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Abstract

Firefighters have a high likelihood of being exposed to a variety of traumatic
events. The psychological cost of this exposure may be an increased risk of
long-term problems such as PTSD symptoms, depression and anxiety. Saudi
firefighters in Makkah province are often exposed to elevated levels of
potentially traumatising events through the course of their work which can
affect them physically and psychologically. However, providing sufficient
mental health professionals is difficult due to the absence of psychological
trauma care in Saudi Arabia and Saudi culture associated with the
psychological support. The aim of this thesis is to understanding the
psychological impact of being a firefighter and seeing whether narrative
exposure therapy (NET) is an effective treatment for traumatised Saudi
firefighters. Three studies were conducted In order to achieve these aims. The
first administered questionnaires to 200 Saudi firefighters; the second was a
gualitative study comprising of semi-structure life story interviews with 9
traumatised Saudi firefighters, whilst the final randomized control trial (RCT)
examined the effectiveness of NET with 34 Saudi firefighters with PTSD. A high
prevalence rate of PTSD (57%), anxiety (44.4%), and depression (53.3%)
symptoms with limited mental health support were reported. Single
firefighters reported PTSD symptoms and the use of passive coping strategies
more than the married firefighters. The results also revealed that marriage
was associated with low levels of PTSD, while high levels of PTSD correlated

with anxiety, depression, and with passive coping strategies. The qualitative



study illustrated themes and subthemes reflected family life, education,
experience of being firefighters, traumatic, coping strategies. Two narrative
analysis cases presented with the life plot trend with the positive impact of
the individual’s life story interview which inform the using of narrative
technique in the intervention study. The RCT study demonstrated a significant
reduction in PTSD, anxiety, and depression symptoms after 6 weeks, but this

was not sustained at 3 and 6 months.

The research provides evidence for the applicability and effectiveness of a
narrative intervention for traumatised Saudi firefighters. It tried to facilitate
the wider dissemination of psychological intervention to promote recovery
from traumatic stress for the first responders. Four sessions might not give
firefighters sufficient time to process all the relevant information, and they
therefore reported an increase in PTSD symptoms in the follow-up time. It
would be preferable for firefighters to receive two or three NET sessions after
a 3 and/or 6-month follow-up. The findings help advance current knowledge
in the management of PTSD among firefighters, in-depth understanding the
psychological, coping, and cultural backgrounds, in developing countries,
contribute to the validation of PTSD theories, and inform future research. The
implications of developing a multi-factorial and holistic approach to the
treatment of first responders’ traumas are presented and a case is made for

the use of narrative methods in the treatment of complex trauma.
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1.1 Introduction

Firefighters have a high probability of being exposed to a variety of traumatic
events. Potentially traumatic events can occur during any rescue. The trauma
may arise from providing aid to seriously injured or helpless victims; serious
injuries to self, work colleagues, and victims; and exposure to death and
dying. Moreover, firefighters who are injured or disabled in the line of duty
may have to retire as a consequence of their injury or occupational disease.
The psychological cost of this exposure may increase the risk of long-term
problems such as post-traumatic stress disorder (PTSD) symptoms (Al-Naser &
Everly, 1999; Richard A. Bryant & Guthrie, 2007; Corneil, Beaton, Murphy,
Johnson, & Pike, 1999; Mitani, Fujita, Nakata, & Shirakawa, 2006; Neuner,
Onyut, et al., 2008), as well as depression and anxiety (Carey, S. S. Al-Zaiti,
Dean, L. Sessanna, & D. S. Finnell, 2011; Chen et al., 2007; Heinrichs et al.,
2005). It should be noted however that despite repeated exposure to
potentially traumatic events, most firefighters do not develop PTSD

symptoms.

The reported prevalence rate for PTSD in firefighters differs widely, from 6.5%
(Haslam & Mallon, 2003) to 37% (Bryant. & Harvey., 1995). Differences in
prevalence rates for PTSD might be related to: the sample size (Corneil et al.,
1999; Haslam & Mallon, 2003); the type of research participant such as

firefighters only (Al-Naser & Everly, 1999; Bryant. & Harvey., 1995) or a mix of
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other emergency responders (Epstein, Fullerton, & Ursano, 1998; Marmar,
Weiss, Metzler, Ronfeldt, & Foreman, 1996); and the nature of PTSD
measures, since some scales represent an incomplete measure of PTSD
symptoms when compared to the Diagnostic and Statistical Manual of Mental

Disorders (DSM-IV) (Epstein et al., 1998; Mitani et al., 2006).

