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Abstract: Background: Coping is a multifactorial and individual process related to responding to
stressful situations, such as being a caregiver of a relative with health conditions. Spiritual/religious
coping is an important internal resource used by individuals enduring stressful situations. The 14-
item Brief RCOPE is a widely used instrument but not available in European Portuguese. Objective:
To translate, adapt and validate the 14-item Brief RCOPE in Portuguese caregivers of an adult
relative with a health condition. Method: The methodological guideline provided by Sousa and
Rojjanasrirat was used to examine the psychometric properties of the Brief RCOPE. Results: The
linguistic and conceptual equivalence of the scale was determined. The internal consistency was
acceptable (Cronbach’s α = 0.86). The Principal Axis Factor (PAF) analysis with varimax rotation
identified two factors made up of 13 items, and one item was excluded from the scale. Conclusion:
The European Portuguese version of the Brief RCOPE is a reliable and valid measure for assessing
religious coping of family caregivers of adults with health conditions.

Keywords: coping; family caregiver; measure; religion; spirituality

1. Background

Coping is a multifactorial and individual process that one experience when responding
to situations that are stressful (Lazarus and Folkman 1984; Yang 2018). Family caregivers
face several challenges and frequently need to adapt regarding their personal and profes-
sional life (Birtha and Holm 2017). Different dimensions of coping, such as behavioral,
emotional or cognitive responses, have been assessed in research (Skinner and Zimmer-
Gembeck 2007). Additionally, the spiritual and religious dimensions of coping have been
studied. The subscale Turning to religion is part of the COPE inventory and has been used
broadly to measure religious coping (Krägeloh 2011). Religious coping “occurs when a
stressor related to a sacred goal arises or when people call upon a coping method they view
as sacred in response to a stressor” (Cummings and Pargament 2010, p. 30). More recently,
spiritual coping was defined as a “set of spiritual rituals or practices, based on relation
with God, Transcendent, and others, used by individuals in order to control and overcome
stressful, illness and suffering situations” (Cabaço et al. 2018, p. 162). Thus, spiritual
coping strategies may include religious and non-religious strategies. In both spiritual and
religious coping, it is possible to identify positive and negative patterns when dealing
with a stressor (Pargament et al. 2011). Positive spiritual/religious coping methods are
adaptative and reflect a favorable relationship with whatever is considered sacred by the
individual, whereas negative spiritual/religious coping methods manifest struggle with
the sacred (Pargament et al. 2011).

Some of these strategies, which are used by religious and non-religious individuals,
aim to promote active coping in health problems, promote emotional well-being, establish
and maintain social support and facilitate the meaning-making process (Cummings and
Pargament 2010).
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Both perspectives on religious/spiritual coping are in line with the concept of spiritu-
ality in healthcare, which was defined as “a way of being in the world in which a person
feels a sense of connectedness to self, others, and/or a higher power or nature; a sense of
meaning in life; and transcendence beyond self, everyday living and suffering” (Weathers
et al. 2016, p. 93).

Data regarding spirituality and religiosity reveal that Portugal is an exception in
Western Europe (Teixeira 2019). Most Portuguese considered themselves both religious and
spiritual, while in the other countries, a median of 53% is neither religious nor spiritual (Pew
Research Center 2018). A survey in 2011 indicates that 79.5% of the Portuguese population
considered themselves Catholics, and 14.2% are without formal religion (Teixeira 2012).
Regarding religious commitment, 58% say they attend religious services at least a few times
a year (Pew Research Center 2018).

Both religious and secular spiritualities are important but often dismissed dimensions
in healthcare (Saad and de Medeiros 2021). The research addressed the relationship between
religion, spirituality and both mental and physical health outcomes (Koenig 2012). The
difficulty in defining spirituality, lack of training and time and space constraints were
described as obstacles to the implementation of spiritual care by healthcare professionals
(Balboni et al. 2014; Bar-Sela et al. 2019). Nevertheless, the practice has gradually included
different forms of interventions regarding the spiritual dimensions. By aiming for evidence-
based practice, it is crucial that outcomes are measured. The measurement of outcomes
requires valid instruments to diagnose and assess the efficacy of interventions.

