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Abstract.
BACKGROUND: U.S. military personnel face challenging situations including frequent deployments, family separations,
and exposure to war. Identifying coping strategies used by the most resilient service members and veterans could positively
influence military resiliency training programs.
OBJECTIVE: The purposes of this paper are to investigate the relationship between coping and resilience among U.S.
military active service members and veterans, to identify the coping strategies used by those considered most resilient, and
to discuss coping and resilience as they relate to the workplace.
METHODS: U.S. military active service members and veterans (N = 191) completed a demographic survey and two self-
report questionnaires: The 14-Item Resilience Scale [1] and the Brief COPE [2].
RESULTS: Active duty service members had higher resilience scores than veterans (p < 0.05), but both fell into the moderate
range. Coping strategies were not significantly different between the two groups (p > 0.05). Active service members’ resilience
was predicted by their use of positive reframing and less use of self-blame as coping strategies, accounting for 52.3% of the
variance (R2 = 0.523, F(2, 60) = 32.92, p = 0.000). Veterans’ resilience was predicted by longer time-in-service, greater use
of humor, and less use of self-blame as coping strategies, explaining 44.8% of the variance (R2 = 0.448, F(3, 116) = 31.408,
p = 0.000).
CONCLUSIONS: This research identifies the positive coping strategies, and least-used negative coping strategies, of the
U.S. service members and veterans in our study population with higher resilience scores. Incorporating this information into
military- or veteran-based resilience training is likely to increase training effectiveness.
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1. Introduction

Members of the U.S. military confront trials unique
to their profession, especially during war. They are
exposed to the horrors of war either by direct encoun-
ters or through the injuries and deaths of their fellow
service members. Many service members deploy
multiple times, often within short periods of time. In
addition to exposure to combat itself, deployments
bring prolonged family separations and require skills
that may have only been employed during training
exercises. Military life in general is stressful with fre-
quent relocations, building new support systems with
each move, long work hours, and the knowledge and
reality that the mission always comes first.

Optimally, military service members are resilient,
that is, they positively adapt when faced with
challenges and adversity [3] (See Box 1). Positive
adaptation refers to the ability to maintain equi-
librium or ‘bounce back’ from trauma, without
developing psychological or psychiatric pathology
and without sacrificing functional capabilities or
social appropriateness [4]. A description of personal
resilience can be found in Rice and Liu [5], within
this special edition of WORK.

Box 1. Resilience defined.

Resilience
is the ability of a person, who has been exposed to
a traumatic event, to maintain or quickly return to,
a healthy and stable state, physically, cognitively,
emotionally, and behaviorally.

Coping refers to taking action to deal life’s prob-
lems, both large and small [6-9], and has been
described as “constantly changing cognitive and
behavioral efforts to manage specific external and/or
internal demands that are appraised as taxing or
exceeding the resources of the person” [6] (p. 141).
While resilience refers to positive adaptation, cop-
ing techniques can be either positive (i.e., direct
problem solving) or negative (i.e., avoidance or sub-
stance abuse). The relationship between coping and
resilience warrants further investigation [5]. While it
would seem that a person’s ability to cope with life sit-
uations might promote their resilience, and that both
coping and resilience may well impact one’s abil-
ity to function successfully at work (and at home),
these relationships have not been fully examined. The
coping strategies of active duty and veteran popula-
tions, along with their potential impact on personal
resilience have yet to be explored. The purposes of

this paper are to examine the relationship between
coping and resilience among a population of U.S.
military active service members and veterans, includ-
ing identifying their coping strategies, distinguishing
the coping strategies used by those with the highest
resiliency scores, and reviewing coping and resilience
as they relate to the workplace.

2. Methods

U.S. military active duty service members and
veterans were recruited as research volunteers from
Joint Base San Antonio and the surrounding vicin-
ity. Recruiting efforts included manning booths in
Brooks Army Medical Center, outside the Post
Exchange, and at military health fairs and at newcom-
ers’ exhibitions, as well as an email announcement
at the U.S. Army Medical Department Center and
School. Volunteers were recruited for a larger study
investigating Mindfulness-Based Stress Reduction
(MBSR) [10]. The data used for this paper was
collected as part of the initial database, prior to
MBSR intervention. The study was IRB approved and
research volunteers read and completed an informed
consent form prior to participation. Participants were
not compensated for their participation.

2.1. Self-assessment surveys

Information for this paper includes self-reported
demographics and responses to the 14-Item
Resilience Scale (RS-14) [1] and Brief COPE [2].

2.1.1. Demographics
The self-report demographic questionnaire

included questions about participants’ background
information, including age, race/ethnicity, gender,
education, marital status, military status, military
branch, deployment (i.e. whether they had deployed
or not), and time-in-service. Time-in-service refers
to the amount of time an individual was employed in
active duty military service. Participants answered
the questions using a computerized questionnaire
created with Microsoft Access.

2.1.2. The 14-Item Resilience Scale (RS-14)
The 14-Item Resilience Scale (RS-14) [1] is a short

version of the Resilience Scale (RS) [11]. The RS
and the RS-14 measure resilience according to five
essential interrelated components [1]:
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• Self-Reliance – “a belief in oneself and one’s
capabilities”

• Meaning – “the realization that life has a purpose
and the valuation of one’s contributions”

• Equanimity – “a balanced perspective of one’s
life and experiences”

• Perseverance – “the act of persistence despite
adversity or discouragement”

• Existential Aloneness – “the realization that
each person’s life path is unique”

The RS-14 includes 14 items with a 7-point scale
for each item (1 = strongly disagree, 7 = strongly
agree). The total score serves as an indication of
a person’s resilience. The RS-14 has high internal
consistency reliability (0.93) and convergent validity
(r = 0.63) [1].