A range of factors can affect the prevalence rates of PTSD positively or
negatively. For example, the type and severity of the traumatic event can lead
to an increase in negative affect (Angleman, 2010), whereas multiple traumas
may contribute to the development of useful coping strategies among
firefighters (Del Ben, Scotti, Chen, & Fortson, 2006). Coping strategies can
either protect against, or contribute to the development of PTSD in
firefighters, depending on how effective they are (Armstrong, Shakespeare-
Finch, & Shochet, 2014; R. Beaton, Murphy, Johnson, Pike, & Corneil, 1999).
Social support is another factor which can play a significant role in predicting
both PTSD symptoms and depression (Regehr, Hill, Knott, & Sault, 2003a).
Finally, other risk factors such as more years of service (Murphy, Beaton, Pike,
& Cain, 1994), lower education level (Bruce P. Dohrenwend, 2000), and
cultural issues (Harold G Koenig et al., 2014) might be associated with

psychological symptoms such as PTSD, anxiety and depression.

Firefighters who have experienced traumatic events often experience an
increase in associated symptoms of PTSD and comorbidity with PTSD such as
depression and anxiety. While some firefighters may recover on their own,

others will need to access mental healthcare programmes to assist their
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recovery. Researchers have highlighted a need for enhanced knowledge about
current PTSD treatments, such as trauma-focused cognitive behaviour therapy
(TFCBT) and eye movement desensitization and reprocessing EMDR (Robjant
& Fazel, 2010). Moreover, there is a need for effective alternative treatments
to be devised which can reduce drop-out rates, treatment failures, easy to use
and acceptable in different cultures (Cukor, Spitalnick, Difede, Rizzo, &
Rothbaum, 2009), as well as understanding of the event within the context of

the complete life story (Pennebaker & Seagal, 1999).

Narrative approach has been considered a part of our daily lives in terms of
making sense of the world around us and communicating with others. The
story-telling or narrative can be a helpful means of re-organising the chaotic

nature of experiences (Goncalves, Korman, & Angus, 2000).

Narrative Exposure Therapy (NET) is a short-term treatment which has been
developed specifically to treat PTSD symptoms resulting from violence and
multiple traumas (Schauer, Neuner, & Elbert, 2011). NET has been found to be
effective in treating PTSD and depression in both adults and adolescents,
including: asylum seekers (Neuner, Onyut, et al., 2008), internally displaced
refugees (Adenauer et al., 2011) , former political prisoners (Bichescu,
Neuner, Schauer, & Elbert, 2007), earthquake survivors (Zang, Hunt, & Cox,

2013), and Bosnian survivors of war (Hadziosmanovic, 2014).

Randomised Control Trials (RCTs), have been conducted in developed and
developing countries on first responders undergoing different types of

therapies such as EMDR and CBT, for example, Gersons, Carlier, Lamberts and
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van der Kolk (2000), in Amsterdam; Difede et al. (2007) in New York City, and
Jarero, Amaya, Givaudan and Miranda (2013) in Mexico. (Haugen, Evces, &
Weiss, 2012) have called for more RCTs to be conducted on first responders to
develop sufficient literature and evidence-based recommendations for first
responders, while Cukor, Spitalnick, Difede, Rizzo and Rothbaum (2009)
recommend finding alternative treatments which can reduce drop-out rates

and treatment failures.

Firefighters in Saudi Arabia who are also first responders have been suffering
from diverse problems associated with their work environment and cultural
issues as well as a lack of psychological trauma care (Koenig et al., 2014). It is
necessary to conduct further empirical study to support firefighters in Saudi
Arabia because most studies have been conducted in other countries such as
the US and Mexico and provide evidence for effective interventions in this
context. There are particular cultural and religious customs that need to be
taken into account when identifying an effective mental health intervention
for Saudi firefighters. The purpose of this thesis is therefore to investigate
trauma events and trauma-related symptoms among Saudi firefighters, and to
examine the association between such incidents and different factors
including: depression, anxiety, coping strategies, and social support. The
qualitative study aimed to explore the life story details of each individual to
inform the narrative intervention study. The RCT study was conducted to
identify the effectiveness of NET in reducing PTSD symptoms among Saudi

firefighters and improve their coping strategies. This research can contribute
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to a wider dissemination of psychological services, that is, in developing
countries, with the aim of enhancing the resilience of first responders in

developing countries.

