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Abstract

The purpose of this study was to investigate social support and spirituality as potential
mitigators of parenting stress in Navy families affected by deployment. Recent research has
shown a relationship between increased levels of perceived threat and warfare exposure on
recent deployments, and higher levels of parenting stress in Navy fathers within a year of return.
Using a cross-sectional correlational design, questionnaire data was collected from a total of 193
military parents. Regression analyses were performed, using the Parenting Stress Index as the
outcome variable, social support (measured with the Medical Outcomes Study Social Support
Survey Instrument) and spirituality (measured with Underwood’s Daily Spiritual Experience
Scale) as primary covariates, and adjusting for other factors such as PTSD and depression.

As social support and spirituality scores increased, levels of parenting stress decreased for

both fathers (p <.001, p < .05, respectively) and mothers (p < .001, p <.001, respectively).
Spirituality and social support may be direct protective factors for parenting stress in military
families.

Keywords: deployment; military families; parenting stress; mental health; social support;
spirituality

Introduction

Deployments are challenging for active duty members (Booth-Kewley, Larson, Highfill-
McRoy, Garland, & Gaskin, 2010; Tsai, Harpaz-Rotem, Pietrzak, & Southwick, 2012), and
deployments are taxing on families (Huebner, Mancini, Wilcox, Grass, & Grass, 2007; Knobloch
& Theiss, 2012). However, there is little information on how deployments affect parenting for
both the active duty member and the home front spouse (Devoe & Ross, 2012; Gewirtz, Polusny,
DeGarmo, Khaylis, & Erbes, 2010; Palmer, 2008). A recent study found an association between
increased length of deployment, increased sense of danger on deployment, and increased warfare
exposure on deployment, with increased parenting stress in Navy active duty fathers who returned
from a deployment within the past year (Yablonsky, Bullock, & Yan, 2016).

Because parenting stress can be increased by these deployment variables, the purpose of
this study was to investigate if there are potential mitigators of parenting stress in Navy families
affected by a deployment. The Operational Stress Model (Nash et al., 2010), developed for
research utilization in military populations, guided the conceptual model for this study. As
Nash et al. state: “Operational stress encompasses more than just combat; it occurs everywhere
service members and their families live and work” (p. 1673). The Operational Stress Model
defines three categories: stressor exposures, risk and resilience factors, and positive and negative
stress outcomes. Stressor exposures can range from high-intensity stressor events, such as the
death of a close friend during combat, to the accumulation of lower-intensity pressures that can
lead to decreased adaptive capability over time (Nash et al. 2010). These military exposures
can lead to stress-induced outcomes that are reflected in the physical, psychological, social and
spiritual domains of wellness, ranging from mental health concerns to early-onset of physiologic
disease (Boscarino, 1997; Currier, Drescher, & Harris, 2014; King, Taft, King, Hammond, &
Stone, 2006; Nash, Silva, & Litz, 2009). The model developed by Nash and colleagues (2010)



identifies specific risk and resilience factors that are pertinent to operational stress: spiritual
factors, social factors, and environmental factors. For the purposes of this study, the authors
chose to incorporate guidance from the Operational Stress Model, operationalizing social
support and spirituality as potential resilience factors.

Social Support and Stress

Increased levels of social support have consistently been shown to be associated with
decreased levels of parenting stress in civilian populations (Cooklin, Giallo, & Rose, 2012;
McConnell, Breitkreuz, & Savage, 2011), as well as military populations (Flake, Davis,
Johnson, & Middleton, 2009). According to Sherbourne and Stewart (1991), social support
can be defined in either functional or structural terms. Structural social support is a concrete
measure of the availability of support that a person has, and can be measured by number of
relationships, type of relationships (e.g. school networks, family networks), and frequency of
interactions (Hwang, Etchegaray, Sciamanna, Bernstam, & Thomas, 2011; Verheijden, Bakx,
van Weel, Koelen, & van Staveren, 2005). Functional social support is a person’s perception
of the availability of potential social assistance and interaction (Sherbourne & Stewart,

1991). Various authors have noted a strong relationship between functional social support

and measures of health (DiMatteo, 2004; Verheijden et al., 2005), and the current authors
espoused the perspective that under stressful conditions “the perceived availability” of a social
support network would be a more salient marker to a military family than the number and
type of social networks (Sherbourne & Stewart, 1991, p. 705). Active duty members and their
families are usually stationed far from the hometowns of their youth, and often are called upon
to move from duty station to duty station every 2-4 years. This necessitates a change in their
social support structures and living quarters on a fairly regular basis. Additionally, military
families are regularly separated by deployment, which constitutes multiple layers of additional
challenge. Much of the parenting stress and social support research has not been done in the
military environment.

Studies in military families that include an aspect of social support as a variable have not
included parenting stress in analytic models, and have mostly focused on one member of the
family in the context of post-traumatic stress disorder (PTSD). Within military populations,
PTSD has been linked with decreased parenting satisfaction in mothers and fathers (Berz, Taft,
Watkins, & Monson, 2008; Samper, Taft, King, & King, 2004), decreased parenting alliance
between partners (Allen, Rhoades, Stanley, & Markman, 2011), and more negatively valenced
parenting practices (Gewirtz et al., 2010; Hayes et al,, 2010). Rescarch that has looked at the
male veteran spouse has shown marriage and social support to be protective for suicide risk
(Jakupcak et al., 2010), as well as for PTSD in male active duty spouses (Balderrama-Durbin
etal., 2013; Carter et al,, 2011). The marital relationship is a primary source of social support,
and if this relationship is strong before deployment, post-deployment related stresses are lower
(Allen etal,, 2011) in addition to PTSD symptom severity (Carter et al., 2011).

