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Problem setting
With the beginning of the Russian invasion in Ukraine 

on February 24, 2022, it became increasingly important 
to develop a psychodiagnostic tool for assessing (a) 
coping behavior in situations of danger and (b) individual 
ways of coping with stressful, crisis, or life-threatening 
situations. The organization of psychological care in eye 
care practice entails an improvement in eye care workers’ 
and eye care patients’ knowledge of coping behavior in 
order to improve their adaptive capacity in situations 
of danger. This paper continues the series [1, 2, 3] on 
developing psychodiagnostic instruments for detecting 
stress reactions [1] and interrole conflicts [2] for eye-
care workers, detecting adverse childhood experiences 
[3] as well as making these instruments psychometrically 
adapted to social and cultural realities of the Ukrainian 
professional environment. The tools proposed can be used 
as auxiliary tools to improve the adaptive capacity of eye 
care workers as well as patients with eye disease. 

McKinley and colleagues [4] aimed to assess resilience, 
professional quality of life and coping mechanisms in UK 
doctors. They found that the most frequently reported 
coping mechanism was the maladaptive strategy of self-
distraction and believe that ensuring the psychological 
well-being of National Health Service doctors should be 
seen as a matter of national importance. Anil and Garip 
[5] pointed that patients with eye disease should develop 
adaptive coping strategies to manage their condition and 
supposed that diminishing disengaging coping strategies 
should be prioritized over developing engaging coping 
strategies to positively influence vision-related quality 
of life and emotional health [5]. We have previously [1] 
found that, among Ukrainian ophthalmologists, cognitive 
reactions to stressors (namely, stress assessment and coping) 
were more common than physiological, emotional, and 
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Background: The paper is focused on developing a psychodiagnostic tool for 
assessing coping behavior in situations of danger. Studies of coping behavior became 
increasingly important with the beginning of the Russian invasion in Ukraine on 
February 24, 2022. The version developed may become a reliable auxiliary tool for 
assessing the adaptive capacity of the personality, which is believed to be promising 
and of increasing importance for further studies.
Purpose: To develop a psychodiagnostic tool for assessing coping behavior in 
danger situations to improve the adaptive capacity of the personality.
Material and Methods: The study sample was composed of 311 responders (165 
men and 146 women; mean age, 33.7 years). The study was conducted with the use 
of the seven-factor model of the Ways of Coping Questionnaire (WOCQ) as modified 
by Rodina. R-Studio software (version 1.4.1717) was used for statistical analyses 
of the questionnaire which included exploratory and confirmatory factor analysis, 
structural equation modeling, scale reliability analysis, correlation analysis and 
descriptive statistic analysis.
Results: The Ukrainian-language five-factor model of the Scale for Assessing 
Coping Behavior in Situations of Danger developed includes the following 
subscales: Acceptance and Passive Reliance on Support, Acceptance and Passive 
Pessimism, Acceptance and Passive Optimism, Acceptance and Active Fighting, 
and Non-Acceptance and Dissociation. Application of the method for assessing 
coping behavior in situations of danger is promising and of increasing importance 
for further studies in order to improve the adaptive capacity of the personality.
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behavioral reactions to stressors. Therefore, developing a 
scale for assessing coping behavior in situations of danger 
is believed to be promising and of increasing importance 
for further studies.

Folkman and Lazarus developed the Ways of Coping 
Checklist Questionnaire (WCC) in 1980 [6]. The Ways 
of Coping Questionnaire (WOCQ) (1988) is a revised 
questionnaire derived from the original WCC [7]. The 
WOCQ has been translated into more than 20 languages 
and adapted for the use in different cultures and settings, 
and is one of the most well-known and commonly used 
copying assessment tools. In 2003, Khairova published 
the Russian-language version of the questionnaire, which 
was used in some studies by post-Soviet researchers [9]. 
In 2010 and 2014, Rodina developed Russian-language 
versions of the WOCQ, a seven-factor model (for 
emergency situations) and an eight-factor model (for self-
actualization situations) [8, 10]. Recently, the WOСQ has 
been translated into Ukrainian and modified into a five-
factor model which is based on the fight, flight or freeze 
response construct and measures an individual’s coping 
behavior in danger situations.