1.2 Post-traumatic stress disorders (PTSD)

1.2.1 Overview and the diagnostic criteria of PTSD

From a historical perspective, Post-traumatic Stress Disorder (PTSD) was
introduced as a recognised disorder in the Diagnostic and Statistical Manual of
Mental Disorders (DSM-II1) in 1980 (APA, 1980). It made its first appearance in
the International Classification of Diseases (/CD.9) in 1979 (Turnbull, 1998).
PTSD was developed as a consequence of a long series of changes, not only in

the definition but also in the content.

During the American Civil War, in the 1860s, certain symptoms triggered by
stress or anxiety were being diagnosed as shell shock or ‘neurasthenia’, such
as hyper-vigilance and nightmares (Charles 1982). Such symptoms were also
known as ‘soldier’s heart’. In the nineteenth century, Sigmund Freud argued
that ‘neurosis’ was a result of childhood trauma. The PTSD diagnosis resulted
from efforts to re-introduce war neurosis into official psychiatric

nomenclature (Scott, 1990).

PTSD can arise following a traumatic event, including a threat of injury or
death (Robjant & Fazel, 2010). Traumatic events that stimulate feelings of
intense fear, horror or helplessness and which could lead to PTSD include:
military combat, genocide, natural disasters, witnessing dead bodies, rape and

sexual abuse, and motor vehicle accidents (Yehuda, 2002). Yet not everyone
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who experiences a traumatic event manifests PTSD. The term is limited to
those who have severe problems following the event. Hunt and McHale
(2010) define PTSD as a part of the array of reactions of people who
experience a traumatic event. Thus, the traumatic event is the first criterion of

diagnosis in the DSM.

This research was conducted before the DSM 5 was released in May 2013
(APA, 2013). Therefore, DSM-IV-TR criteria have been applied in this research.
In addition, some potential implication should be taken into consideration
such as the changing rate of PTSD symptoms and the impact of criteria

changes.

PTSD is categorised as one of the anxiety disorders. According to the DSM-IV-
TR (APA, 2002), there are 17 PTSD symptoms which are divided into three
separate clusters. The three PTSD symptom clusters, and the specific
symptoms that make up each cluster, are as follows. Firstly, intrusion,
referring to persistent re-experience of the traumatic event in one or more of
the following ways: recurrent distressing dreams, recurrent recollections,
dissociative reactions, intense cue-sensitivity, and marked physiological
reactivity to reminders of the traumatic event. Secondly, avoidance, referring
to persistent avoidance of stimuli linked with the traumatic event in one or
more of the following ways: avoiding thoughts, avoiding activities and physical
sensations, inability to recall, diminished interest, detachment, restricted
affect, and a sense of a foreshortened future. The third cluster is hyper-

arousal, referring to persistent increased arousal in two or more of the
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following ways: irritability, difficulty sleeping, difficulty concentrating,
exaggerated startle response, and hyper-vigilance. To be diagnosed with
PTSD, a person need only have a certain number of symptoms from each

cluster.

According to DSM-1V, the criteria for PTSD include the following: Criterion A:
the person has been exposed to a traumatic event in which both of the
following were present. (A1) The person experienced, witnessed, or was
confronted with an event that threatened death or serious injury, or a threat
of physical integrity of the self or other; (A2) the response of the person
involved intense fear, helplessness, or horror. Criterion B: the traumatic event
is persistently one or more of the re-experience cluster items above. Criterion
C: Persistent avoidance of stimuli associated with the trauma and numbing of
general responsiveness (not present before the trauma) as indicated by three
(or more) of the avoidance cluster items. Criterion D: Persistent symptoms of
increased arousal (not present before the trauma) as indicated by two (or
more) of the arousal cluster items. Criterion E: Period of the disturbance
(symptoms in Criteria B, C, and D) is more than one month. Criterion F: The
disturbance causes clinically significant distress or impairment in social,

occupational, or other important areas of functioning (APA, 2002).

PTSD is not without controversy as it can be accused of psychopathologising
normal events as well as comorbidity and treatment. Criterion A can be
criticised for being insufficient, and PTSD symptom can be criticised for

overlapping with other disorders (Brewin, Lanius, Novac, Schnyder, & Galea,
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2009). However, the diagnostic category of PTSD can be useful for people who
need of treatment for traumatic stress, and it can help them to understand
their responses to a traumatic event (Zang, 2013). It has also been an effective

heuristic, producing a great deal of research internationally.