2.1.3. Brief COPE
The COPE Inventory seeks to measure vari-

ous coping strategies within three major schemes:
Problem-focused coping, emotion-focused coping,
and dysfunctional coping [12]. This study used the
Brief COPE inventory [2], an abbreviated version
of the COPE inventory. The Brief COPE has 14
subscales with two items within each subscale. The
time-limited format of the inventory was used, in
which each item is in present perfect tense, to acquire
participants’ current coping mechanisms. The par-
ticipants indicated the degree to which they used
coping methods on a four point scale (i.e. 1 = not at
all, 2 = a little bit, 3 = medium amount, 4 = a lot). The
test-retest reliabilities of Brief COPE subscales meet
or exceed the minimal acceptable value of 0.50 [2].
The Brief COPE demonstrated good internal con-
sistency (�> = 0.72), adequate test-retest reliability
(r> = 0.58, p < 0.001) and acceptable convergent and
concurrent validity when the items were grouped
into emotion-focused, problem-focused, and dys-
functional subscales [13].

2.2. Data analysis

Data analyses were conducted with the IBM SPSS
Statistics for Windows (Version 21, Armonk, NY:
IBM Corp, Released 2012). Descriptive analyses
included measures of frequency, percentage, range,
mean and standard deviations for demographic infor-
mation and the resilience and coping scores. Chi
Square statistics were used to examine the differences
in demographic distributions between military active
service members and veterans. Statistical analyses,

including independent-samples T-Test and Analysis
of Variance (ANOVA), were used to examine the
differences in mean values of demographic informa-
tion between active service members and veterans,
the differences in the resilience scores among demo-
graphic groups, and the use of the coping strategies
among demographic groups. Post-hoc analyses using
the Tukey HSD (Honestly Significant Difference) test
were conducted to further examine significant differ-
ences found in the ANOVA analyses. Pearson Product
Moment correlations were used to examine the
relationships between resilience scores and certain
demographic features (e.g. age, and time-in-service),
between coping scores and certain demographic fea-
tures (e.g. age and time-in-service), and between
resilience and coping scores. Linear regression anal-
yses were used to describe demographics and coping
strategies that predicted resilience. A p-value of 0.05
was used to determine significance.

3. Results

3.1. Demographics

Table 1 shows the demographics of the partici-
pants (n = 191) grouped into active service members
(n = 63, 33.0%) and military veterans (n = 128,
67.0%). Over half of the participants were male
(52.9%), Caucasian (54.5%), and married (55.0%).
Most had at least some college education (93.2%).
Active service members and military veterans were
not significantly different from one another in gen-
der, ethnicity or marital status (p > 0.05). Differences
in education level between groups (active vs. vet-
eran) were not evaluated due to the small number of
participants in the GED or high school diploma cate-
gory for active service members. Participants’ age
ranged from 24 to 74, with a mean and standard
deviation of 48.42 ± 12.23. Active service mem-
bers were younger (38.87 ± 7.98) than veterans
(53.12 ± 11.19) (t(189) = –10.10, p = 0.00).

Table 2 shows the military-specific demograph-
ics. Participants primarily served in the U.S.
Army (66.6%) and had deployed (60.7%). More
active service members had deployed (73.0%) com-
pared with veterans (54.7%) (χ2(1, N = 191) = 5.95,
p = 0.015), and more active service members (85.7%)
than veterans (57.0%) served in the U.S. Army
(χ2(2, N = 191) = 15.60, p = 0.000). Two veteran
participants did not answer the question about
time-in-service, but for the remaining participants
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Table 1
Gender, education, ethnicity, and marital status demographics

grouped by active service members and military veterans∗

Active Veteran Total
# % # % # %

Gender
Male 32 50.8 69 53.9 101 52.9
Female 31 49.2 59 46.1 90 47.1

Education
GED/high school 0 0 13 10.2 13 6.8
Some college/ 20 31.7 38 29.7 58 30.4
associate’s
Bachelors 18 28.6 34 26.6 52 27.2
Masters/doctorate 17 27.0 37 28.9 54 28.3
Other profess- 8 12.7 6 4.7 14 7.3
ional degree

Ethnicity
African American 14 22.2 33 25.8 47 24.6
Native American 1 1.6 3 2.3 4 2.1
Caucasian 36 57.1 68 53.1 104 54.5
Hispanic 9 14.3 21 16.4 30 15.7
Asian 2 3.2 2 1.6 4 2.1
Other 1 1.6 1 0.8 2 1.0

Marital Status
Married 33 52.4 72 56.3 105 55.0
Divorced 16 25.4 29 22.7 45 23.6
Widowed 1 1.6 2 1.6 3 1.6
Single/separated 12 19.0 20 15.6 32 16.8
Living with 1 1.6 5 3.9 6 3.1
significant other
Total 63 100.0 128 100.0 191 100.0

∗Totals (%) not reaching exactly 100 are due to rounding.

Table 2
Military related demographic information∗

Active Veteran Total
# % # % # %

Military Branches ∗∗
Army 54 85.7 73 57.0 127 66.5
Air Force 5 7.9 32 25.0 37 19.4
Navy/Marines/ Coast Guard 4 6.3 23 18.0 27 14.1

Has been deployed∗∗
Yes 46 73.0 70 54.7 116 60.7
No 17 27.0 58 45.3 75 39.3
Total 63 100.0 128 100.0 191 100.0

∗Totals (%) not reaching exactly 100 are due to rounding.
∗∗ p < 0.01.

(n = 189), time-in-service ranged from 1 to 34 years,
with an average of 15.44 years (±8.6). There was
no time-in-service difference between active service
members (15.65 years ± 8.05) and veterans (15.34
years ± 8.89) (p > 0.05).