Validation of the RCOPE, an instrument that assesses religious coping for the Por-
tuguese population, was recently undertaken, and the final version comprises 17 items
with two factors (Tomás and Rosa 2021). This validation was conducted with the 63 items
instrument, but the final version selected one item per subscale, considering the best
discriminative power among the items. The current validation derives directly from the
original 14-items Brief RCOPE, which is a widely used instrument translated in different
languages and cultures around the globe (Esperandio et al. 2018; Pargament et al. 2011). The
use of a shorter version is also preferable when assessing this phenomenon in vulnerable
populations. In the literature, an instrument validated to European Portuguese was also
found, the Spiritual Coping Questionnaire (Charzyńska 2015), which assesses spiritual
coping in a broader perspective (Correia 2017). By considering the cultural characteristics
in Portugal, the translation of the 14-item Brief RCOPE was considered relevant.

2. Method
2.1. Translation and Adaptation

The methodological guideline provided by Sousa and Rojjanasrirat (2011) was used
to examine the psychometric properties of the Brief RCOPE. This guideline comprehends
seven steps that were followed through: the original instrument was translated by two
independent Portuguese native translators; a synthesis of the first translation was per-
formed by a third translator; a blind back translation was completed by two English native
translators; a synthesis of the back-translations was performed by a sixth translator; the
pilot testing of the instrument and examination was performed by an expert panel; step
six consists of testing the instrument with a bilingual sample, but a bilingual population
was not accessible, and was not considered mandatory; finally, step seven comprised of full
psychometric testing of the pre-final version in a sample of the target population.

Regarding step five, a pilot testing was conducted with a sample of 10 caregivers of
adults with a health condition. The inter-rater agreement in the pilot test was 93.3%. The
expert panel evaluated the conceptual and content equivalence of each item. All items were
considered relevant or very relevant (content validity index 100%). One expression present
in item 13 was discussed with the author of the original scale. This item eventually was
removed from the translated scale after factorial analysis.
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2.2. Sample

A non-probabilistic sample method was used to identify at least 100 participants. The
inclusion criteria were: age 18 years or older and being an informal caregiver of an adult
relative with any health condition. An online questionnaire was shared through social
media networks and caregivers’ groups/associations. The questionnaire had 3 sections. In
the first section of the questionnaire, the protocol of the research was detailed, and consent
was asked to proceed to the questionnaire. The second section gathered information
on age, gender, marital status, education level, degree of kinship, aspects of the care
given, age of the relative and their health condition, and religious affiliation. The third
section encompassed the instrument to be validated and two other instruments for testing
convergent validity: the European Portuguese validations of the Duke University Religion
Index (DUREL) (Martins et al. 2021), which evaluates the religiosity of the individual, and
the Spiritual Coping Questionnaire (Correia 2017), which encompasses both spiritual and
religious coping. Anonymity and data protection was assured, and the study complied
with the Declaration of Tokyo and Helsinki, as well as European regulations. The study
was approved by an Ethics Committee.

2.3. Instrument

The Brief RCOPE grew out of a larger instrument (RCOPE) with 21 subscales for a
total of 105 items. The items were then selected following criteria such as factor-loading or
representation of a variety of coping methods (Pargament et al. 2011). The Brief RCOPE is
divided into two subscales, positive religious coping (PRC) and negative religious coping
(NRC). Initially, the instrument had 21 items, and after factor analysis, the final version
consisted of 14 items, seven for each subscale (Pargament et al. 1998). The 14 items Brief
RCOPE demonstrated high internal reliability (PRC Cronbach’s α = 0.90; NRC Cronbach’s
α = 0.81). The Confirmatory Factor Analysis (CFA) revealed two factors, and the goodness
of fit indices were acceptable. Higher use of positive religious coping was somehow related
to lower levels of psychosomatic symptomatology and better religious outcome (Pargament
et al. 1998). On the other hand, the use of negative religious coping was slightly related to
higher levels of emotional distress and psychosomatic symptomatology (Pargament et al.
1998). A review of the psychometric characteristics of the 14-item Brief RCOPE in primary
studies identifies this instrument as a reliable and valid measure (Pargament et al. 2011).

2.4. Data Collection

The questionnaire was open for submission through Google Forms from December
2020 to March 2021. From the 111 questionnaires submitted online, four were excluded
because the relative was not an adult; one was excluded because the participant was a
friend, not a caregiver; and one was excluded as they were from Brazil. The number of
participants was considered sufficient as 100 is considered the minimum to perform factor
analysis (Tabachnick and Fidell 2013).

