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Abstract

Avoidance coping and symptoms of posttraumatic stress disorder (PTSD) covary. However,
relatively little research has examined the bi-directional relation between these constructs among
individuals in treatment for PTSD. The current longitudinal study examined the reciprocal
associations between avoidance coping and PTSD symptom severity during and after residential
PTSD treatment among a sample of 1,073 military veterans (88.9% male; Mage = 52.39 years)
with chronic, treatment-resistant PTSD. Greater avoidance coping at intake predicted more severe
PTSD symptoms at discharge, and severity of PTSD symptoms at discharge predicted increased
avoidance at follow-up. Conversely, PTSD symptom severity at intake was not related to
avoidance coping at discharge, and in turn avoidance coping at discharge was not related to PTSD
symptom severity at follow-up. These findings offer a number of important clinical implications
including evidence suggesting avoidance may predict poorer treatment response among
individuals seeking treatment for chronic PTSD, and that greater end-of-treatment PTSD symptom
severity may predict increased avoidance following treatment.
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Avoidance coping has been defined as efforts to distance oneself from aversive situations or
negative emotional reactions (Litman, 2006; Roth & Cohen, 1986). Theoretical models of
posttraumatic stress disorder (PTSD) have posited a central role of avoidance in the
maintenance of posttraumatic stress symptoms via interfering with processing of the
traumatic experience and preventing incorporation of safety learning into these
informational networks (e.g., Foa & Kozak, 1986; Keane, Zimering & Caddell, 1985;
Resick & Schnicke, 1992). Cross-sectional research suggests that individuals with PTSD are
apt to employ avoidance coping strategies (Amir, Kaplan, Efroni, Levine, & Kotler, 1997,
Nezu & Carnevale, 1987; Sutker, Davis, Uddo, & Ditta, 1995). Moreover, longitudinal
research suggests greater avoidance of thoughts, feelings, or other reminders associated with
a traumatic experience predicts later PTSD symptom severity even after accounting for
initial symptom levels (Gutner, Rivzi, Monson, & Resick, 2006; Jacobsen et al., 2000;
Krause, Kaltman, Goodman, & Dutton, 2008; Pineles et al., 2011). Similarly, general
avoidance coping (as opposed to traumatic event-specific avoidance) both prior to (Gil,
2005) and following (Eld, 2003; Marx & Sloan, 2005) exposure to a traumatic event
prospectively predicts greater PTSD severity.

Importantly, avoidance coping and PTSD severity appear bi-directionally related. Benotsch
and colleagues (2000) assessed Gulf War veterans at approximately 14 and 27 months after
returning from deployment. General avoidance coping (trauma-specific) at Time 1 predicted
PTSD severity and diagnostic status at Time 2. Additionally, PTSD symptom severity at
Time 1 predicted general avoidance coping at Time 2 after controlling for initial levels of
avoidance coping. In combination, PTSD symptoms and avoidance coping appear to exert
reciprocal influences on each other across the course of recovery from traumatic event
exposure, outside the context of treatment.