3.2. Resilience

The resilience scores of all the participants
ranged from 21 to 98 with a mean and stan-

Fig. 1. The distribution of RS-14 resilience scores for all the par-
ticipants.

dard deviation of 76.52 ± 16.59. The distribution
of the resilience scores was negatively skewed (see
Fig. 1). Active service members (80.56 ± 15.31) had
higher resilience scores than veterans (74.54 ± 16.88)
(t(189) = 2.39, p = 0.018). Means and standard devi-
ations of resilience scores among education levels
are shown in Table 3. Higher education levels had
greater mean resilience scores (F(4, 186) = 5.56,
p = 0.000). Post-hoc analysis showed significant dif-
ferences in resilience between GED/high school and
bachelor’s degree, between GED/high school and
master’s/doctoral degree, and between some col-
lege/associate degree and master/doctoral degree.
Pearson Product Moment correlations between
resilience scores and time-in-service and between
resilience and age were investigated. The more time
spent on active duty, the higher the resilience score
(r = 0.24, N = 189, p = 0.001), however there was no
significant correlation between resilience and age
(p > 0.05). Gender, ethnicity, marital status, military
branch, and deployment experience did not show sig-
nificant differences in resilience scores (p > 0.05).

Because of the significant differences between
active service members and veterans, the data
from the two groups were analyzed independently
in subsequent analyses. The distributions of the
resilience scores for active service members and vet-
erans were also negatively skewed (Figs. 2 and 3).
For active service members, resilience scores were
not different among the demographic groups (i.e.
age, ethnicity, gender, education, marital status,
military branch, deployment and time in service)
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Table 3
Significant differences in resilience scores among education

levels

N Mean Std. Deviation

Education Level∗∗
GED/ high school 13 64.23 16.804
Some college/associate degree 58 72.02 19.242
Bachelors 52 78.88 13.479
Master’s/doctoral degree 54 82.70 13.216
Other professional degree 14 74.00 16.807

∗∗p < 0.01.

Fig. 2. The distribution of RS-14 resilience scores for active
service members.

Fig. 3. The distribution of RS-14 resilience scores for veterans.

(p > 0.05). For veterans, resilience scores varied with
education level and time-in-service (p < 0.05), but
not for the other demographic features (i.e. age,
ethnicity, gender, marital status, military branch,

Table 4
Veterans’ resilience scores among education levels

N Mean Std. Deviation

Education Level∗∗
GED/ high school 13 64.23 16.804
Some college/associate degree 38 70.08 20.003
Bachelors 34 78.88 12.138
Master’s/doctoral degree 37 80.43 13.789
Other professional degree 6 64.17 17.860
Total 128 74.54 16.884

∗∗p < 0.01.

and deployment) (p > 0.05). Resilience scores dif-
fered significantly among education levels (F(4,
123) = 4.598, p = 0.002), with post-hoc analysis indi-
cating that veterans with GED/high school education
had lower resilience scores than veterans with bache-
lors, or with master/doctoral degree (see Table 4). For
veterans, the longer the time-in-service, the higher the
resilience score (r = 0.354, n = 126, p = 0.000).

3.3. Coping

The Brief COPE subscale scores were not sig-
nificantly different between active service members
and veterans (p > 0.05, see Table 5). The most
frequently used (highest scoring) five coping
strategies for both populations combined were:
acceptance, positive reframing, religion, active
coping and planning. The least used coping strate-
gies were: denial, substance abuse, and behavioral
disengagement.

The Brief COPE subscale scores were compared
between groups separately for active service mem-
bers and veterans. For active service members,
the Brief COPE subscale scores varied with age,
ethnicity, gender, and marital status (p < 0.05),
but not with education level, military branch,
deployment, or time-in-service (p > 0.05). Age
was correlated with only one coping strategy, with
younger service members using more emotional
support than older service members (r = –0.249,
n = 63, p = 0.049). Table 6 shows the coping scores
that differed by ethnicity, gender, and marital
status. Post-hoc analyses indicated that African
Americans used religion-based coping more than
Hispanic participants, females used positive refram-
ing more than males, and divorced participants
used acceptance more than married participants
(p < 0.05).

For veterans, coping strategies varied with age,
gender, education level, military branch, and time-in-
service (p < 0.05), but not with ethnicity, marital sta-
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Table 5
Brief COPE subscale scores of U.S. military active service members and veterans

Active Veteran
Mean Std. Deviation Mean Std. Deviation

Emotion-focused Coping
Acceptance 5.49 1.655 5.56 1.591
Emotional Support 4.86 1.933 4.61 1.824
Humor 4.11 1.797 3.80 1.867
Positive Reframing 5.54 1.941 5.09 1.745
Religion 5.06 2.162 5.16 2.236

Problem-focused Coping
Active Coping 5.32 1.758 5.32 1.779
Planning 5.60 1.612 5.27 1.609
Instrumental Support 4.83 1.728 4.67 1.806

Dysfunctional Strategies
Denial 2.78 1.408 2.66 1.239
Self-Distraction 4.73 1.648 4.80 1.665
Substance Abuse 2.71 1.396 2.77 1.411
Behavioral Disengagement 2.86 1.424 3.09 1.480
Self-Blame 4.38 1.930 4.66 1.989
Venting 4.10 1.624 4.28 1.436

Table 6
Significantly different Brief COPE subscale scores across

demographic groups for U.S. military active service members

Demographic COPE Mean Std. Significant
groups subscale Deviation Statistics

Ethnicity1

African American Religion∗∗ 6.21 1.805 F(2, 56)=5.551,
Caucasian 4.89 2.108 p = 0.006
Hispanic 3.44 1.509

Gender
Positive
Reframing∗∗

Females 6.19 1.815 t(61) = 2.769,
Males 4.91 1.873 p = 0.007

Marital Status2

Acceptance∗
Married 5.00 1.581 F(2, 58)=3.971,
Divorced 6.31 1.580 p = 0.024
Single/Separated 5.83 1.642

∗∗p < 0.01, ∗p < 0.05. 1Four participants were removed from the
analysis due to three categories having less than 3 partici-
pants: Native American, Asian, and other. 2Two participants were
removed from the analysis due to one category having less than 3
participants: Widowed and living with significant other.

