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ABSTRACT

PREVALENCE RATES OF TRAUMATIC EVENTS, PROBABLE PTSD AND
PREDICTORS OF POSTTRAUMATIC STRESS AND GROWTH
IN A COMMUNITY SAMPLE FROM iZMIR

Giil, Ervin
Ph.D., Department of Psychology

Supervisor: Prof. Dr. A. Nuray Karanci

January 2014, 189 Pages

Almost every individual in lifetime has the possibility of experiencing
traumatic events which may highly impede coping mechanisms. Many studies
indicated the prevalence of Post Traumatic Stress Disorder (PTSD) which is one of
psychiatric consequences of traumatic events (TESs), as ranging from 1% to 9%. In
recent years, attention to positive changes/transformations following TEs has gained
interest. Post Traumatic Growth (PTG) is the concept that taps these transformations.

The aim of the present study, is to examine prevalence rates of TEs, probable
PTSD in a community sample, and to analyze ways of coping, perceived social
support, event-related rumination as possible predictors of posttraumatic stress (PTS)
symptom severity and PTG. The role of personality and reported event-severity on
two outcome variables i.e., symptom severity and PTG were also analyzed through
structural equation modeling to test direct and indirect effects.

The sample consisted of 740 adults, 67.3% of them reported experiencing at
least one TE, and prevalence of probable PTSD found as 10.8%. The main findings
indicated that neuroticism, experiencing intentional/assaultive violence event-types,
intrusive/deliberate rumination, fatalistic coping were associated with higher
symptom severity, whereas conscientiousness, injury/shocking event-types,

deliberate rumination, problem-solving coping, seeking-support coping, perceived

iv



social support predicted higher PTG. The results of model-testing, indicated direct
and indirect effects through personality to symptom severity and PTG, where the
paths showed the mediator roles of rumination and coping. The results were
discussed via theoretical models, and provided information that can aid in the
delineation of risk-groups following TEs, and contributed to mental health services.

Key Words: posttraumatic stress, posttraumatic growth, ways of coping, event-

related rumination, personality
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TRAVMATIK OLAYLAR VE OLASI TRAVMA SONRASI STRES
BOZUKLUGU’NUN YAYGINLIK ORANLARI VE iZMIR’DEN TOPLUM
ORNEKLEMINDE TRAVMA SONRASI STRES VE GELISIM’IN
YORDAYICILARI

Giil, Ervin
Doktora, Psikoloji Boliimii

Tez Yoneticisi: Prof. Dr. A. Nuray Karanci

Ocak, 2014, 189 sayfa

Her insanin yagami boyunca travmatik olaylarla kargilasma olasilig1 vardir.
Bu olaylar bireyin bas etme becerilerini zorlayabilen yasantilardir. Travmatik olaylar
sonras1 ortaya ¢ikabilen psikiyatrik rahatsizliklardan biri olan travma sonrasi stres
bozuklugu’nun (TSSB) yayginligi, %1 ile %9 arasinda degistigi bulunmustur. Son
yillarda, travmatik yasantilarin sadece olumsuz etkileri olmadigi, travmayla basa
¢ikmanin bireylerde olumlu degisimlere de yol agabilecegi savunulmustur. Bu
kavram, travma sonrast gelisim (TSG) olarak adlandirilmastir.

Bu calisgmanin amaci, toplum Ornekleminde, yasanilan travmatik olay
tirlerinin yaygimligini, olast TSSB’yi, travma sonrast stres (TSS) belirti siddetini,
TSG’yi ve yordayicilarini incelemektir. Bu amagla, bas etme yollari, sosyal destek
algis1, olaya-iliskin ruminasyonun TSS belirti siddeti ve TSG iizerindeki olasi
yordayici etkileri arastirllmistir. Ayrica, kisilik ozellikleri ve rapor edilen olay
siddetinin, iki sonug¢ degiskeni (belirti siddeti ve TSG) {izerindeki, dogrudan ve
dolayl: etkileri yapisal esitlik modelinde test edilmistir.

Calisma oOrneklemi, toplam 740 yetiskinden (%64.3 kadin, %35.7 erkek)
olusmaktadir. Bulgular, travmatik olay (TO) yasayan katilimcilarin oraninin %67.3,
olas1 TSSB yaygiligmin ise %10.8 oldugunu gostermistir. Arastirma sonugclari,

ozellikle nevrotizmin, kasit/saldir1 igeren siddet olay tiirlerinin, intrusif ve istemli
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ruminasyonun, kaderci basa ¢ikma yolunun TSS belirti siddetini yordarken,
sorumluluk kisilik 6zelliginin, yaralanma/sarsici olay tiirlerinin, istemli ruminasyon,
problem ¢ozme odakli ve destek arayici basa ¢ikma yollarinin, algilanan sosyal
destegin  TSG’yi  yordadigint  gostermektedir.  Model testi  sonuglar
degerlendirildiginde ise kisilik 6zelliklerinden TSS belirti siddeti ve TSG’ye kadar
dogrudan ve dolayl etkilerin oldugu gozlenmis, 6zellikle basa ¢ikma ve olaya-iligskin
ruminasyonun araci rolleri ortaya c¢ikmistir. Calisma bulgular travma literatiirii
cercevesinde tartisilmig, travmatik yasantilar sonrasinda risk gruplarinin 6zellikleri

tanimlanmis ve ruh saglig1 hizmetlerinin planlamasi ilgili 6neriler sunulmus.

Anahtar Kelimeler: travma sonrasi stres, travma sonrasi gelisim, basetme yollari,

olaya-iliskin ruminasyon, kisilik
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CHAPTER 1

INTRODUCTION

Adverse or stressful life events have been a part of daily modern living, thus
these events and their consequences on individuals have been an important area of
research. Moderate levels of stress may have some functional roles in making people
move forward for their personal goals, whereas higher levels of stress may exceed
the individual’s capacity of coping abilities, influence every day functionality, thus
may have detrimental effects on human health. The concept of trauma captures much
attention because of its broader cover of extreme situations and its varied individual
and community responses (Kirmayer, Lemelson, & Barad, 2007)

Traumatic events can be exemplified as natural disasters, accidents, life-
threatening illnesses, torture, sexual violence, physical violence and the unexpected
death of a loved one. Although a majority of people experience these events
throughout their lives, not all people are effected in the same manner with these
experiences. Some people may find traumatic events as challenging and handle the
adversity effectively, find alternative solutions or ways of coping, moreover they
reevaluate the situation to find out different meanings. By this way, the attributions
about such events may be challenged, thus lead to reappraisals about the self, others,
and world. These positive changes in the aftermath of trauma are conceptualized as
Posttraumatic Growth (Tedeschi & Calhoun, 1996). Whereas some other people may
experience difficulties in handling the situation, their perception and appraisal about
the situations may impede their functioning, individuals may be depressed, become
anxious or develop more severe psychological problems, one of which is called
Posttraumatic Stress Disorder (PTSD) (APA, 2000). This diagnosis has an embedded
definition of trauma, and 3 symptom categories; intrusive recollections as if

reexperiencing the event, avoiding the event or event-related cues, and hyperarousal.



The individual’s experience of trauma is shaped not only by intrapersonal and
interpersonal elements, but also by societal factors. These additionally determine the
reactions given to the event, and coping strategies (Drozdek & Wilson, 2007).

Since the processing of the traumatic event may show wide variations which
may lead to varying consequences, these differing factors have been widely
investigated by researchers.

From this standpoint, the present study aims both to examine the prevalence
rates of traumatic events, and the factors (demographical variables, personality traits,
coping strategies, event-related ruminations, social support) associated with the
diverse outcomes (such as posttraumatic stress disorder, posttraumatic growth) of
traumatic events.

In this thesis, the ‘Introduction’ chapter focuses on the relevant literature of
trauma and traumatic life events, posttraumatic stress, posttraumatic growth, and
their associates. This will be followed by the statement of the purpose of the study
including a proposed model and the hypotheses. In the ‘Method’ chapter, the sample
of the study is introduced and instruments utilized for the current study, procedure
and the statistical analyses employed are presented. In the third chapter, the results of
the statistical analyses conducted to test the hypotheses are presented. Finally, the
fourth chapter is the discussion of the findings with respect to the relevant literature
and theoretical framework, together with the presentation of their implications,
limitations and directions for future research.

1.1  An Overview on Trauma

Trauma can be considered as a metaphor adopted and extended from the field
of medicine to a broader scope of life experiences. ‘Trauma’ comes from the Greek
word of wound, and since mid-1600s, it is used to refer to bodily wounds in medicine
and surgery. Just like the body has physiological mechanisms to repair and heal the
bodily damages, adaptive mechanisms are available to cope with the psychic wounds
(the metaphor developed in late 1800s) which are a possible result of traumatic
experiences. Sometimes the physical trauma exceeds the capacity of body to repair,
and lasting damages or even death may occur. If the trauma is too severe for the
body, then physical functioning may be lost. Likewise, a damage to one’s nervous

system may result in an impairment of behavioral, psychological or intellectual



functioning. Severe stressors cause a breakdown in the integrity of both the body and
the mind (Kirmayer et al., 2007).

Psychological links of trauma have mostly started to capture attention as a
result of wars (since World War I-11), in the efforts of providing services for the
soldiers and civilians struggling with their injuries or losses. PTSD diagnosis was
first introduced during the Vietnam War, however, in the Diagnostic Statistical
Manual of Mental Disorders third version DSM-111 (APA, 1980), PTSD symptoms
were considered as acute and expected responses to extreme events. This view
assumed that, either the event is abnormal or all reactions are commonly seen within
the spectrum of normality (APA, 1980). This was criticized because of its over
simplification of the complexity (Kirmayer et al., 2007). PTSD occurs following
both ordinary and extraordinary events, during peacetime as well as war or disaster
times (Breslau & Davis, 1992). Finally, through DSM-IV (APA, 1994) the
distinction of Acute Stress Disorder and Posttraumatic Stress Disorder was
presented; implying that the traumatic stress is not only limited to the acute responses
but may lead to chronicity through pre-trauma and peri-trauma factors (Brett, 2007).

The initial studies conducted on traumatic stress seemed to have a tendency
of focusing on the effects of one specific type of traumatic event causing specific
syndromes such as ‘concentration camp syndrome’, ‘rape trauma syndrome’,
‘battered wife syndrome’. This tradition continued with examining the reactions
following a specific traumatic event such as an earthquake, cancer or torture
(McFarlane & Girolamo, 2007). However, the cognitive, behavioral and emotional
responses to traumatic events is presumed to have a common or similar patterns in
the aftermath of overwhelming stress.

1.1.1 Definition of a Traumatic Event and Prevalence Rates

Although the prevalence rates and content of traumatic events are changeable,
people continue to encounter (experience or witness) various negative events such as
accidents in traffic or in workplaces, unexpected death of a loved one, chronic/ life-
threatening illnesses, physical/ sexual abuse, violence, torture in lifetime. Life-
threatening nature of traumatic events are distinguished from stressful events such as
everyday hassles (e.g., being late to an appointment) or difficulties (e.g., struggle

with unemployment, poverty).



In DSM-III, traumatic events were defined as being outside the range of usual
human experience. Later, according to Criteria A in DSM-IV-TR (APA, 2000), an
event is considered to be traumatic if the event involves both of these criteria: (1)
experiencing or witnessing actual or threatened death or serious injury, or threat to
physical integrity and (2) accompanying intense fear, helplessness or horror in
response. Therefore, in addition to the actual event, the person must perceive or
evaluate the event as severe and give emotionally intense response. In recently
published DSM 5, criteria of qualifying a trauma has been modified by specifying
actual/threatened death, serious injury and sexual violence. Further, the forms of
exposure included specific conditions of witnessing, in addition to being
victimization.

Many studies have been conducted throughout the world in order to
determine the prevalence rates of experiencing at least one traumatic event in one’s
life time and found rates ranging from 55 to 90% (Boals, Riggs, & Kraha, 2013;
Frans, Rimmo, Aberg, & Fredrikson, 2005; Breslau et al., 1998; Breslau, Peterson,
Poisson, Schultz, & Lucia, 2004; Flett, Kazantzis, Long, MacDonald, & Millar,
2004; Norris et al., 2003; Kessler, Sonnega, Bromet, Hughes, & Nelson, 1995).

According to the meta-analytic findings, the most common traumatic events
were serious illness (cancer), bereavement, terrorism, and natural disasters
(Vishnevsky, Cann, Calhoun, Tedeschi, & Demakis, 2010). Another study from U.S.
with 1000 adults (Norris, 1992) found 69% of experiencing a traumatic stressor in
lifetime. The most common trauma was reported as tragic death, while accidents had
the highest rating of frequency and impact.

Among a university students sample (N = 776) in North Texas, the most
common traumatic events were reported as unexpected serious injury or death
(15.46%) and serious accident (9.54%) (Boals et al., 2013). An epidemiological
study among U.S. Population (Kessler et al., 1995), showed significant sex
differences in terms of experienced event types. According to the results, men
experienced more accidents (25%) than women (13.8%), whereas women
experienced rape (9.2%) more than men (0.7%).

In Turkey, the prevalence rates of traumatic life events has been examined by

Karanci and colleagues (2009) among a representative adult sample. In this study,



the life time prevalence rate of experiencing at least one traumatic event was found
to be 84.2% in the 3 provinces (Ankara, Kocaeli, Erzincan) covered by the study.

Traumatic events are strong threats to individual’s sense of safety and
predictability, thus may provoke helplessness, hopelessness, and powerlessness.
These events challenge people’s capacity to adapt and survive. For example, human-
made disasters such as rape, torture, assaults are thought to be more traumatic than
natural disasters such as floods, hurricanes because of the greater sense of
victimization. However, a meta-analysis (Rubonis & Bickman, 1991) showed that
natural disasters result in higher rates of disorder. It is argued that although people
have no capacity either to cause nor change the occurrence of such events (natural
disasters), they have the capacity or potential to determine/choose the adaptive
behaviors in the aftermath of such trauma (Gibbs, 1989; cited in van der Kolk et al.,
2007).

There are studies in the literature where the nature of traumatic events are
grouped in order to make comparisons between them. In the current study, Breslau
and her colleagues (2004) categorized various types of events into four groups, as (1)
assaultive violence, (2) other injury/shocking event experienced directly, (3) learning
of trauma to another person, (4) a sudden unexpected death of a loved one. Since
there is no item for identifying actual versus witnessed events in the research
instrument utilised in the curent study, the categorization has been modified as (1)
assaultive violence, (2) other injury/shocking event, (3) other-life transition events,
(4) a sudden unexpected death of a loved one.

Traumatic events are characterized with intense sense of threat and intense
fear, horror or helplessness response. If the traumatic experience exceeds the existing
coping abilities, and disable the individual to get through, adapt or live in the present,
then the individual’s attention would be captured in the past either by the event itself
or event-related cues. As a result, the individual has to do more than just adapting to
the new situation, but rather has to restructure the mental processes and find meaning
out of their experiences.

1.2 Posttraumatic Stress Disorder
The consequences of the traumatic events can vary considerably. For some

people, a traumatic event may lead to severe psychological problems, one of which is



called Post Traumatic Stress Disorder (PTSD). The impacts of traumatic events were
recognized over a hundred years, but labeled differently such as ‘compensation
neurosis’, ‘nervous shock’, ‘hysteria’, ‘war neurosis’ (Yadin & Foa, 2007). However,
since DSM-III (APA, 1980) and DSM-1V (APA, 1994), this mental health problem
was labelled as PTSD and classified among anxiety disorders.

According to DSM-IV-TR (APA, 2000), PTSD diagnosis is met, after
experiencing or witnessing a traumatic event as it is defined in the Manual. This
psychopathology is characterized by three main symptoms; reexperiencing,
avoidance and hyperarousal. A diagnosis of PTSD requires at least (1) one of five
reexperiencing symptoms (Criteria B); such as intrusive memories, as if reliving the
event via flashbacks, thoughts, images, recurrent dreams about the event, intense
distress and physiological reactions (2) three of seven avoidance symptoms (Criteria
C); such as avoiding trauma-related thoughts and feelings, activities or places,
inability to remember an important part of the event, detachment from others,
diminished range of affect, sense of foreshortened future (3) two of five arousal
symptoms (Criteria D); sleep-related and concentration problems, feelings of
irritability, anger, increased vigilance and startle response. If the duration of the
disturbances (Criteria E) persists for more than one month, and the disturbance
caused by the event leads to significant impairment (Criteria F) in at least two of
social, occupational or other important areas of functioning, then the criteria (Criteria
A to F) for diagnosing PTSD are met. These symptom clusters has been modified
into four symptoms in DSM 5; as intrusion symptoms, avoidance symptoms,
persistent negative alterations in cognitions and mood, and alterations in arousal and
reactivity.

According to Young (1995) PTSD is different from other mental health
disorders because of its association with attributional styles and memory
mechanisms. The symptoms are attributed to a traumatic event which rely on
memory. Since memory can be changeable, the traumatic experience may not be
exactly copied and remembered in its full detail. It is claimed that reports of
flashbacks may be beyond exact recall, but an interpretation or reconstruction (Laney
& Loftus, 2005) that reflect imagination or worry (Lipinski & Pope, 1994) including

‘worst scenario’ ruminations (Merckelbach, Muris, Horselenberg, & Rassin, 1998).



However, Brewin (2005) claimed that memories about the event may reflect some of
the experienced emotional arousal during the encoding and later retrieval stages.

Some literature claimed that intrusions are the fundamental symptoms of
PTSD (Genest, Levine, Ramsden & Swason, 1990), where as the other symptoms are
the derivatives of reexperiencing (Michael, Ehlers, Halligan, & Clark, 2005).
Intrusion symptoms may allow to access to trauma without allowing to fully process
the traumatic material, which in turn causes the symptoms to be maintained.
Avoidance symptoms have a function of preventing the individual to remember and
further activate the traumatic material and the belief or perception of failing to cope.
It enables the individual to avoid the stimuli, unpleasant feelings and cognitions
related to the event. However, this in turn causes the traumatic material to be left
unprocessed. Both intrusions and avoidance symptoms lead to more arousal
problems such as difficulty in concentration or being more aggressive (Price, 2007).

The individuals may also suffer from other psychiatric, marital, occupational,
financial, and health problems after trauma. The overall quality of life and
functioning may be impaired. Other psychiatric disorders, especially anxiety and
affective disorders were found to be at increased risk for individuals after
experiencing traumatic events. Moreover, previous studies indicated high rates of
comorbidity of PTSD with alcohol/substance abuse, depression, dependence and
suicide attempts (Kessler, 2000; Breslau, Davis, Andreski, & Peterson, 1991).

1.2.1 Prevalence Rates of Posttraumatic Stress Disorder

The studies carried out show that the prevalence rates change depending on
the nature of the sample and type of traumatic event. Despite the high prevalence of
exposure to traumatic stressors, PTSD rates range between 1-9.2% in community-
based studies (Vasterling & Brewin, 2005).

The first epidemiological study of PTSD found a lifetime PTSD rate of 0.5%
among men, 1.3% among women (Helzer, Robins, & MacEvoy, 1987). Another
study at Duke University found 1.3% prevalence rate of lifetime PTSD and 0.4% at
six months (Davidson, Hughes, Blazer, & George, 1991). In a random sample of
young adults (21-30 years of age 39.1% were exposed to a traumatic event, and
23.6% had PTSD, and the overall lifetime prevalence rate of 9.2% was found

(Breslau et al., 1991). A more recent study among a representative adult sample (18-



45 years of age) revealed that 89.2% of respondents reported at least one traumatic
event, 9.2% had probable PTSD (Breslau et al., 2004). Kessler and colleagues (1995)
found a lifetime prevalence of 7.8% in a nationally representative epidemiological
study composed of 5,877 people. In some nations relatively low prevalence rates
(e.g., in Iceland 0.6%) were found (Lindal & Stefansson, 1993). Among an adult
sample in Mexico exposure to trauma was found to be 76%, and lifetime prevalence
rate of PTSD as 11.2% (Norris et al., 2003). Parallel to these findings, probable
PTSD rates as a consequence of experiencing a traumatic event in 3 provinces of
Turkey was found to be 9.9% (Karanci et al., 2012).

However, relatively higher rates (16%) of PTSD were found among a
representative sample of firefighters exposed to a natural disaster in Australia
(McFarlane, 1988). Studies carried out among war veterans (DeGirolamo &
McFarlane, 1996) showed that PTSD rates ranged between 2% to 70%, among which
15% was found to be actively involved in war. Among former prisoners of war and
other types of prisonment including political reasons, studies (Van der Kolk, 2007)
from different countries revealed PTSD rates as ranging from 50% to 70% or more.
After terrorist attacks, the PTSD rates were reported as between 20% to 40%, among
refugees more than 50%. The studies carried out among people exposed to various
types of violence (De Girolamo & McFarlane, 1996) showed 25% of PTSD
prevalence. Other studies in samples at-risk (accidents, hospitalized patients)
demonstrated that PTSD rates vary depending on the type, severity, length and
consequences of stressor, and prior mental health status. So, research on the rates of
PTSD seems to show that the rates differ according to the type of traumatic event.
The next section will present models for PTSD, where the concept and related issues
are covered more comprehensively.

1.2.2 Models of PTSD

In the literature, there are several approaches defining stress and the nature of
stressors. One of which is suggested by Foa & Kozak (1986) as Emotional
Processing Theory, originally associated with exposure therapy for anxiety disorders,
has been used in the efforts to undertand underlying factors leading to PTSD or
recovery. The theory emphasized the presence of ‘fear structures’ in which fear

stimuli is processed. When the individual feels him/herself in danger, or perceive



threat, a fear structure should activate adaptive behavior. It is proposed that PTSD
includes a fear structure in which harmless stimuli are related with meaning of
danger, and exaggerated interpretation of self-incompetence (Foa & Riggs, 1993;
Foa, Steketee, & Rothbaum, 1989).

Foa and Rothbaum (1998) in their integrated model proposed 3 components
effecting the development of PTSD; pre-trauma factors (such as personality), factors
related to memory records about the event, and post-trauma factors. A perception of
an inability to cope with any trauma-related material leads individuals to avoid.
When trauma challenges preexisting schemas such as self-competency and safe-
world, or when it reinforces schemas such as self incompetency and dangerous-
world, then emotional processing is blocked. According to the model, factors that
inhibit recovery are divided into two as trauma related and posttrauma factors. The
trauma related factors are disconnected memories of traumatic event, each including
intense emotions such as fear, confused thoughts, detailed images of specific scenes,
and bodily reactions such as physical pain (Foa & Riggs, 1993). Disturbances such as
nightmares, sleeping and concentration difficulties, impairment in daily life
functioning and attitudes of others are among posttrauma factors that inhibit
recovery.

According to McFarlane and Yehuda (1996; cited in van der Kolk et al.,
2007), PTSD is a process composed of 3 stages: (1) acute stress response, (2) chronic
response to trauma, (3) long-term adaptation to having PTSD symptoms. The
responses of the individual are influenced by biological, social, temperamental, and
experiential factors. Acute stress responses involve the threat perception at the time
of event and distress levels that effect the individual’s functioning. At the second
stage, the individual may become disabled, and disturbed by the symptoms. Finally,
the individual becomes more tolerable to the symptoms and to suffering which
determines the long-term adaptation. The initial days following trauma that involve
distressing and intrusive recollections of the traumatic experience are considered to
be universal indicating a normal processing of reappraisal. The meaning making
process would be a result of the trauma’s impact on different domains (Freddy,
Resnick, & Kilpatrick, 1992). Another critical issue for adaptation is the availability
of support and/or perceived support. Finally, coping capacity of the individual with



the distress and symptoms become important. At this stage, the individual has to
cope with the constant and intrusive memory of trauma instead of the trauma itself.
Although the danger is no longer there, the feelings of threat or fear continue to
overwhelm the individual. These repeated memories and intrusions lead to
retraumatization and suffering from PTSD. Thus, the attributions and appraisals
become essential in determining the long-term outcome.

According to the cognitive model of PTSD, pre-trauma experience, trauma
severity, and the threat perception are important in the development or maintenance
of PTSD (Horowitz, 1986; Foa et al., 1989; Ehlers & Clark, 2000). The appraisal of
threat severity has been proposed to have an indirect effect on PTSD by using
cognitive and behavioral coping strategies such as cognitive avoidance and thought
suppression which prevent recovery (OIff, Langeland, Berthold, 2005). The negative
beliefs and appraisals of ongoing threat, effects the responses given to trauma, in turn
PTSD (Foa et al., 1989; Ehlers & Steil, 1995). During the event, if the individual’s
reactions to the traumatic event involves negative appraisals such as the world is
dangerous, self is incompetent, then this may increase the threat perception and
severity of the symptoms of PTSD (Ehlers, & Clark, 2000). A common mechanism
claimed that when people have negative interpretations of intrusions, threat
perception is directly maintained (Ehlers & Clark, 2000). This threat perception is
accompanied by negative emotions and re-experiencing symptoms. These are more
likely to motivate the patient to engage in dysfunctional behaviors such as avoidance,
or dysfunctional cognitive strategies such as suppression of intrusive memories, that
maintain the disorder.

As can be inferred from the theoretical frameworks, among many factors the
acute/ immediate psychological reaction following the traumatic event is one of the
critical periods which determines the outcome. There is a problem in operational
conceptualization of intensity or nature of the stressor (Amir, Kaplan, & Kotler,
1996). Trauma severity, in general, has been evaluated with symptom severity
(Helzer et al., 1987). The features of the stressor such as the length, duration and
intensity of exposure were predictors of individuals’ responses to stress and PTSD
symptom severity. Other viewpoints claimed that rather than the intensity of stressor

(Breslau et al., 1991), degree and the nature of stressor best predicts PTSD, where
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type of stressor is not equal to the severity of stressor. As McNally (2003) stated it is
not just the type of event, but rather the subjective appraisal of the event in terms of
perception of loss, harm, and controllability that has particular effects on PTSD
(Ozer, Best, Lipsey, & Weiss, 2003; Norris, Friedman, & Watson, 2002). For
example, some individuals are effected by events such as divorce, economic crisis
and develop PTSD whereas others never develop PTSD following events such as
torture. Therefore, every individual may perceive, appraise and respond to the same
traumatic events differently. Both the concrete or perceived reality of the event and
the reaction given are presumed to determine the level of perceived severity of the
traumatic event. In the aftermath of a traumatic event, being distressed can be
considered as a normal reaction given to feelings of horror, helplessness, or fear.
This acute distress reaction and related symptoms are expected to be resolved so that
PTSD is not developed. Therefore, initial emotional reaction influences the capacity
of the individual to respond to threat in an adaptive way (Perry, Difede, Mushgi,
Frances, & Jacobsberg, 1992). Individual’s immediate or short-term responses
(during the ‘impact phase’ of a stressor) which is labelled as ‘peritraumatic’
responses (Marmar et al., 1994), or ‘acute catastrophic stress reactions’ (Horowitz,
1986) include behaviors, emotional or cognitive experiences and mental processes
with defenses. Intensity of perceived threat influences the stress response in the
aftermath of trauma (McNaughton & Corr, 2004). The ‘peritrauma’ reactions such as
dissociation, freezing/surrender, disorganization, and perceiving events as
uncontrollable and unpredictable were found to be indicators of prolonged distress
(Foa & Rothbaum, 1989). Some people’s appraisal of the stressor may be threatening
(damage/harm possibility), whereas for others challenging (opportunity for gain)
(OIff et al., 2005). Following the period of impact phase, the subjective distress level
predicts the later development of PTSD (Perry et al., 1992).

In addition to emotional distress or perceived severity of threat, another
subjective variable which was found to predict PTSD is perceived social support
(Perry et al., 1992). Social support has been evaluated as another essential factor
significantly effecting the outcomes in the aftermath of stressful life events.
Especially in a collectivist culture, trauma survivor has a potential environment

(extended family members, friends, neighbours) where the experiences can be shared
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and processed. Moreover, in the aftermath of traumatic events, individuals needs for
safety, stability, security, empathy and respect has to be satisfied/met (Price, 2007).
Therefore, they may look for such support to get the unmet or disrupted needs
following trauma. One important point is that, individuals exposed to a traumatic
event, may start to perceive their relationships as less supportive (Stroud, 1999). The
changes in stress level and social support effect each other, especially when poor
coping mechanisms are utilized (Hobfoll, 1989). The perception of stress and
resources can be influenced by social support, while stress and loss of resources may
worsen social support (Vranceanu, Hobfoll, & Johnson, 2007).

There is an increasing number of studies inquiring the mechanisms
underlying possible outcomes of experiencing traumatic life events. The pathways
that lead to PTSD and/or PTG are still not clear. It has been agreed that it is not so
much the event but how people process the event and cope with it that determines the
positive versus negative outcomes (Aldwin & Levenson, 2004). Lazarus and
Folkman (1984) suggested that individual’s capacity of processing the event, such as
meaning making is an important factor related to the ability to cope. Tedeschi and
Calhoun (2004) claimed that rumination is the key variable in their model that
includes personality, coping, self-disclosure, and social support. In light of these
views, event-related rumination is investigated in this study as one of the posttrauma
factors leading to negative or positive outcomes.

Rumination is referred to as a cognitive process where the individual thinks
repetitively about the root causes and consequences of an event, situation or
information. Researchers conceptualized the term in different forms, mostly focusing
on the negative content. In a more recent approach to rumination, Cann et al., (2011)
distinguished two types of rumination, intrusive and deliberate, which can be
assessed through an inventory. Intrusive rumination involves involuntary, repetitive
thoughts about the traumatic event. This type of rumination is considered as more
related with intrusive thoughts that are part of reexperiencing symptoms of PTSD
(Cann et al., 2011; Tedeschi & Calhoun, 2004). Intrusive thoughts following a
significant negative life event, are evaluated as expected part of a series of responses.
However, some researchers distinguished reexperiencing as remembering the

traumatic event, from rumination as thinking about the event repetitively (Ehlers &
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Clark, 2000). Rumination is also different from intrusive thinking in that it involves a
choice of engaging in this kind of thinking, in order to gain an understanding about
the emotions and problems (Lyubomirsky & Nolen-Hoeksema, 1993). While
rumination was reported equally following both negative and positive events,
intrusive thinking was found to be reported only after negative life events (Luminet,
Zech, Rime, & Wagner, 2000). During intrusive rumination, the individual keeps
thinking about issues such as ‘I found myself automatically thinking about what had
happened”’, ‘‘Thoughts about the event caused me to relive my experience’’, ‘‘Other
things kept leading me to think about my experience’’.

Rumination about the traumatic event have been suggested as an important
factor in the development and maintenance of post-traumatic stress symptoms
(Ehlers & Clark, 2000; Bennett & Wells, 2010; Affleck & Tennen, 1996; Calhoun,
Cann, Tedeschi, & McMillan, 2000; Taku, Cann, Calhoun, & Tedeschi, 2008).
Michael, Halligan, Clark, & Ehlers, (2007), reported rumination as a predictor and
maintenance factor for chronic PTSD (Foa, Zinbarg, & Rothbaum, 1992), in which
‘why?’, ‘why me?’, ‘what if?’ questions are asked in a compulsion-like manner,
repetitively. Since these questions involve unproductive abstract thinking, and
attention is focused on the negative causes of the adverse event, this type of
rumination can be characterized as maladaptive, in which problem-solving processes
are impeded (Watkins, 2008). Rumination in response to intrusions may impede the
process of cognitive adaptive reappraisal of trauma and possibility of changing
related trauma memory (Ehlers & Clark, 2000). If the focus of attention becomes
stuck in the past, and the individual keeps on ruminating about the event, then the
individual will be overwhelmed with the negative emotions associated with the
traumatic event, which results in decreased abilities of dealing with the daily life
problems, and leads to further distress (Nolen-Hoeksema & Morrow, 1991). Some
people actively avoid thinking about the event, believing that this would preclude
understanding oneself. However, if the individual avoids, suppresses, or tries not to
think or not to ruminate about the traumatic event, then the individual becomes more
involved with the cognitive process of thinking more about it (Gold & Wegner,
1995). Ehlers & Steil (1995) considered this process as a form of a cognitive
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avoidance, helping the individual to divert from the distressing cognitions or images
of the traumatic events..

Ehlers & Clark (2000) claimed that rumination has an impact on PTSD
symptoms in three ways: (1) rumination prevents the processing of traumatic
material, (2) rumination heightens negative appraisals of trauma and its
consequences, (3) rumination may activate symptoms (tension, dysphoria,
hopelessness) and trigger intrusive memories. Other studies resulted in explaining
rumination as impeding successful problem solving (Nolen-Hoeksema & Morrow,
1993). Therefore, there should be some other way of dealing with the trauma besides
intrusive rumination. It is claimed that while intrusive thinking helps individual to
search and find an understanding about the event, this kind of rumination predicts
deliberate rumination as well (Tedeschi & Calhoun, 2004; Calhoun et al., 2010;
Cann et al., 2011). In other words, although this recurrent thinking involves intrusive
undesired thoughts, symptoms of distress, or controlled thinking, this may maintain
individuals’ efforts in trying to make meaning out of the experience and solve the
problem (Watkins, 2008). Previous research claimed that traumatic events challenge
the individuals’ existing schemas and assumptions about the self, others, and the
world (Janoff-Bulman, 1992). According to Tedeschi and Calhoun (1995; 2004),
trauma may cause individuals to process the event over and over again, in order to
deal with the mismatch between the individual’s preexisting schemas and the current
life crisis. This in turn, may lead individuals to challenge and restructure their
cognitions and facilitate growth. Therefore, rumination may facilitate coping if it
helps the individual to integrate the experience with preexisting beliefs (Horowitz,
1986). Tedeschi & Calhoun (2004), claimed that in order for cognitive processing to
promote growth, effort and time is needed. This effortful and intentional cognitive
processing about the traumatic event, which also reflects problem-solving and
meaning-seeking is called deliberate rumination. Deliberate rumination helps the
individual deal with the traumatic event and manage the cognitive processing by
voluntarily asking questions and thinking about issues such as ‘‘Could I make
meaning from my experience?’’, ‘“What does this mean for my future?’” and ‘‘How

does this effect my view of the world?”’.
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While some theorists questioned the concept of rumination as a type of
emotion-focused coping (Matthews & Wells, 2004), others claimed that rumination
is a different concept in that rumination is associated only with cognitive responses
to negative events whereas emotion-focused coping involves various types of
behavioral responses to a variety of event types. Moreover, the meta-cognitive model
of PTSD (Wells, 2000) regarded rumination and worry as dysfunctional coping
strategies, that inhibit emotional processing of the traumatic event and thus maintain
PTSD symptoms.(Bennett & Wells, 2010)

Parkinson (2000) proposed a conceptual model summarizing the factors
related with traumatic events which have impact on the chronicity of outcomes. The
model examines the indicators under three group of factors: (1) Pretrauma factors,
(2) Traumatic event-related factors and factors during the event, (3) Posttrauma
factors. This model is illustrated in Figure 1. According to this model, social support
influences both the event-related factors and post-event factors. The available social
networks have an effect not only on reactions and appraisals at the time of the event

or immediately after the event, but also post-event evaluations and coping capacities.
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Figure 1 Factors effecting the adjustment to Traumatic Events (Parkinson, 2000)
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The stressful and distressing events may be perceived as traumatic for some
individuals and not for others. The various ways of individuals’ interpreting and
experiencing the events may depend on different factors (personality, coping etc.).
The trauma itself may block the basic skills of individuals. The distressing side may
cause the individual to feel overwhelmed by the trauma and impair coping abilities.
Some people may have sufficient resources and adapt, while others may utilize
immature, maladaptive ways to cope with the stress, and may need more adaptive
ways and resources to work through the traumatic material.