Relatively little research has examined the interplay between avoidance and PTSD severity
during or following treatment, and existing research offers a somewhat inconsistent picture.
Models of PTSD treatment are often predicated on the idea that PTSD severity and
avoidance coping are bi-directionally related and both should be targeted in treatment (Foa
& Kozak, 1986; Orsillo & Batten, 2005; Resick & Schnicke, 1992; Shapiro, 1989). Patients
are taught that distress associated with posttraumatic stress reactions to traumatic event
exposure is likely to lead to increased use of avoidance as a coping strategy, and such
avoidance serves to maintain PTSD. The only study to directly examine avoidance coping as
a predictor of response to PTSD treatment included a sample of rape victims who were
randomly assigned (in the context of a controlled treatment efficacy trial) to receive either
nine weeks of prolonged exposure or eye movement desensitization and reprocessing
(Leiner, Kearns, Jackson, Astin, & Rothbaum, in press). Collapsed across groups, rape-
related avoidance coping prior to treatment was negatively correlated with post-treatment
PTSD symptom severity after accounting for initial symptom levels. That is, patients with
PTSD who were more apt to employ avoidant coping strategies were more likely to evince
reductions in PTSD symptom severity during treatment. Conversely, in the only other
relevant study in this domain, Tiet and colleagues (2006) examined the longitudinal
association between traumatic event-specific avoidance coping and PTSD symptom severity
among predominantly male veterans diagnosed with PTSD who had attended at least one
treatment visit through the Veterans Affairs (VA) Healthcare System in the two months
prior to the initial assessment. Cognitive avoidance strategies (e.g., denying the seriousness
of the problem, avoiding distressing thoughts or feelings related to the event) at baseline
were positively correlated with PTSD symptom severity 10 months later. Moreover, baseline
PTSD symptom severity was positively related to behavioral avoidance (e.g., withdrawing
from others, engaging in distracting behaviors), but not cognitive avoidance over time.
These results suggest greater avoidance may be associated with greater PTSD severity
among people receiving treatment.
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Multiple aspects of the findings regarding the reciprocal relations between avoidance and
PTSD symptom severity among treatment-seeking samples highlight the need for additional
research in this area. First, methodological differences across the two studies such as sample
characteristics (e.g., traumatic event type, gender composition) and treatment approach
(controlled treatment efficacy trial vs. VA outpatient treatment) make drawing general
inferences difficult. Second, in the study reported by Tiet and colleagues (2006),
assessments were not regularly administered at particular time points during treatment.
Although participants all endorsed completing at least one treatment session within the
previous two months, they did not necessarily attend treatment sessions during the study.
Indeed, participants received a range of 0-25 treatment sessions in the 6 months prior to the
follow-up assessment. Accordingly, conclusions regarding the reciprocal relations between
avoidance and PTSD severity during treatment based on Tiet and colleagues’ results as well
as comparisons between their results and those of Leiner and colleagues (in press) must be
considered tentative. Third, the conflicting results described above yield uncertainty
regarding how PTSD severity and avoidance coping relate across the course of PTSD
treatment. Accordingly, additional research is needed to better understand the relation
between PTSD symptom severity and avoidance coping during and after treatment.

The current study sought to build upon extant research by offering a novel approach to
examining the bi-directional relation between avoidance coping and PTSD symptom
severity during and after treatment for PTSD. First, a standardized assessment strategy was
employed (cf., Tiet et al., 2006) wherein avoidance and PTSD severity were measured at
intake, treatment discharge, and a four-month follow-up. Examination of data regarding
avoidance coping and PTSD symptom severity at follow-up is considered a significant
strength of the current design, given that these relations may change following treatment
termination. Moreover, the current study was the first to examine relations with general, as
opposed to traumatic event-specific, avoidance coping in a treatment-seeking sample.
Participants in the current study included veterans with chronic PTSD who did not respond
to initial outpatient treatment. Testing the bi-directional relations between avoidance and
PTSD symptom severity among individuals with chronic treatment-resistant PTSD yields
important and novel insight into how these factors influence one another in a unique sample,
thereby extending the currently limited evidence base in this domain. Furthermore,
examining these factors in such a sample has the potential to suggest avenues for advancing
treatments for this population. Given the treatment-resistant nature of the sample, we
expected that PTSD symptom severity and levels of avoidance coping would be fairly stable
across time. We further expected that avoidance and PTSD severity would be positively
related at each assessment point. In terms of the associations between factors across time,
we hypothesized that elevated avoidance at baseline would predict greater PTSD severity at
discharge, which would in turn predict greater avoidance at follow-up. This hypothesis is
consistent with observations of the relations between these factors outside of the context of
treatment (given the treatment-resistant nature of the sample) and theories positing that
avoidance interferes with reduction of PTSD symptoms (Benotsch et al., 2000; Foa &
Kozak, 1986; Orsillo & Batten, 2005; Resick & Schnicke, 1992; Shapiro, 1989; Tiet et al.,
2006). A secondary aim of the study was to conduct a novel examination of how pre-
treatment PTSD severity relates to avoidance at discharge, and in turn how avoidance at
discharge predicts PTSD severity at follow-up. An absence of evidence in this area
precluded hypotheses regarding how baseline PTSD severity would relate to discharge
levels of avoidance, but we did expect that discharge avoidance would be positively
associated with PTSD severity at follow-up based on prior work (Benotsch et al., 2000).
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Sample and Procedures