tus, or deployment (p > 0.05) (Table 7). Older age in
veterans was associated with greater use of religion-
based coping and decreased use of self-distraction,
substance use, behavioral disengagement, and self-
blame. More time spent in active military service
was related to less use of self-distraction, substance
use, and self-blame (p < 0.05). Table 8 shows the
significant results for veterans’ coping scores with
demographics. Female veterans used more posi-
tive reframing and more self-distraction than male

Table 7
Significant correlations of Brief COPE subscale scores with age

and with time-in-service for U.S. military veterans

Pearson Correlation Sample Sig.
correlation with Age size (N) (2-tailed)

Religion 0.250∗∗ 128 0.004
Self-Distraction –0.350∗∗ 128 0.000
Substance Abuse –0.219∗ 128 0.013
Behavioral Disengagement –0.238∗∗ 128 0.007
Self-blame –0.176∗ 128 0.047

Correlation with Sample Sig.
Time-in-service size (N) (2-tailed)

Self-Distraction –0.197∗ 126 0.027
Substance Use –0.257∗∗ 126 0.004
Self-Blame –0.232∗∗ 126 0.009
∗p < 0.05. ∗∗p < 0.01.

veterans (p < 0.05). Those with a masters/doctoral
degree used less self-blame than three other educa-
tion levels – some college/associate, bachelors, and
other professional degree (p < 0.05). Although the
trend showed that veterans with a masters/doctoral
degree used less self-blame than those with GED/high
school diploma, the statistics did not show significant
result in the post-hoc analysis. Army veterans used
less instrumental support than Air Force veterans
(p < 0.05).

3.4. Coping and resilience

Correlations between coping and resilience were
investigated for active service members and veterans
separately. Higher resilience scores were associated
with using more acceptance and positive reframing
coping strategies, and less behavioral disengagement
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Table 8
Significantly different Brief COPE subscale scores across demographic groups for military veterans

Demographic COPE Mean Std. Significant
groups subscale Deviation Statistics

Gender
Positive
Reframing∗

Females 5.51 1.612 t(126) = 2.539,
Males 4.74 1.788 p = 0.012

Self-
Distraction∗∗

Females 5.37 1.691 t(126) = 3.749,
Males 4.32 1.490 p = 0.000

Education
Self-blame∗∗

GED/ high school 5.31 2.136 F(4, 123) = 4.258,
Some college /Associate degree 4.87 1.920 p = 0.003
Bachelors 5.06 1.890
Master’s /Doctoral degree 3.65 1.798
Other professional degree 6.00 1.789

Military Branches
Instrumental

support∗
Army 4.34 1.701 F(2, 125) = 4.047,
Air Force 5.41 1.701 p = 0.020
Navy/Marines/Coast Guard 4.70 2.032

∗p < 0.05, ∗∗p < 0.01.

Table 9
Correlations between resilience and coping scores for active

service members and veterans

Pearson correlation Active (N = 63) Veteran (N = 128)

Emotion-focused Coping
Acceptance 0.288∗ 0.340∗∗
Emotional Support 0.210 0.124
Humor 0.210 0.286∗∗
Positive Reframing 0.389∗∗ 0.416∗∗
Religion 0.114 0.265∗∗

Problem-focused Coping
Active Coping 0.196 0.201∗
Planning –0.016 0.194∗
Instrumental Support 0.068 0.030

Dysfunctional Strategies
Denial –0.174 –0.227∗∗
Self-Distraction –0.144 –0.100
Substance Abuse –0.164 –0.176∗
Behavioral Disengagement –0.556∗∗ –0.445∗∗
Self-Blame –0.648∗∗ –0.510∗∗
Venting –0.194 –0.242∗∗

∗p < 0.05, ∗∗p < 0.01.

and self-blame strategies for both active service mem-
bers and veterans (p < 0.05, see Table 9). Veterans’
higher resilience scores were also associated with
greater usage of humor, religion, active coping, and
planning, and less use of denial, substance abuse, and
venting.

3.5. Prediction of resilience

Regression analyses were conducted to further
investigate the relationship between demographics,
coping, and resilience. Demographics and coping
strategies found to be associated with resilience
(p < 0.05) were entered into the first set of regression
analyses.

Table 10 shows the results of the regression anal-
ysis for active service members, with 56.5% of
the variance being explained by the demograph-
ics and coping scores (R2 = 0.565, F(8, 54) = 9.80,
p = 0.000). However, only greater positive reframing
and less self-blame contributed significantly to the
prediction of higher resilience (p < 0.05), therefore
they were entered into a separate regression to pre-
dict resilience, explaining 52.3% of the variance (F(2,
60) = 32.924, p < 0.000).

Table 11 shows the regression results for military
veterans, with 60.1% of the variance being explained
by the demographics and coping scores (R2 = 0.601,
F(16, 103) = 9.692, p = 0.000). However, only time-
in-service and the coping strategies of humor and
self-blame contributed significantly to the equation.
Consequently, these variables were entered into a
regression to predict resilience and were found to
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Table 10
Predicting resilience from demographic variables and coping Strategies for U.S. service members

Variables Unstandardized Standardized
Coefficients Coefficients

B Std. Error Beta t Sig.

Constant 98.981 11.372 8.704 0.000

Demographic Variables
Age –0.280 0.185 –0.146 –1.513 0.136
Gender

(1 = male; 2 = female) 0.784 2.982 0.026 0.263 0.794
Ethnicity

(1 = African American;
2 = Native American;
3 = Caucasian; 4 = Hispanic;
5 = Asian; 6 = other)

0.790 1.218 0.062 0.649 0.519

Marital Status
(1 = married; 2 = divorced;
3 = widowed;
4 = single/separated;
5 = partnered/living with
significant other)

0.263 1.758 0.021 0.149 0.882

Emotion-focused Coping
Acceptance –0.147 1.129 –0.016 –0.130 0.897
Positive Reframing∗ 2.172 0.956 0.275 2.271 0.027

Dysfunctional Coping
Behavioral Disengagement –2.047 1.284 –0.190 –1.594 0.117
Self-Blame∗∗ –4.331 0.912 –0.546 –4.747 0.000

∗p < 0.05, ∗∗p < 0.01.

