such as age, sex, working status, marital status, and
disease-related characteristics such as his/her diagnosis.

2.3.3 | The family crisis oriented personal
evaluation scale

The F-COPES is a 30-item Likert-type scale developed by McCubbin
and Patterson® to assess coping strategies used by families.
According to the theory of McCubbin and Patterson,® families can
better adapt to stressful life events as their coping skills improve. The
scale focuses on two dimensions of family interaction: how they
overcome the challenging or problematic situations arising within the
family and affecting the family, and how they overcome the
challenging or problematic situations arising outside the family and
affecting the family. Participants’ responses are rated on a 5-point
scale ranging from one to five (1 = Strongly Disagree, 2 = Moderately
Disagree, 3= Neither Agree nor Disagree, 4= Moderately Agree,
5 =Strongly Agree). The scale has five subscales: Acquiring Social
Support, Reframing, Seeking Spiritual Support, Mobilizing to Acquire,
and Accept Help and Passive Appraisal. The Acquiring Social Support

subscale contains nine items and measures the family’s ability to

acquire support from friends, other families or relatives. The
Reframing subscale consists of eight items and assesses the family’s
ability to redefine stressful events. The Seeking Spiritual Support
subscale which consists of four items measures the family’s ability to
acquire spiritual support. The Mobilizing to Acquire and Accept Help
subscale consisting of four items assesses the family’s ability to seek
community resources and to accept help from others. The 4-item
Passive Appraisal subscale assesses the family’s ability to accept
difficult issues that minimize reactivity. To calculate the score for the
overall scale, the scores for each subscale are calculated and
summed. The higher the score obtained from the subscales is, the
better the problem-solving skills and behavioral responses during
difficult situations are. Items 12, 17, 26, and 28 are reverse scored.’

2.4 | Analysis of the study data

The data were analyzed by using the SPSS 15.0 (IBM Corporation,
NY) package program. Data of the Caregiver Descriptive Char-
acteristics Form and Patient Descriptive Characteristics Form
were assessed using numbers, percentages, arithmetic mean and
standard deviation. When the psychometric properties of the F-
COPES were analyzed, for the language validity, the forward-
translation/back-translation method was used; for the content
validity, expert opinions were obtained and the Content Validity

Index-CVI was calculated.

2.4.1 | Step 1: language validation

To perform the validity and reliability study of the Turkish version of
the F-COPES, the written permission was obtained from the author
of the scale. In the first step, to establish the language validity study
of the scale, the forward-translation/back-translation method was
used. In the literature, it is stated that language validity can be
ensured by carefully selecting translators. In the selection of
translators, it is recommended that they should have a good
command of both languages, should be familiar with the culture
being studied and should be knowledgeable about the structure
measured.!” The text should be translated by at least two persons
independently of each other. After the text is translated
independently, the translations are compared from semantic,
linguistic, and contextual aspects and the two texts are
transformed into one text.'® In the present study, three faculty
members with a good command of the subject took part in the
translation process and translated the scale into Turkish
independently of each other. After they completed translations, the
three texts were compared from semantic, linguistic, and contextual
aspects and then were transformed into one text. The researchers
reviewed all translations and prepared the Turkish version of the
scale. The second step in the translation process is the back-
translation. At this stage, the scale was translated back to English by

an independent translator who had no knowledge of the scale. Then,
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after the scale translated back to English was compared with the
original form, its Turkish version was prepared. The items which were
translated from Turkish back to English were also sent to the author
of the original scale to check whether the items were translated
appropriately. The Turkish version of the scale was validated by
comparing it with the original version.