Measures

Participants were 1,073 military veterans admitted to a VA residential rehabilitation
program for PTSD between 2000 and 2008 (88.9% male; Mage = 52.39 years, SD = 8.41
years; range = 19 — 80 years). Participants who completed at least one of the primary
measures of interest at program intake were included in the study (7= 1073). Participants
who completed measures at intake only did not significantly differ from those who returned
for either the discharge (7= 717) or follow-up (7= 456) assessments in terms of PTSD
symptom severity or avoidance coping at treatment intake. Most participants (78.5%) were
exposed to some form of combat with the majority reporting combat experiences in Vietnam
(58.5%), followed by the Persian Gulf (19.2%), Iraq (15.8%) and Afghanistan (4.1%);
however, not all participants reported the theatre of operations in which they were exposed
to combat. Per participant reports, the racial/ethnic composition of the sample was as
follows: Caucasian (58.6%), African American (17.4%), Hispanic/Latino/a (14.4%), Mixed
Ethnicity (3.7%), Native American/Alaskan Native (2.3%), Asian/Pacific Islander (2.1%),
and “Other” (1.5%). Participants were admitted for PTSD treatment at a residential
rehabilitation program of a VA Medical Center (Miength of stay = 66.21 days; SD=27.9
days). This program admits clinician-referred military veterans with severe PTSD whose
symptoms have not been successfully ameliorated with outpatient treatment. Exclusion
criteria for enrollment in the program included: (a) substance use within 15 days of the start
of treatment, (b) current psychotic symptoms, and (c) medical conditions that would
substantially interfere with or prevent participation in residential treatment (i.e., those unable
to move about independently). A group format that primarily adopted a cognitive-behavioral
orientation was used exclusively in treatment for all individuals. In cases where individuals
were admitted to the program more than one time, data were used from the first admission.
The 4-month follow-up assessment was administered by mail. Mailings were sent to patients
3 months post treatment discharge and received by program staff by the 4-month post-
treatment discharge date. All procedures were approved by the local Institutional Review
Board for Human Subjects Research.

PTSD symptom severity—The PTSD Checklist-Military Version (PCL-M; Weathers,
Litz, Herman, Huska, & Keane, 1993) was used to measure PTSD symptom severity at each
assessment. The PCL-M consists of 17 items that measure PTSD symptoms as defined by
the Diagnostic and Statistical Manual of Mental Disorders — Fourth Edition — Text Revision
(DSM-IV-TR, American Psychiatric Association, 2000). At each time point, respondents
were asked to indicate the degree to which they have been bothered by each symptom within
the past month, using a 5-point scale (1 = not at all bothered, 5 = extremely bothered). Iltems
were aggregated into three subscales, which corresponded to the DSM symptom clusters
(i.e., re-experiencing, avoidance/numbing, and hyperarousal). Across a number of samples,
the PCL-M has shown excellent psychometric properties, as well as strong convergent and
divergent validity (Blanchard, Jones-Alexander, Buckley, & Forneris, 1996; Ruggiero, Del
Ben, Scotti, & Rabalais, 2003). Descriptive statistics and internal reliabilities for all scales
are included in Table 1.