Table 11
Predicting resilience from demographic variables and coping strategies for military veterans

Variables Unstandardized Standardized
Coefficients Coefficients

B Std. Error Beta t Sig.

Constant 58.686 10.579 5.547 0.000

Demographic Variables
Age 0.020 0.115 0.013 0.170 0.865
Gender

(1 = male; 2 = female) –1.836 2.598 –0.055 –0.707 0.481
Time-in-service∗∗ 0.392 0.140 0.210 2.806 0.006
Education

(1 = GED/ high school;
2 = some college/associate
degree; 3 = bachelors;
4 = master’s/doctoral degree)

1.321 1.314 0.079 1.005 0.317

Military Branch
(1 = army, 2 = air force,
3 = navy/marines/coast guard)

0.134 1.526 0.006 0.088 0.930

Emotion-focused Coping
Acceptance 1.627 0.830 0.156 1.959 0.053
Humor∗∗ 2.734 0.612 0.297 4.469 0.000
Positive Reframing 1.205 0.825 0.126 1.460 0.147
Religion 0.203 0.594 0.027 0.342 0.733

Problem-focused Coping
Active Coping –0.235 0.910 –0.025 –0.258 0.797
Planning 1.438 1.087 0.136 1.323 0.189

Dysfunctional Coping
Denial –0.508 1.055 –0.037 –0.482 0.631
Substance Abuse 0.171 0.802 0.015 0.214 0.831
Behavioral Disengagement –1.358 0.960 –0.122 –1.414 0.160
Self-Blame∗∗ –3.406 0.699 –0.405 –4.870 0.000
Venting –0.942 0.878 –0.080 –1.073 0.286

∗p < 0.05, ∗∗p < 0.01.
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account for 44.8% of the variance (R2 = 0.448, F(3,
116) = 31.408, p = 0.000).

4. Discussion

4.1. Demographic findings

Demographic findings of participants being pri-
marily affiliated with the U.S. Army are expected,
given our primary research site on Ft. Sam Houston,
an Army post. The younger age of the active military
population, compared with veterans is also expected
for two reasons. First, active duty participants are
unlikely to have reached an age or career status that
would make them eligible for retirement, and most
participating veterans were retirees. Although any
military veteran eligible for medical benefits could
participate in the research, more career veterans are
likely to reside in the San Antonio area, than younger
service-connected disability retirees, thus the vet-
eran population would likely be older than the active
service population. The greater number of deploy-
ments among the active service population may be
indicative of the recent involvement in Afghanistan
and Iraq. Data from 2011 indicated that 73% of active
military soldiers had deployed to Afghanistan or Iraq,
with most of those who had not deployed being newer
recruits who were not yet eligible to deploy [14].
According to the report, “the Army retains very little
unutilized capacity to deploy additional active com-
ponent soldiers . . . ” (p. 1).

4.2. Resilience

The distributions of resilience scores for all the
participants, for active service members only and
veterans only were negatively skewed. The results
are very similar to the results based on a sample
size of 1161 participants who answered the RS-14
online [1] (Mean = 76.17, Std = 13.9). Other research
also showed a negative skew in the distribution of
resilience [15].

While the average resilience score was higher for
active service members than veterans, both scores
fell within the moderate range [1]. Demographic
differences in resilience occurred for veterans only,
demonstrating higher resilience scores among those
with a higher education and longer time-in-service.
Higher education has long been associated with
both psychological and physical health [16], possibly

interrelated with socio-economic status [17, 18]. No
other research was found that investigated whether
this seeming protective effect of education on health
was also shown in terms of resilience, and whether
it is the educational level itself, the associated health
status, or both that might positively impact resilience.
The positive relationship between veterans’ time-in-
service and resilience may indicate that veterans’
experiences in the military and after the military may
have impacted resilience [5]. Since active service
members are still in service, the effect of military
experience on resilience is still an on-going process.

4.3. Coping

Coping strategies were similar between active
U.S. service members and veterans. The five high-
est scores for both groups were all action-based, and
included three emotion-focused strategies – accep-
tance, positive reframing, and religion, and two
problem-focused strategies – active coping and plan-
ning. These coping strategies likely tell the story of
the participants’ experiences, as well as the strengths
they may bring to a work setting. In Rice and Liu’s
article on personal resilience, Part I of this series
[5], they display coping strategies and an abbrevi-
ated description of how each strategy might impact a
person within their work setting. Further exploration
of each frequently used coping strategy is included
below.

Previous research has noted that active service
members relied on avoidance coping when they did
not have much control over their environment, espe-
cially during deployment [19, 20]. Our research did
not show frequent use of avoidance coping among
either active service or veteran populations, perhaps
in part, because our data was collected during non-
deployment.