Coping is defined as ‘cognitive and behavioral efforts made to master,
tolerate, or reduce external and internal demands and conflicts’ (Folkman & Lazarus,
1980, p.223). According to Lazarus & Folkman’s (1984) approach referred to as
cognitive appraisal theory, there are two stages of responding to stressful life events,
namely the ‘primary appraisal’ and the ‘secondary appraisal’. At the primary
appraisal stage, the individual first makes a judgement about the situation whether
the experience has harmed, threatened or challenged them, This evaluation is
influenced by situational features such as the nature of stressor, degree of familiarity,
timing, context, and thoughts about possible impacts. Additionally, the evaluation is
also influenced by psychosocial features of the individual such as values,
motivations, roles, personality traits, religious beliefs. The secondary appraisals
depend on the evaluations of one’s available resources to cope. This covers
individuals’ engagement in cognitive processing (i.e., attribution of responsibility
and controllability), in which these evaluations lead individuals to determine the
ways of coping with the stressor (Lazarus & Folkman, 1984). In deciding to cope
with the stressor, the individual uses both psychological (problem solving skills) and
social resources (social support) and assess whether these perceived individual
resources are sufficient to mitigate the effects of the event. According to Lazarus &
Folkman (1984), an essential determinant of coping ability is the individual’s
meaning making capacity out of their experiences. Both the responses to the
traumatic event and the individual’s capacity to cope with their reactions are
important. Finally, the person gives meaning out of these evaluations and try to cope

with the adversities of the trauma.
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Janoff-Bulman (2004) claimed that the essential factor after the highly
distressing traumatic events is the ability to cope effectively. These strategies have
been classified and conceptualized by researchers with slight differences. In a broad
classification, coping may be either problem-focused (task-focused, active coping,
positive coping, direct coping, approach coping) which includes purposeful efforts to
actively solve the problem, attempting to alter a situation, or may be emotion-
focused (suppression, avoidance, passive coping, negative coping, maladaptive
coping) where the person uses self-oriented emotional reactions to reduce stress, if
there is no change according to the way they appraise or interpret the threat (Billings
& Moos, 1981; Folkman & Lazarus, 1985; Moos & Schaefer, 1993). The findings
clearly show that emotional coping leads to poorer outcomes (Brantley, O’Hea,
Jones, & Mehan, 2002). Some researchers added avoidant coping strategy in which
the person is avoiding the stressful situation, trying to minimize the problem,
withdrawing from the problem, or venting their emotions (Moos & Schaefer, 1993),
and social support seeking coping where the individual is obtaining advice, seek
accompany or express emotions (Carver, Scheier, & Weintraub, 1989; Litman,
2006). Although pathways were not clear (Huijts, Kleijn, van Emmerik, Noordhof, &
Smith, 2012), previous findings indicated that traumatic events may decrease
individual’s ability to cope with the stressors, and lead to an increase in using
maladaptive coping strategies (Emmelkamp, Komproe, Van Ommeren, & Schagen,
2002). The traumatized individuals may continuously engage in search for a meaning
to make sense of the past, handle the present time and alter future. In trying to
accomplish that, either religion or spiritual life accompanies some of the individuals
in the meaning-making process. Therefore, religious coping is regarded as another
coping strategy used in order to cope with the stressful life events (Pargament, 1997).
This coping style involves praying, seeking God’s guidance, or seeking support from
God. Religious coping can be considered as involving two patterns; positive or
negative (Pargament, Smith, Koenig, & Perez, 1998). Positive religious coping,
entails a trusty and secure relationship with God, where the problem or the stressful
life event can be handled with the help of God. This pattern of coping is believed to
be powerful in dealing with the losses in the way that helps forgiving and letting go,

and searching for meaning and some benefits of the traumatic experiences. However,
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negative religious coping involves insecure, untrusty relationship with God. The
adverse events are interpreted as a punishment from God or as a result of a devil’s
action. The individuals may feel confused about justice issues, may not be satisfied
with God and may have difficulties in interpreting the meaning of the traumatic
events (Pargament et al., 1998).

According to other coping models, primary coping strategies people use in
the aftermath of stressful life events are defined with similar labels; for example,
approach coping and avoidance coping, or active versus passive/avoidant coping
(Snyder & Pulver, 2001). The common distinction is that while one coping strategy
(approach, active) involves dealing the problem directly and work for a solution to
reduce the effects of the adverse event, the other coping strategy (passive, avoidance)
tries to escape from the distress/negative emotion created by the event without
getting involved in the stressor (Lazarus & Folkman, 1984).

Some studies examined the types of coping styles as mediators for different
outcomes (Bal, vanOost, De Bourdeaudhuij, & Crombez, 2003). Coping should be
viewed as a process, where it may change according to the type of the event, the
changes in stressor over time, and the individual differences (Horowitz, 1986).
Coping style based on individual differences may result with ranging outcomes of
stress reaction from distress to disorder (Brewin, Dalgleish, & Joseph, 1996).

A conflicting finding has demonstrated that PTSD was equally associated
with all coping strategies (Spurrell & McFarlane, 1993). It is claimed that rather than
the coping strategy, the essential fact is the ability to cope successfully. When the
individual copes effectively, distress is relieved, social life and sense of self-worth is
preserved, negative effects on functionality is managed (Pearlin & Schooler, 1978).
In order to cope successfully however, coping strategy must correspond both with the
available individual resources and the circumstances of the event. When the
individual has no control over the situation, then acceptance, passive surrender,
cognitive restructuring may be appropriate. In other conditions, the individual must
directly take action to change the stressor or relation with the stressor, and actively
seek help. Social support can be regarded as a factor helping to recover from trauma
by influencing the type of coping style utilized (O’Brien & DeLongis, 1997) in that
active support may influence efforts to manage the situation more easily. This may
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also improve controllability perception over the situation and self-confidence, which
in turn increases the selection of active coping strategies. Social support networks
may provide the opportunity to express emotions, discuss concerns, challenge
negative beliefs and thus reduce the rates of engaging in avoidance coping strategies
(Flannery, 1990; Folkman & Lazarus, 1990), and increase engagement in approach
coping.
1.2.3 Literature Findings Related to Factors Associated with Posttraumatic
Stress Disorder
1.2.3.1 Pretrauma factors; socio-demographic variables, personality factors
Genetic and biological risk factors, as well as socio-demographic factors
(e.g., age, education, income, employment, marital status), mental health status, the
environment and the personality traits can be evaluated among the pretrauma factors.
With respect to gender, a large-scale study among a representative sample of
women in U.S. found 70% of people experiencing at least one traumatic event
involving sexual or physical assault, natural disaster, accident, homicide of a family
member (Resnick, Kilpatrick, Dansky, Saunders, & Best, 1993). In this study women
reported lifetime PTSD was 17.9%, and current PTSD was 6.7%. Epidemiological
studies reported a lifetime prevalence of exposure to a trauma as 60.7% in men,
51.2% in women, PTSD 8.1% in men and 20.4% in women (Kessler, 2000; Kessler
et al., 1995). In Taiwan, after the major earthquake the PTSD rate was found to be
10.3% (Lai, Chang, Connor, Lee, & Davidson, 2004); two times more prevalent in
women (18%) than in men (7.7%). Five percent to eight percent of men and ten
percent to twenty five percent of women were found to suffer from PTSD in their
lifetimes (Breslau et al., 1991; Kimerling, Ouimette, and Wolfe, 2002). Several
studies (Norris, 1992) emphasized the effects of age and sex as factors effecting the
exposure to trauma; younger people having higher rates of PTSD, and women
developing PTSD twice more than men in the aftermath of trauma. A study (Hapke,
Schumann, Rumpf, John, & Meyer, 2006) in a representative sample of 4075 adults,
revealed that although exposure to any trauma in the lifetime did not vary by gender,
the probable PTSD diagnosis was found to be higher in women (11.1%) than men
(2.9%). Results of an epidemiological study conducted in Europe, showed that

women experienced less potentially traumatic events than men, however PTSD
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occurred significantly more in women than men in France and in Netherlands
(Darves-Bornoz et al., 2008). This gender differences has been also found in Sweden
(Frans et al., 2005) and in American studies (Breslau, 2002). Epidemiological
research reported the cause of traumatization for men was more frequently related to
accidents, war, assaults, natural disasters and for women childhood abuse (Kessler et
al., 1995). In the general population, between 17% to 33% women reported sexual or
physical abuse (Finkelhor, Hotaling, Lewis, & Smith, 1990), whereas in mental
health settings this rate increased to 35% - 50% (Cloitre, Cohen, Han, & Edelman,
2001). Previous researchers discussed this issue as women being at a greater risk of
experiencing the specific potentially traumatic events (PTE) that lead to more PTSD.
63.6% reported a lifetime experience of at least one PTE, and the mean number of
PTE was 1.5. Six events that were found to be most significantly associated with
PTSD were being raped, being beaten up by spouse or romantic partner, an
undisclosed private event, serious illness, being beaten up by caregiver, being
stalked. Additionally, it is suggested that men may not express their distress
emotionally but rather behaviorally (Darves-Bornoz et al., 1998).

With respect to employment, a previous study indicated that PTSD group had
a lower rate of employment compared to a non-PTSD group (Alonso et al., 2004).
However, this was proposed to be a condition occurring as a post-event impact in
which the event influenced the individual’s daily life functioning, thus employment
status. The results of another research study (Amir et al., 1996) with 66 PTSD
diagnosed individuals who were exposed to terrorism, battlefield experience, work
and traffic accidents, showed that education and work status were the significant
protecting variables.

The previous research results stated that being male, young age, low income
level, low education level were risk factors for encountering more traumatic
experiences (Frans et al., 2005; Breslau et al., 1991), while being women, old age,
low education and income levels (Davidson et al., 1991), preexisting psychiatric
disorder history were found to be related to PTSD (Norris et al., 2003; Siimer,
Karanci, Berument, & Gunes, 2005; Perkonigg et al., 2000; Breslau et al., 1991).

In a study with a Turkish adult community sample being female, low level of

education and income, being middle aged seemed to be risk factors for being

20



exposed to traumatic events and developing PTSD. In considering the types of life
crises accidents, natural disasters and unexpected death of loved ones were the most
frequent events reported whereas experiencing death or chronic illness seemed to be
a higher risk factor for developing PTSD. The results also revealed that although
there were no significant gender differences in exposure to traumatic events, women
had more PTSD diagnosis. This was assumed to be associated with differences in the
types of events experienced, social/work lives and cognitive processing of women
(Karanci et al., 2009).

Since not everyone exposed to a traumatic event develops a pathology or
PTSD, other risk factors must play a role in the development of the disorder.
Therefore, there has been research on the possible predisposing variables effecting
the development of PTSD. One factor that has repeatedly been associated with PTSD
symptoms and negative changes is the personality trait of neuroticism (Evers et al.,
2001; Tedeschi & Calhoun, 1996, Val & Linley, 2006). Neuroticism on its own or in
combination with introversion have been found to be associated with the severity of
posttraumatic stress (Ai et al., 2005; Evers et al., 2001; Val & Linley, 2006;
Emmelkamp, 2006).

Chilhood traumatic experiences and neuroticism’s role (Brewin, Andrews, &
Valentine, 2000) were often examined in developing PTSD, while positive traits such
as creativity, flexibility, open-mindedness, were regarded as protective factors.
Therefore, internal resources seem to be important for either functioning as a
protective or a risk factor in struggling with the traumatic stress. Emmelkamp (2006)
from a different view claimed that since most studies are retrospective, personality
assessment after trauma may be less reliable and may be affected by the traumatic
experience itself. Another view claimed that personality factors may effect the
individual’s perception of the event as traumatic or not (Price, 2007). In another
study, results indicated that two personality factors i.e., extraversion and
conscientiousness, were not effected by the reported stressful events, whereas those
with neuroticism influenced more by the event (Lockenhoff, Terracciano, Patriciu,
Eaton, Costa, 2009). In a study with survivors of maltreatment it was suggested that
the predispositional factor of helplessness (Seligman, 1975) and diminished coping

resources may effect the perception of life events as more stressful. The literature
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also indicated that helplessness is related to more neuroticism, less optimism, less
extraversion, to more passive coping and less social support (Evers et al., 2001).
1.2.3.2 Trauma-related factors: type of the event, perceived severity of the event

(peritrauma severity), time elapsed since the event, number of prior

events

Sexual assault, rape as opposed to other types of traumatic event, number of
other recent traumatic life events, and reactions given during the event were found to
be related to PTSD and higher levels of PTS symptoms severity (Amir & Sol, 1999;
Frans et al., 2005).

Previous findings indicated that the consequences of experiencing a traumatic
event differ according to the type of the event (Breslau, 1998). The events involving
human-made/intentionally caused actions such as torture, abuse, violence were found
to be related more to PTSD. The incidence rates of PTSD has been found to be 55%
after rape, 35% after childhood abuse, 17% after assaults and 7% after severe
accidents (Kessler et al., 1995). Health-related chronic or life-threatening events
(myocardium heart attack, HIV/AIDS, cancer) are also considered as traumatic
events. In studies among cancer survivors, PTSD and symptoms were reported as up
to 19% (Mehnert & Koch, 2007). Norris (1992) claimed that brief and specific events
experienced at one time such as accidents may have enduring effects as compared to
combat experience. In another study (Amir et al., 1996), type of the events which
were grouped into four as war, terrorism, work accidents and traffic accidents were
not significantly different in terms of demographic variables and symptom severity.
However, war veterans were found to be more severely effected by PTSD. A study
(Hapke et al., 2006) in a representative sample of 4075 adults, found specific types of
trauma (especially rape and sexual abuse) and preexisting anxiety disorder as the
predictors of PTSD.

Meta-analysis of epidemiological studies indicated on the average 20% of
people experiencing traumatic events developed posttraumatic stress disorder
(Yehuda & McFarlane, 1995). Compared to other types of events, war and sexual
assault experiences (Norris, 1992) were more likely to lead to PTSD (Foa et al.,
2000). The nature of man-made traumas which are violent and upredictable, may be

the reason for this link.
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The most commonly experienced traumatic event types leading to PTSD were
combat and witnessing death or severe injury for men, whereas rape and sexual
assault were the events for women. According to the results of an epidemiological
study of US population, 48.4% of women who experienced rape, and 10.7% of men
who witnessed death or serious injury, developed PTSD (Kessler et al, 1995).

Another meta-analysis (Tolin & Foa, 2006) found that although a potentially
traumatic event is more likely to be experienced by men, women are more likely to
meet the criteria for PTSD. Depending on the type of the event, for example for
nonsexual assault, PTSD was more reported in women than men, meanwhile for
sexual assault or child sexual abuse there were no significant gender differences in
PTSD. Since the same type of potentially traumatic event (PTE) elicits more severe
symptoms in women than men, there might be differences in processing the event or
the coping strategies employed.

The results of a recent study (Mulder, Fergusson, & Horwood, 2013) revealed
that non-traumatic life events (i.e., Criteria A of PTSD not met) were also associated
with PTSD symptoms. Previous studies also demonstrated this link between PTSD
symptoms and a wide range of non-traumatic events such as marital problems
(Dattilio, 2004), employment related stressors, and bereavement (Zisook, Chentsova-
Dutton, & Shuchter, 1998). According to these results a traumatic event is a
necessity for PTSD to occur, but it is not sufficient (Shalev, 2007). Although these
events are prevalent, and likely to cause distress, however, only a minority of
individuals develop PTSD.

Goldberg, True, Eisen, & Henderson (1990) argued that genetic
predisposition have an impact on increasing both the possibility of being exposed to
a traumatic event and the intensity of PTSD symptoms. Rather than studying only the
traumatic event and vulnerability as causal factors for PTSD, the severity, the
intensity, the duration of early symptoms and more underlying factors fostered the
necessity to examine causal relationships in more comprehensive models.

Individual’s response during the trauma was another factor that found to be
related to PTSD (Norris et al., 2003; Stimer et al., 2005; Perkonigg et al., 2000;
Breslau et al., 1991). In their research among crime victims, Kilpatrick et al. (1989)

demonstrated that life threat during crime and physical injury predicted PTSD. This
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initial/ acute reaction given to a potentially traumatic event, such as helplessness,
horror, intense fear, were presumed more likely to be experienced in women (OIff,
Langeland, Draijer, & Gersons, 2007). These gender differences in acute reactions to
trauma may have led to more PTSD in women (Tolin & Foa, 2006). This difference
Is suggested to occur because of cognitive or emotional processing differences
among men and women. Women are proposed to perceive the situations as more
threatening, and feel more loss of personal control. The maladaptive peritraumatic
processing during the trauma was suggested to increase the intrusion symptoms in
PTSD (Ehlers & Clark, 2000; Brewin et al., 1996). The research findings also
indicated a positive relationship between peritraumatic dissociation and
reexperiencing symptoms (Laposa & Rector, 2012), flashbacks (Bremner & Brett,
1997) and PTSD.

Passage of time since the traumatic event is another factor determining the
differential consequences. In a study, Mayou, Ehlers, & Bryant (2002) found that
three years after a motor vehicle accident, 11% of the participants still suffered from
PTSD. Participants who interpreted their intrusive memories of the accident in a
negative way by either ruminating or trying to suppress were more likely to suffer
from PTSD symptoms at 3 years. About half of the patients who met the diagnostic
criteria at 1 year had recovered by 3 years. Foa and Rothbaum (1989) demonstrated a
decline in PTSD symptoms following rape, such as 94% at first week after the
trauma, 52.4% at two months post trauma and 47.1% at nine months. Similarly,
PTSD symptoms following violent crime accidents (Rothbaum, Foa, Riggs,
Murdock, & Walsh, 1992), were experienced as 65% one week after the trauma, 25%
two months later, and no symptoms (0%) nine months after the trauma. However,
another research (Amir et al., 1996) showed contradictory results in which 66 PTSD
diagnosed individuals experienced more severe PTSD symptoms with increased
passage of time since trauma. Similarly, the study among injured trauma survivors
(Shalev, Peri, Canetti, & Schreiber, 1996) considered whether symptoms change
over time or remain the same among individuals with chronic PTSD. According to
the results, PTSD patients did not develop new symptoms, but the initially expressed

symptoms remained the same.
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There is also a mutual relationship between passage of time and social
support. It is claimed that the social support networks can be impaired over time.
Some research results revealed that greater PTSD severity reduces social support
resources (Kaniasty & Norris, 2008). Various research findings raised the question of
the factors predicting recovery versus long-term chronicity. The longer the PTSD
lasts, the role of event in explaining the symptoms becomes less important. Time
seems to be needed to cope with negative aftermaths and to find meaning in the
event. Therefore, rather than just considering the time passed since trauma, duration
of symptoms and the processing carried out during that period seem to be a more
essential factor in determining the outcome.

The prior experiences with stress and trauma influences and shapes the
responses given to potentially traumatic events. Results of research with different
samples also revealed that prior trauma exposure increases the probability of PTSD
(Bremner, Southwick, Jonhson, Yehuda, & Charney, 1993; Galea et al., 2002). Being
exposed to similar or other traumatic events, seperation from parents, poverty, lower
education significantly predicted both exposure to trauma and PTSD (Breslau et al.,
1991). Among people suffering from PTSD, the mean number of experiencing
potentially traumatic events lifetime were reported as three (Darves-Bornoz et al.,
2008). However, limited studies could not provide clear results about whether the
cause of maladaptive responses to a particular trauma, thus PTSD, is related to being
exposed to prior traumas or vulnerability factors such as personality, previous PTSD
or any other preexisting mental health problem (Breslau, 2009). However, more
recent results from a 30-year longitudinal study (Mulder, Fergusson, & Horwood,
2013) showed that being previously exposed to five or more traumatic or adverse life
events were significantly related with higher PTSD symptoms. Moreover, the
duration of symptoms was positively correlated with more impairment in
functioning.

The traumatic event, initial reactions to the impact of the event and the
severity of symptoms may cause disruptions and significant impairment in daily life
functioning. Boals & Hathaway (2010) emphasized the importance of this criteria in
distinguishing pathological/ non-pathological reactions given to stressful life events.

The reactions given by the individual during the event and the perceived and
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received social support in the aftermath of a traumatic event were also found to be
related with PTSD and high levels of PTS symptoms severity (Amir & Sol, 1999;
Frans et al., 2005).

In a Turkish sample, high levels of impairment of functioning and greater
number of traumatic events experienced were related to high PTS symptom severity
(Karanci et al., 2009).
1.2.3.3 Posttrauma factors; perceived social support, rumination, ways of coping

Perceived social support can be considered as another subjective variable
similar to perceived severity of threat. Previous research indicated that social support
reduced stress following a cancer diagnosis, provided positive life changes (Bozo,
Gundogdu, & Buyukasik-Colak, 2009), and increased well-being emotionally
(Holland & Holahan, 2003). Some other studies considered poor social support after
a traumatic event as a risk factor for PTSD (Ozer et al., 2003). Some researchers
focused on the changing direction of the relationship between social support and
PTSD over time. Poor social support is found to be a risk factor for PTSD in the
early times of coping with the adverse event, while over time (18-24 months after
trauma) greater PTSD severity reduced social support resources (Kaniasty & Norris,
2008). Low levels of social support in the aftermath of traumatic events such as war
or natural disasters, were found to be related to PTSD symptoms. A meta—analysis
(Brewin et al., 2000) revealed that lack of social support was a significantly strong
risk factor for PTSD (Perry et al., 1992) and higher levels of PTS symptoms severity
(Amir & Sol, 1999; Frans et al., 2005).

One interesting point about the directionality of perceived social support is
that among female adolescents exposed to interpersonal violence perceived support
from friends was found to be related with increased distress (Springer & Padgett,
2000). This may be related to the type of event or the features of the age group.
However, this does not change the consensus that perceived, not received, support
directly leads to reliably better psychological health and helps the individual protect
oneself in stressful situations (Kaniasty, 2005). In terms of correlations, perceived
support and trauma exposure were found to be negatively correlated. This decline in
perception of support following trauma in turn has been found to increase negative

outcomes instead of its direct protective role.
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Previous research findings supported the association between rumination and
PTSD symptoms in the aftermath of traumatic events (Ehring, Frank, & Ehlers,
2008; Michael et al., 2007). Rumination and negative interpretations following grief
reactions were found to be significant predictors of symptom severity (Boelen, van
den Bout & van den Hout, 2003). In a study among ambulance service workers,
rumination was found to be significantly related to symptom severity of PTSD and
general mental health level (Clohessy & Ehlers, 1999). In other studies rumination
was found to be associated with neuroticism (Segerstrom, Stanton, Alden, &
Shortridge, 2003). Some studies found a positive correlation between neuroticism
and negative repetitive thought, also between openness to experience and more
searching repetitive thought (Segerstrom et al., 2003). Rumination was found to
serve as a mediator in the association between neuroticism and depression (Nolan,
Roberts, & Gotlib, 1998). In clinical studies, some evidence showed that ruminating
in response to intrusions, not only give rise to intrusions (Laposa & Rector, 2012) but
also leads individuals to overall PTSD (Clohessy & Ehlers, 1999). Previous research
also indicated that intrusive memories may lead to a ruminative reaction, in turn to
PTSD (Michael, et al., 2005). The negative feelings following rumination may also
activate intrusive memories. In a bereavement study (Taku et al., 2008), intrusive
rumination predicted psychological distress. In a cross-sectional study with woman
suffering from breast cancer, Chan, Ho, Tedeschi and Leung (2011) found that
negative event-rumination was positively related with PTSD symptoms. Cann and
colleagues (2011) found that intrusive rumination is more related with avoidant
coping style, whereas deliberate rumination was found to be related to seeking
support coping style. Among a variety of cancer diagnosed patients (Morris and
Shakespeare-Finch, 2011), trauma severity and intrusive rumination were found to be
associated with distress (PTSD symptoms).

In terms of coping strategies used after exposure to traumatic events, the
effects of different ways of coping were found to be related to PTSD (Norris et al.,
2003; Stimer et al., 2005; Perkonigg et al, 2000; Breslau et al., 1991). Some research
findings showed that problem-focused coping and social support seeking coping
were effective strategies in reducing PTS levels (Ahern, Galea, Fernandez, Koci,

Waldman, & Vlahov, 2004; Ozer et al., 2003), whereas emotion-focused coping and
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particularly avoidant coping were found to be less effective in dealing with stressors
and PTSD symptoms. However, in a study with a refugee sample, seeking support
coping and emotion-focused coping were not clearly related to PTSD (Huijts, et al.,
2012). The results of a recent study (Schuettler & Boals, 2011) revealed that avoidant
coping, negative perspectives about the traumatic event (e.g., ‘I don’t see how
bringing up the past can help me’), and maladaptive emotional reactions predicted
PTSD symptoms. Meanwhile, positive coping (seeking support, religious coping),
rather than self-blame and avoidant coping, among sexual assault survivors and
combat, were found to be less related with PTSD symptom severity (Coffey,
Leitenberg, Henning, Turner, & Bennett, 1996). Although some studies found no
relation between positive coping and symptom severity, avoidant coping has been
found to be related more with PTSD symptoms (Bleich, Gelkopf, & Solomon, 2003).

Coping strategies, by some theorists, were regarded as an inherent trait type
that are not effected by other factors (Lazarus, 1993). Other findings revealed some
related variables influencing the coping strategies. Social support can be regarded as
a factor helping to recover from trauma by influencing the type of coping style
utilized (O’Brien & DeLongis, 1997) where active support may influence efforts to
manage the situation more easily. In a study with breast cancer patients, perception
of high social support, increased positive reappraisal and engaging in problem-
solving coping style, which in turn, improved emotional well-being (Holland &
Holahan, 2003). Other studies found possible contributing roles of personality traits
on coping strategies. Research in a community sample, showed that neuroticism is
negatively correlated with direct coping, positively related with coping strategies
involving escape response, self-blame and withdrawal. However, an unexpected
research finding indicated (Charlton & Thompson, 1996) neuroticism as associated
with both emotion-focused and more problem-focused coping. Meanwhile,
extraversion was more associated with active coping (McCrae & Costa, 1986).

There are studies conducted to examine and understand the relationship
between coping strategies and post traumatic stress symptoms versus growth. Aldwin
et al. (1996) found that coping strategies mediated the relationship between trauma
and both positive and negative outcomes. Similarly, a follow-up study and a

longitudinal study found that dealing with a traumatic event by using problem-
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focused coping were related with positive outcomes, whereas those using avoidance
and emotion-focused coping were negatively related to experiencing positive
outcomes (Aldwin et al.,1996; Moos & Schaefer, 1993; Mason et al., 2006).
Therefore, it is essential to differentiate the pathways to negative versus positive
outcomes. One of the positive outcomes after experiencing a traumatic event is
claimed to be posttraumatic growth (PTG).
1.3 Posttraumatic Growth

Even when people are confronted with an extremely stressful event, they may
perceive some positive sides out of this adversity (Calhoun & Tedeschi, 1999;
Morris, Shakespeare-Finch, Rieck, & Newbery, 2005; Tedeschi & Calhoun, 2004).
For some people, positive changes might occur in the aftermath of a traumatic event
as a result of being able to cope/deal with the adversities posed by these events. The
subjectively perceived positive psychological consequences as a result of a traumatic
event is called Posttraumatic Growth (PTG) (Calhoun & Tedeschi, 1995; 1999).

PTG has been widely investigated in various populations and researchers
named it differently such as ‘adversarial growth’ (Linley & Joseph, 2004), ‘benefit-
finding’ (Affleck & Tennen, 1996), ‘stress-related growth’ (Park, Cohen, & Murch,
1996). PTG is a different concept from resiliency, optimism, sense of coherence or
hardiness. These concepts are used more for indicating a successful adjustment to an
adversity (O’Leary & Ickovics, 1995). However, PTG is more used for
transformation of the individual while struggling or fighting with these adverse life
events (Tedeschi & Calhoun, 1995; 2004) and with distress (Tedeschi, Park,
Calhoun, 1998). Posttraumatic growth is evaluated as moving the individual one step
further than one’s previous state of functioning. Therefore, after the traumatic event
the individual does not go back to previous psychological conditions but goes further
(Janoff-Bulman, 2004).

PTG has been conceptualized either as an outcome of traumatic event
(Schaefer & Moos, 1992; Tedeschi & Calhoun, 1995) or as a coping strategy
(Affleck & Tennen, 1996).

The positive changes or transformations involve changes in the perception of
self, changes in views about life, the world, spirituality and changes in interpersonal

relationships (Tedeschi et al., 1998; Janoff-Bulman, 1992). Individuals may report
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improved relationships, heightened sense of self, feelings of more strength, and
developed coping abilities about life stressors, appreciation of life in general (Joseph
& Linley, 2006; Tedeschi et al., 1998). These changes are summarized in five
domains: (1) new possibilities, (2) spiritual change, (3) relating to others, (4)
personal strength, (5) appreciation of life (Tedeschi & Calhoun, 1996). The
individual may find new opportunities in life that were unrecognizable before
trauma, such as new carrier paths, or new priorities. Further, individuals may
improve their social relations and interactions with others, also may become aware of
the support around them. Growth involves viewing and approaching oneself in a
different way, because of seeing others and the world in a different way, too. This is
conceptualized as ‘‘a life learning process’ where changes occur in identity and
relations with others (Sumalla, Ochoa, & Blanco, 2009). When people realize they
can cope with the adverse event and survive, they may also become more self-reliant
and believe in themselves more strongly. The experience of a traumatic event may
change the individuals’ value system in that they may value life, people, God more
and appreciate every day for living. However, this may be two-sided; on one hand,
people may appreciate God, improve the relation in between and thank for living. On
the other hand, people may get challenged by the traumatic experience and may get
involved in a more existential world where they question the deeper levels of
religiousness and spirituality (Tedeschi & Calhoun, 2004).

After the focus of research on consequences of traumatic events has shifted
from negative to positive outcomes, results revealed that the prevalence rates of
experiencing positive changes and growth after diagnosis of HIV/AIDS ranges
between 59% and 83% (Milam, 2006) and in cancer survivors between 60% to 90%
(Collins, Taylor, & Skokan, 1990).

The empirical research on growth also emphasize the interaction between
personality, cognitive appraisal, and coping activity in shaping growth experiences
(Armeli, Gunthert, & Cohen, 2001; Linley & Joseph, 2004; O'Leary & Ickovics,
1995; Park, 1998; Schaefer & Moos, 1992; Tedeschi & Calhoun, 1995; Waysman,
Schwarzwald, & Solomon, 2001). In trying to understand the complicated nature of
PTG controversial explanations for the contributing factors, thus differing

conceptualizations and theoretical models of PTG have been evolved.
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1.3.1 Models of PTG

Two main theories that approached PTG as an outcome have been (1) Schaefer
and Moos (1992) Model of Life Crises and Personal Growth (2) Functional
Descriptive Model (Tedeschi and Calhoun, 1995; 2004).

Schaefer and Moos (1992), proposed a model (see Figure 2) on the factors of
positive changes and adjustment following life crises. According to the model, the
main determinants of the positive outcome (i.e., PTG) are; pre-trauma factors (i.e.,
individual and environmental system resources), event-related elements (i.e., type of
trauma, severity, duration, timing, impact on individual) and posttrauma factors (i.e.,
coping responses and cognitive appraisal processes). All factors have impacts on one
another. The environmental system resources include support from family, friends
and others, financial resources, other conditions of living. The personal system

factors include sociodemographic features, resilience, optimism, health status, prior

crises.
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Figure 2 Model of Life Crises and Personal Growth (Schaefer and Moos, 1992;1998)

The Functional Descriptive Model of PTG, as seen in Figure 3, is composed
of a variety of factors affecting the process of PTG (Tedeschi & Calhoun, 2004). The
main factors can be summarized as the individual’s pretrauma factors such as
personality, schemas or assumptions about self, others and the world; challenges

after the traumatic event such as talking and sharing emotions (self-disclosure);
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social support; cognitive processing (i.e., rumination). Tedeschi and Calhoun (2004)
used the metaphor of ‘seismic’ event in order to explain the devastating nature of
traumatic events. According to this model, the event shakes and challenges
individual’s schemas and beliefs just like an earthquake shakes the buildings. If this
event or struggling with the painful sides of the event, activates the survivor’s
cognitive processes, then PTG can be experienced. Tedeschi et al. (1998) in their
model of PTG, regarded rumination as an important facilitator to PTG. The model
claims that this cognitive processing involves two stages of event related rumination.
At the early stages of response to traumatic event, ruminations evolve automatically
and involuntarily just like intrusions. This intrusive rumination is seen in short period
of time following the event and is unexpected and unintentional. However, later
event related ruminations become more intentionally initiated and individual
deliberately processes the event which lead to search for meaning, thus to PTG.
Therefore, deliberate rumination is voluntary and intentional as if trying to cope with
or handle the suffering from extremely challenging life events (Calhoun & Tedeschi,
2006). These efforts of the individual to reprocess the event to find meaning is
claimed to lead to adaptive changes of schemas (Prati & Pietrantoni, 2009). This
adaptive kind of rumination (i.e., deliberate) involves more concrete ‘how’ questions,
where attention is more on the actual experience and related cognitions. If the
individual can accomplish that, then this process may facilitate the coping process
and lead the individual to benefit from the event (Affleck & Tennen, 1996; Taku et
al., 2008), thus experience some form of PTG (Cann et al., 2011).

This model (Tedeschi and Calhoun, 2004) regards this process as ‘grief work’
because it takes time to accept the loss in the traumatic event. If the distress is intense
during this period, then this is assumed to maintain the cognitive work necessary to
process the event and develop PTG. This does not necessarily mean that PTG occurs
if the distress becomes weaker, but distress level should be manageable in order to
foster PTG. According to this model, PTG is a necessary outcome of the emotional
distress and schema disruption after an adverse life event, where deliberate
rumination reduces the effects of emotional disturbance. The functional-descriptive
model of PTG (Tedeschi & Calhoun, 1995; 2004) reported that the ability to manage
emotional distress is necessarily important in the early stages following trauma, but
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later PTG reflects more essential positive changes in life (Tomich & Helgeson,
2004). This approach regarded PTG as a long-term positive change which is a result
of utilizing problem-focused coping (Tedeschi et al.,, 1998). This Functional
Descriptive Model also emphasizes the mutual social support, where the individual
needs the support of significant other who can encourage the trauma survivor to
share and relieve from negative emotions and grow. However, Wortman (2004)
claimed that available social environment may not always be supportive and
encouraging, but rather may inhibit growth.