Avoidance coping—Three scales from a revised version of the 24-item Brief COPE
(Carver, 1997) were used to measure avoidance coping: denial, behavioral disengagement,
and substance use. Each scale was comprised of 2 items, rated on 4-point Likert scale (1 =/
haven’t been doing this at all, 4 = I've been doing this a lo?), which reflected the frequency
with which a particular coping style was used in the past week. The Brief COPE has
excellent psychometric properties, and individual subscales and composite scales have
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demonstrated good construct validity based on their pattern of associations with a wide-
range of constructs (Carver, 1997; Carver, Scheier, & Weintraub, 1989). The subscales used
to compose the avoidant coping factor were similar to those utilized in previous studies
employing the Brief COPE to measure avoidance coping (see Litman [2006] for a review).
Table 1 includes descriptive statistics and internal reliabilities for this measure.

Data Analysis

A latent variable (LV) structural modeling approach in Mplus 5.2 (Muthén & Muthén,
1998-2009) was used to construct cross-lagged path models to examine associations over
time between PTSD symptom severity and avoidance coping. Such an approach has been
used widely to estimate the fit of causal models based on nonexperimental, longitudinal data
(Finkel, 1995). Model fit was evaluated using the chi-square goodness-of-fit test (Xz), the
comparative fit index (CFI; Bentler, 1990), the Tucker-Lewis index (TLI; Tucker & Lewis,
1973), the root-mean-square error of approximation (RMSEA,; Browne & Cudeck, 1993),
and the standardized root-mean-square residual (SRMR; Bentler, 1995). Per the
recommendations of Hu and Bentler (1999), CFI and TLI values > .95 and RMSEA and
SRMR values < .06 indicate a good fitting model. For all models, the maximum-likelihood
estimator (MLE) was used, which allows for missing data estimation and assumes that the
data under analysis fits a multivariate normal distribution.

Following the recommendations of Bentler (2000) and others (e.g., Mulaik & Millsap,
2000), model fitting procedures proceeded in two stages. First, measurement models for
PTSD symptom severity and avoidance coping were fit using data at all three time points
simultaneously. That is, at each time point, the three PTSD symptom clusters of re-
experiencing, avoidance and numbing, and hyperarousal were used as observed indicators of
a PTSD symptom severity LV, and the three subscales of denial, behavioral disengagement,
and substance use were used as indicators of an avoidance coping LV. For these models,
covariances among all LVs were freely estimated, as were the covariances between residual
error terms of analogous indicators over time (e.g., residual variance of denial coping at
intake was allowed to covary with the residual variance of denial coping at discharge). For
the sake of parsimony and to minimize the number of parameters requiring estimation, we
also tested the fit of a measurement model in which analogous factor loadings were
constrained to be equal across time (e.g., factor loadings for denial coping at intake,
discharge, and follow-up were constrained to be equal).

At the second stage, cross-lagged models were tested in which paths were estimated from
the LVs at each time point to the opposite LV at the subsequent time point. For example,
causal paths were modeled from PTSD symptom severity at intake to avoidance coping at
discharge, and from avoidance coping at intake to PTSD symptom severity at discharge.
Estimation of these models began with a fully-saturated model that included auto-
regressions from intake to discharge and discharge to follow-up, as well as auto-regressions
and cross-lagged paths from intake to follow-up. To improve model parsimony, we
subsequently tested the fit of a series of nested models in which paths were either removed
or analogous regression coefficients constrained to be equal over time (e.g., cross-lagged
paths from PTSD symptom severity at intake to avoidance coping at discharge and PTSD
symptom severity at discharge to avoidance coping at follow-up were fixed to be equal). The
significance of the decrease in fit across these nested models was evaluated with chi-square
likelihood ratio tests.