2.4.2 | Step 2: content validity

At this stage, 10 researchers with expertise in their fields were
asked first to evaluate whether the items were clear enough and
appropriate for the Turkish society and for the aim to be measured
and then to rate the items on a 4-point scale. If the experts gave a
score of less than equal to 3 for an item, then they also indicated
their recommendations for that item.*® The recommendations by
the experts were collected in a single table for each item
separately and the scale items were revised in line with their
recommendations. The content validity index for the scale was
0.96. Except for item 27 (seeking advice from a minister) whose
content validity index was 0.50, the content validity index was
above 0.80 for all the other items. Because the content validity
index of item 27 was low, it was revised. One of the experts stated
that she did not understand what was meant by the word
“minister” in item 27. Then, the author was informed on this
issue and the word “minister” leading to cultural diversity was
revised. After item 27 was revised, it was re-submitted to the
experts to evaluate. Then it was decided not to remove it from the
scale. The experts also reported that they did not recognize the
discrepancies between the expressions regarding religious
services in items 14 “Attending church services” and 23
“Participating in church activities”, and the author was also
informed of this issue and the scale was revised in line with the
explanations given by the author of the scale. After expert
evaluations, the content validity index of the scale was
calculated as 0.96. In line with the expert opinions, the items
took their final forms and the pilot testing phase was started.

2.4.3 | Step 3: Pilot testing

In the next stage, after the content validity is established, the scale
adapted should be pilot tested to find out whether there are any
statements needing revision. People who take the pilot test should
have characteristics similar to those of the people in the sample, but
they should not be included in the sample.r”?° After the scale took
its prefinal form based on the expert opinions, it was tested on the
caregivers of 20 patients who met the sampling criteria. The
caregivers were asked to answer the items on the scale and to
evaluate them in terms of clarity and comprehensibility. They stated
their opinions and suggestions on the items they did not understand
or they thought they were not clear. After the scale items were

revised in line with recommendations by the caregivers, the scale
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took its final form. The caregivers of the patients included in the pilot
testing phase were not included in the implementation phase. At each
stage, the author of the scale was contacted. After verifying the
language validity, content validity and final version of the scale, the
author was informed about the process and after the author’s
approval, the next step was performed.

2.4.4 | Step 4: Psychometric examination

To establish construct validity, both the exploratory and confirma-
tory factor analysis methods were used. In the exploratory factor
analysis, the KMO and Barlett’s tests were used to evaluate the
suitability of the data set for the factor analysis. The KMO test was
used to find out whether the sample was suitable for the factor
analysis. KMO values between 0.90 and 1 indicate that the sampling
adequacy is excellent, between 0.80 and 0.89 indicate that the
sampling adequacy is very good, between 0.70 and 0.79 indicate that
the sampling adequacy is good, and between 0.60 and 0.69 indicate
that the sampling adequacy is medium.?! The significance of the
result of Barlett’s test indicates that the relationship between
variables is high and the data set is suitable for factor analysis.??
The Varimax rotation method, one of the Orthogonal rotation
methods, was used for the rotation of the factors. The AMOS 25.0
software was used for the confirmatory factor analysis. The
maximum likelihood method was chosen as an estimation method.
After the confirmatory factor analysis, model fit indices and factor
loads were examined. If the RMSEA value, one of these fit indices, is
below 0.05, it shows a good fit, if it is below 0.08, it indicates an
acceptable fit.2®?* On the other hand, the ;(Z/df value ranging
between 0 and 2 indicates a good fit, and that ranging between 2 and
3 indicates an acceptable fit. Critical n value was tested with the
Hoelter’s statistics.

For the reliability analysis, the normality of distribution was
examined. Because the sample size was more than equal to 30, the
normal distribution characteristics of the data were examined with
the Kolmogorov Smirnov test.2”> That the data for the overall scale
and subscales of the scale were not suitable for normal distribution
was determined (P <.05). The homogeneity analysis was performed
with the Spearman Correlation Coefficient. For the reliability
analysis, the scale was administered twice at a 3-week interval and
tested with the test-retest method. Because the data were not
normally distributed, the Spearman correlation analysis was used to
evaluate the correlation between the test scores and retest scores.
The other method used for the reliability analysis was the calculation

of the internal consistency reliability coefficient (Cronbach’s «).

