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ABSTRACT

Introduction: Knowledge of children’s coping is crucial to prevent psychological distress during hospitalisation. 
The absence of a child-report coping scale for Malaysian children poses a challenge to an objective understanding 
of coping. The study aimed to translate KIDCOPE-child, a child-report coping scale into Bahasa Malaysia (KID-
COPE-Malay) and report its factor structure and reliability. Materials and Method: KIDCOPE-child was translated 
and back-translated, and tested on ten children before a final version was produced. Children aged 7 to 12 years, 
who were hospitalised at the Hospital Universiti Sains Malaysia were conveniently sampled and invited to fill up the 
15-item scale asking about their coping strategies. Results: One hundred children with a mean age of 9.83 (SD=1.58) 
were recruited, the majority being boys (59%), Malay (98%), and receiving treatment at paediatric surgery ward 
(59%) for various medical conditions. The mean of days spent in the hospital was 7.60 (SD = 23.04). Latent Variable 
Exploratory Factor Analysis revealed two-factor solutions: Positive Coping and Disengagement Coping. Internal re-
liability of the factor structure was low; KR20 alpha value of 0.59 for Positive Coping and 0.21 for Disengagement 
Coping, with an overall alpha value of 0.48.  The two-factor structure of KIDCOPE-Malay suggested unsatisfactory 
internal reliability. Conclusion: The KIDCOPE-Malay’s role to assess different coping styles in paediatric population 
is uncertain. The finding calls for additional studies employing a more representative sampling or development of a 
coping measure with more culturally relevant items that can better capture the coping strategies among the school-
age population in Malaysia. 
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INTRODUCTION

Every day, children seek treatment in medical setting 
due to various reasons such as accidental injury and 
burns, chronic illnesses like diabetes, or life-threatening 
illnesses including cancer (1). In 2018, approximately 
9,938,375 children received inpatient and outpatient 
treatment from the Malaysian government hospitals 
(2). The experience of the disease is challenging 
for the patients; much worse when they encounter 
other potentially traumatic and stressful events during 
hospitalisation (1,3,4). 

Children normally experience stress within one or two 
days of hospitalization (5). Stress is one’s psychological 
reaction to a stressor or a threatening situation (6,7). It 
is a multifactorial negative emotional experience that 

may manifest as lack of energy and appetite, crying, 
clinginess, sadness, fears, nausea, fidgeting, loss of 
interest, acting out, and expressing excessive worry (8). 
These acute stressful reactions are common, and most 
children will recover spontaneously (9).

In some children however, the psychological distress 
may lead to other mental health problems such as 
anxiety and Post Traumatic Stress Disorder (1,3,10,11). 
Children who were hospitalized had significantly 
higher level of anxiety as compared to non-hospitalized 
children (12). A study on the prevalence of PTSD among 
88 hospitalised children aged 6 to 13 years found that 
10.2% of the children developed PTSD three to five 
months post-hospitalization (13).  The findings on the 
potential impacts of hospitalisation on children’s mental 
health highlighted the importance of understanding 
children’s coping so that appropriate psychological 
support can be provided to prevent or intervene the 
negative side effects of hospitalisation earlier possible. 

Coping refers to conscious behavioural, emotional, and 
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cognitive efforts to manage stress related to stressful 
situations that are appraised as taxing or exceeding the 
resources (6,14). It is a multidimensional construct that 
has three levels: coping instances, strategies, and styles 
The lowest in the hierarchy is coping instances, refers 
to numerous moment-to-moment responses to stress. 
These coping instances are grouped into strategies 
which are recognizable action such as wishful thinking 
and problem-solving. Further, coping strategies were 
organized into their latent constructs, named as styles 
which can be complex and dynamic (15). The widely 
recognized coping styles are problem-focused and 
emotion-focused (16). Taking antiemetic medication to 
relieve nausea and other side effects of chemotherapy 
is an example of problem-focused coping. Emotion-
focused coping aims at managing emotions when 
regulation of one’s internal emotion provides a sense of 
control over stressful situation. Children reported the use 
of emotion-focused coping such as praying and thinking 
about distracting issues to cope with hospitalization (17, 
18).

When coping is classified according to the methods, 
it can be cognitive or behavioural. Cognitive coping 
involves engaging in some thought processes to cope 
with stress while behavioural coping concerns conscious 
actions taken to either manage the stressful situation or 
emotion related to the stressors (19). Distraction can be 
cognitive or behavioural in form. Distracting oneself from 
a stressful situation by watching television or playing is 
classified as behavioural coping. Meanwhile, thinking 
about issues non-related to the stressful situation is an 
example of cognitive coping (20). 

