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STRATEGII DE COPING ALE FAMILIEI IN CAZUL IMBOLNAVIRII
UNUI PARINTE DE TRAUMATISM CRANIO-CEREBRAL SEVER SAU
MEDIU CA PUNCT DE PORNIRE IN ORIENTAREA INTERVENTIEI
PSIHOLOGICE PSIHOPROFILACTICE

FAMILY COPING STRATEGIES WHEN A PARENT HAS A SEVERE
OR MEDIUM CRANIO-CEREBRAL TRAUMATISM AS A STARTING
POINT IN PSYCHO-PROPHILACTICAL INTERVENTION

Florentina Palada

REZUMAT

Cunoagterea strategiilor de coping ale familiei in situatia imbolndvirii brugte a unui pirinte constituie un factor de bazi al
interventiei terapeutice preventive. Aceste strategii pot fi evaluate prin instrumente specifice, iar datele obtinute reprezinti un
punct de pornire pentru interventia psihoprofilactici. Sunt prezentate datele prelucrate statistic referitoare la strategiile de coping
de la nivelul familiei (chestionare F-COPES i FAD), precum si concluziile mai largi ce decurg din analiza sinteticd a datelor din
studiu. Aceste date pot fi extrapolate si la alte categorii de boli ce au un debut brusc.

Cuvinte cheie: strategii de coping, psihotraum, psihoprofilaxie, disstres, rezilientd, consiliere psihologica.

ABSTRACT

Knowledge of the family coping strategies when a parent suddenly became ill constitutes a basic factor of preventive therapeutic
intervention. They can be evaluated by specific instruments and the data can represent a starting point for psycho-prophilactical
intervention. The articol presents the statisticaly data about the family coping strategies (F-COPES and FAD questionaires)
and the larger conclusions of this research. This data could be extinguishing to the other illness category wich starts suddenly.
Key words: coping strategies, psycho-trauma, psycho-prophilaxy, distress, resilience, psychological counseling.
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(Family Crises Oriented Personal Scales), FAD
(Family Assesment Device), BADO-C (Documenta-
tion of Socio-Demographic and Socio-Economical
Status), Index Karnofsky.

Chestionarele au fost aplicate in 2 momente:

1 Momentul initial (T0): prima aplicare a fost
ficuta in spital att parintelui sindtos cit si copilu-
lui (cu ocazia unei vizite la pirintele bolnav). Ele au
fost completate in prezenta psihologului care pen-
tru a putea rispunde oricirei neintelegeri i a miri
acuratetea datelor.

i Momentul final (T2): reevaluarea a fost
ficutd dupi 6 luni de la momentul To la domiciliul
familiei. Aplicarea s-a ficut de asemeni in prezenta
psihologului atat pirintelui de sprijin cat si copilului.

In articolul prezent propun analiza datelor obtinute
prin aplicarea a 2 dintre chestionarele cercetirii, cele re-
feritoare la evaluarea functiondrii familiei ca i intreg pe
durata expunerii la psthotraumi: F-COPES si FAD.

F-COPES (Family Crisis Oriented Personal
Scales, Hamilton, 2000) evalueazi stilul de coping
al familiei. Scalele “Family Crisis Oriented Personal
Evaluation” sunt concepute pentru a inregistra ati-
tudinile si comportamentele efective de “problem-
solving” — rezolvarea problemelor- pe care familiile le
adopta ca raspuns la probleme si dificultiti.

Tabelul 1. Caracteristicile lotului de subiecti analizat (comun T0 ... T2)

Chestionarul cuprinde 30 de itemi, fiecare dintre
ei evaluind intensitatea descrierii pe o scald Lickert
cu 5 trepte: 1="dezacord puternic”, iar 5="acord put-
ernic”. Scorul total, precum si cel al fiecirei scale in
parte aratd gradul in care familia foloseste o strate-
gie specificd de coping. Chestionarul a fost completat
de pirintele sinitos, iar datele obtinute se referi la
urmitoarele scale: Cautarea sprijinului, Restructurare,
reorganizare, Orientarea citre sprijin spiritual, Mobi-
lizarea familiei catre cdutarea si acceptarea ajutorulu,
Evaluarea pasiva.