2.5 | Ethical issues
Before the study was started, the author who developed the scale
was contacted and his written permission to adapt the scale into

Turkish was obtained. Before the data collection phase of the
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study, permission was obtained from the Psychiatry Departments of
the two university hospitals, 1zmir Schizophrenia Solidarity Associa-
tion and Dokuz Eylil University Noninvasive Research Ethics
Committee. (Decision Date: June 8, 2017; Decision No: 2017/15-21).
The purpose of the study was explained to the caregivers and their
written and verbal consent was obtained.

3 | RESULTS

3.1 | Descriptive characteristics of the patients
and caregivers

The mean age of the caregivers of the patients with a chronic mental
iliness was 55.59 + 12.29 years and the mean length of the caregiving
period was 13.45 + 9.17 years. Of the caregivers, 64.1% were female
(n=98), 2.6% (n=4) were literate, 30.1% (n=46) were primary
school graduates, 11.1% (n = 17) were junior high school graduates,
24.8% (n = 38) were senior high school graduates, and 31.4% (n =48)
were university graduates. Of the caregivers, 74.5% did not work at a
paid job (n=114), 56.2% (n=86) were parents, 19% (n=29) were
siblings, 17% (n=26) were spouses, 5.9% (n=9) were patients’
children, and 80.4% (n = 123) lived with the patient in the same home
(Table 1). The mean age of the patients with a chronic mental illness

was 40.83 £ 13.82 years and the mean length of the diagnosis was

13.19+8.81 years. Of the patients 49.7% (n=76) were female,
75.2% (n=115) were single, 88.2% (135) did not work in any job,
49.7% had schizophrenia (n=76), 5.2% had schizoaffective disorder
(n=8), and 45.1% had bipolar affective disorder (n=69) (Table 2).

3.2 | Results of the validity and reliability analysis

3.2.1 | Homogeneity analysis

Before the validity and reliability analyses, the data were analyzed
whether they were normally distributed. Because the data were not
normally distributed, the correlation between the items, subscales and
overall scale was examined using the Spearman correlation coefficient, a
non-parametric test. According to the results of this analysis, the
correlation coefficient of item 15 (r=0.189; P=.001) was below 0.20,
which was considered statistically significant. The correlation coefficient
of item 19 (r=.063; P=0.437) was below .20 and thus statistically
insignificant. The correlation coefficient of the items 12 (r=-0.107;
P=.187), 17 (r=-.030; P=.709), 26 (r=-.139; P=.086), 28 (r=-.080;
P=.326), and 30 (r=-.070; P=.389) was negative and thus statistically
insignificant (Table 3). When these items were analyzed in terms of
(orthogonality) and  skewness  values, item 15
(Skewness = -2.480; =7.806), 19 (Skewness=-1.968;
Kurtosis = 5.298), 26 (Skewness =2.075; Kurtosis=5.899), and 30

kurtosis

Kurtosis

TABLE 1 Descriptive characteristics of individuals giving care to people with a chronic mental illness (n = 153)

Caregiver characteristics

(Mean ¥ SD)

Age 55.59 + 12.29 (min: 22.00, max: 80)

Length of caregiving (year)

n
Sex
Female 98
Male 55
Educational status
Literate 4
Primary school 46
Junior high school 17
Senior high school 38
University 48
Employment status
Working 39
Not working 114
Degree of kinship
Mother 61
Father 25
Siblings 29
Spouses 26
Children 9
Other 3
Living in the same house
Yes 123
No 30

Total 153

13.45+ 9.17 (min: 1.00, max: 44)

%

64.1
35.9

2.6

30.1
111
24.8
314

255
74.5

39.9
16.3
19.0
17.0
5.9
21

80.4
19.6

100
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TABLE 2 Descriptive characteristics of the individuals with mental illness (n = 153)

Characteristics of the patient (Mean F SD)
Age 40.83 + 13.82 (min: 17.00; max: 79.00)
Duration of the diagnosis 13.19 + 8.81 (min:1.00; max: 41.00)
n %
Sex
Female 76 49.7
Male 77 50.3
Marital status
Married 38 24.8
Single 115 75.2
Employment status
Working 18 11.8
Not working 135 88.2
Diagnosis
Schizophrenia 76 49.7
Schizoaffective disorder 8 5.2
Bipolar Affective Disorder 69 45.1
Total 153 100

