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Abstract 

 Two models were tested examining the relationship of service members’ adjustment 

following deployment and the impact of their postdeployment adjustment on family functioning.  

The study sample included 60 families participating in a longitudinal, randomized control trial of 

a parenting intervention adapted for military families following deployment.  Baseline data 

collected from the participants were used for analyses.  The first model focused on the 

association of service members’ combat exposure experiences, experiential avoidance, and the 

interaction of combat experiences and experiential exposure with their symptoms of PTSD and 

depression, and with their alcohol use.  Results indicated that both experiential avoidance and 

combat exposure were associated with PTSD symptoms, and only experiential avoidance was 

associated with depressive symptoms.  The second model examined the relationship of service 

members’ postdeployment adjustment to their behavior during family interaction.  Three 

behavior patterns of service members were assessed and analyzed: (a) reactivity-coercion, (b) 

withdrawal-avoidance, and (c) positive engagement.  Coding and analyses of service members’ 

behavior during family interaction confirmed these three patterns, and a fourth unexpected 

behavior pattern emerged: challenge positive engagement, characterized by efforts to soothe or 

otherwise minimize distressing and emotion-laden family interactions. Results of the second 

model indicated that experiential avoidance was reliably related to service members’ observed 

challenge positive engagement behavior pattern, but not to any of the other three behavior 

patterns during family interaction. This suggests the novel challenge positive engagement 

behavior interaction pattern may serve a dual function, both as a constructive interpersonal 

response to reduce other family members’ distress and as an intrapersonal means of minimizing 

the service members’ own distress in response to that of other family members.       
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CHAPTER 1 
INTRODUCTION 

 Since the outset of Operation Enduring Freedom (OEF; Afghanistan) and Operation Iraqi 

Freedom (OIF; Iraq), nearly 2 million soldiers have served in these conflicts, and 3 million 

family members have been affected by deployments to war zones (Khaylis, Polusny, Erbes, 

Gewirtz, & Rath, 2011).  Service members face many challenges following deployment, such 

that over 40% report significant postdeployment mental health problems (i.e., depression, 

anxiety, alcohol use, aggression, etc.) and functional impairments (Thomas et al., 2010), 12.7% 

screen positive for posttraumatic stress disorder (PTSD) symptoms upon return from deployment 

and 24.5% screen positive 6 months postdeployment (Milliken, Auchterlonie, & Hoge, 2007).  In 

addition to individual-level adjustment problems, postdeployment service members also 

experience challenges reintegrating with their family (Gewirtz, Polusny, DeGarmo, Khaylis, & 

Erbes, 2010), such that members experience negative effects on marital relationships, parenting, 

and child and spouse adjustment.    

 Service members experiencing postdeployment adjustment problems receive individual 

treatment, if possible. Access to treatment is limited for National Guard members and Reservists 

as many of these individuals do not live near military installations in order to obtain free 

psychological treatment.  Moreover, individual treatment may not provide any amelioration of 

family-level problems.  In 2007, the American Psychological Association Presidential Task 

Force on Military Deployment Services for Youth, Families, and Service Members (hereinafter 

referred to as “The Task Force”) concluded that there is a paucity of family-based interventions.  

Of even more concern, there is a lack of research explicitly examining the mental health and 

well-being of families following periods of major military operations (MacDermid, Samper, 

Schwarz, Nishida, & Nyaronga, 2008; Park, 2011).  Therefore, this study adds to extant research 
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by examining the relationship of service members’ postdeployment adjustment and family 

functioning.  Specifically, the relationship of the individual service member’s adjustment (i.e., 

substance abuse, PTSD and depressive symptoms, and experiential avoidance) to three key 

family interaction patterns is examined.   

 The first two family interaction patterns assessed focus on the service members’ potential 

reliance on two overlearned, automatic responses to environmental challenges—reactivity-

coercion and withdrawal-avoidance—that may generalize to family interaction after deployment 

(Ruscio, Weather, King, & King, 2002).  These overlearned, automatic responses reflect service 

members’ training to suppress emotions and engage in automatic reactions to perceived danger 

that is adaptive in combat, but can be detrimental on return to natural postdeployment roles and 

normative environmental activities.  If these response patterns generalize to family interactions, 

service members may react to social challenges and demands by emotional unavailability and 

avoidance, by behavioral withdrawal, and by undercontrolled coercive reactivity (MacDermid, 

2006; Riggs, Byrne, Weathers, & Litz, 1998; Ruscio et al., 2002).  The third family interaction 

pattern, positive engagement, was also assessed to capture positive family functioning and 

ascertain the extent to which constructive engagement is diminished in families insofar as the 

service member is experiencing postdeployment adjustment problems.   

 The current study tests two models.  First, experiential avoidance is examined as a 

moderator of the relationship of the severity of the service members’ experience of deployment 

stressors, as measured by exposure to combat during deployment and the number and frequency 

of deployments (referred to as the “deployment contextual factors”), to service members’ 

postdeployment adjustment (e.g., PTSD symptoms, depression, and substance abuse).  The 

second model assessed experiential avoidance as a moderator of the relationship of service 
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members’ postdeployment adjustment to family functioning as measured by the observation of 

family interaction patterns.  The goal of this study was to address the lack of research on family 

functioning following service members’ military deployment and to facilitate the identification 

of key intervention targets to promote positive family functioning following deployment.    
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CHAPTER 2 
LITERATURE REVIEW 

 
Postdeployment Adjustment and Challenges 
 
 Nearly 2 million service members have served in conflict zones since the outset of 

Operation Enduring Freedom (OEF; Afghanistan) and Operation Iraqi Freedom (OIF; Iraq), and 

3 million family members have been affected by these deployments (Khaylis et al., 2011).  

Service members face many challenges following deployment; over 40% report significant 

postdeployment mental health problems (i.e., depression, anxiety, alcohol use, aggression, etc.) 

and functional impairments (Thomas et al., 2010), 12.7% screen positive for posttraumatic stress 

disorder (PTSD) symptoms upon return from deployment and 24.5% screen positive at 6 months 

postdeployment (Milliken, Auchterlonie, & Hoge, 2007).  Furthermore, 30% of National Guard 

and Reservists report symptoms of PTSD and depression, 15% report problem drinking, and 

40% report problems with aggression (Miliken et al., 2007).   

         Given the improvements in body armor, quicker medical care response time, and advances 

in aeromedical evacuation, an increased number of OEF and OIF service members are returning 

home with physical impairments compared to past conflicts (Institute of Medicine; herein after 

referred to as IOM, 2010).  As a result, there are a greater number of service members returning 

from deployment with comorbid physical and mental health conditions, and quite possibly at a 

more serious level.  For instance, the Department of Veterans Affairs (2005) defined polytrauma 

as “injury to the brain in addition to other body parts or systems resulting in physical, cognitive, 

psychological, or psychosocial impairments and functional disability” (p. 2).  This definition was 

expanded more recently to include concurrent injury to two or more body parts or systems that 

results in cognitive, physical, psychological, or other psychosocial impairments (Department of 

Veterans Affairs, 2009).        
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 Postdeployment service members also experience challenges reintegrating with their 

families (Gewirtz et al., 2010).  Upon return from deployment, service members may feel they 

have lost central family roles as their spouses have managed home life during their absence, but 

may also feel overwhelmed if given too much responsibility too quickly.  Their roles as parent 

and spouse may need to be renegotiated and reestablished (Bowling & Sherman, 2008).  

Reciprocally, the family also experiences readjustment challenges following deployment 

including effects on marital relationships, redefining parenting roles, child behavior problems, 

and spouse mental health difficulties.  Poor service member adjustment following combat 

deployment is associated with a 250% increase in child behavior problems (Chandra et al., 2010; 

Jensen & Shaw, 1996), increased child maltreatment, marital conflict and violence (Jensen & 

Shaw, 1996), and spouse depression (Chandra et al., 2010).   

 Many processes may play an important role in both service members’ and family 

members’ adjustment following deployment. This research focuses on the identification and 

linkage of family interaction processes to multiple postdeployment challenges experienced by 

service members. A better understanding of these processes would facilitate the creation and 

delivery of interventions to effectively promote the adjustment of service members and of their 

spouses and children.      

Postdeployment Family Programs 

 Service members experiencing postdeployment adjustment problems can access free 

individual treatment, but access to such treatment is limited for National Guard and Reservists 

because of distance from military installations. Moreover, individual treatment may not 

adequately address family-level problems (Bowling & Sherman, 2008; Chartrand & Siegel, 

2007).  In 2007, the American Psychological Association Presidential Task Force on Military 
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Deployment Services for Youth, Families, and Service Members (The Task Force) concluded 

that there is a paucity of family-based interventions and, of even more concern, there is a lack of 

research explicitly examining the mental health and well-being of families following periods of 

major military operations (MacDermid et al., 2008; Park, 2011).  Despite research documenting 

family adjustment problems following deployment, there are a limited number of military 

family-support programs and these programs are implemented at the discretion of individual 

installation commanders and might not be available at all installations (IOM, 2010).   

 Reintegration support is offered to Air Force personnel returning from deployment. This 

support includes briefings about support services, preparation of families at home stations just 

prior to service members’ return, and at follow-up throughout the reintegration process (IOM, 

2010).  The Airman and Family Readiness Flight (a service in the Air Force) provides general 

services for airmen and their families in crisis situations, when transitioning from base to base, 

and when leaving military service.  Other programs help military members and their families 

experiencing issues associated with daily military life, such as the Military and Family Life 

Consultant (MFLC) program that delivers short-term, situational, problem-solving nonmedical 

counseling services (IOM, 2010).  Military OneSource, an online service for all military 

members, available 24 hours a day and 7 days a week, can be used by service members to 

coordinate or find services to address a variety of issues or concerns including deployment, 

health and relationships, career and education, and financial and legal help (Department of 

Defense, 2012).  Most of these programs provide generalized help to military families, and are 

not specific to deployment readjustment needs.  Additionally, the effectiveness of many of these 

programs has yet to be evaluated and it is not clear if these programs address the issues and 

concerns of postdeployment service members and their families.  Military OneSource has 
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undergone effectiveness evaluation, and has been found to be effective in linking military 

members and their families with services (Sprenkle, Ko, & MacDermid, 2006), but many 

questions remain as to the effectiveness of the programs and services the families actually 

received.            

 There is a clear need for research focusing on the impact of deployment on military 

service members and their families, as well as development and improvement of existing 

programs aimed at addressing these issues and concerns (Bowling & Sherman, 2008; Chartrand 

& Siegel, 2007).  To further address this need, the current study examines the relationship of 

service members’ postdeployment adjustment, specifically substance abuse, depression, PTSD 

symptoms, and experiential avoidance (subsequently labeled “individual-level factors”), to three 

key family interaction patterns that serve as key mediating processes associated with the longer-

term adjustment of service members and of their spouses and children.  

Individual-Level Factors and Associated Outcomes  

 High rates of mental health disorders and symptoms have been reported by military 

members who deployed to OEF and OIF (Erbes, Westermeyer, Engdahl, & Johnsen, 2007; Hoge 

et al., 2004; Hoge, Auchterlonie, & Milliken, 2006; Kolkow, Spira, Morse, & Grieger, 2007; 

Seal, Bertenthal, Miner, Sen, & Marmar, 2007; Sundin, Fear, Iversen, Rona, & Wessely, 2010; 

Tanielian & Jaycox, 2008), and it is expected that the rates will grow as the conflicts continue 

and postdeployment periods unfold.  Two of the major and most frequently diagnosed mental 

health disorders of postdeployment service members include depression and PTSD.  An 

increased risk of substance-use disorders (i.e., alcohol and drug abuse and dependence) is also 

associated with these disorders.  These disorders, coupled with transition-related adjustments 

more generally, create many challenges for both returning service members and their families.  
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Many of the negative long-term effects of these mental health disorders on personal, familial, 

and social outcomes have been established in civilian as well as in military populations during 

and after past conflicts (i.e., Vietnam War), and several longitudinal studies of OEF/OIF veterans 

have been instigated given the recent nature of these conflicts and the well-publicized toll they 

take on service members (Tanielian & Jaycox, 2008).  These multiple studies are reviewed in 

order to describe the negative mental health outcomes associated with service in armed conflict 

zones more generally, and when possible, specifically mental health outcomes experienced by 

OEF/OIF veterans and their families. 

 Depression and depressive symptoms.  As described in the Diagnostic and Statistical 

Manual of Mental Disorders, 4th Edition, Text Revision (DSM-IV-TR; American Psychiatric 

Association, 2000), major depression is marked by persistent feelings of sadness accompanied by 

symptoms related to changes in appetite, sleeping patterns, anhedonia, fatigue, inability to 

concentrate, and hopelessness or suicidal thoughts.  Depression is associated with a decrease in 

quality of life and, in studies of Vietnam veterans, has been found to be associated with marital 

and family conflict, including domestic violence (Pan, Neidig, & O’Leary, 1994).  Pan and 

colleagues (1994) found that for each 20% increase in depressive symptoms, there was a 74% 

increase in the likelihood of husband-to-wife aggression.  Other research has found that 

depressed individuals are less skilled in resolving marital conflicts (Du Rocher Schudlich, Papp, 

& Cummings, 2004), poorer at requesting and providing their partners with social support 

(Davila, Bradbury, Cohan, & Tochluk, 1997), more likely to blame their partners for negative 

behaviors (Fincham, Beach, & Bradbury, 1989), and more likely to seek excessive reassurance 

of their worth (Joiner & Metalsky, 1995).  In the same vein, partners of depressed individuals are 
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more likely to experience negative emotions such as anger and sadness, perhaps as a 

consequence of interacting with their depressed partner (Kahn, Coyne, & Margolin, 1985).   

 In regard to parenting and child outcomes, depression has been found to impair parenting 

abilities as characterized by reduced positive affect and energy, and increased levels of hostility 

and irritability (Downey & Coyne, 1990).  Depressed parents also experience difficulty in 

managing their children’s behaviors effectively; they tend to vacillate between inconsistent and 

ineffective discipline on the one hand and rigid and controlling behavior on the other (Cummings 

& Davies, 1999; Oyserman, Mowbray, Meares, & Firminger, 2000).  The effects of parental 

depression on child outcomes have been well established in research on civilian populations and 

to a lesser degree on military populations.  Parental depression has been found to be positively 

related to child behavioral problems, child mental health diagnoses, and academic difficulties 

(Beardselee, Bemporad, Keller, & Klerman, 1983; Beardselee, Versage, & Gladstone, 1998; 

Cummings & Davies, 1999).  In summary, depression not only affects an individual’s 

functioning, but also affects the individual’s social relationships with and the well-being of 

family members.  The current study examines the relationship of postdeployment service 

members’ self-report of depressive symptoms to family interactions with their partner and child.   

 Posttraumatic stress disorder.  Posttraumatic stress disorder (PTSD) is one of the most 

widely studied mental health disorders in military populations (Tanielian & Jaycox, 2008). It is 

characterized by re-experiencing traumatic events through flashbacks and nightmares, avoidance 

of people, places, and situations associated with the trauma, and hyper-arousal (American 

Psychiatric Association, 2000).  The initial experience of the traumatic event can be either a 

direct, personal encounter with or witnessing of an event that poses a perceived threat of death or 

serious injury (American Psychiatric Association, 2000).  PTSD is diagnosed if an individual 
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displays symptoms for at least 1 month following the trauma exposure, and is identified as either 

acute (symptoms persisting less than 3 months) or chronic (symptoms persisting more than 3 

months).  PTSD can be further identified as “With Delayed Onset” if the onset of symptoms is at 

least 6 months after the traumatic event exposure (American Psychiatric Association, 2000).  

PTSD has been found to be associated with a number of detrimental effects on diagnosed 

individuals, their social relationships, and familial well-being.  

 Like depression, PTSD has been found to interfere with both physical and relational 

functioning and quality of life (Tanielian & Jaycox, 2008).  Erbes and colleagues (2007) found 

that OEF and OIF veterans diagnosed with PTSD reported significantly lower levels of health, 

emotional well-being, and energy than veterans without the diagnosis.  In a sample of Vietnam 

veterans living in New Zealand, MacDonald and colleagues (1999) found that veterans with 

higher levels of PTSD symptoms reported greater interpersonal problems (e.g., difficulties 

expressing intimacy and lack of sociability), and poorer marital and family relationships.  

Research suggests that secondary traumatization may be experienced by spouses and partners of 

veterans diagnosed with PTSD (Dirkzwager, Bramsen, Adѐr, & van der Ploeg, 2005; Verbosky 

& Ryan, 1988).  Secondary traumatization occurs when a partner is caring for an individual with 

a mental health disorder (PTSD in this case) and, as a result of caring for the individual, the 

partner begins to experience symptoms of the trauma.  Symptoms include nightmares and 

intrusive thoughts related to the specific events experienced by the trauma survivor (Galovski & 

Lyons, 2004).   

 PTSD has been linked to increased violence in the home (Jordan et al., 1992) that may 

result from anger dysregulation (Chemtob, Novaco, Hamada, Gross, & Smith 1997).  According 

to the conceptual framework of Chemtob and colleagues, for veterans diagnosed with PTSD, the 
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experience of traumatic events during combat leads to a chronic and excessive sensitivity to 

threats, and this sensitivity remains even after returning from combat.  As a result, the veteran 

with PTSD tends to respond to perceived threats with heightened reactivity and hostility even 

after leaving the combat zone and returning home.    

 Parent-child relationships are also disrupted by service members’ symptoms of PTSD; 

heightened reactivity and emotional numbing have been found to be negatively associated with 

effective parenting and parent-child relationship quality.  Davidson and Mellor (2001) found that 

heightened reactivity of veterans with PTSD contributes to avoidance of intensely emotional 

experiences of many kinds, such as managing a child’s tantrum or delivering a consequence for a 

child’s misbehavior.  In families of veterans with PTSD, there is an increase in child behavior 

problems (Jordan et al., 1992), academic problems, and in rates of child psychiatric treatment 

(Davidson, Smith, & Kudler, 1989).     