Therefore, the purpose of this paper was to develop 
a psychodiagnostic tool for assessing coping behavior 
in situations of danger in order to improve the adaptive 
capacity of the personality.

Material and Methods
The study sample was composed of 311 responders (165 

men and 146 women; mean age, 33.7 years). It is important 
that the data collection for modifying the questionnaire 
was conducted shortly after Russia launched an invasion 
of Ukraine on February, 24, 2022. A seven-factor model 
of the WOSQ for emergency situations developed by 
Rodina was used as a basis. R-Studio software (version 
1.4.1717) was used for statistical analyses and to develop 
a new modified five-factor model of the questionnaire. The 
new version was named the Scale for Assessing Coping 
Behavior in Situations of Danger. The new construct is 
composed of the five subscales, Acceptance and Passive 
Reliance on Support, Acceptance and Passive Pessimism, 
Acceptance and Passive Optimism, Acceptance and Active 
Fighting, and Non-Acceptance and Dissociation, with the 
meanings of these subscales interpreted below.

The responses are rated on a 4-point Likert scale, 
where 0 = Did not apply to me at all, 1 = Applied to me to 
some degree, or some of the time, 2 = Applied to me to a 
considerable degree or a good part of time, and 3 = Applied 
to me very much or most of the time. Criterion validity 
analysis was conducted using the Szondi Picture Selection 
Test [11] and the eight-factor model of the WOCQ for self-
actualization situations as modified by Rodina [10].

Results

Descriptive statistic analysis
The Shapiro-Wilk test was used to test for normality. 

The null hypothesis was rejected in favor of the alternative 

hypothesis, there was a normal distribution of the data (р = 
0.13). The mean value was practically equal to the median 
of the sample (Table 1), and the distribution was slightly 
platykurtic.

Fig. 1 shows the histogram of the distribution of 
total questionnaire scores, with a slight shift to the left 
in distribution demonstrating a decrease in the examined 
parameter. Performing questionnaire analysis requires 
reviewing and interpreting the frequency table (Table 
2); this portion of the analysis is easy to perform and 
important for assessment. It is noteworthy that distribution 
of response frequencies among the response options 
available was homogeneous. For example, most responses 
were those scored 1 or 2, with a maximum response 
frequency of 0.50 (item No. 48). Responders selected 
the responses scored 3 more frequently than those scored 
0. This distribution of response frequencies among the 
response options indicates high internal consistency and 
criterion validity of the WOCQ, and that responders 
understood the questions correctly.

Item sets, or subscales, of a seven-factor model of the 
WOCQ for emergency situations were assessed for internal 
consistency reliability by computing Cronbach’s alpha, 
Guttman's lambda 6, and McDonald's omega (Table 3).

In general, most subscales demonstrated high internal 
consistency reliability (nonstandardized Cronbach’s 
alpha), but some subscales (e.g., Self-Control and Problem 
Acceptance and Setting Aside the Problem) demonstrated 
low internal consistency reliability.

Subsequently, a modified alternative five-factor model 
of the questionnaire was proposed on the basis of the 
results of exploratory and confirmatory factor analysis (see 
below).

The correlation analysis was used to investigate the 
relationships among subscales of the questionnaire, with 
an intersubscale correlation matrix being created (Table 4).

The correlation matrix showed no multicollinearity, 
and inspection of the matrix showed that all correlation 
coefficients were positive.

All interscale correlations were moderate indicating 
that, although related, they are assessing distinct 
components of the construct.

The factor analysis of the seven-factor model of the 
WOCQ was performed using exploratory and confirmatory 
factor analysis. At the first stage of the analysis, the 
exploratory method was employed to assess an original 
seven-factor model, showing how each item loaded of 
each factor. The maximum likelihood method with oblique 
rotation (direct oblimin) was used to alter the pattern of 
factor loadings; this resulted in creating an empirical 
seven-factor model, which was subsequently modified and 
reduced to a five-factor model.

Table 5 presents the results of the reliability analysis 
and the new pattern of factor loadings for the empirical 
seven-factor model, with specification of Cronbach’s alpha 
internal consistency coefficients and the new subscales. 
Interfactorial correlations ranged from 0 to 0.30, with 
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the exception of the correlation between the first and the 
seventh factors and between the sixth and the seventh 
factors, which were 0.34.