TABLE 3 Item total score correlation coefficients (n= 153)

Subscales Items Spearman Rho (r) P

Acquiring social support 1. Sharing our difficulties with relatives 552 .000
2. Seeking encouragement and support from friends 660 .000
5. Seeking advice from relatives (grandparents, etc) .610 .000
8. Receiving gifts and favors from neighbors (eg, food, taking in mail, etc) 378 .000
10. Asking neighbors for favors and assistance 612 .000
16. Sharing concerns with close friends 574 .000
20. Doing things with relatives (get-together, dinners, etc) 413 .000
25. Asking relatives how they feel about problems we face 621 .000
29. Sharing problems with neighbors 542 .000

Reframing 3. Knowing we have the power to solve major problems 312 .000
7. Knowing that we have the strength with our own family to solve our problems 448 .000
11. Facing the problems “head-on” and trying to get solution right away 217 .000
13. Showing that we are strong .309 .000
15. Accepting stressful events as a fact of life .189 .019
19. Accepting that difficulties occur unexpectedly .063 437
22. Believing we can handle our own problems 257 .001
24. Defining the family problem in a more positive way so that we do not become too  .259 .001

discouraged

Seeking spiritual support 14. Attending church services 0.173 .032
23. Participating in church activities 0.424 .000
27. Seeking advice from a minister 0.505 .000
30. Having faith in God -070 .389
Mobilizing to acquire and accept 4. Seeking information and advice from person in other families who have faced the  .645 .000
help same or similar problems
6. Seeking assistance from community agencies and programs designed to help families .333 .000
in our situation
9. Seeking information and advice from the family doctor 0.393 0.000
21. Seeking professional counseling and help for family difficulties 0.254 0.002
Passive appraisal 12. Watching television -0.107 0.187
17. Knowing luck plays a big part in how well we are able to solve family problems  -0,030 0.709
26. Feeling that no matter what we do to prepare, we will have difficulty handling problems -0.139 0.086
28. Believing if we wait long enough, the problems will go away -0,080 0.326

Items indicated as bold are items with negative correlation coefficient or less than 0.20.
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TABLE 4 Correlation coefficients for the scale total score and
sub-dimension total score (n=153)

Sub-scales Spearman’s rho P

Acquiring social support 867 .000
Reframing 439 .000
Seeking spiritual support 405 .000
Mobilizing to acquire and accept help 657 .000
Passive appraisal -.133 101

(Skewness = -2.645; Kurtosis =5.471) were determined not to have
normal distribution. Therefore, it was decided to remove these items
from the scale. The analysis of the correlation between the overall scale
and the subscales demonstrated that only the correlation between the
overall scale and the 5th subscale (Passive Appraisal) was below 0.20,
negative and statistically insignificant (Table 4). Spearman Rho correlation
coefficients between the overall scale and subscales were 0.86 for the
Acquiring Social Support subscale, 0.43 for the Reframing subscale, 0.40
for the Seeking Spiritual Support subscale, and 0.65 for the Mobilizing to
Acquire and Accept Help subscale. However, the correlation coefficient
for the Passive Appraisal subscale was -0.133 (Table 4). Therefore, the
items 12, 17, 26, 28, and 30 whose Spearman correlation coefficients
were negative and statistically insignificant and the items 15 and 19
whose spearman correlation coefficient was below 0.20 and statistically
insignificant were removed from the scale. Four items (items 15, 19, 26,

and 30) whose correlation coefficients were low and statistically

TABLE 5 Item total score correlation coefficients (n= 153)

insignificant were also unsuitable in terms of kurtosis (orthogonality).
After the item analysis was performed, the writer of the scale was
informed about the aforementioned items, and these items (12, 15, 17,
19, 26, 28, and 30) were removed from the scale. Total score correlations
were reanalyzed after item removal and the Spearman correlation
coefficients of the items were determined to range between 0.22 and
0.65 and to be statistically significant (Table 5). The correlation between
the overall scale score and subscale scores was 0.87 for the Acquiring
Social Support subscale, 0.46 for the reframing subscale, 0.49 for the
Seeking Spiritual Support subscale, and 0.66 for the Mobilizing to Acquire
and Accept Help subscale.