1.3.2 Literature Findings Related to Factors Associated with Posttraumatic

Growth
1.3.2.1 Pre-trauma factors: socio-demographic variables, personality factors

Although many studies seem to reach a consensus that being female (Bellizzi,
2004; Milam, 2006), being married, low educational and income level (Tomich &
Helgeson, 2004; Weiss, 2004), and being young (Linley & Joseph, 2004; Milam,
2006; Widows, Jacobson, Booth-Jones, & Fields, 2005) positively correlate with
PTG (Bellizzi & Blank, 2006), many other studies contradict the directionality of
these results.

In some studies with cancer survivors, for example, being old was found to be
positively related to PTG (Bellizzi, 2004) and no significant relation was
demonstrated between gender and PTG (Lechner et al., 2003; Widows et al., 2005).
This result was assumed to be related to the differences in the types of traumatic
events studied.

In a study examining the long-term effects of postwar in Israeli community
(Kimhi, Eshel, Zysberg, & Hantman, 2010), age was found to be negatively related
with PTG (Laufer & Solomon, 2006). Several studies in contrast showed a positive
relation between age and PTG (Milam, 2006). A meta-analysis including 70 studies
(Vishnevsky et al., 2010), showed that women reported significantly higher levels of
PTG with increasing age. Karanci et al., (2009) found in Turkish community sample

that young age, low education and income, being married were related with PTG.
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Figure 3 Model of PTG (Tedeschi & Calhoun, 2004)

Some positive personality traits like flexibility, optimism, extraversion, being
open to new experiences, ability to learn from experiences, and creativity may
protect the individuals from negative consequences and thus are more likely to lead
to growth. Previous studies on the relationship between optimism and PTG have
shown a small to moderate correlation (Affleck & Tennen, 1996; Curbow, Legro,
Baker, Wingard, & Somerfield, 1993). Tedeschi and Calhoun (1996) found a small,
but significant correlation between openness and PTG. In contrast to previous studies
that found a positive relationship between PTG and optimism and openness,
Zoellner, Rabe, Karl, & Maercker (2008) found no significant correlations between
them. Val and Linley (2006) found that posttraumatic growth and positive changes
were significantly associated with extraversion. According to Wilson and Boden’s

(2008) research results, extraversion predicts PTG, whereas openness to experience
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and agreeableness predicts PTG via religiosity. As expected neuroticism was not
significantly related with PTG (Lechner et al., 2003) but extraversion served as a
protective trait that facilitates access to social support and sharing. Likewise
optimism and hope (Bozo et al., 2009) were presumed to elevate the probability of
getting social support, and increase positive coping strategies (Widows et al, 2005)
with positive reappraisal of event, thus and increase in PTG (Bozo et al., 2009;
Cordova, Cunningham, Carlson, & Andrykowski, 2001). Shakespeare-Finch (2002)
carried out research on emergency professionals in order to examine the relationship
between personality and PTG. The findings revealed that personality traits such as
openness to experience, extraversion, agreeableness, conscientiousness were not
direct indicators of PTG, rather this relationship was mediated by coping strategies.

The results of a community study of traumatic events and their consequences
in Turkey (Karanci et al., 2009) revealed that agreeableness, openness, and
conscientiousness were related positively to most of the PTG domains. Neuroticism
was related negatively to spiritual change. The charateristics of the individuals are
assumed to change the processing of trauma, thus the outcome. For example, the
individuals who were more open to experience and high in agreeableness, were
expected to reprocess the event rather than avoiding it, seek and reach social support
which are facilitating factors for PTG.
1.3.2.2 Trauma-related factors: type of the event, impact of event (peritrauma

severity), time since the event, number of prior events

Posttraumatic growth can also be influenced by the type of trauma
experienced. In a variety of studies, PTG and positive transformations have been
reported after suffering from highly challenging life events including disasters
(McMillen, Smith, & Fisher, 1997; Karanci & Acarturk, 2005, Karanci et al., 2012),
motor vehicle accidents (Zoellner et al., 2008; Nishi, Matsuoka, & Kim, 2010;
Shakespeare-Finch & Armstrong, 2010), terrorist attacks (Park, Aldwin, Fenster, &
Snyder, 2008), stroke (Gangstad, Norman, & Barton, 2009), life-threatening illnesses
(Sawyer, Ayers, & Field, 2010), loss of a loved one (e.g., Davis, Michael, &
Vernberg, 2007; Taku et al., 2008; Karanci et al., 2012), rape survivors (Burt & Katz,
1987), male cardiac patients (Affleck, Tennen, Croog, & Levine, 1987). The event
types such as birth, death, and physical health were more likely to lead to growth
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than events such as sexual abuse, or harassment (Ickovics et al., 2006). Likewise, the
findings of Shakespeare-Finch & Armstrong’s (2010) study showed that PTG was
reported among bereaved individuals more than as a result of experiencing sexual
assault and motor vehicle accidents. However, there are other studies that found no
relationship between the type of event and growth (Aldwin, Sutton, & Lachman,
1996; Park et al., 1996), concluding that independent of the type of event, PTG is
suggested to be the result of the struggle with the event (Tedeschi & Calhoun, 1995).

As indicated by PTG theory (Tedeschi & Calhoun, 1995) and research results
time is needed in order for PTG to occur (Joseph & Linley, 2005; Tedeschi &
Calhoun, 1995; 2004; Patterson, Carrigan, Qestad, & Robinson, 1990). However,
some studies indicated that participants showed positive changes even after 2 weeks
after a traumatic event (Frazier, Conlon, & Glaser, 2001). Similarly, the findings of
McMillen et al., (1997) revealed that growth was expressed immediately after 4-6
weeks of trauma among survivors of disasters. However, this gradual increase have
been claimed to decrease after some time and further, the results showed a
corresponding increase in distress (Davis, Nolen-Hoeksema, & Larson, 1998). This
distress or suffering is claimed to be needed for real growth to take place. Further
work also needs to clarify the impact of both time and type of traumatic event on
PTG (Calhoun & Tedeschi, 1998; Polatinsky & Esprey, 2000). Other studies
proposed that longer intervals between the traumatic experience and PTG assessment
would predict higher levels of PTG (Helgeson, Reynolds, & Tomich, 2006), in
particular for PTGI factors of new possibilities and appreciation of life. However, a
significant relationship was not found between the period of time that elapsed since
the traumatic event and PTG (Cohen, Cimbolic, Armeli, & Hettler, 1998; Curbow et
al., 1993; Lechner et al., 2003; Widows et al., 2005). The amount of reported growth
has been stable by the time the assessment took place, so more time would not be
necessarily associated with more growth. Steel, Gamblin, & Carr (2008) found that
PTGI scale scores were the highest at the time of diagnosis of hepatobiliary
carcinoma except for appreciation for life. They concluded that posttraumatic growth
occurs primarily at the time of diagnosis and is a stable construct once it occurs in.

It is assumed that one of the critical part determining the outcome of

experiencing a traumatic event is the acute psychological reactions after the
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traumatic event. Calhoun & Tedeschi (2006) proposed that the higher the perceived
threat, the greater disruption to one’s assumptive world, which in turn, increases
levels of PTG. Both the perceived severity of the event (Aldwin et al., 1996;
Tedeschi & Calhoun, 1996) and the immediate stressfulness of the event predicted
growth significantly (Park et al., 1996; Lechner et al., 2003). In contrast to studies
that reported a positive relation between perceived severity of event and PTG, a
study (Kimhi, Eshel, Zysberg, & Hantman, 2009b) found a negative relation between
severity (war) and growth.
1.3.2.3 Posttrauma factors; social support, rumination, coping

In terms of the role of social support, a study carried out by Park et al. (1996),
revealed that over six months, those who perceived high and satisfactory social
support, reported high levels of PTG. However, there are inconsistent research
findings between social support and PTG. Some studies found a positive correlation
with individual’s social support opportunities and PTG, among bereaved HIV/AIDS
caregiver sample (Cadell, Regehr, & Hemsworth, 2003) among breast cancer patients
(Karanci & Erkam, 2007), while other studies found no significant relation between
social support and PTG (Sheikh, 2004; Widows et al., 2005; Weiss, 2004). Sheikh
(2004) assumed that trauma survivors used social support as a promoter for cognitive
processing. Another research stated that at first although social support was
perceived to be unpleasant, later in time social support became more beneficial for
ruminators primarily to help them avoid depression (Nolen-Hoeksema & Larson,
1999) and feelings of helplessness. The consistency and stability of social support
has been another factor for promoting PTG. In a study among breast cancer survivors
(Cordova et al., 2001), when social support inhibited sharing or discussion of trauma
related issues, it inhibited cognitive processing, thus impeded the opportunity of
positive transformations. The relationship between perceived social support and PTG
was mediated by approach coping and helplessness/hopelessness (Lechner et al.,
2003). When perceived social support is high, then it is assumed that the individual
has a social network to disclose their traumas and expressing and sharing emotions
help the individual process the event, understand, make sense and find alternative
ways of coping (Lepore & Revenson, 2006), thus promote PTG.
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Since intrusive thinking indicated some form of ongoing cognitive
processing, it is proposed that some intrusive thinking impedes cognitive processing
while others facilitate (Siegle, Moore, & Thase, 2004). In their study, rumination,
both deliberate and intrusive rumination were reported to be more likely to be
engaged by women than by men. Stockton, Hunt, & Joseph (2011) showed a
negative relation between intrusive rumination and PTG, indicating the less the
individual engages in intrusive rumination, the more growth will be experienced.
Deliberate rumination was found to be significantly associated with growth only if
the association of intrusive rumination was controlled. The results of the same
research, with a second study among individuals exposed to a recent traumatic event,
showed that deliberate rumination was the only significant predictor of PTG. A
longitudinal study (Kilmer & Gil-Rivas, 2010) reported a significantly positive
relation between two types of rumination and PTG.

The results of a meta-analysis (Helgeson et al., 2006) indicated that after
experiencing a range of traumatic events (sexual assault, natural disaster,
bereavement, childhood abuse, and illness), PTG was associated more with intrusive
thinking about the event. Research findings from different populations of bereaved
college students (Taku et al., 2008), stroke (Gangstad et al., 2009), and colorectal
cancer (Salsman, Segerstrom, Brechting, Carlson, & Andrykowski, 2008) showed
that deliberate rumination predicted PTG. In terms of gender, women engaging in
rumination in either type (particularly deliberate rumination), reported higher levels
of PTG because the effort to cope with a traumatic event, is claimed to facilitate
recognizing beneficial sides of the event (Vishnevsky et al., 2010). In a cross-
sectional study with breast cancer survivors, Chan, Ho, Tedeschi and Leung (2011)
found that positive event-related rumination positively related to PTG.

Although many more studies showed the relationship between deliberate
rumination and PTG (Calhoun et al., 2000), contradictory findings showed evidences
for the unnecessity of cognitive processing for PTG. In most of the studies, they
found that processing the trauma or searching meaning did not help individuals get
better but rather made them worse (Bonanno & Kaltman, 1999).

A study with a sample of hurricane-exposed women (Bosson, Kelley, &

Jones, 2012) showed that deliberate cognitive processing fully mediated the relation
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between religious coping and posttraumatic growth, suggesting that only positive
religious coping could not directly facilitate PTG, while deliberate processing of the
traumatic event might lead to PTG. It is suggested that positive religious coping
might have an effect on externalizing the responsibility which in turn predicts PTG.

Morris and Shakespeare-Finch (2011) examined the links between PTG and
perception of diagnosis severity, rumination, social support, distress (measured by
PTSD symptoms) among a variety of cancer diagnosed patients. According to the
results, deliberate rumination and social support were directly related to PTG. It is
proposed that through deliberate rumination, the traumatic event becomes more
manageable, the individual finds out ways of coping, and lead to evaluate one’s
resources as sufficient (Calhoun & Tedeschi, 2006).

Recent research suggested coping as a key factor on the pathway to PTG
(Bussel, & Naus, 2010; Zoellner & Maercker, 2006). Approaching the stressor by
active coping strategies (e.g., problem focused coping) was found to be significantly
related with PTG (Urcuyo, Boyers, Carver, & Antoni, 2005; Collins et al., 1990;
Widows et al, 2005), whereas avoiding the stressor by distancing and escape coping
strategies has little (Collins et al., 1990) or no impact (Widows et al., 2005) on PTG.
In addition to problem-focused coping’s contribution to PTG, a recent study
(Schuettler & Boals, 2011), emphasized the role of positive attitudes toward the
event such as believing that ‘working on emotions is a healthy process’. As specific
to cancer patients, approaching and fighting with the disease was positively
correlated with PTG, while feelings of helplessness/ hopelessness with fatalism was
negatively related with PTG (Lechner et al., 2003). Seeking support coping (Linley
& Joseph, 2004) has been proposed as another coping style that facilitates PTG over
time. Positive coping (seeking social support, religious coping), rather than self-
blame and avoidant coping, among sexual assault survivors and combat, were found
to be related more with PTG (Frazier et al., 2001). It is suggested by Park (2004) that
positive coping helps the individual make meaning, facilitate struggling, and become
aware of positive outcomes, thus grow. Moreover, adaptive coping processes such as
religious coping (Park et al., 1996) and spirituality coping (Urcuyo et al., 2005;
Cadell et al., 2003) were found to be significantly associated with enhanced PTG. A
meta-analysis (Prati & Pietrantoni, 2009) and other research findings (Gerber, Boals,
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& Schuettler, 2011) indicated that positive religious coping, through motivating the
individuals’ efforts to continue to cope by providing relief from feelings of
helplessness, facilitates PTG. The research findings concluded that individuals are
more likely to benefit after trauma, if they have connection to spiritual beliefs and
practices, if they have support from family and friends and if they experience high
levels of distress.

1.3.2.4 The Association between Posttraumatic Stress Symptoms Severity and

PTG

Although many studies have consensus that PTG is related to stress
symptoms (Helgeson et al., 2006; Kilmer et al., 2009), the findings are contradictory
about the direction of this relationship. The results showed a significant positive
direct effect of experiencing more stress (avoidance, intrusions, depression) leading
to more growth (Cadell et al., 2003). However, it was claimed that this positive
relationship lessens or changes in direction over time (Frazier et al., 2001). In a study
examining the long-term effects of postwar in an Israeli community sample (Kimhi
et al., 2010), findings revealed that there is a negative correlation between stress
symptoms and PTG (Linley & Joseph, 2004; Urcuyo et al., 2005). The meta-analysis
(Sawyer et al., 2010) from 38 studies indicated that individuals perceiving PTG in
the aftermath of cancer or HIV/AIDS, reported decreased levels of negative mental
health symptoms, decreased levels of PTSD symptoms. Some other research results
indicated no significant relation between PTG and distress (Cordova et al., 2001).
Tomich and Helgeson (2004) have claimed that PTG and distress can coexist.
Distress is claimed to facilitate the initiation and maintenance of posttraumatic
growth. According to Kilmer & Gil-Rivas (2010) PTG has a predictive value of
posttraumatic stress symptoms over time.

Several studies have demonstrated that those who experienced higher levels
of stress or threat, reported greater PTG (Linley & Joseph, 2004; Weiss, 2004). The
relation between PTSD and PTG was studied by Joseph and Linley (2005). The three
symptoms of PTSD (reexperiencing, avoidance, and arousal) were viewed as a
search for meaning in life following traumatic events. It was claimed that the event
destroyed assumptions about the self and the world and people tried to process the

current trauma-related information and reconstruct. This in turn predicted decreased
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distress if the individuals have the capacity to overcome the overwhelming negative
consequences of trauma by exploring new meanings. In a sample of sexual assault
survivors, over a 12 month-period, those who reported PTG were the ones that felt
less distressed (Frazier et al., 2001). However, this does not lead to a direct
conclusion that decreased levels of distress automatically leads to PTG (Joseph &
Linley, 2006). Therefore, an important implication is that the symptoms of PTSD
should not just be seen as factors to be eliminated, but rather can be taken as an
expression of the struggle of individuals’ attempt to understand and process the
trauma, and a potential to grow (Zoellner & Maercker, 2006).

One interesting finding is that the higher levels of intrusions in particular are
associated with higher levels of posttraumatic growth. Some research (Creamer,
Burgess, & Pattison, 1992) proposed that intrusions are necessary and expected part
of adaptation to stressful life events where cognitive processing of the experience
takes place. In agreement with this proposal, research showed that intrusion subscale
is related to growth following traumatic events (Morris et al., 2005; Helgeson et al.,
2006; Linley & Joseph, 2004). Another pathway found that intrusion symptoms of
PTSD were though negatively correlated with PTG, interestingly positively
correlated with both types of ruminations (Stockton et al., 2011).

However, studies (Janoff-Bulman & Frantz, 1997; Tedeschi & Calhoun,
1995) agreed that life disruption is a necessary condition for PTG to occur, where
core beliefs and assumptions are challenged enough to activate processing to search
and find meaning. Tedeschi and Calhoun (2004) also suggested that both the
intrapersonal factors such as personality traits of extraversion and openness to
experience, and interpersonal factors such as environment-support have impact on
adapting to cognitive processing.

In their review Zoellner & Maercker, (2006) summarized the inconsistencies
in the relationship between PTG and PTSD symptoms based on the measures and
methods used in the research studies. Cross-sectional studies mostly found no
significant relationship between PTG and PTSD. If the measures of PTG was
standardized scales (such as PTGI or Stress Related Growth Scale-SRGS), then the
association with PTSD was either in positive direction or no relation has been

reported. On the other hand, if the PTG levels are assessed through interviews or
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scales constructed by the researchers, then they found a negative association between
PTG and PTSD.

What factors may promote PTG? is a very critical question. If these factors
could be determined, then it would be easier to plan a more effective intervention for
people having a traumatic event experience in psychosocial manipulations and in
treatment. In conclusion, in order to better understand underlying mechanisms of the
impacts of traumatic life events, more sophisticated models should be tested.

1.4  The Purpose of this Study

Experiencing a traumatic event seems to have different consequences for
different individuals. Some may cope and overcome these traumatic events without
showing much response whereas some others cannot and develop serious
psychological distress reactions, and yet some others show both distress and growth.
Therefore, the question of ‘which factors determine the outcome of these traumatic
life events?’ becomes important and should be examined. The purpose of this study
is to test different predictors leading to different consequences, namely either
negative outcomes i.e., posttraumatic stress symptoms versus positive outcomes such
as posttraumatic growth, within the same sample.

Many studies on PTSD have been implemented around the world, however
there have been relatively few studies in Turkey on the prevalence of different kinds
of traumatic events, probable PTSD and PTG. The previous studies have mostly
focused on the consequences of special populations (e.g., survivors of earthquakes,
cancer, accidents) or specific type of event (e.g., illness, bereavement), while
different types of traumatic events with both negative and positive consequences
were not widely studied within the same samples. Karanci et al. (2009) examined the
prevalence rates of various types of traumatic events and probable PTSD, and PTG
levels (Karanci et al., 2012) in a representative community sample of adults from 3
provinces of Turkey, namely Ankara, Erzincan and Kocaeli. Sociodemographic
variables (age, gender, SES, etc.) and personality characteristics of the participants
were also analyzed as possible predictors of PTSD and PTG.

The current study focuses on prevalence rates of different types of traumatic
events, probable PTSD and PTG from a different province which is located in the

west coast of Turkey, on the seismic zone, Izmir. In addition to that, the study also
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examined a proposed model where PTG models and the predictors of PTSD and PTG
were analyzed within the same community sample.

This study provided the opportunity to test trauma related factors together
with the more individual-specific psychological factors at the same time. Previous
research have consensus on that rather than the traumatic event itself, the individual’s
processing style has more influence on the outcomes at the end (Aldwin et al., 1996).
Therefore, the present study examined the effects of sociodemographic
characteristics, personality, perceived social support, coping strategies, event-related
rumination as potential factors determining participants’ posttraumatic stress
symptoms versus post traumatic growth levels.

To sum up, this study aims to understand the mechanisms underlying PTS
symptoms and contributing factors of PTG. These results will give important
information in order to define risk groups following a variety of traumatic events and
help to understand more clearly the mechanisms of traumatic consequences. The
results will also provide valuable information for mental health care professionals in
explaining the mechanisms of experiencing growth after trauma.

1.4.1 The Proposed Model

In this study, in order to examine the comprehensive research purposes, the
conceptually-relevant variables related with both posttraumatic stress symptoms and
PTG via combination of Parkinson’s (2000) and Schaefer & Moos’ (1992) models
will be tested. Additionally, these models will be extended with Tedeschi and
Calhoun’s (2004) model proposing the effect of event-related rumination in
particular. The proposed model can be seen in Figure 4.

Since trauma and traumatic events are widely studied, their consequences and
the underlying mechanisms have captured much attention accordingly. In this study,
among peritrauma factors event-severity, among posttrauma factors perceived social
support following trauma, event-related rumination styles used for processing, and
coping strategies utilized to overcome the traumatic event were area of interest in
particular. Moreover, among pretrauma individual resources personality traits were
examined. These factors in question were evaluated within the same representative
community sample as leading to differential outcomes such as posttraumatic stress

symptoms and/or posttraumatic growth through differential pathways.
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1.4.1.1 Research Questions (RQ)
RQ1: What is the prevalence of experiencing different types of potentially traumatic
events (PTEs) and events qualifying as traumatic events (TEs) according to DSM-
IV-TR Criteria A?
RQ2: Are there gender differences in experiencing different types of events as most
distressing and as qualifying for being traumatic (i.e., meeting Criteria A)?
RQ3: What is the prevalence rate of having probable PTSD in an adult community
sample?
RQ4: How does gender, types of traumatic events and sociodemographic factors
affect having probable PTSD?
RQ5: What are the roles of sociodemographic factors, personality traits, event-
related variables and posttrauma factors on posttraumatic stress symptom severity?
RQ6: What are the roles of sociodemographic factors, personality traits, event-
related variables and posttrauma factors on developing PTG?
RQ7: What are the pathways to PTS symptom levels and PTG levels?
RQ8: Is there a relationship between PTS symptom severity and PTG?
1.4.1.2 Hypotheses of this Study

The hypotheses of this study are grouped into two main categories as given
below. The first group of hypotheses (H) that were examined via descriptive
analyses, group comparisons, and regression analyses, are given below:

PTEs, TEs, Probable PTSD

H1: Types of events qualifying as traumatic event TE will be significantly
different for females and males.

H2:. Females will have higher probable PTSD than males.

H3: Being female, single, younger, having lower income and education level,
previous psychiatric problem, greater number of previous negative events will be
significantly associated with having probable PTSD.

H4: Different types of traumatic events will lead to experience different
symptoms of PTSD; i.e., intentional/assaultive violence group of events will increase
reexperiencing symptoms, whereas other group of events (divorce, financial

problems etc.) will lead to experience more avoidance symptoms.
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Variables associated with Symptom Severity

H5: Being female, young, lower income level, previous psychiatric problem,
neuroticism, experiencing intentional/assaultive violence type of events, greater
impairment in functioning, longer duration of symptoms, less time elapsed since
trauma, intrusive rumination, fatalistic coping, helplessness coping will be positively
related to symptom severity.

Variables associated with PTG

H6: PTG domains will be effected differently according to the type of
traumatic event specified as most distressing.

H7: Being female, young, agreeableness, extraversion, concientiousness,
sudden death and other event types (such as life-transition problems), more time
elapsed since trauma, less duration of symptoms, higher perceived social support,
deliberate rumination, problem solving coping and seeking support coping will be
significantly related to PTG.

Second group of hypotheses are related to the proposed model which were
examined via structural equation modeling. This model would outline three main
factors (i.e., pretrauma factors, peritrauma factor and posttrauma factors) determining
two differing outcomes such as PTS symptom severity and Posttraumatic Growth.
Among pretrauma factors personality traits (neuroticism, agreeableness, openness to
experience, extraversion, conscientiousness, negative valence), among peritrauma
factor event-related severity, and among posttrauma factors perceived social support,
deliberate rumination, intrusive rumination, emotion-focused coping (helplessness
coping, fatalism coping), active coping (problem-focused coping, seeking support
coping) were examined as constructs influencing both negative and positive
outcomes through different pathways. The hypotheses (H) of this model are
presented below.

Pretrauma Factor: Personality

H8: Neuroticism will be positively related with event-severity, intrusive
rumination and emotion-focused coping.

H9: Other personality (extraversion, conscientiousness, agreeableness,

openness to experience, negative valence) traits will be negatively related to event-
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severity, positively related to perceived support, deliberate rumination and active
coping.
Peritrauma Factor: Event-related severity

H10: Event-related severity will increase both intrusive and deliberate
rumination.

H11: Less event-related severity will lead to perceiving higher levels of social

support.
Pretrauma Peritrauma Posttrauma Factors Outcome
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Figure 4 The Proposed Model

Posttrauma Factor

Perceived Social Support

H12: Higher levels of perceived social support will increase engaging in more
active ways of coping.

Rumination:

H13: Intrusive rumination will be positively related to deliberate rumination
and PTS symptoms severity.
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H14: Intrusive rumination will increase engaging in emotion-focused coping
strategies, thus lead to greater symptom severity.

H15: Deliberate rumination will significantly predict higher PTG levels and
lower symptom severity.

H16: Deliberate rumination will increase engaging in active coping strategies,
thus lead to higher PTG.

H17: Neuroticism will increase engaging in intrusive rumination, which in
turn, increase symptom severity.

H18: Other-personality traits will increase engaging in deliberate rumination,
which in turn increase levels of PTG.

Ways of Coping:

H19: Emotion-focused coping strategies will predict higher posttraumatic
stress symptoms severity.

H20: Active coping strategies will increase levels of PTG and decrease
symptom severity.

H21: Neuroticism will increase engaging in emotion-focused coping, which
in turn, will increase symptom severity.

H22: Other-personality traits will increase engaging in active coping, which
in turn increase levels of PTG and decrease symptom severity.

PTS symptom severity- PTG

H23: Higher symptom severity will predict higher levels of PTG.
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CHAPTER 2

METHOD

2.1  Sample

A total of 740 adult subjects, residing in Izmir participated in this study. The
acceptance rate was 61.35%, and for those 286 participants (38.65%) that rejected to
participate or were unreacheable, primary and secondary optional addresses were
visited.

Among the subjects that participated in the study, 476 (64.3%) were females
and 264 (35.7%) subjects were males. The mean age of the participants was 43.19
(SD = 15.17, Minimum 18, Maximum 85). In terms of their marital status, 508
(68.6%) of the participants were married. Two hundred and fifty one (33.9%)
participants were primary school graduates, 199 (26.9%) graduated from high school,
and 128 (17.3%) graduated from university. The sample consisted of 242 (32.7%)
employed people, 498 (67.3%) unemployed people. 230 (47.1%) females out of 476
female sample were housewives. In terms of montly income levels, 416 (56.2%)
participants reported middle-income level. One hundred and nine (14.7%)
participants had no health insurance coverage.

In addition to these, the participants’ mental health history was examined; one
hundred and four (14.1%) participants reported a previous psychiatric problem
within the last 2 years, among them 83 (11.2%) participants received treatment and
49 (6.6%) of the participants reported an ongoing-treatment.

The socio-demographic characteristics of the participants are presented in
Table 1.
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Table 1 Demographic characteristics of the sample (N = 740)

Variables Frequency (%) Mean (SD)
Age 43.19 (15.17)
Education (years) 8.83 (4.24)
Sex
Female 476 (64.3)
Male 264 (35.7)
Marital Status
Single 138 (18.6)
Engaged 6 (0.8)
Married 508 (68.6)
Widowed 61 (8.2)
Divorced 20 (2.7)
Employment Status
Employed 242 (32.7)
Unemployed 498 (67.3)
If unemployed, Reason of Unemployment
Housewife 230 (31.1)
Retired 131 (17.7)
Unable to find a job 31(4.2)
Student 45 (6.1)
Income Earner 3(0.4)
Disabled/illness 16 (2.2)
Other 32 (4.3)
If employed, Work Status
Salary based employee 138 (18.6)
Paid per work 14 (1.9)
Owner 36 (4.9)
Self employed 38 (5.1)
Unpaid family worker 2(0.3)
Health Insurance
Yes 630 (85.1)
No 109 (14.7)
Monthly Income Level*
Very low 68 (9.2)
Low 209 (28.2)
Middle 416 (56.2)
Upper-middle 40 (5.4)
High 6 (8)
Psychiatric Problem
No 633 (85.5)
Yes 104 (14.1)
If yes, Treatment Type
Psychological Treatment 9(1.2)
Medication 74 (10)
No treatment 5(0.7)
Current Treatment
Yes 49 (6.6)
No 35 (4.7)

*Income levels; based on responses to a five points scale item (1=very low, 5= high)
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2.2 Instruments

Data was collected via a research booklet developed for the purposes of the
present study. The research booklet consisted of a socio-demographic information
form and the standardized self-report measures including the Posttraumatic Stress
Diagnostic Scale, the Event-Related Rumination Inventory, the Posttraumatic
Growth Inventory, the Basic Personality Traits Inventory, the Ways of Coping Scale,
the Multidimensional Scale of Perceived Social Support.

2.2.1 The Sociodemographic Information Form

The Sociodemographic Information Form has been developed in order to
obtain some basic information about the participants’ demographic characteristics
(age, sex, education level, marital status), income level (rated on a five points scale,
1=very low, 5= high), work status (employed-if yes; status, unemployed- if yes;
reason of unemployment), health insurance and previous psychiatric problem (if yes;
type of treatment history, and current treatment) (see Appendix A).

2.2.2 The Posttraumatic Stress Diagnostic Scale (PDS)

The Posttraumatic Stress Diagnostic Scale (PDS) is a self-report instrument,
developed by Foa, Cashman, Jaycox, and Perry (1997), to assess the severity of
posttraumatic stress symptoms, mainly to facilitate reliable diagnosis of PTSD based
on the criteria of the DSM-IV-TR (APA, 2000). This scale also gives opportunity to
compare prevalence rates and examine risk groups of PTSD among different
populations (Foa et al., 1997). The 49-item scale that can be administered to adults,
and completed in 15 minutes.

The PDS is composed of four sections, each evaluates different dimension of
experiencing traumatic events. In the first part, via a traumatic event checklist
(natural disaster, accident, sexual-physical assault, etc.), participants are asked to
report all the stressful or traumatic event(s) experienced, witnessed, or confronted in
their lifetime. If they have experienced or witnessed more than one event, then they
are asked to choose the traumatic event that bothered them most in the second part of
the PDS. The participants are asked to complete the rest of the questionnaire
according to the identified most bothersome event. The second part also includes
questions on the time that elapsed since the event and the severity of the impact-the

participant experienced during (at the time of) the event. This is determined by 6
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questions inquiring the perceived life threat, injury, and/or feelings of
helplessness/terror. In this study, this impact score obtained from 6 items with ‘Yes’
or ‘No’ responses, are labeled as ‘severity of the event’. The more ‘yes’ responses
indicate the more ‘severity’ felt during the event. These six items also provide
information about DSM-IV-TR Criteria A for PTSD diagnosis. The first 4 questions
are inquiring serious injury or threat to integrity to oneself or others. The other 2
questions are about the emotional response given during the event such as
helplessness, horror or fear. The reported adverse event can be classified as
traumatic, only if the individual responds at least one of these 4 questions and one of
these 2 questions as ‘Yes’ among the six questions on Criteria A. Part 3 examines the
frequency of the 17 potential PTSD symptoms currently (in the past month) clustered
in three groups of re-experiencing (5 items), avoidance (7 items) and arousal (5
items) symptoms. Participants are asked to rate the occurrence of symptoms from 0 =
‘not at all or only once’ to 3 = ‘five or more times a week/ almost always’. This part
provides a total ‘posttraumatic symptom (PTS) severity’ score ranging from 0-51,
higher scores indicating more severe symptoms. In this study, a total mean score was
obtained by summing up the responses of posttraumatic stress symptoms and
dividing them by the number of items (M = 0.90, SD = 0.75, Min= 0, Max= 2.94,
Range = 2.94). The 3 clusters are in parallel with PTSD symptom categories of
Criteria B (reexperiencing), Criteria C (avoidance), Criteria D (hyperarousal) in
DSM-IV (APA, 1994). In this study, PTS severity score is labeled as ‘symptom
severity’ and used as a dependent variable in data analysis and model testing. This
third part also includes questions about Acute, Chronic, Delay onset of PTSD and
Criteria E (duration of symptoms) in DSM-IV. Part 4 assesses the areas of daily
functioning (i.e., work, school, friend relations, housework, etc.) that may be effected
by the traumatic event and successive symptoms. There are 9 items, each is rated as
‘Yes’ or ‘No’; the more ‘Yes’ responses indicate more impairment in functioning.
The results provide information about Criteria F (level of impairment) in DSM-IV.
Among the psychometric properties of the scale, the internal consistency of
17 items of PTS severity have been reported as .92, and test-retest reliability

coefficient as .83 indicating high degree of reliability.
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The PDS was translated and adapted into Turkish by Isikli (2006) and the
psychometric properties have been reported as satisfactory (Isikli, 2006). The
internal consistency of 17 items of PTS severity have been obtained as .93, and
item-total correlation coefficient ranged from .39 to .82. The responses to the 17
items of PDS were subjected to factor analysis using Principal Axis Factoring and
Varimax rotation. Three factors solution was obtained and explained 59% of the
variance.

In a study conducted among a representative community sample (N = 1253)
from 3 provinces of Turkey, namely Ankara, Erzincan, Kocaeli (Karanci et al.,
2009), a Cronbach’s alpha of .90 was calculated for these 17 items on PTS severity
score. Three-factor solution explained 52% of the variance and the internal
consistency coefficients were for reexperiencing .82, for avoidance .77, and for
arousal .78.

In the present study, PDS was used to examine lifetime experiences of
various traumatic events, the most distressing event and type of the event, to
diagnose probable PTSD and obtain posttraumatic symptoms, their severity and
impact on levels of functioning. Three- factors, in this sample explained 55.8% of the
variance and in terms of internal consistency of 17 items indicating posttraumatic
stress symptoms severity Cronbach’s alpha was found to be .91. Internal consistency
coefficients were for reexperiencing .82, avoidance .79, and arousal .86 (See
Appendix B for the PDS).

2.2.3 The Event-Related Rumination Inventory (ERRI)

The Event-Related Rumination Inventory (ERRI) is a 20-item scale designed
to assess posttraumatic cognitive processing. Two styles of rumination related to a
particular trauma; intrusive rumination and delibarate rumination are tapped. The
ERRI, developed by Cann et al. (2011), is an adaptation from Calhoun et al.’s (2000)
cognitive processing measure. The ERRI consists of two subscales; in the first part,
participants are asked to rate the degree of finding themselves involuntarily thinking
about the event during the weeks immediately after the traumatic event, on a 4-point
scale (0 = not at all, 3 = often). This intrusive rumination part includes items like ‘I
could not keep images or thoughts about the event from entering my mind’, or ‘I find

myself automatically thinking about what had happened’. The second part requires
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individuals to rate the time they spent intentionally thinking about the traumatic
event during the weeks soon after the event. This delibate rumination part includes
items like ¢ I thought about whether I could find meaning from my experience’ or ‘I
forced myself to deal with my feelings about the event’. The internal consistencies
(intrusive a. = .94 and deliberate o = .88) were found to be strong (Cann et al., 2011)
and two factors accounted for 57% of variance. In a recent study (Bosson et al.,
2012) only delibarate rumination subscale was used and revealed a Cronbach alpha
of .93 in that sample.