However, the social support-PTSD relationship is complex. According to the erosion
theory (King et al., 2006), chronic behavioral manifestations of PTSD (e.g. alienation,
irritability, emotional numbing) tend to repel those who would offer social support. In addition,
the cognitive theory posits that because of the way in which those with PTSD perceive the
world (e.g. hypervigilant, avoidant), there is a tendency for them to perceive those who would
offer social support as potentially threatening (Ehlers & Clark, 2000). Thus it can be difficult



for partners and family members to offer social support, and there is some evidence that

social support is not as effective of a buffer in those with PTSD compared to those with other
non-PTSD diagnoses (Brancu et al., 2014). In fact, King et al. found that “there is a stronger
[negative] PTSD to social support effect than [positive] social support to PTSD effect” (p.
2985.) It is important to note that there are no studies looking at social support pre-trauma, at
time of trauma, and then longitudinally thereafter, thus it is impossible to know if higher levels
of social support pre-trauma lead to lower PTSD symptoms post-trauma, or if lower levels of
social support pre-trauma lead to higher levels of PTSD symptoms post-trauma.

Both King et al. (2006) and Price, Gros, Strachan, Ruggiero, and Acierno (2013) note that
military populations may have risk for lower social support even prior to the trauma event. For
military personnel prior to deployment, there is evidence that spousal partners emotionally
withdraw as the time gets closer to separation (Lapp et al., 2010; Sahlstein, Maguire, &
Timmerman, 2009; Willerton, E., Schwarz, Wadsworth, & Oglesby, 2011; Yablonsky, Barbero,
& Richardson, 2016) which may make spousal social support even harder to re-engage upon
return, when PTSD symptomatology emerges. However, one recent study showed that open
communication about combat exposure with a spouse mediated the relationship between
partner support and PTSD symptoms, with the result that active duty members with higher
partner support experienced less PTSD symptom severity 6 to 9 months post-deployment
(Balderrama et al., 2013). The authors reported that the reverse mediation model, where PTSD
would lead to lower levels of combat disclosure and then to reduced partner support, was not

supported by the study data.

Spouses with higher levels of marital satisfaction may provide higher levels of social
support and alternately, spouses perceiving higher levels of social support may experience
higher levels of marital satisfaction. Cobb, Davila, and Bradbury (2001) noted that positive
social support behavior was associated with increased marital satisfaction in a sample of civilian
newlywed couples followed over one year. Female civilian spouses married to male active duty
members with PTSD have lower levels of marital satisfaction and family cohesion (and thus
may provide lower levels of social support to their partners) than spouses married to active duty
personnel without PTSD (Allen et al., 2010; Taft, Schumm, Panuzio, & Proctor, 2008). This
is concerning, as spouses are a main source of support for military personnel with PTSD. In
one study, wives’ level of marital satisfaction decreased when they attributed their husbands’
PTSD symptoms to “internal, characterological variables” (Renshaw, Allen, Carter, Markman,
& Stanley, 2014, p. 194), but wives’ marital satisfaction was not affected when they attributed
the PTSD symptoms to traumatic events outside of a husband’s control. In a study measuring
spousal distress pre-, post-, and during their husband’s deployment, psychological distress was
the worst for spouses during the deployment (Andres, 2014). In the same study, higher levels
of relationship satisfaction post-deployment were predicted by higher social support during
deployment, as well as by higher pre-deployment relationship satisfaction.

Findings from a recent cross-sectional study (Balderrama et al., 2013) imply that partner
social support may help attenuate PTSD symptomatology through the mediating effect of
couple communication regarding combat exposure. However, in partners of Vietnam veterans
with high levels of PTSD, communication about combat experiences led to psychological
distress in the spouse (Campbell & Renshaw, 2012). It is unknown what the optimal
frequency and content of disclosure should be regarding traumatic events, where disclosure
will simultaneously aid the individual with PTSD, while also protecting the partner from a



secondary stress effect. However, there is preliminary evidence to indicate that different types
of social support (e.g. emotional/informational, tangible, affectionate, social interaction)

may have varying degrees of effect in the treatment of PTSD. In a study measuring functional
social support in veterans pre-treatment and post-treatment, emotional/informational social
support was “significantly related to the rate of change in PTSD symptoms such that increased
emotional support was associated with better treatment response” (Price et al., 2013, p.96).
According to Sherbourne and Stewart (1991), sources of emotional/informational support offer
advice, guidance and feedback, and express “positive affect, and empathic understanding” (p.
707). Price and colleagues were not able to provide data on the strength of this social support
effect across different sources (e.g. family, partner, peers, supervisors, community).

Recently, rescarchers have identified that male service members may benefit from, and
be more comfortable with, peer support from other veterans (Smith et al., 2013; Tsai et al.,
2012); “they can relate to what you're going through” (Demers, 2011, p. 172). In a study
looking specifically at National Guard fathers who had been deployed to Iraq (V=468), these
men reported relatively high levels of social support on deployment, which may have been a
result of unit camaraderie (Gewirtz et al., 2010). Service members with PTSD symptoms have
difficulty retaining social support over time (King et al., 2006) and report more intimate partner
relationship difficulty and stress (Laffaye, Cavella, Drescher, & Rosen, 2008; Tsai et al., 2012).

Several studies have incorporated data from more than one member of a military family
(Allen et al., 2011; Faber, Willerton, Clymer, MacDermid, & Weiss, 2008; Gewirtz, Pinna,
Hanson, & Brockberg, 2014). This data has supported that families tend to look for support
from other families going through similar phases of deployment, and service members tend
to look for support from other veterans after deployment (Faber et al., 2008; Yablonsky,
Barbero, & Richardson, 2016). In a sample of married parents (86% mothers) experiencing
the deployment of a spouse, feeling supported during the separation predicted better scores
on measures of child psychosocial functioning (Flake et al., 2009). In a study of 300 married
couples, 78% of whom were parents, and all of whom had experienced a deployment in the
past year, a lack of perceived social support was associated with increased post-deployment
stress in both husbands and wives (Allen et al., 2011). Focusing on family health and optimal
communication is highly salient; a study of Marines who had deployed to Iraq and Afghanistan
(N=1,569; sample 95% male) showed that deployment-related stressors were most associated
with positive screens for PTSD, and the most oft-cited deployment stressor was “concerns or
problems back home” (Booth-Kewley et al., 2010, p. 74).