3.3 | Validity-Related findings

3.3.1 | Construct validity

Whether the data had normal distribution characteristics was
analyzed using the Kolmogorov Smirnov test. Neither the subscales
nor the overall scale met the normal distribution criteria. Each item
was analyzed in terms of kurtosis and skewness. Skewness values of
all the items ranged between +3 and -3. The construct validity was
analyzed with the exploratory and confirmatory factor analysis. In
case the sample size is small, the method preferred is Unweighted
Least Squares (ULS).2° Therefore, the ULS method was used as factor
extraction method in the exploratory factor analysis. To determine

the rotation method to be used, the correlation between the factors

Subscales Items Spearman Rho (r) P

Acquiring social support 1. Sharing our difficulties with relatives .559 .000
2. Seeking encouragement and support from friends 654 .000
5. Seeking advice from relatives (grandparents, etc) .608 .000
8. Receiving gifts and favors from neighbors (eg, food, taking in mail, etc) 415 .000
10. Asking neighbors for favors and assistance .584 .000
16. Sharing concerns with close friends .570 .000
20. Doing things with relatives (get-together, dinners, etc) 434 .000
25. Asking relatives how they feel about problems we face .645 .000
29. Sharing problems with neighbors .550 .000

Reframing 3. Knowing we have the power to solve major problems 321 .000
7. Knowing that we have the strength with our own family to solve our problems  .475 .000
11. Facing the problems “head-on” and trying to get solution right away 216 .007
13. Showing that we are strong .319 .000
22. Believing we can handle our own problems 311 .000
24. Defining the family problem in a more positive way so that we do not become .296 .000

too discouraged

Seeking spiritual support 14. Attending church services 221 .006
23. Participating in church activities 461 .000
27. Seeking advice from a minister 534 .000

Mobilizing to acquire and accept 4. Seeking information and advice from person in other families who have faced the .637 .000

help same or similar problems
6. Seeking assistance from community agencies and programs designed to help 325 .000
families in our situation

9. Seeking information and advice from the family doctor 444 .000

21. Seeking professional counseling and help for family difficulties .253 .002



SARI ano CETINKAYA DUMAN

was investigated. First, oblique rotation was performed, and the
pattern matrix, structure matrix, and factor correlation matrix were
examined. In the factor correlation matrix, no value exceeded
0.32.2728 Therefore, the Varimax rotation, one of the orthogonal
rotation methods, was used in factor rotation because there was no
correlation between the factors. The results of the exploratory factor
analysis demonstrated that the variance explained and factor
loadings of some items (items 6, 8, 9, 20, 21) were lower than 0.35.
These items with a low factor loading value (items 6, 8, 9, 20, 21)
were removed from the scale and the factor analysis was performed
again. Thus, unlike the original scale, the Turkish version of the scale
was constructed to have a three subscale structure. The analysis
demonstrated that the Kaiser-Meyer-Olkin (KMO) value was 0.79.
The result of the Bartlett’s test of sphericity was )(2 =752.527 and
considered statistically significant (P < .001). In the exploratory factor
analysis, the ULS factor extraction method and Varimax rotation
method were used and in the three-factor structure, the explained
variance was determined as 40.39. Factor loadings of the items
calculated as a result of the three-factor exploratory factor analysis
ranged between 0.42 and 0.74 (Table 6).