 Similar to depression, it is clear that PTSD has a negative impact on both individual and 

familial functioning.  In contrast to depression, there are many symptoms of PTSD that may 

manifest differently depending on the symptom profile and the situation at hand.  It appears that 

PTSD can have differential effects based on the presence or absence of certain symptoms (e.g., 

heightened reactivity versus emotional numbing).  For instance, a parent experiencing PTSD-

related heightened reactivity may respond quite differently to a child’s temper tantrum compared 

to one who experiences emotional numbing symptoms.  A parent with heightened reactivity 

might respond to the child’s tantrum with violence or aggression, whereas a parent with 

emotional numbing (and avoidance) might respond by simply withdrawing from the interaction 

or giving-in to the child to avoid dealing with the emotionally arousing situation.  These 

differences can also be apparent in marital disputes, during which the individual might respond 
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in a coercive-reactive manner to conflict or might withdraw from the conflict to avoid dealing 

with it altogether.  It is of note that depression and PTSD are highly comorbid, such that 

approximately two-thirds of individuals with PTSD also have probable major depression 

(Tanielian & Jaycox, 2008).  Further, some evidence suggests this comorbidity is associated with 

more negative consequences than either disorder alone (Tanielian & Jaycox, 2008).   

 Substance abuse.  Depression and PTSD are often comorbid with substance abuse 

and/or dependence (IOM, 2010).  Substance dependence is characterized by tolerance, 

withdrawal, need for increasing amounts of the substance, persistent desire for the substance, and 

unsuccessful efforts to reduce use of the substance (APA, 2000).  Substance abuse is 

characterized by recurrent use of a substance to the point where it causes domestic, occupational, 

interpersonal, or legal problems, or use in physically hazardous situations (APA, 2000).   

 There are relatively few data on substance abuse and dependence in OEF/OIF veterans.  

However, an earlier report by the Institute of Medicine (2008) concluded that there is an 

association between deployment to a war zone and alcohol and drug abuse and dependence. The 

lack of data on substance abuse and dependence is attributable to the risk of dishonorable 

discharge if active duty service members are abusing drugs.  Despite the lack of data on 

substance abuse by OEF/OIF veterans, general surveys suggest that many OEF/OIF veterans 

report problems with alcohol abuse and dependence upon return from deployment (Hoge et al., 

2004; Jacobson et al., 2008; Lande, Marin, Chang, & Lande, 2008; Stahre, Brewer, Fonseca, & 

Naimi, 2009).  Hoge and colleagues (2004) found a higher prevalence of alcohol misuse in 

service members deployed to Iraq or Afghanistan compared to pre-deployment prevalence.  In a 

sample of Guard and Reserve members deployed to Iraq or Afghanistan and reporting combat 
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exposure, Jacobson et al. (2008) found substantial risk for new-onset heavy weekly drinking, 

binge drinking, and other alcohol-related problems.      

 Multiple detrimental effects are associated with alcohol abuse and dependence.  There are 

negative medical complications such as liver disorders, cardiovascular problems, neurologic 

conditions, and some kinds of cancer (IOM, 2010).  In addition to these medical complications, 

there are also nonmedical complications such as increased risk of domestic violence, diminished 

parenting, poor work performance, and difficulties performing activities of daily living 

(Tanielian & Jaycox, 2008).   

 Experiential avoidance.  The risk for mental health disorders, specifically PTSD, may 

be exacerbated by service members’ attempt to avoid or control negative thoughts, emotions and 

arousal associated with trauma exposure—recently termed experiential avoidance.  Experiential 

avoidance has been defined as occurring when an individual is unwilling to remain in contact 

with certain experiences as well as the contexts in which they occur and takes steps to alter the 

form or frequency of these experiences even when this avoidance causes behavioral harm 

(Hayes, Wilson, Gifford, Follette, & Strosahl, 1996).  Individuals who avoid or control negative 

thoughts (e.g., thought suppression) as a coping strategy have been found to have higher levels of 

depressive symptoms (Wegner & Zanakos, 1994).   

 The avoidance of negative thoughts or thought suppression as a coping strategy is not 

unique to PTSD. It is also associated with depression and substance abuse in which drug effects 

may serve as one mechanism by which the individual attempts to suppress undesirable thoughts 

and feelings.  Examples of experiential avoidant behaviors include avoidance of combat 

reminders, stressful family situations (i.e., marital conflict, managing a child’s misbehavior—

tantrums), and stressful work environments.  This study examines the hypothesis that 
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experiential avoidance amplifies the negative effects of service members’ postdeployment 

adjustment on family interaction and functioning.    

 Deployment contextual factors.  A number of contextual factors may directly or 

indirectly play a role in the postdeployment adjustment of service members and family members.  

Contextual factors specific to deployment include the service members’ exposure to trauma 

during deployment, and the frequency and length of deployments. Exposure to trauma during 

deployment is associated with an increased risk of all the adjustment problems described in the 

previous section.  Exposure to trauma could involve being deployed in an active combat zone 

more generally, and more specifically, could involve personal experience of a combat injury, 

injury or death of a fellow service member, and direct and repeated engagement in armed 

conflict.  Similarly, the number and duration of deployments experienced by the service member 

may play a role in both individual and familial postdeployment adjustment (Tanielian & Jaycox, 

2008).  Longer duration deployments coupled with a greater frequency of deployments create 

increasingly challenging postdeployment family and work environments. Service members may 

experience increased difficulty renegotiating roles in the family and the family may experience 

increased difficulty in adjusting to the service member being back home (IOM, 2010).     

Individual-Level and Deployment Contextual Factors: A Summary   

 Many service members experience multiple and significant adjustment problems 

following deployment, and in turn, these problems can have a powerful negative impact on 

family postdeployment functioning and adjustment.  Service members’ depression, PTSD, 

substance abuse, and exposure to trauma during deployment, and the length and frequency of 

deployments have all been associated with poor long-term postdeployment adjustment of service 

members, with postdeployment disruption of family functioning, and with increased child 
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maladjustment and marital discord.  Experiential avoidance has received less attention in 

postdeployment adjustment research. Based on research with nonmilitary samples, it is 

hypothesized that experiential avoidance would amplify the relationship of frequent deployments 

and combat exposure to service members’ postdeployment adjustment, and the relationship of 

service members’ postdeployment adjustment to family functioning.    

 Based on extant theory and research, it seems plausible that a high level of experiential 

avoidance might negatively impact service members’ postdeployment adjustment, especially for 

those who have been deployed numerous times and have been exposed to combat trauma during 

deployment.  Therefore, the first hypothesized model in this study examines experiential 

avoidance as a moderator of the relationship between deployment contextual factors and service 

members’ postdeployment adjustment (see Figure 1).   

Postdeployment Family Functioning   

 In addition to examining service members’ individual adjustment following deployment, 

this study also examines the relationship of deployment related experiences and experiential 

avoidance to familial postdeployment adjustment as reflected in family interactions.  The degree 

to which individual factors impact or influence family functioning following deployment is not 

well-studied, and results from the current study would inform research on the impact of these 

factors on family relationship processes, and as a consequence may inform efforts to develop 

effective postdeployment family-based interventions.  Specifically, this study examines the 

relationship of service members’ self-reported adjustment to three family interaction patterns: (a) 

reactivity-coercion, (b) withdrawal-avoidance, and (c) positive engagement, as described below.        

  Family interaction patterns.  Reactive-coercive and withdrawal-avoidant family 

interaction patterns have been observed in previous research and found to be associated with 
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disrupted and maladaptive family functioning, including parent-child and spousal relationships 

(Patterson, 1982; Reid, Patterson, & Snyder, 2002; Snyder, 1995).  More research has been 

conducted on the negative effects of reactive-coercive patterns of family interaction in 

comparison to withdrawal-avoidant patterns.  Reactive-coercive interactions include (a) negative 

verbal exchanges (i.e., criticism, disapproval, threats); (b) negative physical exchanges (i.e., 

hitting, kicking, spitting); (c) negative nonverbal exchanges (i.e., threatening gestures, nonverbal 

signs of disagreement and disapproval, noncompliance—to instructions/commands); (d) verbal 

invalidation—in response to displayed affect, opinions, perspectives (i.e., dismissing, negating, 

criticizing/belittling); and (e) negative verbal commands (i.e., do’s or don’ts delivered with a 

threat, derogating tone, or “cold” tone).   

 Patterson and colleagues (1992) have shown that parental inconsistent and harsh 

disciplinary response to child oppositional behavior shapes further aggressive behavior through 

coercive parent-child interactions. The child’s oppositional and aggressive behavior may then 

generalize to peer and school contexts.  Children who are aggressive at school tend to be rejected 

by “normal,” nonaggressive peers and experience academic difficulties.  Further, child 

aggression and rejection by peers are associated with deviant peer association and involvement 

in delinquent and antisocial behaviors (Reid, Patterson, & Snyder, 2002).  Clearly, the home 

environment provides a context in which a child “learns” how to interact with others, and 

coercive parent-child exchanges early in a child’s life can lead to a series of social experiences in 

multiple contexts that increment risk for problem behavior during adolescence (Ary et al., 1999).  

 Furthermore, coercive exchanges exacerbated by stressors on the family (e.g., economic, 

low social/spousal support) are associated with decreased marital satisfaction (Noller, Feeney, 

Bonnell, & Callan, 1994), greater parental hostility toward children, and child emotional and 
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behavior problems (Conger, Ge, Elder, Lorenz, & Simons, 1994).  Conger et al. (1994) found 

that economic pressures are associated with increased hostility and coercive behavior during 

marital and parent-child interaction, which in turn increased marital conflict and child emotional 

and behavioral problems.  This strong linkage of family stressors to hostile and coercive 

exchanges during family interaction is likely to also occur as families of service members 

experience multiple challenges during the reintegration and postdeployment periods.       

 Fewer studies have directly examined the effects of withdrawal-avoidant family 

interaction patterns, but several studies have reported a link between familial (both parent-child 

and spousal) conflict and resulting withdrawal-avoidance (Grych & Fincham, 1990; Lindahl & 

Malik, 1999).  Marital conflict has been found to negatively impact parenting such that parents 

may become withdrawn or avoidant during interaction with both their spouses and children 

(Lindahl & Malik, 1999). Withdrawal and avoidance, in turn, have been associated with child 

externalizing and conduct problems (Grych & Fincham, 1990).  Similarly, Sheeber and 

colleagues (1998) found that depressive behaviors by adolescents serve as a stimulus for inaction 

by fathers, but not mothers.  This finding is congruent with studies of marital conflict in which 

men tend to withdraw during conflict whereas women remained engaged (Gottman & Krokoff, 

1989; Lindahl & Markman, 1990).  However, Cook and colleagues (1990) found that mothers of 

depressed children were also relatively unresponsive to their children’s negative, emotionally 

arousing behavior.   

 These studies suggest that, in the presence of emotionally arousing interaction, parents 

may become less responsive to their children, and adult partners may show diminished 

responsiveness toward one another. Such reduced responsiveness is associated with relational 

conflict and negative developmental outcomes.  Congruent with these findings, this study 
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examines the frequency of withdrawal-avoidance behaviors of service members during ongoing 

family interaction, especially in relation to conflict or emotionally arousing situations.  This 

study also assesses the additive and synergistic relationship of service members’ adjustment and 

experiential avoidance to withdrawal and avoidance behaviors during family interaction.   

 Withdrawal-avoidant interactions are characterized by (a) verbal disengagement bids 

(i.e., excuse giving, complaints about involvement in a task or social exchange, statements 

avoiding responsibility); (b) nonverbal disengagement (i.e., shrugging, staring “into space,” 

inattention to explicit and salient social bids); (c) nonresponsive avoidance (i.e., no verbal or 

physical response to commands, explicit instructions, or normative conversation); (d) negative 

verbal self-focus (i.e., self-complaints about physical, cognitive or emotional status); and (e) bids 

to obtain care-giving (i.e., asking for unneeded help in normative tasks, grimacing and other 

nonverbal or vocal indications of discomfort or pain).  Although there is less research 

specifically on the detrimental effects of withdrawal-avoidance in familial interactions, it is 

likely that such behavior disrupts effective communication and problem solving, responsive 

nurturing, and skilled parenting.    

 Reactivity-coercion and withdrawal-avoidance may serve as complementary social 

processes, and be additively or synergistically related to family relationship quality and child 

developmental outcomes.  Sheeber and colleagues (2002) found that coercion is associated with 

the development and maintenance of depressive behavior of adolescents, and illustrate the 

interaction between coercion and withdrawal-avoidance (depression) using a three component 

framework.  First, depressed people live in aversive social environments that are conducive to 

the development of depressive behavior.  Second, the avoidant and withdrawing behaviors of 

depressed persons are aversive to others.  Third, depressive behaviors are functional in reducing 
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others’ aversive behavior as well as eliciting positive social consequences.  Based on this 

framework, this study examines the relationship between reactive-coercive and withdrawn-

avoidant patterns during family interaction, and their conjoint relationship to service members’ 

adjustment and experiential avoidance.  

 A third family interaction pattern, positive engagement, has been associated with positive 

outcomes in marital functioning, parent-child relationships, and child adjustment (Linville et al., 

2010).  Positive engagement is characterized by (a) positive verbal behavior directed at others 

(e.g., compliments, giving thanks, constructive comments, and  supportive verbal teaching or 

guidance); (b) verbal validation (e.g., empathy, supportive statements, and queries about 

feelings, thoughts, needs and perspectives); (c) positive physical contact or actions (e.g., 

nonverbal displays of affection, physical soothing, and caring touch); (d) positive nonverbal 

vocal, facial, postural, or gestural motions (e.g., nonverbal signs of agreement and approval); and 

(e) clear and constructive commands/instructions (e.g., explicit do or don’t statements, explicit 

questions clearly asking for compliance).  All of these behaviors promote a positive, loving and 

caring environment for the family and facilitate effective management of and coping with 

difficult discussions or emotionally arousing situations.  Positive involvement appears to be 

foundational to other parenting skills such as discipline and monitoring, and to constructive 

marital relationships.  

Linkage of Service Members’ Adjustment and Family Interaction Patterns       

 These three family interaction patterns have been studied using a variety of samples, but 

the linkage between service members’ deployment experiences and postdeployment adjustment 

and patterns of family interaction has received little empirical attention (Monson, Taft, & 

Friedman, 2009).  Examining key family interaction patterns during postdeployment and 
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reintegration periods is important in formulating targets and strategies in interventions that 

address the unique needs of service members and their families.  It has been hypothesized that 

many postdeployment problems experienced by service members and responses to 

environmental challenges learned as a result of military training and deployment in conflict 

zones, including reactivity-coercion and withdrawal-avoidance, may generalize to family 

interaction following deployment and reintegration (Ruscio et al., 2002).  These responses reflect 

service members’ training to suppress emotions and engage in automatic reactions to perceived 

danger.   

 Experience of deployment-related traumatic events (Thomas et al., 2010) and PTSD 

symptoms generalize, maintain and amplify these overlearned responses in two ways. First, 

distressing thoughts, emotions and memories associated with trauma exposure may be perceived 

as harmful and in need of suppression or control (one form of experiential avoidance), and 

consequently promote the use of withdrawal and avoidance (including drug and alcohol use) in 

response to perceived demands and emotionally-charged events. Second, service members may 

show hypervigilance, heightened reactivity and respond coercively to distressing or emotionally 

arousing events, further fueled by experiential avoidance that paradoxically increases reactivity 

and arousal.  These reactive-coercive and withdrawal-avoidance responses are resistant to change 

because they functionally diminish service members’ short-term distress.   

 The family is a context for strong emotions, bids for attention and affection, discipline 

exchanges, demands of family routines, and marital disagreements.  Using overlearned 

responses, service members may react to these challenging environmental events by becoming 

emotionally unavailable, avoidant and withdrawn behaviorally, and by undercontrolled coercive 

reactivity (MacDermid, 2006; Riggs et al., 1998; Ruscio et al., 2002).  Reactive-coercive and 
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withdrawal-avoidant responses evoke reciprocal and complementary reactions from spouses and 

children that may amplify reintegration problems for all family members.  Complementary 

avoidance-withdrawal responses by family members may involve reticence to provoke or 

acquiescence to negative emotional and behavioral responses of the service member, assuming 

responsibilities to alleviate distress, and soothing or attention contingent on service members’ 

reactivity and withdrawal (i.e., “walking on egg shells”).  Family members may also contribute 

to reactivity-coercion by making frequent and insistent bids for attention and engagement in 

response to service members’ unavailability and withdrawal, or to reciprocate the aversive 

emotional and behavior displays of the service member.  In this manner, the social responses of 

all family members become mutually entrained, creating reactive-coercive and withdrawal-

avoidant patterns of interaction that interfere with constructive parenting practices and marital 

communication, and that increase the adjustment problems of service members, and their spouses 

and children (Gewirtz et al., 2010; Gewirtz, Erbes, Polusny, Forgatch, & DeGarmo, 2011).  

 Based on this formulation, both reactive-coercive and withdrawal-avoidant family 

interaction patterns are assessed in this study.  Further, positive engagement, is also assessed as a 

measure of constructive family functioning and adjustment.  Characteristics and indicators of 

each of these patterns are further described in the materials section of this manuscript.  The 

current study examines the relationship between the service members’ self-report of 

postdeployment adjustment and the occurrence of these three family interaction patterns. Given 

the relative lack of research on familial adjustment following deployment, this study may inform 

research and efforts aimed at developing and implementing effective interventions to promote 

the postdeployment adjustment of service members and their families.  Specifically, the goal of 

this study is to provide information regarding potential targets for family-based interventions that 
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entail reducing the occurrence of reactive-coercive and withdrawal-avoidant patterns of family 

interaction. 

 Building on the model presented previously (see Figure 1), the second model in the 

current study examines the direct association of the service members’ experiential avoidance and 

adjustment with three family interaction patterns: (a) withdrawal-avoidance, (b) reactivity-

coercion, and (c) positive engagement.  Also assessed is whether service members’ experiential 

avoidance and maladjustment are additively and synergistically related to the three family 

interaction patterns (see Figure 2).  It is hypothesized that higher levels of service member 

postdeployment adjustment problems and experiential avoidance will be related to higher levels 

of disrupted family interactions (e.g., higher levels of reactivity-coercion and withdrawal-

avoidance, and lower levels of positive engagement), and that the association of service member 

maladjustment with disrupted family interaction patterns will be amplified when service 

members report high experiential avoidance.   