2.5. Data Analysis

Statistical analysis of the data was conducted using the Statistical Package for the
Social Sciences (SPSS) software, version 26. Firstly, descriptive analyses of the sample’s
characteristics were performed. The mean scores and standard deviation were calculated
for each subscale. Then, internal reliability was measured through Cronbach’s alpha. Con-
vergent validity was also determined through the calculation of the Pearson coefficient.
Exploratory and confirmatory factor analyses were performed to assess the construct valid-
ity. Exploratory factor analysis used the Kaiser–Meyer–Olkin measure, and the correlation
matrix was calculated with Principal Axis factor analysis with varimax rotation. In order to
perform CFA, the Maximum Likelihood Estimates method was used in AMOS.
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3. Results

The linguistic and conceptual equivalence of the scale was determined (Table 1).

Table 1. Brief RCOPE: English and European Portuguese versions.

Brief RCOPE Brief RCOPE-PT (Escala Breve de Coping Religioso)

1. Looked for a stronger connection with God 1. Procurei estabelecer uma ligação mais forte com Deus

2. Sought God’s love and care. 2. Procurei o amor e afeto de Deus

3. Sought help from God in letting go of my anger. 3. Procurei a ajuda de Deus para me libertar da minha raiva

4. Tried to put my plans into action together with God. 4. Tentei pôr os meus planos em prática com Deus

5. Tried to see how God might be trying to strengthen me in this
situation.

5. Tentei perceber como Deus poderia estar a dar-me forças nesta
situação

6. Asked forgiveness for my sins. 6. Pedi perdão pelos meus pecados

7. Focused on religion to stop worrying about my problems. 7. Foquei-me na religião para parar de me preocupar com os
meus problemas

8. Wondered whether God had abandoned me. 8. Questionei-me se Deus me teria abandonado

9. Felt punished by God for my lack of devotion. 9. Senti-me castigado por Deus pela minha falta de devoção

10. Wondered what I did for God to punish me. 10. Questionei-me sobre o que poderia ter feito para Deus me ter
castigado

11. Questioned God’s love for me. 11. Duvidei do amor de Deus por mim

12. Wondered whether my church had abandoned me. 12. Questionei-me se a minha igreja me teria abandonado

13. Decided the devil made this happen. 13. Decidi que esta situação foi causada pelo Diabo

14. Questioned the power of God. 14. Duvidei do poder de Deus

3.1. Demographic Characteristics

A total of 105 questionnaires were included in this study. The mean age was 53.0 years
(SD = 13.2; range: 18–87 years). The large majority were female (82.9%) and married
(61.0%). Around two-thirds (71.4%) had a degree, and 21% completed secondary education,
the remaining completed at least basic education. Most participants had a professional
occupation (65.7%).

Most of the caregivers were sons/daughters (59%), partners (14.3%) and fathers/
mothers (10.5%). Slightly half of the caregivers provided care permanently (56.2%), whereas
43.8% provided care regularly but not permanently. Two-thirds of the caregivers lived
with a relative in need of care (62.9%). The majority cared the relative for less than 6 years
(55.2%). In the sample, seven caregivers were caring for two relatives (6.7%). The mean
age of the recipient of care (N = 112) was 73.8 years (range: 19–103 years). The relatives in
need of care had one or more health conditions such as mobility and physical impairment
(33.3%), chronic illnesses (29.5%), and dementia (27.6%).

More than one-third of the caregivers considered themselves as both spiritual and
religious (43.8%), whereas 32.4% were spiritual but not religious. Only 12.4% considered
themselves neither spiritual nor religious. More than three-quarters of the caregivers had a
religious affiliation (77.1%), mostly Christian Catholics (71.4%).

3.2. Brief RCOPE

On the subscale PRC, females (M = 17.52, SD = 6.11) scored higher than males
(M = 15.67, SD = 5.52). On the NRC, males (M = 10.83, SD = 4.9) scored slightly higher than
females (M = 10.01, SD = 3.37). Caregivers who declare religious filiation (PRC M = 18.67,
SD = 5.28/NRC M = 10.28, SD 3.56) scored higher than non-religious caregivers (PRC
M = 12.04, SD = 5.60/NRC M = 9.71, SD = 4.06) on both PRC and NRC.
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The characteristics of the sample and the mean scores of both subscales of Brief RCOPE
are summarized in Table 2. Table 3 summarizes average total and individual item scores.