The original F-COPES consists of five subscales. Because the
“Passive Appraisal” subscale was removed from the scale after the
item analysis of the Turkish version of the F-COPES was performed
and the “Mobilizing to Acquire and Accept Help” subscale was
removed from the scale after the factor analysis was performed, the
scale adapted to Turkish culture has a three-factor structure. The
three-factor structure of the Turkish version of the scale was
confirmed in the present study. In the confirmatory factor analysis,
the AMOS 25.0 was used. After the confirmatory factor analysis,
factor loadings of the subscales ranged between 0.56 and 0.69 for
the Acquiring Social Support subscale, between 0.43 and 0.74 for the
Reframing subscale and between 0.53 and 0.74 for the Seeking
Spiritual Support subscale (Figure 1). The model fit indexes were as

TABLE 6 Exploratory factor analysis (n=153)
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follows: ¥ = 176.369; df = 116; x*/df = 1.52, RMSEA: 0.059, CFI: 0.90,
IFl: 0.91, GFIl: 0.88. Hoelter's critical N was determined as 134
(P=.001) (Table 7).

3.4 | Reliability-Related findings

3.4.1 | Internal consistency analysis

The Cronbach’s « reliability coefficient for the overall scale was .80.
The Cronbach’s « reliability coefficient was .83 for the Acquiring
Social Support subscale, 0.75 for the Reframing subscale, and 0.68 for
the Seeking Spiritual Support subscale. The reliability coefficients of
the subscales ranged between 0.68 and 0.83.

3.4.2 | Test retest reliability

The F-COPES was re-administered to the caregivers 3 weeks later.
The test-retest reliability was tested using the Spearman Correlation
Coefficient technique. The Spearman correlation coefficient between
the two tests was 0.64 and it was statistically significant (P =.001).
The test-retest Spearman correlation coefficient was 0.78 for the
Acquiring Social Support subscale, 0.41 for the Reframing subscale,
and 0.75 for the Seeking Spiritual Support subscale (P <.001).

4 | DISCUSSION

Chronic mental illness is a crisis situation affecting both the patient
and the whole family system. The F-COPES used to determine the
coping skills of family members contributes to the determination of
the coping status of the family in this process which requires a

Items Factor load
Acquiring social support 1. Sharing our difficulties with relatives 0.55
2. Seeking encouragement and support from friends 0.66
4. Seeking information and advice from person in other families who have faced the same or 0.65
similar problems
5. Seeking advice from relatives (grandparents, etc) 0.59
10. Asking neighbors for favors and assistance 0.71
16. Sharing concerns with close friends 0.62
25. Asking relatives how they feel about problems we face 0.52
29. Sharing problems with neighbors 0.55
Reframing 3. Knowing we have the power to solve major problems 0.69
7. Knowing that we have the strength with our own family to solve our problems 0.55
11. Facing the problems “head-on” and trying to get solution right away 0.56
13. Showing that we are strong 0.51
22. Believing we can handle our own problems 0.74
24. Defining the family problem in a more positive way so that we do not become too discouraged 0.42
Seeking spiritual support  14. Attending church services 0.54
23. Participating in church activities 0.72
27. Seeking advice from a minister 0.61
Total variance explained (%) 40.39
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FIGURE 1 Confirmatory factor analysis of the family crisis
oriented personal evaluation scale [Color figure can be viewed at
wileyonlinelibrary.com]
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holistic approach. Below is discussed the F-COPES, whose
psychometric properties are investigated in Turkish society, in light
of the following findings obtained:

The language-validity of the F-COPES was performed using the
translation-back translation method. Upon the completion of the
language validity stage, the content validity of the scale was
performed by obtaining expert opinions. At this stage, the content
validity index of item 27 (seeking advice from a minister) was
determined as 0.50. To clarify what this item meant, the author of the
scale was consulted. The author pointed out that the problems
related to the mentioned item were expected problems and were of
cultural origin. The word “minister” in item 27 is translated into
Turkish in two ways: firstly, and mostly “a head of a government
department” and secondly “a trained religious leader”. In the
language validity study of the scale we performed, the word was
used to mean “head of a government department”. However, when
we contacted the author of the scale to verify that meaning, she

stated that the emphasis was on religious values and explained what

TABLE 7 Model fit indices of the Family Crisis Oriented Personal
Evaluation Scale

Hoelter
7 df P x%/df RMSEA GFI CFl IFl (P=.01)

176.369 116 0.00 152 0059 088 090 091 134

was meant by the item. Based on her explanation, item 27 was
revised and the word “minister” was used to mean a trained religious
leader. The low level of the item content validity index of item 27 was
thought to result from the fact that the word “minister” was not used
the same way the author used it; therefore, this item was not
excluded from the scale.