 Results from the current study may provide information critical to formulating and 

adapting family interventions for service members and their families by identifying maladaptive 

patterns of family interaction as key targets for intervention.  Family interventions are a useful 

venue to address postdeployment challenges of service members and their families because they: 

are (a) highly acceptable; (b) reduce stigma; (c) enhance parenting; (d) re-establish family social 

support and normative family roles for service members; and (e) create constructive means of 

coping with service-related distress.  
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CHAPTER 3 
METHODOLOGY 

 
Participants 

 This study uses baseline data from 60 families participating in a longitudinal, randomized 

control trial test of Parent Management Training-Oregon, After Deployment Parenting Tools 

(PMTO-ADAPT) relative to services as usual (SAU) for postdeployment service members from 

the National Guard and Reserves.  The PMTO-ADAPT study is funded by the National Institute 

on Drug Abuse (NIDA) and the Principal Investigator is Dr. Abi Gewirtz at the University of 

Minnesota.  Sixty families were selected from the NIDA sample that included at least one child 

between the ages of 6 and 12 years, two parents, and a father who is a service member; these 

selection criteria were used to reduce variance due to child age, family composition, and service 

member gender.  Data used in this study are cross-sectional in nature, and therefore, preclude 

strong inferences of causality.     

 Parents in the sample are a mean age of 37 years, with ethnicity as follows:  89% 

Caucasian; 4% African-American/Black; 3% Asian/Asian-American; 3% Multiracial/Biracial; 

and 1% Native Hawaiian/Pacific Islander.  More than 50% of the parents in the sample had 

obtained an Associate’s degree or higher level of education and had an annual household income 

greater than $70,000.  Approximately 56% of the children in the sample are female and their 

ethnic breakdown is as follows:  87% Caucasian; 4% African-American/Black; 4% Asian/Asian-

American; 3% Multiracial/Biracial; and 2% Native Hawaiian/Pacific Islander.  Characteristics of 

service members in the sample are as follows: mean number of deployments = 3 (range 2-11 

deployments); 2 or more deployments = 86%; and combat injury = 8%.  Surveys of service 

members in the larger NIDA sample indicate that approximately 14% have received a diagnosis 

of PTSD and 31% exceed AUDIT criteria for problem drinking.       
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Materials 

 Demographic information.  Demographic information such as gender, age, racial and 

ethnic identity for each parent (caregiver) and child were collected as well as parent’s 

employment, income, date(s) and number and length of deployments. The number and length of 

deployments were assessed using three open-ended questions answered by service members to 

obtain information about the extent of respondents’ deployment history.   

 Deployment Risk and Resilience Inventory (DRRI).  The DRRI was used to assess 

combat exposure (α = .95; see Appendix A).  The DRRI is an ecologically valid instrument for 

assessing risk and resilience factors for military personnel participating in recent and current 

deployments (Vogt, Samper, King, King, & Martin, 2008).  The original DRRI consists of 14 

measures that assess various features of predeployment background, deployment-related 

experiences and perceptions, and postdeployment events and circumstances (King, King, Vogt, 

Knight, & Samper, 2006).  Two of these measures focused on postdeployment events and 

circumstances related to combat exposure were used in the current study.  Each of the measures 

consists of 15 yes-no questions, yielding a range of possible scores of 0-30.  The DRRI has 

demonstrated good internal consistency (King et al., 2006).  In samples from Gulf War I and 

OIF, DRRI showed predicted relationships with measures of mental health difficulty (PTSD, 

depression, general anxiety), physical health, and quality of life (King et al., 2006).  In addition 

to these studies, validity was further established in a sample of OIF veterans (Vogt, Proctor, 

King, King, & Vasterling, 2008).  Extent and nature of combat injury (5 items) is assessed using 

an adapted brief assessment from the National Veterans Readjustment Study designed for 

OEF/OIF veterans (Gewirtz, Polusny, DeGarmo, Khalyis, & Erbes, under review).  
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 Posttraumatic Stress Checklist (PCL-M).  The PCL-M (α = .93; Weathers, Litz, 

Herman, Huska, & Keane, 1993; see Appendix B) is a 17-item, self-report screening tool used to 

assess the presence and severity of PTSD symptoms as defined by the DSM-IV-TR (American 

Psychiatric Association, 2000). Respondents are asked to rate the extent to which they were 

bothered by each PTSD symptom in the past month using a 5-point scale (Not at all to 

Extremely). The PCL has been widely used with military personnel and civilians, and has 

demonstrated excellent internal consistency (Ruggiero, Del Ben, Scotti, & Rabalais, 2003; 

Ruggiero, Rheingold, Resnick, Kilpatrick, & Galea, 2006).  Convergent validity of the PCL-M is 

supported by positive correlation with other measures of PTSD (e.g., Mississippi Scale for 

PTSD) (Keen, Kutter, Niles, & Krinsley, 2008; Ruggerio et al., 2003).   

 Acceptance and Action Questionnaire –II (AAQ-II).  The AAQ-II (α = .91; Bond et 

al., 2011; see Appendix C) is a 7-item, self-report measure of experiential avoidance and 

psychological inflexibility.   Higher scores (range of scores is 7-49) on this measure indicate 

higher levels of psychological inflexibility.  The AAQ-II has demonstrated good internal 

consistency (α = .84) and 12 month test-retest reliability (r = .79) (Bond et al., 2011).  Bond and 

colleagues (2011) found that the AAQ-II shows strong construct validity, and concurrently, 

longitudinally and incrementally predicts a variety of mental health problems including 

depression on the Beck Depression Inventory-II (BDI-II; Beck, Steer, & Brown, 1996) and 

general psychiatric symptoms on the General Health Questionnaire- 12 (GHQ; Goldberg, 1978) 

and the Global Severity Index of the Symptom Checklist-90-Revised (SCL-90-R-GSI; 

DeRogatis, 1992).  It shows convergent validity with other scales of emotion and thought 

suppression. It is unrelated to social desirability, age, gender, and race. 
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 Hopkins Symptom Checklist- 25 (HSCL).  The Hopkins Symptom Checklist- 25 (see 

Appendix D) is a well-known and widely used 25-item, self-report measure that assesses 

symptoms of anxiety and depression (Hesbacher, Rickels, Morris, Newman, & Rosenfeld, 1980; 

Parloff, Kelman, & Comfort, 1954; Winokur, Winokur, Rickels, & Cox, 1984).  Items are rated 

on a 4-point scale with anchors of 1 = Not at all and 4 = Extremely, and indicate the presence of 

these symptoms over the past week.  Three scores can be calculated:  (a) the total score is the 

average of all 25 items, (b) the anxiety score is the average of the first ten items, and (c) the 

depression score is the average of the 15 depression items.  The latter depression score was 

calculated in this study to assess service members’ level of self-reported depression (α = .90).       

 Alcohol Use Disorders Identification Test (AUDIT).  The AUDIT (α > .75; Babor, 

Higgins-Biddle, Saunders, & Monteiro, 2001; see Appendix E) is a 10-item, self-report measure 

developed by the World Health Organization as a fast, reliable, and effective way to screen for 

excessive drinking. The AUDIT has been validated in over two decades of research with 

multinational samples and deemed effective for early identification of alcohol misuse in military 

populations. Cut-off scores of 8 show adequate sensitivity, but scores between 9 and 10 are 

suggested to identify heavy drinking in populations of veterans.   

 Family interaction tasks.  Video records of a series of four interaction tasks involving 

the service member (in this case, the father), spouse or other caregiver (mother), and target child 

were coded using the macrolevel coding system described below.  The family interaction tasks 

that were coded include:  (a) father-child problem-solving; (b) father-mother-child problem-

solving; (c) father-mother problem-solving; and (d) father-child deployment discussion.  Each 

task is approximately 5 minutes long and was videotaped during the original baseline data 

collection at the University of Minnesota.  For the problem-solving tasks, the parent(s) and/or 
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child have already identified (in self-report measures) an issue or concern (i.e., fighting with 

siblings, keeping toys picked up, going to bed on time, co-parenting) and are instructed to 

discuss the issue and to try to develop a solution in the 5 minute time frame.  For the deployment 

discussion, family members are instructed to discuss their thoughts, feelings, and any issues 

related to when the service member was deployed and how they might handle the situation if the 

service member would be deployed again in the future.         

 Family interaction patterns macrocoding system.  The macrocoding system is used to 

provide a description of the behavior and affect that each family member (service member, 

spouse, and target child) directed at other family members during the observational tasks (see 

Appendix F).  The behavior/affect codes are designed to ascertain behaviors by parents and 

children that contribute to two key maladaptive family interaction patterns, reactivity-coercion 

and withdrawal-avoidance.  A third more adaptive pattern, positive engagement, was used to 

capture positive family functioning.   

 The reactivity-coercion and withdrawal-avoidance categories and their associated codes 

are designed to describe the primary and perhaps unique ways in which service members’ 

exposure to trauma, PTSD symptoms and experiential avoidance are expressed during family 

interaction and result in reciprocal or complementary reactions from other family members.  The 

codes reflect the behavior of the service members at a macro rating level in order to describe the 

reactivity-coercion and withdrawal-avoidance behaviors and the quality of basic family 

processes during postdeployment family reintegration.  The addition of the positive engagement 

category captures and describes basic family processes by which family members reciprocally 

engage and respond to one another in more constructive ways.  These basic relationship 

processes or patterns (reactivity-coercion, withdrawal-avoidance, and positive engagement) serve 
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as the foundation for parenting practices and coparenting, partner communication and problem-

solving, and supportive family relationships as previously described.  

 The reactivity-coercion category consists of 17 items rated on a scale of 1 (not at all, did 

not occur, not true at all) to 5 (clearly evident, >5 occurrences, very descriptive) for each family 

member involved in the task being rated.  The reactivity-coercion category consists of three 

facets:  (a) reactivity refers to a heightened sensitivity to routine nonaversive as well as aversive 

social events, which is indicated by irritability and negative reactivity; (b) coercion is 

characterized by nattering, threats, aversive physical actions, by verbal criticism, denigration and 

demands, and by nonverbal displays of displeasure and rejection—a use of “force” to control 

others or to “get one’s way;” and (c) reactivity and coercion are often accompanied by angry, 

contemptuous and disdainful affect.  Items on this scale include, “Is volatile and reactive—easily 

set off or has a short fuse,” “Is irritable and grumpy,” and “Doesn’t let things go without 

reacting.”  The initial 17 items on this scale were rated for each father in each of the four tasks 

described earlier.    

 The withdrawal-avoidance category consists of 18 individually rated items and 9 globally 

rated items.  Ratings of the withdrawal-avoidance items range from 1 (not at all, did not occur, 

not true at all) to 5 (clearly evident, >5 occurrences, very descriptive).  The withdrawal-

avoidance category assesses verbal and nonverbal behaviors (or lack of normatively expected 

behaviors) that reflect disengagement.  These behaviors can be observed by: (a) disinterest in the 

social environment and in normative or routine tasks, and associated passivity, low energy, and 

lack of initiative; (b) self-focus that involves expressions of hurt and sorrow, and a palliative 

approach to coping; (c) explicit bids to be excused or to receive care-giving; and (d) 

nonresponsiveness to explicit social events and normative opportunities directed at the target that 
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may be positive or negative in tone, including explicit communication of not wishing to be 

involved.  Further, withdrawal-avoidance may also be characterized by a wariness or 

tentativeness to avoid upsetting another family member (i.e., there is a sense of “walking on egg 

shells”) and may be accompanied by a somber and dysphoric mood.  Individually coded items 

include: “Is distant, inattentive or unengaged in ongoing discourse and joint activity,” “Is 

emotionally unavailable, ‘not there’,” and “Is reticent or slow to get involved in tasks and 

activities.”   

 The positive engagement category is characterized by a range and variety of verbal and 

nonverbal behaviors that indicate energy, attentiveness, sensitivity, support, warmth and 

attachment during social interaction.  There is openness to one’s own and others’ affect, 

interests, goals and experiences, communicated with a sense of respect, validation and the 

promotion of mutual well-being.  Joy and happiness are frequently expressed and accompany 

shared activities and discourse.  Positive engagement also entails meeting others’ sadness, fear, 

distress, and hurt with validation, support and empathy, accompanied by constructive soothing 

and problem solving.  Family members are free to constructively express themselves and show 

active interest in the experiences, activities, and goals of one another.  There is a sense of 

togetherness that is both kind and gentle, but also that can be energetic and vital.  Items in the 

positive engagement category are rated on a scale of 1 (not descriptive at all) to 5 (very clearly 

descriptive).  The 20 items on this scale include: “Actively initiates behavior in a constructive 

manner, tries to engage other family members,” “Is attentive and psychologically ‘present’,” and 

“Validates and ‘accepts’ other members’ distress and negative affect.”   
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Procedure 

 Informed consent, self-report measures of service member postdeployment adjustment, 

and the recording of the family interaction tasks were all completed as part of the University of 

Minnesota large-scale RCT of PMTO-ADAPT.  All demographic and self-report data used in 

these analyses were provided by Dr. Gewirtz and her colleagues at the University of Minnesota.  

The family interaction tasks were made accessible via a secure online source known as 

MediaMill.  A total of 60 videos of families from the larger baseline sample were selected and 

made available for coding.   

 Three undergraduate and one graduate student were trained to code the six tasks 

described previously using the macrocoding system described in the materials section (also see 

Appendix F) to a criterion kappa of >.65 (based on Bakeman & Gottman, 1989).  The 60 family 

interaction videos were randomly assigned to each of the four trained coders, yielding 15 

assigned videos to each coder.  Of the 15 videos assigned to each coder, a total of three videos 

were randomly chosen for purposes of reliability checks.  Each coder overlapped with the 

remaining three coders on a minimum of three assigned videos, which yielded a total of 18 

videos coded by each.  Additionally, the principal investigator served as a master coder who 

assessed the coders’ reliability on at least two videos assigned for reliability checks throughout 

the coding process.  No coders dropped below the kappa = .65 criterion on reliability checks and 

thus were not returned to training for re-establishing criterion reliability.  Coders were unaware 

of which videos were used to check reliability.  Weekly training and recalibration were used to 

maintain coder reliability and guard against coder drift.      
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CHAPTER 4 
RESULTS 

 
Scale Development for Fathers’ Behavior Patterns during Family Interaction  
  
 The three behavior patterns observed during family interaction, reactivity-coercion, 

withdrawal-avoidance and positive engagement, were examined separately.  Fathers’ behavior 

patterns were examined individually for each of the four tasks using descriptive statistics and 

intercorrelations. See Figure 3 for an illustration of the procedure used to create the behavior 

pattern factor scores. Chronbach’s alphas and forced n = 1 factor analyses were then calculated 

for each behavior pattern for each task.  Given adequate internal reliability and item convergence 

on one factor, a factor score was calculated for each specific behavior pattern for each task. For 

instance, 17 Likert-items were used to assess fathers’ level of reactivity-coercion in each of the 

four tasks.  Alphas were calculated using the 17 items for each task to assess the practicality of 

creating a reactivity-coercion factor score for each task. Once a factor score for a behavior 

pattern for each task was created, descriptive statistics for and intercorrelations among these 

factor scores across tasks were examined to ascertain the validity of creating one overall, 

superordinate (“trait” level) factor for each behavior pattern across tasks.  Then, an average 

factor score for each behavior pattern across tasks was created and used in the regression 

analyses to test the hypotheses. 

 Reactivity-coercion.  The same 17 Likert -items were used to code reactivity-coercion 

for each task, with values ranging from 1 = not at all, did not occur, not true at all to 5 = clearly 

evident, >5 occurrences, very descriptive (some items on the scale did include a “0” rating 

because the behavior being rating was not observable—see Appendix F).  The sample size for all 

analyses was 60 unless otherwise indicated below.  Table 1 summarizes item reliability analyses 

and factor loadings for reactivity-coercion on each task, and Table 2 summarizes descriptive 
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statistics for reactivity-coercion at the 17-item scale level for each task. Table 3 describes factor 

score correlations among scales for each task, Table 4 summarizes superordinate trait-level 

factor score loadings across tasks, and Table 5 provides descriptive statistics for the reactivity-

coercion superordinate trait factor.           

 Task 1: Father and child problem-solving.  Reliability analyses of the 17 reactivity-

coercion items for this task indicated good consistency (α = .91), and removal of any of the items 

did not improve the overall reliability. Therefore, all items were included in the n = 1 factor 

analysis to create a factor score for this task.  Item factor loadings for the one factor solution 

ranged from .36 to .87, and accounted for 46% of the variance (see Table1).  Fathers’ mean item 

level of reactivity-coercion for this task was 1.07 with a standard deviation of .40, and the 

distribution of ratings were significantly skewed (z = 9.83) and kurtotic (z = 21.08; see Table 2).  

The factor score for this task was significantly and positively related to the factor scores from all 

of the other tasks fathers were involved in except for task 5 (r = .22; see Table 3).      

 Task 2: Father, mother, and child problem-solving.  Reliability analyses of the 17 

reactivity-coercion items for this task indicated good consistency (α = .90), and removal of any 

of the items did not improve the overall reliability. Therefore, all items were included in the 

factor analysis to create a factor score for this task.  Item factor loadings for the one factor 

solution ranged from .21 to .85, and accounted for 44% of the variance (see Table 1).  Fathers’ 

mean item level of reactivity-coercion for this task was 1.05 with a standard deviation of .35, and 

the distribution of ratings were significantly skewed (z = 5.14) and kurtotic z-score = 2.80 (see 

Table 2).  The factor score for this task was significantly and positively related to the factor 

scores from all of the other tasks fathers were involved in (see Table 3).    
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 Task 3: Father and mother problem-solving.  Reliability analyses of the 17 reactivity-

coercion items for this task indicated good consistency (α = .92), and removal of any of the items 

did not improve the overall reliability.  However, item 10, “Engages in physical threats or 

actions,” was not included in the factor analysis because none of the fathers exhibited this 

behavior in this particular task.  Item factor loadings for the one factor solution ranged from .31 

to .91, and accounted for 55% of the variance (see Table 1).  Fathers’ mean item level of 

reactivity-coercion for this task was 1.08 with a standard deviation of .41, and the distribution of 

ratings were significantly skewed (z = 6.77) and kurtotic (z = 8.43; see Table 2).  The factor 

score for this task was significantly and positively related to factor scores from all of the other 

tasks fathers were involved in (see Table 3).   