Table 2. Participants’ characteristics and mean scores of the Brief RCOPE-PT.

Category n % Positive Brief
RCOPE SD Negative Brief

RCOPE SD

Gender
Female 87.00 82.86 17.52 6.11 8.90 3.34
Male 18.00 17.14 15.67 5.52 9.50 4.71

Marital status
Single 24.00 22.86 17.38 6.81 8.41 3.81

Married/Civil partnership 64.00 60.95 17.23 5.74 8.92 3.60
Widowed 3.00 2.86 23.00 4.58 7.67 1.53
Divorced 14.00 13.33 15.57 5.92 10.64 3.22

Educational level
Primary education 1st cycle 3.00 2.86 21.33 5.13 10.67 3.51
Primary education 2nd cycle 1.00 0.95 19.00 15.00
Primary education 3rd cycle 4.00 3.81 14.00 4.83 6.50 0.58

Secondary education 22.00 20.95 15.86 7.09 8.91 3.48
High education 75.00 71.43 17.59 5.77 9.04 3.70

Degree of kinship
Father/Mother 11.00 10.48 18.82 5.56 8.09 3.33
Son/Daughter 62.00 59.05 16.98 6.12 8.98 3.50

Sibling 5.00 4.76 19.00 5.61 7.00 1.41
Partner 15.00 14.29 16.00 5.95 9.40 3.50

Partner and father/mother 2.00 1.90 19.50 10.61 10.50 4.95
Grandchild 5.00 4.76 20.60 7.67 10.60 6.31

Son/Daughter in-law 3.00 2.86 14.33 4.16 8.33 3.21
Nephew/Niece 2.00 1.90 13.50 0.71 12.00 5.66

Level of care
Permanent 59.00 56.19 17.69 6.15 8.64 3.64

Regular, not permanent 46.00 43.81 16.59 5.89 9.46 3.51

Lives with the recipient of care?
Yes 66.00 62.86 17.42 6.34 9.97 3.92
No 39.00 37.14 16.85 5.54 10.46 3.23

For how long is caregiver? (years)
≤1 19.00 18.10 18.11 5.40 9.94 4.34

[2–5] 39.00 37.14 15.72 6.62 8.59 3.01
[6–10] 28.00 26.67 16.93 5.68 9.07 3.34
[11–15] 5.00 4.76 18.60 6.73 6.40 0.89
≥16 14.00 13.33 20.21 4.84 9.64 4.730

Spiritual and/or religious
Spiritual and religious 46.00 43.80 21.30 4.02 0.19 3.43

Spiritual, but not religious 34.00 32.40 14.1471 4.50 8.47 3.02
Religious, but not spiritual 12.00 11.40 18.5000 5.14 9.75 4.09

Neither spiritual nor religious 13.00 12.40 9.5385 4.33 9.00 5.07

Religion
Yes 81.00 77.14 18.74 5.28 9.18 3.51
No 24.00 22.86 12.04 5.61 8.46 3.86

Religion
Christianity (Roman Catholicism) 75.00 71.43 18.67 5.11 9.25 3.58

Christianism
(Protestantism/Evangelical Churches) 3.00 2.86 23.33 4.16 7.67 1.52

Judaism 1.00 0.95 10.00 8.00
Spiritism 1.00 0.95 27.00 7.00

Buddhism 1.00 0.95 11.00 6.00
No religion 24.00 22.86 12.04 5.60 8.63 3.97
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Table 3. Brief RCOPE-PT total and individual item scores.

Mean Std. Deviation

Brief RCOPE-PT 1 2.61 0.966
Brief RCOPE-PT 2 2.64 1.001
Brief RCOPE-PT 3 2.38 0.974
Brief RCOPE-PT 4 2.38 0.965
Brief RCOPE-PT 5 2.54 1.000
Brief RCOPE-PT 6 2.68 1.052
Brief RCOPE-PT 7 1.98 0.990
Brief RCOPE-PT 8 1.69 0.764
Brief RCOPE-PT 9 1.39 0.700

Brief RCOPE-PT 10 1.45 0.693
Brief RCOPE-PT 11 1.47 0.785
Brief RCOPE-PT 12 1.49 0.798
Brief RCOPE-PT 13 1.15 0.387
Brief RCOPE-PT 14 1.52 0.889

Total Brief RCOPE-PT 27.36 7.32

3.3. Reliability

Internal consistency was measured through Cronbach’s alpha. PRC showed an alpha
of 0.945, while NRC showed an alpha of 0.842. Table 4 shows the item-total correlation,
multiple correlation, and different measures if the item was deleted in both subscales.