Behav Res Ther. Author manuscript; available in PMC 2013 October 01.
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Descriptive Statistics

Descriptive information for PTSD symptoms and avoidance coping at each time point is
presented in Table 1. Paired samples £tests demonstrated a significant decrease in PTSD
symptom severity from intake to follow-up (¢=5.21, p<.001, d= -.25). Examination of
this pattern revealed a significant decrease in symptoms from intake to discharge (= 11.49,
p<.001, d=-.47), and a significant increase from discharge to follow-up (¢= -4.75, p<.
001, d=.24). Avoidance coping also decreased from intake to follow-up (¢=2.89, p<.01, d
= -.23). There was no significant change in avoidance coping from intake to discharge (£=
1.74, p= .08, d=-.06), but there was a significant decrease in avoidance coping from
discharge to follow-up (#=4.04, p< .001, d=-.23).

Measurement Models

The initial measurement model consisted of three LVs of PTSD symptom severity (one at
each time point) and three LVs of avoidance coping (one at each time point). All
covariances between LVs and residual error terms for analogous indicators across time were
freely estimated. This model, which allowed analogous factor loadings to differ across time,
fit the data well: x2 (102, = 1073) = 198.19, CFI = .981, TLI = .972, RMSEA = .030,
SRMR =.043. Subsequently, we estimated a model in which analogous factor loadings for
each indicator were constrained to be equal over time. This more parsimonious model also
fit the data well: x2 (110, &= 1073) = 222.82, CFI = .978, TLI = .969, RMSEA = .031,
SRMR =.052. Across the indicators of PTSD symptom severity, the mean factor loadings at
intake, discharge, and follow-up were .75, .86, and .83, respectively. Across the indicators of
avoidance coping, the mean factor loadings at intake, discharge, and follow-up were .53, .
65, and .56, respectively.

Cross-Lagged Path Models

Fit indices for cross-lagged models of associations between PTSD symptom severity and
avoidance coping over time are presented in Table 2. Each model controlled for length of
stay in treatment. For Model 1, all cross-lagged and autoregressive paths between the LVs
were freely estimated (i.e., a fully cross-lagged model). This model represented a
reparameterization of the measurement model such that cross-time covariances were
converted to regression estimates in which LVs measured at a common time point were
regressed onto the LVs at all previous time points (e.g., PTSD symptom severity and
avoidance coping were correlated at follow-up and modeled as being predicted by PTSD
symptom severity and avoidance coping at both intake and discharge). This base model fit
the data well (see fit indices in Table 2).

In Model 2, we removed the cross-lagged paths from each LV at intake to the opposite LV
at the follow-up assessment (i.e., PTSD at intake to avoidance coping at follow-up, and
avoidance coping at intake to PTSD at follow-up). This model also fit the data well and did
not result in a significant decrease in fit relative to Model 1 [Ax2 (2) =0.21, p=.900] and
was therefore retained. In Model 3, the autoregressive paths from intake to follow-up for
equivalent LVs were removed (i.e., the path from PTSD at intake to PTSD at follow-up, and
the path from avoidance coping at intake to avoidance coping at follow-up). This resulted in
a significant decrease in fit in comparison with Model 2 [AX2 (2) =17.98, p<.001]; hence,
this model was rejected. In Model 4, analogous autoregressive paths for PTSD and
avoidance coping were constrained to equality (e.g., the path from PTSD at intake to PTSD
at discharge was constrained to be equal to the path from PTSD at discharge to PTSD at
follow-up). This resulted in a significant decrease in fit in comparison with Model 2 [AX2
(2) = 13.05, p< .01]; thus, Model 4 was also rejected. For Model 5, analogous cross-lagged
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paths were constrained to equality (e.g., the path from PTSD at intake to avoidance coping
at discharge was constrained to be equal to the path from PTSD at discharge to avoidance
coping at follow-up). In a nested comparison with Model 2, these model constraints resulted
in a significant (trend-level) decrease in fit, AXZ (2) =5.45, p=.066. Although retention of
this model may be suggested based on parsimony, a comparison of the analogous cross-
lagged paths from the model in which they were not constrained revealed marked
differences in the magnitude of the parameter estimates. Thus, Model 5 was rejected in favor
of Model 2.