Coping is shaped by developmental adaptation and 
influenced the developmental process (21). In middle 
childhood, children start to think in the concrete 
operational form where they develop logical reasoning 
about the relationship between concrete objects, 
emotion, thoughts, and behaviour. They engage in a 
variety of cognitive and behavioural strategies in making 
use of the environment to solve their problems (8,12,22). 
A longitudinal study on 917 children aged 8 to 15 years 
found the time effects on coping strategy, where there 
is an increase in the utilization of problem-solving 
strategies among children in middle childhood (23). 

A review of 391 articles on paediatric coping indicated 
the focus was on parent’s understandings and opinions 
on their children’s coping. A child-report, an age-
appropriate coping measure is crucial to assess children’s 
perceptions concerning illness, and strategies to manage 
the stress accompanying the disease, which may be 
different as compared to adults (21, 24). KIDCOPE is 
one of very limited brief, child-report coping scale 
developed for paediatric population. It consists of two 
versions: 15 items yes/no format for younger children 
and 11 items 4-point Likert Scale format for adolescents. 
Both versions measure respondent’s usage of ten coping 

strategies, namely, distraction, social withdrawal, 
cognitive restructuring, blaming others, self-criticism, 
problem-solving, emotion regulation, wishful thinking, 
social support, and resignation (25). 

Whilst being the most widely used scale in clinical 
setting, the number of factor structure of KIDCOPE is 
reported inconsistently. KIDCOPE was initially created 
with no identified factor structure as Spirito and 
colleagues noted that coping structure varies, depending 
on the population and the nature of the stressor (16).  
Later, they recommended three factors, namely Active, 
Avoidant, and Negative coping styles, which however 
they regrettably did not provide empirical evidence for 
the hypothesized factor structure (26).

Subsequent validation studies on different populations 
yielded various findings on factor structure. For example, 
Confirmatory Factor Analysis (CFA) on a sample of 123 
African American children (Age: M = 10.11 years, SD 
= 1.14 years) affected by Hurricane Katrina revealed 
that the three-factor model hypothesized by Spirito and 
colleagues (25) was unfit for the studied sample. Instead, 
Exploratory Factor Analysis (EFA) was conducted, and 
they suggested three different factors: Problem-Avoidant 
Coping, Internalized Negative Coping, and Externalized 
Negative Coping. However, the factors showed poor 
internal consistency evidenced by Cronbach’s alpha 
reliability that ranged from 0.41 to 0.64. The researchers 
concluded that KIDCOPE-child is not a valid measure 
of coping, at least for African American children from 
low socioeconomic status affected by Hurricane Katrina 
(27). 

Yet, a four-factor model for KIDCOPE-child (25) 
was established among a sample of 568 school-age 
Caucasian and Hispanic American children who were 
affected by Hurricane Andrew. A Principle Component 
Analysis with varimax rotation yielded four underlying 
factors: Positive Coping, Blame and Anger, Wishful 
Thinking, and Social Withdrawal. The Cronbach’s alpha 
internal consistency values for the factors were 0.77 
for Positive Coping, 0.53 for Blame and Anger, 0.66 
for Wishful Thinking, and 0.43 for Social Withdrawal. 
Vernberg and colleagues noted that despite Wishful 
Thinking and Social Withdrawal having unsatisfactory 
alpha value for internal reliability, the factor loadings 
of the items in these factors were high (Mean loading = 
0.73). Therefore, they concluded that KIDCOPE-child is 
valid to measure coping among the children impacted 
by Hurricane Andrew (28). 

Similarly, a four-factor structure was established through 
Exploratory Structural Equation Modelling (ESEM) on a 
sample of 652 hurricane-affected female Caucasian 
adolescents (age: M = 15.46 years, SD = 0.503 years), 
six months following Hurricane Katrina. The factors 
extracted were Positive Coping, Blame and Anger, 
Wishful Thinking, and Social Withdrawal (16).  Powell 
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Measures
Background Information Form Parents of the participants 
filled-up a Background Information Form consisting of 
participants’ demographic information that included 
age, gender, ethnicity, days of hospitalization, and 
medical issues. KIDCOPE-child-Bahasa Malaysia 
(KIDCOPE-Malay) KIDCOPE-child (25) is a self-report 
coping scale for children aged 7 to 12 years. It consists 
of 15 items measuring ten coping strategies, namely, 
‘distraction’ (“I just tried to forget it”), ‘social withdrawal’ 
(“I stayed by myself “), ‘cognitive restructuring’ (“I tried 
to see the good side of things”), ‘self-criticism’(“I blamed 
myself for causing the problem”), ‘blaming others’ 
(“I blamed someone else for causing the problem”), 
‘problem-solving’ (“I tried to fix the problem by thinking 
of answers”), ‘emotion regulation’ (“I yelled, scream, 
or got mad”), ‘wishful thinking’ (“I wished the problem 
had never happened”), ‘social support’ (“I tried to 
feel better by spending time with others like family, 
grownups, or friends”) and ‘resignation’ (“I didn’t do 
anything because the problem couldn’t be fixed”). The 
respondent indicates the use of coping strategies through 
a dichotomous ‘yes’ or ‘no’ response format. A score of 
1 was given for the item that the respondent marked as 
‘yes.’ The concurrent validity and test-retest reliability of 
the KIDCOPE-child is yet to be explored. The original 
and Bahasa Malaysia version of KIDCOPE-child can be 
obtained from the corresponding author upon request. 