 Task 4: Father and child deployment discussion.   Reliability analyses of the 17 

reactivity-coercion items for this task indicated good consistency (α = .87), and removal of any 

of the items did not improve the overall reliability. Therefore, all items were included in the 

factor analysis to create a factor score for this task.  Item factor loadings for the one factor 

solution ranged from .02 to .91, and accounted for 41% of the variance (see Table 1).  Fathers’ 

mean item level of reactivity-coercion for this task was .97 with a standard deviation of .27, and 

the distribution of ratings were significantly skewed (z = 6.63) and kurtotic (z = 5.76; see Table 

2). The factor score for this task was significantly and positively related to the factor scores from 

all of the other tasks fathers were involved in except for task 1 (see Table 3). 

 Summary of tasks and creation of superordinate factor score.  All of the reactivity-

coercion individual factor scores from all four tasks were entered into a forced one factor 

analysis solution to create a superordinate factor to represent fathers’ trait-level reactivity-

coercion for all tasks.  Factor loadings for the one factor solution ranged from .64 to .91, and 
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accounted for 63% of the variance (see Table 4).  The overall mean level of fathers’ reactivity-

coercion was 1.04 with a standard deviation of .28 (see Table 5).        

 Withdrawal-avoidance.  Descriptive statistics, reliability analyses, a forced n=1 factor 

solution, and creation of factor scores for withdrawal- avoidance on each of the four 

observational tasks involving fathers were completed using the same procedures described above 

for reactivity-coercion.  Once factor scores for each task were created, the factor scores of each 

task were then factored to create one superordinate trait-level factor score for the withdrawal-

avoidance interaction pattern.  The same 17 Likert items were coded for each task, and values 

range from 1 = not at all, did not occur, not true at all to 5 = clearly evident, >5 occurrences, 

very descriptive (some items on the scale did include a “0” rating because the behavior being 

rating was not able to be observed—see Appendix F).  The sample size for all analyses was 60 

unless otherwise indicated below.  Table 6 summarizes item reliability analyses and factor 

loadings for withdrawal-avoidance on each task, and Table 7 summarizes descriptive statistics 

for withdrawal-avoidance at the 17-item scale level for each task. Table 8 describes factor score 

correlations among scales for each task, Table 9 summarizes superordinate trait-level factor 

score loadings across tasks, and Table 10 provides descriptive statistics for the withdrawal-

avoidance superordinate trait factor.      

 Task 1: Father and child problem-solving. Reliability analyses of the 17 withdrawal-

avoidance items for this task indicated good consistency (α = .85), and removal of any of the 

items did not improve the overall reliability.  Therefore, all items were included in the n = 1 

factor analysis to create a factor score for this task.  Item factor loadings for the one factor 

solution ranged from .07 to .90, and accounted for 38% of the variance (see Table 6).  Fathers’ 

mean item level of withdrawal-avoidance for this task was 1.17 with a standard deviation of .34, 
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and the distribution of ratings were significantly skewed (z = 6.36) and kurtotic (z = 7.11; see 

Table 7).    The factor score for this task was significantly and positively related to comparable 

factor scores from all of the other tasks fathers were involved in (see Table 8).  

 Task 2: Father, mother, and child problem-solving.  Reliability analyses of the 17 

withdrawal-avoidance items for this task indicated good consistency (α = .90), and removal of 

any of the items did not improve the overall reliability.  However, item 9, “Makes self-critical 

statements,” was not included in the factor analysis because none of the fathers exhibited this 

behavior in this particular task.  Factor loadings for the one factor solution ranged from .06 to 

.88, and accounted for 44% of the variance (see Table 6).  Fathers’ mean item level of 

withdrawal-avoidance for this task was 1.26 with a standard deviation of .42, and the distribution 

of ratings were significantly skewed (z = 6.33) and kurtotic (z = 7.12; see Table 7).  The factor 

score for this task was significantly and positively correlated with comparable factor scores from 

all of the other tasks except for task 5 (see Table 8).     

 Task 3:  Father and mother problem-solving.  Reliability analyses of the 17 withdrawal-

avoidance items for this task indicated good consistency (α = .85), and removal of any of the 

items did not improve the overall reliability.  Therefore, all items were included in the factor 

analysis to create a factor score for this task.  Item factor loadings for the one factor solution 

ranged from .13 to .85, and accounted for 36% of the variance (see Table 6).  Item 17, “Is wary 

and tentative, ‘walks on eggshells’ to not upset other family members,” resulted in a weak, 

negative loading for this particular task.  Fathers’ mean item level of withdrawal-avoidance for 

this task was 1.17 with a standard deviation of .30, and the distribution of ratings were 

significantly skewed (z = 5.29) and kurtotic (z = 3.39; see Table 7).  The factor score for this task 
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was significantly and positively related to comparable factor scores from all of the other tasks 

fathers were involved in (see Table 8).  

 Task 4:  Father and child deployment discussion.  Reliability analyses of the 17 

withdrawal-avoidance items for this task indicated good consistency (α = .83), and removal of 

any of the items did not improve the overall reliability.  Therefore, all items were included in the 

factor analysis to create a factor score for this task.  Item factor loadings for the one factor 

solution ranged from .02 to .91, and accounted for 36% of the variance (see Table 6). Fathers’ 

mean item level of withdrawal-avoidance for this task was 1.13 with a standard deviation of .25, 

and the distribution of ratings were significantly skewed (z = 8.24) and kurtotic (z = 13.90; see 

Table 7).  The factor score for this task was significantly and positively related to comparable 

factor scores from all of the other tasks fathers were involved in except for task 3 (see Table 8).          

 Summary of tasks and creation of superordinate factor score.  All of the withdrawal-

avoidance task individual factor scores were entered into a forced one factor analysis solution to 

create a superordinate factor to represent fathers’ trait-level withdrawal-avoidance for all tasks.  

Factor loadings for the one factor solution ranged from .58 to .80, and accounted for 52% of the 

variance (see Table 9).  The overall mean level of fathers’ withdrawal-avoidance was 1.18 with a 

standard deviation of .25 (see Table 10).   

 Positive engagement.   Descriptive statistics, reliability analyses, and creation of factor 

scores for each of the four tasks were examined individually via the same procedure used on the 

other two interaction patterns.  Using this approach, two factor patterns consistently emerged; 

therefore, two superordinate trait-like factor scores for positive engagement were created.  The 

first factor appears to reflect the “general” level of positivity during interaction regardless of the 
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tone of the interaction, whereas, the second factor appears to be fathers’ level of positivity when 

the interaction became heated or there was a disagreement (See Table 11).   

 The same Likert items were coded for each interaction task, and values range from 1 = 

not at all, did not occur, not true at all to 5 = clearly evident, >5 occurrences, very descriptive 

(some items on the scale did include a “0” rating because the behavior being rating was not able 

to be observed—see Appendix F).  The sample size for all analyses was 60 unless otherwise 

indicated below.  The larger, general positive engagement factor (hereinafter referred to as 

“general positive engagement”) consists of items 1-6, 9-10, and 15-20 (see Table 11 and 

Appendix F) for a total of 14 items.  The smaller, second factor (hereinafter referred to as 

“challenge positive engagement”) consists of items 7-8 and 11-13 (see Table 11 and Appendix F) 

for a total of 5 items.  Item 14 was not included in the analysis due to relative non-occurrence of 

this behavior.  Tables 12-16 summarize item reliability analyses and factor loadings for general 

positive engagement on each task, descriptive statistics at the 14-item scale level for each task, 

factor score correlations among scales for each task, superordinate trait-level factor score 

loadings across tasks, and descriptive statistics for the general positive engagement superordinate 

trait factor, respectively.  Tables 17-21 summarize the same information but for the challenge 

positive engagement factor.      

 General positive engagement, Task 1: Father and child problem-solving.  Reliability 

analyses of the 14 general positive engagement items for this task indicated good consistency (α 

= .94), and removal of any of the items did not improve the overall reliability.  Therefore, all 

items were included in the factor analysis to create a factor score for this task.  Item factor 

loadings for the one factor solution ranged from .59 to .86, and accounted for 59% of the 

variance (see Table 12).  Fathers’ mean item level of general positive engagement for this task 
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was 3.49 with a standard deviation of .68, and ratings were normally distributed (skewness z-

score = .08; kurtosis z-score = -.98; see Table 13).    The factor score for this task was 

significantly and positively related to the general positive engagement factor scores from all of 

the other tasks in which fathers were involved (see Table 14).      

 General positive engagement, Task 2: Father, mother, and child problem-solving.   

Reliability analyses of the 14 general positive engagement items for this task indicated good 

consistency (α = .96), and removal of any of the items did not improve the overall reliability.  

Therefore, all items were included in the factor analysis to create a factor score for this task.  

Item factor loadings for the one factor solution ranged from .65 to .90, and accounted for 66% of 

the variance (see Table 12).  Fathers’ mean item level of general positive engagement for this 

task was 3.40 with a standard deviation of .75, and ratings were normally distributed (skewness 

z-score = -.27; kurtosis z-score = -.38; see Table 13).  The factor score for this task was 

significantly and positively related to general positive engagement factor scores from all of the 

other tasks fathers were involved in (see Table 14).          

 General positive engagement, Task 3: Father and mother problem-solving.  Reliability 

analyses of the 14 general positive engagement items for this task indicated good consistency (α 

= .96), and removal of any of the items did not improve the overall reliability.  Therefore, all 

items were included in the factor analysis to create a factor score for this task.  Item factor 

loadings for the one factor solution ranged from .42 to .92, and accounted for 69% of the 

variance (see Table 12).  Fathers’ mean item level of general positive engagement for this task 

was 3.32 with a standard deviation of .82, and ratings were normally distributed (skewness z-

score = .14; kurtosis z-score = -1.69; see Table 13).    The factor score for this task was 
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significantly and positively related to general positive engagement factor scores from all of the 

other tasks fathers were involved in (see Table 14). 

 General positive engagement, Task 4: Father and child deployment discussion.  

Reliability analyses of the 14 general positive engagement items for this task indicated good 

consistency (α = .93), and removal of any of the items did not improve the overall reliability.  

Therefore, all items were included in the factor analysis to create a factor score for this task.  

Item factor loadings for the one factor solution ranged from .24 to .91, and accounted for 65% of 

the variance (see Table 12).  Fathers’ mean item level of general positive engagement for this 

task was 3.62 with a standard deviation of .69, and ratings were normally distributed (skewness 

z-score = .59; kurtosis z-score = -1.46; see Table 13).  The factor score for this task was 

significantly and positively related to the general positive engagement factor scores from all of 

the other tasks fathers were involved in (see Table 14).   

 Summary of tasks and creation of superordinate general positive engagement score.  

The general positive engagement factor scores from all of the tasks were entered into a forced 

one factor analysis solution to create a superordinate factor to represent fathers’ trait-level of 

general positive engagement.  Factor loadings for the one factor solution ranged from .84 to .90, 

and accounted for 77% of the variance (see Table 15).  Fathers’ overall, mean level of general 

positive engagement was 3.46 with a standard deviation of .64, and the scores appeared to be 

normally distributed (skewness z-score = .93; kurtosis z-score = -1.08; see Table 16).  

 Challenge positive engagement, Task 1: Father and child problem-solving.  Reliability 

analyses of the five challenge positive engagement items for this task indicated good consistency 

(α = .83), and removal of any of the items did not improve the overall reliability.  Therefore, all 

items were included in the factor analysis to create a factor score for this task.  Item factor 
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loadings for the one factor solution ranged from .50 to .85, and accounted for 60% of the 

variance (see Table 17).  Fathers’ mean item level of challenge positive engagement for this task 

was .88 with a standard deviation of 1.16, and ratings were significantly skewed (z-score = 3.88; 

kurtosis z-score = .47; see Table 18).  The factor score for this task was positively related to the 

challenge positive engagement factor scores from all of the other tasks in which fathers were 

involved (see Table 19).      

 Challenge positive engagement, Task 2: Father, mother, and child problem-solving.   

Reliability analyses of the five challenge positive engagement items for this task indicated 

moderate consistency (α = .74), and removal of any of the items did not improve the overall 

reliability.  Therefore, all items were included in the factor analysis to create a factor score for 

this task.  Item factor loadings for the one factor solution ranged from .41 to .82, and accounted 

for 51% of the variance (see Table 17).  Fathers’ mean item level of challenge positive 

engagement for this task was 1.22 with a standard deviation of 1.10, and ratings were normally 

distributed (skewness z-score = 1.34; kurtosis z-score = -1.36; see Table 18).  The factor score 

for this task was positively related to the challenge positive engagement factor scores from all of 

the other tasks fathers were involved in (see Table 19).          

 Challenge positive engagement, Task 3: Father and mother problem-solving.  

Reliability analyses of the five challenge positive engagement items for this task indicated 

moderate consistency (α = .78), and removal of any of the items did not improve the overall 

reliability.  Therefore, all items were included in the factor analysis to create a factor score for 

this task.  Item factor loadings for the one factor solution ranged from .52 to .90, and accounted 

for 55% of the variance (see Table 17).  Fathers’ mean item level of challenge positive 

engagement for this task was .61 with a standard deviation of .89, and ratings were not normally 
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distributed (skewness z-score = 5.28; kurtosis z-score = 3.41; see Table 18).  The factor score for 

this task was positively related to the challenge positive engagement factor scores from all of the 

other tasks fathers were involved in (see Table 19).       

 Challenge positive engagement, Task 4: Father and child deployment discussion.  

Reliability analyses of the five challenge positive engagement items for this task indicated 

moderate consistency (α = .75), and removal of any of the items did not improve the overall 

reliability.  Therefore, all items were included in the factor analysis to create a factor score for 

this task.  Item factor loadings for the one factor solution ranged from .39 to .89, and accounted 

for 50% of the variance (see Table 17).  Fathers’ mean item level of challenge positive 

engagement for this task was 1.48 with a standard deviation of 1.18, and ratings were normally 

distributed (skewness z-score = .14; kurtosis z-score = -1.92; see Table 18).   The factor score for 

this task was positively related to the challenge positive engagement factor scores from all of the 

other tasks fathers were involved in (see Table 19).    

 Summary of tasks and creation of superordinate challenge positive engagement factor 

score.  All of the challenge positive engagement task individual factor 2 scores were entered into 

a forced one factor analysis solution to create a superordinate factor to represent fathers’ trait-

level of positive engagement when conflict or disagreement arises.  Factor loadings for the one 

factor solution ranged from .43 to .71, and accounted for 38% of the variance (see Table 20).  

Fathers’ overall, mean level of challenge positive engagement was 1.05 with a standard deviation 

of .66, and the scores appeared to be normally distributed (skewness z-score = 1.49; kurtosis z-

score = -.79; see Table 21).  

 Relationships among fathers’ behavior patterns during family interaction.  Fathers’ 

trait-level reactivity-coercion was positively correlated with their trait-level withdrawal-
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avoidance (r = .42, p < .01. See Table 24) and negatively correlated with trait-level general 

positive engagement (r = -.57, p < .01). Fathers’ trait-level withdrawal-avoidance was negatively 

correlated with their trait-level general positive engagement (r = -.50, p < .01). Fathers’ trait-

level challenge positive engagement was not reliably related to their trait-level reactivity 

coercion (r = .17), withdrawal-avoidance (r = .04) or general positive engagement (r = -.06). 

Hypothesized Model #1: Deployment Contexts, Experiential Avoidance, and Service 

Members’ Adjustment  

 A series of three separate multiple regression analyses were conducted to test the 

relationship of fathers’ experiential avoidance (AAQ-II), combat exposure (DRRI), and the 

interaction of these variables with fathers’ self-reported postdeployment adjustment, including 

PTSD (PCL-M), depression (HSCL), and substance use (AUDIT).  Correlations, means, and 

standard deviations of these variables are presented in Table 22, and results of the regression 

analyses in Table 23. There were significant, positive correlations between the AAQ-II and PCL-

M, r(57) = .68, p < .01, and the AAQ-II and HSCL, r(58) = .57, p , .01, indicating that higher 

levels of experiential avoidance are related to higher levels of both PTSD and depressive 

symptoms.  Similarly, the DRRI was positively related to the PCL-M, r(58) = .39, p < .01, and 

the HSCL, r(56) = .28, p < .05, indicating that service members who report more exposure to 

combat during deployment also report more PTSD and depressive symptoms.  Finally, there was 

a strong, positive correlation between the PCL-M and HSCL, r(57) = .76, p < .01, indicating that 

individuals reporting high levels of PTSD symptoms also report high levels of depressive 

symptoms.   

 The mean level of experiential avoidance reported by fathers was 16.90 (SD = 7.18), 

which falls toward the lower end of the possible range of scores (7-49) on this measure.  Bond et 
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al. (2011) compared scores on the AAQ-II between a group of individuals seeking treatment for 

substance use (M = 28.34) and individuals without any behavioral concerns (M = 18.51).  In the 

current study, fathers’ mean level of experiential avoidance was lower than that reported by the 

behaviorally “normal” or nontreatment seeking group in Bond et al. (2011).  Similarly, mean 

levels on the DRRI (M = 9.16, SD = 8.12; possible range 0-30), PCL-M (M = 28.61, SD = 10.41; 

possible range 17-85), HSCL (M = 1.47, SD = .44; possible range 1-4), and AUDIT (M = 4.31, 

SD = 3.38; possible range 0-40) were all on the lower end of their respective ranges.   

 Although the DRRI mean level was on the lower end of the possible score range, it was 

actually higher than mean levels reported in previous studies of military service members.  In a 

sample of Gulf War veterans, King et al (2006) reported mean DRRI scores at 4.99, and in 

another study with a similar sample, Vogt, Samper, et al. (2008) reported a mean DRRI score of 

2.77.  Vogt, Proctor et al (2008) reported a mean DRRI score of 7.56 in a sample of OIF 

veterans.  The mean PCL-M score in the current study was below the recommended cut-off value 

of 31, suggesting significant PTSD symptomatology, reported by Yeager and colleagues (2007) 

in a sample of veterans seeking treatment in a primary care clinic.  In this sample, 20.3% of 

participants were above the recommended cut-off on the PCL-M.  Similarly, the mean HSCL 

score was below the recommended cut-off value of > 1.75, suggesting moderate to significant 

depressive symptoms, reported in previous studies (Hesbacher et al, 1980; Winokur et al, 1984).  