Spirituality and Stress

In contrast to social support, there is little literature to date investigating the effect of
spirituality on parenting stress within the specific context of military families. Whereas social
support is a measure of support provided by others, spirituality can be framed as a measure
of internal support. Spirituality is a difficult construct to define, and is often confused with
religiosity. Religiosity is related to religious beliefs (e.g., doctrinal teachings), concrete religious
actions (e.g., prayer, reading of devotional literature), and relationship with a community of
faith (e.g., frequency of religious institutional attendance) (Cain, 2007). Religiosity has been
positively related to social support in past research (Prado et al., 2004). Spirituality reflects
an individual’s relational awareness of the transcendent, divine, or holy through feelings and
sensations, separate from religious beliefs (Underwood, 2011). The more private construct



of spirituality may have a significant effect on parenting stress levels, and is distinct from the
concept of social support.

Most of the ‘spirituality’ research that is extant in active duty and veteran military
populations explores positive and negative religious coping (Cornish, Lannin, Wade,
& Martinez 2017; Currier, Smith, & Kuhlman, 2017; Trevino, Archambault, Schuster,
Richardson, & Moye, 2012; Witvliet, Phipps, Feldman, & Beckham, 2004), religious faith
(Fontana & Rosenheck, 2004), or conflates religiosity and spirituality (Berg, 2011; Currier
et al., 2014: Currier, Holland, & Drescher, 2015; Hourani et al., 2012; Park, Smith, Lee,
Mazure, & McKee, 2017; Wachholtz, Pearce, & Koenig, 2007). Negative religious coping is
defined as spiritual questioning, struggling, or anger with God or a Higher Power in regard
to a difficult life event, and positive religious coping is defined as seeing God or a Higher
Power as benevolent, caring, and collaborative (Currier et al., 2017; Pargament et al., 1998a).
Research has shown a link between negative religious coping and increased levels of emotional
distress (Cornish et al., 2017), suicidal ideation (Currier et al., 2017), anxiety and depression
(Witvliet et al., 2004), and PTSD (Currier et al,, 2014; Witvliet et al., 2004). Negative religious
coping has also been linked with poorer physical health and quality of life in civilian samples
(Pargament, Smith, Koenig, & Perez, 1998b), and poorer PTSD treatment outcomes in veteran
populations (Currier et al,, 2015).

Additionally, it is common in the literature for negative religious coping to have a small
positive correlation (Cornish et al., 2017; Currier et al,, 2017; Pargament et al., 1998b) or a
moderate positive correlation (Trevino et al., 2011) with positive religious coping. This has
been attributed to the “religious coping mobilization” (Pargament et al., 1998b, p. 721) of
stressors, such that a significant enough stressor will mobilize all of an individual’s religious
coping strategies, both positive and negative. In military populations, some research has found
positive religious coping to be insignificant in decreasing suicidal ideation (Currier et al., 2017)
or symptoms of PTSD, anxiety, and depression (Witvliet et al., 2004). Cornish et al. (2017)
found that greater use of positive religious coping in active duty men at 10 months into a one
year deployment predicted greater emotional distress one month later (.13, p < .05). However, a
time lag of one month in a highly stressful deployment setting may have been too short to garner
sufficient variability in the collected measures. Despite the significant positive predictive value
of positive religious coping at time 1 to emotional distress at time 2, there was no cross-sectional
relationship between religious coping and distress at 10 months into the deployment, or at 11
months into the deployment. In a recent cross-sectional study, Park et al. (2017) found that
those with high levels of combat exposure and high levels of positive religious coping had higher
levels of PTSD symptoms.

While religious coping is a very useful construct, it measures an adaptive “secking”
mechanism (Cornish et al., 2017; p. 307) rather than an individual’s outcome measure of
personal connection to the divine. This element of secking may be one reason why positive
religious coping has shown insignificant and positive associations with negative mental health
outcomes in military populations. Additionally, much of the research in civilian populations
that suggests an inverse association between positive religious coping and mental health
concerns comes from data in female majority samples (Bjorck & Thurman, 2007; Keefe et al.,
2001; Pargament et al., 1998b). In fact, Trevino et al. (2011) note that veteran men in their
study endorsed significantly lower rates (p < .01) of positive religious coping (M = 10.48)
than women (M = 20.33). Currier et al. (2014) note that their work showing lower rates



of spirituality and religious coping in PTSD treatment-secking veterans versus the general
population was done with exclusively male samples, and may not reflect gender differences in
these constructs. There may be gender differences in positive religious coping, or there may be

a specific military interaction that makes positive religious coping less efficacious for mental
health concerns in this population (Currier et al., 2017; Witvliet et al., 2004). The current
authors sought to use a more specific construct designed to look at spirituality as distinct from
religiosity, in the hopes that this more specific focus would show more robust resilient outcomes
in military populations.

Again, the amount of research looking at spirituality as a distinct construct within military
populations is scant. One study used a chaplain spiritual assessment instrument developed for
clinical use to explore the self-reported spiritual health of veterans. Excellent or good self-
reported spiritual health was associated with less suicidal ideation in treatment-seeking veterans,
whereas veterans with suicidal ideation more often “described their spiritual health as fair,
poor, or uncertain” (Kopacz, 2014, p. 354). Currier and colleagues (2014) found that Vietnam
and Iraq/Afghanistan veterans beginning treatment for PTSD reported less daily spiritual
experiences (p < .001) compared with a demographically similar civilian population. In another
study, Currier et al. (2015) evaluated veterans at admission to, and discharge from, a residential
PTSD treatment program. These authors noted that more daily spiritual experiences and more
private spiritual practices at PTSD treatment baseline were linked to lower PTSD symptoms at
discharge. Additionally, higher levels of negative religious coping at baseline predicted higher
levels of PTSD symptomatology at discharge (Currier et al., 2015).