Emotion-focused coping aims to reduce the emo-
tional distress caused by a stressor [12]. This type of
coping is often selected when an individual assesses
the stressful situation as something they cannot alter
[12]. Acceptance, as an emotion-focused coping
technique, requires an individual to first accept the
reality of the stressor or situation as it is, and then to
accept their inability to change their circumstances.
Acceptance is a functional strategy in conditions that
require adaptation or endurance. For individuals in
the military, there are a number of circumstances that
fall within this description. For example, most mili-
tary service members have minimal input into their
assignment locations, their job requirements at a par-
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ticular assignment, the work hours or shifts, and the
amount of time they will spend in an assignment.
They cannot choose to leave their job or assignment
at their own will, do not have a voice in who their
supervisor(s) will be, and typically cannot select the
service members who will work with or for them.
Written Standard Operating Procedures dictate the
parameters within which most work will be con-
ducted, and centralized oversight determines the pay
that will be received, the travel that will occur, and the
types of behavior towards one another that is required.
While that may sound rather dismal, it actually cre-
ates an atmosphere for immense growth in terms of
one’s ability to adapt to new situations, people, places,
and work demands. Accepting the reality of a rela-
tively impenetrable work-related situation opens the
door for examination of uncommon and imagina-
tive solutions, without complaint. With acceptance
also comes the realization that complaints are futile,
but there are many roads to successful resolution
(including rewriting regulations). In terms of one’s
health, acceptance as a coping strategy can be help-
ful for chronic conditions, such as chronic pain. With
acceptance, an individual can move from having their
focus on how they feel, fighting the pain or work-
ing directly to change their pain, to focus instead on
function and life activities [21].

Positive reframing is known as positive reinter-
pretation, positive reappraisal, benefit finding, and
meaning making [12, 22]. Similarly, positive refram-
ing is an emotion-focused coping strategy aimed
at managing the emotional distress resulting from
a stressor perceived to be outside of one’s control.
An individual using this technique construes the
stressor, the resulting stress, and/or the stress-related
outcomes in positive terms, even though they pre-
viously viewed them negatively. Positive reframing
is a proactive approach that permits an individual to
have control over his reaction to a stressor by refram-
ing it into a potential growth experience. Following
Frederickson’s “broaden and build” theory, posi-
tive perceptions broaden an individual’s responses,
encouraging personal resourcefulness in terms of
ideas and actions [23]. Once again this type of cop-
ing is an effective measure when an individual does
not believe she can directly change the stressful con-
ditions, such as those that readily occur within a
military environment. As an accommodative coping
strategy, positive reframing works particularly well
for those with perfectionistic strivings [24]. Although
military individuals themselves may not be perfec-
tionists, the military system is well-organized with a

complex series of regulations and measures to guide
and ensure high quality performance. Turning what
might be perceived as a difficult and negative sit-
uation into a positive learning experience, with the
broadening and building gains resulting both for the
task at hand and for the individual would seem well-
suited for the military population. Positive reframing
can also serve as a mechanism to introduce gratitude
and decrease symptoms of depression [25]. In a work
setting, individuals who turn perceived insurmount-
able challenges into positive growth experiences are
likely to be able to hear and relate to others’ points-
of-view, encourage team members, bolster morale,
and identify unique solutions to problems. Together,
acceptance and positive reframing appear to be a
powerful combination. Accepting the reality of a situ-
ation, defining it positively, and using the opportunity
to develop novel in-roads to problem solving the chal-
lenges at-hand are desirable traits in any setting. In
terms of health, acceptance and positive reframing
predicted greater functional, emotional and physical
well-being, as well as a higher quality of life, one
year post gynecologic cancer diagnosis [26].

The final frequently used emotion-based cop-
ing method among active military and veterans is
the use of religion as a coping strategy. Involve-
ment with one’s religious faith is associated with
physical and psychological well-being and with cop-
ing with adversity [27]. The U.S. military services
have religious professionals, qualified as civilian
pastors (ordained clergy) and commissioned as offi-
cers, among their ranks. In early 2013, there were
approximately 3,000 Chaplains on active duty in the
U.S. Army, Navy, and Air Force, representing 175
different denominations [28]. Their duties include
providing religious ministry in their own, and in
other, traditions to service members and their fam-
ilies. Thus, should a U.S. military service member
choose to avail themselves of services, religious lead-
ership and counsel are available. The business of the
military is a serious one and questions of mortality
and morality arise readily [28], and one’s religious
beliefs can serve as a guide during such question-
ing. Sterner and Jackson-Cherry found that spiritual
and religious beliefs prior to U.S. service members’
deployment was not a significant predictor of their
coping during deployment, however Christian affil-
iation and the frequency of one’s engagement in
spiritual and religious practices were significant pre-
dictors of coping, along with support and age [29].
While religion-based coping can help in a number of
difficult personal situations, the relationship between
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one’s belief systems and their ability to cope with
life is complex, and these beliefs can impact cop-
ing in either positive or negative ways. For example,
positive religion-based coping following divorce has
been shown to be predictive of post-traumatic growth,
while negative religion-based coping was predictive
of greater depressive symptoms under situations such
as divorce [30, 31], as well as among those in high
stress jobs, including clinical nursing [32].

The two problem-focused coping strategies with
the highest scores for military service members and
veterans were active coping and planning. Both cop-
ing mechanisms reflect direct action to alter the
source of the stress, and enforce the belief that con-
structive change is possible [12]. Planning involves
thinking about the methods and steps to ameliorate
the stressor, while active coping activates the plan.
While it would seem the two might always coexist,
this is not necessarily the case. An individual who
does not plan, but takes immediate action might be
impulsive in their decision making or action, while
someone who plans well might have difficulty with
execution. Military work involves a great deal of
planning, from recruiting and training operations, to
the logistics of deploying personnel, equipment, and
supplies. Once action plans are well in place, they
are completed by military personnel, with each rank
and military occupational specialty stepping in to
accomplish their specific tasks. Sequential forecast-
ing occurs years in advance for all aspects of military
involvement, with such planning often bringing in
subject matter experts from civilian and military sec-
tors to build on current knowledge, project future
needs, and take proactive action. In terms of work
environments, active coping has been associated with
‘protean careers’, in which an individual drives their
career based on their own mental success and decision
making, rather than on a set of standards or struc-
tures of an organization, as well as with ‘boundaryless
careers’, independent of typical organizational and
social boundaries [33]. Active coping has also been
associated with positive job search behavior, perfor-
mance, career success, and psychological well-being
[33, 34].