12.1% of sample was above the recommended cut-off on the HSCL, and 10.3% were above the 

recommended cut-off of 8 on the AUDIT.      

 All variables were significantly skewed.  However, transformations of the variables did 

not significantly change the outcomes of the regression equations, and therefore, analyses using 

transformed data were not conducted.  In the initial model (see Figure 1), the plan was to 
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combine the number and frequency of deployments with combat exposure (DRRI scores), but the 

number and frequency of deployments were not related to combat exposure so only scores on the 

DRRI were used in the analyses.      

 The same predictors were used in all three models, experiential avoidance (AAQ-II), 

combat exposure (DRRI), and the interaction of these two variables (AAQ-II*DRRI).  The first 

model examined the relationship of these variables to the fathers’ self-report of PTSD symptoms 

(PCL-M) following deployment.  The model was significant, F(3, 52) = 18.91, p < .001, and 

accounted for 52% of the variance in PTSD symptoms (see Table 23).  Specifically, experiential 

avoidance and combat exposure reliably predicted PTSD symptoms; however, the interaction of 

these variables was not a reliable predictor.  The size and direction of the relationships suggest 

that higher levels of PTSD symptoms are reported by individuals with high levels of experiential 

avoidance and who report being exposed to combat (e.g., went on combat patrols; received 

hostile fire; engaged in battle; witnessed injury or death of comrades and/or enemy soldiers; I 

killed someone, etc…See Appendix A) during deployment. 

 The second model examined the relationship of these variables to fathers’ self-report of 

depressive symptoms (HSCL).  This model was also significant, F(3, 52) = 9.13, p < .001, and 

accounted for 35% of the variance in depressive symptoms (see Table 23).  In this model, 

experiential avoidance was predictive of depressive symptoms, whereas combat exposure and the 

interaction of these variables were not.  Higher levels of depressive symptoms were reported by 

individuals who report higher levels of experiential avoidance.  

 The third model examined the relationship of the same predictor variables to fathers’ self-

report of alcohol use (AUDIT).  This model was not significant, F(3, 52) = 1.24, p = .305 (see 
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Table 23).  Levels of experiential avoidance, exposure to combat during deployment, and the 

interaction of these variables were not predictive of fathers’ self-reported level of alcohol use. 

Hypothesized Model #2: Relation of Service Members’ Adjustment and Experiential 

Avoidance to Fathers’ Trait-Level Behavior Patterns during Family Interaction 

 A series of multiple regression analyses were conducted to examine the relationship of 

fathers’ experiential avoidance, self-reported postdeployment adjustment (e.g., PTSD; 

depression; and substance use), and the interaction of these variables to fathers’ trait-level 

behavior patterns (reactivity-coercion, withdrawal-avoidance, general positive engagement, and 

challenge positive engagement) during family interaction. The interaction terms were created by 

centering each of their constituent variables, defined by the product of their standardized (z) 

scores.  Correlations, means, and standard deviations of these variables are presented in Table 

24, and results of the regression analyses in Table 25 (PTSD symptoms--PCL-M), Table 26 

(depressive symptoms--HSCL), and Table 27 (substance use--AUDIT).   

 Strong, positive relationships between the AAQ-II and PCL-M, AAQ-II and HSCL, and 

PCL-M and HSCL are described and discussed in the previous section.  Significant positive 

relationships emerged between the AAQ-II and challenge positive engagement behavior pattern, 

r(57) = .42, p < .01.  Likewise, there was a positive relationship between the PCL-M and 

challenge positive engagement behavior pattern, r(58) = .36, p < .01.  Moderate to strong 

negative relationships emerged between the PCL-M and general positive engagement behavior 

pattern, r(58) = -.28, p < .05, and the HSCL and general positive engagement behavior pattern, 

r(57) = -.27, p < .05.  

 These relationships indicate that higher levels of self-reported PTSD and depressive 

symptoms and reactive-coercive and withdrawn-avoidant interactions are related to lower levels 



 
 

46 
 

of general positive engagement.  Descriptive statistics of the self-report variables and behavior 

patterns are discussed in earlier sections; however, means and standard deviations for these 

variables are presented again in Table 24.  Three separate regression analyses were conducted for 

each interaction pattern (reactivity-coercion, withdrawal-avoidance, general positive 

engagement, and challenge positive engagement) in order to examine the relationship of 

experiential avoidance, postdeployment adjustment (e.g., PTSD, depression, and substance use), 

and the interaction of experiential avoidance with each of the latter variables with each of the 

four father trait-level behavior patterns observed during family interaction.   

 Experiential avoidance and PTSD symptoms.  The first set of regression analyses 

examined the relationships of experiential avoidance, PTSD symptoms, and their interaction to 

the four trait-level behavior patterns displayed by fathers.  Results of these analyses are 

presented in Table 25.  The only model that was significant, F(3, 52) = 4.94, p < .01, was the one 

in which fathers’ level of experiential avoidance was predictive of their ability to be positively 

engaged in a challenging situation during family interaction.  PTSD symptoms and the 

interaction of experiential avoidance and PTSD symptoms were not predictive of fathers’ 

challenge positive engagement behavior patterns.  Experiential avoidance, PTSD symptoms, and 

their interaction were not predictive of the other three behavior patterns.      

 Experiential avoidance and depressive symptoms.  These regression analyses 

examined the relationship of experiential avoidance, depressive symptoms, and their interaction 

on the four behavior patterns (see Table 26).  Only one of the models was significant, F(3, 53) = 

4.22, p < .01, which indicates that fathers’ level of experiential avoidance was predictive of their 

ability to be positively engaged in a challenging situation during family interaction.  This is the 

same finding described in the previous regression analysis. Depressive symptoms and the 
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interaction of experiential avoidance and depressive symptoms were not predictive of fathers’ 

behavior patterns.   

 Experiential avoidance and substance use.   These regression analyses examined the 

relationship of experiential avoidance, substance use (specifically, alcohol use), and their 

interaction on the four behavior patterns (see Table 27).  As in the regression analyses previously 

discussed, only one of the models was significant, F(3, 53) = 4.31, p < .01, in which fathers’ 

level of experiential avoidance was predictive of their ability to be positively engaged in a 

challenging situation during family interaction.  Alcohol use and the interaction of experiential 

avoidance and alcohol use were not predictive of fathers’ behavior patterns.         
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CHAPTER 5 
DISCUSSION 

Two models were tested in the current study to examine the relationship of service 

members’ adjustment following deployment and the impact of readjustment on family 

functioning.  The results of each of these models are discussed in turn, followed by a more 

general summary discussion including the strengths and limitations of the study, and the 

implications of the findings for research and intervention.  

Models of Service Members’ Adjustment  

The first model focused solely on service members’ adjustment as a function of the 

degree to which combat exposure was experienced and the potential direct and moderating 

effects of members’ level of experiential avoidance on PTSD, depressive symptoms, and alcohol 

use.  Experiential avoidance and combat exposure, and their interaction were not predictive of 

service members’ self-report of alcohol use.  It was somewhat surprising that exposure to combat 

during deployment was not predictive of self-reported depressive symptoms or alcohol use as 

earlier studies (IOM, 2008, 2010) have reported a link between this adjustment problem and 

combat exposure.  At a bivariate, correlational level, alcohol use was not reliably related to any 

of the other variables in the model.  The lack of correlations between alcohol use and other 

individual adjustment measures may reflect the lack of variance and perhaps under-reporting of 

alcohol use by service members in this sample, and is consistent with previous research on 

service members’ substance use (IOM, 2008, 2010).   

In contrast, experiential avoidance and combat exposure, but not their interaction, were 

reliable predictors of self-reported PTSD symptoms.  Both combat exposure and experiential 

avoidance were positively related to PTSD symptoms with a stronger relationship between 

experiential avoidance and PTSD symptoms.  Furthermore, and somewhat surprising, 
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experiential avoidance and combat exposure were not reliably interrelated, which suggests that 

combat exposure does not necessarily lead to experiential avoidance, and that the coping 

responses such as the level of experiential avoidance the service member brings to the 

deployment may impact development of PTSD more than combat exposure per se.  It would be 

interesting to test this by assessing service members’ level of experiential avoidance before 

deployment and assessing the service members’ level of PTSD symptoms following deployment 

and comparing those that were exposed to combat versus those that were not.  Given the nature 

of how the data in the current study were collected, it was not possible to model the true 

temporal sequencing of these variables. 

 When depressive symptoms were entered as the outcome in the model, only experiential 

avoidance remained a significant predictor despite the moderate correlation between combat 

exposure and depressive symptoms.  The relationship between experiential avoidance and 

depressive symptoms was notably stronger than the relationship of depressive symptoms and 

combat exposure indicating that perhaps, only one predictor (experiential avoidance in this case) 

would be significant when entered in the regression as competing risk factors for explaining 

variance in depressive symptoms.  Tanielian and Jaycox (2008) indicated that depression is not 

commonly considered a “combat” injury even though it has been found to be positively related to 

combat exposure. The current study suggests that experiential avoidance rather than combat 

exposure is associated with risk for postdeployment depressive symptoms.   

  The degree to which the association of combat exposure with adjustment was adequately 

tested in this study depends on the mean levels and distribution of combat exposure in the 

sample. The level of combat exposure reported by service members in this study was on the 

lower end of the possible scale range; however, its mean level was moderately higher than levels 
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reported in other studies of postdeployment adjustment (King et al, 2006; Vogt, Samper, et al, 

2008). It is important to note that any combat exposure (e.g., being fired at or having to fire a 

weapon, witnessing deaths, handling dead bodies, etc), even reflecting a small degree of 

exposure in a multi-item events/experiences scale, can have a significant impact on service 

members’ mental health (King et al, 2006).  Specific combat exposure items endorsed in this 

sample include: 80% of service members’ report that they received hostile incoming fire from 

small arms, 38.3% were in a vehicle (e.g.,  truck, tank, APC, helicopter, plane, or boat) that was 

under fire, 48.3% were attacked by terrorists or civilians, 25% fired their weapon at the enemy, 

and 23.3% killed or think they killed someone in combat.  Logically, exposure to any of these 

experiences as well as the others measured on the DRRI (see Appendix A) could impact service 

members’ psychological functioning.  Although some service members might manifest few if 

any psychological symptoms following combat exposure, a sizable number manifest multiple 

and serious symptoms that compromise their daily functioning, warranting further research on 

the effects of combat exposure.   

 There was a strong correlation between PTSD and depressive symptoms, consistent with 

previous research indicating that PTSD and depression are often comorbid (Tanielian & Jaycox, 

2008).  In the current study, the association of combat exposure with adjustment appeared to be 

stronger for PTSD than depression.  Perhaps, exposure to combat has a stronger initial influence 

on the development of PTSD, which in turn, increases risk for the development of depressive 

symptoms, reflecting a not uncommon anxiety-depression developmental sequence.  However, a 

distinction or prediction about whether one disorder precedes or causes the other may be less 

relevant if anxiety and depression are considered different manifestations of one underlying 

dysfunction (Hranov, 2007).         
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 The interaction of experiential avoidance and combat exposure was not significant, 

indicating that experiential avoidance does not amplify or otherwise modify the association of 

combat exposure with any of the forms of postdeployment adjustment assessed in this study.  

Despite the lack of interaction, both experiential avoidance and combat exposure were 

significant predictors of PTSD symptoms.  Taken together, the findings of the current study 

opens up the possibility for an alternative, “mediational” model in which experiential avoidance 

would serve to mediate the effects of combat exposure on postdeployment adjustment, 

specifically PTSD.  In order to test this model, a stepwise regression analysis would be required 

in which combat exposure is entered in the first step and experiential avoidance is entered in the 

second step, and then examining if the second step leads to a reduction in the association of 

combat exposure and PTSD symptoms. This mediator model would also require longitudinal 

data which were not available for this study.         

 It is also important to consider the amount of elapsed time between return from 

deployment and assessment of postdeployment adjustment.  In a review of studies, Tanelian and 

Jaycox (2008) noted that symptoms of PTSD and depression increased as the time following 

deployment increased.  Likewise, in a study that followed a group of wounded soldiers evacuated 

from combat, 4% met criteria for PTSD and depression upon initial return from deployment that 

later increased to 12% and 9%, respectively, at 4 months following deployment. At 4 months 

postdeployment, 8% met criteria for comorbid PTSD and depression (Grieger et al., 2006).  

Moreover, studies conducted by Hoge and colleagues (2004, 2006) suggest that service members 

may not experience adjustment problems immediately following deployment, but rather 

symptoms may develop or worsen over 6 months following return from deployment.  The 

amount of time that had elapsed between return from deployment and data collection for the 
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service member participants in the current study was not known, and if relatively short, may 

have contributed to the low endorsement of all postdeployment adjustment variables.   

 Service members’ self-selection for participation in the Minnesota study from which 

these data were derived may also have contributed to low levels of postdeployment adjustment, 

reflecting a lower likelihood of willingness to participate by individuals who are more impaired 

or experiencing higher levels of distress. Self-selection may indicate a higher level of eagerness 

and willingness, education, and/or more social support, all of which could be protective factors 

for experiencing postdeployment adjustment problems.  This self-selection bias may have been 

exacerbated in the subsample used in this study as the participants were among the earliest 

recruited in the Minnesota study.  It is also noteworthy that the current study’s sample reported 

surprisingly low levels of experiential avoidance in comparison to other samples (e.g., Bond et 

al., 2011).  This suggests that the service members’ are underreporting or are quite well adjusted.  

In regards to the former, it could be that the service members’ in this sample are not fully aware 

of their avoidance and do not recognize it as such.    

The current analyses are quite underpowered as the sample size was 60, which was even 

smaller with list-wise deletion in the regression analyses.  Previous studies examining the 

prevalence of postdeployment adjustment problems and their relationship to trauma exposure in 

conflict zones have used samples sizes of over 1,900 (Tanielian & Jaycox, 2008) and 2,500 

participants (Hoge et al., 2004) that provided ample power. However, these studies did not focus 

on experiential avoidance; future large scale studies might usefully examine the impact of 

experiential avoidance as well as combat-related trauma exposure on postdeployment adjustment 

because experiential avoidance may be a useful, malleable target of interventions that target 

PTSD and depression to treat postdeployment service members.   
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Models of the Association of Service Members’ Adjustment with Their Behavior during 

Family Interaction 

 Identification of service members’ behavior patterns during family interaction.  The 

second set of models tested in the current study examined the relationship of service members’ 

postdeployment adjustment and behavior during family interaction to better understand how 

deployment related experiences impact family functioning following deployment (American 

Psychological Association, 2007).  Reactivity-coercion and withdrawal-avoidance were 

identified as two behavior patterns that service members’ are trained to use while deployed in 

military conflict zones and which are highly functional in combat. It was hypothesized that these 

behavior patterns may generalize and be apparent during family interactions upon return from 

deployment, and be problematic in terms of the adjustment of service members and their spouses 

and children (Ruscio et al., 2002).  Positive engagement behavior patterns were also identified 

and included in the analyses to capture positive family functioning that is associated with 

positive family functioning and good adjustment (Linville et al., 2010).   

 In order to test the second model, a coding system to measure the occurrence of service 

members’ behavior during family interaction variables was designed and applied.  Based on a 

review of the literature and theory, it was hypothesized that three different types of service 

members’ behavior during family interaction would be targeted for measurement: (a) reactivity-

coercion, (b) withdrawal-avoidance, and (c) positive engagement.  A series of factor analyses 

were conducted to develop trait-level factors to represent each of service members’ behavior 

patterns during family interaction across a series of tasks sampling different combinations of 

family members (father-child, father-mother, father-mother-child) and different task demands 

(problem-solving and deployment conversations). 
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 These trait-level factor analyses supported the hypothesis that three distinct types of 

service member behavior would be identified:  (a) positive engagement, (b) withdrawal-

avoidance, and (c) reactivity-coercion.  The latter two types were “pure factors” but the positive 

engagement items yielded an additional, distinct “challenge” positive engagement factor.  The 

challenge positive engagement factor represents the service members’ ability to respond and 

interact in positive ways to challenging social behaviors of other family members, specifically in 

uncomfortable or abrasive interactions that often involve negative affect.  Due to the novelty and 

unexpected identification of this factor, the function of the challenge positive engagement factor 

is considered in more detail.  There are two alternate interpretations. The challenge positive 

engagement factor may reflect a high level of skill or sensitivity to challenging events during 

family interaction and indicate a constructive, empathic, and supportive problem-solving 

approach.  At face value, as measured by items such as “Validates and ‘accepts’ other members’ 

distress and negative affect” and “Engages in soothing and problem solving in response to 

others’ distress,” it appears that this factor would be a skilled, positive way of responding in an 

emotionally arousing interaction.  This interpretation of the challenge positive engagement factor 

is somewhat similar to “emotion coaching” research and theory as a skilled parenting practice 

(Gottman, Katz, & Hooven, 1996). As such, this factor may serve a constructive interpersonal 

function in the family.  

In contrast, an argument could be made that perhaps this challenge positive engagement 

factor could reflect the service members’ effort to diminish other family members’ distress in 

order to minimize or avoid his own arousal and distress or an intolerance of other’s distress in 

order to minimize the “contagion” of that distress. This is closely related to the intrapersonal 

function of experiential avoidance. It is noteworthy to highlight this novel finding and speculate 
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about the function of interacting in this manner as past research has only looked at positive 

engagement more generally (Linville et al., 2010). 

It is also important to consider the interrelationships among the interaction patterns, 

including the novel challenge positive engagement interaction pattern.  As expected, there was a 

strong, positive relationship between reactivity-coercion and withdrawal-avoidance, as these two 

interaction patterns are considered to be negative, maladaptive ways of interacting with others 

(Patterson, 1982; Reid, Patterson, & Snyder, 2002; Snyder, 1995).  These results are consistent 

with previous research by Sheeber and colleagues (2002) who found that reactivity-coercion and 

withdrawal-avoidance served as complementary maladaptive social processes.  Reactive-

coercive and withdrawal-avoidant interactions could be viewed as complementary tactics that 

serve similar negative reinforcement social functions in dealing with challenging events during 

family interaction.  Also as expected, a strong, negative relationship emerged between reactivity-

coercion and general positive engagement, and between withdrawal-avoidance and general 

positive engagement. This might be expected at a “trait” level, as it would be difficult to be 

frequently positively engaged and at the same time be withdrawn/avoidant or reactively coercive.  