Investigation of spirituality in the context of military families is even more rare. In a
qualitative study of 7 military couples, the majority utilized spirituality to help them cope
during and after deployment (Hamlin-Glover, 2009). Other researchers (Blank, Adams,
Kittelson, Connors, & Padden, 2012) found that spouses endorsed talking with someone else in
a similar situation (social support), and praying or putting their trust in God (spiritual support)
as the most effective ways of coping during their husband’s deployment. The goal of this study
was to examine whether individual spirituality and perceived social support were independent
correlates of parenting stress levels even after accounting for the influence of deployment-related
and other factors in both civilian mothers and active duty fathers.

Methods

Participants and Procedure

The sample consisted of 193 parents, including active duty U.S. Navy fathers who had
recently returned from a deployment within the past year, and their civilian wives. The couples
had at least one child in their home who was between 1 month of age and less than 6 years of
age. Two fathers were excluded from the sample due to incomplete data, resulting in a final
sample size of 111 fathers. After giving consent and finishing the questionnaire, these fathers
were asked if their wives could be contacted. The spouses were contacted by phone, and 82
consented to be part of the study. The study used a cross-sectional correlational research design.

After institutional review board approval, recruitment occurred at a large military
outpatient clinic, and informational materials, such as posters and brochures, were available
in waiting rooms. In addition to active recruitment by the study investigator, informational



materials were also distributed on ships, and recruitment emails were sent via specific shipboard
distribution lists. All eligible and interested participant fathers met with study personnel at the
clinic to complete an online questionnaire in person. All eligible wives who consented to the
study were sent an email link to complete the questionnaire on their own at a convenient time.
Data collection occurred between the months of October 2013 and May 2014.

The psychosocial health measures included in the questionnaire were: the Parenting Stress
Index, three subscales of the Deployment Risk and Resiliency Index-2, the Primary Care PTSD
screen, the Patient Health Questionnaire-8, the Life Stress Scale, the Medical Outcomes Study
Social Support Survey Instrument, and Underwood’s Daily Spiritual Experience Scale.

Study Variables
Outcome Measure

Parenting stress. The construct of parenting stress is measured using the Parenting Stress
Index (PSI), which assesses the parent-child system via 101 questions on two specific domains.
The first domain is the child domain - six subscales measure a parent’s perception of her child’s
characteristics. The instrument uses the assumption that a parent’s perception of her child can
increase that parent’s stress, even if an outside observer does not perceive the child’s behavior
as being a cause for stress. The second domain is the parent domain - seven subscales measure a
parent’s perception of her own parenting characteristics. Each item is scored on a scale, ranging
from “strongly disagree” to “strongly agree.” The scores on the two domains are combined for a
total PSI score ranging between 101 and 505; higher scores indicate higher levels of parenting
stress. For interpretation, the scores on the PSI are converted to percentile ranks, which show
where the individual scores fall in relation “to scores of the respondents in the normative
sample” on which the PSI was based (Abidin, 2012, p. 13). The reliability coefficient for the
total PSI score was .96 in a sample of 2,633 parents (Abidin, 2012); the Cronbach’s alpha in this
sample was also .96. In the study, if the score for the total PSI was above the 85th percentile,
parents were contacted with this information within 3 days and given contact information for
self-referral.

A defensive responding (DR) score is also calculated based on a subset of questions within
the PSI, which may indicate invalid answers by the respondent (i.e., the parent is reporting
abnormally low scores on multiple questions, which in the majority of respondents elicit a much
higher range). A score lower than 25 is considered ‘defensive. The rate of defensive responding
in the general population is between 5 and 8% (Parkes et al,, 2011).

Primary Covariates

Social support. The Social Support Survey Instrument was used in the Medical Outcomes
Study (Sherbourne & Stewart, 1991) to measure four domains of functional support:
emotional/informational (e.g. “someone who understands your problems”), tangible support
(e.g. “someone to help with daily chores if you were sick”), positive social interaction (e.g.
“someone to have a good time with”), and affectionate support (e.g. “someone who hugs you”).
There are 19 items rated on a S point Likert scale, which are summed for a total social support
score. Higher scores indicate more perceived social support. This instrument has been widely
used in diverse populations (Costa-Requena, Arnal, & Gil, 2013; Gjesfjeld, Greeno, & Kim,
2008; Southivong, Ichikawa, Nakahara, & Southivong, 2013), as well as in veteran populations



(Brancu et al., 2014; Price et al., 2013), and active duty military populations (Fleishman et
al,, 2000; King et al., 2006). A reliability coefficient of .97 has been reported (Sherbourne &
Stewart, 1991), which was the same value obtained in this sample.

Spirituality. This construct was measured using Underwood’s Daily Spiritual Experience
Scale (DSES), which aims to quantify day-to-day experiences that reflect an “awareness of the
divine or transcendent ... ‘more than’ what we can see or touch or hear” (Underwood, 2006).
There are no subscales within the instrument, and the scale has shown a single factor structure,
but the 16 questions capture various aspects of the construct such as connection, divine help,
perceptions of divine love, awe, thankfulness, and compassionate love (Underwood & Teresi,
2002). Example questions include: “I feel God’s love for me, directly;” and “I am spiritually
touched by the beauty of creation.” Cronbach’s alpha reliability coefficients have ranged from
.94 to .96 in various samples (Ellison & Fan, 2008; Underwood & Teresi, 2002). In this sample
of military parents, the reliability coefficient was .97.

Other Covariates

Deployment factors. Four deployment factors were examined: 1) Number of Deployments,
2) Time Away from home, 3) Perceived Threat, and 4) Warfare Exposure. For the first two
deployment factors, each was measured over the preceding 5 years; this is familiar to Navy
service members who deploy, as these two questions are asked immediately after deployment,
and within six months thereafter (Department of the Navy, 2012).

Number of deployments. Fathers were asked how many deployments they had been on in the
past 5 years.