The inventory was translated and adapted into Turkish by Calisir and her
colleagues (in progress). Two-factor solution was obtained as a result of eigenvalues
above 1. The first factor was labeled as ‘Intrusive’ and composed of 10 items and
explained 47% of the variance. The second factor was labeled as ‘Deliberate’,
composed of 10 items and explained 11% of the variance. The factor structure of
items were in agreement with the original scale. This two-factor solution explained
58% of the total variance, and the tests of sphericity reported as .95. The results
indicated that ERRI had a good construct validity in Turkish sample.

In this study, ERRI was used to distinguish the types of event-related
rumination people use in the aftermath of trauma, and examine possible effects, of
using that type of rumination, on the posttraumatic outcomes. Two factors resulted in
high internal consistencies ‘Intrusive’ rumination as .93 and ‘Deliberate’ rumination
as .87 (See Appendix C for the ERRI).

2.2.4 The Posttraumatic Growth Inventory (PTGI)

The Posttraumatic Growth Inventory (PTGI) is a 21-item scale, developed by
Tedeschi and Calhoun (1996) to assess the perceived positive changes occurring in
the aftermath of traumatic life events. It is claimed that, following traumatic events
people may change spiritually, find new possibilities in their lives, feel stronger as a
person, have a greater appreciation for life, and improve their relations to others. The
scale has five subscales assessing these domains; new possibilities (5 items), relating
to others (7 items), personal strength (4 items), spiritual change (2 items) and
appreciation of life (3 items). Participants rate each item, according to the extent of
change that has taken place in their life after a traumatic event, ranging from 0 = ‘|

did not experience this change, to 5 = ‘I experienced this change to a very great
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degree’. PTGI scoring consists of a total growth score and growth in five
psychological growth dimensions. The five-factor solution explained 60% of the
variance (Cohen et al., 1998). The Cronbach’s alpha coefficients of each factor were
reported as satisfactory; new possibilities (o0 = .84), personal strength (a = .72),
relating to others (o = .85), spiritual change (o = .85), appreciation of life (a0 = .67).
The PTGI was examined among university students (Calhoun et al., 2000) and found
to have acceptable construct validity; internal consistency (o = .90) and test-retest
reliability as .71 over a two-month interval.

PTGI was translated to Turkish by Kili¢ (2005). In this translation, instead of
a 6-point rating scale, Kili¢ prefered to use 5-point scale. Later Dirik (2006)
translated the scale and applied some modifications to Kili¢’s format. The rating
scale stayed the same as in the original scale (6-point). In Dirik’s study, among a
sample of rheumatoid arthritis patients, 3-factor structure was obtained, namely
change in interpersonal relations (o = .86), change in philosophy of life (o = .87), and
personal strength (o = .88). The scale as a whole, revealed a very high internal
consistency (o = .94).

As a result of Karanci and colleagues’ study (2009), five factor model of PTG
as in the original scale structure, was obtained. The Cronbach alpha for the whole
scale (21 items) was found to be .93. The internal consistencies of these five factors
were for new possibilities, relating to others, appreciation of life, greater sense of
personal strength, spiritual change .80, .83, .81, .72, .65 respectively.

The Turkish translated version (Dirik & Karanci, 2008) of the PTGI was used
in a study (Karanci et al., 2012) to test five-factor model of PTG. The reliability
coefficients for the sample were for new possibilities (o = .81), relating to others (o =
.84), appreciation of life (a = .83), personal strength (o = .79), spiritual change (o0 =
.63).

This scale is used in order to examine positive transformations in the
aftermath of traumatic events and to assess possible contributing factors related with
positive outcomes. A mean score was calculated for the total score of posttraumatic
growth (M = 2.81, SD= 1.23, Min= 0, Max= 5, Range = 5) by summing up responses
of the items of PTGI and dividing into the item number. The higher the mean scores,

the higher the growth in the aftermath of trauma. In this study, Dirik’s (2006)
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translation was used and five-factor solution (Karanci et al., 2009) yielded internal
reliability as measured by Cronbach’s alpha is for ‘New possibilities’ subscale .80,
for ‘Relating to others’ subscale .77, for ‘Appreciation of life subscale .81, for
‘Personal strength’ .72, for ‘Spiritual change’ .76 and twenty one items of the scale
as a whole .91 (See Appendix D for the PTGI).

2.2.5 The Basic Personality Traits Inventory (BPTI)

The Basic Personality Traits Inventory (BPTI) is a 45-item scale, developed
to define and assess personality traits among Turkish culture (Geng¢dz & Onciil,
2012). Participants are asked to rate the adjectives reflecting their own personality
traits on a 5-point scale. The inventory was administered to a sample of 510
university students in order to evaluate the factor structure and psychometric
properties. The inventory consists of 6 subscales of extraversion (o = .89),
conscientiousness (o = .85), agreeableness (o = .85), neuroticism (o = .83), openness
to experience (o = .80), and negative valence (o = .71). The reliability (Cronbach’s
alpha) coefficients for each subscale were found to be adequate. The five personality
factors were in agreement with the literature but a sixth factor was added which
indicated negative valence. This factor has items like ‘being rude’, ‘insincere’,
‘having no manners’. ltem-test correlation coefficients varied from 0.32 to 0.77. The
correlations of the personality dimensions examined with self-esteem, coping
strategies and social support, STAI-S and STAI-T and PANAS confirmed the
validity of the scale.

BPTI was used in a study of Turkish community sample (Karanci et al,
2009). Exploratory factor analysis, with varimax rotation yielded six factors,
accounting for 44.96% of the total variance. The factors were agreeableness
(15.96%), conscientiousness (9.68%), extraversion (6.66%), neuroticism (4.76%),
negative valence (4.53%) and openness to experience (3.37%). Cronbach’s alpha
internal consistency coefficients of agreeableness, conscientiousness extraversion,
neuroticism, negative valence, and openness to experience were .83, .78, .78, .76, .59
and .67 respectively for that sample. The negative valence dimension was excluded
from the analysis.

In this study, the BPTI was used to evaluate the effects of personality on

posttraumatic processes and posttraumatic outcomes. The coding was changed for
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the eight items (6, 7, 21, 22, 24, 32, 38, 39) that were reversely coded. Six-factor
solution (Karanci et al., 2009) revealed internal reliability for this study, as measured
by Cronbach’s alpha is for agreeableness .81, for conscientiousness .77, extraversion
.79, neuroticism .79, negative valence .69 and openness to experience .61. The
Cronbach’s alpha reliability of the whole scale was .76 (See Appendix E for the
BPTI).

2.2.6 Ways of Coping Inventory - Turkish form (WCI-T)

The Ways of Coping Inventory (WCI) is a 66-item checklist initially
developed (1980) and later revised by Folkman and Lazarus (1985) in order to assess
cognitive and behavioral coping processes the individuals use in the aftermath of
stressful life events. WCI ratings are on a 4-point scale (0) indicating ‘not used’, (3)
indicating ‘used a great deal’. Folkman and Lazarus (1985) proposed 8 forms of
coping (confrontive coping, planful coping, distancing, self controling, seeking social
support, accepting responsibility, escape/ avoidance, positive reappraisal). In a study
among undergraduate students (Folkman & Lazarus, 1985) alpha coefficients of
eight scales ranged between .59 to .88.

Siva (1991) translated and adapted the scale into Turkish with the inclusion of
8 new items related to fatalism and superstitious beliefs. Some of the fatalistic coping
items are “I prayed to God for help”, “I thought what happened was my fate and it
doesn’t change”. The internal consistency for the whole scale was .91, and the
seven-factor structure was named as planned behavior, fatalism, mood regulation,
being reserved, acceptance, maturation, and helplessness-seeking help. In 1999
Karanci, Alkan, Aksit, Sucuoglu, Balta used this scale with some modifications in a
sample of earthquake survivors in Turkey. In that version, 74 items were reduced to
61 by two experienced judges in the field of community disasters. In addition to this,
the response rating scale was changed from 4-point scale to 3-point scale, 1
indicating ‘never’, 2 indicating ‘sometimes’ and, 3 ‘always’. In the pilot study,
another item was excluded from the study, leading to 60 items. After the analysis of
the factor structure, 11 items were also excluded from the analysis and the scale
remained with 49 items. The Cronbach’s alpha reliability for the whole scale was
.76. The factor analysis revealed a 5-factor solution, namely Problem-

solving/optimistic (a= .75), Fatalistic Approach (o= .78), Helplessness Approach
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(a=.69), Social Support (a=.59), Escape (o= .51). Later, the Turkish form was used
among different populations and yielded different factor-structures (Kesimci, 2003;
Karanci & Erkam, 2007). Recently, the follow-up study (Karanci et al., 2011)
conducted among community sample, revealed a 5-factor solution, namely fatalistic,
problem solving/optimistic, helplessness/self-blame, active/social support, avoidance
with the reliability coefficients as .88, .84, .76, .69, .56, respectively. Thirty-eight
items accounted for by 45.88% of the total variance.

In this study, 42-item version of WCI-T is used in order to assess the relation
of coping strategies with the severity of PTS symptoms and/or PTG. The participants
are asked to rate on 3-point Likert type scales (1= never, 2= sometimes, 3= always).
The five-factor structure of the previous study (Karanci et al., 2011) among
community sample (N = 118) was examined. The Cronbach’s alpha were for
fatalistic coping .87, problem solving/optimistic coping .78, helplessness/self-blame
coping .68, active/social support coping .51, avoidance coping .33. Since the
Cronbach’s alpha were low for social support and avoidance coping and the sample
size compared to this study was smaller, the factor structure of T-WCI on this sample
is analyzed by forcing the factors to four (Dirik, 2006) using principal components
with varimax rotation. The factor analysis yielded four factors (see Table 2) almost
all items highly loaded only on one factor, with the exception of item 32 (‘7 gave up
fighting’), which was negatively loaded to problem-focused coping factor. Therefore,
item32 was placed on the next highly loaded factor of helplessness coping. The
solution revealed four factors namely “fatalistic coping” including 11 items (o =
.86), “seeking support coping” including 8 items (o = .72), third factor as “problem
solving coping” including 12 items (o = .77), and fourth factor as “helplessness
coping” including 6 items (o = .75).

This 4-factor explained 36.75% of variance, and the overall alpha reliability
of the scale was .86 (See Appendix F for the T-WCI).
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Table 2 Factor Loadings with Varimax rotation of Turkish form of Ways of Coping
Inventory

Factors

1 2 3 4
Fatalistic coping
Item37 .79 -.07 23 .09
Iltem34 12 -12 27 .08
Item15 71 16 15 -.06
ltem24 .69 -.20 21 .06
ltem14 .69 19 .08 .05
Item10 .68 -.04 .20 11
Item20 .65 -.05 15 16
Item30 59 16 14 -.02
Iltem16 .55 .03 -01 31
Item29 34 14 .02 .09
Item9 31 12 .10 .25
Problem focused coping
Item19 .09 59 -.06 23
Iltem22 .06 .56 -.24 23
Item25 -.03 .55 .03 24
Iltem18 .07 54 13 -.06
Iltem27 -.03 .50 A5 34
Item39 .02 48 -01 .35
Item23 .20 46 -.02 29
Item8 10 46 -12 34
ltem21 .04 44 .29 -01
Iltem4l -.05 44 -.10 -.05
ltem31 .02 42 -.01 .35
Item42 .08 37 -.08 34
Helplessness Coping
Item12 12 -.04 .61 -.08
Item35 .20 -.19 .60 11
Item36 24 -.05 .58 .03
Item26 .05 -.02 57 .06
Item17 .16 .01 54 -21
Item40 .06 -.05 48 .08
Item33 .02 -.04 48 .07
Item13 19 24 A7 -.03
Item2 .26 .02 A7 15
Item4 18 .30 46 -.09
Item32 13 -.38 27 -.08
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Table 3 (Continued)
Seeking Support Coping

Item6 12 .09 -.02 71
Item5 .08 .05 -.02 .61
Item?7 .08 18 -.05 57
Item38 19 .28 .07 49
Item28 .05 .38 .05 45
Iteml -01 .00 .29 44
Iltem3 .25 22 .03 42
Item1l 11 .33 .07 .39
Cronbach Alpha .86 17 75 72
Explained Variance (%) 16.58 11.57 5.03 3.58
Total Explained Variance (%) 36.75

2.2.7 Multidimensional Scale of Perceived Social Support (MSPSS)

The Multidimensional Scale of Perceived Social Support (MSPSS) is a 12-
item scale developed by Zimet, Dahlen, Zimet, & Forley (1988) in order to assess the
individual’s perception of social support taken from 3 main sources, namely family,
friends, and significant others. The scale is a 7-point Likert type scale, ranging from
1 (‘disagree very strongly’) to 7 (‘agree very strongly’). The higher scores on the
subscales of MSPSS, indicate greater levels of perceived social support. The
psychometric characteristics of the MSPSS was assessed in a sample of 275
university students. The scale was composed of 3 subscales with 4 items per each;
social support from family (items 1, 2, 7, 10) friends (items 3, 4, 8, 12) and
significant others (items 5, 6, 9, 11). The internal consistency of the original scale
was reported as good (o = .88), reliability coefficient for subscales of significant
other (a=.91), family (o = .87), and friend (o = .85) and test-retest reliabilities over
2 to 3 months period were 0.72, 0.85, and 0.75 respectively (Zimet et al., 1988).

Turkish adaptation of the scale was first conducted by Eker & Akar (1995),
then by Eker, Akar, & Yaldiz (2000). The scale was conducted on different
populations such as university students, psychiatric inpatients-outpatients, kidney
disease patients, and Cronbach’s alpha were found between .85 to .91 (Eker, Akar, &
Yaldiz, 2000). In a study with Rheumatoid Arthritis patients, the overall Cronbach
alpha reliability of the scale was found to be .89 (Dirik, 2006). Recently, in the
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follow-up study among a Turkish representative community sample, reliability
coefficients were found as .87 for friend scale, .82 for family scale and .92 for
significant other scale (Karanci, et al., 2011).

In this study, this MSPSS was used to assess participants’ perceptions of
social support received in the aftermath of a traumatic event and examine whether
perceived social support has effects on the posttraumatic outcomes such as PTS
severity and/or PTG. In the present study, a total mean perceived social support score
was obtained by summing up the responses to the items of MSPSS and dividing them
by the number of items (M = 5.46, SD= 1.42, Min= 1, Max= 7, Range = 6). In this
sample, Cronbach’s alpha reliability coefficients were for perceived social support
from friend .90, from family .90, and from significant other .89. The overall
reliability of the scale (12 items) found as .90 (See Appendix G for the MSPSS).

2.3 Procedure

In order to examine the rates and types of traumatic events encountered in
lifetime, evaluate the impact and possible outcomes of experiencing such events, data
was gathered by a community sample, izmir. A large scale project was conducted
aiming at searching for prevelance rates of probable PTSD and PTG levels in 2009
(Karanci et al., 2012) among 3 provinces of Turkey (Ankara, Kocaeli, Erzincan).
However, Izmir is located in the western extremity of Anatolia, located on the
Central Aegean coast of Turkey and considered to be the third largest city in Turkey
(with a population of 4,005,459) (Turkish Statistical Institute, 2012). Although the
city is placed on the seismic zone and has been devastated by several earthquakes, a
lot of people from all over Turkey immigrated into Izmir. The climatic conditions
and location may have a role in preferring the city. The population of the city is
predominantly Muslim, however secularism is also very strong in this region of
Turkey and izmir is known as to be home to Turkey's second largest (after Istanbul)
Jewish community.

According to the results of address based population registration system
(TurkStat, 2012) Izmir (both district centers and towns-villages included) has a total
population of 4,005,459 (3,661,930 when towns-villages excluded) and 49.91% of
total population is men, 50.01% women. The median age for men is 33.4, and for

women 34.8. In terms of urbanization rate, literacy rate, gross domestic product per
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capita and ratio of workers in branch of industry compared to total employment rates,
Izmir is reported as above Turkey average. In 2012, the rate of illiterate (above the
age of 15) in Turkey was 5.1%, whereas it is reported as 2.4% in Izmir.

The sample size was computed by TurkStat, based on a trauma prevalence
expectation of 60% and error rate of 5%. As a result of this calculation, 740
participant house addresses were provided by TurkStat. A stratified cluster
community sampling method was used, in which random sampling of the households
were drawn from the address based census information.

The city of Izmir is composed of 30 districts, from Aliaga to Selguk of which
recently added with the new municipal arrangements. The constitution of the
"Greater Izmir Metropolitan Municipality", was initially nine, and then eleven
metropolitan districts, namely Balg¢ova, Bayrakli, Bornova, Buca, Cigli, Gaziemir,
Giizelbahge, Karabaglar, Karsiyaka, Konak and Narlidere. Almost all of these are
former district centers or neighborhoods which stood on their own, with their own
distinct features. Among these, Karabaglar, Buca, Bornova, Konak, Karsiyaka and
Bayrakli are the most densely populated settlements (TurkStat, 2012), where
representativeness may be considered to be high. In this study, the former eleven
metropolitan districts of "lzmir Metropolitan Municipality” were taken into
consideration.

The sample that consisted of adults, age 18 and above, residing in izmir was
provided by Turkish Statistical Institute (TurkStat), through stratified cluster
sampling method from address based population registration system. Before
gathering the sample, the representative sample size was computed by TurkStat.
According to the computation, the sample consisted of 740 house-based addresses
from 11 districts shown in the Table 3. For each main address, 2 additional
alternative addresses were provided by TurkStat.

Initially, application was submitted to The Applied Ethics Research Center of
Middle East Technical University (METU) and was granted. Besides, application to
The Scientific and Technological Research Council of Turkey (TUBITAK) for short-
term funding research and development program, resulted in success and TUBITAK

submitted its written consent for 1 year support while conducting this thesis study.
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Table 3 The distribution of sample among 11 districts of Izmir

District Sample
1. Balcova 20
2. Bayrakli 80
3. Bornova 110
4. Buca 100
5. Cigli 50
6. Gaziemir 30
7. Giizelbahce 10
8. Karabaglar 120
9. Karstyaka 90
10.  Konak 110
11.  Narlidere 20

Total 740

After obtaining approval from the Ethics Committee of METU, the
Governorate of Izmir and Provincial Directorate of Public Health were informed
about the aim and scope of the study and approval for the implementation was
requested. Approval (via written consent) was granted for conducting this research
on site.

The research booklet (a socio-demographic information form, Post Traumatic
Stress Diagnostic Scale, Ways of Coping Inventory—Turkish form, Basic Personality
Traits Inventory, Posttraumatic Growth Inventory, Multidimensional Social Support
Scale, Event-Related Rumination Inventory), together with informed consent and
debriefing forms were printed. In order to explain respondents the rating scales of the
instruments, cards were prepared and printed with graded tones of colors.

Twelve interviewers, who worked in shifts, were selected among psychology
(10) and sociology (3) departments of Ege University, Izmir University of Economy,
Abant izzet Baysal University. They were trained in advance about issues such as
Traumatic Life Events, Posttraumatic Stress Disorder, Post Traumatic Growth, the
aims of this study, data collection procedure, Kish Method, informed consent and
voluntariness, administration of the instruments, debriefing forms and psychiatric
referral if needed.

In the present study, data collection was completed between June, July 2013,

and conducted through home visits starting from the main address provided by
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TurkStat, followed by primary and secondary alternates. Before starting data
collection, the sample was grouped according to the distances of the addresses and
proximity of the districts.

Only one subject among each household was chosen by using the Kish
method (Kish, 1965). According to this method (see Appendix H), interviewers,
when they visited a household, first asked the number of people above the age of 18
living permanently in the household. This number of adults and the last digit of the
research booklet number were matched in the Kish table to provide the number of the
member who will take part in the research. Since only one adult was included from
each household, this method provided a random selection of one participant from
each household. People who were not staying at the address for more than six months
(because of military obligation, studying or working in another city, staying in
prison, in hospital, etc.) and people under the age 18 were excluded from the study. If
the person chosen was not at home during the visit, the household was revisited
through an appointment to contact the delineated household member. The procedure
ended if the participant could not be reached in three consecutive visits. The
interviewers went to the alternate addresses if the household from the main addresses
could not be reached. Moreover, since the participation was based on voluntariness,
if the individual rejected to participate, then the researcher likewise moved to the
alternative addresses.

All the participants were informed about the purpose and scope of the study
and written consent forms (see Appendix I) were signed prior to each participation.
The instruments were filled out individually, on one occasion. The interviewer gave
the necessary instructions for each scale and then read the items and recorded the
responses. The administration started with the sociodemographic information form,
followed by PDS in which a potentially traumatic event may be reported. The whole
research booklet was completed according to the most distressing potentially
traumatic event. However, if the individual did not disclose or report any potentially
traumatic event, then the instruments such as BPTI, T-WCI, MSPSS were completed
considering adverse or stressful events in general.

Participants were informed and assured both verbally and in written form

about the voluntariness and possibility to withdraw at any time due to overwhelming
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emotions or cognitions related to the reported traumatic event. However, if the
participant’s distress continued, a mental health facility (Ege University Hospital
Adult Psychiatry Clinic) was offered for further professional support. The
administration took around 45 minutes for participants to complete all
questionnaires. All participants completed the measures anonymously and they were
informed about the confidentiality at all stages of data collection, data analysis, and
dissemination of results.

At the end of the administration, debriefing forms (see Appendix J) that
included further details, such as expected time, expected results of the study, contact
information, were provided to each participant.

2.4  Statistical Analyses

Statistical analyses were conducted with Statistical Package of Social
Sciences (SPSS) 17 Program and LISREL 8.80. Prior to analyses, accuracy of data
entry, missing values, outliers were examined. Factor analysis was carried out for
WCI-T with Principal Component Analysis and Varimax rotation. Internal
consistency of the whole scale and subscales were assessed by Cronbach’s alpha
values. The mean scores of the main variables were utilized throughout the analyses
and presented in descriptive analysis.

Correlational analyses were conducted for all variables of the study to
examine the associations among them.

In order to evaluate the effects of event-types and gender differences,
responses of participants were compared with respect to experiencing most frequent
and distressing potentially traumatic events, events qualifying as traumatic (i.e.,
Criteria A of PTSD met), and events meeting the specification of probable PTSD.
Chi square analyses were conducted to compare different event types and gender
differences. Next, 242 participants who indicated that they had not experienced any
potentially traumatic event during lifetime were removed from the analyses. Logistic
regression analysis was used to evaluate the role of sociodemographic variables
including age, gender, income, education level and previous psychiatric problem,
total number of events, on probable PTSD.

Next, 13 types of events were categorized into four groups namely; (1)

intentional/assaultive violence, (2) injury/shocking event, (3) unexpected/sudden
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death, (4) other events. Multivariate analysis of variance (MANOVA) was performed
to compare these four group of traumatic events with respect to participants’
responses on three posttraumatic stress symptoms, i.e., reexperiencing, avoidance,
arousal. MANOVA was also conducted to compare four group of traumatic events
with respect to participants’ responses on posttraumatic growth domains, i.e., new
possibilities, spiritual change, relating to others, personal strength, and appreciation
of life.

Moreover, two separate hierarchical multiple regression analyses were
performed to determine the predictors of posttraumatic symptom severity and
posttraumatic growth. Four steps were carried out in order to see the effects of
sociodemographic factors, personality traits, event-related factors, post-trauma
variables on outcome variables.

Finally, structural equation modeling (SEM) was conducted by LISREL to
test the comprehensive model suggested by the present study, in which differential
pathways lead to different patterns of outcome as either posttraumatic stress
symptom severity or posttraumatic growth. Additionally, in order to see the
relationship between two outcome variables, i.e., symptom severity and

posttraumatic growth, a simpler model was tested via LISREL.
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CHAPTER 3

RESULTS

The results of this study are grouped in three sections. The first section
presents the results of data cleaning, descriptive statistics and correlations among the
study variables. In the second part, the group comparison and regression analyses
results are outlined with respect to types of events, probable posttraumatic stress
disorder (PTSD), sociodemographic factors, personality traits, event-related
variables, posttrauma variables on diverse outcomes of traumatic events. The third
section gives the findings based on testing the proposed model of posttraumatic
stress symptom severity and posttraumatic growth.

3.1 Data Cleaning, Descriptive Statistics, Bivariate Correlations
3.1.1 Data Cleaning

Prior to the analysis, the data were examined for accuracy of data entry,
missing values, fit between their distributions, and the assumptions of multivariate
analysis. To improve pairwise linearity and to reduce the extreme skewness and
kurtosis, five variables namely agreeableness, conscientiousness, negative valence,
perceived support from family and perceived support from significant other, were
transformed using reciprocal transformation. Since negative valence subscale was
severe positively skewed, the scale was inversed, while since the other subscales
were severe negatively skewed, they were reflected. Totally, 740 cases were
examined in the analyses.

In this study, in order to follow up some of the variables more accurately
labels were given. The events that were presented to the participants (listed in the
first part of Posttraumatic Diagnostic Scale-PDS) were labelled as potentially
traumatic events (PTEs). The list was composed of thirteen events one of which is
labelled as ‘other events’. The events on this item were not provided to the
individuals, rather they were based on the participants’ statements of experiencing a

potentially traumatic event type other than the listed 12 types of events. The reported
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events included stressful events mostly life transition problems such as divorce,
economic crises, family-marriage-school relationship difficulties, work-financial
problems and other health-related problems (e.g., MS, epilepsy, down syndrome). If
any PTE was reported as distressing or bothering by the participant and classified
traumatic according to DSM-IV-TR Criteria A of PTSD diagosis, which was based
on participants’ own responses to questions of 17 to 22 in the Posttraumatic
Diagnostic Scale (see Appendix B for these items on PDS), then this event is called a
‘Traumatic Event’ (TE). The severity experienced during the traumatic event was
one of the variables used throughout the analyses, which included two relatively
objective severity questions (e.g., Were you physically injured?; PDS items 17 &
18), and four subjective severity questions (e.g., Did you think that your life was in
danger?, Did you feel terrified?; PDS items 19 to 22). Throughout the analyses, both
of these severity indicators were classified as ‘event severity’ in order to examine
this peritrauma factor’s impact on posttrauma processing and the diverse outcomes.
Finally, the posttraumatic stress symptoms (see Appendix B for PDS items 23 to 39)
were summed up for a total score of posttraumatic stress symptoms severity (PTS
symptom severity) and shortly labelled as‘symptom severity’. This total score is
obtained by summing the participant responses to 17 items that correspond to three
main symptoms (reexperiencing, avoidance, arousal) of probable PTSD.
3.1.2 Descriptive Statistics

Descriptive statistics (e.g., mean and standard deviations) of main variables
examined in the study are presented in Table 4.
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Table 4 Descriptive Information for the main measures of the study

Measures Mean SD Min. Max.
Personality Traits
Extraversion 3.91 0.81 1 5
Agreeableness 4.63 0.46 2 5
Conscientiousness 4.29 0.65 1 5
Neuroticism 2.82 0.88 1 5
Openness to experience 4.00 0.68 1 5
Negative Valence 0.98 0.36 1 4
Event-Related Variables
Total number of PTEs 2.05 1.23 1 8
Event severity (based on reported TE)  2.30 1.53 0 3
Elapsed time since the TE 5.02 1.34 1 6
Duration of symptoms™> 1.74 0.44 1 2
Impairment of Functioning 2.44 2.71 0 9
Perceived Social Support
Friend 491 1.96 1 7
Family 5.78 1.71 1 7
Significant Other 5.69 1.79 1 7
Total perceived support 5.46 1.42 1 7
Event-Related Rumination
Intrusive Rumination 1.70 0.94 0 3
Deliberate Rumination 1.47 0.84 0 3
Ways of Coping
Fatalistic coping 2.37 0.49 1 3
Seeking support coping 2.62 0.35 1 3
Problem solving coping 2.61 0.32 1 3
Helplessness coping 191 0.41 1 3
PTSD Symptoms
Reexperiencing 1.02 0.88 0 3
Avoidance 0.75 0.74 0 3
Arousal 0.99 0.98 0 3
PTS symptom severity 0.90 0.75 0 3
PTG
New Possibilities 2.45 1.52 0 5
Spiritual Change 3.03 1.60 0 5
Relating to others 2.33 1.50 0 5
Personal Strength 3.40 1.42 0 5
Appreciation of Life 3.12 1.72 0 5
Total PTG 2.81 1.23 0 5

*Duration of symptoms: 1= less than 3 months, 2= more than 3 months
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3.1.3 Bivariate Correlations among the Variables

Bivariate Correlations among the variables of interest in this study are
presented in Table 5.

As can be seen from Table 5, among the major outcome variables PTS
symptom severity was positively correlated with total number of events experienced
(r =.20, p< .01), duration of symtoms (r =.38, p< .01), event-severity (r =.33, p<
.01), impairment of functioning (r =.65, p< .01), intrusive rumination (r =.55, p<
.01), deliberate rumination (r =.47, p< .01), neuroticism (r =.38, p< .01),
agreeableness (r =.09, p< .05), fatalistic coping (r =.26, p< .01), helplessness coping
(r =.46, p< .01), and total score of PTG (r =.13, p< .01), while negatively correlated
with time passed since the event (r = -.24, p< .01), extraversion (r = -.24, p< .01),
and total peceived social support (r =-.17, p< .01).

The outcome varible total PTG was positively correlated with the other
outcome variable PTS symptom severity (r = .13, p< .01), with duration of
symptoms (r =.13, p< .01), extraversion (r =.09, p< .01), agreeableness (r =.28, p<
.01), conscientiousness (r =.31, p< .01), openness to experience (r =.28, p< .01),
total perceived support (r =.30, p< .01), intrusive rumination (r =.14, p< .001),
deliberate rumination (r =.35, p< .01), fatalistic coping (r =.22, p< .01), seeking
support coping (r =.36, p< .01), problem solving coping (r =.41, p< .01),
helplessness coping (r =.17, p< .01).

With respect to the variables associated with rumination; intrusive rumination
was correlated positively with total number of events potentially traumatic events
experienced (r =.12, p< .01), reported event severity (r =.16, p< .01), duration of
symptoms (r =.20, p< .01), impairment of functioning (r =.41, p< .01), deliberate
rumination (r =.56, p< .01), neuroticism (r = .26, p< .01), negative valence (r =.09,
p< .05), fatalistic coping (r =.12, p< .01), helplessness coping (r = .36, p< .01),
whereas it had negative correlations with time elapsed since event (r =.14, p< .01),
extraversion (r = -.19, p< .01), openness to experience (r = -.10, p< .05). On the
other hand, deliberate rumination was correlated positively with total number of
events (r = .15, p< .01), reported event severity (r = .23, p< .01), duration of
symptoms (r = .20, p< .01), impairment of functioning (r = .38, p< .01),

agreeableness (r = .13, p< .01), neuroticism (r = .21, p< .01), fatalistic coping (r =
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.09, p< .05), seeking support coping (r = .14, p< .01), problem solving coping (r =
.17, p<.01), and helplessness coping (r = .28, p< .01).

In regards to variables associated with perceived social support and coping
styles, total perceived social support (from friend, family and significant other) was
positively correlated with problem solving coping (r = .19, p< .01), and as expected

with seeking support coping (r = .34, p< .01).
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Table 5 Pearson Correlations of Posttraumatic Stress Symptom Severity, PTG and study variables

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16

1 Age
2 Sex 100
3 Marital status -1737 011
4 Education (years) — -1847 197" 185"
5 Employment 1527 -4077 -006  -.248"
6  Prior psychiatricpr. .082"  -107" .003  -069  .083" N
7 Income -151 .080 .095 .345 -208 -131
g Totalno.ofevents .084 1507 -036 .034  -093" 1337 -073
9 Timesince Event 136" .045  -092° -014 028  .042  -002  .058
10 Event-severity -023 -070 -015 -027 -016 .158" -080 .153" .004
11 Durationof Symp. 074  -1237 011  -162" 1327 1347 -1437 105 1277 115
12 Imp. of Functioning -.050 -083 .059  -081 .040  .258" -185  .107" -211" 235" 236"
13 Reexperiencing -029  -248" 032  -1987 099" 2147 -2427 163" -2597 288" 326" 520"
14 Avoidance -085 -1917 .058  -180" .089° 218" -2247 1927 -1937 266  .329" 584"  .649"
15 Arousal -080  -1597 .042  -185" 112" 2817 -257 1637 -185 315  .348" .600° .668~  .659"
16 PTSsym.severity -076 -225° 051  -2137 114" 2717 -2747 1977 -2397 3297 3817 .649” 866  .885  .884"
17 Intrusive Rum. -037  -2157 042  -1457 163" 1627 -2247 1237 -1357 158" 2017 406" 5307 4727 4417 5457
1g Deliberate Rum. ~ .000  -105" .061  -065 .055  .247 -128" 1547 -088 225" 197 382" 4547 4017 3887 469"
19 New Possibilites ~ -.061  -066 -014 -039 -073 .048  -033 .027 .045 .085 .092° .036  .118" .149" 054 1227
oo Spiritual Change ~ -.038  -096" -056 -220° .012 .055 -079 -060 .032  .063  .1237 .055  .162" .175 .126" .176"
21 Relating Others -007 -071 -033 -097 -030 .003 -046 -062 -064 .089° .092° -003 .080 .076  .077  .088"
oo Personal Strength ~ -.001  -138" 007  -1317 -021 028  -091° -013 .065  .027  .161" .009  .098" 136" .064  .114°
23 App. of Life -099" -056 -088" -102° -008 -062 -034 -044 049 064 039 -1207 -013 .000  -027 -015
o4 Total PTG -050 -105" -043 -143" -034 022  -069 -037 .027 085 .1277 001 1177 139" 078  .1277
o5 Extraversion 065 010 -023 1697 -083° 001  .112° -021 037  -101" -087 -189" -142" -255" -226  -240"

Agreeableness 2177 1177 -1067 -2107 057  .039  -1297 -054 -032 .022  .092° -004 .112° 036  .094" .090

N
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Table 5 (Continued)
27 Conscientiousness .302° -.136 -247 -189° .051 .026 -1187 -.043  .065 089" 075 -041 .082 -019  .007 .023

* * * Hk *k *k Hk *k

28 Neuroticism -081" -090° .026 -089° .058  .159" -070 .092° -102° 2097 1100 .317 3027 2907 412 381
29 Opentoexperience .160** .175** -065 -034 -102** -041 -010 .020 .070  .021  .020 -013 -038 -057 -049 -.056
30 Negative valence  -.112** 120** .075* .029  -023 .040 .012  .043  -130** -015 .024 .087 .053 .075 .101* .088
31 Fatalistic coping 210%*  -158** -166** -493** 196** 058  -.213** -050 -060 .074  .143** (094*  224** 54%x D03**  5Q*x

Seeking support 511w g1 -133%% -177%% 019 -025  -095%% -020 057  -008 041 -039 034 .03 010  .030

32 coping

2 Eggf’r']‘;m SOMING g14%x 028 -108%* -020 -059 -047 -035 -023 -007 008  -036 -124** -019 -055 -080  -.060
g4 Helplessnesscop.  -047  -166%* -025  -288** .184** 175%% -208%* (042  -176%% 109%* 153%% 317+% 388%* 424%* 400** 46L**
35 Friend Support -075¢ 052 041  156** -001 -040 .107** -147** -069 -088* -104* -187** -099* -111* -121*% -
4 Family Support 062 -074* -181** 030 045  -096** 086* -099% -066 -119%* -064 -212%% -097% -102* -162%% ...
47 Other Support 007  -072 -208** 052 014  -085% (025  -096* -005 -013 -066 -186** -105% -125% -142% T,
45 Total support -007  -083% -139%* 105%* (023  -002* 094% -146** -060  -004* -100% -248** -128*% -144%% -180%% " ..