FAD (Family Assessment Device de Epstein, Bal-
dwin si Bishop 1983) este un chestionar pentru eva-
luarea functiondrii familiei ca un intreg. Contine 60
de itemi, alegerea facindu-se pe o scald Likert cu 4
trepte: “acord sustinut”, “acord”, “dezacord”, “dezacord
sustinut”. Scorurile inalte indici un grad inalt de
disfunctionalitate a familiei. Dimensiunile sunt:
Functionare generald, Rezolvarea de probleme, Comuni-
care, Roluri, Receptivitatea afectivd, Implicare, Control
comportamental.

Lotul cercetirii cuprinde un numir de 58 familii
(ulterior au ramas 52 in analiza comuni) legal con-
stituite, cu copii cu varste cuprinse intre 6-17 ani, fa-
milii in care unul din périnti a suferit un traumatism
cranio-cerebral sau medular sever sau mediu.

Numir de familii 52 familii
Sexul pirintelui bolnav 33 tati (bdrbati) 19 mame (femei)
Sexul copilului 20 bieti 32 fete

Virsta copilului

15 copii mici (7-12 ani)

37 copii mari (13-18 ani)

Copil unic la parinti? 18 copii unici

34 copii cu frati / surori

Acordarea de consultanti

26 familii probant (au primit consiliere)

26 familii martor (nu au primit consiliere)

Organizatorii studiului au impdrtit de manierd
aleatorie grupul cercetat in doud subgrupuri aproxi-
mativ egale ca volum si a acordat primului subgrup
(grupul probant) 4 sedinte de consiliere psihologicd in
decursul celor 6 luni in care s-a desfisurat cercetarea,
in timp ce celui de-al doilea subgrup (grupul martor) i
s-a oferit ]a momentul initial al desfdsurdrii cercetirii
(t0) o brosuri informativi.

Ipotezele studiului isi propun o investigare cu valo-
are descriptivd a fenomenului i o analizi comparativd
longitudinali si transversald in functie de variabilele
naturale (sex, vérsta copilului, sexul parintelui bolnav)
precum si de variabila experimentald (acordarea de
consiliere lotului probant). Investigatia statistici se

concentreazd pe punerea la indoiald a ipotezei nule,
cum ci nu existd nicio diferentd intre diversele catego-
rii de subiecti generate de variabilele luate in analiza.
Analiza comparativi longitudinali: TO vs T2
Pentru inceput, si studiem felul in care strategiile
de coping in familie au evoluat de la momentul initial
la cel final in randul intregului esantion de copii, in-
diferent de caracteristicile acestora, la nivelul celor 6
indici sintetici ce au rezultat din agregarea celor 30
de indicatori ai chestionarului FCOPES: adaptarea
generali (etichetatd “Total”in grafice) si cele cinci di-
mensiuni postulate de autorii testului FCOPES: spri-
jinul social, redefinirea situatiei (reframing), sprijinul
spiritual, mobilizarea familiei si evaluarea pasivi.
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ANALIZA F-COPES