Challenge positive engagement was not reliably related to any of the three other major 

social behavior patterns, indicating this set of behaviors is assessing something that is unique and 

potentially more subtle.  The largest, though not statistically significant, correlation was a small 

positive relationship (r = .17) between reactivity-coercion and challenge positive engagement.  

This was somewhat surprising, as it would be assumed that a positive engagement in response to 

other’s distress and emotional arousal would be negatively related to reacting to such challenge 

with coercion. While both reactivity-coercion and challenge positive engagement reflect 

responses to others’ aversive behavior or distress during family interaction, this positive 
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relationship between these two factors may also suggest that the challenge positive engagement 

factor reflects another maladaptive, but perhaps more subtle tactic, in responding to distressing 

situations during family interaction.  The relationship of challenge positive engagement to the 

other interaction patterns provides further support that this type of interaction might in fact be a 

maladaptive one, but different than more blatant withdrawal-avoidance in the face of other’s 

distress and social conflict with a near zero-order correlation, and different from general positive 

engagement with a near zero correlation. Identification of challenge positive engagement as an 

independent behavior pattern during family interaction is a new finding and potentially important 

theoretically as it may be interpreted at face value as either a positive, constructive process in 

terms of its social function for other family members and/or as a maladaptive intrapersonal 

process in terms of the individuals’ diminished tolerance for and heightened avoidance of their 

own arousal and distress in response to that of others. 

 Although reactivity-coercion and withdrawal-avoidance are reliably correlated, they 

represent topographically different dysfunctional ways of interacting with other family members. 

Reactivity-coercion reflects the use of overt aggressive strategies such as negative verbal and 

nonverbal responses, whereas withdrawal-avoidance reflects minimizing interaction and 

avoiding challenges by not responding at all.  Challenge positive engagement appears to be 

related yet distinct from reactivity-coercion and withdrawal-avoidance such that when engaging 

in this type of behavior the individual is still actively responding in a topographically positive 

manner, but perhaps supported by an intra- rather than interpersonal distress avoidance or escape 

function.  The training of service members to be guarded (heightened reactivity) and to minimize 

emotional arousal in the face of distress (withdrawal-avoidance) is functionally effective in 

combat zones. These overt behavioral responses may spillover into family interactions upon 
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return from deployment.  Perhaps challenge positive engagement is a part of the “spillover” that 

is functional in a different way: the service member is uncomfortable when his child is upset, and 

inadvertently “dismisses” or attempts to minimize the child’s distress in constructive ways in 

order to minimize his own distress.  This is also consistent with anecdotal reports that a majority 

of service members try to minimize their own display of emotions in order to “be strong” for the 

family, and as a result the service member responds in ways to minimize experiencing emotions 

themselves when these situations arise (e.g., crying child).   

 Relation of service members’ adjustment to their behavior during family 

interaction.  The final set of analyses examined the relationship between service members’ 

adjustment and their observed behavior during family interaction. General positive engagement 

was negatively related to both PTSD and depressive symptoms at the bivariate level, which 

would be expected given that general positive engagement represents a constructive, adaptive 

way of interacting, whereas PTSD and depressive symptoms represent maladaptive ways of 

adjusting postdeployment.  In contrast, challenge positive engagement had a stronger, positive 

relationship with PTSD at the bivariate level, indicating that as these symptoms increase so does 

the likelihood of this type of behavior.  This provides further support for the notion that 

challenge positive engagement may represent a negative, maladaptive way of interacting in 

emotionally arousing situations.  Challenge positive engagement also had a strong, positive 

bivariate relationship with experiential avoidance, whereas general positive engagement had a 

negative, though marginally reliable, relationship.  Based on these bivariate correlations, it 

appears that challenge positive engagement may serve a sort of avoidant function similar to that 

found in PTSD and experiential avoidance.      
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The more systematic additive and synergistic association of experiential avoidance and 

each of the indices of service members’ adjustment with their behavior patterns during family 

interaction are generally consistent with the bivariate relationships. However, in these 

multivariate regression analyses, experiential avoidance was the only reliable predictor of service 

members’ behavior during family interaction, and then only for positive engagement under 

challenge. These results may appear somewhat counterintuitive in that experiential avoidance is 

typically construed as avoiding distressing situations and might be reflected more in withdrawal-

avoidant behavior. However, challenge positive engagement in response to social challenge may 

also serve as a behavioral tactic to minimize intrapersonal arousal and distress evoked by that of 

others. This may especially be the case in the family that is comprised of relationships that are 

obligatory rather than elective – that is, difficult to completely avoid or escape. It may also be the 

case because the male, father-husband role may engender the need to be actively involved, strong 

and supportive during interaction, while also minimizing intrapersonal distress.  

Experiential avoidance consists of attempts to avoid and control one’s own 

(internal/intrapersonal) negative thoughts, emotions and arousal (Hayes et al, 1996), and the 

challenge positive engagement interaction pattern consists of the individual responding or 

interacting in an active, socially positive way when family interaction becomes emotionally or 

physiologically arousing. In terms of intrapersonal function, the service member applies a 

positive interaction style to potentially avoid, defuse, or dismiss the issue at hand and/or prevent 

the interaction from escalating; and thus reduce their own internal distress. Positive engagement 

in response to challenging social experiences may have different functions intra- and 

interpersonally. Intrapersonally, it may reflect experiential avoidance of one’s own potential 

distress, and interpersonally may serve as a positive, supportive response – at least in the short 
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run, though it may be a harbinger of harm in the longer term – perhaps both for the individual 

and for others (Hayes et al, 1996).    

For example, during the task in which service members were instructed to have a 

conversation with their child regarding how the child felt while the service member was 

deployed and how the child would feel if the service member was deployed again, many of the 

children became visibly upset (e.g., cried, covered their faces, were hesitant to talk) to which 

some service members tended to respond in a seemingly positive manner by shifting 

conversation to a different topic.  At face value this seems like a constructive response when a 

child is upset; however, it may be that this response is a means by which parents avoid becoming 

upset themselves or processing this experience with the child.  Although the service member 

remained positive during the interaction, the lack of acknowledgment of the child’s distress may 

be emotionally dismissing toward the child, as well as successfully minimizing distress for the 

parent.  Furthermore, these interactions were almost always verbal in nature and rarely involved 

the service member comforting or soothing the child in a physical way (i.e., hugging the child, 

wiping tears).  The lack of physical affection or soothing could be indicative of the service 

members’ avoidance of their own experience of negative emotions or efforts to not amplify those 

of their children.  It is important to note that the greatest amount of challenge positive 

engagement variability occurred in the deployment task relative to the three problem-solving 

tasks, which suggests that it might require a more emotionally-provoking task or interaction for 

this type of behavior to occur.      

This association of experiential avoidance and challenge positive engagement was quite 

robust and warrants further investigation to ascertain the degree to which service members’ 

experiential avoidance influences their child’s (or possibly even their spouse’s) willingness to 
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experience and express negative emotions during difficult times.  Parents serve as role models 

and coaches for their children’s experience and display of emotions, and research has indicated 

that minimizing or dismissing emotions can have a negative impact on the child’s development 

of emotion regulation (Lunkenheimer, Shields, & Cortina, 2007), and could be setting the stage 

for the child’s own experiential avoidance.  In addition to the negative effects this may have on 

the child, the service members’ themselves may also be reinforcing their unwillingness to 

experience distress by avoiding, which in the short-term “feels” good and “works,” but in the 

long-term can accumulate or continue to resurface and contribute to an inability to cope with 

what are perceived as negative thoughts and feeling later on (e.g., PTSD symptoms and 

depression).       

         In the regression analyses, none of the self-report postdeployment adjustment variables 

(PTSD, depression, alcohol use) reliably predicted any of the four social behavior patterns either 

as main effects or as moderated by experiential avoidance. These findings do not support the 

hypotheses. While interpretation of null findings is problematic, there are a number of reasons 

why the hypotheses might be pursued in more detail in further research. First, service members’ 

in the current study reported fewer adjustment problems compared to service members in earlier 

studies, and such range restriction or reduced variance limits the power  to adequately test the 

hypotheses.  Low endorsement of these variables is not surprising given that most service 

members are hesitant to disclose the occurrence of these significant adjustment problems 

following deployment, and may also reflect the self-selection of the participants into the study.  

The low endorsement of postdeployment adjustment problems might be an artifact of just 

returning from deployment rather than 6 months or more after returning.  Research has indicated 

that service member postdeployment adjustment problems might not emerge until months after 
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returning and having the opportunity to attempt to get back into a routine at home and work 

(Grieger et al., 2006). Finally, the small number of participants in this study reduced statistical 

power to detect effects.   

 Second, as reflected by their mean levels, service members’ reactive-coercive and 

withdrawing-avoidant behavior during family interactions were relatively infrequent. This may 

reflect reactivity to being videotaped.  Family members may be on guard and modulate their own 

behavior as a result. However, it is important to note that withdrawal-avoidance and reactivity-

coercion likely have low frequencies regardless of reactivity due to videotaping. 

Third, it is also possible that the “macro” level coder ratings used in the current study 

may not be precise enough to measure the infrequent occurrences of these behaviors and their 

exact social functions during the larger ongoing stream of interactions over 5 minute tasks.  

Therefore, future studies examining these variables on a more precise, moment-by-moment, 

“micro” level may more accurately capture the occurrence and frequency of these behaviors, the 

role these variables play in relation to service member postdeployment adjustment.    

Fourth, in many ways the data used in this study do not accurately or fully capture the 

social interactional model in which each family member’s behavior is a product not only of the 

“traits” each individual brings to the interaction (e.g., service members’ trauma exposure, 

adjustment and experiential avoidance), but also the time-varying behavior of other family 

members during ongoing interaction that serve as proximal antecedent and consequence 

functions for each family member’s behavior. For example, the degree to which hypersensitivity 

symptoms of PTSD are likely to increment a reactive-coercive response is most sensitively tested 

when another family member has done something provoking. Reactions to proximal events 

provides a more sensitive indicator and reflects the function of a social behavior better than a 



 
 

62 
 

trait-like estimate of that behavior pattern across social situations and over time. Even considered 

at a macro-, trait-level, the influence of spouses’ and children’s social behavior patterns were not 

used as predictors of the fathers’ social behavior in this study.     

 Despite these limitations, the current study has a number of strengths.  Rather than 

relying solely on self-report data, the current study included observational coding of recorded 

family interactions.  Observation provides a less biased account of the interaction patterns than 

that reported by the parents or children.  In addition to the observations, the current study also 

used self-report measures.  Different methods to assess service members’ behavior during family 

interaction and their more global adjustment minimized shared method variance as an 

explanation for observed findings.     

Summary and Implications 

  In summary, results of the current study provided support for the relationship of 

experiential avoidance to PTSD and depressive symptoms more generally, and specifically in a 

military population.  Experiential avoidance was also predictive of the service members’ 

tendency to engage in a challenge positive engagement style during family interactions, which 

may serve to minimize intrapersonal distress, undermine constructive emotion coaching, and 

model or shape experiential avoidance by the child. The challenge positive engagement behavior 

pattern could also have a negative effect on the families’ willingness to interact or address issues 

in ways that are sensitive or arousing, which could lead to dysfunction and conflict in family 

communication.   

These findings have implications for both individual and parenting interventions.  From 

an individual intervention perspective, addressing problematic levels of experiential avoidance in 

treatment could be useful in diminishing the development of PTSD and depressive symptoms.  
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This would be particularly important for preventing the development of PTSD for individuals 

who have experienced combat during deployment and who demonstrate high levels of 

experiential avoidance.  From a parenting intervention perspective, it may be useful to help 

parents to be “mindful” rather than avoidant in response to the expression of distress and 

negative emotions in the family.  Specifically, it may be important to provide parents with 

information and active practice in responding in mindful (versus avoidant) ways to their own as 

well as their children’s distress, and in ways that actively acknowledge, support, and promote the 

full though regulated expression of emotions and distress (general positive engagement) rather 

than briefly acknowledging and then distracting or redirecting in an effort to minimize its 

expression (challenge positive engagement).   Parents play a crucial role in teaching their 

children about emotions, emotion expression, and emotion regulation. The manner in which they 

do so can have profound and lasting effects on their child’s development and parent-child 

relationships. This implies that targeting mindfulness and emotion coaching in parenting 

interventions may be particularly useful in serving the families of military service members, and 

provide a vehicle to promote a set of social and personal coping skills that would simultaneously 

promote the adjustment of service members, and their spouses and children.   

More research is warranted to fully understand the relationship between experiential 

avoidance, challenge positive engagement interaction patterns, and their effects on family 

functioning.  Furthermore, examining these relationships in active duty military populations 

could provide information regarding the generalizability of these relationships or clarify if this is 

unique to National Guard and Reserve military members and families.  Likewise, it would be 

useful to examine this relationship in a more sophisticated longitudinal design as these multiple 

social and psychological processes unfold following deployment to better understand their 
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temporal sequencing and interaction.  Data from such longitudinal studies may provide key 

information for intervention about which processes are malleable and during what time periods 

those processes are most sensitive following deployment and during family reunification. 
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TABLE 1 

RELIABILITY ANALYSES AND FACTOR LOADINGS FOR FATHERS’  
REACTIVITY-COERCION 

 

 Factor Loadings 

Item 
Task 

1 
Task 

2 
Task 

3 
Task 

4 

Is volatile and reactive – easily “set off,” “has a “short fuse.” .73 .63 .61 .69 

Is irritable and grumpy. .54 .84 .84 .80 

Is bossy. .74 .80 .61 .70 

Doesn’t “let things go” without reacting. .83 .85 .91 .91 

Reciprocates aversive actions of others. .75 .57 .88 .35 

“Takes over” tasks or interrupts others, is impatient. .60 .74 .64 .70 

Is critical of and negative toward others. .78 .79 .79 .71 

Is demanding and threatening. .74 .72 .69 .90 

Natters, wangles, manipulates. .52 .45 .71 .61 

Engages in physical threats or actions. .72 .42 - .27 
 
Refuses to back down, stays at it until (s)he gets his/her way. .87 .83 .91 .60 

Anger and negative behavior escalate, “blows up.” .62 .57 .75 .59 
 
Takes a stand against but then capitulates to others’ demands. .56 .21 .31 .36 

Actively dismisses, invalidates or denies the emotion displays 
of others. .62 .47 .41 .02 

Actively dismisses, invalidates or overrides the ideas, actions 
and opinions of others. .36 .74 .81 .52 

Is angry, belligerent. .59 .43 .78 .68 

Treats other family members with contempt or distain. .75 .83 .88 .76 

Eigenvalues 7.79 7.53 8.73 6.98 

% of variance 45.80 44.30 54.58 41.04 

Α .91 .90 .92 .87 
Note. Factor loadings > .40 appear in bold.  Task 1 = Father-Child Problem-Solving; Task 2 = 
Father-Mother-Child Problem-Solving; Task 3 = Father-Mother Problem-Solving; Task 4 = 
Father-Child Deployment Discussion.   
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TABLE 2 

DESCRIPTIVE STATISTICS OF FATHERS’ REACTIVITY-COERCION SCALE  
FOR ALL TASKS 

 

Task n M (SD) Skewness z-score Kurtosis z-score 

1 60 1.07 (.40) 9.83 21.08 

2 60 1.05 (.35) 5.14 2.80 

3 59 1.08 (.41) 6.77 8.43 

4 60 .97 (.27) 6.63 5.76 
Note. Task 1 = Father-Child Problem-Solving; Task 2 = Father-Mother-Child Problem-Solving; 
Task 3 = Father-Mother Problem-Solving; Task 4 = Father-Child Deployment Discussion.   
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TABLE 3 

FATHERS’ REACTIVITY-COERCION FACTOR SCORE CORRELATIONS  
FOR ALL TASKS 

 

Task 1 (n) 2 (n) 3 (n) 4 

1 -    

2 .50** (57) -   

3 .41** (55) .66** (56) -  

4 .22    (58) .55** (59) .48** (57) - 
Note. Task 1 = Father-Child Problem-Solving; Task 2 = Father-Mother-Child Problem-Solving; 
Task 3 = Father-Mother Problem-Solving; Task 4 = Father-Child Deployment Discussion.   
**p < .01.   
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TABLE 4 

FACTOR LOADINGS FOR FATHERS’ OVERALL LEVEL OF REACTIVITY-COERCION 

Task Factors Super Factor Loadings  

1 .64 
 

2 .91 
 

3 .85 
 

4 .74 
 

Eigenvalue 2.51  

% of variance 62.82  

α .79  

Note.  n = 54.  Factor loadings > .40 appear in bold. Task 1 = Father-Child Problem-Solving; 
Task 2 = Father-Mother-Child Problem-Solving; Task 3 = Father-Mother Problem-Solving; Task 
4 = Father-Child Deployment Discussion.   
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TABLE 5 
 

DESCRIPTIVE STATISTICS OF FATHERS’ TRAIT REACTIVITY-COERCION  
SUPERORDINATE FACTOR 

Note. RC = Reactivity-Coercion.   
 

 n M (SD) Skewness z-score Kurtosis z-score 

RC Factor 60 1.04 (.28) 5.39 4.12 
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TABLE 6 

RELIABILITY ANALYSES AND FACTOR LOADINGS FOR FATHERS’  
WITHDRAWAL-AVOIDANCE 

 

 Factor Loadings 

Item 
Task 

1 
Task 

2 
Task 

3 
Task 

4 

Is distant, inattentive or unengaged in ongoing discourse and 
joint activity. .87 .88 .74 .91 

Is emotionally unavailable, “not there.” .79 .88 .85 .71 

Is reticent or slow to get involved in tasks and activities. .69 .81 .61 .47 

Lacks energy and vitality in tasks and activities. .90 .88 .82 .58 

Displays a restricted range of emotions. .80 .87 .76 .49 

Complains about own discomfort, distress or lack of energy. .41 .35 .50 .81 
Postural and facial expressions indicating disinterest and 
distance.   .78 .82 .84 .84 

Displays dysphoric mood. .81 .61 .81 .66 

Makes self-critical statements. .07 - .16 .63 

Uses a whiny tone of voice. .15 .06 .13 .76 

Is fearful, anxious. .79 .19 .43 .32 

Is grudging or non-responsive in response to bids for attention 
and engagement. .66 .80 .73 .63 

Ignores other members’ negative affect displays and behavior. .10 .44 .47 .40 
 
Ignores others members’ positive affect displays.  .26 .38 .27 .02 

Shows little interest or empathy in others’ ideas, feelings and 
activities. .24 .73 .71 .58 
Passively lets other family members take over tasks and 
activities. .52 .74 .21 .35 

Is wary and tentative, “walks on eggshells” .47 .19 -.19 .36 

Eigenvalues 6.44 7.02 6.14 6.14 

% of variance 37.89 43.89 36.09 36.09 

α .85 .90 .85 .83 
Note. Factor loadings > .40 appear in bold. Task 1 = Father-Child Problem-Solving; Task 2 = Father-Mother-Child 
Problem-Solving; Task 3 = Father-Mother Problem-Solving; Task 4 = Father-Child Deployment Discussion.    
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TABLE 7 
 

DESCRIPTIVE STATISTICS OF FATHERS’ WITHDRAWAL-AVOIDANCE  
FOR ALL TASKS 

 
Note. Task 1 = Father-Child Problem-Solving; Task 2 = Father-Mother-Child Problem-Solving; 
Task 3 = Father-Mother Problem-Solving; Task 4 = Father-Child Deployment Discussion.   
  