Procedure and Data Analysis
The KIDCOPE-child was translated into Bahasa 
Malaysia by three bilingual translators and an expert 
child psychology, with more than 10 years of clinical 
and instrument translation experiences. The Bahasa 
Malaysia version was back-translated by an independent 
translator to ensure accuracy. Then, the translation was 
harmonised by the first two authors and later subjected 
to a trial run on ten children, whom feedback was 
considered before the final version of KIDCOPE-child 
in Bahasa Malaysia (KIDCOPE-Malay) was established. 
Upon approval to conduct the study obtained from The 
Human Research Ethics Committee of the Universiti 
Sains Malaysia (JEPeM) USM/JEPeM 19050324, the 
research personnel went to all paediatric wards at 
Hospital USM and invited potential children and their 
parents to participate in this study. Informed consent 
and verbal assent were gained from the parents and 
the participants respectively. All data were collected 
individually wherein each participant filled in the self-
report coping assessment at their respective hospital 
bed, under the supervision of research personnel. Data 
collection took approximately four months to complete. 

The data was analysed using ‘psych’ (31) and ‘polycor’ 
(32) packages in RStudio version 3.2.6 statistical software. 
The data were examined for missing values before 
conducting the primary analysis. The analyses conducted 
were descriptive, preliminary, tetrachoric correlation, 
Latent Variable EFA, and KR20 internal reliability analysis.

et al. noted the consistency of their findings with the 
factor structure found by Vernberg et al. (28) and then 
contrasted it to the factor structure found by Vigna et al. 
(27). They suggested that future researchers to consider 
demographic differences, such as ethnicity in studying 
coping styles among children (16).

Meanwhile, a three-factor structure was found in a study 
validating the Turkish version of KIDCOPE-child (25) 
among 60 Turkish children (M = 9.72 years, SD = 2.60 
years) undergoing medical procedure and surgery. An 
EFA yielded three factors: Positive Coping, Blame and 
Anger, and Avoidance. Positive Coping and Blame and 
Anger had adequate internal reliability, as evidenced by 
Cronbach’s alpha value of 0.72 and 0.60. Nevertheless, 
the Avoidance factor has poor internal reliability, with a 
Cronbach’s alpha value of 0.47.  Due to the poor internal 
reliability in some of the factors, Ercan concluded that 
the Turkish version of KIDCOPE-child is not adequate 
for measuring coping among children under major 
medical procedures and surgery in Turkey (29). 

In a more recent study, validation of Arabic version 
of KIDCOPE-child (25) among 800 healthy siblings of 
diabetic patients in Egypt (M = 8.99 years, SD =1.29 
years) suggested a three-factor structure. The extracted 
factors have good internal reliability with the Cronbach’s 
alpha values of 0.92, 0.88, and 0.89 for the Avoidant, 
Active, and Negative factors respectively. Abdelmageed 
and colleagues concluded that KIDCOPE is valid and 
reliable in assessing coping strategies among Egyptian 
children (30).

In sum, empirical studies found factor structures ranging 
from three to four factors. For the internal reliability, the 
Cronbach’s alpha values for the extracted factors ranged 
from a = 0.41 to a = 0.77. The factor structure of KIDCOPE-
child varies, depending on the context where coping 
was studied. In view of its brevity, simple wording, and 
clinical practicality, KIDCOPE- child is indeed having a 
positive point. The variability of KIDCOPE-child’s factor 
structures found earlier studies has piqued our interest to 
explore the potential usability of this scale in Malaysian 
context. Therefore, the present study aimed to translate 
KIDCOPE-child into Bahasa Malaysia and determine its 
factor structure among school-age children hospitalized 
for medical treatment in Malaysia. 