Table 4. Reliability coefficients of Brief RCOPE-PT.

Subscale
Mean If Item

Deleted

Subscale
Variance If

Item Deleted

Corrected
Item-Total

Correlation

Squared
Multiple

Correlation

Cronbach’s
Alpha If Item

Deleted

Brief RCOPE-PT 1 14.60 26.588 0.891 0.860 0.931
Brief RCOPE-PT 2 14.57 26.190 0.898 0.872 0.930
Brief RCOPE-PT 3 14.83 27.105 0.822 0.690 0.936
Brief RCOPE-PT 4 14.83 26.624 0.888 0.795 0.931
Brief RCOPE-PT 5 14.67 26.744 0.836 0.707 0.935
Brief RCOPE-PT 6 14.53 27.290 0.728 0.589 0.945
Brief RCOPE-PT 7 15.23 28.351 0.670 0.520 0.949
Brief RCOPE-PT 8 8.47 9.655 0.678 0.575 0.807
Brief RCOPE-PT 9 8.76 9.549 0.790 0.793 0.791
Brief RCOPE-PT 10 8.70 9.845 0.720 0.768 0.802
Brief RCOPE-PT 11 8.69 9.141 0.779 0.685 0.789
Brief RCOPE-PT 12 8.67 9.744 0.618 0.524 0.817
Brief RCOPE-PT 13 9.00 12.904 0.145 0.090 0.865
Brief RCOPE-PT 14 8.63 10.197 0.435 0.348 0.852

3.4. Exploratory Factor Analysis

The Kaiser–Meyer–Olkin measure revealed the data are adequate for factorial analysis
(KMO = 0.871). Additionally, Bartlett’s test of sphericity showed the adequate homogeneity
of variances (χ2 = 1139.443, df 91, sig. 0.000).

In the correlation matrix (Pearson Correlation), all the items of the PRC subscale
correlated strongly or moderately with the other PRC items but not with items of the NRC
subscale (r = 0.059) (Table 5). The items of the NRC correlate moderately in most of the
cases. Only one item had a low correlation with all the other items (BRC 13).
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Table 5. Correlation matrix of the 14 individual items of Brief RCOPE-PT.

Item 1 2 3 4 5 6 7 8 9 10 11 12 13 14

1 1.000
2 0.917 1.000
3 0.773 0.764 1.000
4 0.822 0.821 0.795 1.000
5 0.779 0.793 0.713 0.790 1.000
6 0.708 0.746 0.638 0.682 0.662 1.000
7 0.616 0.604 0.625 0.692 0.632 0.437 1.000
8 0.249 0.240 0.343 0.269 0.251 0.279 0.208 1.000
9 0.100 0.094 0.174 0.134 0.106 0.199 0.094 0.699 1.000
10 0.134 0.125 0.201 0.160 0.145 0.174 0.111 0.686 0.865 1.000
11 −0.100 −0.113 0.017 −0.085 −0.069 −0.013 −0.075 0.600 0.627 0.584 1.000
12 0.036 0.042 0.217 0.107 0.076 0.052 0.048 0.490 0.518 0.420 0.678 1.000
13 0.187 0.218 0.253 0.307 0.107 0.099 0.309 0.164 0.133 0.102 0.049 0.225 1.000
14 −0.297 −0.314 −0.233 −0.280 −0.269 −0.197 −0.174 0.245 0.394 0.334 0.556 0.316 0.017 1.000

Due to the nonexistent correlation, PAF with varimax rotation was performed (Costello
and Osborne 2005). The extraction showed that item 13 has a loading of 0.1 (Table 6). As it
is lower than 0.30, item 13 was removed from the scale (Lenz 2016).

Table 6. Principal axis factoring of Brief RCOPE-PT.