Time away from home. Fathers were asked how many months they had been away from home
related to deployments in the past five years.

Perceived threat. This construct was measured using the Deployment Concerns subscale of
the Risk and Resiliency Index-2 (DRRI-2), which reflects fear for personal safety during
deployment. An example question: “I was concerned that I might encounter an explosive
device”” Reliability coefficients for the subscale of Deployment Concerns in past studies
have been .89 (Vogt, Proctor, King, King, & Vasterling, 2008). The Cronbach’s alpha in
this sample for the Deployment Concerns subscale was .90.

Warfare Exposure. The warfare exposure factor was measured by combining two subscales
of the DRRI-2, the Combat Experiences Scale and the Post-Battle Experiences Scale. The
scales have been aggregated in the same way in the past by the authors of the DRRI (Vogt &
Tanner, 2007; Vogt et al,, 2011). The current authors chose to follow this example, as warfare
exposure can be experienced by combatants in battle (reflected in the Combat Experiences
Scale - e.g. “I was exposed to hostile incoming fire”), as well as by combatants and non-
combatants after active fighting ends (reflected in the Post-Battle Experiences Scale - e.g.
“I took care of injured or dying people”). A reliability coefficient of .91 for this aggregate
factor has been reported (Vogt & Tanner, 2007); in this sample, the Cronbach’s alpha for the
Warfare Exposure factor was .90. The variable of warfare exposure was positively skewed,
and so was partitioned into low (29-34), medium (35-45) and high (246) categories; these
scales have been categorized in prior research (Hourani et al., 2012; Park et al., 2017).



PTSD. The Primary Care PTSD Screen instrument consists of four questions to be
answered either “yes” or “no.” If a person answers affirmatively to three out of the four questions,
the screen is considered positive for probable PTSD (Prins et al., 2003). Previous research
has shown that this instrument yields a sensitivity of .83 and a specificity of .85 (Calhoun et
al., 2010). In this study, the Cronbach’s alpha coefficient was .78. A dichotomous indication
of probable PTSD using the cutoff score of 3 was used as a descriptive variable (see Table 1).
However, within the regression analyses, the aggregate continuous score for PTSD symptoms
was used.

Depression. The Patient Health Questionnaire-8 (PHQ-8) screens for probable
depression, and a score of 10 or above has 88% sensitivity and 88% specificity for major
depression (Kroenke, Spitzer, & Williams, 2001). A dichotomous indication of probable
depression using the cutoff score of 10 was used as a descriptive variable (see Table 1). However,
within the regression analyses, the aggregate continuous score for depression symptoms was
used. A Cronbach’s alpha of .86 is reported (Kroenke, Spitzer, Williams, & Lowe, 2010); in
this sample, the reliability coefficient was also .86. If parents screened positive for probable
depression, or for probable PTSD, they were called with this information within 3 days and
given contact information for self-referral, and encouraged to contact a health care provider or
mental health professional for follow up.

Life stress. The Life Stress Scale is an optional instrument that comes with the PSI, but
is scored independently of the PSI (Abidin, 2012). It contains 19 items that assess possible
family stressors within the past 12 months (e.g., financial difficulties, pregnancy, geographic
relocation). Each stressor is assigned a score, with some stressors scoring higher than others
(e.g. divorce = 7; moved to new location = 2). All endorsed items are summed for an aggregate
score; higher values indicate “an intensification of the total stress that the parent is experiencing”
(Abidin, 2012, p. 21). Multiple authors have discussed problems with psychometric properties
of various life-event measurement scales (Blasco-Fontecilla et al., 2012; Brantley, Waggoner,
Jones, & Rappaport, 1987; Lei & Skinner, 1980); the author of the Life Stress Scale did not
provide psychometric data for this instrument (Abidin, 2012). In this sample, the Cronbach’s
alpha coefficient was .54.

Data Analysis
Influence of Spirituality and Social Support on Parenting Stress

Two sets of regression analyses were performed, one for spirituality and one for social
support, to investigate their possible mitigating effects on parenting stress. These regression
analyses were performed separately for the 82 mothers and again for the 111 fathers. In all
regression analyses, the dependent variable was the parenting stress score. Linear regression was
first used to obtain the unadjusted association between spirituality and parenting stress scores
(model 1). Subsequently, this association was examined with sequential adjustments for years
of education, childcare arrangements, and years in the military (model 2); life stress, and PTSD
symptoms (model 3); depression symptoms (model 4); and the four deployment factors
(model 5). Childcare arrangements and years in the military were not significant in univariate
regression for mothers (p > .20), and were excluded. The second set of regression models
substituted the spirituality variable for the social support variable. Throughout the paper, these
models will be referred to as “the comprehensive mitigator models.”



Sensitivity Analysis

The sample was modified, setting aside the results for the group of parents who scored
24 or below on the defensive responding scale of the PSI. Those parents whose scores were 25
and above were referred to as “the restricted sample” of responders. The two groups of fathers
(the restricted sample and the defensive responders) and the two groups of mothers (the
restricted sample and the defensive responders) were compared across demographic and study
variables; categorical variables were analyzed using chi-squared testing, and continuous variables
were analyzed using independent samples t-tests. The analysis plan described previously was
performed on the restricted sample.

Assessing the Influence of Outliers

The study team evaluated the three continuous deployment factors (time away from
home, number of deployments, and perceived threat) for outliers. Using the outlier labeling
rule (Hoaglin & Iglewicz, 1987), three participants were removed from the full sample of
fathers, and three participants were removed from the full sample of mothers. Data analysis was
run with and without outliers, and differences noted were minor; within this paper, written
interpretations and data presented include all outliers.

All data was analyzed and interpreted using SPSS Version 22 (IBM Statistics). The alpha
value for statistical significance in all tests was 0.05 (two-tailed).