MATERIALS AND METHODS  
 
Participants 
Children aged 7 to 12 years who were receiving 
inpatient treatment from various paediatric wards 
such as medical, surgery, and oncology wards at 
Hospital Universiti Sains Malaysia, Kelantan, Malaysia 
was the targeted participants. They must be able 
to read and understand standard Bahasa Malaysia, 
and willing to participate upon consent from their 
caregivers, and medically stable to be eligible. 
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RESULTS

A total of 100 participants consisting paediatric patients 
aged seven to 12 years (M = 9.83 years, SD = 1.58 
years) were recruited, fulfilling the required sampling 
initially calculated. Boys constituted 59%, and 98% 
of the children were Malay while the other 2% were 
Chinese. Most of the participants’ monthly household 
incomes were RM1000.00 to RM3000.00 (36%), 
followed by RM1000.00 and below (32%), RM3000.00 
to RM6000.00 (14%), RM6000.00 to RM9000.00 
(11%), and RM9000.00 and above (7%). Most of the 
participants were receiving treatment in the paediatric 
surgery ward (59%), followed by medical ward (27%), 
and paediatric oncology ward (14%). The medical issues 
included treatment for cancer, injury, orthopaedics, 
asthma, seizure, fever, appendicitis, tonsillitis, allergy, 
hernia, sepsis, hepatomegaly, and elective circumcision 
procedure. During data collection, an average number 
of days of hospitalization was 7.60 days (SD = 23.04). 
The demographic information of the participants was 
presented in Table I MJMHS 2024\Table I.docx.

of factors to retain was conducted based on several 
criteria: i) visual inspection on Cattle’s Scree Test (33), 
ii) factors with bigger eigenvalues than the mean of the 
eigenvalues acquired from random uncorrelated data in 
Horn’s Parallel Analysis (34), iii) minimum factor loading 
of 0.32, iv) the rule that there should be a minimum 
of three variables per factor (35), vi) Goodness-of-fit 
statistics, and vii) meaningful interpretation. 

Preliminary Analysis
The values of Kaiser Meyer Olkin (0.56) and Bartlett’s 
Test of Sphericity (X2(105) = 166.06, p<0.05) suggested 
that data is suitable for factor analysis.  The tetrachoric 
correlation matrix revealed a significant number of inter-
item correlations of over 0.30; indicative that the dataset 
is factorable. No multicollinearity (r > 0.9) was detected. 
As shown in Figure 1 MJMHS 2024\Figure 1.docx. 
Parallel analysis and Scree Plot initially estimated a 
three-factor model. 

Figure 1: Parallel Analysis Scree Plots

Factor Loading 
The Latent Variable EFA yielded a two-factor structure 
of KIDCOPE-Malay. The factor loading was presented 
in Table II MJMHS 2024\Table II.docx.  The two factors 
accounted for 26% of the total variance. Factor 1 which 
was labelled as Positive Coping accounted for 14% 
of the variance while Factor 2 which was labelled as 
Disengagement Coping accounted for 12% of the 
variance.

Table I: Sociodemographic Characteristics of the Participants 
(N=100).

Characteristics N % M SD

Age 100 9.83 1.58

Gender

Male 59 59

Female 41 41

Race

            Malay 98 98

Chinese 2 2

Monthly Household Income 

Less than RM1000.00 32 32

                RM1000.00-RM3000.00 36 36

RM3000.00-RM6000.00 14 14

RM6000.00-RM9000.00 11 11

                More than RM9000.00 7 7

Days of hospitalization 100 7.60 23.04

Ward

                 Paediatric Surgery 59 59

 Paediatric Medical 27 27

 Paediatric Oncology 14 14

CONTINUE

Data Screening 
No missing value was detected in the screened 
dataset. The dichotomous nature of the data violates 
the multivariate normality; hence, Latent Variable EFA 
was a preferred choice for analysing its factor structure.  

Latent Variable EFA
Examination of the factor structure for KIDCOPE-
Malay was determined by Latent Variable EFA through 
Ordinary Least Square estimator and GeominQ oblique 
factor rotation. The analysis was based on the computed 
tetrachoric correlation matrix of the dataset. The number 

Table II: Factor Loading of the Two-Factor Model for KIDCOPE-Ma-
lay (CONT.)

KIDCOPE-child Item Factor 
Loading

1 2

Factor 1: Positive Coping

11. Saya cuba tenangkan diri saya (I tried to calm 
myself down)

0.65 -0.06

8. Saya cuba selesaikan masalah dengan berfikir 
jawapannya (I tried to fix the problem by thinking 
of answers)

0.58 0.01

5. Saya cuba lihat kebaikan disebalik masalah itu (I 
tried to see the good side of things)

0.51 0.17

9. Saya cuba selesaikan masalah dengan buat 
sesuatu atau bercakap dengan seseorang (I tried to 
fix the problem by doing something or talking to 
someone)

0.36 0.05
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Fit Indices
Multiple fit indices were used to examine how well the 
proposed factor solution fit the data. The goodness-
of-fit for the model was examined as proposed by Hu 
and Bentler (36): Root Mean Square Error or Estimation 
(RMSEA) ≤ 0.06, Standardized Root-Mean-Square 
Residual (SRMR) ≤0.08, and Tucker Lewis Index (TLI) 
≥0.95. Among the models explored, the two-factor 
model was found to be the best fit for the data, with 
goodness-of-fit statistics: RMSEA = 0, SRMR = 0.06, and 
TLI = 1.182. 