Item Initial Extraction

Brief RCOPE-PT 1 0.863 0.850
Brief RCOPE-PT 2 0.876 0.870
Brief RCOPE-PT 3 0.722 0.757
Brief RCOPE-PT 4 0.809 0.856
Brief RCOPE-PT 5 0.727 0.729
Brief RCOPE-PT 6 0.620 0.582
Brief RCOPE-PT 7 0.544 0.497
Brief RCOPE-PT 8 0.615 0.634
Brief RCOPE-PT 9 0.803 0.861

Brief RCOPE-PT 10 0.775 0.823
Brief RCOPE-PT 11 0.699 0.763
Brief RCOPE-PT 12 0.565 0.647
Brief RCOPE-PT 13 0.243 0.129
Brief RCOPE-PT 14 0.406 0.371

Extraction with PAF was also performed, and three factors were evident. The third
factor only had item 13, which did not load sufficiently in other factors. Thus, the European
Portuguese version of the Brief RCOPE has two factors: PRC with seven items (items 1, 2,
3, 4, 5, 6 and 7), and NRC with six items (items 8, 9, 10, 11, 12 and 14) (Table 7).

PAF revealed three factors with an eigenvalue higher than one: one with an eigenvalue
of 5.724 explaining 40.88% of the variance; another with an eigenvalue of 3.66 for 26.19%
of the variance; and, finally, one factor with an eigenvalue of 1.05 explaining 7.5% of the
variance. When rotated, the scale only reveals two factors with an eigenvalue higher than 1
(Figure 1).
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Table 7. Principal Axis Factoring with a varimax rotation of Brief RCOPE-PT.

Factor Matrix a

Factor

1 2

Brief RCOPE-PT 1 0.902 −0.198
Brief RCOPE-PT 2 0.909 −0.211
Brief RCOPE-PT 3 0.854 −0.049
Brief RCOPE-PT 4 0.902 −0.156
Brief RCOPE-PT 5 0.846 −0.156
Brief RCOPE-PT 6 0.752 −0.072
Brief RCOPE-PT 7 0.677 −0.123
Brief RCOPE-PT 8 0.431 0.681
Brief RCOPE-PT 9 0.298 0.830

Brief RCOPE-PT 10 0.313 0.758
Brief RCOPE-PT 11 0.057 0.845
Brief RCOPE-PT 12 0.192 0.614
Brief RCOPE-PT 14 −0.215 0.570

Extraction Method: Principal Axis Factoring. a Two factors extracted. Six iterations required.
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3.5. Concurrent and Convergent Validity

One instrument that assesses spiritual coping, Spiritual Coping Questionnaire (SCQ)
(Correia 2017), was validated into European Portuguese. In order to perform concurrent
validity, the instrument was applied to the participants. The total scores of the scales and
subscales were transformed into z-scores. A correlation between Brief RCOPE PRC subscale
and SCQ Positive Spiritual Coping (r = 0.63) was found. Furthermore, the correlation was
identified between the Brief RCOPE NRC subscale and SCQ Negative Spiritual Coping
(r = 0.68).

Additionally, convergent validity was performed with a scale that assesses religious
involvement that was also validated into European Portuguese, the DUREL. A correlation
was identified between the Brief RCOPE PRC subscale and DUREL (r = 0.75).

3.6. Confirmatory Factor Analysis

CFA of the Brief RCOPE-PT, performed in AMOS, revealed that model fit was significa-
tive (Chi-square/df = 2.379; RMSEA (Root Mean square Error of Approximation) = 0.055;
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CFI (Comparative Fit Index) = 0.920; IFI (Incremental Fit Index) = 0.921; Tucker–Lewis
Index (TLI) = 0.902; NFI (Non-Normal Fit Index) = 0.870; PNFI (Parsimony Normed Fit
Index) = 0.714; PCFI (Parsimony Comparative of Fit Index) = 0.74) (Figure 2).
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4. Discussion

This study aimed to obtain a European Portuguese version of the Brief RCOPE, which
is an instrument that measures religious coping and has been used in different settings
and populations (Pargament et al. 2011). The methodological guideline provided by Sousa
and Rojjanasrirat (Sousa and Rojjanasrirat 2011) was followed, resulting in an instrument
with 13 items. All the steps were conducted with the exception of step six, which is
not mandatory, and a bilingual population was not easily accessible. The process of
translation and back translation fostered a discussion that involved translators, experts
and participants. It meant a relatively long process, but it assured that a new instrument
is available to this population to assess a specific but important resource in overcoming
stressful conditions when dealing with health issues.