Thus, the findings in this paper regarding coping
strategies appear to fit the participants’ work-related
experiences. In addition, these findings, along with
information found in the open literature, yield infor-
mation as to the strengths that military service
members and veterans may bring to a workplace.

Our results demonstrated that coping strategies
differed according to demographics among active

U.S. service members and veteran populations. For
those engaged in active military service, the find-
ings regarding ethnicity, gender, and marital status
and coping strategies appear unique and may warrant
further study. That younger service members used
more emotional support than older service members
appears to fit the situation, in which many young
recruits enter the military from high school and may
initially depend heavily on family and friends for
emotional support. Older service members will have
advanced in rank, and while emotional support may
remain important, there is often less opportunity to
turn to others for such support. This echoes the say-
ing ‘it’s lonely at the top’ – meaning that individuals
of higher rank often shoulder responsibilities without
having an active support system of individuals who
are even aware of the complexities of their work or
their lives.

Overall, the veteran population was older than the
active service population. Veterans used more reli-
gion and less self-destructive, dysfunctional coping
strategies of self-distraction, substance abuse, behav-
ioral disengagement, and self-blame than younger
veterans, but this same finding did not occur among
the active duty population. These findings support
research identifying healthier coping occurring with
age [35, 36], as well as aging being associated with
more positive emotional well-being and stability [37].
While similar coping strategies can occur across age
groups, older individuals tend to use less avoidance
strategies [35] and more active problem solving [36]
until old age when dementia may begin [38].

Women used more positive reframing than men
among both active service members and veterans, and
female veterans used more self-distraction than male
veterans. As previously mentioned, positive refram-
ing is considered a form of emotion-focused coping,
in which the aim of the coping strategy is to allevi-
ate the associated emotional distress as the stressor
is not believed to be within the individual’s control.
Prior research shows women use more emotion-
focused coping and avoidance than men [38], as well
as more social support [39]. As positive reframing
is a subcomponent of emotion-focused coping and
self-distraction is method of avoidance, our findings
support gender differentiations shown in earlier stud-
ies on coping.

Among veterans, our findings appear to demon-
strate that those with a higher education use less
self-blame than those with less education, however
little could be found in the open literature associating
education level with coping strategies. In addition, the
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findings regarding “other professional degree” must
be handled with care, as it is uncertain how partici-
pants may have interpreted the term. Finally, we are
unaware of any research comparing coping strategies
across services to assist in explaining why Army vet-
erans might be less inclined to ask for advice than
Air Force veterans. Research on instrumental support
at work showed that receiving imposed instrumental
support elicited negative reactions, unless the prob-
lem was considered unsolvable by those receiving
the advice [40]. Seeking instrumental support may
be viewed differently in the various military service
branches, based on the culture of each.

4.4. Predicting resilience using coping strategies

4.4.1. Prediction of resilience among active
service members

A greater use of positive reframing and less use
of self-blame were predictive of higher resilience
among active service members. Positive reframing
has been discussed previously in this article and
is an emotion-focused approach. Importantly, when
conditions are perceived to be outside of one’s control
or that little control can be exercised over the sit-
uation, then reliance on emotion-focused approach
strategies are often more adaptive than reliance on
problem-focused coping [41]. In addition, it appears
that positive reframing or cognitive re-appraisal can
help even low-resilient people effectively recover
from negative emotional experiences [42].

Self-blame is an avoidance coping mechanism in
which an individual blames himself for the stress-
ful or adverse situation and possibly for the resulting
stress. This personal assumption of responsibility
occurs even though the individual may have had
nothing to do with causing the event. In some
cases, the individual thinks of methods they might
have employed to avoid the event, and then blame
themselves for not having the foreknowledge to cir-
cumvent the adverse event. In addition, assumption
of responsibility can result in self-blame. Self-blame
reflects a belief in one’s perceived control over a
situation or event. Self-blame is most often under-
stood to be a dysfunctional coping strategy as it does
not assist in alleviating either the emotional distress
or the cause of the stress, but instead focuses one’s
attention elsewhere (on themselves) and increases
resultant stress and suffering. For example, high lev-
els of self-blame are associated with vulnerability
to major depressive disorder [43] and with Posttrau-
matic Stress Disorder (PTSD) [44]. The Diagnostic

and Statistical Manual of Mental Disorders, fifth
edition (DSM-5) acknowledges “persistent, distorted
cognitions about the cause or consequences of the
traumatic event(s) that lead the individual to blame
himself/herself or others” among the diagnostic cri-
teria of PTSD [45] (309.81(F43.10), p.272). Nazarov
and colleagues [44] described guilt and shame as
interrelated concepts that are associated with self-
blame. They pointed out that in military populations,
guilt and shame are linked with suicide and suici-
dal ideation [46–48], and have been identified as
leading causes of seeking U.S. Veterans Adminis-
tration mental health services [49]. Our finding that
less self-blame and greater positive reframing pre-
dicted higher resilience for those in active military
service points to an apparent perception that stres-
sors are outside of their direct control, but that growth
and opportunity are conceivable. Placing individuals
with this combined style of coping in positions of
targeted authority may be of assistance in developing
teams and organizations that are resilient, however
research is necessary to test this hypothesis. Addition-
ally, integration of these results into current resilience
training may enhance personal resilience, that is,
adding instruction in how to alter one’s coping strate-
gies to include the use of positive reframing and
cease or decrease the use of self-blame would likely
enhance one’s personal resilience.