Reliability of the KIDCOPE-Malay
The internal reliability of the KIDCOPE-Malay was 
examined through KR20 alpha with an alpha value of 
0.60 indicates satisfactory internal reliability (37). As 
shown in Table III MJMHS 2024\Table III.docx, the 
KIDCOPE-Malay has an overall inadequate alpha value 
of 0.48. Specifically, the reliability for Factor 1 (Positive 
Coping) was 0.59, and Factor 2 (Disengagement 
Coping) was 0.21. The reliability statistics indicate that 
the KIDCOPE-Malay was not a reliable instrument for 
coping style. 

examined the psychometric properties of KIDCOPE-
Malay, particularly the factor structure and internal 
reliability. 

Firstly, the Latent Variable EFA revealed a two-factor 
model in KIDCOPE-Malay: Positive Coping and 
Disengagement Coping. The loading of items 5, 8, 9, 
and 11 which refer to cognitive restructuring, problem 
solving, and emotion regulation as coping strategies into 
the first factor is consistent with the previous research 
findings (16,26). These items represent efforts 
made to achieve a positive emotional or cognitive state 
without using hostile, passive, or isolative methods (28). 
Following the previous research decisions, this first 
factor is labelled as Positive Coping. 

Meanwhile, Factor 2 consists of three coping strategies: 
social support (Item 14), distraction (Item 2), and self-
criticism (Item 6). Self-criticism is negatively associated 
with Factor 2, indicating that the lesser the children 
blame themselves for the problem, the higher their score 
in Factor 2. In the distraction and seeking social support 
coping strategies, the children’s attention shift towards 
the other stimuli, such as the distractors or the emotional 
comfort that they gained from their social surroundings. 
These strategies represent the actions or cognitions 
where the stressor is not the focus. Therefore, Factor 2 is 
labelled as Disengagement Coping. 

The current findings on two factors structures from 
KIDCOPE is inconsistent with the previous findings. The 
results did not support the proposed three-factor model 
of KIDCOPE by the developers (26), neither the four-
factor models. Powell et al. (16) and Spirito et al. (26) for 
instance indicated that sociodemographic background 
and the context of coping may attribute to the differences 
in the factor solutions. Secondly, consistent with findings 
from Vigna et al. (27) and Ercan (29), KIDCOPE-Malay 
reported a poor internal reliability. 

KIDCOPE was chosen and tested for usability in 
Malaysian children due to its practical advantages to 
compliment the unavailability of child-report coping 
measure. However, this may have been compromised 
by its psychometric properties which is evidenced by 
equivocal factor structure reported at present as well 
as in the previous studies (16,27,29) and low internal 
reliability. These findings are justifiable on several ground 
including limited number of items in the KIDCOPE and 
its sentence’s structure, dichotomous type of response 
set, the nature of paediatric group being a respondent, 
as well as potential of the scale to capture the coping 
construct from different cultural context.  

Limited number of items loaded in each factor 
contributes to the low alpha value as internal reliability 
analysis is sensitive to the number of items. Whilst 
brief questionnaire is practical to be used on paediatric 
population, especially in hospital setting, it also 

Table III: Internal Reliability of the Two-Factor Model

KR20 Alpha n of Items

Overall Model 0.48 8

Factor 1 0.59 5

Factor 2 0.21 3

DISCUSSION

The present study is amongst the first to translate and 
examine the psychometric properties of KIDCOPE-
child, a widely used child-report coping scale among 
paediatric population in Malaysia. We found that 
KIDCOPE-Malay is a useful tool to describe different 
coping strategies utilised by young children but its 
role as an objective measure remains uncertain. We 

Table II: Factor Loading of the Two-Factor Model for KIDCOPE-Ma-
lay (CONT.)