Task n M (SD) Skewness z-score Kurtosis z-score 

1 60 1.17 (.34) 6.36 7.11 

2 60 1.26 (.42) 6.33 7.12 

3 59 1.17 (.30) 5.29 3.39 

4 60 1.13 (.25) 8.24 13.90 
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TABLE 8 
 

FATHERS’ WITHDRAWAL-AVOIDANCE FACTOR SCORE CORRELATIONS  
FOR ALL TASKS 

 

Task 1 (n) 2 (n) 3 (n) 4 

1 -    

2 .64** (59) -   

3 .30* (58) .37** (57) -  

4 .27* (60) .20 (59) .37** (58) - 
Note.  Task 1 = Father-Child Problem-Solving; Task 2 = Father-Mother-Child Problem-Solving; 
Task 3 = Father-Mother Problem-Solving; Task 4 = Father-Child Deployment Discussion.   
*p < .05. **p < .01   
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TABLE 9 

FACTOR LOADINGS FOR FATHERS’ OVERALL LEVEL OF  
WITHDRAWAL-AVOIDANCE 

 

Task Factors Super Factor Loadings  

1 .80 
 

2 .80 
 

3 .69 
 

4 .58 
 

Eigenvalue 2.09  

% of variance 52.24  

α .69  

Note.  n = 57.  Factor loadings > .40 appear in bold. Task 1 = Father-Child Problem-Solving; 
Task 2 = Father-Mother-Child Problem-Solving; Task 3 = Father-Mother Problem-Solving; Task 
4 = Father-Child Deployment Discussion.   
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TABLE 10 
 

DESCRIPTIVE STATISTICS OF FATHERS’ TRAIT WITHDRAWAL-AVOIDANCE  
SUPERORDINATE FACTOR 

 

Note. WA = Withdrawal-Avoidance. 
 

  

 n M (SD) Skewness z-score Kurtosis z-score 

WA Factor 60 1.18 (.25) 3.44 .61 
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TABLE 11 
 

INITIAL RELIABILITY ANALYSES AND FACTOR LOADINGS FOR FATHERS’ 
POSITIVE ENGAGMENT 

 

 Factor Loadings 

Item 
Task 

1 
Task 

2 
Task 

3 
Task 

4 

1. Actively initiates behavior in a constructive manner, tries to 
engage other family members. .57 .72 .63 .79 

2. Is responsive to conversation, and to bids for attention and 
social engagement. .75 .70 .65 .82 

3. Is attentive and psychologically “present.” .61 .68 .75 .70 

4. Shows interest in what’s going on in other family members’ 
lives. .63 .76 .73 .65 

5. Takes a cooperative approach to requests, and to tasks and 
activities. .67 .73 .78 .78 

6. Takes a can-do, energetic approach to tasks and activities. .73 .78 .84 .68 

7. Validates and “accepts” other members’ distress and negative 
affect .01 .01 <.01 .06 

8. Engages in soothing and problem solving in response to 
others’ distress. .05 <.01 <.01 .06 

9. Is comfortable with own emotion expression and 
appropriately regulates own emotions. .56 .63 .67 .69 

10. Is clear, direct and noncoercive in requests, instructions and 
directions. .35 .41 .17 .05 

11. Is responsive but non-coercive in reacting to negative 
behavior. .01 .01 .09 .03 

12. Holds his/her own in disagreements and conflicts without 
being coercive. .03 .07 .10 .11 

13. Is measured in responding to aversive events and negative 
emotions. .01 .11 .19 .02 

14. Gives correction in a supportive, constructive manner. .02 <.01 <.01 <.01 

15. Accepts and builds on the opinions, inputs and ideas of 
other family members. .62 .50 .79 .66 
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TABLE 11 (continued) 
 

INITIAL RELIABILITY ANALYSES AND FACTOR LOADINGS FOR FATHERS’ 
POSITIVE ENGAGMENT 

 

kNote. Factor loadings > .40 appear in bold. Task 1 = Father-Child Problem-Solving; Task 2 = 
Father-Mother-Child Problem-Solving; Task 3 = Father-Mother Problem-Solving; Task 4 = 
Father-Child Deployment Discussion.    
  

 Factor Loadings 

Item 
Task 

1 
Task 

2 
Task 

3 
Task 

4 

16. Looks for the “good” in what’s happening or what’s 
reported by others. .66 .80 .80 .78 

17. Shows respect and courtesy. .57 .70 .74 .80 

18. Is attached and warm with other family members. .62 .70 .70 .61 

19. Shows affection physically and verbally. .39 .46 .63 .44 

20. Provides support, approval and positive feedback. .57 .66 .80 .68 

Eigenvalues 8.44 9.42 10.05 9.40 

% of variance 42.22 47.10 50.26 47.01 

α .84 .84 .86 .81 
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TABLE 12 

RELIABILITY ANALYSES AND FACTOR LOADINGS FOR FATHERS’  
GENERAL POSITIVE ENGAGEMENT 

 

 Factor Loadings 

Item 
Task 

1 
Task 

2 
Task 

3 
Task 

4 
Actively initiates behavior in a constructive manner, tries to 

engage other family members. .76 .85 .81 .89 
Is responsive to conversation, and to bids for attention and 
social engagement. .86 .84 .82 .91 

Is attentive and psychologically “present.” .78 .83 .88 .84 

Shows interest in what’s going on in other family members’ 
lives. .79 .87 .85 .81 

Takes a cooperative approach to requests, and to tasks and 
activities. .82 .86 .88 .89 

Takes a can-do, energetic approach to tasks and activities. .86 .89 .92 .83 

Is comfortable with own emotion expression and appropriately 
regulates own emotions. .77 .79 .83 .83 

Is clear, direct and noncoercive in requests, instructions and 
directions. .59 .65 .42 .24 

Accepts and builds on the opinions, inputs and ideas of other 
family members. .78 .71 .87 .81 

Looks for the “good” in what’s happening or what’s reported 
by others. .82 .90 .88 .88 

Shows respect and courtesy. .76 .82 .85 .89 

Is attached and warm with other family members. .78 .83 .85 .78 

Shows affection physically and verbally. .63 .67 .80 .66 

Provides support, approval and positive feedback. .76 .82 .89 .82 

Eigenvalues 8.33 9.24 9.73 9.14 

% of variance 59.49 66.02 69.48 65.31 

Α .94 .96 .96 .93 
Note. Factor loadings > .40 appear in bold. Task 1 = Father-Child Problem-Solving; Task 2 = 
Father-Mother-Child Problem-Solving; Task 3 = Father-Mother Problem-Solving; Task 4 = 
Father-Child Deployment Discussion.    
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TABLE 13 
 

DESCRIPTIVE STATISTICS OF FATHERS’ GENERAL POSITIVE ENGAGEMENT  
FOR ALL TASKS 

 

Note. Task 1 = Father-Child Problem-Solving; Task 2 = Father-Mother-Child Problem-
Solving; Task 3 = Father-Mother Problem-Solving; Task 4 = Father-Child Deployment 
Discussion.   
  

Task n M (SD) Skewness z-score Kurtosis z-score 

1 60 3.49 (.68) .08 -.98 

2 60 3.40 (.75) -.27 -.38 

3 59 3.32 (.82) .14 -1.69 

4 60 3.62 (.69) .59 -1.46 
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TABLE 14 
 

FATHERS’ GENERAL POSITIVE ENGAGEMENT SCORE CORRELATIONS  
FOR ALL TASKS 

 

Task 1 (n) 2 (n) 3 (n) 4 

1 -    

2 .77** (60) -   

3 .61** (59) .66** (59) -  

4 .72** (60) .73** (60) .69** (59) - 
Note. Task 1 = Father-Child Problem-Solving; Task 2 = Father-Mother-Child Problem-Solving; 
Task 3 = Father-Mother Problem-Solving; Task 4 = Father-Child Deployment Discussion.   
**p < .01   

 

  



 
 

89 
 

TABLE 15 

FACTOR LOADINGS FOR FATHERS’ OVERALL LEVEL OF  
GENERAL POSITIVE ENGAGEMENT 

 

Task Factors Super Factor Loadings  

1 .88 
 

2 .90 
 

3 .84 
 

4 .89 
 

Eigenvalue 3.09  

% of variance 77.14  

α .90  

Note.  n = 59.  Factor loadings > .40 appear in bold.  Task 1 = Father-Child Problem-Solving; 
Task 2 = Father-Mother-Child Problem-Solving; Task 3 = Father-Mother Problem-Solving; Task 
4 = Father-Child Deployment Discussion.   
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TABLE 16 

DESCRIPTIVE STATISTICS OF FATHERS’ GENERAL POSITIVE ENGAGEMENT 
SUPERORDINATE FACTOR 

     Note. General PE = General Positive Engagement.  

 

  

Factor n M (SD) Skewness z-score Kurtosis z-score 

General PE 60 3.46 (.64) .93 -1.08 
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TABLE 17 

RELIABILITY ANALYSES AND FACTOR LOADINGS FOR FATHERS’  
CHALLENGE POSITIVE ENGAGEMENT 

 
 Factor Loadings 

Item 
Task 

1 
Task 

2 
Task 

3 
Task 

4 

Validates and “accepts” other members’ distress and negative 
affect .85 .82 .86 .87 

Engages in soothing and problem solving in response to 
others’ distress. .84 .80 .90 .89 
Is responsive but noncoercive in reacting to negative 
behavior. .79 .76 .52 .52 
Holds his/her own in disagreements and conflicts without 
being coercive. .50 .41 .64 .39 
Is measured in responding to aversive events and negative 
emotions. .84 .70 .72 .75 

Eigenvalues 3.02 2.54 2.75 2.52 

% of variance 60.46 50.82 55.05 50.42 

Α .83 .74 .78 .75 
Note. Factor loadings > .40 appear in bold.  Task 1 = Father-Child Problem-Solving; Task 2 = 
Father-Mother-Child Problem-Solving; Task 3 = Father-Mother Problem-Solving; Task 4 = 
Father-Child Deployment Discussion.   
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TABLE 18 
 

DESCRIPTIVE STATISTICS OF FATHERS’ CHALLENGE POSITIVE ENGAGEMENT 
FOR ALL TASKS 

 

Note. Task 1 = Father-Child Problem-Solving; Task 2 = Father-Mother-Child Problem-
Solving; Task 3 = Father-Mother Problem-Solving; Task 4 = Father-Child Deployment 
Discussion.   

 

  

Task n M (SD) Skewness z-score Kurtosis z-score 

1 60 .88 (1.15) 3.88 .47 

2 60 1.22 (1.10) 1.34 -1.36 

3 59 .61 (.89) 5.28 3.41 

4 60 1.48 (1.18) .14 -1.92 
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TABLE 19 

FATHERS’ CHALLENGE POSITIVE ENGAGEMENT FACTOR SCORE CORRELATIONS 
FOR ALL TASKS 

 

Task 1 (n) 2 (n) 3 (n) 4 

1 -    

2 .23 (60) -   

3 .10 (59) .11 (59) -  

4 .21 (60) .16 (60) .12 (59) - 
Note. Task 1 = Father-Child Problem-Solving; Task 2 = Father-Mother-Child Problem-Solving; 
Task 3 = Father-Mother Problem-Solving; Task 4 = Father-Child Deployment Discussion.   
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TABLE 20 

FACTOR LOADINGS FOR FATHERS’ OVERALL LEVEL OF  
CHALLENGE POSITIVE ENGAGEMENT 

 

Task Factors Super Factor Loadings  

1 .71 
 

2 .63 
 

3 .43 
 

4 .66 
 

Eigenvalue 1.52  

% of variance 37.89  

α .44  

Note.  n = 59.  Factor loadings > .40 appear in bold.  Task 1 = Father-Child Problem-Solving; 
Task 2 = Father-Mother-Child Problem-Solving; Task 3 = Father-Mother Problem-Solving; Task 
4 = Father-Child Deployment Discussion.   
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TABLE 21 

DESCRIPTIVE STATISTICS OF FATHERS’ CHALLENGE POSITIVE ENGAGEMENT 
SUPERORDINATE FACTOR 

 

Note. Challenge PE = Challenge Positive Engagement.    

Factor n M (SD) Skewness z-score Kurtosis z-score 

Challenge PE 60 1.05 (.66) 1.49 -.79 
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TABLE 22 

INTERCORRELATIONS, MEANS, AND STANDARD DEVIATIONS FOR SCORES ON 
THE AAQ-II, DRRI, PCL-M, HSCL, AND AUDIT 

 
Measure 1 (n) 2 (n) 3 (n) 4 (n) 5 (n) 

1. AAQ-II -     

2. DRRI .25 (56) -    

3. PCL-M .68** (57) .39** (58) -   

4. HSCL .57** (58) .28* (56) .76** (57) -  

5. AUDIT .19 (58) .11 (56) .18 (57) .18 (58) - 

M 16.90 9.16 28.61 1.47 4.31 

SD 7.18 8.12 10.41 .44 3.38 
Note.  AAQ-II = Acceptance and Action Questionnaire- II; DRRI = Deployment Risk and 
Resilience Inventory; PCL-M = Posttraumatic Stress Checklist; HSCL = Hopkins Symptom 
Checklist- 25; AUDIT = Alcohol Use Disorders Identification Test.   
* p < .05.  **p < .01.   
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TABLE 23 

EXPERIENTIAL AVOIDANCE AND COMBAT EXPOSURE AS PREDICTORS OF 
FATHERS’ SELF-REPORTED ADJUSTMENT 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Note.  AAQ-II = Acceptance and Action Questionnaire- II; DRRI = Deployment Risk and 
Resilience Inventory; AAQ-II*DRRI = Interaction of these variables; PCL-M = Posttraumatic 
Stress Checklist; HSCL = Hopkins Symptom Checklist- 25; AUDIT = Alcohol Use Disorders 
Identification Test.    
* p < .05.  **p < .01.   
 

  

   Outcome Variables  

  PCL-M  HSCL  AUDIT 

Predictors  β   Β   β  

AAQ-II  .61**   .52**   .21  

DRRI  .22*   .12   .12  

AAQ-II*DRRI  .08   .07   -.16  

R2   .52   .35   .07 

F   18.91**   9.13**   1.24 
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TABLE 24 

SUMMARY OF INTERCORRELATIONS, MEANS, AND STANDARD DEVIATIONS FOR 
SELF-REPORT VARIABLES AND INTERACTION PATTERNS 

Measure 1 2 3 4 5 6 7 8 

1. AAQ-II -        

2. PCL-M .68**  -       

3. HSCL .57** .76** -      

4. AUDIT .19 .18 .18 -     

5. RC .09 .11 .11 .06 -    

6. WA .16 .11 .20 -.03 .42** -   

7. GPE -.25 -.28* -.27* -.13 -.57** -.58** -  

8. CPE .42** .36** .17 -.06 .17 .04 -.06 - 

M 16.90 28.61 1.47 4.31 1.04 1.18 3.46 1.05 

SD 7.18 10.41 .44 3.38 .28 .25 .64 .66 
Note.  AAQ-II = Acceptance and Action Questionnaire- II; PCL-M = Posttraumatic Stress 
Checklist; HSCL = Hopkins Symptom Checklist- 25; AUDIT = Alcohol Use Disorders 
Identification Test; RC = Reactivity-Coercion; WA = Withdrawal-Avoidance; GPE = General 
Positive Engagement; CPE = Challenge Positive Engagement.     
* p < .05.  **p < .01. 
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TABLE 25 
 

EXPERIENTIAL AVOIDANCE AND PTSD SYMPTOMS AS PREDICTORS OF FATHERS’ 
INTERACTION PATTERNS 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Note.  AAQ-II = Acceptance and Action Questionnaire- II; PCL-M = Posttraumatic Stress 
Checklist; RC = Reactivity-Coercion; WA = Withdrawal-Avoidance; GPE = General Positive 
Engagement; CPE = Challenge Positive Engagement.     
* p < .05.  **p < .01.   

 

  

  Outcome Variables 

  RC  WA  GPE  CPE 

Predictors  β   β   β   β  

AAQ-II  .18   .12   -.13   .44*  

PCL-M  .20   -.01   -.24   .25  
AAQ-II 
*PCL-M 

 
-.32  

 
.04  

 
.08  

 
.20  

R2   .05   .02   .08   .22 

F   .77   .32   1.52   4.94** 
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TABLE 26 

EXPERIENTIAL AVOIDANCE AND DEPRESSIVE SYMPTOMS AS PREDICTORS OF 
FATHERS’ INTERACTION PATTERNS 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Note.  AAQ-II = Acceptance and Action Questionnaire- II; HSCL = Hopkins Symptom 
Checklist- 25; RC = Reactivity-Coercion; WA = Withdrawal-Avoidance; GPE = General 
Positive Engagement; CPE = Challenge Positive Engagement.     
*p < .01.   