*p<.05 **p<.01

33 34 35 36 37

Helplessness .025
34 coping
Friend Support 272" -.027
35 )
Family Support 246" -.069 .295"
36 .
Other Support 267" -.038 .382"° 588"
37 )
Total support 335" -.056 .737" .782" 830"

38
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Table 5 (Continued)

17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 32
18 Deliberate Rum. 564"

19 New Possibilities 1557 3707

oo Spiritual Change 1307 3017 5787

o1 Relating Others 1287 2297 4877 6317

oo Personal Strength 1217 3097 637" 545 557

23 App. of Life 005 1397 5147 4757 4697 543"

o4 Total PTG 1437 3467 8227 815  .805 812" .723"

o5 Extraversion -189” -075 .111° 013 062 .093" .084 .091°

o6 Agreeableness 037 1267 1827 267 215 2707 2100 2837 227"

o7 Conscientiousness -001 076 2397 2787 2247 282" 218" 310" .191" 451"

og Neuroticism 2557 2097 -004 021 -028 -050 -025 -020 -255  ~-053 -.086

o9 Opentoexperience -103° .038 2697 .1627 .165 .2927° 2207 275  .398" 358" 361" -.098"

30 Negative valence 093" 061 .011 -023 .009 -020 -045 -013 -173" -2817 -295" 2197 -125"

31 Fatalistic coping 1177 092" 043 3317 2127 1827 1117 2187 -115" 280" 214" .035 045 -018

3o Seeking supportcoping .032 1417 2917 3187 265 3247 245" 3617 073" 3137 4147 -2447 2697 -096 316"

33 Problem solving coping -066 1717 .378" .300" .298" .384" 290" 414" 280 327 343" -1437 404" -084" 174" 573"
34 Helplessness coping 3627 2807 .068 .2407 .203™ .081 .079 .172"° -313" 1107 -013 .3207 -.138" .080" .467" .124”
35 Friend Support -041 021 1347 1437 3187 2127 1517 2447 1217 070 -033 -127° 035 016 -022 .117"
36 Family Support -057 -.034 .095° .1337 246" 132" 1757 196~ 118" 1147 143" -128" 052 -045 .1027 .183"
37 Other Support -034  -034 1717 1967 2627 212" 2177 265~ 1637 .1397 1497 -069 .105" -014 .040 .160"
38 Total support -056  -019 .1717 2017 .353" 238" 230" .300" .1717 136~ .104" -1397 .081° -017 .047 .194"

*p<.05 **p<.01



3.2  Group Comparisons and Regression Analyses

The purpose of this study is both to examine the prevalence rates of traumatic
events, and probable PTSD, and to test the possible factors associated with the
diverse outcomes such as posttraumatic stress symptoms and posttraumatic growth.

In this section, firstly, a group of analyses conducted in order to explore the
characteristics (frequencies, percentages) of different types of events, in which
prevalence rates of potentially traumatic events (PTES), the most distressing PTE,
and events qualifying as traumatic events (TES) were presented separately and then
combined. These results will provide answers for relevant research questions of the
study. Gender differences will also be included in the examination of prevalence
rates of PTES, most distressing PTE, TE , aiming to test the related hypotheses of the
study. In order to evaluate these group differences, Chi-square analyses were
conducted.

Next group of analyses, were performed in order to evaluate the prevalence
rates of probable PTSD. The possible influence of event types and gender differences
on qualifying a probable PTSD were examined. Additionally, a logistic regression
was performed in order to estimate the influence of sociodemographic factors,
number of similar events and previous psychiatric problem, on the risk for a probable
PTSD.

Then, symptom severity, which is the total score of three main symptoms of
PTSD (i.e., reexperiencing, avoidance, arousal) was explored. A comparison test was
conducted among four groups of different event-types in order to find out whether
types of events were related with different symptoms of PTSD. Next, four groups of
event-types were compared on five PTG domains (i.e., New Possibilities, Spiritual
Change, Relating to Others, Personal Strength, Appreciation of life).

Finally in this section, two separate multiple hierarchial regression analyses
were performed for symptom severity and PTG.

3.2.1 Prevalence rates of different Types of Events

In this study, 12 different types of events were presented through the
Posttraumatic Stress Diagnostic Scale (PDS) (see Appendix B). If none of the twelve
types of events were experienced nor witnessed by the participant, rather another

type of event could be reported by the selection of item 13. If the participant reported
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a type of event that was not included in the list, then the participant was expected to
specify the event. These types of events were mostly related to divorce and
relationship problems, unemployment, financial problems, bankruptcy, workplace
problems, chronic illnesses, seperation, migration , political issues, academic
problems.

The results of these 13 items in total indicating different types of events, were
presented in three styles. Firstly, 13 types of events were considered as potentially
traumatic event (PTE), where the participant may report more than one event type as
experienced or witnessed. Next, 13 event types were classified as the most
distressing PTE, in which the participant chose the most bothering/distressing among
the reported PTEs. Finally, 13 types of events were analyzed according to meeting
the criteria of ‘traumatic event’ (TE) as specified in PTSD diagnosis of DSM-IV-TR.

3.2.1.1 The Prevalence of Potentially Traumatic Events (PTE)

In order to explore research questions (RQ1), descriptive statistics and chi-
square analyses were conducted. According to the descriptive statistics, the mean
number of encountering a potentially traumatic event was reported as 2.05 (SD =
1.23, Min =1, Max = 8). Out of 740 participants, 498 (67.3%) reported experiencing
at least one PTE throughout their lives. The most frequently experienced PTEs were
unexpected-sudden death (n = 364, 73.1%), life-threatening illness (n = 151, 30.3%)
followed by accident-fire-explosion (n = 118, 23.7%), and other events (n = 101,
20.3%). The frequency and percentages of experiencing at least one PTE and the
distribution according to gender are shown in Table 6.

As can be seen from Table 6, the lifetime prevelance of experiencing at least
one potentially traumatic event for females (n = 325) was 68.3 percent (N = 740),
while for males (n = 173) was 65.5 percent. The prevelance of experiencing at least
one PTE were not significantly different in the male and female sample, y? (1, N =
740) = 0.46, p = .496.

Chi-square test results indicated that females and males were significantly
different in experiencing non-sexual assault by a stranger, y? (1, n = 498) = 29.69, p
<.001, Cramer’s V = .25, being in a combat or war zone, y? (1, n = 498) = 41.50, p <
.001, Cramer’s V = .30, imprisonment, y? (1, n = 498) = 12.85, p <.001, Cramer’s V
= .17, torture, y? (1, n =498) =5.94, p <.001, Cramer’s V = .12.
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Table 6 Frequency and percentage of experiencing at least one PTE

Experienced PTE N =498 N=740  Females Males
P Frequency (%) (%) N=325  N=173
1. Accident, fire, or explosion 118 (23.7) (15.9) 77 (23.7) 41 (23.7)
2. Natural Disaster 72 (145) (9.7) 41 (12.6) 31(17.9)
3 Non-sexual assa_ult by a family 60 (12) (8.1) 3B(1L7) 22 (12.7)
member or acquiantance
4. Non-sexual assault by a stranger 36(7.2) (4.9 8(25) 28(16.2)
5 Sexual gssault by a family member 9(18) (L2) 8 (2.5) 1(0.6)
or acquiantance
6. Sexual assault by a stranger 12(2.4) (1.6) 11 (3.4) 1(0.6)
7. Combat or war zone 40(8.0) (5.4) 7(2.2) 33(19.1)
Sexual contact under age 18 with
8. someone 5 or more years older 1122)  (1.5) 122 4(23)
9. Imprisonment 28 (5.6) (3.8) 9(2.8) 19 (11)
10. Torture 21(4.2) (2.8) 8 (2.5) 13 (7.5)
11. Life-threatening illness 151 (30.3) (20.4) 102 (31.4) 49 (28.3)
19, Unexpected or sudden death of a 364 (73.1) (49.2)  245(75.4) 119 (68.8)
loved one
13. Other events 101 (20.3) (13.6) 63 (19.4) 38(22.0)

3.2.1.2 The most distressing PTE

In order to explore research question of RQ2, descriptive statistics and chi-

square analyses were conducted. The participants who reported at least one PTE (N

498), were asked to choose one PTE as most distressing if they reported more than

one event. The frequency and percentages of most distressing PTE and the

distribution according to gender are shown in Table 7.

As can be seen from Table 7, among 498 participants, 257 of them reported

sudden death as the most disturbing potentially traumatic event, followed by other

events (n = 70) and life-threatening illnesses (n = 59). In the whole sample of 476
females 325 (68.3%) and among 264 males 173 (65.5%) of them reported that they
have been very bothered by a PTE. A Chi-square test revealed that females and

males were not significantly different from each other in terms of reporting most
bothering PTE, %2 (1, n = 740) = 0.46, p = .496. The only significant difference found
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among females and males was in experiencing sudden death as most distressing PTE,
x?(1,n=498) =5.79, p < .05, Cramer’s V = .11.

Table 7 Frequency and percentage of experiencing the most distressing PTE

N =498 N=740 Females Males
Frequency (%) (%) N =325 N =173

1. Accident, fire, or explosion 42(8.4) (5.7) 26 (8.0) 16 (9.2)

2. Natural Disaster 10 (2) (1.4) 3(0.9) 7 (4.0)
Non-sexual assault by a family

Most Distressing PTE

3. member or acquiantance 21 (4.2) (2.8) 17 (5.2) 4 (2.3)
4. Non-sexual assault by a stranger 3 (0.6) (0.4) 0(0) 3(1.7)

5. gf’;gghf‘:ﬁ?;r:tcg’y a family member ¢ ; ©07)  4(12) 1(0.6)

6. Sexual assault by a stranger 2(0.4) (0.3) 2 (0.6) 0(0)

7. Combat or war zone 11 (2.2) (1.5) 4(1.2) 7 (4.0
o S LAY 209 09 209 00
9. Imprisonment 11 (2.2) (1.5) 3(0.9) 8 (4.6)
10. Torture 5(1) (0.7) 0(0) 5(2.9)
11. Life-threatening illness 59 (11.8) (8.0) 41 (12.6) 18 (10.4)

Unexpected or sudden death of a
loved one

13. Other events 70 (14.1) (9.5) 42 (12.9) 28(16.2)

12. 257 (51.6)  (34.7)  181(55.7) 76 (43.9)

The other events item was chosen by 70 participants in total (9.5% of N =
740, 14.1% of N = 498) as most distressing after sudden death type of event. Since
event types were not presented for the other events item (See Appendix B in PDS),
the reported types of events were categorized based on participants’ responses. The
types of events categorized under this item are presented in Table 8. The most
frequently reported event categories were divorce and relationship problems (47.1%),
unemployment and financial problems (27.1%).
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Table 8 Frequency and percentages of events under the most bothered ‘Other Event’
item

Most Bothered PTE

Other Event N =70 Frequency (%)
1. Unemployment, bankruptcy, financial, workplace problems 19 (27.1)

2. Other chronic illnesses 13 (18.6)

3. Divorce, relationship problems,seperation, migration 33 (47.1)

4. Political issues, academic problems 5 (7.1)

3.2.1.3 Prevalence of TE
In order to explore research question of RQ2 and test hypothesis H1,
descriptive statistics and chi-square analyses were conducted. The prevalence rate of
experiencing a traumatic event during the lifetime fitting the specification of the
DSM-IV-TR Criterion A of PTSD (i.e., PDS items 17 to 22, see Appendix B), was
found to be 31.5% (N = 233 out of 740). The frequency and percentages of different
kinds of TEs and the distribution according to gender are shown in Table 9.

Table 9 Frequency and percentage of experiencing traumatic events (TE)

Frequency (%)

. Female Male
Traumatic Events (TE) N = 233 N = 156 N = 77
1. Accident, fire, or explosion 33(14.2) 20 (12.8) 13 (16.9)
2. Natural Disaster 6 (2.6) 2(1.3) 4 (5.2)
3 Non-sexual assa_ult by a family 18 (7.7) 15 (9.6) 3(3.9)

member or acquiantance
4. Non-sexual assault by a stranger 3(1.3) 0 3(3.9
5 Sexu_al assault by a family member or 2 (0.9) 2 (1.3) 0
acquiantance
6. Sexual assault by a stranger 2(0.9) 2(1.3) 0
7. Combat or war zone 7(3) 3(1.9) 4(5.2)
8 Sexual contact under age 18 with 2(0.9) 2 (13) 0
someone 5 or more years older
9. Imprinsonment 8(3.4) 1(0.6) 7(9.1)
10. Torture 4(1.7) 0 4(5.2)
11. Life-threatening illness 37 (15.9) 28 (17.9) 9(11.7)
12 Unexpected or sudden death of a 87 (37.3) 65 (41.7) 22 (28.6)
loved one
13. Other 24 (10.3) 16 (10.3) 8 (10.4)
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As can be seen from Table 9, the most frequent event qualified as TE was
unexpected death of a loved/close one (37.3%), followed by life-threatening illness
(15.9%) and accident-fire-explosion (14.2%). The prevalence of TEs in lifetime in
terms of gender, was found to be 48 percent (n = 156) for females (N = 325) and
44.5 percent (n = 77) for males (N = 173). However, according to Chi-square test
results, males and females were not significantly different in terms of experiencing
TE, x?(1,n=498) = 0.42, p = .516.

Both females (41.7%) and males (28.6%) reported unexpected death as the
most frequent TE. According to Chi-square test results, females and males were not
different in terms of experiencing unexpected sudden death as a TE, y? (1, n = 232) =
3.24, p = .072. However, in terms of qualifying as TE or not, the differences of
experiencing accident-fire-explosion, y? (1, n = 498) = 17.24, p < .001, Cramer’s V
=.19, Non-sexual assault by a family member or acquiantance, y? (1, n = 498) =
11.76, p < .01, Cramer’s V =.16, Life-threatening illness, y? (1, n = 498) = 34.62, p <
.001, Cramer’s V =.27, unexpected death, y? (1, n = 498) = 34.62, p <.001, Cramer’s
V =.27, other events, y? (1, n = 498) = 4.55, p < .05, Cramer’s V =.10, were found to
be significant.

3.2.2 Prevalence of Probable PTSD

In order to explore research questions of RQ3 and RQ4 and test hypothesis
H2 descriptive statistics and chi-square analyses were conducted. Among
participants who experienced an event qualified as traumatic (i.e., Criteria A met) (N
= 233), 80 (34.3%) people have met all the criterias from A to F (see PDS in Method
section) of PTSD according to DSM-IV-TR. The decision of probable PTSD or not
is based on participants’ scores to the scale PDS (See Appendix B). The prevalence
rate of a probable PTSD was found to be 10.8 percent in the community sample as a
whole (N = 740); seven percent for females, three percent for males. Among females
(N = 325), 55 participants (16.9%) met the diagnosis of probable PTSD while among
males (N = 173), 25 participants (14.5%) met the diagnosis. Accordingly, female and
male sample were not found to be significantly different in terms of probable PTSD
rates, x> (1, n =233) =0.08, p =.783.
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Table 10 Frequency and percentage of traumatic events and gender distribution
related with probable PTSD

Probable  Female Male

Traumatic Events (TE) PTSD N=80 N =55 N =25
1. Accident, fire, or explosion 7(8.8) 2 (3.6) 5 (20)
2. Natural Disaster 0 0 0

3 I;IC%TJ};%:zL:ssault by a family member or 90(11.3) 8(145) 1(4)

4. Non-sexual assault by a stranger 1(1.3) 0 1(4)

Sexual assault by a family member or

5 acquiantance 2(29) 2(3.6) 0
Sexual assault by a stranger 0 0
7. Combat or war zone 1(1.3) 1(1.8) 0
8. Sexual contact under age 18 with someone 2 (2.5) 2 (3.6) 0
5 or more years older
9. Imprisonment 5(6.3) 1(1.8) 4 (16)
10. Torture 2 (2.5) 0 2 (8)
11. Life-threatening illness 12(15) 9(16.4) 3(12)
12. Unexpected or sudden death of a loved one 26 (32.5) 21(38.2) 5(20)
13. Other 13(16.3) 9(16.4) 4(16)

As can be seen from Table 10, sudden death is the most frequent (n = 26) TE
reported among those fitting the specification of probable PTSD diagnosis, followed
by other events (n = 13), life-threatening illness (n = 12) and non-sexual assault by a
family member or acquiantance (n = 9). For probable PTSD diagnosis among the
female sample, the most frequent TEs were sudden death (38.2%), followed by other
events (16.4%), life-threatening illness (16.4%) and non-sexual assault by a family
member or acquiantance (14.5%). Among the male sample, the most frequent TEs
were sudden death (20%), and accident/fire/explosion (20%), other events (16%) and
imprisonment (16%).

Among these types of events, the differences of sudden death specifying as
probable PTSD or not, were found to be statistically significant, y? (1, n = 498) =
13.04, p <.001, Cramer’s V =.17.

3.2.2.1 Type of PTEs, TEs and those leading to probable PTSD
The frequency and percentages of PTEs, TEs and those leading to probable

PTSD were compared within each relevant sample and presented in Table 11.
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Table 11 The frequency and percentages of the list of potentially traumatic events
and their sequeale as experienced, most bothered, classified traumatic and leading to

probable PTSD

Most
Distressing Probable
Events PTE TE PTSD
Experienced (% within (9% within (% within
PTE PTE) PTE) TE)
N =498 N =498 N =233 N =280
1. Accident, fire, or explosion 118 (23.7) 42(35.6) 33(78.6) 7(21L.2)
2. Natural Disaster 72 (14.5) 10 (13.9) 6 (60) 0(0)
Non-sexual assault by a family
3 member or acquiantance 60 (12) 21 (35) 18 (85.7) 9(50)
4. Non-sexual assault by a stranger 36 (7.2) 3(8.3) 3 (100) 1(33.3)
Sexual assault by a family member
5. or acquiantance 9(1.8) 5 (55.6) 2 (40) 2(100)
6. Sexual assault by a stranger 12 (2.4) 2 (16.7) 2 (100) 0(0)
7. Combat or war zone 40 (8.0) 11 (27.5) 7 (63.6) 1(14.3)
Sexual contact under age 18 with
8 someone 5 or more years older 11(2.2) 2(18.2) 2(100) 2(100)
9. Imprisonment 28 (5.6) 11 (39.3) 8 (72.7) 5(62.5)
10. Torture 21(4.2) 5 (23.8) 4 (80) 2(50)
11. Life-threatening illness 151 (30.3) 59 (39.1) 37(62.7) 12(32.4)
Unexpected or sudden death of a
12. loved one 364 (73.1) 257 (70.6) 87(33.9) 26(29.9)
13. Other event 101 (20.3) 70(69.3) 24 (34.3) 13(54.2)

As presented in Table 11, the most frequently reported PTE was
unexpected/sudden death, followed by life-threatening illness and accident-fire-
explosion. Among these most frequently experienced PTEs, unexpected death
(70.6%) was the most distressing for the participants, followed by other event
(69.3%), sexual assault by a family member/ acquiantance (55.6%).

Among these most distressing PTEs, non-sexual assault by a stranger (100%),
sexual assault by a stranger (100%), sexual contact under age 18 with someone 5 or
more years older (100%), and non-sexual assault by a family member/acquiantance
(85.7%) were qualified as Traumatic Events. Finally, sexual assault by a family

member/acquiantance (100%), sexual contact under age 18 with someone 5 or more
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years older (100%), imprisonment (62.5%) and other event (54.2%) were among the
most frequent TEs that lead to probable PTSD diagnosis.
3.2.2.2 Role of Socio demographic Factors on probable PTSD

Logistic regression analyses was performed to assess the impact of a number
of factors on the likelihood that respondents’ reported events would qualify as TEs
with probable PTSD versus qualify as TEs without PTSD. The aim of this analysis
was to test research question RQ4 and hypothesis H3. The model contained seven
independent variables (sex, age, income, education, marital status, total number of
previous PTE, previous psychiatric problem). The full model containing all
predictors was statistically significant, y? (7, n = 225) = 39.06, p < .001, indicating
that the model was able to distinguish between respondents’ reports qualifying a
traumatic event with probable PTSD and qualifying a TE without probable PTSD.
The model as a whole explained between 15.9% (Cox and Snell R square) and 21.9%
(Nagelkerke R square) of variance in probable PTSD, and correctly classified 70.2%
of cases. As shown in Table 12, four of the independent variables made a unique
statistically significant contribution to the model (age, education in years, income,
previous psychiatric problem). The strongest predictor of a probable PTSD was
previous psychiatric problem, recording an odds ratio of 4.33. This indicated that
participants who had a previous psychiatric problem were over 4 times more likely to
have scores qualifying a probable PTSD than those who did not have a previous
psychiatric problem, controlling for all other factors in the model. The odds ratio of
.39 for income level was less than 1 (indicating a negative relationship) implying that
as participants improve one point in income level (e.g., being in higher income level
instead of upper medium) were .39 times less likely to have scores qualifying a
probable PTSD, controlling for other factors in the model. Age was another predictor
of a probable PTSD , recording an odds ratio of .97. The odds ratio of .97 for age
was less than 1 (indicating a negative relationship) implying that as participants
improve one point in age (e.g., being one age older) were .97 times less likely to
have scores qualifying a probable PTSD, controlling for other factors in the model.
Finally, for education level the odds ratio was .92 (less than 1 indicating a negative

relationship), implying that as participants improve one point in education level (e.g.,
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having 5 years of education instead of 4 years) were .92 times less likely to have
scores qualifying a probable PTSD.

As a result of this regression analysis, a previous psychiatric problem, lower
income level, younger age, lower education level increases the scores of qualifying a
probable PTSD.

Table 12 Logistic Regression Predicting Likelihood of a Probable PTSD

Odds 95% C.I.for EXP(B)
B SE. Wald df p Ratio Lower Upper

Age -03 .01 492 1.03 .97 .95 1.00
Sex 14 34 17 1.68 115 59 2.22
Education (in years) -08 .04 385 1.05 .92 .85 1.00
Marital Status -24 35 AT 1.49 .79 40 1.56
Previous Psychiatric Problem 147 .37 15.82 1 .00 433 2.10 8.93
Income -95 .32 8.80 1.00 .39 21 72
Total number of PTE 15 33 .20 1 .65 1.16 61 2.20
Constant 133 .76 3.09 1.08 378

3.2.3 Comparison of Group of Event-Types on PTSD symptoms and PTG
domains

Prior to further analyses, thirteen types of the potentially traumatic events
(PTE) were classified into four composite groups (Breslau et al., 2004).

First group, namely intentional-assaultive violence was composed of the
events such as non-sexual or sexual assault by a family member or acquiantance,
non-sexual or sexual assault by a stranger, sexual contact under age 18 with someone
5 or more years older, torture. The second group, namely injury or shocking event,
covers events involving accident, fire, or explosion, natural disaster, life-threatening
illness. The third group, namely sudden/unexpected death involves only one event
i.e., unexpected or sudden death of a loved or close one because of its high
prevalence rates (Breslau et al., 1998). Finally, the fourth group, namely other-life
transition problems were composed of events such as divorce, bankruptcy,
relationship-marriage-family problems, work-school-political problems. This last

category covers item 13 of PDS, in which the participant reported the type of event
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that was not on the list. In regression analyses, the most prevalent group i.e., sudden
death, was used as a comparison (dummy) variable among 4 four groups of event-
types.
3.2.3.1 Role of types of events on PTSD symptoms
First, in order to test hypothesis H4, a multivariate analysis of variance
(MANOVA) was performed to investigate differences across a group of events on
three symptoms of PTSD. The participants’ scores on symptoms of reexperiencing,
avoidance, and arousal were used as the three dependent variables. The independent
variable was group of event types. There was a statistically significant difference
between four types of events on three dependent variables, Multivariate F (9, 1195) =
4.50, p <.01, Wilks’ A = .92, partial 2 =.03.
When the results for these three symptoms were considered, (F (3, 493) =
4.22, p < .01, partial #? = .027), using Bonferroni adjusted alpha level of 0.017,
through separate ANOVAs, the event groups were found to be statistically not
different from each other on reexperiencing symptoms. For avoidance symptoms (F
(3, 493) = 10.20, p < .001, partial »?> = .058) reporting an intentional/assaultive
violence group of events and other event group were statistically different from
reporting injury/shocking event group and sudden death. The mean scores indicated
that those who reported intentional/assaultive violence group of events and other
event group had higher avoidance symptoms than those reporting injury/shocking
event group and sudden death. With respect to arousal symptoms (F (3, 493) = 8.30,
p < .01, partial #? = .048), the mean scores indicated that those who reported
intentional/assaultive violence group of events had higher arousal symptoms than of
those reported injury/shocking event group and sudden death. The mean scores for

the groups are shown in Table 13.

Table 13 Means of three PTSD symptoms across four groups of events

Reexperiencing Avoidance  Arousal

Intentional/assaultive violence 1.28 0.99, 1.45,
Injury/shocking event 0.90 0.64, 0.90,
Sudden death 0.96 0.64, 0.85,
Other- life transition problems 1.23 1.11, 1.23.

Note. The mean scores that do not share the same subscript on the same column are
significantly different from each other at 0.017 level.
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3.2.3.2 Role of traumatic event types on Posttraumatic Growth

With respect to aims of this study, posttraumatic growth was another outcome
variable in the aftermath traumatic events. Since exposing a traumatic event not
always leading bad consequences, some factors may contribute to developing
positive consequences via a traumatic experience. The five areas of growth was
presumed to be namely, new possibilities, spiritual change, relating to others,
personal strength, appreciation of life. Thus, the first analysis was to test the
hypothesis (H6) related to the association of event-types and PTG domains.

A multivariate analysis of variance (MANOVA) was conducted to explore
the impact of group of event types on five factors of posttraumatic growth, as
measured by PTGI. There was a statistically significant difference between four
groups of events and PTG domain scores, multivariate F (9, 1197) = 4.84, p < .001,
Wilks’ A = 0.29, partial #? = .92.

Post-hoc comparisons through separate ANOVAs using Bonferroni adjusted
alpha level of 0.01, indicated a statistically significant difference only on
appreciation of life (F (3, 494) = 7.08, p < .01, partial #? = .041) across four groups
of event. The mean scores indicated that those who reported group of injury/shocking
events (M = 3.60, SD =1.64) experienced higher levels of appreciation of life than
those reporting intentional/assaultive violence events (M = 2.62, SD =1.71) and other
group of events (M = 2.60, SD = 1.80).

Table 14 Means of five PTG domains across four groups of events

New Spiritual  Relating Personal Appreciation
Possibilities  Change  to Others Strength  of Life
Intentional/assaultive violence 2.39 2.62 2.04 3.20 2.62p
Injury/shocking event 2.64 3.16 2.52 3.73 3.60,
Sudden death 2.33 3.16 2.43 3.31 3.17,
Other- life transition problems 2.65 2.66 1.91 3.35 2.60y

Note. The mean scores that do not share the same subscript on the same column are
significantly different from each other at 0.01 level.
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3.2.4 Hierarchical Regression Analyses

In this section, two separate hierarchical regression analyses were conducted
in order to see possible effects of sociodemograhic variables, personality traits,
event-related variables, and posttrauma factors associated with either PTS symptom
severity or PTG. Two main outcome variables (i.e., PTS symptom severity and PTG)
were the focus of interest.
3.2.4.1 Variables associated with Posttraumatic Stress Symptom Severity

A hierarchical multiple regression analysis was performed to reveal the
significant associates of measures of posttraumatic stress symptom severity; namely
reexperiencing, avoidance, and arousal (RQ7, H5 to H11). As shown in Table 15,
variables were entered into the equation via four steps. In order to control for the
possible effects of socio-demographic variables (i.e., gender, age, education, marital
status, income level, previous psychiatric problem), these were entered in the
equation in the first step, labeled as control variables. In the second step, Personality
variables (i.e., extraversion, conscientiousness, neuroticism, openness to experience,
negative valence, agreeableness), followed by Event-related factors (i.e., type of
events, time elapsed since trauma, duration of symptoms, total impairment of
functioning), and finally Posttrauma variables (i.e., perceived social support, ways of
coping, rumination styles) were included in the equation via stepwise method.

According to the results of the analysis, when all variables were in the
equation, in the last step, R? value of .64 (adjusted R? = .63) indicated that more than
half (64%) of the variability in symptom severity was explained by some of the
variables entered into the equation, F (15, 465) = 56.09, p <.001.

In the final step, when all variables were in the equation among control
variables, age (5 =-.08, t = -2.56, p < .05), gender (8 =-.07, t =-2.47, p <.05), and
income (f = -.10, t = -3.12, p < .01) were negatively associated with symptom
severity. These control variables explained 20% of variance in symptom severity, (F
(6, 474) = 18.54, p < .001).
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Table 15 Variables according to steps in regression analyses

Variables in set

Method

I. Control variables

I1. Personality

Age

Gender (0:Female, 1:Male)

Marital Status (0:Married, 1: Not Married)
Education

Income

Previous Psychiatric Problem (0:No, 1:Yes)

Extraversion
Conscientiousness
Neuroticism

Openness to Experience
Negative Valence
Agreeableness

I11. Event-related variables

Intentional/assaultive violence vs Sudden death
Injury/shocking event vs Sudden death

Other event vs Sudden death

Duration of symptoms

Time elapsed since Trauma

Total impairment of functioning

IV. Posttrauma Variables

Perceived support from family
Perceived support from friend
Perceived support from other
Intrusive Rumination
Deliberate Rumination
Problem-Focused Coping
Seeking Support Coping
Fatalistic Coping

Helplessness Coping

Enter

Stepwise

Stepwise

Stepwise

From personality variables, in the final step only neuroticism (f = .11, t =
3.69, p <.001) was positively associated with symptom severity. Among personality
variables, extraversion (f = -.07, t = -2.21, p < .05) remained negatively associated
with symptom severity until intrusive rumination was entered in equation.

Personality variables incremented 11% of variance explained in symptom severity

(R? change = .11).

Among event-related factors, intentional/assaultive violence type of the
events as compared to sudden death (5 = .09, t = 3.03, p < .01), total impairment of
functioning (5 = .35, t = 10.49, p <.001), duration of symptoms (# = .21, t=7.05, p

< .001) were positively associated, while time elapsed since trauma (f = -.11, t = -
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3.81, p < .001) was negatively associated with symptom severity. Event-related
variables improved 28% of explained variance in symptom severity (R?* change =
.28).

Finally, intrusive rumination (4 = .19, t = 5.13, p < .001), deliberate
rumination (f = .10, t = 2.80, p < .01), fatalistic coping (# = .14, t = 4.30, p < .001)
were among posttrauma variables that were positively associated with symptom
severity. With the inclusion of these posttrauma variables, explained variance in
symptom severity improved 6% (R? change = .28). Table 16 summarizes the results

of regression analysis.

Table 16 Variables associated with symptom severity

Beta (4 Partial r

Block within set)  t (within t (last (last Model
set) step) step) R?

Dependent Variable: Symptom Severity
I. Control variables 19
Age -12 -2.88** -2.56* -12
Gender -15 -3.56***  -2.47* -11
Marital Status .05 1.24 .05 .00
Education -.10 -2.08* .59 .03
Income -.23 -4,99%** .3 12%* -14
Previous Psychiat. Problem 22 5.22*** 132 .06
Il. Personality
Neuroticism 27 6.49***  3.69*** A7 .30
Extraversion -14 -3.26** -1.58 -.07
I11. Event-related variables .58
Int./ass. violence vs death .07 2.39* 3.03** 14
Time elapsed since trauma -14 -4.38***  -3.81 -17
Duration of symptoms .25 7.66*** 7.05%** 31
Impairment of functioning 44 12.58***  10.50*** 44
IV. Posttrauma Variables .64
Intrusive Rumination 19 5.13*** 5.13*** .23
Fatalistic Coping 14 4.30** 4.30** .20
Deliberate Rumination 10 2.80** 2.80** 13

%)< 001 **p<.0L,*p<.05
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3.2.4.2 Variables associated with Posttraumatic Growth (PTG)

A hierarchical multiple regression analysis was performed to reveal the
significant associates of posttraumatic growth (PTG). As can be followed from Table
15 above (see pp 83), same group of variables were entered into the equation via four
steps. In order to control for the possible effects of socio-demographic variables (i.e.,
gender, age, education, marital status, income level, previous psychiatric problem),
these were entered in the equation in the first step, labeled as control variables. In the
second step, Personality variables (i.e., extraversion, conscientiousness, neuroticism,
openness to experience, negative valence, agreeableness), followed by event-related
variables (i.e., type of events, duration of symptoms, time elapsed since trauma, total
impairment of functioning), and finally Posttrauma variables (i.e.,perceived social
support, ways of coping, rumination styles) were included in the equation via

stepwise method.

Table 17 Variables associated with posttraumatic growth

Beta (4 t t Partial

Block within (within ~ (laststep) r(last Model
set) set) step) R?

Dependent Variable: Posttraumatic Growth
I. Control variables .03
Age -.08 -1.62 -4.02%** -.18
Gender -.07 -1.52 .38
Marital Status -.04 -84 .28
Education -13 -2.45* -2.42* -11
Income -.03 -.52 -.10
Previous Psychiat. Problem -.00 -.08 -1.02
Il. Personality .16
Conscientiousness 18 3.45** 2.24* .10
Openness to experience A7 3.55%** 1.87
Agreeableness 14 2.72%* .60
I11. Event-related variables 18
Injury/shock. event vs death A1 2.51* 3.02** 14
Duration of symptoms .09 2.11* 2.12* .10
IV. Posttrauma Variables .38
Deliberate Rumination .28 7.09*** 7.09*** 31
Problem-solving Coping A5 2.90** 2.90** 13
Perc. support from friend A3 3.07** 3.07** 14
Perc. supp. from sig other A3 3.18** 3.18** 15
Seeking support Coping 14 2.78** 2.78** 13

***p<.001**p<.01,*p<.05
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According to the results of the analysis (see Table 17), when all variables in
the equation, in the last step, R? value of .38 (adjusted R?> = .36) indicated that 38%
of the variability in PTG was explained by some of the variables entered into the
equation, F (16, 464) = 17.90, p <.001.