We tried to obtain further model modifications. Thus, 
nine factors were obtained using the Cattell scree plot. A 
theoretical model was tested, and, on its basis, an empirical 
seven-factor model was created, which was modified and 
reduced to a five-factor model. Table 6 shows fit indices 
for all the models created.

Twenty four items (Nos. 3, 5, 9, 14, 16, 17, 20, 21, 
23, 24, 25, 29, 34, 35, 36, 40, 46, 50, 51, 52, 55, 56, 57, 
and 63) were extracted to obtain a modified five-factor 
model, which enabled a more than one-point increase in 
incremental fit indices, thus improving model performance. 
In addition, we managed to substantially improve 
Cronbach’s alpha internal consistency coefficients of the 
scales in the modified five-factor model. It is noteworthy 
that exploratory factor analysis and analysis of residual 
correlations found that high Cronbach’s alpha values were 
achieved somewhat at the expense of item redundancy. 
Table 7 shows Cronbach’s alpha values and lists of items 
that were left for the subscales of the five-factor model of 
the WOCQ. 

 The subscales of the empirical five-factor model 
were examined, and proposed to be interpreted in a way 
described below. They are to be generally divided into 
those related to the acceptance, and those related to the 
non-acceptance of the situation (Table 1). The former 
subscales may be subdivided into “active” and “passive”.  
Both “active” subscales and “passive” subscales may be 
further subdivided into “optimistic” and “pessimistic” 
subscales. Non-Acceptance and Dissociation is a special 
subscale that is related to denial of reality (as a response 
to danger), but not to the active or passive position. In 
addition, the scales correspond to the physiological fight, 
flight, and freeze responses to danger.

Interpreting
The Acceptance and Passive Reliance on Support 

scale characterizes the person’s (1) tendency to perceive 
the events around him/her and stressful situations he/she 
encounters correctly, and (2) disability to act independently 
without assistance from others. This is some sort of a 
coping strategy of learned helplessness.

The Acceptance and Passive Pessimism scale 
characterizes a passive coping strategy of being engaged 
in negative thoughts; the person understands and accepts 
the situation and assesses it correctly, but his/her activity 
remains cognitively blocked (just negative thoughts and 
no real actions).

The Acceptance and Passive Optimism scale 
characterizes a passive coping strategy of freezing in 
stressful situations, disability to act and engagement 
in cognitive activity. “Toxic positivism” is a potential 
critical manifestation of passive optimism, some sort of 
coping behavior in response to danger or life-threatening 
situations, which is characterized by pathological optimism 
that affects the perception of real danger.

The Acceptance and Active Fighting scale characterizes 
a fair and balanced analysis of the situation, with the 
person’s activity not being blocked.

The Non-Acceptance and Dissociation scale 
characterizes denial of the real situation, engagement in 
one’s inner domain, and perception of events via a defense 
mechanism, as if they take place not in reality.

Scale Scoring and Test Norms
Items are presented on a Likert-type scale, and subscale 

scores are calculated by summing the items corresponding 
to that subscale. A total score may be calculated as well. 
Maximum subscale score equals 3 multiplied by the 
number of items in the scale. The example of calculation is 
made in percentages.

Acceptance and Passive Reliance on Support: 11 * 
3 = 33 (100%). An Acceptance and Passive Reliance on 
Support scale score of 11 to 22 is classified as that in the 
normal range and gives evidence of a generally rather 
marked feature, analysis of the situation, with the person’s 
activity not being blocked. Acceptance and Passive 
Pessimism: 8 * 3 = 24 (100%). An Acceptance and Passive 
Reliance on Support score of 8 to 16 is classified as that in 
the normal range. Acceptance and Passive Optimism: 7 * 
3 = 21 (100%). An Acceptance and Optimism score of 7 to 
14 is classified as that in the normal range. Acceptance and 
Active Fighting: 9 * 3 = 27 (100%). An Acceptance and 
Active Fighting score of 9 to 18 is classified as that in the 
normal range. Non-Acceptance and Dissociation: 7 * 3 = 
21 (100%). A Non-Acceptance and Dissociation score of 7 
to 14 is classified as that in the normal range.