Strategii de coping in familie (FCOPES)
30 itemi initiali. Valori medii. In ordinea descrescéatoare a mediilor
Evolutie t0 ... t2
N = 52 cazuri (cazuri comune t0 & t2)
diferentd semnificativa diferenta semnificativa
5.0 o
4.5 N
SRR
4.0 P ©
53 2 8% 88 8o o e,
3.5 ~ o oS e @ N N
© oR 92 Go o o 0
3.0 o o3 WMo o I
© N o o
o ~ ol <+ X
25 i 2o S
= = 35 22 25 ©
o~ 3 ©
2.0 R
15
10
05
0.0 = - p - . -
S E% .3 & %52, $ 3 ¢ 5 £ 5 3§ $ %5 $ 3.5 s 2 F T E OB & E. 0§ o°® 93
g3 32 %E 5 23 g % 3 E: § § 2 2§ 2 . % 2%z ¢ g§,83 % 8z & g% 3 8 3%
82 53 B8 ¢ 55 3% 3 f. 88 % 2 5 f8 = ¢ =fF £ §82 &, 2 TEES = 3 %% 33 5z 3¢ @
GE g8 28 T g S8 g =22 55 3 & ¢ §e §F £ €€ § 23 32 @ $% 5§53 = £ s& § ET E 85 =
§6 £5£5 5 g: %f 7 £8 Bt £ 0§ ¢ R gf 7 2% F 5% B % 53 B § o3 £% ¢ o3P 8 2 €
8¢ ® 3 g£§ 88 = £ g& E 3 g0 8 E < Ee 3 £ g8 £ %8s 8 ©
z8 g2 2 8 § <8 @ ®g o P a
< 8
Fig. 1. Evolutia strategiilor de coping in familie (FCOPES) de la momentul initial TO la cel final T2 al cercetdrii.
Probabilitatea de acceptare a ipotezei nule
Indicii FCOPES TO T2 Diferenti HO0:T0 =T2
p (sig, 2-tailed)
TOTAL (Adaptare generali) 41% 43% 3% 0.341
E. Evaluare pasivi 65% 67% 2% 0.467
D. Mobilizarea familiei 48% 56% 7% 0.035
A. Sprijin social 51% 53% 2% 0.446
B. Redefinire (reframing) 41% 34% -7% 0.023
C. Sprijin spiritual 31% 32% 1% 0.751

Tabelul 2. Evolutia strategiilor de coping in familie (FCOPES) de la momentul initial TO la cel final T2 al cercetirii. Indicatori sintetici

standardizati. Valori medii (centile)

ANALIZA FAD

Analiza comparativi longitudinali: TO vs T2

Trecem asadar direct la studiul comparativ al fe-
lului in care strategiile de functionare in familie
evidentiate de testul FAD au evoluat in randul in-
tregului esantion analizat, indiferent de caracteristi-
cile acestora, la nivelul celor 7 indici ai chestionaru-
lui FAD: functionarea generali (etichetatd “Total” in
grafice) si cele sase dimensiuni distincte: rezolvare de
probleme, comunicare, roluri in familie, receptivitatea
afectivd, implicare afectivi si control comportamental.

In urma analizei statistice a datelor culese de la
lotul intrat in studiu putem formula urmitoarele con-
cluzii semnificative statistic:

1. Categoriile la care amenintarea psihotraumei
este mai mare, identificate ca urmare a analizei
statistice comparative a diverselor subloturi sunt:
“a f1 copil unic”, “a fi copil mic”§i “a avea mama
bolnavd”. Dimensiunea strategiilor de coping se
relationeazi cu cea a factorilor de risc.

2. Lotul parintilor de sprijin cu mai multi copii
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Dife- Probabilitatea de acceptare a ipotezei nule HO:
T0 T2 o |T0=T2
ren p (sig, 2-tailed)
7 TOTA.L y 1.9 1.9 0.0 0.69
(Functionare generali)
6 Controlul comportamental 2.4 2.3 0.1 0.07
3 Rolurile in familie 2.3 2.3 0.0 0.79
5 Implicarea afectivi 22 2.2 0.0 0.92
4 Receptivitatea afectivi 2.1 2.2 0.0 0.78
2 Comunicarea 2.1 2.1 0.0 0.82
1 Rezolvarea de probleme 1.9 1.9 0.0 0.50

Tabelul 3. Evolutia dimensiunilor de functionare in familie (FAD) de la momentul initial TO la cel final T2 al cercetdrii. Indicatori sinteti-
ci. Scoruri medii standardizate

percepe ci are resurse emotionale mai putine
de a face fatd situatiei ( strategia de coping
“mobilizarea familiei”, 59% la TO la pirintii
cu copil unic, 42% la TO la cei cu mai multi
copii), insd, din contri, copiii din familiile res-
pective sunt mai bine adaptati.