In the final step, when all variables were in the equation among control
variables, age (5 = -.16, t = -4.02, p <.001), and education level (# = -.10, t = -2.42,
p < .05) were negatively associated with PTG. Interestingly, in the first step, age (5 =
-.08,t =-1.62, p = .11) was a nonsignificant, until conscientiousness was entered in
the equation in the second step.

From personality variables, in the final step only conscientiousness (5 = .10, t
= 2.24, p < .05) was positively associated with PTG. Among personality variables,
both openness to experience (f = .16, t = 3.58, p < .001) and agreeableness (f = .12,
t = 2.37, p < .05) remained positively associated with PTG until problem-solving
coping was entered in equation.

Among event-related factors, injury/shocking type of event group (5 = .11, t
= 3.02, p < .01) as compared to sudden death and duration of symptoms (8 =.08, t =
2.12, p < .05) were significantly associated with PTG.

Finally, deliberate rumination (f = .28, t = 7.09, p < .001), problem-solving
coping (8 = .15, t = 2.90, p < .01), perceived social support from friend (f = .13, t =
3.07, p < .01), and from significant other (f# = .13, t = 3.18, p < .01), and seeking
support coping (f = .14, t = 2.78, p < .01) were among posttrauma variables that
were positively associated with PTG.

3.3  Model Testing

A Structural Equation Modeling (SEM) analysis was performed via LISREL
8.8 in order to test the hypothesized model (RQ7). Prior to analysis, the data (N =
740) were screened and only the cases that reported at least one potentially traumatic
event as distressing (n = 498) were included for further analysis. The corresponding
covariance matrix was obtained from the SPSS data file.

The proposed model examined the predictors of posttraumatic stress
symptoms severity (Symptom Severity) and posttraumatic growth levels (PTG). The
model as a whole was composed of main variables, namely Personality, Event-

related Factor, Perceived Social Support, Event-Related Rumination, Ways of
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Coping, Posttraumatic Symptom Severity, Posttraumatic Growth. These are

summarized in Table 18.

Table 18 Main variables used in the proposed model

Pretrauma

Personality Neuroticism, Agreeableness, Conscientiousness, Openness to
Experience, Extraversion, Negative Valence (measured by
BPTI)

Peritrauma

Event-related factor Reported event-severity during trauma (measured by PDS items
17,18, 19, 20, 21, 22)

Posttrauma

Perceived Social Support  Perceived support from Family, Friend, Significant Other
(measured by MSPSS)
Event-related Rumination Intrusive Rumination, Deliberate Rumination (measured by

ERRI)

Ways of Coping Fatalistic coping, Helplessness Coping, Problem solving coping,
Seeking support coping (measured by T-WCI)

Outcome

Symptom Severity Three PTSD symptoms; Reexperiencing, Avoidance, Arousal
(measured by PDS items 23 to 39)

Posttraumatic Growth New possibilities, Spiritual change, Relating to others, Personal

Strength, Appreciation of life (measured by PGTI)

However, the measurement model has been constructed by separating some
of the indicators of main variables in order to see their unique contribution on the
relationships. Ten latent variables and their indicators of the measurement model are
summarized in Table 19. Since neuroticism has been repeatedly found to be related
with posttraumatic stress symptoms, with maladaptive ways of coping and intrusive
rumination styles, it has been examined as a separate latent variable, namely
Neuroticism-Personality. Other personality traits such as agreeableness,
conscientiousness, openness to experience, extraversion, negative valence (inversely
loaded) served as indicators of the Other-Personality factor. Among peritrauma
factors, only reported event severity was taken as an indicator. Perceived social
support from friend, family and significant other were three indicators serving for the
perceived social support latent variable. Since two styles of rumination were

hypothesized to have impacts on different outcomes, intrusive rumination and
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deliberate rumination were considered to be two latent variables and scale items
served as indicators. Likewise, ways of coping were classified as Active Coping and
Emotion-focused Coping. Seeking support coping and problem-solving coping were
two indicators of Active ways of coping, while helplessness coping and fatalistic
coping were regarded as two indicators of Emotion-focused Coping. The outcome
variables were labeled as Symptom Severity and PTG. Posttraumatic stress
symptoms such as reexperiencing, avoidance and arousal served as indicators of
Symptom-Severity factor. Posttraumatic growth dimensions such as new
possibilities, spiritual change, relating to others, personal strength, appreciation of
life served as indicators of PTG.

Table 19 Latent Variables and Indicators in the model

Latent Variables Indicators

Neuroticism Nine items of neuroticism personality trait (measured by BPTI)
Other Personality Traits  Agreeableness, Conscientiousness, Openness to experience,
Extraversion, Negative Valence* (measured by BPTI)

Event Severity Reported event-severity during the event (measured by PDS
items 17, 18, 19, 20, 21, 22)

Perceived Social Perceived support from Family, from Friend, from Significant

Support Other (measured by MSPSS)

Intrusive Rumination Ten items of intrusive rumination factor (measured by ERRI)

Deliberate Rumination Ten items of deliberate rumination factor (measured by ERRI)

Active Coping Problem solving coping, Seeking support coping (measured by
T-WCI)

Emotion-focused Coping Fatalistic coping, Helplessness Coping (measured by T-WCI)

PTS Symptom Severity  Reexperiencing, Avoidance, Arousal (measured by PDS)

Posttraumatic Growth New possibilities, Spiritual change, Relating to others, Personal
Strength, Appreciation of life (measured by PGTI)

*Negative valence was negatively loaded to Other-personality latent variable, prior
transformation.

The hypotheses of this study were summarized on this comprehensive model
as follows; neuroticism would significantly increase the reported event-severity and
intrusive rumination (H8), thus increase symptom severity (H17), whereas other-
personality traits would significantly decrease the reported event-severity and

increase deliberate rumination (H9), thus increase PTG (H18). While neuroticism
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would lead to engagement in more emotion-focused ways of coping (H8), which in
turn increase symptom severity (H21), other-personality traits would lead to more
active ways of coping (H9), which in turn increase levels of PTG (H22). Reported
event-severity would activate both intrusive and deliberate rumination (H10).
Additionally, reported event-severity would be negatively related to perceived social
support in the aftermath of trauma (H11). High perceived social support would
contribute engaging in more active ways of coping (H12). Intrusive rumination
would significantly predict experiencing higher PTS symptoms severity(H13),
whereas deliberate rumination styles would significantly predict developing higher
levels of PTG and lower symptom severity (H15). Intrusive rumination would
increase emotion-focused ways of coping thus increase symptom severity (H14,
H19), whereas deliberate rumination would increase active ways of coping, thus
increase levels of PTG (H16, H20) and decrease symptom severity (HZ20).
Neuroticism will increase engaging in intrusive ruminationFinally, higher PTS
symptom severity would lead to develop higher levels of PTG (H23).

In order to test the hypotheses (H8 to H22) of this proposed model, a
structural equation model (SEM) was performed. In the analysis, data fit indices such
as y?, ratio of y* to degree of freedom (df), Root Mean Square Error of
Approximation (RMSEA), and Non-Normed Fit Index (NNFI) were assessed. For
the ratio between y? and df, values between 1 and 5, for RMSEA 0.0 and 0.08, for
NNFI and CFI values higher than 0.90 were evaluated as acceptable criteria.

The paths between other-personality traits and event-severity, between event-
severity and perceived social support, between Symptom Severity and PTG were
found to be the nonsignificant paths, thus removed from the model for further
analyses. Since some of the indicators were presumed to be dependent on each other,
their error covariances were correlated within latent variables. Only one indicator of
emotion-focused coping, namely fatalistic coping was suggested to be related to
seeking support coping, which was an indicator of another latent variable, namely
active coping. Therefore, the errors between fatalistic coping and seeking support
coping were correlated. This was the only modification performed across latent

variables.
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After the modifications were performed, the model provided a good fit to the
data with statistically significant chi-square value, y* (1131, N = 498) = 2476.92, p <
001, (y¥ df = 2.19), and with other fit indices; RMSEA = .049 (C.l. 0.046-0.052),
NNFI = .96, CFl =.96. The finalized structural model, with standardized structural
coefficients is presented in Figure 2. The elipse shapes represent latent variables and
rectangles represent indicators. The absence of a line connecting latent variables
implies lack of a significant direct effect.

The standardized regression coefficients (loadings) of indicators on each of
the latent variables ranges from .30 to .95 (with a median level of .69). However, in
order to illustrate the model in a simpler format, the error variances of each indicator,
and the indicators of Neuroticism, Intrusive Rumination and Deliberate Rumination
were not included in the figure. Across latent variables while the most powerful
relationship (.54) was obtained between the active ways of coping and PTG, whereas
the least powerful relationship (-.11) was obtained between active ways of coping
and symptom severity.

Direct Effects

As shown in Figure 5, neuroticism yielded three direct effects, implying that
higher levels of neuroticism was significantly predictive of perceiving more event-
severity (t = 3.50, p < .01), engaging in more intrusive rumination (t = 4.08, p < .01),
and more emotion-focused coping (t = 3.76, p < .01). The direct paths from other-
personality traits to both deliberate rumination and active coping were positively
significant, indicating that higher levels of other-personality traits significantly
predicted greater deliberate rumination (t = 3.33, p < .01), and more active ways of
coping (t =7.60, p < .01).

With respect to event-severity, increased severity perception significantly
predicted higher levels of engaging in both more intrusive (t = 3.12, p < .01), and
deliberate rumination (t = 3.17, p <.01).
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With respect to rumination, increased levels of deliberate rumination
significantly predicted higher levels of PTG (t = 6.22, p < .01) and higher levels of
symptom severity (t = 4.11, p < .01), while increased levels of intrusive rumination
significantly predicted higher symptom severity (t = 4.99, p < .01). Furthermore, the
direct paths from rumination to ways of coping revealed that intrusive rumination
leads to more emotion-focused coping (t = 7.17, p < .01), while deliberate
rumination leads to more active coping (t = 2.96, p < .01). The direct path from
perceived social support to active coping was positively related to active ways of
coping (t = 4.95, p <.01).

The direct path from active coping to PTG was positively significant (t =
9.82, p < .01), while direct path from active coping to symptom severity was
negatively significant (t = -2 .43, p <.05). These paths indicated that increased levels
of active ways of coping, leads to developing higher levels of PTG, while decreasing
posttraumatic stress symptom severity. On the other hand, the direct path from
emotion-focused coping to symptom severity was significant, indicating that those
using more emotion-focused coping were experiencing higher levels of symptom
severity (t = 4.87, p < .01).

Indirect effects

The significance of the intervening variables was evaluated using tests of
indirect effects (Sobel, 1988; cited in Tabachnick & Fidell, 2007). This method of
examining intervening variables has claimed to have more power than the mediating
variable approach (Baron & Kenny, 1986; MacKinnon, Lockwood, Hoffman, West,
& Sheets, 2002; cited in Tabachnick & Fidell, 2007).

The indirect effect of neuroticism on symptom severity was .24 (t =4.82, p <
.01) via reported event-severity, intrusive rumination, deliberate rumination, and
emotion-focused coping. The results yielded that increased levels of neuroticism
predicted increased levels of emotion-focused coping which in turn leads to higher
levels of symptom severity. Another path indicated that those with higher
neuroticism that perceived greater event-severity, engaged in more intrusive
rumination and/or more deliberate rumination, which predicted higher levels of

symptom severity.
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However, the findings also yielded positive outcomes (i.e., PTG) of
neuroticism via deliberate rumination. The indirect effect of neuroticism on PTG was
significant .08 (t = 3.93, p < .01), which showed that if those with higher
neuroticism, perceived high event-severity, via more deliberate rumination, may
develop higher levels of PTG. One interesting finding revealed that while indirect
effect of deliberate rumination on PTG via active coping was significant .07 (t =
2.85, p < .01), the indirect effect of deliberate rumination via active coping on
symptom severity was not significant -.01 (t = -1.86, p = ns). This implies that
although active coping directly has a role in decreasing symptom severity, when used
with deliberate rumination its diminishing role in symptom severity disappears.

The total effect of intrusive rumination on symptom severity was .59 (t =
12.10, p < .01) and on deliberate rumination was .64 (t = 11.49, p < .01), and total
effect of active coping on growth was .54 (t = 9.82, p < .01).

As hypothesized, intrusive rumination significantly predicted emotion-
focused coping, thus symptom severity, while deliberate rumination significantly
predicted active coping, thus PTG. When intrusive rumination contributed to
deliberate rumination, then higher neuroticism and/or higher levels reported event-
severity significantly predicted PTG.

The indirect effect of other personality dimension on PTG via active coping
and/or deliberate rumination was .34 (t = 7.08, p < .05). The results revealed that
when those with other-personality traits, engaged in more deliberate rumination
and/or active ways of coping, then this would increase developing higher levels of
PTG. However, the indirect effect of other-personality traits on symptom severity via
deliberate rumination and/or active coping, was not significant -.02 (t = -0.67, p =
ns).

The indirect effect of perceived social support on PTG via active coping was
22 (t = 457, p < .01), while the indirect effect of perceived social support on
symptom severity was also significant -.04 (t = -2.20, p < .05). This indicated that
higher levels of perceived social support, increased levels of engaging in active ways
of coping, which in turn increased levels of PTG and decreased symptom severity.

Indirect effects on symptom severity can be followed from Table 20 and

indirect effects on PTG can be followed from Table 21.
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Table 20 Indirect Effects Associated with Symptom Severity

1. Neuroticism Emotion-focused cop.

2. Neuroticism Intrusive Rumin.

3. Neuroticism Intrusive Rumin.  Emotion-focused cop.

4. Neuroticism Event-severity Intrusive Rumination

5. Neuroticism Event severity Intrusive Rumination ~ Emotion-focused cop
6. Neuroticism Event severity Deliberate Rumination

7. Neuroticism Event severity Intrusive Rumination Deliberate ruminat.
8. Perceived support Active coping

Table 21 Indirect Effects Associated with PTG

1. Other-Personality  Active Coping

2. Other-Personality  Deliberate Rumination

3. Other-Personality  Deliberate Rumination  Active Coping

4. Neuroticism Event-Severity Deliberate Rumination

5. Neuroticism Event-Severity Deliberate Rumination  Active Coping
6. Neuroticism Intrusive Rumination Deliberate Rumination

7. Neuroticism Intrusive Rumination Deliberate Rumination  Active Coping
8.

Perceived support  Active coping

As a result, 52% of the variance on Symptom Severity and 45% of the
variance on PTG was explained by the model. The explained variance of endogenous

and outcome variables were summarized in Table 22.

Table 22 Explained variance of endogeneous variables

Variables in the Model R?

Symptom Severity 0.52
PTG 0.45
Intrusive Rumination 0.10
Deliberate Rumination 0.47
Active Ways of Coping 0.63

Passive Ways of Coping 0.21

3.3.1 The association between symptom severity and PTG

Moreover, a simpler SEM was performed to see (RQ8) the relationship
between two outcome variables (symptom severity and PTG). In this comprehensive
model, the hypothesis (H23) that higher symptom severity would lead developing
higher PTG was not supported. However, in order to see the relation between

symptom severity and PTG, a simpler model was tested. This model was constructed
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by five latent variables namely, event-severity, intrusive rumination, deliberate
rumination, symptom severity and PTG. The paths are presented in Figure 6. The
model provided a good fit to the data with statistically significant chi-square value, y?
(355, N =498) = 717.51, p <.001, (y* df = 2.02), and with other fit indices; RMSEA
=.045 (C.1. 0.041-0.050), NNFI = .98, CFIl =.98.

The standardized regression coefficients (loadings) of indicators on each of
the latent variables ranges from .44 to .83 (with a median level of .71). In order to
illustrate the model in a simpler format, the error variances of each indicator, and the
indicators of Intrusive Rumination and Deliberate Rumination were not included in
the figure. Among latent variables while the most powerful relationship (.64) was
obtained between intrusive rumination and symptom severity, whereas the least

powerful relationship (-.11) was obtained between symptom severity and PTG.
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Figure 6 The Structural Model on PTG

Direct effects
As shown in Figure 6, in line with previous findings in this study, the direct
effect of event-severity predicted both intrusive (t = 4.31, p < .01) and deliberate

rumination (t = 4.99, p < .01). Intrusive rumination yielded two direct effects,
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implying that higher levels of intrusive rumination was significantly predictive of
experiencing more symptom-severity (t = 13.11., p < .01), and engaging in more
deliberate rumination (t = 11.47, p < .01). The direct effect of deliberate rumination
on growth indicated that those who engage in deliberate rumination developed higher
levels of PTG (t = 7.48, p < .01). However, although a positive association was
proposed between symptom severity and PTG, the results yielded a negative yet
significant direct effect (t = -2.05, p < .05). This weak association indicated that as
symptom severity diminishes, higher levels of PTG is developed.

Indirect effects

The indirect effect of event severity on PTG via intrusive rumination,
deliberate rumination, and symptom severity was .10 (t = 4.22, p < .01), while the
indirect effect of event severity on symptom severity was .13 (t = 4.16, p <.01). This
indicated that higher levels of event-severity, increased levels of engaging in both
intrusive and/or deliberate rumination. Those who reported greater event severity,
with more intrusive rumination, they may experience greater symptom severity,
which in turn decreases growth levels. However, if intrusive rumination leads to
deliberate rumination, then the individual may develop PTG even they perceived
high event-severity.

The indirect effect of intrusive rumination on growth was .23 (t = 5.53, p <
.01) via symptom severity and deliberate rumination. In short, intrusive rumination
increased developing growth following traumatic events via deliberate rumination,
whereas via symptom severity intrusive rumination leads to decreased levels of PTG.

As a result, 41% of the variance on Symptom Severity and 19% of the
variance on PTG was explained by the model. The explained variance of endogenous

and outcome variables were summarized in Table 23.

Table 23 Explained variance of endogeneous variables

Variables in the Model R?

Symptom Severity 0.41
PTG 0.19
Intrusive Rumination 0.46
Deliberate Rumination 0.40
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CHAPTER 4

DISCUSSION

41  Overview

The general purpose of this study was to examine both the prevalence rates of
experiencing different types of traumatic events and probable PTSD, and the factors
associated with the diverse outcomes of traumatic events, specifically posttraumatic
stress symptom severity and posttraumatic growth.

This chapter is a discussion of the findings of the study and related concepts
and variables under three main topics, namely, (1) Prevalence rates of traumatic
events and probable PTSD, (2) Variables related to Posttraumatic Stress Symptom
Severity, and (3) Variables related to Posttraumatic Growth.

Main findings of the current study will be discussed in line with the research
questions and hypotheses (see pp. 43) and related literature. In the final part of this
chapter, the strengths and the limitations of the study , and the clinical implications
of the study will be discussed and suggestions for future research will be provided.
4.2  Prevalence rates of different traumatic events and probable PTSD

Many studies have been conducted throughout the world in order to
determine the prevalence rates of experiencing at least one traumatic event over the
life time. Varying rates were found ranging from 55 to 90% (Boals et al., 2013; Frans
et al., 2005; Breslau et al., 2004; Flett et al, 2004; Norris et al., 2003; Kessler et al.,
1995; Darves-Bornoz et al., 2008; Karanci et al., 2012). Although the prevalence of
exposure to traumatic stressors were high, the prevalence rates of PTSD in
community-based studies, ranged between 1-9.2% (Vasterling & Brewin, 2005).
These differences in prevalence rates of PTSD were considered to be a result of the
use of various sampling methodology and the differences in types of the events.

The results of the present study showed that the rate of experiencing at least
one potentially traumatic event (PTE) in lifetime is 67.3%, which is within the range
of previous findings. In the present study, the prevalence rate of experiencing a

traumatic event during the lifetime that fitted the specification of the DSM-IV-TR
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Criterion A of PTSD was 31.5%, whereas the prevalence rate of a probable PTSD
was found to be 10.8%. Although females (16.9%) had a slightly higher prevalence
rate than males (14.5%), in meeting the diagnosis of probable PTSD, this difference
was found to be insignificant. Thus, one of the hypotheses (H2) of this study, stating
that females’ will have a higher prevalence of probable PTSD, was not supported.
However, experiencing sudden death was found to be less likely to qualify a
probable PTSD, as compared to no PTSD group. Accordingly, although the most
frequent and distressing potentially traumatic events (PTES) among different types of
events was reported as unexpected/sudden death, events that qualified as Traumatic
Events (TEs) were non-sexual assault by a family member/acquaintance (i.e.,
intentional/assaultive violence), accidents, and life threathening illnesses. Sudden
death and other event types were less likely to qualify as TE compared to no TE.
Though frequencies were different due to gender and types of events, males and
females were not significantly different in terms of events qualifying as a TE. So, the
results did not support the hypothesis (H1) that rates of experiencing events
qualifying as TE will be significantly different due to event-types for males and
females.

Among the most frequent TEs that lead to probable PTSD were sexual assault
by a family member/acquaintance, sexual contact under age 18 with someone 5 or
more years older, imprisonment (i.e., intentional/assaultive violence) and
interestingly other events (i.e., other-life transition problems). The results of a recent
study (Mulder et al., 2013) revealed that non-traumatic life events (i.e., Criteria A of
PTSD not met) were also associated with PTSD symptoms. Previous studies also
demonstrated this link between PTSD symptoms and a wide range of non-traumatic
events such as marital problems (Dattilio, 2004), employment related stressors, and
bereavement (Zisook et al.1998). Therefore, the impact of such non-traumatic events
and the underlying mechanisms leading to probable PTSD may be the focus of
interest in future studies. In the present study, these types of events were grouped in
‘other event’ category and showed significantly higher levels of avoidance
symptoms. One explanation can be that these avoidance symptoms lead these types
of experiences/events to probable PTSD. However, another suggestion is that such

events might be the derivatives of experiencing traumatic events or avoidance
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symptom may also be related to depression which is not assessed in this research
study. Hence, for those who report such event-types, the aversive details of the
events may be investigated in more detail via qualitative analyses.

Previous findings reported different types of events as most frequent and
distressing, however some of the results emphasized the role of high probability of
encountering different types of events depending on gender. For example, an
epidemiological study among U.S. population (Kessler et al, 1995), showed that men
experienced more accidents than women, whereas women experienced rape, and
assaultive violence type of events (Breslau et al., 2004) more than men. Accordingly,
in the present study, exposing to the potentially traumatic events (PTE) were found
to be significantly different for gender. The results showed that males, compared to
females, were more exposed to non-sexual assault by a stranger, combat/war zone,
imprisonment and torture.

The reason for the results not to support the first two hypotheses, may be
related to concealment of some events such as intentional/assaultive violence. To
express or disclose such events, where some of them even directed a family member
or acquaintance, may be difficult when participating a survey and meeting the
researcher for the first and last time. This may cause such events to be underreported.
Although principles of confidentially were declared clearly, disclosure of trauma to
someone stranger may be hard for the participants. Therefore, underreporting such
events might have prevented to make accurate conclusions for either of the gender
groups.

After examining the effects of different types of events and gender on events
qualifying as traumatic and probable PTSD, sociodemographic factors that may have
an influence on probable PTSD were examined (RQ4). The previous research stated
that being male, young age, low income level, low education level were risk factors
for encountering more traumatic experiences (Frans et al., 2005; Breslau et al.,
1991), while being female, old age, low education and income levels (Davidson et
al., 1991), preexisting psychiatric disorder history were related to PTSD (Norris et
al., 2003; Perkonigg et al., 2000). In a study with a Turkish adult community sample
being female, low level of education and income, being middle aged seemed to be

risk factors for being exposed to traumatic events and developing PTSD. So, in
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respect to sociodemographic variables it was hypothesized that being female, single,
younger, having low-education and low-income level would predict probable PTSD
(H3). Likewise, a previous psychiatric problem and the greater number of previously
experienced negative events will lead to probable PTSD. The results of the
regression analysis revealed that lower income level, younger age, lower education
level, a previous psychiatric problem increased the scores of qualifying for a
probable PTSD. Gender again was not significant in meeting the diagnosis of PTSD
(H3 partially supported). However, this lack of difference in qualifying for a
diagnosis, may become different on the levels of stress symptoms in the aftermath of
traumatic events (i.e., symptom severity scores may be different for males and
females). Another reason for the lack of gender differences, might be due to the
differences in processing the event or the coping strategies employed. Additionally, it
can be suggested again that since some of the types of events are more difficult to
express for either gender, some event types might be underreported in either gender
which may preclude making comparison and analysis of the results.

In regard to being exposed to similar events or traumatic events in the other
category, previous research findings revealed significant relation between exposure
to more trauma and PTSD (Frans et al, 2005; Breslau et al., 1991). Among people
suffering from PTSD, the mean number of potentially traumatic events in lifetime
were reported as three (Darves-Bornoz et al., 2008). According to the results of the
present study, the mean number of encountering at least one potentially traumatic
event was reported as 2.05, but no statistically significant relation was obtained in
relation to probable PTSD. Moreover, more recent results from a 30-year
longitudinal study (Mulder et al., 2013) showed that being previously exposed to five
or more traumatic or adverse life events were significantly related to higher PTSD
symptoms. So the mean number was relatively lower as compared to previous
research findings, but the bivariate correlations showed a positive correlation
between total number of events and event-severity (peritrauma), and between total
number of events and symptom severity. These results may indicate that for probable
PTSD rather than total number of events, sociodemographic factors can be

considered as a risk factor.
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Some researchers emphasized that the consequences of experiencing a
traumatic event may differ according to the type of the event (Breslau, 1998),
whereas others (McNally, 2003) stated that it is not just the type of event, but rather
some other subjective variables having impact on the development of PTSD (Ozer et
al., 2003; Norris et al., 2002). Therefore, the results revealed that a traumatic event is
a necessity for PTSD to occur, but it is not sufficient (Shalev, 2007). Although these
events are prevalent, and likely to cause distress, however, only a minority of
individuals develop PTSD. Therefore, every individual may perceive, appraise and
respond to the same traumatic event differently. For this aim, two main analyses
were conducted. In the first one analysis, after controlling the effects of
sociodemographic factors, personality traits, event related variables such as type of
events, duration of symptoms, time elapsed since trauma, total impairment of
functioning, and as posttrauma factors perceived social support, event-related
ruminations, ways of coping were examined in relation to posttraumatic symptom
severity and posttraumatic growth scores. In the second analysis, pretrauma factors
measured by personality traits, peritrauma factor measured by event-severity, and
posttrauma factors measured by perceived social support, event-related ruminations,
ways of coping were examined via a comprehensive model in order to examine the
underlying pathways to posttraumatic symptom severity and posttraumatic growth
scores. The results of these two main analyses will be discussed in the following
sections, namely Posttraumatic stress symptom severity and Posttraumatic Growth.
4.3  Posttraumatic Stress Symptom Severity

Posttraumatic Stress Symptom Severity is a total score of three main
symptom clusters of Posttraumatic Stress Disorder, i.e., reexperiencing, avoidance,
arousal. Rather than only focusing on the factors of a probable PTSD diagnosis, more
detailed further analyses were preferred in order to deepen our understanding of
variables affecting the consequences of traumatic events. First of all, the symptoms
of posttraumatic stress disorder were examined in order to evaluate whether different
types of events lead to differential symptoms. Immediate or short-term after the
trauma, it is difficult to distinguish the symptoms of PTSD from normal reactions
given to a trauma (McFarlane & Yehuda, 1996; cited in van der Kolk et al.,2007). In

the early period following any traumatic/adverse event, intrusions in the form of “as
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if reexperiencing” the event, via images and recursive thoughts are expected (Foa et
al., 1989). However, if symptoms continue with increasing intensity, then this would
be evaluated as leading to more permanent changes. Depending on type of the
events, some people may avoid to process the traumatic material, and avoid to
confront places, people, or thoughts related to the event. Moreover, arousal
symptoms may lead individuals to experience disturbances such as nightmares,
sleeping and concentration difficulties, impairment in daily life functioning (Foa &
Rothbaum, 1998). In the current study, the results of comparing types of events and
symptoms of PTSD indicated that those who reported other-life transition group of
events and intentional/assaultive violence type of events, experienced significantly
higher symptoms of avoidance. This finding indicated that in the aftermath of such
events like divorce, or work-place problems as compared to sudden death and
injury/shocking event, participants showed more avoidance symptoms. Arousal
symptoms were experienced mostly by people who were exposed to
intentional/assaultive violence type of events, implying that experiencing a sexual or
non-sexual assault leads to significantly higher arousal symptoms such as sleep
disturbances, nightmares, concentration problems, irritability. As a result, when
overall symptoms were compared across the types of events, differences across the
types of events pointed to different posttraumatic symptoms (H4 was supported).
Thus, the type of events experienced seems to determine the type of traumatic
consequences.

Sociodemographic Variables associated with symptom severity

With these results in mind, variables associated with overall symptom
severity was examined via regression analysis. Among sociodemographic variables,
only age and gender were found to be associated with symptom severity, implying
that being young and being female predicted higher levels of symptom severity
following traumatic events. Although there was no significant difference between
females’ and males’ scores in qualifying for a probable PTSD, the findings revealed
that gender mattered in determining severity of symptoms. Since these symptoms
were more severely expressed by females, males may either react and process the
stressful or traumatic events differently, or this may be a result of underreporting of

the symptoms by males. Another view may be an expectation of gender roles of
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males being stronger and not effected by such events. Another suggestion claimed
that since women seemed to be more aware of themselves, they may perceive and
report the changes more easily (Merecz et al., 2012). Being young and having lower
income were also found to be associated with both probable PTSD and symptom
severity. One explanation was proposed to be that younger people may be effected
more by negative life events because of their views of the world as less controllable
and less caring (Calhoun, Cann, Tedeschi, & McMillan, 1998), thus perception of
social support and available resources to cope may be impaired. Another possibility
of differences in gender and age may be due to males than females, older than
younger to perceive less threat and a sense of danger during the event (Meyerson et
al.,, 2011). Those who evaluate their actions during the event negatively, may
overgeneralize the situation to one’s resources and increase negative beliefs about
self and others (Foa et al., 1989). When individuals believe that they are unable to
cope with trauma, then this belief may increase the avoidance symptoms (Foa &
Rothbaum, 1998), which in turn inhibits the processing of traumatic material.

Pretrauma factors associated with symptom severity

In this study, among personality factors, neuroticism was found to be the
personality trait associated with higher symptom severity (H5 was supported).
Extraversion, indeed was negatively associated to symptom severity, i.e.,
introversion predicted higher symptom severity until intrusive rumination entered in
the regression equation, meaning that although intrusive rumination and introversion
shared some variance in explaining symptom severity, intrusive rumination had more
significant contribution to explain the variance. The results of indirect effect of
personality to symptom severity via rumination will be later discussed in model
testing section. This finding was in agreement with the literature findings, that
neuroticism on its own or in combination with introversion was associated with the
severity of posttraumatic stress and PTSD symptoms (Ai et al., 2005; Evers et al.,
2001; Val & Linley, 2006; Emmelkamp, 2006). It was indicated that those with
higher neuroticism (as compared to extraversion, conscientiousness) effected by the
event more in respect to higher severity perception during the event (Lockenhoff et
al., 2009). This relationship between neuroticism and reported event-severity will be

discussed later in this section, while presenting the results of model testing.
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Event-related Variables associated with symptom severity

Event-related factors (i.e., type of the event, time elapsed since trauma,
duration of symptoms, total impairment of functioning) were the next variable group
that was studied widely. All variables entered in the regression analysis were found
to be associated with symptom severity. Increased impairment of functioning (i.e.,
social-marital-academic-work life, relationships with partner, friends, colleagues)
and longer duration of symptoms were related to higher symptom severity. These
results supported the research hypothesis (H5) that event-related factors will be
significantly related to symptom severity, which was also regarded as an expected
finding, with respect to previous research results (Karanci et al., 2012). One finding
suggested that when the stress symptoms continue, the functionality is impaired
(Mulder, Fergusson, & Horwood, 2013) and severity perception is maintained.
Furthermore, the longer the PTSD lasts, the role of event in explaining the symptoms
becomes less important. So passage of time since the traumatic event is another
factor determining the differential consequences. In the present study, time elapsed
since trauma was negatively related to symptom severity, indicating that longer
passage of time since trauma lessens the severity of symptoms. Contradictory
previous findings, could not end up with clear conclusions about the effects of time
in the severity of symptoms. According to longitudinal research results, a decline in
PTSD symptoms was found following rape (Foa & Rothbaum, 1989), and violent
crime accidents (Rothbaum et al.,, 1992). The current study showed that
intentional/assaultive violence group of events as compared to sudden death were
positively related to symptom severity. However, since the current study was not a
longitudinal study, a conclusion about the effects of time in the aftermath of different
types of events could not be clearly provided. The focus of the current research was
more on other variables such as individual resources and posttrauma processing
rather than time. Therefore, besides just considering the time passed since trauma,
other factors such as duration of symptoms and the processing carried out during that
period seems to be a more essential factor in determining the outcome. However, an
important view that must be kept in mind, stated by Tedeschi & Calhoun (2004) is

that time is necessary to cope effectively and to find meaning out of the event.
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Post-trauma Factors associated with symptom severity

One reason that intentional/assaultive violence group of events increased
symptom severity, might be related to the nature of event which accompanies
difficulties of engaging in adaptive coping strategies and finding meaning. Likewise,
interpreting the event and intrusive memories in a negative way by ruminating,
suppressing, or avoiding, may cause maintenance of symptoms (Mayou et al., 2002).
At this stage, the resources and capacity of the individual in dealing with the
intrusive memories of event (rather than the event itself) becomes important.
Eventhough the event has passed and the danger or threat is no longer there, the
mental processes may contribute to the continuation of overwhelming the individual
(Freddy et al., 1992). The present study findings supported this view, in that intrusive
rumination, deliberate rumination and fatalistic coping were all significant associates
of symptom severity. This indicated that rumination no matter whether it is intrusive
or deliberate may increase symptom severity (H5 was partially supported). The effect
of deliberate rumination on symptom severity will be discussed in the next section
together with its effect on PTG.