Results

Over 95% of parents in this study were biologically linked to their offspring; others were
cither step-parents or adoptive parents. Within this sample, mean PSI scores were roughly
equivalent to a 50th percentile score (Abidin, 2012). Mean levels of spiritual experience were
higher for mothers than for fathers. Table 1 shows characteristics of variables within the study for
the 111 fathers and the 82 mothers who participated. Except for two instances, no differences
were noted on any demographic, covariate, or outcome variables (p > .05), between those fathers
whose wives completed the survey (7 = 82) and those fathers whose wives did not complete the
survey (7 = 29). Those fathers whose wives did not complete the survey had significantly lower
levels of social support than those fathers whose wives completed the survey (M (SD) = 76.45
(* 17.49), M (SD) = 82.43 (+ 14.26), respectively; p < .05); a similar pattern held for spirituality
(M (SD) = 51.42 (+ 24.48), M (SD) = 60.14 (+ 22.98), respectively; p < .05).

Bivariate correlations were examined between deployment factors, demographic variables,
and spirituality and social support. Spirituality and social support showed a moderate negative
correlation with both depression symptoms and parenting stress in mothers (p < .001). For
fathers, there was a small negative correlation between spirituality and parenting stress, and
between social support and depression symptoms (p < .01); there was also a moderate negative
correlation between social support and parenting stress (p < .001). The full bivariate correlation
matrices for mothers and for fathers can be seen in Tables 2 & 3, respectively.



Table 1. Descriptive Variables for Fathers (#=111) and Mothers (»=82)

Fathers (M, SD)

Mothers (M, SD)

Demographic Variables

Age

32.14 (x6.10)

30.48 (£5.06)

Years of Education

14.23 (22.29)

15.18 (£2.56)

Years in the Military | 10.03 (£5.33) 9.85 (+5.44)
Covariates

Number of 2.39 (x1.27) 2.39 (x1.60)

Deployments

Time Away from
Home (months)

19.95 (x11.31)

18.33 (211.25)

Perceived Threat

24.06 (£10.30)

24.33 (£10.17)

Social Support

80.76 (x15.39)

77.89 (£16.77)

Spirituality

57.70 (x23.62)

65.54 (x20.13)

Outcome Variable

Parenting Stress

| 216.93 (+46.72)

| 218.11 (+46.50)

| Fathers (n, %0)

| Mothers (72, %)

Demographic Variables
Race
Caucasian 72 (64.86) 55 (67.07)
Afro-American 26 (23.42) 18 (21.95)
Other 13 (11.71) 9 (10.98)
Hispanic 19 (17.12) 16 (19.51)
Rank
Junior enlisted 49 (44.14) 36 (43.90)
Senior enlisted 46 (41.44) 33 (40.24)
Junior officer 10 (9.01) 9 (10.98)
Senior officer 6 (5.41) 4 (4.88)
PTSD positive
screens 19 (17.12) 11 (13.41)
Depression positive
screens 19 (17.12) 12 (14.63)
Covariates
Warfare Exposure
Low 68 (61.20) 52 (63.41)
Medium 35 (31.53) 25 (30.49)
High 8 (7.21) 5 (6.10)




Table 2. Correlation Table for Demographic Variables, Covariates, and Outcome Variable for
Mothers (»=82)

1 2 3 4 5 6 7 8 9
1. Age
2. Years of Education 408+ | @
3. Number of Deployments | .056 076 | @
4. Time Away 012 090 | 5750 | @
5. Social Support 028 |.058 |.004 |-092 |@
6. Spitituality 071 124 =126 -.083 | .236* @
7. PTSD -.192 -150 | -.018 123 -.208 -126 @
8. Depression S165 | -233% | 258* | 083 | -.390%* | -350%* | 481% | @
9. Parenting Stress -106 | -193 |.063 S100 | -510%%k | - 500%k | 385%kF | 6145 | @
*p<.05
#p < .01
5% p < 001

Table 3. Correlation Table for Demographic Variables, Covariates, and Outcome Variable for
Fathers (n=111)

1 2 3 4 5 6 7 8 9 10 11 12
1. Age @
2. Years of Education | .348%* | @
3. Years in Military .698%F* | 125 @
4. No. of Deployments | .074 -.002 | .112 @
5. Time Away -.025 -045 | .074 6100 | @
6. Perceived Threat -129 .072 -158 | .034 .188* @
7. Warfare Exposure .015 275% | .036 .189* 3610 | 296% | @
8. Social Support 159 .026 234% | .035 -.006 -115 -.159 @
9. Spitituality .263%F | .090 .206% | -.082 -.080 .010 -.089 252%% @
10. PTSD -.230% -226% | -160 | .104 154 37200 | .099 -.138 .030 @
11. Depression =111 -097 | -160 |.045 182 335K | 260%F | -286%* | 117 4600 | @
12. Parenting Stress -.099 166 -.187* | .065 .080 .213* 288K | -.529%k% | - 253%* | 209* 501 | @
*p<.05
*p <01
Rk p <001

Influence of Spirituality and Social Support on Parenting Stress

The comprehensive mitigator model1ls were analyzed for the full sample of 111 fathers
and 82 mothers. The results of these analyses, including effect sizes (i.c. unstandardized
regression coefficients (B) and R* values), are shown in Table 4 (for spirituality) and Table 5 (for
social support). Spirituality was found to be a significant independent correlate of total parenting
stress scores, although the magnitude of effect indicated by R* values across both unadjusted and
adjusted models was higher for mothers than for fathers (unadjusted model: R* =.250, R* = .064,
respectively). Social support was a significant independent correlate of total parenting stress
scores as well, and within the unadjusted model, the magnitude of effect indicated by R* values
was similar for both mothers and fathers (R* = .265, R* = .280, respectively).