Lotul pirintilor de sprijin cu copil unic
considerd ci reugeste si facd fati situatiei in
familie (“mobilizarea familiei” 59% la TO fatd
de 42% la pirintii cu mai multi copii), insi co-
pilul unic se percepe ca fiind mai vulnerabil, cu
mai multe responsabilititi $i mai putin capabil
sd se descurce. Fapt care este important pentru
serviciile de consiliere, pentru a avea in vedere
vulnerabilitatea mai mare a copilului unic.
Rispunsul la psihotraumi este statistic sem-
nificativ diferit la lotul de fete si biieti. Fetele
din lot constientizeazi de la inceput mai bine
situatia, sunt mai preocupate de rezolvarea
problemelor din familie §i trdiesc din punct
de vedere emotional mai intens situatia (din
diferentele de incidente prezentate anterior).
In schimb, biietii din lot la inceput sunt “mai
departe” de ce se intdimpld in familie §i se
implicd in noua situatie din familie mai tarziu,
ceea ce aratd ci sunt mai vulnerabili §i ci au
apdrdri mai puternice.

Variatiile mici de la momentul initial la mo-
mentul final al cercetirii, faptul ci incidentele
stategiilor de coping rimin crescute si la
sase luni de la traumd aratd cd raspunsul la
psihotraumi are o mare intindere in timp si
cd mediul continud si fie perceput ca fiind

amenintitor. Ceea ce se poate constitui intr-
un alt factor de risc pe termen lung.

Un alt factor de risc identificat este sexul
périntelui bolnav, intensitatea disfunctionali-
titii in familie fiind mai crescutd in familii-
le cu mame bolnave, ceea ce arati ci mama
reprezintd nucleul relationdrii si sprijinului
emotional pentru copii in familie.

Evaluarea datelor statistice la cei cu consilie-
re fatd de cei care au primit brogurd aratd ci in
urma consilierii la nivelul strategiilor de co-
ping s-a imbunatitit semnificativ statistic ca-
pacitatea de evaluare si re-evaluare a situatiilor
apirute si a crescut flexibilitatea de alua in cal-
cul informatiile nou apirute la lotul probant
(de 1a 83% 1a TO la 96% la T2), in timp ce la
lotul martor a rimas la aceleasi valori (69% la
TO0 i 69% la'T2) ceea ce arati la lotul probant o
crestere a capacitatii de adaptare la prezentul in
permanentd schimbare, in timp ce alte strategii
au rimas la incidente similare.

S-au evidentiat in cele 6 luni procese de
convergentd (fenomene care variau la TO,
iar la T2 isi reduc sau anuleazi variatia)
divergenta (fenomene care la TO nu variau,
iar 1a'T2 au prezentat o variatie semnificativi)
si egalitate ale strategiilor de coping la copii
in functie de variatia semnificativ statisticd a
acestora intre TO i T2 pe cele 5 categorii de
variabile. Intensitatea modificirilor apare pe
categorii de variabile astfel: “varsta copiilor”
(70% modificiri la cele 10 strategii de coping),
“sexul périntelui bolnav”(60%), “sexul copii-
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lor”(40%), “copil unic/cu frati”(40%), consiliere
psihologici’(30%). Dintre ele sunt 32% proce-
se de divergenta si 12% de convergentd. Dintre
strategiile de coping variatiile cele mai inten-
se sunt la: “gindirea dezirabili’(3 divergente,
1 convergentd si o diferentd continud), “di-
stragere” (2 divergente, 1 convergenti), “re-
glare emotionald” (3 divergente), “rezolvarea
problemelor” (1 convergentd, 1 divergentd, 1
diferentd continud), “restructurare cognitivi’
(2 divergente). Putem sintetiza este vorba de
un proces ce se deruleazd in timp, ci existd o