Fatalistic coping, which was one of the emotion-focused coping strategies,
was found to be related more with symptom severity (H7 was supported). It was
claimed that some people in the process of making sense out of adversity, rely on
religion or spiritual life, especially those living in a fatalistic society (Splevins,
Cohen, Bowley, & Joseph, 2010). Therefore the individual via religious coping is
claimed to respond with acceptance rather than problem-solving approaches
(Pargament, 1997; Pande, 1968). Religious coping is suggested to entail two sides;
both negative and positive. On one hand, in positive religious coping, without any
questioning a trusty and secure relationship is established with God, where problems
are handled with the help of God via acceptance, forgiving, letting-go. On the other
hand, negative religious coping involves insecure, untrusty relationship with God,
where stressful events are interpreted as a punishment of God. The finding of this
present study, may be more related with the negative religious coping where the
appraisals might involve thoughts of injustice, feelings of anger to God, difficulties
in finding meaning out of the traumatic events (Pargament et al., 1998), thus increase

severity of symptoms.
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4.4  Posttraumatic Growth

Since 1980s, research was conducted more on the negative outcomes of
exposure to traumatic events. However, there is an increasing change in the
perspective that people may also develop or change in a positive way in the
aftermath of traumatic events (Paton, 2006). These positive changes that lead to
growth are suggested to be summarized in five domains as finding new possibilities,
spiritual change, relating to others, personal strength, and appreciation of life
(Tedeschi & Calhoun, 1996). In the aftermath of adverse events, the individual may
find new opportunities in life that were unrecognizable before trauma. When people
realize they can cope with the adverse event, they may also become more self-reliant,
their beliefs in themselves may improve and they may feel stronger. Further,
individuals may improve their social relations and interactions with others, also may
become aware of the support around them. These individuals may become more
sensitive to others with similar pain, and they may get connected and disclose their
experiences more. The experience of a traumatic event may change the individuals’
value system in that they may value life, people, God more and appreciate every day
for living. So with this viewpoint, a considerable number of researchers focused their
studies on finding out the possible contributing factors to growth following adverse
life events (Armeli et al., 2001; Tedeschi & Calhoun, 2003).

The purpose of this study, in parallel with these research interests, was to
focus on the contributory roles of variables on growth and to understand the
underlying mechanisms of traumatic events facilitating growth. First of all, the
relationship between five domains of posttraumatic growth and event-types was
analyzed. Previous findings showed that intentional/assaultive type of events such as
sexual assault may hinder trust in others and damage interpersonal relations, thus
lead to develop no or low levels of growth (Shakespeare-Finch & Armstrong, 2010)
and relating to others domain, in particular. Additionally, since these events are
intentionally caused rather than ‘naturally occuring’, if the individual appraise the
event as controllable or preventable, then feelings of shame and guilt accompanying
self-blame will be increased, which will in turn inhibit the growth domain of
personal strength (Compas, Connor-Smith, Saltzman, Thomsen, & Wadsworth,

2001). However, if the individual externalizes the events to spiritual themes like God
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and interprets them as uncontrollable, this may lead to more positive outcomes.
Further, death-related events (i.e., unexpected death, life-threathing illnesses) or
thoughts about such events are proposed to result in an increased appreciation of life
(Davis & McKearney, 2003). The results of the present study in respect to the effects
of different event-types on five domains of PTG, showed a significant difference
only on appreciation of life domain. More appreciation of life was reported in the
aftermath of injury/shocking type of events (e.g., life-threatening illness, natural
disasters, accidents), as compared to intentional/assaultive violence type of events
and other group of events (e.g., divorce, financial problems) (H6 was partially
supported). This finding is similar to previous finding proposing a death-related
theme increasing appreciation of life domain. However, although mean score of this
domain was high following sudden death type of event, it was not significantly
different across various event-types. This may entail a factor that is related with the
appraisal of death in society. Since this study was conducted in a mostly Muslim
community sample, death may be a theme more related to fatalism, and lead to
engage in more emotion-focused coping (Kastenmiiller, Greitemeyer, Epp, Frey, &
Fischer, 2012). Thus, the individual may approach sudden death with negative
religious coping, where negative thoughts and feelings to God may be activated,
which in turn diminish growth levels in total. Another perspective claimed by
Karanci et al., (2012), seems to be also valid for our study, is that following a sudden
death, an individual may struggle with the feelings of guilt (of surviving, and/or
enjoying life without her/him), thus growth may be considered as another area of
guilt, yet perceived as negative, and not developed in the individual.
Sociodemographic Variables associated with posttraumatic growth
Following examining the impact of event-types on different domains of PTG,
the variables that facilitate growth in the aftermath of trauma were analyzed. Among
sociodemographic factors, age and education level were found to be negatively
associated to PTG, indicating young age and low education level (Karanci et al.,
2009) have higher association with the development of PTG (H7 was supported).
This finding between young age and PTG was supported (Merecz et al., 2012;
Sawyer et al., 2010), in previous research results. Most of the explanation converged

on the possible explanation that young people in the aftermath of trauma can be more
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adaptable than older people. This may be because core beliefs of younger people are
more likely to be challenged and potentially more changeable, whereas older’s core
beliefs are more resistant to change (Calhoun, Cann, Tedeschi, &McMillan, 1998).
Similarly, since growth in longer periods of time leads to an identity transformation
where basic assumptions about the self, others and world are challenged (Janoff-
Bulman, 1992; Perez-Sales, 2006), younger people may have more time for that
transformation to take place. Another explanation suggested that since older people,
as compared to younger ones, generally expected to be more agreeable, conscientious
and emotionally stable (Roberts & Mroczek, 2008), positive changes may be less
evident. Indeed, younger age was also a significant factor related to higher symptom
severity. As discussed above, young age rather than by its own, when combined with
other factors such as the repertoire of the coping skills, mental processes, resources
(social support, personality), may change consequences.

Pretrauma Factors associated with posttraumatic growth

Personality is among the pretrauma factors, which has been studied widely in
the trauma literature. The hypothesis (H7) that conscientiousness, agreeableness, and
openness to experience will increase developing PTG was partially supported,
because in the regression model, only conscientiousness was found to remain
positively related to PTG. However, the remaining two personality traits were (i.e.,
openness to experience and agreeableness) also significant until the entrance of
problem solving coping in the regression equation. Therefore, problem-solving
coping style and these two personality traits share similar skills i.e., related with each
other that explain the variance on PTG. Previous findings also emphasized the
necessity to examine the mediating role of coping between personality and PTG
(Karanci et al., 2012). Some studies claimed that conscientiousness is related with
PTG (Tedeschi & Calhoun, 1996; Shakespeare-Finch, 2005; Garnefski et al., 2008;
Karanci et al., 2012) because of being more disciplined, ambitious for achieving the
goals (Costa & McCrae, 1992), and directly approaching the problem rather than
avoiding it (Connor-Smith & Flachsbart, 2007). So the results of the present study
supported these views about the association between conscientiousness and PTG.
Taken together with the results of the regression analysis, since both openness to

experience and agreeableness remained positively associated with PTG until

112



problem-solving coping was entered into the equation, it can be inferred that these
personality traits share the same features in explaining growth following traumatic
events. Likewise, the relation between extraversion and seeking social support
coping can be regarded as sharing a common feature of the personality dimension.
The possible mediating role of active ways of coping (i.e., problem-solving coping
and seeking support coping) between personality traits and PTG was examined via
indirect effects on model testing. Therefore, the results will be discussed in model
testing section.

Event-Related Factors associated with posttraumatic growth

In regard to event-related factors, type of event (i.e., injury or shocking event
type versus sudden death) and duration of symptoms were two variables leading to
higher growth. Many studies revealed that PTG and positive changes occur in the
aftermath of various event-types. Some researchers made a distinction about the type
of event as ‘naturally’ occurring events such as death and disasters lead to develop
more growth than ‘human-caused’ events such as violence and assaults
(Shakespeare-Finch & Armstrong, 2010; Ickovics et al., 2006). However, there are
other studies that found no relationship between the type of event and growth
(Aldwin et al., 1996; Park et al., 1996), concluding that independent of the type of
event, PTG is suggested to be the result of the struggle with the event (Tedeschi &
Calhoun, 1995). The finding in the present study, supported the view as relatively
‘naturally’ occuring events such as life-threatening illness, disasters as compared to
sudden death, was leading to higher growth. On the one hand, these injury-shocking
events may be more commonly experienced and accepted, therefore the individual by
using positive religious coping via externalizing the responsibility to God, may
develop PTG. On the other hand, sudden death may entail themes related to negative
religious coping (as discussed above) such as feelings of guilt, cognitions of regret
(e.g., ‘I should have spent more time with him/her) and mostly anger to God for
injustice of ‘separating the beloved apart’. Hence, for such issues more qualitative in-
depth analysis are necessary to provide richer data. Another finding in this study,
showed the relation of duration of symptoms and growth. It is claimed that longer
duration of symptoms, leads individuals to re-evaluate the situation in order to

understand, adapt, and make meaning out of the experience by cognitive processes.
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These re-evaluations as proposed by Evers et al., (2001) may involve; (1) cognitions
focusing on negative sides of stressor and feel helplessness or hopelessness, (2)
cognitions about reducing the negative meaning or impacts of the events by
accepting and learning to live with it, (3) cognitions focusing on adding positive
meanings to the experienced event. Since longer duration of symptoms were related
both with symptom severity and PTG, the content of divergent re-evaluations i.e.,
cognitive processing may be responsible for these negative versus positive
consequences.

Post-trauma factors associated with posttraumatic growth

Besides these factors, post-trauma processing becomes an essential area to
explore how they impact PTG. The results of the present study indicated the positive
association between engaging in deliberate rumination, problem-solving coping, and
seeking support coping and developing higher growth (H7 was supported). To start
with deliberate rumination, its significant association with growth was shown by a
variety of studies. One assumption is that deliberate rumination helps the individual
to manage the traumatic event by reducing the effects of emotional disturbances
(Tedeschi & Calhoun, 1995; 2004), to find out ways of coping, and lead to evaluate
one’s resources as sufficient (Calhoun & Tedeschi, 2006). Since deliberate
rumination is a voluntary and intentional process in trying to cope with or handle the
suffering from extremely challenging life events (Calhoun & Tedeschi, 2006), it is
important that this process leads the individual to use adaptive coping strategies and
to benefit from the event (Affleck & Tennen, 1996; Taku et al., 2008). If this is
accomplished then growth will be developed (Cann et al., 2011).

According to the results of the current study, two adaptive ways of coping,
namely problem-solving coping and seeking support coping were found to be related
with higher growth. Both ways of coping involve active search for a solution.
Problem-focused coping includes purposeful efforts to solve directly the problem, or
attempting to alter a situation (Billings & Moos, 1981; Folkman & Lazarus, 1985;
Moos & Schaefer, 1993), while seeking support coping is more likely to approach
stressful situations by obtaining advice, seeking accompany or expressing emotions
(Carver et al., 1989; Litman, 2006). It is suggested by Park (2004) that positive

coping helps the individual make meaning, facilitate struggling, and become aware
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of positive outcomes, thus grow. Therefore in light of these findings, the result of the
present study implying two mentioned coping styles as facilitators of PTG, is not
surprising.

Finally, perceived social support in the aftermath of an adverse event has
been shown as one of the important factors for developing PTG. Every individual is
part of a social network, and social support can be evaluated as interactions that
provide individuals support with caring and loving relationships when needed
(Kaniasty, 2005). The perceived social support which is a dimension measured in
this study, can be referred as the perception of the individual about the availability of
support from this network (family, friend, significant other) in required situations.
Social support can be regarded as a factor helping to recover from trauma by
influencing the type of coping style utilized (O’Brien & DeLongis, 1997) where
active support may influence efforts to manage the situation more easily. Social
support is suggested to improve controllability perception over the situation and self-
confidence, which in turn helps to appraise the event more positively and increase
the selection of active coping strategies (Schaefer & Moos, 1998). When social
support networks provide the opportunity to express emotions, discuss concerns,
challenge negative beliefs and thus reduce the rates of engaging in avoidance coping
strategies (Flannery, 1990; Folkman & Lazarus, 1990), then engaging in active
coping increases. However, it is important to keep in mind that being exposed to a
traumatic event, may distort the cognitions and perceptions of the individual, thus
may lead to perceive others and their relationships as less supportive (Stroud, 1999).
According to the results of the present study, perceived social support from friend
and significant other were found to be significantly related with PTG. Interestingly,
perceived support from family was not a significant factor leading to PTG. This may
be due to the confusion of the distinction between family and significant other.
Especially, if the individual is married, family concept becomes mixed; some
consider family as ‘father, mother, sister, brother’, while others as ‘wife, husband,
children’. Another suggestion is that, following traumatic events, people may not
prefer or feel comfortable in disclosing to family, either because they believe their
families cannot help them, or they may be unwilling to make them upset or

distressed, or maybe they regard support from family a guaranteed act.
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The findings of the current study, showed the need for further analysis to
examine the indirect effects of event-related rumination, ways of coping and
perceived support on symptom severity and growth.

45  Model Testing

Together with these conclusions in mind, underlying paths were tested via a
comprehensive model. Since the model provides pathways to make comparisons for
both ends (negative and positive) simultaneously, the results of associated variables
with both outcomes, namely symptom severity and posttraumatic growth will be
discussed together in this section.

The model was composed of eight predictor variables, namely neuroticism,
other-personality, event-related severity, perceived social support, intrusive
rumination, deliberate rumination, active coping, emotion-focused coping and two
outcome variables namely, Posttraumatic Symptom Severity, Posttraumatic Growth.

The personality trait of neuroticism, which is a widely studied trait and
mostly found to be associated with posttraumatic stress symptoms, is characterized
by emotional instability, behavioral inconsistency, enhanced physiological arousal
(McCrae & John, 1992), that mostly engage in maladaptive cognitive processing
(such as wishful thinking) and immature coping strategies (Connor-Smith, &
Flachsbart, 2007). In the current study, neuroticism revealed three direct effects,
implying that following traumas, higher levels of neuroticism significantly predicts
perceiving the event as more severe, engaging in more intrusive rumination, and
more emotion-focused ways of coping (H8 was supported). These relations can be
regarded as a confirmation of previous literature results.

Previous studies suggested that neuroticism (rather than extraversion and
conscientiousness) leads individuals to perceive an event as more traumatic (Merecz
et al., 2012; Lockenhoff et al., 2009). One explanation is that negative interpretations
of heightened danger and feelings of helplessness are related features of neuroticism.
Hence, those with neuroticism have difficulty regulating their emotions and have
tendency to overgeneralize/exaggerate the threat. Therefore, the finding that
neuroticism leads to greater reported event-severity, is not unexpected.

Rumination is regarded as maladaptive when abstract questions of ‘why?’,

‘why me?’, ‘what if?” are asked repetitively. This compulsory-like questioning
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causes to focus on the negative consequences of the event without helping the
individual to concrete solutions (Watkins, 2008). This type of rumination (i.e.,
intrusive) also has been shown to elevate the negative emotions associated with the
traumatic event and impede the problem-solving processes, thus impair functionality
and lead to further distress (Nolen-Hoeksema & Morrow, 1991). During intrusive
rumination, the individual finds oneself automatically thinking about the event,
which in turn increases the possibility to reexperience (a PTSD symptom) the event-
related issues. If the individual interprets intrusive rumination as negatively, then
threat perception with negative emotionality is claimed to be maintained (Ehlers &
Clark, 2000). Hence, the positive association between both neuroticism and
rumination, and neuroticism and maladaptive coping has been revealed by a variety
of studies (Segerstrom et al., 2003). A stressful event itself or perceiving the event as
traumatic may impair the basic skills of individuals. When the individual feels
overwhelmed by the trauma with increasing uncontrollability perception and feelings
of helplessness, coping abilities of the individual may be impaired. Furthermore, in
case of neuroticism, research in a community sample, showed that it is related with
coping strategies involving avoidance, self-blame and withdrawal. This was
supported by the results of the present study, indicating that neuroticism leads
individuals to engage in more emotion-focused ways of coping (helplessness coping
and fatalistic coping). Since the ability to manage stress is diminished, those with
neuroticism become more prone to heightened symptom severity (Costa & McCrae,
1992).

According to the cognitive model of PTSD, trauma severity, and related
threat perception has an important role in the development or maintenance of PTSD
(Horowitz, 1986; Foa et al., 1989; Ehlers & Clark, 2000) via cognitive and
behavioral coping strategies (OIff, Langeland, Berthold, 2005). The same path was
found to be significant in the present study, and supported that the indirect effect of
reported event-severity on posttraumatic symptom severity increased via intrusive
rumination and emotion-focused coping strategies. Ehlers and Clark (2000) proposed
that rumination effects PTSD symptoms in three ways: i.e., rumination (1) prevents
the individual to process trauma-related issues, (2) increases the negative

interpretations of trauma and its consequences, (3) may activate arousal-like
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symptoms (tension, hopelessness) and trigger intrusive memories. When these
negative effects of rumination are left unprocessed, successful problem solving is
impeded, thus stress symptoms are maintained (Nolen-Hoeksema & Morrow, 1993).
Besides, some people actively avoid thinking about the event and inhibit negative-
emotions, believing that this would further damage oneself. However, if the
individual avoids, suppresses, or tries not to think, feel or not to ruminate about the
traumatic event, then the individual becomes more involved with the cognitive
process of thinking more about it (Gold & Wegner, 1995). However, it is claimed
that intrusive rumination helps individual to search and find a meaning about the
event, and predicts deliberate rumination (Tedeschi & Calhoun, 2004; Cann et al.,
2011). This predictive role of intrusive rumination on deliberate rumination is
supported (H13) in the present study. Though, Tedeschi and Calhoun (2004),
claimed that in order for cognitive processing to promote growth, effort and time is
needed. However, how types of rumination change over time cannot be studied in the
present study. This may be one reason of intrusive rumination via deliberate
rumination leading to higher symptom severity. Since deliberate rumination involves
questions such as ‘‘Could I make meaning from my experience?’’, ‘“What does this
mean for my future?’” and ‘‘How does this effect my view of the world?’’, time may
be needed to find adaptive answers. Anyhow, the contribution of deliberate
rumination to facilitate recognizing beneficial sides of traumatic events were studied
in the present study and evidence has been provided (Vishnevsky et al., 2010; Chan,
Ho, Tedeschi and Leung, 2011).

In respect to personality and rumination, some researchers mentioned, that a
major life event can temporarily activate both the intrusive and deliberate thinking,
independent of one’s stable characteristic (Taku, Cann, Tedeschi, & Calhoun, 2009).
Meanwhile in other studies, a positive correlation was found both between
neuroticism and negative repetitive thought, and openness to experience and
searching more for repetitive thought (Segerstrom et al., 2003). However, the results
of the present study supported previous findings that a traumatic event activates both
intrusive and deliberate rumination styles (H10 was supported), and while
neuroticism directly triggers intrusive styles of rumination (H8 was supported), other

personality traits enhances engaging in deliberate rumination (H9 was supported).
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Some studies suggested that although neuroticism (rather than extraversion
and conscientiousness) leads individuals to perceive an event as more traumatic
(Merecz et al., 2012; Lockenhoff et al., 2009), they may have the necessary personal
resources to cope with those events, thus may increase the possibility to develop
PTG (Merecz et al., 2012). Likewise, according to emotional processing theory (Foa
& Kozak, 1986), when the individual feels him/herself in danger, or perceive threat,
(e.g., greater perceived event-severity), a fear structure activates adaptive behavior.
Another study (Charlton & Thompson, 1996) reported neuroticism as associated with
both emotion-focused and unexpectedly more problem-focused coping. In the
present study there have been a chance to test this suggestion, and the results gave
way to confirm such a significant indirect effect of neuroticism on PTG via
deliberate rumination and/or active ways of coping. This was considered as an
important contribution in understanding this relationship. It may be suggested that
since neuroticism increases levels of reported event-severity and intrusive
rumination, these may be related to the concept of Tedeschi and Calhoun’s seismic
event, where just like earthquakes shake buildings, traumatic events shake the
individuals’ assumptive world, which in turn leads the individual to process the
necessary work. So, the higher the perceived threat, the greater disruption to one’s
assumptive world, which in turn, also increases levels of PTG (Calhoun & Tedeschi,
2006). However, in trying to gain insight and make meaning out of this disruption,
individuals are claimed to get involved in the event deliberately by cognitive and
behavioral processes.

On the other hand, the indirect effect of other personality traits (rather than
neuroticism) on symptom severity either via deliberate rumination and/or active
coping was not significant (H15 was partially supported). For those with other
personality traits, using deliberate rumination do not lead to an increase in symptom
severity, rather lead to an increase in levels of PTG. In other words, deliberate
rumination has a positive impact on those with other personality traits (those with
higher extraversion, openness to experience, agreeableness, conscientiousness or
lower negative valence). However, other personality traits, even through engages in
active coping strategies (such as problem-focused coping, seeking support coping),

do not have the sufficient power to diminish the severity levels of posttraumatic
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stress symptoms, but as hypothesized, via active ways of coping, can foster higher
levels of growth (H16 was supported).

Furthermore, the results of the current study showed that perceived social
support in the aftermath of trauma promotes active coping, which in turn increases
levels of PTG (H12 was supported). Although previous results indicated that
agreeableness leads to perceiving others and social relations as more supportive
(John & Srivastava, 1999; Wehrli, 2008), the hypothesis that those with other
personality traits (than neuroticism) including agreeableness, would perceive higher
social support (H9 was partially supported) was not supported in this study. Previous
study findings showed some evidence that social support following traumatic events
influences both appraisals and coping abilities (Parkinson, 2000). Especially, in
collectivist cultures, people have the opportunity to benefit from environment
(extended family members, friends, neighbours) following a trauma, where event-
related cognitions and feelings can be disclosed and processed. In the aftermath of
specific event-types, satisfying the needs for safety, stability, security, empathy and
respect becomes increasingly essential (Price, 2007). When people seek for such
support following traumas, these needs should be met in particular. Hence, it can be
inferred that the match between perceived social support and seeking support coping
(demand for support, advice, accompany) is important in fostering positive changes,
while reducing the negative outcomes (Carver et al., 1989; Litman, 2006). However,
one point should be kept in mind that individuals exposed to a traumatic event, may
start to perceive their relationships as less supportive (Stroud, 1999).

Meanwhile, other-personality factors such as extraversion were found to be
highly associated with more active ways of coping (McCrae & Costa, 1986), which
in turn fosters PTG (H22 was supported). Aldwin et al. (1996) found that coping
strategies mediated the relationship between trauma and both positive and negative
outcomes. Similarly, a follow-up study and a longitudinal study found that dealing
with a traumatic event by using problem-focused coping were related with positive
outcomes, whereas those using avoidance and emotion-focused coping were
negatively related to experiencing positive outcomes (Aldwin et al.,1996; Moos &
Schaefer, 1993; Mason et al., 2006). Coping strategies were also found to be related

with the controllability appraisals, in that if the event is appraised as controllable and

120



changeable via deliberate rumination, problem-focused coping will be engaged. This
in turn, provide increased controllability, less distress, more hope and higher levels
of PTG (Janoff-Bulman, 1979). The cognitive appraisal theory (Lazarus & Folkman,
1984), is presumed to fit this explanation in that there are two stages of responding to
stressful life events, namely ‘primary appraisal’ and ‘secondary appraisal’. The
primary appraisal stage, where first impression about the situation is formed as
harmful, threatening or challenging, seems to be similar to peritrauma severity
perception. This appraisal is influenced by situational features (in other words, event-
related factors) such as the nature of stressor, degree of familiarity, timing, context,
and thoughts about possible impacts afterwards. Additionally, the evaluation is also
influenced by psychosocial features of the individual such as values, motivations,
roles, personality traits, religious beliefs (pretrauma factors). The secondary
appraisals are influenced by the individual’s available resources to cope. This covers
individuals’ engagement in cognitive processing (i.e., attribution of responsibility
and controllability, thus rumination), in which these evaluations lead individuals to
determine the ways of coping with the stressor (Lazarus & Folkman, 1984). In
deciding to cope with the stressor, the individual uses both psychological (problem
solving skills, meaning making capacity) and social resources (social support). If the
individuals assess the resources as sufficient to mitigate the effects of the event and
then adaptive ways of coping are utilized. For those who appraise the situation and
resources as insufficient, and become hopeless towards a potential change (Billings
& Moos, 1981; Folkman & Lazarus, 1985; Moos & Schaefer, 1993), then the
individual engages in emotion-focused coping. The findings are clear in showing that
emotional coping leads to poorer outcomes (Brantley et al., 2002). Although
pathways were not clear (Huijts et al., 2012), previous findings indicated that
traumatic events may decrease individual’s ability to cope with the stressors, and
lead to an increase in using maladaptive coping strategies (Emmelkamp et al., 2002).
This result of the current study provided a pathway as, following traumatic events
those who perceive event as more severe and engage in more intrusive rumination,
uses greater emotion-focused ways of coping. In this study one of the emotion-
focused coping strategy is religious or fatalistic coping, where individuals cope with

emotional strategies and externalize adverse situations to spiritual themes like God.
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Following traumatic events, survivors are left with a number of unanswered and
complex questions with no easy answers (Boehnlein, 2007). The questions involve
issues related to human existence such as meaning of life, meaning of loss, the good-
the evil, and moral issues of existential justice. Questions such as ‘Why did this
happen to me?’, ‘Did I do something to cause this?’, ‘Is this a punishment by God?’,
‘Is life worth living?’, Why live more, I have no purpose?’ are frequently searched
for answers. The results of the present study from a predominantly Muslim sample,
revealed that if the individual can accomplish to provide answers through
deliberately ruminating, this may lead individuals to have a chance of developing
PTG. Since deliberate rumination was conceptualized as more purposeful effort in
questioning, finding benefit and meaning out of the event (Janoff-Bulman, 2004;
Tedeschi & Calhoun, 2004), it was hypothesized to be more related to posttraumatic
growth. When people encounter with an adverse event, it is proposed that individuals
initially engage in intrusive rumination rather than deliberate (Calhoun & Tedeschi,
2006).

However, another finding of the present study is that deliberate rumination
provokes symptom severity. This is assumed to be so, if the individual cannot
accomplish to cope effectively with the traumatic material (for example, cannot
engage in ways of active coping) after deliberate rumination. Although deliberate
rumination facilitates the individual to process the event and guides to find some
benefits, the individual may “get stuck” (Michael & Synder, 2005) at this stage.
Therefore, it is proposed that if deliberate rumination coexists with intrusive
rumination then this would lead to distress rather than growth. Then, the finding in
this study may imply that if the individual is overwhelmed with these efforts in
finding benefit or seeking-meaning, and cannot move forward, these attempts may
increase the severity of symptoms and impede adaptive processing. In other words,
as provided evidence in a study (Stockton et al., 2011) that both intrusive and
deliberate rumination are positively correlated with intrusion symptoms of PTSD, in
particular. If the individual perceives the event as ‘unfinished business’ (Beike &
Wirth-Beaumont, 2005), then the attempts for searching meaning would result in
maladaptive ways of coping. According to Tedeschi and Calhoun (1995; 2004),
individuals may process the event repetitively in order to deal with the disparity of
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the preexisting schemas and present situation. If the rumination cannot facilitate the
integration of preexisting beliefs with the current trauma, then this would increase
the feelings of helplessness, engaging in avoidance and emotion-focused coping
strategies (Horowitz, 1986). It would not be so wrong to conclude from the results of
this study, that after cognitive processing, the individual should engage in some form
of actions (Hobfoll et al., 2007) via adaptive coping strategies in order to reach
positive consequences following a traumatic experience. Furthermore, it will be
interesting to explore the content of deliberate ruminations in future qualitative
studies.

As a result of all the significant pathways, almost half of the variance on both
Symptom Severity (52%) and PTG (45%) was explained by the model. Furthermore,
47% of the variance on deliberate rumination and 63% of the variance on active
coping was explained by the model. These results yielded that this model is sufficient
to explain half of the variability on symptom severity and PTG in this sample.

Association Between Posttraumatic Stress Symptom Severity and

Posttraumatic Growth

The relationship has been actively searched by researchers in order to
understand the mechanism between posttraumatic stress and growth (Hobfoll et al.,
2006; Helgeson et al., 2006). However, no consensus has been reached about the
relationship between PTSD and PTG. It is more commonly claimed that PTG can be
developed more, only if the event is qualified as a traumatic event. In other words,
rather than objective severity, subjective perception of severity of event (i.e., as
traumatic) and personality traits have been claimed to contribute to the development
of PTG (Merecz et al, 2012). The view, that even some dangerous event can lead or
produce an opportunity, is depicted in Chinese symbol for crisis which combines
danger and opportunity. The negative life experiences may evoke some efforts in
individual to regain balance in their life (Cadell et al.,, 2003), thus may be a
forerunner of improvements, change and growth in life (Heatherton & Nichols,
1994).

Tedeschi and Calhoun, (2004) in their model regards posttraumatic growth as
a process and outcome of ‘grief work’. They pointed out that in order to accept the

loss and emotions following traumatic events, a period of time is needed to process
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the event mentally, thus develop PTG. However, intensity of stress symptoms or
distress do not have to be decreased but moderately maintained in order for growth to
take place. Hence, some manageable level of distress contributes to PTG. In this
model, deliberate rumination in particular, is claimed to have a motivator role on
PTG via decreasing the emotional distress caused by the traumatic event and schema
breakdown.

In the current study, this relationship was estimated in a simpler model via
SEM. Although a positive association was proposed between symptom severity and
PTG, in the model a negative association was observed. The results revealed a
negative relationship between symptom severity and posttraumatic growth (H23 was
not supported), implying that as symptom severity diminishes, higher levels of PTG
is developed. However, this might be related to the time of the research study, i.e.,
time elapsed since trauma. one explanation can be that, immediately after the
traumatic event, people may exhibit both PTSD symptoms and PTG. This
coexistence might be altered over time with a decrease in posttraumatic stress
symptom severity. The regression analysis results of the present study also showed
that over time posttraumatic symptom severity decreases. However, longitudinal
studies are needed focusing on the relative changes of the relationship between PTG
and distress over time.

This model also indicated that higher levels of event-severity, increased levels
of engaging in both intrusive and deliberate rumination. Those who reported greater
event severity, via intrusive rumination, they may experience greater symptom
severity, which in turn decreases growth levels. However, if intrusive rumination
leads to deliberate rumination, then the individual may develop PTG even when they
perceived high event-severity. In short, in order to foster PTG, symptom severity
should be decreased, but as proposed by Tedeschi & Calhoun (2004) to moderate/
manageable levels. To conclude, referring back to the literature section of this study
(pp. 2), declaring that when the physical trauma exceeds the capacity of body to
repair, lasting damages or even death may occur and if the trauma is too severe for
the body, then physical functioning may be lost. Likewise, a damage to one’s
nervous system may result in an impairment of behavioral, psychological or

intellectual functioning, and severe stressors cause a breakdown in the integrity of
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both the body and the mind (Kirmayer et al., 2007). Similary, if the traumatic event
is seriously severe for the integrity, damage to psychic world may be overwhelming.
However, if the event is severe enough, a psychic wound may remind the individual
about the event and may lead to adaptive processing (deliberate rumination and
active coping) over time. Indeed, for further conclusions about the relative changes
over time, between the relationship of PTG and stress symptom severity, future
longitudinal studies are compulsory.
4.6  Strengths and Limitations of the Present Study

Many studies on the prevalence of PTSD have been implemented around the
world, however there have been relatively few studies in Turkey on the prevalence of
experiencing different kinds of traumatic events, and how they relate to rates of
probable PTSD. The previous studies have mostly focused on the consequences of
special populations (e.g., survivors of earthquakes, cancer, accidents) or specific
types of events (e.g., illness, bereavement), however a range of different types of
traumatic events with both negative and positive consequences were not widely
studied within the same samples. Karanci et al., (2009) examined the prevalence
rates of various types of traumatic events and probable PTSD, and PTG levels
(Karanci et al., 2012) in a representative community sample of adults from 3
provinces of Turkey, where sociodemographic variables (age, gender, etc.) and
personality characteristics of the participants were analyzed as possible predictors of
PTSD and PTG. The current study provides an additional research study focusing on
prevalence rates of different types of traumatic events, probable PTSD and PTG from
a different province of Turkey and also enriches the variables that may be related to
these outcomes by including cognitive variables (intrusions) and coping strategies.

The study was conducted in a representative community sample, thus the
sample is composed of a heterogeneous group of adult participants who were not
exposed to just a particular event, rather they chose among a list of various event
types or they indicated another event type which was not on the list. By this way,
prevalence rates of experiencing different types of traumatic events and their possible
relations with probable PTSD is provided from a non-clinical sample.

This study provides the opportunity to examine the impact of trauma related

factors together with more individual-specific psychological factors on the PTS
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severity and PTG. Previous research have consensus on that, besides the traumatic
event itself, the individual’s processing style has influences on the outcomes at the
end (Aldwin, 1996). Therefore, the present study examined the effects of types of
event together with sociodemographic characteristics, personality, perceived social
support, coping strategies, event-related rumination as potential factors determining
participants’ posttraumatic stress symptoms Versus post traumatic growth levels.

Another strength is that, a broad perspective is presented in estimating
various direct and indirect relationships between variables. For this aim, the variables
were tested in a comprehensive model, proposed in the light of previous models in
the literature. The separate/unique and combined contributions of variables were
examined at the same time. The variables were grouped in order to consider the
effects of pretrauma, peritrauma and posttrauma factors in a potentially sequential
order. Moreover, in this study, besides two divergent outcomes of posttraumatic
stress symptom severity and posttraumatic growth, the relation between them were
also explored within the same sample.

Another strength of this study is that it provides a broad theoretical
framework on the concepts of interest and related previous literature findings.

Finally, the results yield important information in order to define risk groups
following a variety of traumatic events and helps to understand more clearly the
mechanisms of traumatic consequences. In particular, examining the mediator roles
of event-related rumination and ways of coping on these two divergent outcomes is
considered to be a valuable contribution. Additionally, valuable information is
provided regarding mental health care professionals in explaining the mechanisms of
experiencing growth after trauma. The pathways established from two groups of
personality traits to positive and/or negative consequences are considered to be
interestingly important.

When the present study is considered in terms of limitations, first of all, the
methodology of gathering data using self-report instruments via face-to-face one-
time administration may inhibit the rates of disclosure of these traumatic material.
Thus, some type of events (e.g., sexual/non-sexual assault, violence) may be
underreported due to limited rapport with the participants. Another limitation of the

study is related with the use of the Kish method. This method while ensuring a
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random sampling from households, the study ended up with overrepresentation of
female sample.

Secondly, the cross-sectional study design prohibited strict causal
interpretations. However, through examining pathways via a model, this typically
permitted the inference of some kind of causality.

Furthermore, the research instrument was criticized by the participants as
being too long, thus validity of some responses may be effected. Finally, since data
was gathered about traumatic events retrospectively, especially in event-related
rumination inventory, the participants had difficulty remembering those periods
immediately after the mentioned traumatic event. This may be critical for deliberate
rumination in particular, because time may be needed to deliberately ruminate about
the event and the inventory does not provide such information about when and how
individuals started deliberately ruminating. Likewise, with respect to the
posttraumatic diagnostic scale (PDS) where participants chose among a variety of
traumatic events, the scale could not differentiate whether they have witnessed the
event, learned from others or directly experienced it. This is a current distinction
suggested in DSM 5, however in this study this criteria could not examined.

4.7  Clinical Implications and Future Directions

The results of the present study have essential implications for clinical
practices. As mechanisms underlying the posttraumatic symptom severity and
development of PTG become more understood, it might be possible for clinicians to
attempt to foster PTG in individuals who seek mental health services following
traumatic event. The role of personality, cognitive processing and coping strategies
were explored and the pathways to developing growth provided guidance in
approaching and treating individuals in the aftermath of traumatic events.