Aside from two exceptions, the magnitude of effects (as indicated by the unstandardized
regression coefficients) lessened for both spirituality and social support as more factors were
introduced; however these effects remained significant across all models. The lower the levels of
both spirituality and social support, the higher the levels of parenting stress for both fathers and
mothers. Of interest, the magnitude of effect for social support in mothers for Model 4 (B (SE)
=-0.88 (+ 0.25)) actually increased in Model 5, where deployment factors were finally included
(B (SE) =-1.03 (£ 0.26)). There was a similar pattern for spirituality in mothers between
Model 4 and Model 5 (B (SE) =-0.78 (+ 0.20), B (SE) = -0.81 (£ 0.21), respectively).




Table 4. Regression of Spirituality on Parenting Stress for Fathers and Mothers Across Multiple
Models

#=111 fathers Model 1 Model 2 Model 3 Model 4 Model 5
#=82 mothers (Unadjusted) (adjusted for years | (additionally (additionally (additionally
of education and adjusted for Life adjusted for adjusted for
family factors) Stress & PTSD) Depression) Deployment

Factors)

Fathers' Spirituality

B (SE) -0.50 (x0.18) -0.45 (x0.18) -0.49 (x0.17) -0.39 (x0.16) -0.37, (x0.16)
2 value .007 .016 .006 .016 028
R’ 064 151 238 .379 397

Mothers' Spirituality

B (SE) -1.15 (£0.22) -1.12 (20.22) -1.06 (£0.22) -0.78 (£0.20) -0.81(x0.21)
2 value <.001 <.001 <.001 <.001 <.001
R? 250 267 365 491 565

Table 5. Regression of Social Support on Parenting Stress for Fathers and Mothers Across
Multiple Models

#=111 fathers Model 1 Model 2 Model 3 (additionally | Model 4 Model 5
#=82 mothers (Unadjusted) (adjusted for years | adjusted for Life (additionally (additionally
of education and | Stress & PTSD) adjusted for adjusted for
family factors) Depression) Deployment

Factors)

Fathers' Social Support

B (SE) -1.61 (20.25) -1.51 (£0.26) -1.41 (0.26) -1.19 (20.24) -1.14, (£0.25)
P value, <.001 <.001 <.001 <.001 <.001
R’ .280 324 358 466 476

Mothers' Social Support

B (SE) -1.42 (£0.27) -1.40 (£0.27) -1.24 (0.26) -0.88 (0.25) -1.03 (x0.26)
p value, <.001 <.001 <.001 001 <.001
R? 265 287 360 479 569
Sensitivity Analysis

There were 28 fathers and 11 mothers who met the criteria for defensive responding
(25.2% of the fathers, and 13.4% of the mothers). As expected, parents classified as defensive
responders had significantly lower mean parenting stress scores (p < .001) than the restricted
sample of responders. Additionally, defensive responders (both fathers and mothers) endorsed
significantly more time away from home related to deployment by active duty fathers in the past
S years (p = .013), as compared to other parents (for fathers, mean rank 67.66 months compared
to 52.07 months; for mothers, mean rank 54.32 months compared to 39.51 months). Mothers
who were defensive responders also noted higher life stress scores than other parents (mean rank



of 54.31 compared to mean rank of 39.65; p = .037). Parents who were classified as defensive
responders also had lower mean scores on depression symptoms (for mothers, mean rank of
21.73 compared to mean rank of 44.56 with p = .001; for fathers, mean rank of 37.95 compared
to mean rank of 62.09 with p < .001). There were no other significant differences between the
two groups.

Data analysis for the restricted sample (which did not include defensive responders)
proceeded in the same way as for the full sample. The results from the restricted sample analysis
of the comprehensive mitigator models mirrored those of the full sample: lower levels of
spirituality and social support were associated with higher parenting stress scores.

Discussion

The direct effect of higher spirituality and higher social support scores was to
independently predict lower parenting stress scores for both parents. Mean scores for social
support were high within the range of the measure for both mothers and fathers, ranging in the
upper quartile of the scale. Fathers’ mean scores for spiritual experience were slightly above the
midpoint for the scale; mother’s mean scores were in the upper tertile of the instrument. This
is consistent with prior research in a large nationally representative sample (Idler et al.,, 2003),
in which women had higher ratings on measured DSES items as compared to men. Spirituality
and social support may be direct protective factors for parenting stress, with spirituality perhaps
being more salient to women. The resilience constructs of spirituality factors and social factors
identified within the Operational Stress Model were operationalized as spirituality and social
support within this cross-sectional study; this study data supports further scientific investigation
of these factors. When designing effective interventions for military families, these factors
should be considered for inclusion.

Spirituality as a Resilience Factor

Of note, the DSES instrument used in this study to measure spirituality was salient for
both military fathers and their civilian wives. While these findings point to a positive effect
of spirituality on parenting stress, other authors have shown potential negative effects of high
levels of positive religious coping on distress outcomes for service members on deployment,
and in those who have experienced particularly high levels of combat exposure (Cornish et al.,
2017; Park et al., 2017). These findings are not intuitive, and more work needs to be done in
this area, particularly with prior positively valenced aspects of religiosity and spirituality, such as
positive religious coping, private religious practices, forgiveness, and daily spiritual experiences
(Currier et al., 2015). These different aspects of religiosity and spirituality may have differential
effects on stress outcomes, just as different aspects of social support have been found to have
differential effects on PTSD treatment outcomes (Price et al., 2013). Research is needed looking
at the longitudinal patterns seen in military members who concurrently endorse high levels
of these religious and spiritual modalities, and who have experienced extreme stressors and
stress outcomes, such as high levels of warfare exposure and high levels of parenting stress. As
suggested by the Operational Stress Model (Nash et al., 2010), analysis of potential moderating
effects of these religious and spiritual modalities on the relationship between stressor exposures
and stressor outcomes is needed. Also, research including nested analysis of family members
would be instructive and innovative.