KIDCOPE-child Item Factor 
Loading

1 2

Factor 1: Positive Coping

12. Saya berharap masalah itu tidak pernah berlaku 
(I wished the problem had never happened)

0.34 -0.21

Factor 2: Disengagement Coping

2. Saya buat sesuatu seperti menonton TV atau 
bermain ‘game’ untuk lupakan masalah itu (I did 
something like watch TV or played a game to forget 
it)

0.01 0.53

14. Saya cuba rasa lega dengan duduk bersama 
keluarga, orang dewasa, atau kawan-kawan (I tried 
to feel better by spending time with others like 
family, grownups, or friends)

0.21 0.41

6. Saya salahkan diri saya sebagai penyebab mas-
alah itu (I blamed myself for causing the problem)

0.17 -0.38

Note: Significant factor loading was set to 0.32
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means that only a few items are representing each 
coping strategy. Besides, the limited number of items 
representing each coping strategy not only contributes 
to the low internal reliability of the factors, but also 
underrepresenting the actions used for the strategy (27). 
In addition, the parallel wording of some of the items 
may limit the ability to extract the underlying construct 
of coping from the questionnaire. For instance, there are 
five items with a phrase “I tried.” In the present study, 
all five items with the phrase “I tried” load into the same 
factor. Powell and colleagues (16) argued that parallel 
wording may provide an alternative explanation for 
the factor loading whereby the items might load into 
the same factor merely due to the similarity in wording 
instead of the actual representation of the real correlation 
between the content of the coping strategies. 

Besides, the dichotomous response set forces the 
respondents to choose between two absolute options 
(‘yes’ or ‘no’) which reduced the variability between 
the items.  It is known that dichotomous response set 
is inevitable considering the young age of the targeted 
population, as the more detailed method of reporting 
such as Likert-scale might be too complicated for 
school-age children’s cognitive maturity (27). Yet, such 
format forces the respondents to choose between the 
two extremes, either the absolute presence or absence 
of use of the strategy. The extreme dimensions of the 
response option contribute to the lesser variability 
between the items, which lead to low factor loadings 
and low inter-item correlations. The present sampling 
consisted of young school-age children, have been 
shown in previous studies as less likely to be reliable 
reporters as compared to adolescents (21, 27). 

KIDCOPE-child is meant for children aged 7 to 12 
years old. Looking from the cognitive developmental 
perspective, children at this age are at the concrete 
operational stage whereby they understand their world 
through tangible events that they experience directly 
(43). Hence, they may find it difficult to understand an 
abstract concept like ‘calming myself down’ as in the 
Item 11 of KIDCOPE-child. Therefore, future studies 
may consider to revise the question to be more concrete; 
for example, substituting the phrase ‘calming myself 
down’ to more tangible emotions such as ‘feel less 
disappointed’ or ‘feel better.’ 

Further, the psychometric findings on KIDCOPE-Malay 
may be influenced by cultural variability, particularly 
on coping.  KIDCOPE was developed from homogenous 
sample of Caucasian children in the United States. 
Previous studies have identified culture being a 
moderating factor between stress and coping (38,39). 
Vigna et al who conducted a study in the United States, 
suggested that KIDCOPE was not an optimum measure 
for African American sample, which they attributed to 
the difference in cultural values between the Caucasian 
American and the African American (27). They 

explained that KIDCOPE-child does not adequately tap 
on spirituality and kinship support – coping methods 
often utilised by African American youth (27). The same 
rationale is applicable to Malaysian population who hold 
on religious and spiritual coping when facing difficulties 
in life (40). Indeed, spiritual coping is one of the most 
frequently used coping strategies among adolescents in 
Malaysia (41).  Therefore, the understanding of children’s 
coping should consider the cultural context as cultural 
differences may influence coping responses (42). 

The findings of the present study lay the ground for future 
researchers to refine the items in KIDCOPE-child so 
that they better fit within the local context of Malaysia, 
which too recommended by the test developers (42). 
As Malaysia is a multicultural country, future studies 
may include samples from various ethnicities to ensure 
generalizability of the findings. 

There are several limitations of the present study, 
first one is the convenient sampling method which 
resulted in predominantly Malay children who live in 
suburban areas and come from lower socio-economic 
backgrounds. This homogenous sampling may limit the 
findings generalizability. In addition, the sample size is 
relatively low as compared to other studies for EFA on 
KIDCOPE (16,28,30). This may contribute to the low 
inter-item correlation and low factor loading, explaining 
why there are only eight items loaded into the two 
factors yielded in the present study. Nonetheless, the 
challenge in getting a big sample size is not uncommon 
in paediatric research, given the limited number within 
the participant pool available (42).

It is recommended that future studies validating KIDCOPE-
child to include a larger sample size to minimize error 
and variability that may contribute to low factor loading. 
Besides, the use of heterogeneous samples and random 
sampling can ensure the generalizability of the findings. 
In addition, future researchers can extend the findings 
from the present study to refine KIDCOPE-child by 
adding culturally relevant items especially items that tap 
on spiritual coping. A more comprehensive validation 
analyses such as test-retest reliability, concurrent 
validity, and convergent validity are also recommended. 