There has been a critical debate about PTSD from the perspective of cross-
cultural psychology and medical anthropology, particularly with respect to
asylum seekers, refugees and political torture victims from Eastern cultures
and regions. Some clinicians argue that PTSD has typically been diagnosed by
clinicians from Western nations working with patients from a similar
background. Nevertheless, this diagnosis does not accurately reflect the
clinical picture of traumatized individuals from non-Western cultures. It is
clear that PTSD is a valid diagnosis cross-culturally (Hinton & Lewis-Fernandez,
2011). However, there is important cross-cultural variation and the expression
of PTSD might be different in different cultural settings and countries, even

when DSM-5 diagnostic criteria are met (Marsella, Friedman, & Spain, 1996).

The introduction of the notion of PTSD has led to increasing medicalisation of
the problem. Nowadays, the predominant view in psychiatric publications is
that PTSD is a medical disorder, characterised by a particular psychobiological
dysfunction. Even though the question of what constitutes a medical disorder
is still debated (Sadler, Wiggins, & Schwartz, 1994; Dan J Stein, 1991), the
identification of both psychobiological dysfunctions and medical interventions
that can reverse dysfunctions provides an important basis for legitimising the

medicalization of a disorder (Dan, Seedat, lversen, & Wessely, 2007). Several
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kinds of research provided significant impetus to the argument that PTSD is a
medical disorder that is characterised. For example, specific factors were
found which can predict vulnerability and resilience after exposure to trauma
such as genetic variation and severity and duration of the trauma (Armenian
et al., 2002; Yehuda, 2004). There is also some evidence that PTSD is
characterised by particular psychobiological changes. Structural and
functional brain imaging have, for example, suggested reduced hippocampal
volumes in patients with PTSD (Kitayama, Vaccarino, Kutner, Weiss, &

Bremner, 2005).

However, a model focused on psychobiological dysfunction in PTSD may
deflect attention away from important socio-political efforts to prevent
violence and a variety of potentially useful, non-medical interventions to

relieve distress after trauma (Dan et al., 2007).

The studies in this research reviewed and identified all relevant published
studies on PTSD. All trauma studies associated with first responders and
emergency workers were also reviewed. Firstly, the systematic review and
meta-analysis studies focused on PTSD symptoms, risk and protective factors,
treating PTSD in general and in first responders were included. Second,
studies which have examined the prevalence rate of PTSD, the correlation
between PTSD, depression, anxiety, coping strategies, and social support as
well as demographic variables such as age, years of service and education
were also included in this study. Third, meta-analysis and systematic review

PTSD treatment studies are reviewed and relevant studies are presented in
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the final section of this study. Then, randomised control trial (RCTs) studies for
treating PTSD in first responders were discussed. The effectiveness of NET
studies has been demonstrated and is discussed within several RCTs at the

end.

A search strategy was used to identify all relevant published studies
conducted by using online databases including MEDLINE, EMBASE, PubMed
and PsycINFO. All these studies will be presented and discussed in the

following sections in this literature review.

1.2.2 Risk and protective factors for PTSD

Risk factors for PTSD may be divided into those that are more ‘external’ to
participants and those that are more cognitive and emotional in origin,
although there is an inevitable overlap between the two. There is a wide
range of evidence which has indicated that some variables are considered to

be risk factors for PTSD.

A meta-analysis of risk factors of PTSD has been conducted on 77 studies since
1980 by Brewin, Andrews and Valentine (2000). The result presented that
there were five demographic risk factors (gender, age, low socioeconomic
status, low education and race) and nine other factors of which psychiatric
history, childhood abuse, other trauma, other adverse childhood, family
psychiatric history, trauma severity, lack of social support, and life stress were

predicted PTSD in these studies.

10
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Another meta-analysis study was conducted on 68 studies between 1980 (the
year PTSD was first included in the DSM) and 2000. The result showed seven
predictor factors of PTSD in adult (ages 18 and over). The factors were prior
trauma, prior psychological adjustment, a family history of psychopathology,
perceived life threat during the trauma, post trauma social support, per-
traumatic emotional responses, and peri-traumatic dissociation. The results
also suggested that per-traumatic psychological processes are the strongest
predictors of PTSD rather than prior characteristics (Ozer, Best, Lipsey, &

Weiss, 2008).