A hierarchical structural equation model was designed 
for the five-factor model (Fig. 2).

A concurrent validity of the WOCQ was assessed by 
comparing the results of the questionnaire with those of 
the Szondi Picture Selection Test [11] and an eight-factor 
model of the WOCQ for self-actualization situations as 
modified by Rodina [10].

There was low but sufficient correlation of 0.2 between 
the Acceptance and Passive Optimism scale and Epileptic 
Drive +. In addition, there was correlation of -0.12 between 
the Acceptance and Active Fighting scale and Katatonic 
Drive -. Moreover, there was correlation of -0.11 between 
the Non-Acceptance and Dissociation scale and Epileptic 
Drive +.

There were sufficient correlations between the scales 
of the of the five-factor model of the WOCQ and the scales 
of the eight-factor model for self-actualization situations. 
Correlation of 0.88 between the Acceptance and Passive 
Reliance on Support scale and Seeking Social Support 
scale was the highest, followed by correlation of 0.76 
between the Acceptance and Passive Optimism scale and 
Positive Reappraisal scale, and correlation of 0.67 between 
the Non-Acceptance and Dissociation scale and Wishful 
Thinking scale.
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Discussion
Coping for adapting to difficult life situations has 

become an important subject of studies. Studies by 
Nosenko and colleagues [12], Chekhlatyi [13], Antonovsky 
[14]; Holahan and Moos [15], Losoya and colleagues [16], 
and Rodríguez and Garcelán [17] noted that, insufficiently 
developed adaptive and constructive coping strategies 
account for increased pathogenicity of life events, which 
may trigger psychosomatic and other disorders.

Bodrov [18] believes that the idea of coping behavior 
implies various forms of human activity that embrace 
interactions of the personality with inner and outer 
problems. Coping behavior becomes activated when 
it is required to change one’s behavior in difficult life 
situations, in the chronic impact of stressors and negative 
everyday life events for adjusting the personality to the 
situation. Coping is aimed at looking at ways (1) to change 
the interrelationship between the subject and his/her 
environment or (2) to reduce his/her emotional discomfort 
and distress. Coping behavior of the personality is 
manifested cognitively, emotionally and behaviorally in 
the form of various strategies aimed at countering stress-
inducing factors and situations.

Psychometric instruments for studying coping are based 
on measurements of coping behavior and the potential for 
self-regulation in response to stress-inducing factors like 
threats to one’s life or health, disability, adaptation to life 
with disability, etc. 

It is noteworthy that our new psychodiagnostic tool 
may be especially useful in the war and early post-war 
period, because it is in the period of maximum stress load 
on the person (i.e., in a period of threats to life or health) 
that it has been developed. Studies of the adaptive capacity 
of these patients [5, 19] demonstrated that patients with 
eye disease develop special adaptive coping strategies 
to manage their condition. Therefore, we believe it is 
important to use psychodiagnostic tools in practice to 
assess (1) the adaptive capacity of eye care workers and 
patients with various eye diseases and (2) the opportunities 
for improving these capacities.

Conceptualization of the construct of coping behavior 
consists primarily in (1) defining the construct as a process 
of constantly changing cognitive and behavioral efforts 
to meet internal and external needs and (2) expanding 
the individual’s psychic resource of coping (including 
with situations of danger). Some researchers like Billings 
and Moos [20] and Pearlin and Schooler [21] believe 
that active coping may attenuate the impact of acute life 
events and chronic stress factors. Therefore, it is believed 
that it is the assessment of coping behavior strategies that 
enables improved validity and reliability. A disadvantage 
of these studies is that the questionnaires are focused only 
on fundamental subjective assessments, but not on applied 
experimental research. In addition, when developing these 
psychodiagnostic tools, it is important to pay special 
attention on dividing groups into age subgroups, because 
the assessment of the situation of danger may depend on 
the age of the responder.