Research has shown that spiritual and religious coping has been helpful to caregivers
by providing strength, a sense of purpose and fostering peace and stability (Dunfee et al.
2020; Lalani et al. 2018). There is a need for intervention studies that can prove causality
between spiritual coping and mental and physical outcomes (Saffari et al. 2018). For
this reason, valid and robust instruments are needed for an accurate assessment of this
phenomenon.

A Brazilian Portuguese version of the instrument (Brief SRCOPE Scale—14) is also
available and reveals good psychometric properties (PRC subscale—α = 0.884; NRC
subscale—α = 0.845) (Esperandio et al. 2018). Due to cultural and linguistical differences
between European and Brazilian Portuguese, a process of translation and validation from
the original was considered necessary. A recent study validated the RCOPE to European
Portuguese (PRC subscale—α = 0.909; NRC subscale—α = 0.681) (Tomás and Rosa 2021).
The European version of the RCOPE, although similar to the Brief RCOPE-PT, has 17 items
and is derived from a 21 items original scale. The Brief RCOPE-PT has shown internal
reliability, with PRC with an alpha of 0.945 while revealing an alpha of 0.842. These values
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are higher than the recommended 0.70 (Taber 2018) and are in line with the values of the
original scale (PRC Cronbach’s α = 0.90; NRC Cronbach’s α = 0.81).

After Exploratory Factor Analysis, item 13 dropped out due to loading inferior to
0.3. The reasons for that are open to speculation but may involve cultural and religious
differences across countries. This item also dropped out in the European Portuguese
version of RCOPE (Tomás and Rosa 2021). Then, the Brief RCOPE-PT consists of a 13-item
instrument with two subscales: positive and negative religious coping.

When comparing the main characteristics of the sample with the results of the Brief
RCOPE-PT, females scored higher than males on the subscale PRC. On the NRC, males
scored slightly higher than females. Caregivers who declare religious filiation scored higher
than non-religious caregivers on both PRC and NRC.

Concurrent validity of the instrument was shown by the positive correlation with SCQ,
an instrument that assesses spiritual coping, both positive (r = 0.63) and negative subscale
(r = 0.68). Additionally, it demonstrated a positive correlation of the PRC subscale with an
instrument that assesses religious involvement (r = 0.75). These values are higher than 0.50,
which is the Pearson coefficient considered acceptable (Gray and Grove 2020).

The aim of the study was achieved, and a European Portuguese version of the
14-items Brief RCOPE is now available to use in this population, with good psychometric
characteristics.

Study Limitations

Different aspects contribute to caution when interpreting the findings of this study.
The data were collected exclusively from online questionnaires from caregivers with ac-
cess to technology and the internet. The non-probabilistic method of sampling limits the
generalization of the findings. The collection of data with face-to-face questionnaires in
populations with lower access to technology would enrich the interpretation of the results.
Additionally, a more diverse population regarding religious filiation would allow compari-
son between groups. The sample size was just above the minimum for factor analysis, and
the test-retest reliability was not conducted as it is a vulnerable population. Although the
instructions of the instrument state that expressions such as “God” our “Church” can be
replaced by the responder to the questionnaire, this instrument follows a rather theistic
approach. In a more secular society, other instruments may gain preponderance.

It is suggested that this instrument be used in future studies, with different populations
and larger samples to assess the internal consistency.

5. Conclusions

Assessing spiritual/religious scoping opens new perspectives when providing holistic
care to patients and caregivers. Having reliable instruments may be helpful in dealing
with the subjectivity of spirituality and in implementing an effective holistic assessment of
health. Moreover, the development and validation of instruments related to spirituality,
particularly to the European Portuguese context, are important since one of the barriers to
providing spiritual care is the lack of available assessment tools.

The Brief RCOPE-PT, with 13 items, reveals favorable psychometric properties to be
used with caregivers of people with health conditions. By taking into account the expressed
limitations, this relatively short instrument is a reliable and valid tool to be used both in
clinical practice and research.

6. Implications to Practice and Research

Spiritual and religious coping are resources used by people undergoing stressful situa-
tions. Informal caregivers are at risk of burden. Nurses and other healthcare professionals
may use this instrument to assess to what extent the caregiver uses religious coping. After
the assessment, interventions may be put into practice moving forward to implementing
spiritual care.
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