Figure 1 provides the parameter estimates from the best-fitting cross-lagged model (Model
2). The covariate of length of stay in treatment was not associated with PTSD (r= .05, ns) or
avoidance coping (r= .06, ns) at intake, PTSD (8= -.02, ns) or avoidance coping (8 = .03,
ns) at discharge, or avoidance coping at follow-up (8= —-.02, ns), but was significantly
associated with PTSD at follow-up (8= -.11, p<.05). At intake, PTSD symptom severity
and avoidance coping were moderately positively correlated, as were the residuals of these
variables at discharge and follow-up (i.e., after controlling for previous levels of each
variable). The autoregressive paths indicated that both PTSD symptom severity and
avoidance coping were moderately stable and significant from intake to discharge, and from
discharge to follow-up (the stability of avoidance coping over the latter timeframe was
slightly reduced, but remained significant). Regarding the cross-lagged associations, PTSD
symptom severity at intake was not significantly associated with avoidance coping at
discharge (controlling for the stability of avoidance coping over this timeframe). However,
controlling for the stability of PTSD symptom severity, greater use of avoidance coping at
intake was significantly associated with greater severity of PTSD symptoms at discharge.
Conversely, from discharge to follow-up, controlling for the stability of PTSD symptom
severity over this time period, avoidance coping at discharge was not significantly
associated with PTSD symptom severity at follow-up. However, controlling for the stability
of avoidance coping, greater severity of PTSD symptoms at discharge was significantly
associated with greater use of avoidance coping at follow-up.

Discussion

Efficacious clinical interventions for PTSD typically teach clients that avoidance and PTSD
symptoms are bi-directionally related and seek to simultaneously reduce both of these
factors (Foa & Kozak, 1986; Orsillo & Batten, 2005; Resick & Schnicke, 1992; Shapiro,
1989). However, evidence regarding how avoidance and PTSD severity relate to one another
across the course of treatment is not clear. The current novel extension to this literature
employed a standardized repeated assessment to examine the relation between PTSD
severity and general avoidance coping among veterans with chronic PTSD, who had not
responded to initial outpatient treatment, during and following residential treatment for
PTSD.

We observed several findings that were consistent with hypotheses. Although significant
decreases in both PTSD symptom severity and avoidance coping were evidenced from
intake to follow-up, overall levels of PTSD symptom severity and avoidance coping did not
evince substantial reductions across time (see Table 1). This pattern, consistent with prior
work in a similar sample (Boden, Bonn-Miller, Vujanovic, & Drescher, in press), was not
surprising given the chronic nature of the PTSD characterizing this treatment-resistant
sample of veterans. Also, as predicted, PTSD severity and avoidance coping evidenced
medium to large (Cohen, 1992) positive relations when assessed concurrently, and these
associations remained significant even after statistically controlling for levels of each,
measured at the previous assessment. This pattern is consistent with research documenting
comparable cross-sectional relations (Marx & Sloan, 2005; Sutker et al., 1995; Tiet et al.,
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2006). Taken together, this pattern highlights that within this treatment-resistant sample of
veterans with chronic PTSD, avoidance and symptom severity are, on average, relatively
stable and interrelated at treatment initiation and discharge, as well as four months post-
treatment.