A meta-analysis study was conducted across 64 studies published between
1980 and May 2009. This meta-analysis involved assessing the population
effect sizes of 25 potential risk factors for PTSD in children and adolescents
aged 6-18 years. The result showed a medium to large effect size for low
social support, per-trauma fear, perceived life threat, social withdrawal,
comorbid psychological problems, poor family functioning, distraction, PTSD
at Time 1, and thought suppression factors. Small to medium effect size was
observed for female gender, low intelligence, pre and post-trauma life events,
pre-trauma psychological problems in the individual and parent, pre-trauma
low self-esteem, post-trauma parental psychological problems, bereavement,
time post-trauma (an inverse relationship), trauma severity, and exposure to
the event by media; whereas small effect size was observed for race and
younger age as risk factors for PTSD (Trickey, Siddaway, Meiser-Stedman,

Serpell, & Field, 2012).

11
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A later systematic review study of pre trauma risk factors of PTSD's etiology
was conducted on 54 prospective, longitudinal studies of PTSD published
between 1991 and 2013. Six categories of premorbid predictors of PTSD
reviewed in this study include: cognitive abilities; coping and response styles;
personality factors; psychopathology; psychophysiological factors; and social
ecological factors (e.g. family of origin, social support, poverty). The results
showed that many variables, previously considered outcomes of trauma, are
most likely risk factors for PTSD. In addition, the result suggested that
symptoms of PTSD are not symptoms of an index trauma; however they may

play a fundamental role in its etiology (DiGangi et al., 2013).

It has been found that people who have experienced trauma previously
without developing PTSD symptoms have a lower probability of developing
PTSD upon exposure to new traumatic events compared with those who had a
trauma history associated with a prior occurrence of PTSD (Breslau, Peterson,
& Schultz, 2008). Similarly, other studies suggest that encountering multiple
traumatic events might contribute to the development of effective coping
strategies among firefighters, resulting in less negative experiences (Bryant,
Sutherland, & Guthrie, 2007; Del Ben et al., 2006). Consequently, an
intervention programme makes it possible for people to reduce their PTSD
symptoms and develop coping mechanism for the later experiences. It may be
concluded that people who are able to manage their traumatic experience

effectively and avoid developing PTSD symptoms may be more likely to

12
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manage later traumas. Further, several studies suggest that positive coping

skills are essential to preventing the aftermath of traumatic events.

From the above studies, it may be concluded that a wide range of variables
can be risk factors for PTSD and can affect the onset, maintenance, and
severity of PTSD symptoms. Correspondingly, reactions to and symptoms of
trauma can be wide and varied. Firefighters who experience traumatic events
may experience one or several symptoms, which may or may not meet the
criteria for PTSD. Thus, PTSD is a limited disorder that does not take into
account the full range of problems associated with trauma. The severity of the
symptoms depends on individual coping skills, the type of trauma involved,
and the emotional support that the affected person receives from others.
Interestingly, multiple traumas may contribute to the development of useful
coping strategies among firefighters (Del Ben et al., 2006). Even though some
firefighters may recover on their own, others will need to access mental

healthcare programmes to assist their recovery.

These different findings across the previous studies might be related to the
sample size, the type of research participant, namely, firefighters only or a mix
of other emergency responders, design of the studies such as longitudinal or
cross-sectional design and the nature of PTSD, anxiety and depression

measures.

1.2.2.1 Traumatic events

Screening the experience of being exposed to traumatic events is the first step

in diagnosing PTSD; this step can be considered the first criteria with two sub-

13
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criteria. Criterion A is that the person is exposed a traumatic event; criterion B
is that they report experiencing intense fear, horror or helplessness
associated with the traumatic event (APA, 1994) . For instance, to examine a
role of trauma in bringing about PTSD symptoms, (Pearce, Schauer, Garfield,
Ohlde, & Patterson, 1985) evaluated three groups of participants. The first
group had experienced a traumatic event related to war; the second group
had experienced a traumatic event unrelated to war; while the last group had
not experienced a traumatic event. The results showed that groups who
experienced traumatic events reported significantly more PTSD symptoms
than the group that had not experienced traumatic events. Moreover, the first
group who had experienced traumatic events related to a war reported more
symptoms than group who experienced non-war-related traumatic events.
This suggests that the war traumas are more responsible for activating fear,
horror and helplessness than other events, and these results support the

validity of the PTSD construct (Pearce et al., 1985).

Another way of categorising victims is to divide them into two groups
according to the nature of the trauma exposure. In the first group, victims
have been directly involved in an event which threatened their lives or
physical integrity. In the second group, victims have been exposed indirectly
to the traumatic events such as sudden loss or injury to a loved one. For
example, parents, children, spouses, friends, colleagues, and rescue personnel
and helpers such as firefighters could be victims, but indirectly (Saari, 2005).