CONCLUSION

KIDCOPE-Malay is beneficial to be utilised as a 
descriptive measure to inform types of coping strategies 
utilised by young Malaysian children. The psychometric 
properties are however questionable so that its objective 
role to further explain the coping styles among Malaysian 
paediatric population remains uncertain. 

ACKNOWLEDGEMENT

None to be declared. 



Mal J Med Health Sci 20(SUPP3): 6-13, May 2024 12

REFERENCES
 
1. 	 Kazak AE, Kassam-Adams N, Schneider S, Zelikovsky 

N, Alderfer MA, Rourke M.  An integrative model of 
pediatric medical traumatic stress. J. Pediatr. Psychol. 
2005 May; 31(4): 343-355.

2.	 Ministry of Health Malaysia. Health facts 2019 
(reference data for 2018). Putrajaya: Ministry of 
Health Malaysia; 2018. 20 p. Available from: https://
www.moh.gov.my/moh/resources/Penerbitan/
Penerb i tan%20Utama/HEALTH%20FACTS/
Health%20Facts%202019_Booklet.pdf

3.	 Coyne I, Kirwan L. Ascertaining children’s wishes and 
feelings about hospital life. J Child Health Care. 2012 
Aug; 16(3): 293-304.

4.	 Ramsdell KD, Morrison M,  Kassam-Adams N, Marsac 
ML.  A qualitative analysis of children’s emotional 
reactions during hospitalization following injury. J 
Trauma Nurs. 2016 Jul; 23(4):194-201.

5.	 Chhari N, Mehta SC. Stress among patients during 
hospitalization: A study from Central India. 
Orthopedics. 2016 Apr; 7(4): 274-277.

6.	 Lazarus R, Folkman S. Stress, Appraisal, and Coping. 
New York: Springer; 1984.

7.	 Quitmann J,  Rohenkohl A, Specht A, Petersen-Ewert 
C, Schillmöller Z, Bullinger M, Group QS. Coping 
strategies of children and adolescents with clinically 
diagnosed short stature. J Child Fam Stud. 2015 
Mar;24(3):703-714.

8.	 Barrera M, Rapoport A, Daniel K. Palliative care in 
pediatric oncology. Switzerland: Springer; 2018. 
Easing psychological distress in pediatric cancer; p. 
159-187.

9.	 Ari B, Peri T, Margalit D, Galili-Weisstub E, 
Udassin R, Benarroch F. Surgical procedures and 
pediatric medical traumatic stress (PMTS) syndrome: 
assessment and future directions. J Pediatr Surg. 2018 
Aug; 53(8):1526–1531.

10.	 Koukourikos, K., Tzeha, L., Pantelidou, P., & 
Tsaloglidou, A. (2015). The importance of play during 
hospitalization of children. Mater Sociomed. 2015 
Dec;27(6):438-441.

11.	 Li W, Chung J, Ho KK. Play interventions to reduce 
anxiety and negative emotions in hospitalized 
children. BMC Paediatr. 2016 Mar;16(36):1-9.

12.	 Delvecchio E, Salcuni S, Lis A, Germani A, Di Riso, D. 
Hospitalized children: anxiety, coping strategies, and 
pretend play. Front Public Health. 2019 Sep;7(250 
):1-8.

13.	 Ari B, Margalit D, Udassin R, Benarroch F. Traumatic 
stress among school-aged pediatric surgery 
patients and their parents. Eur J Pediatr Surg. 2019 
Oct;29(5):437-442.

14.	 Pennequin V, Questel F, Delaville E, Delugre 
M, Maintenant C. Metacognition and emotional 
regulation in children from 8 to 12 years old. Br J 
Educ Psychol. 2019 Jul;90(1):1-16.

15.	 Skinner E, Edge K, Altman J, Sherwood H. Searching 
for structure of coping: a review and critique of 
category systems for classifying ways of coping. 
Psychol Bull. 2013 Mar;129(2):216-269.

16.	 Powell T, Wegmann K, Overstreet S. Measuring 

adolescent coping styles following a natural disaster: 
an ESEM analysis of the Kidcope. School Ment Health. 
2019 Jun;11(2):335-344.  

17.	 Sposito A, Silva-Rodrigues F, Sparapani V, Pfeifer 
L, Lima R, Nascimento L. Coping strategies used 
by hospitalized children with cancer undergoing 
chemotherapy. J Nurs Scholarsh. 2015 Jan;47(2):143-
151.

18.	 Bedel A, Isik E, Hamarta E. Psychometric properties of 
the KIDCOPE in Turkish adolescents. Sci Educ. 2014 
Dec; 39(176): 227-235.