Prospective relations between avoidance and PTSD severity also emerged and were partially
consistent with hypotheses. Relatively greater avoidance coping at intake prospectively
predicted more severe PTSD at discharge, which in turn prospectively predicted greater
avoidance at follow-up. This series of associations was observed after statistically
controlling for the stability of both PTSD severity and avoidance coping across time. The
pre- to post-treatment link between avoidance and subsequent PTSD severity suggests
avoidance coping is an important predictor of treatment response among individuals with
chronic PTSD, which is generally consistent with PTSD treatment models (Foa & Kozak,
1986; Resick & Schnicke, 1992; Shapiro, 1989). Interestingly, this pattern is inconsistent
with evidence suggesting level of avoidance coping prior to treatment negatively predicts
PTSD severity after controlled, evidence-based treatment for rape-related PTSD (Leiner et
al., in press). It is possible that elevated levels of avoidance prior to efficacious treatment
mark greater room for improvement, and therefore greater treatment-related change may be
observed (Leiner et al., in press). In contrast, the treatment-resistant sample studied here did
not evince large improvements on average, and therefore greater avoidance pre-treatment
predicted greater maintenance of symptom severity, which is consistent with prospective
research outside of treatment contexts (Eld, 2003; Gil, 2005; Marx & Sloan, 2005).
Accordingly, the present findings suggest that an empirical test is now needed of treatment
response as a factor that affects the relation between pre-treatment avoidance and post-
treatment PTSD severity. The current pattern of results further demonstrates that relatively
elevated PTSD severity at treatment discharge predicts greater avoidance four months post-
treatment. These results bolster findings that elevated PTSD symptoms, outside of the
context of treatment, predict increased use of avoidant coping strategies (Benotsch et al.,
2000).

Taken together, these results suggest relatively elevated pre-treatment avoidance among
treatment-resistant veterans with chronic PTSD may maintain PTSD severity during
inpatient treatment, and that PTSD severity post-treatment may, in turn, potentiate
avoidance coping post-treatment. This pattern is consistent with learning-based accounts of
PTSD that suggest people with relatively severe PTSD are likely to adopt avoidant coping
strategies, which interfere with recovery from symptomatic reactions to traumatic event
exposure (Foa & Kozak, 1986; Keane et al., 1985). Importantly, these inferences should be
considered cautiously as the degree to which they apply to non-veterans and people who are
suffering from less chronic PTSD is not clear. Examination of these factors among samples
with greater representation of women with chronic PTSD and men with less chronic PTSD
and greater variability in treatment response is needed.

Pre-treatment PTSD severity did not predict avoidance coping at discharge, which in turn
was not associated with PTSD severity at follow-up. It is possible that this pattern is
primarily attributable to the chronicity of the PTSD characterizing the sample. Relatively
more treatment responsive clients would be expected to evidence greater decreases in
avoidance coping during treatments that target avoidance (e.g., Foa & Kozak, 1986; Orsillo
& Batten, 2005; Resick & Schnicke, 1992; Shapiro, 1989). The fact that this sample was
comprised of treatment-resistant patients who evinced relatively stable levels of PTSD
severity and avoidance coping suggests avoidance may not have been greatly influenced
regardless of baseline PTSD severity. Although to the best of our knowledge no data have
been reported regarding the degree to which pre-treatment PTSD severity predicts change in
general avoidance coping during treatment (particularly within a treatment-resistant sample),

Behav Res Ther. Author manuscript; available in PMC 2013 October 01.



1duasnuey Joyiny vd-HIN 1duasnuey Joyiny vd-HIN

1duasnuey Joyiny vd-HIN

Badour et al.

Page 9

treatment discharge levels of avoidance would be expected to predict PTSD severity during
follow-up (Benotsch et al., 2000). Given independent replication of this pattern, research is
needed to elucidate why treatment-discharge levels of avoidance are unrelated to subsequent
levels of PTSD symptom severity.

A number of study limitations, in addition to those noted above, warrant consideration. First,
confidence in the findings would have been strengthened by the use of a clinical interview to
measure PTSD symptom severity. Similarly, although the current study utilized a well-
established measure of general avoidance coping, future research would benefit from
examining reciprocal associations between PTSD symptom severity and both general and
traumatic event-specific avoidance across the course of treatment to determine if distinct
patterns emerge across these different types of avoidance. Reliance on retrospective self-
report to measure avoidance coping also is a limitation. Real-time assessment of avoidance
using measures such as ecological momentary assessment (Kashdan, Breen, & Julian, 2010)
and measuring behavioral avoidance in response to controlled stress inductions (Gratz,
Bornovalova, Delany-Brumsey, Nick, & Lejuez, 2007) would offer additional insight into
the nature of the PTSD-avoidance coping relation. The current study also was unable to
address the possible influence of treatment engagement and adherence as well as secondary
gain for treatment nonresponse (e.g., retaining PTSD-related service-connected benefits).
Given these factors may influence both self-reported PTSD symptom severity and avoidance
coping, as well as the interplay between these factors, future research should examine the
possible role that these factors play in links between PTSD and avoidance across the course
of PTSD treatment. Finally, the current sample was comprised primarily of men with a
history of combat exposure, which constrains generalizability of the results.