Parenting Stress, PTSD Symptoms & Depression
Symptoms in the Sample

To our knowledge, this is the first study to look at parenting stress for both parents after
one of them has been in a potentially dangerous situation. Most often parenting stress has been
studied when a child’s health is in danger (An, Song, Sung, & Joung, 2011; Potterton, Stewart,
& Cooper, 2007). Other studies have looked at parenting stress in the context of maternal HIV,
where those mothers who were more anxious or distressed regarding their health, exhibited
increased parenting stress (Murphy, Marelich, Armistead, Herbeck, & Payne, 2010; Oswalt
& Biasini, 2012). Additionally, mothers recovering from addiction with lower levels of social
support showed higher levels of parenting stress (Harmer, Sanderson, & Mertin, 1999). Across
both parents within the study sample, mean PSI scores were roughly equivalent to a S0
percentile score (Abidin, 2012).

Mothers and fathers had similar rates of probable PTSD (13% and 17%, respectively),
and similar rates of probable depression (14% and 17%, respectively). Fathers’ rates of probable
PTSD in this study were higher than prevalence estimates in other recent studies of male active
duty personnel (Hoge, Auchterlonie, & Milliken, 2006; Warner et al., 2011), which ranged
from 2.1 to 9.8% using the same instrument and scoring. Fathers’ rates of probable depression
in this study were also higher than those seen in other recent studies within male active duty
samples (Kolkow, Spira, Morse, & Grieger, 2007; Warner et al.,, 2011), where the rates ranged
from 5.2 to 7.0%. Rates of probable depression and probable PTSD for mothers in this study
were similar to those found in other recent studies of military spouses which ranged from 13.1%
to 30% for depression (Gorman, Blow, Ames, & Reed, 2011; Lester et al., 2010; Mansfield et al.,
2010), and from 1.1 to 21% for PTSD (Gorman et al., 2011; Mansfield et al., 2010; Renshaw et
al, 2011).

Limitations

Within the full study sample of mothers and fathers (N=193), 39 parents met the criteria
for defensive responding (20.2%), which is much higher than the 5 to 8% rate reported in the
general population (Parkes et al,, 2011). This indicates that there may be privacy concerns
and worries about disclosure in a military population. There are data that show that military
members are more likely to answer questions without reservation if they are anonymous (McLay
ctal.,, 2008; Warner et al., 2011), but this study shows that civilian wives of military members
may also be more guarded in their responses than a civilian sample unaffiliated with the military.
This is a limitation of our study, and also may limit future understanding of parenting stress
within the military family. In part, the differences in recruitment for mothers and fathers
may help to explain the differences in defensive responding between the groups (13.4% for
mothers, 25.2% for fathers). The strategy for fathers necessitated an in-person meeting with
the researcher, whereas mothers were contacted on the phone, and were sent a link to the
survey; these different levels of in-person contact may partly explain the differences in defensive
responding between fathers and mothers.

There were very few participants within the study who had experienced high levels of
warfare exposure. With only eight participants, it is difficult to make any definitive conclusions
about the effect of spirituality and social support on parenting stress in those who have
experienced high levels of warfare exposure. A larger study utilizing a longitudinal design would



be appropriate to explore these relationships. As this data was within a cross-sectional study,
causal inferences cannot be made. Additionally, the use of mental health screening measures
should not be conflated with the gold standard of clinical diagnoses.

Conclusion

It is vital that clinicians demonstrate empathetic, nonjudgmental concern for military
families, as well as skillful and attentive family assessment skills. Military members with PTSD
have great difficulty with family communication, cohesion, and closeness. It is important for
clinicians to extend care and concern to family members as well. Rates of probable depression
and probable PTSD in this study were higher than reported elsewhere, indicating a need to
continue to address mental health as a component of quality health care.

The study’s most striking findings showed that spirituality and social support were
both significant independent correlates of parenting stress; as spirituality and social support
increased, parenting stress scores decreased. Being a cross-sectional study, causality cannot be
inferred, but the results do confirm and advance other research advocating social support as
an appropriate intervention for at-risk families (Cooklin et al., 2012; McConnell et al., 2011).
To our knowledge, this is the first study to specifically investigate spirituality in the context of
parenting stress. These findings have the potential for translation to other high-risk families
undergoing significant environmental stressors. The integration of spirituality may be a valuable
addition to parenting support interventions; more research is needed in this area.

Within the military, there exists a Chaplain Corps whose members serve the spiritual
needs of military members, no matter their religious background (Besterman-Dahan, Gibbons,
Barnett, & Hickling, 2012; Morgan, Hourani, Lane, & Tueller, 2016). This resource could be
highlighted and bolstered within the various services, and more focus given to assessing specific
dimensions of spiritual experience for military service members (Berg, 2011; Cornish et al.,
2017; Hourani et al.,, 2012). In addition, many authors have recommended better integration
of chaplains with mental health providers within military health care (Currier et al.,, 2015;
Hourani et al,, 2012; Morgan et al., 2016; Nicuwsma ct al., 2014). A recent study showed
that service members are significantly more likely (p < .001) to discuss family problems with a
military chaplain, as compared to mental health professionals, or medical health practitioners
at military or civilian facilities (Morgan et al., 2016). This marked preference by active duty
personnel to engage with military chaplains on highly personal family problems indicates that
chaplains may also be a critical component of military family outreach.

With enhanced integration of services, interventions could be designed incorporating
chaplains, psychologists, nurses, social workers, physicians, and others who could develop
multi-dimensional programs to provide support to military families experiencing deployment.
Such a program already exists for military personnel across the service branches — it is called
the Combat and Operational Stress Control (COSC) program. The purpose of the COSC
program is to “prevent, identify, and manage adverse combat and operational stress behavior” in
military units (Brusher, 2011, p. 60). Similar programs are needed for military families; some
have been developed for active duty families (Lester et al., 2012) as well as National Guard and
Reserve military families (Gewirtz et al., 2014; Walsh et al., 2014), but are currently available
only to limited subsets of the targeted populations.



Health is multi-faceted, encompassing physical, mental, social, and spiritual domains
(World Health Organization, 1998). This study provides a small pocket of evidence for
increased attention to the spiritual, social, and mental domains of health; all members of the
military family will benefit when health care deploys a holistic framework for healing.
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