 

  

  Outcome Variables 

  RC  WA  GPE  CPE 

Predictors  β   β   β   β  

AAQ-II 
 

.06  
 

.07  
 

-.14  
     

.51*  

HSCL  .13   .23   -.22   -.03  
 
AAQ-II* 
HSCL 

 

-.08  

 

-.10  

 

.05  

 

-.14  

R2   .02   .05   .09   .19 

F   .24   .84   1.63   4.22* 
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TABLE 27 

EXPERIENTIAL AVOIDANCE AND SUBSTANCE USE AS PREDICTORS OF FATHERS’ 
INTERACTION PATTERNS 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Note.  AAQ-II = Acceptance and Action Questionnaire- II; AUDIT = Alcohol Use Disorders 
Identification Test; RC = Reactivity-Coercion; WA = Withdrawal-Avoidance; GPE = General 
Positive Engagement; CPE = Challenge Positive Engagement.     
*p < .01.   

 

 

  

  Outcome Variables 

  RC  WA  GPE  CPE 

Predictors  β   β   β   β  

AAQ-II  .14   .11   -.21   .47*  

AUDIT  .05   -.08   -.08   -.14  
 
AAQ-II* 
AUDIT 

 

-.16  

 

.16  

 

-.05  

 

-.06  

R2   .03   .05   .07   .20 

F   .54   .91   1.31   4.31* 
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FIGURE 1 
 

EXPERIENTIAL AVOIDANCE AS A MODERATOR OF THE RELATIONSHIP OF 
DEPLOYMENT CONTEXTUAL FACTORS TO POSTDEPLOYMENT ADJUSTMENT 

  

Deployment Contextual Factors 
Exposure to Combat Trauma 

Number of Deployments 

Service Member Adjustment 
PTSD Symptoms 

Depressive Symptoms 
Substance Use 

Experiential Avoidance 

Experiential Avoidance 
X 

Deployment Context Factors 
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FIGURE 2 

EFFECTS OF SERVICE MEMBERS’ EXPERIENTIAL AVOIDANCE AND 
POSTDEPLOYMENT ADJUSTMENT ON FAMILY INTERACTION 

  

Family Interaction Patterns 
Reactivity-Coercion 

Withdrawal-Avoidance 
Positive Engagement 

Experiential Avoidance 

Service Member Adjustment 
PTSD Symptoms 

Depressive Symptoms 
Substance Use 

Experiential Avoidance 
X 

Service Member Adjustment 
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FIGURE 3 

PROCEDURE USED TO CREATE “TRAIT” FACTOR SCORES FOR EACH INTERACTION PATTERN 
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APPENDIX A 
DEPLOYMENT RISK AND RESILIENCE INVENTORY (DRRI) 

 
 This survey contains questions regarding your experiences before, during, and after 
military deployment.  No one has had exactly the same experiences that you have had, so your 
input is very important.  There are no right or wrong answers.  
 
 
Section I:  Combat Experiences 
The statements below are about your combat experiences during deployment.  Please circle “yes” 
if the statement is true or “no” if the statement is false. 
 
 
While deployed: 
1.  I went on combat patrols or missions.       Yes No  
2.  I or members of my unit encountered land or water mines  

   

 
and/or booby traps. 

    
Yes No 

3.  I or members of my unit received hostile incoming fire from small arms,      

  artillery, rockets, mortars, or bombs.     Yes No 
4.  I or members of my unit received “friendly” incoming fire from small arms, 

  

 
artillery, rockets, mortars, or bombs. 

  
Yes No 

5.  I was in a vehicle (for example, a truck, tank, APC, helicopter, plane, or 
boat) that was under fire. Yes No 

6.  I or members of my unit were attacked by terrorists or civilians. Yes No 
7.  I was part of a land or naval artillery unit that fired on the enemy. Yes No 
8.  I was part of an assault on entrenched or fortified 

positions. 
 

Yes No 
9.  I took part in an invasion that involved naval and/or land forces. Yes No 
10.  My unit engaged in battle in which it suffered casualties. 

 
Yes No 

11.  I personally witnessed someone from my unit or an ally unit being seriously     

  wounded or killed.         Yes No 
12.  I personally witnessed soldiers from enemy troops being seriously  

  

 
wounded or killed. 

    
Yes No 

13.  I was wounded or injured in 
combat.       Yes No 

14.  I fired my weapon at the enemy. 
   

Yes No 
15.  I killed or think I killed someone in combat.     Yes No 
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Section J:  Post-Battle Experiences 
Next are statements about your experiences AFTER battle.  Please indicate if you ever 
experienced the following events anytime while you were deployed by circling either “yes” or 
“no.”   
 
1.  I observed homes or villages that had been destroyed.   Yes No 
2.  I saw refugees who had lost their homes and belongings as a result of battle. Yes No 
3.  I saw people begging for food.       Yes No 
4.  I or my unit took prisoners of war. 

   
Yes No 

5.  I interacted with enemy soldiers who were taken as prisoners of war. Yes No 
6.  I was exposed to the sight, sound, or smell of animals that had been 
wounded 

  
 

or killed from war-related causes. 
  

Yes No 
7.  I took care of injured or dying people.       Yes No 
8.  I was involved in removing dead bodies after battle. 

 
Yes No 

9.  I was exposed to the sight, sound, or smell of dying men and women. Yes No 
10.  I saw enemy soldiers after they had been severely wounded or  

  
 

disfigured in combat 
    

Yes No 
11.  I saw the bodies of dead enemy soldiers.     Yes No 
12.  I saw civilians after they had been severely wounded or disfigured. Yes No 
13.  I saw the bodies of dead civilians.       Yes No 
14.  I saw Americans or allies after they had been severely wounded or  

  
 

disfigured in combat 
    

Yes No 
15.  I saw the bodies of dead Americans or allies.     Yes No 
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APPENDIX B 
POSTTRAUMATIC CHECKLIST- MILITARY VERSION (PCL-M) 

 
Instructions:  Below is a list of problems and complaints that veterans sometimes have in 
response to a stressful military experience.  Please read each one carefully, put an “X” in the box.  
  

          
Not at 

all 
A little 

bit Moderately 
Quite a 

bit Extremely 

1 Repeated, disturbing memories, thoughts,           
  or images of a stressful military           
   experience?               

2 Repeated, disturbing dreams of a            
  stressful military experience?             

3 Suddenly acting or feeling as if a             
  stressful military experience were            

  
happening again (as if you were reliving 
it)?           

4 Feeling very upset when something            
  reminded you of a stressful military           
   experience?               

5 Having physical reactions (e.g., heart             
  pounding, trouble breathing, or sweating)            
  when something reminded you of a            
  stressful military experience?             

6 Avoid thinking about or talking about            
  a stressful military experience or avoid            
  having feelings related to it?             

7 Avoid activities or talking about a             
  stressful military experience or avoid            
  having feelings related to it?             

8 Trouble remembering important parts of a           
  stressful military experience?             

9 Loss of interest in things that you used to            
  enjoy?                 

10 
Feeling distant or cut off from other 
people?           

11 Feeling emotionally numb or being unable            

  
to have loving feelings for those close to 
you?           

12 Feeling as if your future will somehow be           
  cut short?               

13 Trouble falling or staying asleep?           
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          Not at all 
A little 

bit Moderately 
Quite a 

bit Extremely 

14 
Feeling irritable or having angry 
outbursts?           

15 Having difficulty concentrating?           
16 Being "super alert" or watchful on guard?           
17 Feeling jumpy or easily startled?            

          Has anyone indicated that you've changed since the stressful military experience? Yes No 
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APPENDIX C 
ACCEPTANCE AND ACTION QUESTIONNAIRE- II (AAQ-II) 

 
Below you will find a list of statements. Please rate how true each statement is for you by 
circling a number next to it. Use the scale below to make your choice.  
 

1 2 3 4 5 6 7 

never 
 true 

very 
seldom 

true 

seldom  
true 

sometimes  
true 

frequently  
true 

almost 
always 

true 

always  
true 

       

1. My painful experiences and memories make it difficult for me 
to live a life that I would value. 1 2 3 4 5 6 7 

2. I’m afraid of my feelings. 1 2 3 4 5 6 7 

3. I worry about not being able to control my worries and feelings. 1 2 3 4 5 6 7 

4. My painful memories prevent me from having a fulfilling life. 1 2 3 4 5 6 7 

5. Emotions cause problems in my life. 1 2 3 4 5 6 7 

6. It seems like most people are handling their lives better than I 
am. 1 2 3 4 5 6 7 

7. Worries get in the way of my success. 1 2 3 4 5 6 7 
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APPENDIX D 
HOPKINS SYMPTOM CHECKLIST- 25 (HSCL) 

 
Instructions:  Listed below are some symptoms or problems that people sometimes have. Please 
read each one carefully and decide how much the symptoms bothered or distressed you in the 
last week, including today. Place a check in the appropriate column. 
 

 1 2 3 4 

 Not at all A little Quite a bit Extremely 

1. Suddenly scared for no reason     

2. Feeling fearful     

3. Faintness, dizziness, or weakness     

4. Nervousness or shakiness inside     

5. Heart pounding or racing     

6. Trembling     

7. Feeling tense or keyed up     

8. Headaches     

9. Spells of terror or panic     

10. Feeling restless, can’t sit still     

11. Feeling low in energy, slowed down     
12. Blaming yourself for things     
13. Crying easily     

14. Loss of sexual interest or pleasure     

15. Poor appetite     

16. Difficulty falling asleep, staying asleep     

17. Feeling hopeless about the future     

18. Feeling blue     

19. Feeling lonely     

20. Thoughts of ending your life     

21. Feeling of being trapped or caught     

22. Worrying too much about things     

23. Feeling no interest in things     
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 Not at all A little Quite a bit Extremely 

24. Feeling everything is an effort     

25. Feelings of worthlessness     
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APPENDIX E 
ALCOHOL USE DISORDERS IDENTIFICATION TEST (AUDIT) 

 
Drinking alcohol can affect your health.  This is especially important if you take certain 
medications.  We want to help you stay healthy and lower your risk for the problems that can be 
caused by drinking.  The following questions are about your drinking habits.  
 
1.  How often do you have a drink containing 

alcohol? 
(0) Never [Skip to Qs 9-10] 
(1) Monthly or less 
(2) 2 to 4 times a month 
(3) 2 to 3 times a week 
(4) 4 or more times a week 

6.  How often during the last year have you 
needed a first drink in the morning to get 
yourself going after a heavy drinking 
session? 

(0) Never 
(1) Less than monthly 
(2) Monthly 
(3) Weekly 
(4) Daily or almost daily 

 
2.  How many drinks containing alcohol do you 

have on a typical day when you are 
drinking? 

(0) 1 or 2 
(1) 3 or 4 
(2) 5 or 6 
(3) 7, 8, or 9 
(4) 10 or more                    

7.  How often during the last year have you had 
a feeling of guilt or remorse after drinking? 

(0) Never 
(1) Less than monthly 
(2) Monthly 
(3) Weekly 
(4) Daily or almost daily 

 

3.  How often do you have six or more drinks 
on one occasion? 

(0) Never 
(1) Less than monthly 
(2) Monthly 
(3) Weekly 
(4) Daily or almost daily 

Skip to Questions 9 and 10 if Total Score for 
Questions 2 and 3 = 0 

8.  How often during the last year have you 
been unable to remember what happened the 
night before because you had been drinking? 

(0) Never 
(1) Less than monthly 
(2) Monthly 
(3) Weekly 
(4) Daily or almost daily 

 

4.  How often during the last year have you 
found that you were not able to stop drinking 
once you had started? 

(0) Never 
(1) Less than monthly 
(2) Monthly 
(3) Weekly 
(4) Daily or almost daily 

9.  Have you or someone else been injured as a 
result of your drinking? 

(0) No 
(2) Yes, but not in the last year 
(4) Yes, during the last year 
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5.  How often during the last year have you 
failed to do what was normally expected 
from you because of drinking? 

(0) Never 
(1) Less than monthly 
(2) Monthly 
(3) Weekly 
(4) Daily or almost daily 

 

10.  Has a relative or friend or a doctor or 
another health worker been concerned about 
your drinking or suggested you cut down? 

(0) No 
(2) Yes, but not in the last year 
(4) Yes, during the last year 

 
 
 
 
  



 
 

115 
 

APPENDIX F 
FAMILY INTERACTION CODING SYSTEM 

 
Reactivity-Coercion:  
There are three facets to this category. (1) Reactivity refers to a heightened sensitivity to 
routine nonaversive as well as to aversive social events. This is indicated by irritability and 
negative reactivity. (2) Coercion is characterized by nattering, threats, aversive physical 
actions, by verbal criticism, denigration and demands, and by nonverbal displays of 
displeasure and rejection - a use of “force” to control others or to “get one’s way.”  (3) 
Reactivity and coercion are often accompanied by angry, contemptuous and disdainful 
affect. 
      
1-  not at all, did not occur, not true at all 
2-  1 or 2 weak occurrences, a little descriptive 
3-  1-2 clear occurrences, somewhat descriptive 
4-  3-5 clear occurrences, fairly descriptive 
5-  clearly evident > 5 occurrences, very descriptive  
NA – no opportunity to observe the behavior 
 
Reactivity-Coercion Items: 
 
1)  Is volatile and reactive – easily “set off,” “has a “short fuse.” 
2)  Is irritable and grumpy. 
3)  Is bossy. 
4)  Doesn’t “let things go” without reacting. 
5)  Reciprocates aversive actions of others.  
6)  “Takes over” tasks or interrupts others, is impatient. 
7)  Is critical of and negative toward others.  
8)  Is demanding and threatening. 
9)  Natters, wangles, manipulates. 
10)  Engages in physical threats or actions. 
11)  Refuses to back down, stays at it until (s)he gets his/her way. 
12)  Anger and negative behavior escalate, “blows up.”  
13)  Takes a stand against but then capitulates to others’ demands.  
14)  Actively dismisses, invalidates or denies the emotion displays of others.  
15)  Actively dismisses, invalidates or overrides the ideas, actions and opinions of others. 
16)  Is angry, belligerent. 
17)  Treats other family members with contempt or distain.  
 
Withdrawal-Avoidance: 
Entails verbal and nonverbal behaviors (or lack of normatively expected behaviors) that 
reflect disengagement. These behaviors can be observed by: (1) a disinterest in the social 
environment, and in normative or routine tasks, and associated passivity, low energy, and 
lack of initiative. (2) a self-focus that involves expressions of hurt and sorrow, and a 
palliative approach to coping, (3) explicit bids to be excused or to receive care giving, (4) 
nonresponsiveness to explicit social events and normative opportunities directed at the 
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target which may be positive or negative in tone, including explicit communication of NOT 
wishing to be involved. These behaviors may also be characterized by wariness or 
tentativeness so as to avoid upsetting another family member. There is a sense of “walking 
on egg shells,” and may be a somber and dysphoric mood.  
 
1-   not at all, did not occur, not true at all 
2-  1 or 2 weak occurrences, a little descriptive 
3-  1-2 clear occurrences, somewhat descriptive 
4-  3-5 clear occurrences, fairly descriptive 
5-  clearly evident > 5 occurrences, very descriptive  
NA – no opportunity to observe the behavior 
 
Withdrawal-Avoidance Items: 
 
1)  Is distant, inattentive or unengaged in ongoing discourse and joint activity. 
2)  Is emotionally unavailable, “not there.” 
3)  Is reticent or slow to get involved in tasks and activities. 
4)  Lacks energy and vitality in tasks and activities. 
5)  Displays a restricted range of emotions.  
6)  Complains about own discomfort, distress or lack of energy. 
7)  Postural and facial expressions indicating disinterest and distance.   
8)  Displays dysphoric mood. 
9)  Makes self-critical statements. 
10)  Uses a whiny tone of voice.  
11)  Is fearful, anxious.  
12)  Is grudging or non-responsive in response to bids for attention and engagement. 
13)  Ignores other members’ negative affect displays and behavior.  
14)  Ignores others members’ positive affect displays.  
15)  Shows little interest or empathy in others’ ideas, feelings and activities. 
16)  Passively lets other family members take over tasks and activities. 
17)  Is wary and tentative, “walks on eggshells” to not upset other family members. 
18)  Shows fear or hurt in response to others’ criticism or disapproval.  
 
Positive Engagement: 
Positive engagement is characterized by a range and variety of verbal and non verbal 
behaviors that indicate energy, attentiveness, sensitivity, support, warmth, and attachment 
during social interaction. There is openness to one’s own and others’ affect, interests, goals 
and experiences, communicated with a sense of respect, validation and the promotion of 
mutual wellbeing. Joy and happiness are frequently expressed and accompany shared 
activities and discourse. However, sadness, fear, distress and hurt are met with validation, 
support and empathy accompanied by constructive soothing and problem solving. Family 
members are free to constructively express themselves and show active interest in the 
experiences, activities and goals of one another. There is a sense of togetherness that is both 
kind and gentle, but also that can be energetic and vital. 
 
1-  Not descriptive at all 
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2-  A little descriptive 
3-  Somewhat descriptive 
4-  Quite descriptive 
5-  Very clearly descriptive  
NA – No opportunity to observe the behavior 
 
Positive Engagement Items: 
 
1)  Actively initiates behavior in a constructive manner, tries to engage other family members. 
2)  Is responsive to conversation, and to bids for attention and social engagement. 
3)  Is attentive and psychologically “present.” 
4)  Shows interest in what’s going on in other family members’ lives. 
5)  Takes a cooperative approach to requests, and to tasks and activities. 
6)  Takes a can-do, energetic approach to tasks and activities. 
7)  Validates and “accepts” other members’ distress and negative affect.  
8)  Engages in soothing and problem solving in response to others’ distress.  
9)  Is comfortable with own emotion expression and appropriately regulates own emotions. 
10)  Is clear, direct and noncoercive in requests, instructions and directions.  
11)  Is responsive but non-coercive in reacting to negative behavior.  
12)  Holds his/her own in disagreements and conflicts without being coercive.  
13)  Is measured in responding to aversive events and negative emotions.  
14)  Gives correction in a supportive, constructive manner.  
15)  Accepts and builds on the opinions, inputs and ideas of other family members. 
16)  Looks for the “good” in what’s happening or what’s reported by others. 
17)  Shows respect and courtesy. 
18)  Is attached and warm with other family members. 
19)  Shows affection physically and verbally. 
20)  Provides support, approval and positive feedback. 
 
  