Since the response modalities in the case of sudden
illness by prin severe or medium cranio-cerebral tra-
uma of one of the parents over tha family as a system
and especially over the children is rarely approached
in the specialist documentation in the world, and in
out country it is a novelty, I have endeavoured throu-
gh this research to identify and to follow for 6 months
the psychological reactions which occur in the situati-
on described above. I evaluated these highly complex
internal psychological processes in children and in the
support parents with the help of the following instru-
ments: KIDCOPE (Checklist for Coping Strategies),
F-COPES (Family Crises Oriented Personal Scales),
FAD (Family Assessment Device), BADO-C (Do-
cumentation of Socio-Demographic and Socio-Eco-
nomical Status), the Karnofsky Index.

'The questionnaires were applied in two moments:

i 'The initial moment (TO0): the first iteration
was performed in hospital both to the healthy parent
and to the child (on the occasion of a visit to the ill
parent). They were completed in the presence of the
psychologist in order to allow the clarification of any
misunderstanding and in order to increase the accu-
racy of the data.

i The final moment (T2): re-evaluation was
made six months after the moment TO in the family’s
home. The second iteration was also performed in the
psychologist’s presence, both to the supporting parent
and to the child.

In this articol I propose data analyses of the 2
folowing scales refering to the evaluation of family
functioning as a whole during the exposure period to
the psychotrauma: F-COPES and FAD.

F-COPES (Family Crisis Oriented Personal Sca-

inertie a destdgurdrii proceselor psihice gene-
rate de traumi care necesitd monitorizare pe
timp indelungat, nu doar punctuali in zona de
expunere la traumi.

9. Aceste familii se striduiesc si faci fatd
situatiei de viatd prin care trec §i au nevoie de
un sprijin din exterior: persoane din anturajul
apropiat cu care si poatd simti ci “Impart”
suferinta, precum si interventie specializatd
care si se adreseze fenomenelor psihice ce
apar In aceastd situatie traumaticd, descrise pe
larg pand acum.

les, Hamilton, 2000) evaluates the family’s coping
style. The “Family Crisis Oriented Personal Evalua-
tion” scales are conceived to record the actual “pro-
blem-solving”attitudes and behaviours which families
adopt as a response to problems and difhculties.

The questionnaire contains thirty items, each
of which evaluates the intensity of description on a
five-step Lickert scale: 1="strongly disagree”, and
5="strongly agree”. The total score, as well as the score
of each individual scale, shows the degree to which
the family uses a specific coping strategy. The questi-
onnaire was completed by the healthy parent, and the
data thus obtained refer to the following scales: Loo-
king for support, Restructuring, reorganization, Orien-
tation towards spiritual support, Mobilising the family
towards seeking and accepting help, Passive evaluation.

FAD (Family Assessment Device by Epstein,
Baldwin and Bishop, 1983) is a questionnaire for the
evaluation of the functioning of the family as a whole.
It contains sixty items, and the choice is made on a
four-step Likert scale: “strongly agree”, “agree”, “di-
sagree”, “ strongly disagree”. High scores indicate a
high degree of family disfunctionality. The dimensi-
ons are: General functioning, Problem solving, Commu-
nication, Roles, Affective receptivity, Involvement, Be-
haviour control.

The lot of the research comprises a number of
58 legally constituted families, with children aged
between 6-17, families in which one of the parents
suffered a severe or medium cranio-cerebral or me-
dular trauma.

The study’s organisers randomly divided the
group under research into two subgroups approxi-
mately equal in point of volume and offered the first
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Number of families 52 families
Gender of the ill parent 33 fathers (men) 19 mothers (women)
Child’s gender 20 boys 32 girls
Child’s age 15 small children (7-12 years old) 37 grown children (13-18 years old)
An only child? 18 only children 34 children with siblings
Granting of counseling 26 probationary families (received counseling) | 26 witness families (did not receiv counseling)

Chart 1. Characteristics of the analysed lot of subjects (common T0 ... T2)

subgroup (the probationary group) four sessions of
psychological counseling throughout the six months
during which research took place, whereas the second
subgroup (the witness group) was oftered an informa-
tive pamphlet at the initial moment of the research
performed(t0).