The three items included in the same subscale which posed
difficulty while they were interpreted during content validity were on
spiritual values too. Although the equivalence of “church services”
mentioned in the original scale is “mosque services” in Turkish
society, the term “religious services” was used instead of “mosque
services” not to make religious discrimination. To ensure the
compatibility of these items to Turkish culture, support was obtained
from both the experts and the author of the scale, and the items took
their final forms.

When the item analysis was performed, it was decided to remove
some of the items from the scale. Of these items, 12, 17, 26, and 28
are in the Passive Appraisal subscale, and high scores obtained from
these items indicate that the coping behavior displayed is not
positive. The Spearman correlation coefficient of all the items in this
subscale was negative, low and statistically insignificant. In another
study conducted with the caregivers of patients with schizophrenia,
the psychometric properties of the F-COPES were examined, and the
correlation coefficients for this subscale were negative and low as in
the present study. This was explained as follows: Of the coping
strategies, the passive appraisal was not perceived as a method of
coping with stressors by the participants in the sample of that
study.’* However, these items were not perceived negatively by
caregivers in Turkish culture. In Turkish culture, coping with a
problem over time, an emotion-focused coping style, is a common
form of coping with mental illnesses.2? That is why these items are
considered negative and statistically insignificant in the caregiver
group studied because of the cultural effect. The item-total score
correlation coefficient of Item 19 (doing things with relatives; get-
togethers, dinners, etc) was similarly low and statistically
insignificant. The low correlation coefficient of this item in the
Turkish sample may be due to family stigma. The prejudiced and
discriminatory approach of the society towards families, referred to
as “courtesy stigma” in the literature, can lead to the family’s social
withdrawal. Caregivers are socially affected due to stigmatization,
hide their

socially.3%%! Social withdrawal due to stigmatization suggests that

relative’s mental illness and isolate themselves
social withdrawal may cause caregivers to avoid sharing difficulties
with relatives as a method of coping and cause them to fail to share
the problems they experience with their relatives.

Unlike the original structure, the three-factor structure was
confirmed in Turkish society. Therefore, the “Passive appraisal”
and “Mobilizing to acquire and accept help” subscales were
excluded from the scale. In the validity and reliability studies of
the scale, while the original structure was retained in some
studies,®? a different structure was observed in some other
studies.!? The factor loadings of the subscales of the scale

ranged from 0.42 to 0.74 and accounted for 40.39% of the
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variance. As stated in psychometric studies, factor loading values
should be 0.40 and above.!® Therefore, the factor structure
obtained in the present study was considered to be within the
limits stated in the literature. The validity and reliability study
conducted with a Portuguese sample yielded a 7-factor structure
and it was recommended that the last two subscales should not be
used due to their poor internal consistency.'® If the RMSEA value,
one of these fit indices, is below 0.05, it shows a good fit and if it is
below 0.08, it indicates an acceptable fit.2>?* The RMSEA value
obtained from the scale structure was 0.05, which was within
acceptable limits.