Therefore, the Scale for Assessing Coping Behavior 
in Situations of Danger developed may become a 
reliable psychodiagnostic tool for assessing adults and 
for comparing batteries of tests of individual’s behavior 
in situations of danger, stress and emergency, to improve 
the adaptive capacity of the individuals that have suffered 
from the situation of Russian invasion. For example, a high 
Non-Acceptance and Dissociation score indicates that 
the respondent should have a more detailed differential 
diagnostic evaluation for other mental health disorders. 
High Acceptance and Passive Pessimism and Acceptance 
and Passive Reliance on Support scores may indicate that 
a respondent has a tendency to “positive dissociation” 
(escape from reality into a happy world of illusion).

Conclusion
In conclusion, a Ukrainian-language Scale for 

Assessing Coping Behavior in Situations of Danger 
was developed on the basis of the Folkman & Lazarus 
Ways Of Coping Questionnaire (WОСQ) as modified 
by Rodina. The modified five-factor version includes the 
following subscales: Acceptance and Passive Reliance on 
Support, Acceptance and Passive Pessimism, Acceptance 
and Passive Optimism, Acceptance and Active Fighting, 
and Non-Acceptance and Dissociation. That is, coping 
behaviors in situations of danger may be generally divided 
into acceptance and non-acceptance (dissociation), and 
the former may be subdivided into passive and active 
acceptance. The analysis was conducted in the following 
sequence: exploratory and confirmatory factor analysis 
was used to review and assess an original seven-factor 
model, and an empirical seven-factor model was created, 
which was subsequently modified and reduced to a five-
factor model, with some of the items being dropped, and 
the remaining items being resorted. This enabled to make a 
questionnaire model shorter and improve scale reliability, 
fit indices and construct and criterion validity. It was 
demonstrated that application of the method for assessing 
coping behavior in situations of danger is promising and 
of increasing importance for further studies in order to 
improve the adaptive capacity in situations of life threat, 
war, danger, etc. The five-factor model of the Scale for 
Assessing Coping Behavior in Situations of Danger 
created involves 42 items and meets commonly accepted 
minimum standards of reliability for questionnaires.
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Table 3. Internal consistency of the subscales of the Ways of Coping Questionnaire (WOCQ)

Subscale Cronbach’s 
alpha

Guttman's 
lambda 6

McDonald's 
omega

Seven- 
factor 
model

Total score 0.9 0.94 0.9

Problem Solving 0.69 0.77 0.69

Engagement in One’s Inner Domain 0.7 0.79 0.7

Problem Analysis 0.74 0.83 0.74

Self-Control 0.45 0.65 0.45

Reliance on Support 0.72 0.8 0.72

Ignorance of the Problem 0.59 0.72 0.59

Problem Acceptance and Setting Aside the Problem 0.47 0.64 0.47

Table 2. Frequencies of the Ways of Coping Questionnaire (WOCQ)

№ 0 1 2 3 № 0 1 2 3 № 0 1 2 3
1 0.08 0.28 0.40 0.24 23 0.07 0.29 0.43 0.21 45 0.09 0.33 0.46 0.11
2 0.09 0.31 0.41 0.19 24 0.09 0.30 0.43 0.19 46 0.10 0.32 0.42 0.15
3 0.14 0.37 0.37 0.11 25 0.08 0.30 0.42 0.20 47 0.27 0.44 0.20 0.09
4 0.19 0.42 0.31 0.08 26 0.10 0.31 0.38 0.20 48 0.12 0.28 0.50 0.11
5 0.15 0.33 0.41 0.11 27 0.08 0.29 0.44 0.20 49 0.10 0.34 0.38 0.19
6 0.10 0.26 0.45 0.18 28 0.07 0.30 0.41 0.22 50 0.12 0.27 0.43 0.18
7 0.12 0.30 0.41 0.17 29 0.21 0.41 0.28 0.10 51 0.12 0.42 0.32 0.14
8 0.07 0.26 0.45 0.22 30 0.10 0.36 0.38 0.17 52 0.10 0.30 0.46 0.14
9 0.10 0.37 0.36 0.17 31 0.11 0.30 0.46 0.13 53 0.24 0.44 0.24 0.07