On the other hand, Spitzer, First and Wakefield (2007) suggest that a victim is

14
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only someone who directly exposed to or witnesses a traumatic event, as per
criterion A. They suggest that some event such as hearing that a loved one has
died should not be considered as traumatic event. Whereas some events can
be considered as a traumatic events in one culture, the same events may not
be considered as a traumatic event in another culture or by another person in

the same culture (Jaber, 2012).

With regard to the type and severity of traumatic events, Corneil et al. (1999)
argue that differences in the frequency and type of traumatic-incident
exposures may be potential risk factors associated with recognised
differences in post-trauma symptoms. Similarly, Angleman (2010) found that
exposure to unusually traumatic experiences such as multiple traumatic

events in emergency services can lead to a considerable increase in emotions.

Relatedly, a study was conducted in a sample of 58 men by Graham-Howard
(1993) to assess the relationship between multiple traumas and the
development of PTSD symptoms. The results revealed that there is a
significant positive correlation between exposure to multiple events, whether
direct or indirect, and PTSD-symptom intensity. In addition, the PTSD
symptoms can be predicted by the number of traumatic events that are

experienced (Rogers, 1995).

Traumatic events experienced by children can also predict PTSD symptoms.
Kilbourn (1993) suggests that war-related traumatic events that children
experience can increase the prediction of PTSD scores. Another study found

that severe, sudden stresses that occur during childhood are likely to

15
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precipitate the development of trauma disorder (Kolk et al., 2009), and

complex PTSD (Ford & Courtois, 2009).

Previous trauma history could play a significant role in the development of
PTSD. For instance, Breslau, Chilcoat, Kessler and Davis (1999) reported that
multiple previous traumatic events in childhood are associated with higher
risk of PTSD in adulthood compared with a single event in childhood,
especially assaultive violence. This finding is corroborated by Maercker,
Michael, Fehm, Becker and Margraf (2004), who found that, out of a sample
of 1,966 aged 18-45, 25% met the DSM PTSD Criterion Al (injury experienced
by a family member or other close associate explained in more detail below),
and 70% of those who developed PTSD had childhood risks compared to 13%

who had adolescent risks.

According to Breslau, Davis and Andreski (1995), a history of trauma can affect
the development of PTSD symptoms and increase reported exposure to new
traumatic events, due to feelings of helplessness arising from the previous
traumatic event. Therefore, later events might be considered to be traumatic
by traumatised people, regardless of their actual effect. Such individuals may
find it difficult to distinguish between traumatic events and stressful events.
Those whose natural work environment exposes them repeatedly to
traumatic events are particularly likely to be vulnerable to PTSD and new

traumas, especially when they do not receive an appropriate intervention.

Multiple traumatic-event exposure plays a predictive role not only for PTSD

symptoms but also for other mental disorders and outcomes among
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firefighters, such as depression, substance use, and low job satisfaction
(Kessler, Sonnega, Bromet, Hughes, & Nelson, 1995; Kimbrel, 2011; Malek,
Fahrudin, Kamil, & Shafinaz, 2009). Therefore, any effective intervention

programme should take this comorbidity into consideration.

1.2.2.2 Coping strategies

The transactional perspective is the origin of the cognitive theory of stress and
coping, which takes into consideration the dynamic, mutually reciprocal,
bidirectional relationship between the person and the environment (Tuna,
2003). According to Folkman, Lazarus, Gruen, and DelLongis (1986), coping
may be divided into two processes, namely, cognitive appraisal and coping.
These are thought to be the critical mediators of a stressful relationship
between the person and environment, as well as of immediate and long-term

outcomes.

The first process, cognitive appraisal, can in turn be divided into two
processes: primary and secondary appraisal (Folkman & Lazarus, 1985). In
primary appraisal, the person evaluates the experienced incident as stressful
or not. If it is stressful, the person considers their coping resources for
responding to the stressful incident, and this comprises the secondary
appraisal process. Folkman (1984) contends that the type of coping used
depends on the level to which the stressful event feels under the person’s
control. The capabilities and skills that the person already possesses might
affect their evaluation of the event and the extent to which it is under their

control or not.
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The second process of Lazarus and Folkman’s (1984) stress and coping theory
is coping, defined as “constantly changing cognitive and behavioural efforts to
manage specific external and/or internal demands that are appraised as

taxing or exceeding the resources of the person” (p. 141).

Coping strategies have in turn been categorised by Folkman (1984) into two
types, namely: problem-focused coping (PF) and emotion-focused coping (EF).
In problem-focused strategies, thoughts and behaviours are directed towards