In McCubbin et al’s®® original study of the scale, the Cronbach’s «
reliability coefficient of the overall scale was .81. The Cronbach’s «
value of the overall scale in the present study was .80, consistent
with that of the original study. In the original structure, reliability
coefficients ranged between .63 and .83. In the present study,
reliability coefficients ranged from 0.68 to 0.83, as in the original
structure. In the Turkish version of the scale, the subscale “Mobilizing
Family to Acquire and Accept Help” was not included in the structure
due to the low factor loadings of its items. In Batra et al's®*
descriptive study conducted to determine the coping skills of
caregivers of patients with schizophrenia, the coping strategy of
Indian caregivers for the “Mobilizing Family to Acquire and Accept
Help” subscale was their weakest coping skill. This result is consistent
with the result related to Turkish society. The low score obtained
from the “Mobilizing Family to Acquire and Accept Help” subscale
might be due to the lack of support services or the lack of continuity
of services in the health care system targeting families, or families’
lack of awareness of existing services in Turkey. Families have
problems accessing services to provide them with professional
support while they cope with mental illnesses.> This result of the
present study is thought to be an indicator of this finding. The
test-retest reliability coefficient measured with the Spearman
0.64. The
coefficients for the subscales ranged from 0.41 to 0.78. This result

correlation coefficient was test-retest reliability
is lower than the results of the adaptation studies performed to
investigate the psychometric characteristics of the F-COPES. In
Hassani et al's study,3? the test-retest reliability correlation
coefficient of the scale for a 4-week interval was 0.81. The
test-retest correlation coefficient for the subscales of the original

scale ranged from 0.61 to 0.95.33

One of the factors thought to lead
to this difference was probably due to the fact that the caregivers
who completed the scale through face-to-face interviews at the
pretest completed the scale by answering the researchers on the

telephone at the posttest.

5 | STRENGTHS AND LIMITATIONS OF
THE STUDY

The study has its strengths and limitations. One of the strengths of
the study is that the scale adapted into Turkish is a specific scale

which measures families’ problem solving and coping skills in the
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process of providing care to patients with a chronic mental illness,
and whose validity and reliability study has been conducted in many
languages. In this respect, it provides an opportunity for researchers
to compare similar studies conducted in this field and it meets an
important need to measure coping skills of families giving care to
patients with a chronic mental illness in Turkish culture. On the other
hand, it has some limitations. One of them is the sample size. As is
known, the large sample size reduces the sample size-related
errors??; thus, including a sufficient number of participants in the
sample is of great importance in achieving a reliable factor analysis.
The larger sample size is needed to obtain more stable results. In the
present study, only 153 caregivers were reached because of barriers
in reaching caregivers. After the analysis of the data regarding 153
caregivers, Hoelter index value was obtained as 134. In the literature,
it is recommended that the value of the Hoelter index should be
more than equal to 200 if there are no barriers to achieve the sample
size.®¢ Therefore, not being able to achieve the recommended sample
size was another limitation of this study. Because the size of the
sample was below the criteria mentioned in the literature, it is
recommended that this result should be taken into account when the
confirmatory factor analysis results are used. Due to the same
reason, when the retest data were collected, the caregivers were

contacted by telephone.

6 | IMPLICATIONS FOR NURSING
PRACTICE

It was regarded that the F-COPES, which assesses the families’ ability
to cope with the crisis emerging when a family member has a chronic
mental illness, can be used in the Turkish population and that its
psychometric properties were at an acceptable level. It is thought that
it would be useful to use the F-COPES in the assessment of coping
behaviors of individuals/family members who give care to patients
with a chronic mental illness, and that it can be used as measurement
tool in studies to be conducted with caregivers of patients with a
chronic mental illness to assess their coping skills.

It is thought that the FCOPES could be used in planning
descriptive or experimental family intervention studies for
individuals who give care to patients with a chronic mental illness,
evaluating the effectiveness of the intervention, and assessing the
problem solving and coping status of caregivers. Moreover, the
results obtained through the administration of the scale will
contribute to the determination of the issues related to caregivers’
needs and the planning and implementation of counseling and
psychiatric nursing interventions in these areas. The fact that the
F-COPES has a strong conceptual and theoretical basis will also
make it possible to test the nursing model in studies in which the
scale will be used.

It is recommended to conduct studies to investigate the coping
status of family members by using the F-COPES. In line with the
results of the study, it is also recommended that studies in which the

F-COPES is used should be performed to compare coping skills of
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families giving care to patients with chronic mental illnesses. It is also

recommended to develop scales aimed at assessing families’

strategies to cope with the chronic mental illness in Turkish culture.
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