19.	 Aldwin, C. Stress, Coping, and Development. New 
York, NY: The Guilliford Press; 2007.

20.	 Adler A, Leung S, Lee B, Dubow S. Preparing your 
pediatric patients and their families for the operating 
room: reducing the fear of the unknown. Pediatr Rev. 
2018 Jan;39(1):13-26.

21.	 Schmidt S, Petersen C, Bullinger M. Coping with 
chronic disease from the perspective of children 
and adolescents–a conceptual framework and its 
implications for participation. Child Care Health Dev. 
2003 Jan;29(1):63-75.

22.	 Han J, Liu JE, Xiao Q. Coping strategies of children 
treated for leukemia in China. Eur J Oncol Nurs. 2017 
Aug;30:43-47.

23.	 Eschenbeck E, Schmidt S, Schröder I, Wasserfall 
C, Kohlmann C. Development of coping strategies 
from childhood to adolescence cross-sectional and 
longitudinal trends. Eur J Health Psychol. 2018 
Jan;25(1):18–30.

24.	 Miller VA. Involving youth with a chronic illness in 
decision-making: highlighting the role of providers. 
Pediatrics. 2018 Nov 1;142(Supplement_3): S142-8.

25.	 Spirito A, Stark L, Williams C. Development of a brief 
coping checklist for use with pediatric population. J 
Pediatr Psychol. 1989 Jan;13(4):555-574.

26.	 Spirito A, Stark L, Tyc V. Stressors and coping strategies 
described during hospitalization by chronically ill 
children. J Clin Child Psychol. 1994;23(3): 314-322.

27.	 Vigna J, Hernandez B, Kelley M, Gresham F. Coping 
behavior in hurricane-affected African American 
youth: psychometric properties of the Kidcope. J 
Black Psychol. 2010 Feb;36(1):98-121.

28.	 Vernberg E, La Greca A, Prinstein M, Silverman 
W. Prediction of posttraumatic stress symptoms in 
children after hurricane andrew. J Abnorm Psychol. 
1996;105(2): 237-248.

29.	 Ercan S.Relationship between psychological 
preparation, preoperative and postoperative anxiety, 
and coping strategies in children and adolescents 
undergoing surgery [dissertation]. Ankara: Middle 
East Technical University; 2003. 127 p.

30.	 Abdelmageed RI, Elhenawy YI, Zaafar DK, Abdelaziz 
AW. Coping strategies among children and 
adolescents: validity and reliability of the Arabic 
version of the Kidcope scale. Heliyon. 2022 Jan 
1;8(1).

31.	 Revelle WR (Photographer). psych: Procedures for 
Personality and Psychological Research 2017. 

32.	 Fox J. polycor: polychoric and polyserial correlations 
[Internet]. 2019. Available from R package version 
0.7-10: https://CRAN.R-project.org/package=polycor



Mal J Med Health Sci 20(SUPP3): 6-13, May 202413

Malaysian Journal of Medicine and Health Sciences (eISSN 2636-9346)

33.	 Cattell R. The scree test for the number of factors. 
Multivar Behav Res. 1966;1:245-276.

34.	 Horn J. A rationale and test for the number of factors 
in factor analysis. Psychometrika. 1965;30:179-185.

35.	 Tabachnick B, Fidell L. Using multivariate statistics. 
Massachusettes: Pearson Education Inc; 2007.

36.	 Hu L, Bentler PM. Cutoff criteria for fit Indexes in 
covariance structure analysis: conventional criteria 
versus new alternatives. Structural Equation Modeling. 
1999;6:1-55.

37.	 Kline R. Handbook of psychological testing.London: 
Routledge; 1999.

38.	 Shavit S, Cho Y, Johnson T, Jiang D, Holbrook A,  
Stavrakantonaki, M. Culture moderates the relation 
between perceived stress, social support, and mental 
and physical health. J Cross Cult. 2016;47(7):956– 
980.

39.	 Shelton A, Wang C, Zhu W. Perceived social 
support and mental health: cultural orientations as 
moderators. J Coll Couns. 2017;20:194-207.

40.	 Ahmad F, Muhammad M, Abdullah A. Religion and 
spirituality in coping with advanced breast cancer: 
perspectives from Malaysian Muslim. J Relig Health. 
2011; 50, 36-45.

41.	 Yusoff M. The validity of the Malay Brief Cope in 
identifying coping strategies among adolescents in 
secondary school. Int Med J Malays. 2011;18(1):29-
33.

42.	 Spirito A. Commentary: pitfalls in the use of brief 
screening measures of coping. J Paediatr Psychol. 
1996; 21(4):573-575.

43.	 Lally M, Valentine-French S. Lifespan development: A 
psychological perspective Second Edition. California: 
Creative Commons; 2019