These limitations notwithstanding, the current findings represent an important contribution
to a growing body of work (1) documenting a reciprocal association between PTSD severity
and avoidance coping outside the context of treatment and (2) aiming to better understand
such patterns during treatment. Results suggest that individuals with chronic, treatment-
resistant, PTSD who are apt to employ avoidance coping strategies upon presenting for
inpatient treatment may not benefit to the degree that comparable people who avoid
relatively less do, and this outcome may predict maintained avoidance coping. As such,
tailoring treatments to the level of avoidance coping at treatment initiation may be
warranted. Much more research is needed to fully understand how avoidance and PTSD
severity relate across the course of treatment for PTSD varying in chronicity. Nonetheless,
treatment researchers are now poised to examine the advantages of increasing the degree to
which avoidance is targeted in treatment for people with chronic PTSD who endorse
particularly high levels of pre-treatment avoidance.
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Figurel.

Structural Model of Cross-lagged Associations Between PTSD Symptom Severity and
Avoidance Coping across Intake, Discharge and Follow-up. Parameter estimates shown are
standardized beta coefficients. *p < .05, **p < .01, ***p < .001. For the sake of parsimony,
associations between the model variables and the covariate of length of stay in treatment are
not shown here, but are provided in the Results section.
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Descriptive Statistics and Reliabilities (Cronbach’s alpha) for PTSD Symptom Severity

Badour et al.
Table 1
and Avoidance Coping at All Time-Points
Variable Mean (SD) Range Cronbach’s Alpha

Intake
Avoidance Coping 12.08 (4.40)  5.00-24.00 74
- Denial 4.24 (1.92) 1.00 - 8.00 .70
- Behavioral disengagement  4.18 (1.85) 1.00-8.00 71
- Substance use 3.67 (2.37) 1.00-8.00 .96
PTSD symptom severity 64.78 (10.76)  22.00 — 85.00 .89
- Re-experiencing 17.99 (4.35)  5.00-25.00 .88
- Avoidance/numbing 27.16 (4.82)  9.00-35.00 .76
- Hyperarousal 19.63 (3.58) 5.00 - 25.00 .79

Discharge
Avoidance Coping 12.10 (4.91) 3.00 -24.00 .80
- Denial 4.43 (1.98) 1.00 - 8.00 .70
- Behavioral disengagement  4.33 (2.04) 1.00-8.00 .75
- Substance use 3.36 (2.29) 1.00-8.00 .94
PTSD symptom severity 58.86 (14.36)  3.00 - 85.00 .94
- Re-experiencing 17.34 (4.57)  5.00-25.00 .90
- Avoidance/numbing 23.81 (6.57) 7.00 - 35.00 .87
- Hyperarousal 17.80 (4.52) 3.00 - 25.00 .87

Follow-up
Avoidance Coping 11.67 (4.23) 6.00 - 24.00 .75
- Denial 4.33 (1.96) 2.00-8.00 .70
- Behavioral disengagement  4.13 (1.89) 1.00-8.00 77
- Substance use 3.22 (2.04) 1.00-8.00 .97
PTSD symptom severity 60.07 (14.48)  3.00 - 85.00 .93
- Re-experiencing 16.94 (4.76) 1.00 — 25.00 .90
- Avoidance/numbing 25.00 (5.93) 3.00-35.00 .83
- Hyperarousal 18.65 (4.27) 4.00 - 25.00 .83
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