This paper’s hyotheses aim at an investigation
with descriptive value of the phenomena, but also
a transversal and longitudinal comparative analysis
according to natural variables (gender, the child’s age,
the ill parent’s gender), as well as an experimental va-
riable (offering counseling to the probatory lot). The
statistic investigation focuses on doubting the null
hypothesis, namely that there is no difference among
the categories of subjects generated by the variables
under analysis.

Strategii de coping in familie (FCOPES)

30 itemi initiali. Valori medii. In ordinea descrescéatoare a mediilor

Evolutie t0 ... t2

N = 52 cazuri (cazuri comune t0 & t2)

diferenta semnificativa

F-COPES ANALYSIS

30 initial items. Medium values. In decreasing or-
der of averages.

Evolution t0...t2

N=52 cases (common cases t0 & t2)

significant difference significant difference

Longitudinal comparative analysis: T0 vs T2

To begin with, let us study the way in which co-
ping strategies in the family have evolved from the
initial moment to the final one in the entire lot of
children, irrespective of their characteristics, on the
level of the six synthetic indices that resulted from
the aggregation of the 30 indicators of the FCOPES
questionnaire: general adaptation (labeled “Total” in
the charts) and the five dimensions postulated by

diferenta semnificativa
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(Line by line: Coping strategies in the family (FCOPES)
Fig. 1. Evolution of coping strategies in the family (FCOPES) from the initial moment T0 to the final one T2 of the research.
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the authors of the FCOPES test: social support, re-
framing the situation, spiritual support, the family’s
mobilisation and passive evaluation.

FAD ANALYSIS

Longitudinal comparative analysis: TO vs T2

We shall move on therefore to the comparative
study of the way in which the functioning strategies
in the family set forth by the FAD test evolved in the
entire analysed lot, irrespective of their characteristics,
on the level of the 7 indices of the FAD questionnai-
re: general functioning (labeled “Total” in the charts)
and the six si distinct dimensions: problem solving,
communication, roles within the family, affective re-
ceptivity, affective involvement and behaviour control.

After the statistic analysis of the data obtai-

ned from the lot under study we can formulate the
following statistically significant conclusions:

1. 'The categories for which the psycho-trauma
threat is greater, identified as a result of com-
parative statistic analysis of various sublots
are as follows: “being an only child”, “being a
small child” and “having the mother ill”. The
dimension of coping strategies is correlated
with the one of risk factors.

2. 'The lot of support parents with more children
senses that it has fewer emotional resources
to cope with the situation (the coping strat-
egy “family mobilisation”, 59% at TO for the
parents with a single child, 42% at TO for the
parents with several children), yet, on the con-
trary, the children in those families are much
better adapted.

3. 'The lot of support parents with a single child

believes it manages to cope with the situation

in the family (“family mobilisation” 59% at
T0 as compared to 42% in the case of parents
with several children), yet the single child per-
ceives himself as being more vulnerable, with
more responsabilities and much less capable
to cope. Fact which is important for the coun-
seling services, in order to bear in mind the
greater vulnerability of the single child.

'The response to psycho-trauma is significantly
different, from a statistical point of view, in the
lot of girls and boys. The girls in the lot from
the very beginning have a better awareness of
the situation, are more preoccupied with solv-
ing the family problems and live through the
situation at a higher level of intensity (from
the differences in incidences presented previ-
ously). Conversely, the boys in the lot at the
beginning are “farther away” from what is go-
ing on in the family and get involved into the
new situation in the family later on, which
shows that they are more vulnerable and that
they have stronger defences.

The small variations from the initial moment
of the research to the final one, the fact that
the incidences of the coping stategies stay
high even six months after the trauma show
that the response to psycho-trauma has a
larger extent in tima and that the environment
continues to be perceived as being threaten-
ing. Which may constitute another long-term
risk factor.