4.4.2. Prediction of resilience among military
veterans

In addition to less self-blame, longer time-in-
service and greater use of humor were predictive of
veterans’ higher resilience. Longer time-in-service
lends itself to the establishment of greater cama-
raderie among those with similar experiences. Given
the positive impact of leadership and unit cohesion
in promoting resilience [50], one possible contribu-
tion to the increase in PTSD rates among reservists is
their relative isolation from others with similar expe-
riences [51]. For example, active duty and reservists
have been shown to have similar rates of PTSD and
related symptoms following deployment to Opera-
tions Enduring Freedom and Iraqi Freedom; however,
shortly after deployment the rates for reserve per-
sonnel increased, while the rates for active duty did
not [51]. Additionally, effective interventions to pro-
mote mental health and resilience following disaster
include assisting survivors by promoting self-efficacy
and community participation, especially in rebuild-
ing efforts [52]. Military leadership, unit cohesion,
targeted mental health assistance, as well as oppor-
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tunities to rebuild forces and assist fellow service
members would likely be more readily available to
active duty service members, than to reservists who
returned to their civilian community. The impact of
time-in-service may also reflect the fact that resilience
and coping strategies are not static, and they may
improve as a person gains more experience. For
example, as pediatric oncology nurses [53] gained
more experience at work (beginning compared with
18 months and after), they developed more coping
strategies for dealing with difficult situations, were
more confident with their professional skills, made
better use of their knowledge about their surround-
ings to reduce stressors, and were more comfortable
with their team members in accepting more support
from them.

Humor is a form of active coping that bolsters
one’s mood, alleviating emotional distress [54], with-
out impacting the stressor itself. Humor can serve
as a buffer against depression [55] and has been
shown to be a moderator of stress [56]. According
to Wooten [57], humor and laughter improve immune
responses, enhance perceptual flexibility and can off-
set the effects of stress. Used judiciously, humor has
been suggested as potentially having an important
impact on resilience following trauma [58], although
more research is needed. Positive coping humor has
been found to assist with burnout and PTSD among
firefighters [59]. The use of humor within a military
culture has not been investigated to our knowledge.
Anecdotally, the use of humor as a coping mecha-
nism may be discouraged, with the justification that
the military is involved in very serious business and
humor may denigrate that message. Military culture
promotes the concept of Warrior Ethos and military
members take pride in their abilities to deal with dif-
ficulties on their own [60]. However, once service
members have left active duty, they are free to engage
openly in humor as a positive coping strategy. Pos-
sible work-related benefits of using humor in coping
with one’s work life include decreasing stress and
demonstrating that accomplishments may be attained
in a less stressful, positive atmosphere. Once again,
teaching the coping skills that are used by the most
resilient veterans in resiliency training programs for
veterans would seem to be an expected extension of
this research.

4.5. Resilience and work

Resilience has been found to be positively related
to job satisfaction, work happiness and organiza-

tional commitment [61]. Resilience can contribute to
employees’ commitment to change by engendering
positive emotions during organizational change [62].
For a review of the components of resilience from
the Resilience Scale [1] and their potential positive
impact on the workplace, see Part I of this article
series in this journal [5].

The influence of coping on resilience is con-
siderable and it appears that coping strategies can
be learned. Army soldiers who received brief cop-
ing skills intervention reported more helpful causal
attributions that led to more realistic expectations
of control, less self-blame and better psychological
adjustments [41], demonstrating the beneficial effects
of training in coping skills.

Ineffective coping can also be learned, potentially
developing through repetition [63]. That is, if a per-
son experiences an untoward event and responds in a
protective, yet ineffective, manner a few times, then
a conditioned response can begin to develop. In the
future, a situational trigger is likely to yield similar
results. This conditioned response may need to be
deconditioned. Ledoux and Gorman [63] suggested
those with PTSD have incurred such persistent emo-
tional conditioning in the form of “memories that
seize control of mental life and behavior” (p. 1955),
but they submit these responses can be rerouted
through the learning of adaptive coping. Organiza-
tions may need to train employees on how not to use
dysfunctional coping with their difficult situations
and how to engage more positive coping strategies
[64]. Developing resilience does not happen in a
vocational vacuum, as one’s family can influence
their resilience building [65, 66]. Moreover, individ-
ual resilience is perhaps only one part of developing
team and organizational resilience.

Studies have discussed the factors that promote
resilience beyond the individual level, such as with
families, organizations, or communities [67, 68]. In
a team setting, leaders’ confidence, intellectual stim-
ulation, individualized consideration, and contingent
award systems have been positively associated with
subordinate resilience [69]. In a workplace, sup-
port from peers, team members, and managers, and
company culture are all factors that contribute to
employee resilience [70].

4.6. Limitations

The data collected in this study were from a
cross-section of a population at a particular point in
time, thus causal relationships cannot be determined.
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Additional research is suggested to investigate the
development of coping processes and resilience over
time. Self-report measures used in this study made it
possible for the participants to respond with a bias for
social desirability, meaning the participants may have
responded to the questionnaire items to make a better
impression on other people. This limitation was coun-
tered by clearly removing identifiers from individual
responses, and making research participants aware of
this counter-measure. No supervisors or individuals
that might have an impact on participants’ careers
were permitted to be in attendance during testing or
have access to participants’ responses. Finally, the
results in this study are from military participants
and veterans, under non-deployment conditions. Cau-
tion should be used in applying these results to other
populations.

5. Conclusions and recommendations

The results from the current study demonstrate that
the U.S. military active service members and veterans
in this population used active, positive emotion-
focused and problem-focused coping techniques.
Moreover, for active service members, greater pos-
itive reframing and less self-blame predicted higher
resilience, while longer time-in-service, greater use
of humor and less self-blame predicted veterans’
resilience. The potential impacts of these results in
a work setting were discussed. These results suggest
that:

• Resiliency training programs for active duty ser-
vice members incorporate teachings on how to
increase positive reframing and decrease the use
of self-blame as coping strategies

• Resiliency training programs for military veter-
ans integrate teachings on how to increase humor
and decrease the use of self-blame as coping
strategies

• Consideration be given to placing individuals
with greater resilience into key positions to serve
as role models and potentially improve organi-
zation resilience

• Further research be conducted focusing on the
◦ differences between coping strategies

employed before, during, and following
exposure to trauma, both in the short and
longer terms

◦ impact of coping strategies on individual
and organizational resilience
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