10 0.19 0.46 0.28 0.06 32 0.20 0.31 0.39 0.10 54 0.07 0.27 0.47 0.18
11 0.16 0.29 0.41 0.14 33 0.15 0.32 0.42 0.11 55 0.10 0.29 0.37 0.25
12 0.21 0.35 0.33 0.11 34 0.13 0.34 0.35 0.18 56 0.11 0.30 0.42 0.16
13 0.20 0.38 0.33 0.09 35 0.14 0.41 0.33 0.12 57 0.11 0.30 0.40 0.19
14 0.12 0.32 0.44 0.12 36 0.13 0.33 0.37 0.18 58 0.08 0.30 0.42 0.20
15 0.18 0.41 0.35 0.06 37 0.07 0.35 0.38 0.21 59 0.19 0.47 0.24 0.10
16 0.00 0.00 0.00 0.00 38 0.06 0.31 0.43 0.19 60 0.21 0.40 0.28 0.12
17 0.18 0.37 0.34 0.11 39 0.08 0.29 0.44 0.19 61 0.11 0.36 0.37 0.16
18 0.13 0.34 0.39 0.14 40 0.12 0.32 0.37 0.20 62 0.10 0.33 0.38 0.18
19 0.09 0.30 0.41 0.20 41 0.26 0.44 0.24 0.05 63 0.05 0.35 0.43 0.16
20 0.12 0.35 0.43 0.10 42 0.12 0.29 0.45 0.14 64 0.11 0.30 0.39 0.20
21 0.13 0.34 0.37 0.16 43 0.11 0.25 0.48 0.16 65 0.14 0.31 0.41 0.14
22 0.11 0.26 0.48 0.15 44 0.29 0.48 0.21 0.03 66 0.10 0.31 0.39 0.21

Table 1. Descriptive statistic of the Ways of Coping Questionnaire (WOCQ)

N 311
Skewness 0.11

Excess -0.21

Mean 1.56

Standard deviation 0.33

Error of mean 0.02

Median 1.57
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Table 6. Fit indices of the models 

Absolute fit indices Incremental fit indices
RMSEA SRMR Chi-square CFA TLI

Original seven-factor model 0.062 0.09 0.000 0.551 0.529

Modified seven-factor model 0.059 0.08 0.000 0.617 0.597

Modified five-factor model 0.06 0.08 0.000 0.691 0.671
 Note: RMSEA, root mean square error of approximation; SRMR, standardized root mean square residual; CFI, 
Comparative Fit Index; TLI, Tucker-Lewis Index

Table 7. Empirical five-factor model of the WOCQ

Subscale Cronbach’s alpha Items
Acceptance and Passive Reliance on Support 0.78 7, 8, 11, 18, 19, 22, 27, 28, 31, 42, 45

Acceptance and Passive Pessimism 0.71 4, 10, 12, 13, 41, 44, 47, 53

Acceptance and Passive Pessimism 0.69 15, 32, 48, 49, 64, 65, 66

Acceptance and Active Fighting 0.74 1, 2, 6, 26, 37, 38, 39, 43, 54

Non-Acceptance and Dissociation 0.73 30, 58, 59, 60, 61, 62

Table 4. Intersubscale correlation matrix for a theoretical seven-factor model 

Subscale Problem 
Solving

Engagement in 
One’s Inner Domain

Problem 
Analysis

Self-
Control

Reliance on 
Support

Ignorance of 
the Problem

Problem 
Acceptance

Problem Solving 1.0 0.47 0.65 0.59 0.43 0.17 0.23

Engagement in 
One’s Inner Domain 0.47 1.0 0.47 0.53 0.56 0.26 0.56

Problem Analysis 0.65 0.47 1.0 0.63 0.24 0.24 0.31

Self-Control 0.59 0.53 0.63 1.0 0.46 0.32 0.41

Reliance on 
Support 0.43 0.56 0.49 0.46 1.0 0.33 0.43

Ignorance of the 
Problem 0.17 0.26 0.24 0.32 0.33 1.0 0.44

Problem 
Acceptance 0.23 0.56 0.31 0.41 0.43 0.44 1.0

Table 5. An empirical seven-factor model

Subscale Cronbach’s alpha Items
Acceptance and Reliance on Support 0.76 7, 8, 11, 18, 19, 23, 31, 33, 42, 45