Another identified risk factor is the ill parent’s
gender, the intensity of the disfunctionality in
the family being more increased in the fami-
lies with ill mothers (pct.5,d), which goes to
show that the mother represents the nucleus

Probability of accepting the null hy-
FCOPES indices TO T2 Difference pothesis H0: TO = T2
p (sig, 2-tailed)
TOTAL (General adaptation) 41% 43% 3% 0.341
E. Passive evaluation 65% 67% 2% 0.467
D. Family’s mobilisation 48% 56% 7% 0.035
A. Social support 51% 53% 2% 0.446
B. Reframing 41% 34% -7% 0.023
C. Spiritual support 31% 32% 1% 0.751

Chart 2. Evolution of the a coping strategies in the family (FCOPES) from the initial moment T0 to the final one T2 of the research.

Standardised synthetic indicators. Medium values (percent)

Journal of Romanian Child and Adolescent Neurology and Psychiatry - 2012 - 15%vol. - no. 2 61



FLORENTINA PALADA ¢ Family coping strategies when a parent has a severe or medium cranio-cerebral traumatism... CLINICAL STUDY

Diffe- Probability of accepting the null
TO T2 e hypothesis H0: T0 ="T2
rence ) .
p (sig, 2-tailed)
TOTAL
7 (General functioning) 19 19 0.0 0.69
6 Behaviour control 2.4 23 -0.1 0.07
3 Family roles 23 23 0.0 0.79
5 Affective involvement 22 22 0.0 0.92
4 Affective receptivity 2.1 22 0.0 0.78
2 Communication 2.1 2.1 0.0 0.82
1 Problem solving 1.9 1.9 0.0 0.50

Chart 3. Evolution of the functioning dimensions within the family (FAD) from the initial moment TO to the final one T2 of the re-
search. Synthetic indicators. Standardised average scores

of relation-building and of emotional support
for the children in the family.

The evaluation of statistical data from those
with counseling against thedata from those
who only received the pamphlet shows that,
following the counseling, on the level of cop-
ing strategies, statistically, there was a signifi-
cant improvement of the capacity to evaluate
and to re-evaluate the situations that occur
and there increased the flexibility of taking
into account the newly-emerged informa-
tion in the probatory lot (from 83% at TO to
96% at T2), whereas in the witness lot it stayed
at the same values (69% at TO and 69% at T2),
which, in the case of the probatory lor, shows
an increase of the capacity for adaptation to
the ever-changing present, whereas other
strategies remained at similar incidences.
There became apparent over the 6 months
processes of convergence (phenomena that
varied at T0, and at T2 reduce or eliminate
their variation), divergence ( phenomena that
did not vary at T0, and at T2 featured a sig-
nificant variation) and equality of the coping
strategies according to their statistically sig-
nificant variation between TO and T2 over
the 5 categories of variables. The intensity of
changes appears in categories of variables as
follows: “children’s age” (70% changes for the
ten coping strategies), “the ill parent’s gen-
der”(60%), “children’s gender”(40%), “single
child/with  siblings”(40%), “psychological

counseling”(30%). Among them, there are
32% divergence processes and 12% conver-
gence ones. Among the coping strategies, the
most intense variations are at: “wishful think-
ing” (3 divergences, 1 convergence and a con-
tinuing difference), “distraction” (2 divergenc-
es, 1 convergence), “ emotional regulation” (3
divergences), “problem solving” (1 conver-
gence, 1 divergence, 1 continuing difference),
“ cognitive restructuring” (2 divergences). In a
nutshell, we can state that it is a process which
unfolds in time, that there is an inertia of the
occurrence of psychological processes gener-
ated by the trauma which necessitate long-
term monitoring, not only punctual monitor-
ing in the interval of exposure to trauma.

These children strive to cope with the life situ-
ation they go through and need external sup-
port: people from the close social circle with
whom they can feel they “share” the sufferance,
as well as a specialised intervention which
should address the psychological phenomena
which occur in this traumatic situation, and
which were described in detail until now.
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