Acceptance and Loss of Hope 0.64 4, 21, 40, 41, 44, 47, 53

Acceptance and Positive Hopes 0.76 20, 25, 26, 29, 32, 35, 36, 63, 64, 65, 66

Acceptance and Fighting 0.63 6, 24, 34, 37, 39, 48, 49

(dropped items) 0.64 1, 2, 43

Groundless Hopes 0.60 3, 5, 27, 28, 50, 51

Non-Acceptance and Dissociation 0.77 30, 38, 46, 52, 54, 55, 57, 58, 60, 61, 62
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Fig. 2. Hierarchical structural equation model for the five-factor model of the Ways of Coping Questionnaire (WOCQ)

Table 8. Logical model of the Ways of Coping Questionnaire (WOCQ)

Acceptance of the Situation Non-Acceptance of the Situation
Activity:
Fighting

Inactivity:
Optimism
Pessimism

Dissociation

Fig. 1. Distribution curve for total scores of the Ways of Coping Questionnaire 
(WOCQ)
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APPENDIX
Questionnaire of the Scale for Assessing Coping Behavior in Situations of Danger

Instruction
Think about the most stressful situation you encountered last week prior to responding to the questionnaire. That is, think 
about the situation when you were very nervous and had to put a lot of effort to calm yourself. Think about the details of 
and participants involved in the situation. Rate each statement below on a 4-point scale, where 0 = Does not apply and/
or not used, 1 = Used somewhat, 2 = Used quite a bit, and 3 = Used a great deal.

Items
1. Just concentrated on what I had to do next – the next 

step.
2. I tried to analyze the problem in order to understand 

it better.
3. I felt that time would make a difference – the only 

thing to do was to wait.
4. Went on doing what I thought to be right irrespective 

of the opinions of others. 
5. Tried to get the person responsible to change his or 

her mind.
6. Talked to someone to find out more about the 

situation.
7. Tried not to burn my bridges, but leave things open 

somewhat.
8. Hoped a miracle would happen.
9. Went along with fate; I always have bad luck.
10. Went on as if nothing had happened.
11. Looked for the silver lining, so to speak; tried to 

look on the bright side of things.
12. Hoped for sympathy and understanding from 

someone.
13. I told myself things that helped me to feel better.
14. I got professional help.
15. I made a plan of action and followed it.
16. I wanted something good to happen.
17. I let my feelings out somehow.
18. I came out of the experience better than when I 

went in.
19. Talked to someone who could do something 

concrete about the problem.
20. Thought that whatever happens happens for the 

best.
21. Tried to make myself feel better by smoking, 

eating, or drinking.
22. Stood my ground and fought for what I wanted.
23. Rediscovered what is important in life.
24. Changed something so things would turn out all 

right.
25. Didn’t let it get to me; refused to think too much 

about it.
26. I asked a relative or friend I respected for advice.
27. Tried to solve my problems myself. 

28. Made light of the situation; refused to get too 
serious about it.

29. Talked to someone about how I was feeling.
30. I did not give a toss about anything. Let them do 

what they wanted.
31. Drew on my past experiences; I was in a similar 

situation before.
32. I knew what had to be done, so I doubled my efforts 

to make things work.
33. Accepted it, since nothing could be done.
34. Against all the odds, I tried to be objective in this 

situation.
35. Wished that the situation would go away or 

somehow be over with.
36. Had fantasies or wishes about how things might 

turn out.
37. I prayed.
38. I prepared myself for the worst.
39. I went over in my mind what I would say or do.
40. Tried to calm down before deciding what to do 

next.
41. I reminded myself how much worse things could 

be.
42. After this case I got many new ideas and plans.

The Scale for Assessing Coping Behavior in 
Situations of Danger developed includes the following 
subscales: 

Acceptance and Passive Reliance on Support 
(Items Nos. 5, 6, 8, 12, 13, 14, 16, 17, 19, 26, and 29), 

Acceptance and Passive Pessimism (Items Nos. 3, 
7. 9. 10, 25, 28, 30, and 33), 

Acceptance and Passive Optimism (Items Nos. 11, 
20, 31, 32, 40, 41, and 42), 

Acceptance and Fighting(Items Nos. 1, 2, 4, 15, 22, 
23, 24, 27, and 34), and 

Non-Acceptance and Dissociation (Items Nos. 18, 
21, 35, 36, 37, 38, and 39).