In terms of personality traits, the present study provided the pathway from
neuroticism to posttraumatic growth through rumination and coping strategies. This
can be evaluated an opportunity for those with neuroticism developing growth by
using these adaptive post-trauma processes. This conclusion may encourage mental
health professionals to implement interventions to facilitate these adaptive skills to

those with high neuroticism.
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The results of the present finding about the event-related factors also provide
some insight in that, while more recent events and longer duration of symptoms
predict greater symptom severity, only longer duration of symptoms predict higher
levels of growth. The simple model also indicated that decreased symptom severity,
predicts higher levels of PTG. Therefore, in order to foster growth, rather than
focusing on duration of symptoms, diminishing the severity of symptoms by
equipping the individual with adaptive ways of processing the trauma, must be the
goal of mental health professionals. Furthermore, the clinician must pay attention to
the type of the event while planning treatment. Knowing the tendency of
injury/shocking events group, developing growth (appreciation of life, in particular),
whereas intentional/assaultive violence group of events to increase symptom severity
(all three symptoms, i.e., reexperiencing, avoidance, arousal), should alter the
priorities of treatment goals. For example, Shakespeare-Finch & Armstrong, (2010)
suggested that the clinician must be careful about an individual who experienced a
sexual assault, not to initially encourage to improve interpersonal relationships.

In terms of posttrauma factors, PTG adds a new component to the treatment
of trauma-related psychological problems, in that patients’ efforts of struggling to
understand the event and the impact on the individual, the clinician must capture
these not as symptoms but as potential efforts for growth (Zoellner & Maercker,
2006). In mental health services, fostering ruminative processes, improving active
coping mechanisms, and providing awareness of available (if any) social support
would be facilitators of growth. Furthermore, the results of this study indicated that
perceived social support and PTG are connected with each other via active coping. In
treatment, the clinician also must promote the individuals to evaluate the support
around them objectively.

One suggestion would be preparing a treatment manual indicating the
possible effects of pretrauma factors, peritrauma and post trauma processing and the
adaptive therapeutic strategies to foster PTG. The clinicians must encourage the
patients to engage in adaptive cognitive strategies and active ways of coping.
Therefore, intervention and guidance to cognitions by transforming intrusive
ruminations to deliberate rumination, and encouraging to deal with the event through

active ways of coping would be an essential part of treatment. However, the clinician
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must be careful in order not to lead the individual to deny the suffering process. The
clinician must allow the individual to find their own ways of dealing with the event
while providing some guidance to promote hope and growth. Another suggestion for
future research, is to apply qualitative data analysis in order to understand the nature
of traumatic events, the meaning of these events, deliberate rumination and the
content of this rumination in facilitating adaptive ways of coping and posttraumatic
growth,

Further efforts may provide to identify other risk or contributory factors that
are not addressed in this study that might have influence on posttraumatic stress
symptom severity and/or posttraumatic growth.

Although the present study used a representative sample still these findings
should be considered with caution in regard to general population. Therefore future
research is necessary to replicate the findings in different samples or populations. It
would be valuable to confirm the results of the model in clinical samples or
following particular event-types. Furthermore, since 55% of the participants’
reported traumatic events occurred more than 5 years ago, future research studies
must evaluate the validity of retrospective nature of the findings. Indeed, further
research also will be needed to explore these relations with more recent events and

via longitudinal studies.

129



REFERENCES

Affleck, G. & Tennen, H. (1996). Construing benefits from adversity: Adaptational
significance and dispositional underpinnings. Journal of Personality, 64, 900—
922.

Affleck, G. Tennen, H., Croog, S., & Levine, S. (1987). Causal attribution, perceived
benefits, and morbidity following a heart attack: An 8-year study. Journal of
Consulting and Clinical Psychology, 55, 29 —35.

Ahern, J., Sandro Galea, W.G. Fernandez, B. Koci, R. Waldman, and D. Vlahov.
(2004). "Gender, Social Support, and Posttraumatic Stress in Postwar
Kosovo."Journal of Nervous and Mental Disease, 192(11), 762-770.

Ai, A. L. & Park, C. L. (2005). Possibilities of the positive following violence and
trauma. Journal of Interpersonal Violence, 20, 242—-250.

Aldwin, C.M. & Levenson, M.R. (2004). Posttraumatic Growth: A Developmental
Perspective. Psychological Inquiry, 15(1), 19-22.

Aldwin, C. M. Sutton, K. & Lachman, M. (1996). The development of coping
resources in adulthood. Journal of Personality, 64, 91—-113.

Alonso, J., Angermeyer, M. C., Bernert, S., Bruffaerts, R., Brugha, T. S., Bryson, H.,
et al. (2004). Prevalence of mental disorders in Europe: Results from the
European Study of the Epidemiology of Mental Disorders (ESEMeD) project.
Acta Psychiatrica Scandinavica, 109(Suppl 420), 21-27.

American Psychiatric Association. (1980). Diagnostic and statistical manual of
mental disorders (3rd ed.). Washington, DC: Author.

American Psychiatric Association (1994). Diagnostic and statistical manual of
mental disorders (4th ed.). Washington, DC: Author.

American Psychiatric Association (APA). (2000). Diagnostic and statistical manual
of mental disorders (4th ed., text rev.). Washington, DC: APA.

Amir, M., Kaplan, Z., & Kotler, M. (1996). Type of trauma, severity of posttraumatic
stress disorder core symptoms, and associated features. The Journal of general
psychology. doi:10.1080/00221309.1996.9921286

Amir, M. & Sol O. (1999). Psychological Impact and prevalence of traumatic events

in a student sample in Israel: the effect of multiple traumatic events and physical
injury. J Trauma Stress, 12, 139-154.

130


http://www.psc.isr.umich.edu/people/profile/699/Sandro_Galea

Armeli, S., Gunthert, K.C., & Cohen, L.H. (2001). Stressor appraisals, coping, and
post-event outcomes: The dimensionality and antecedents of stress-related
growth. Journal of Social and Clinical Psychology, 20, 366-395.

Bal, S., Van Oost, P., De Bourdeaudhuij, I., & Crombez, G., (2003). Avoidant
coping as a mediator between self-reported sexual abuse and stress-related
symptoms in adolescents. Child Abuse Negl. 27, 883-897.

Beike, D., & Wirth-Beaumont, E. (2005). Psychological closure as a memory
phenomenon. Memory, 13, 574-593.

Bellizzi, K. M. (2004). Expressions of generativity and posttraumatic growth in adult
cancer survivors. International Journal of Aging and Human Development, 58,
267-287.

Bellizzi, K. M., & Blank, T. O. (2006). Predicting posttraumatic growth in breast
cancer survivors. Health Psychology, 25, 47-56.

Bennett, H., & Wells, A. (2010). Metacognition, memory disorganization and
rumination in posttraumatic stress symptoms. Journal of anxiety disorders,
24(3), 318-25. doi:10.1016/j.janxdis.2010.01.004

Billings, A. G., & Moos, R. H. . (1981). The role of coping responses and social
resources in attenuating the stress of life events. Journal of Behavioral
Medicine, 4, 139-157

Bleich, A., Gelkopf, M., & Solomon, Z. (2003). Exposure to terrorism, stress-related
mental health symptoms, and coping behaviors among a nationally
representative sample in Israel. JAMA, 290, 612 620.

Boals, A. & Hathaway, L. M. (2010). The importance of the DSM-IV E and F
criteria in self-report assessments of PTSD. Journal of Anxiety Disorders,
4,161-166.

Boals, A., Riggs, S. a, & Kraha, A. (2013). Coping with stressful or traumatic events:
what aspects of trauma reactions are associated with health outcomes? Stress
and health : journal of the International Society for the Investigation of Stress.
doi:10.1002/smi.2443.

Boelen, P. A., van den Bout, J., & van den Hout, M. A. (2003). The role of negative
interpretations of grief reactions in emotional problems after bereavement.
Journal of Behavior Therapy and Experimental Psychiatry, 34(3), 225-238.

Bonanno, G.A., & Kaltman, S. (1999). Toward an integrative perspective on
bereavement. Psychological Bulletin, 125(6), 760-776.

131



Bosson, J. V., Kelley, M.L., & Jones, G. N. (2012). Deliberate Cognitive Processing
Mediates the Relation Between Positive Religious Coping and Posttraumatic
Growth. Journal of Loss and Trauma, 17(5), 439-451.

Bozo O, Gundogdu E, Buyukasik-Colak C. (2009). The moderating role of different
sources of perceived social support on the dispositional optimism: Posttraumatic
growth relationship in postoperative breast cancer patients. Journal of Health
Psychology, (14),1009-1020.

Brantley, P.J., O'Hea, E.L., Jones, G.N., & Mehan, D. (2002). The influence of
income level and ethnicity on coping strategies. Journal of Psychopathology
and Behavioral Assessment, 24, 39-45.

Bremner, J. D., & Brett, E. (1997). Trauma-related dissociative states and long-term
psychopathology in posttraumatic stress disorder. Journal of Traumatic Stress,
10(1), 37-49.

Bremner, J. D., Southwick, S. M., Johnson, D. R., Yehuda, R., & Charney, D. S.
(1993). Childhood physical abuse and combat-related posttraumatic stress
disorder in Vietnam veterans. American Journal of Psychiatry, 150, 235-239

Breslau, N. & Davis, G.C. (1992). Posttraumatic stress disorder in an urban
population of young adults: Risk factors for chronicity. American Journal of
Psychiatry, 49, 671-675.

Breslau, G., C., Davis, P., Andreski, E., & Peterson (1991). Traumatic Events and
Posttraumatic Stress Disorder in an Urban Population of Young Adults. Arch
Gen Psychiatry, 48(3), 216-222.

Breslau, N., Kessler, R.C., Chilcoat, H.D., Schultz, L.R., Davis, G.C., & Andreski, P.
(1998). Trauma and post-traumatic stress disorder in the community: the 1996
Detroit Area Survey of Trauma. Archives of General Psychiatry, 55, 626-632.

Breslau, N., Peterson, E. L., Poisson, L. M., Schultz, L. R., & Lucia, V. C. (2004).
Estimating post-traumatic stress disorder in the community: lifetime perspective
and the impact of typical traumatic events. Psychological Medicine, 34(5), 889—
898. doi:10.1017/S0033291703001612

Brett, E. (2007). The Classification of Posttraumatic Stress Disorder. In B.A. van der
Kolk, . McFarlane, C. & Weisaeth L. (Eds.), Traumatic Stress (pp.117-128).
New York: Guilford Press.

Brewin, C.R. (2005). Encoding and retrieval of traumatic memories. In J. Vasterling

&C.R. Brewin (Eds.), Neuropsychology of PTSD (pp.131-150). New York:
Guilford Press.

132



Brewin, C.R., Andrews, B., & Valentine, J.D. (2000). Meta-analysis of risk factors
for post traumatic stress disorder in trauma-exposed adults. Journal of
Consulting and Clinical Psychology, 68, 748-766.

Brewin, C. R., Dalgleish, T., & Joseph, S. (1996). A dual representation theory of
post traumatic stress disorder. Psychological Review, 103, 670—686.

Burt, M. R., & Katz, B. L. (1987). Dimensions of recovery from rape: Focus on
growth outcomes. Journal of Interpersonal Violence, 2, 57-81.

Bussell, V. A., & Naus, M. J. (2010). A longittidinal investigation of coping and
posttraumatic growth in breast cancer survivors. Journal of Psychosocial
Oncology, 25(1), 61-78. d0i:10.1080/07347330903438958

Cadell, S., Regehr, C., & Hemsworth, D. (2003). Factors contributing to
posttraumatic growth: A proposed structural equation model. American
Journal of Orthopsychiatry, 73, 279-287.

Calhoun, L.G., Cann, A., Tedeschi, R., & McMillan, J. (2000). A correlational test of
the relationship between posttraumatic growth, religion, and cognitive
processing. Journal of Traumatic Stress, 13, 521-527.

Calhoun, L. G. & Tedeschi, R. G. (1998). Posttraumatic growth: Future directions.
Ed. R. G. Tedeschi, C. L. Park & L. G. Calhoun. Posttraumatic Growth:
Positive Changes in the Aftermath of Crisis.Mahwah. NJ: Lawrence Erlbaum
Associates.

Calhoun, H. E., & Tedeschi, R. G. (1999). Faciliating posttraumatic growth: A
clinical guide. Mahwah, NJ: Erlbaum.

Calhoun, L. G., & Tedeschi, R. G. (2006). The foundations of posttraumatic growth:
An expanded framework. In L. G. Calhoun & R. G. Tedeschi (Eds.), Handbook
of posttraumatic growth (pp. 3-23). Mahwah, NJ: Erlbaum.

Calisir, M., Tuzun, Z., Piri, S., Cann, A., Tedeschi, R., Calhoun, L. (yapim
asamasinda). “Event-Related Rumination Inventory Tiirkce cevirisi, gegerlilik
ve giivenirlik ¢calismas1”: Doktora tez ¢alismasi. Hacettepe Universitesi.

Cann, A., Calhoun, L. G., Tedeschi, R. G., Triplett, K. N., Vishnevsky, T., &
Lindstrom, C. M. (2011). Assessing posttraumatic cognitive processes: The
Event Related Rumination Inventory. Anxiety, Stress, and Coping, 24, 137-
156.

Carver, C.S., Scheier, M.F., & Weintraub, J.K. (1989). Assessing coping strategies:

A theoretically based approach. Journal of Personality and Social Psychology,
56(2), 267-283.

133



Chan M\W.C., Ho, S.M.Y., Tedeschi, R.G, & Leung, C.W.L. (2010) Positive
Psychology Laboratory, Department of Psychology, The University of Hong
Kong, Hong Kong SAR, China, DOI: 10.1002/pon.1761

Charlton, P. F., & Thompson, J. A. (1996). Ways of coping with psychological
distress after trauma. The British journal of clinical psychology/the British
Psychological Society. Retrieved from
http://www.ncbi.nlm.nih.gov/pubmed/23529889

Cieslak, R., Benight, B., Schmidt, N., Luszcynska, A., Curtin, E., Clark, A. R., &
Kissinger, P. (2009). Predicting posttraumatic growth among Hurricane Katrina
survivors living with HIV: the role of self-efficacy, social support, and PTSD
symptoms. Anxiety, Stress, and Coping, 22(4), 449-463.

Clohessy, S., & Ehlers, A. (1999). PTSD symptoms, response to intrusive memories
and coping in ambulance service workers. British Journal of Clinical
Psychology, 38, 251-265.

Cloitre,M., Cohen,L., Han,H., & Edelman, R., (2001). Posttraumatic Stress disorder
and extent of trauma exposure as correlates of medical problems and perceived
health among women with childhood abuse. Women and Health, 34, 1-17.

Coffey, P., Leitenberg, H., Henning, K., Turner, T., & Bennett, R. T. (1996). The
relation between methods of coping during adulthood with a history of
childhood sexual abuse and current psychological adjustment. Journal of
Consulting and Clinical Psychology, 64, 1090—1093

Cohen, L. H., Cimbolic, K., Armeli, S.R., Hettler, T.R. (1998). Quantitative
Assessment of thriving. Journal of Social Issues, 54, 323-335.

Collins, R. L., Taylor, S. E., & Skokan, L A. (1990). A better world or a shattered
vision? Changes in life perspectives following victimization. Social
Cognition, 8, 263-285.

Cordova, M. J., Cunningham, L. L. C., Carlson, C. R., & Andrykowski, M. A.
(2001). Posttraumatic growth following breast cancer. A controlled
comparison study. Health Psychology, 20, 176-185.

Costa, P. T., & McCrae, R. R. (1992). Normal personality assessment in clinical
practice: The NEO personality inventory. Psychological Assessment, 4, 5-13.

Creamer, M., Burgess, P., & Pattison, P. (1992). Reaction to trauma: A cognitive
processing model. Journal of Abnormal Psychology, 101, 452— 459.

Curbow, B., Legro, M.W., Baker, F., Wingard, J. R., & Somerfield, M.R. (1993).

Loss and recovery themes of long-term survivors of bone marrow transplants.
Journal of Psychosocial Oncology, 10, 1-20.

134


http://www.ncbi.nlm.nih.gov/pubmed/23529889

Dalgleish, T., Joseph, S., Thrasher, S., Tranah, T., Yule, W. (1996). Crisis support
following the Herald of Free Enterprise disaster: A longitudinal perspective.
J. Trauma. Stress, 9, 833-845.

Darves-Bornoz, J-M., Alonso, J., Girolamo, G., et al.,, (2008). Main Traumatic
Events in Europe: PTSD in the European Study of the Epidemiology of
Mental Disorders Survey, 21(5), 455-462.

Davidson, J.R.T., Hughes, D., Blazer, D.G., & George, L.K., (1991). Post-traumatic
stress disorder in the community: An epidemiologic study. Psychological
medicine, 21, 713-721.

Davis, C. G. W., Michael, J. A., & Vernberg, N. (2007). Profiles of posttraumatic
growth following an unjust loss. Death Studies, 31, 693-712.

Davis, C. G., Nolen-Hoeksema, S., & Larson, J. (1998). Making sense of loss and
benefiting from the experience: Two construals of meaning. Journal of
Personality and Social Psychology, 75, 561-574.

De Girolamo, G., & McFarlane, A.C. (1996). Epidemiology of posttraumatic stress
disorder among victims of intentional violence: A review of the literature. In
F.L. Mak & C.C. Nadelson (Eds.), International review of psychiatry (Vol. 2,
pp. 93-119). Washington, DC: American Psychiatric Press

Dirik, G. (2006). Predictor variables of depression, anxiety and posttraumatic
growth among rheumatoid arthritis patients. Unpublished doctorate thesis.
Middle East Technical University, Ankara.

Dirik, G., & Karanci, A. (2008). Variables related to posttraumatic growth in Turkish
rheumatoid arthritis patients. Journal of Clinical Psychology in Medical
Settings, 15, 193-203.

Dougall, A.L., Ursano, R.J., Posluszny, D.M., Fullerton, C.S., Baum, A., 2001.
Predictors of posttraumatic stress among victims of motor vehicle accidents.
Psychosom. Med. 63, 402-411.

Drozdek, B. & Wilson, J. P. (2007) (Eds.). Voices of trauma: Treating survivors
across cultures (pp. 127-149). New York, NY: Springer.

Ehlers, A., & Clark, D. M. (2000). A cognitive model of posttraumatic stress
disorder. Behaviour Research and Therapy, 38, 319-345.

Ehlers, A., & Steil, R. (1995). Maintenance of intrusive memories in posttraumatic

stress disorder: A cognitive approach. Behavioural and Cognitive
Psychotherapy, 23, 217-249

135



Ehring, T., Frank, S., & Ehlers, A. (2008). The role of rumination and reduced
concreteness in the maintenance of posttraumatic stress disorder and
depression following trauma. Cognitive Research and Therapy, 32, 488-506.
doi:10.1107/s10608-006-9089-7

Eker, D. & Arkar, H. (1995). Factorial structure, validity, and reliability of the
Multidimensional Scale of Perceived Social Support. Turk Psikoloji Dergisi,
10, 45-55.

Eker, D., Arkar, H. & Yaldiz, H. (2001). Cok Boyutlu Algilanan Sosyal Destek
Olgegi’nin Gozden Gegirilmis Formunun faktdr yapisi, gegerlik ve
giivenirligi. Tiirk Psikiyatri Dergisi, 12 (1), 17-25.

Emmelkamp, P.M.G. (2006). Posttraumatic Stress Disorder: Assessment and Follow-
up. Novel Approaches to the Diagnosis and Treatment of Posttraumatic Stress
Disorder, 309- 3109.

Emmelkamp, J., Komproe, I. H., Van Ommeren, M., & Schagen, S. (2002). The
relation between coping, social support and psychological and somatic
symptoms among torture survivors in Nepal. Psychological Medicine, 32,
1465-1470. doi:10.1017/S0033291702006499.

Evers, AW.M., Kraaimaat, F.W., Van Lankveld, W., Jongen, P.J.H., Jacobs, JW.G.,
& Bijlsma, J.W.J. (2001). Beyond unfavourable thinking: The illness
cognition questionnaire or chronic diseases. Journal of Consultation and
Clinical Psychology, 69 (6), 1026-1036.

Finkelhor,D., Hotaling,G., Lewis,l.A., & Smith, C. (1990). Sexual abuse in a
national survey of adult men and women: Prevalence, characteristics, and risk
factors. Child Abuse & Neglect, 14(1), 19-28.

Flannery, R. B. (1990). Social support and psychological trauma: A methodological
review. Journal of Traumatic Stress, 3, 593-611

Flett, R. A., Kazantzis, N., Long, N. R., MacDonald, C., & Millar, M. (2004).
Gender and ethnicity differences in the prevalence of traumatic events:
evidence from a New Zealand community sample. Stress and Health, 20,
149-157.

Foa, E.B., Cashman,L., Jaycox, L. & Perry, K. (1997). The validation of a self-report
measure of posttraumatic stress disorder: The Posttraumatic Diagnostic Scale.
Psychological Assessment, 9, 445-451.

Foa, E.B., Keane,T.M., & Friedman, M.J., (2000). Effective treatments for PTSD:

Practice Guidelines from the International Society for Traumatic Stress
Studies. New York: Guilford Press.

136



Foa E.B., & Kozak, M.J. (1986). Emotional processing of fear. Exposure to
corrective information. Psychological Bulletin, 99, 20-35.

Foa, E.B., & Riggs,D.S. (1993).Post-traumatic stress disorder in rape victims. In
J.Oldham, M.B.Riba, & A. Tasman (Eds.), American Psychiatric Press
review of psychiatry (Vol.12, pp.273-303). Washington, DC: American
Psychiatric Press.

Foa E.B., & Rothbaum, B.O. (1989). Behavioral psychotherapy for post-traumatic
stress disorder. International Review of Psychiatry, 1, 219-226.

Foa E.B., & Rothbaum, B.O. (1998). Treating the trauma of rape. New York:
Guilford Press.

Foa, E.B., Steketee, G., & Rothbaum, B.O., (1989). Behavioral / cognitive
conceptualizations of post-traumatic stress disorder. Behavior Therapy, 20,
155-176.

Foa, E. B., Zinbarg, R., & Rothbaum, B. O. (1992). Uncontrollability and unpredict-
ability in posttraumatic stress disorder: an animal model. Psychological
Bulletin, 112,218-238

Folkman, S., & Lazarus, R. S. (1980). An analysis of coping in a middle-aged
community sample. Journal of Health and Social Behavior, 21, 219-234.

Folkman, S. & Lazarus, R.S. (1985). If it changes it must be a process: Study of
emotion and coping during three stages of a college examination. Journal of
Personal and Social Psychology, 48, 150-170.

Folkman,S. &Lazarus, R. S. (1990).Coping and emotion. InN.L. Stein, B. Leventhal,
& T. Trabasso (Eds.), Psychological and biological approaches to emotion
(pp. 313-332). Hillsdale, NJ: Erlbaum.

Folkman, S., Lazarus, R. S., Dunkel-Schetter, C., DeLongis, A., & Gruen, R. J.
(1986a). The dynamics of a stressful encounter: Cognitive appraisal, coping,
and encounter outcomes. Journal of Personality and Social Psychology, 50,
9921003.

Frans, O., Rimmd, P. A., Aberg. P., & Fredrikson, M. (2005). Trauma exposure and
post traumatic stress disorder in the general population. Acta Psychiatrica
Scandinavica, 111, 291-299.

Frazier, P., Conlon, A., & Glaser, T. (2001). Positive and negative life changes
following sexual assault. Journal of Consulting and ClinicalPsychology, 69,
1048-1055.

137



Freedy, J. R., Resnick, H. S., Kilpatrick, D. G., Dansky, B. S.,&Tidwell, R. P.
(1994). The psychological adjustment of recent crime victims in the criminal
justice system. Journal of Interpersonal Violence, 9, 450-468.

Galea, S., Ahern, J., Resnick, H., Kilpatrick, D., Bucuvalas, M., Gold, J., et al.
(2002). Psychological sequelae of the September 11 terrorist attacks in New
York City. The New England Journal of Medicine, 346, 982-987.
doi:10.1056/NEJMsa013404.

Gangstad, B., Norman, P., & Barton, J.,, (2009). Cognitive processing and
posttraumatic growth after stroke. Rehabil. Psychol. 54, 69-75.

Gengdz, T. & Onciil, O. (2012). Examination of Personality Characteristics in a
Turkish Sample: Development of the Basic Personality Traits Inventory. The
Journal of General Psychology, 139,194-216.

Genest, M., Levine, J., Ramsden, V., & Swanson, R. (1990). The impact of providing
help: emergency workers and cardiopulmonary resuscitation attempts.
Journal of Traumatic Stress, 3(2), 305e313.

Gerber, M.M., Boals, A., & Schuettler, D. (2011). The unique contributions of positive
religious coping to posttraumatic growth. Psychology of Religion and
Spirituality, 3, 298-307.

Gibbs, M.S. (1989). Factors in the victim that mediate between disaster and
psychopathology: A review. Journal of Traumatic Stress, 2, 489-514.

Gold, D.B., Wegner, D.M. (1995). Origins of ruminative thought: trauma,
incompleteness, nondisclosure, and suppression. J. Appl. Soc. Psychol.
25,1245-61

Goldberg, J., True, W.R.,, Eisen, S.A., & Henderson,W.G. (1990). A Twin study of
the effects of the Vietnam War on posttraumatic stress disorder. Journal of
the American Medical Association, 263(9), 1227-1232.

Hapke, U., Schumann, A., Rumpf, H., John, U. Meyer, C. (2006). Post-traumatic
stress disorder, European Archives of Psychiatry and Clinical Neuroscience,
256, (5), 299-306.

Helgeson, V.S., Reynolds, K.A., & Tomich, P.L. (2006). A meta-analytic review of
benefit finding and growth. Journal of Consulting and Clinical Psychology,
74, 797-816.

Helzer, J., Robins, L., McEvoy, L. (1987). Post-traumatic stress disorder in the

general population: findings of the Epidemiologic Catchment Area Survey. N
Engl J Med 317, 1630— 1634.

138


http://link.springer.com/search?facet-author=%22Anja+Schumann%22
http://link.springer.com/search?facet-author=%22Hans-Juerger+Rumpf%22
http://link.springer.com/search?facet-author=%22Ulrich+John%22
http://link.springer.com/search?facet-author=%22Christian+Meyer%22
http://link.springer.com/journal/406
http://link.springer.com/journal/406/256/5/page/1

Hobfoll, S. E. (1989). Conservation of resources. A new attempt at conceptualizing
stress. American Psychologist, 44, 513-524.

Hobfoll, S. E, Hall, B. J., Canetti-Nisim, D., Galea, S., Johnson, R. J., & Palmieri, P.
A. (2007). Refining our understanding of traumatic growth in the face of
terrorism: Moving from meaning cognitions to doing what is meaningful.
Applied Psychology: An International Review, 56, 345-366.

Holland, K.D. & Holahan, C.K. (2003). The relation of social support and coping to
positive adaptation to breast cancer. Psychology and Health.,18,15-29.

Horowitz, M. J. (1986). Stress response syndromes (2nd ed.). New York: Jason
Aronson.

Huijts, 1., Kleijn, W. C., van Emmerik, A. P., Noordhof, A., & Smith, A. J. M.
(2012). Dealing with man-made trauma: the relationship between coping style,
posttraumatic stress, and quality of life in resettled, traumatized refugees in the
Netherlands. Journal of traumatic stress, 25(1), 71-8. doi:10.1002/jts.21665

Isikli, S. (2006). Travma Sonrasi Stres Belirtileri olan bireylerde olaya iliskin dikkat
yvanliligi, ayrisma diizeyi ve c¢alisma bellegi uzami arasindaki iliskiler.
Yayinlanmamis Doktora Tezi. Hacettepe Universitesi Psikoloji Boliimii,
Ankara.

Ickovics, J. R., Meade, C. S., Kershaw, T. S., Milan, S., Lewis, J. B., & Ethier, K. A.
(2006). Urban teens: Trauma, posttraumatic growth, and emotional distress
among female adolescents. Journal of consulting and clinical psychology,
74(5), 841-50. doi:10.1037/0022-006X.74.5.841

Janoff-Bulman, R. (1992). Our fundamental assumptions. Shattered Assumptions.
NewYork: The Free Pres.

Janoff-Bulman, R. (2004) Posttraumatic growth: Three explanatory models,
Psychological Inquiry, 15 (1), 30-34).

Janoff-Bulman, R., & Frantz, C. M. (1997). The impact of trauma on meaning: From
meaningless world to meaningful life. In M. Power, & C. R. Brewin (Eds.), The
transformation of meaning in psychological therapies (pp. 91—106). Chichester,
England: Wiley.

Joseph, S., & Linley, P. A. (2005). Positive adjustment to threatening events: An
organismic valuing theory of growth through adversity. Review of General
Psychology, 9, 262-280.

Joseph, S., & Linley, P. A. (2006). Growth following adversity: theoretical

perspectives and implications for clinical practice. Clinical psychology review,
26(8), 1041-53. d0i:10.1016/j.cpr.2005.12.006

139



Kaniasty, K. (2005). Social Support & Traumatic Stress. The National Center for
PTSD, Ptsd research Quarterly, 16(2).

Kaniasty, K., & Norris, F. H. (2008). Longitudinal Linkages Between Perceived
Social Support and Posttraumatic Stress Symptoms: Sequential Roles of Social
Causation and Social Selection, 21(3), 274-281. doi:10.1002/jts.

Karanci, A. N., Aker, T., Isikly, S., Basbug Erkan, B. B. Giil, E., Yavuz, H., Onen, P.
(2009). Personality, impact of traumatic event and post-traumatic growth in an
adult sample from Turkey. 11th ECOTS in Oslo, Norway, 15-18 June.

Karanci, A. N., Aker, T., Isikli, S., Erkan, B. B. Giil, E., Yavuz, H. (2012).
Tiirkiye'de Travmatik Yasam Olaylari ve Ruhsal Etkileri. Kocaeli: Matus
Basimevi.

Karanci, A. N., & Acarturk, C. (2005). Post-traumatic growth among Marmara
Earthquake survivors involved in disaster preparedness as volunteers.
Traumatology, 11(4), 307-323.

Karanci, A. N., Aker, T., Isikl1, S., Basbug Erkan, B .B. Giil, E., Yavuz, H., Onen, P.
(2009). Traumatic event characteristics, personality and sociodemographic
variables as predictors of post-traumatic stress severity in a sample of Turkish
adults. 11th ECOTS in Oslo, Norway, 15-18 June.

Karanci, A. N., & Erkam, A. (2007). Variables related to stress-related growth
among Turkish breast cancer patients. Stress and Health, 23(5), 315-322.
doi:10.1002/smi.1154.

Karanci, A. N., Isikli, S., Aker, A. T., Gul, E.I., Erkan, B.B., Ozkol.H., & Giize,H.Y.
(2012). Personality, posttraumatic stress and trauma type: factors contributing to
posttraumatic growth and its domains in a Turkish community sample. 3:17303-
http://dx.doi.org/10.3402/ejpt.v3i0.17303.

Karanci, AN., Uner, N., Aksit, B., Sucuoglu, H., Balta, E. (1999). Gender
differences in psychological distress, coping, social support and related
variables following 1995 Dinar (Turkey) earthquake. North American Journal
of Psychology, 1, 189-204.

Kesimci, A. (2003) Perceived Social Support, Coping Strategies And Stress-Related
Growth As Predictors Of Depression And Hopelessness In Breast Cancer
Patients M.S., Department of Psychology Supervisor: Prof. Dr. A. Nuray
Karanci.

Kessler, R.C. (2000). Posttraumatic stress disorder: The burden to the individual and
to society. Journal of Clinical Psychiatry, 61(5), 4-14.

140



Kessler, R.C., Sonnega, A., Bromet, E., Hughes,M., & Nelson,C.B., (1995). Post-
traumatic stress disorder in the National Comorbidity Survey. Archives of
General Psychiatry, 52, 1048-1060.

Kilig, C. (2005). “Post-traumatic growth and its predictors”, Paper presented at The
IV. International Psychological Trauma Meeting, Istanbul, Turkey.

Kilmer, R. P., & Gil-Rivas, V. (2010). Exploring posttraumatic growth in children
impacted by Hurricane Katrina: Correlates of the phenomenon and
developmental considerations. Child Development, 81, 1211-1227.

Kilmer, R. P., Gil-Rivas, V., Tedeschi, R. G., Cann, A., Calhoun, L. G., Buchanan,
T., et al. (2009). Use of the revised Posttraumatic Growth Inventory for
Children (PTGI-C-R). Journal of Traumatic Stress, 22, 248-253.

Kilpatrick, D.G., Saunders, B.E., Amick-McMullan, A. , Best, C.L., Veronen, L.J., &
Resnick, H.S. (1989). Victim and crime factors associated with the
development of crime-related post-traumatic stress disorder. Behavior Therapy,
20, 199-214.

Kimhi, S., Eshel, Y., Zysberg, L., & Hantman, S. (2009b). Postwar winners and
losers in the long run: Determinants of war relates stress symptoms and
posttraumatic growth. Community Mental Health Journal, 46,10-19

Kirmayer, L.J., Lemelson, R. & Barad, M., (2007). Understanding trauma. New
York: Cambridge University Press.

Kimerling,R.G., Ouimette, P. & Wolfe, J. (2002). Gender and PTSD. New York:
Guildford Press.

Kimhi, S., Eshel, Y., Zysberg, L., & Hantman, S. (2010). Postwar winners and losers
in the long run: determinants of war related stress symptoms and posttraumatic
growth. Community mental health journal, 46 (1), 10-9. doi:10.1007/s10597-
009-9183-x

Kish, L. (1965). Survey Sampling. John Wiley & Sons, New York: London.
Lai, T.J., Chang, C. M., Connor, K.M., Lee, L.C., & Davidson, J.R., (2004). Full and
partial PTSD among earthquake survivors in rural Taiwan. Journal of

Psychiatric Research, 38, 313-322.

Laney, C. & Loftus,E.F. (2005). Traumatic memories are not necessarily accurate
memories. Canadian journal of Psychiatry, 50 (13), 823-828.

141



Laposa, J.M., & Rector, N.A. (2012). The prediction of intrusions following an
analogue traumatic event: Peritraumatic cognitive processes and anxiety-
focused rumination versus rumination in response to intrusions. Journal of
Behavior Therapy and Experimental Psychiatry, 43(3), 877-883.
d0i:10.1016/j.jbtep.2011.12.007

Laufer, A., & Solomon, Z. (2006). Posttraumatic symptoms and posttraumatic
growth among Israeli youth exposed to terror incidents. Journal of Social and
Clinical Psychology, 25, 429-447.

Lazarus, R. S. (1993). From psychological stress to the emotions: a history of
changing outlooks. Annual Reviews of Psychology, 44, 1-21.
doi:10.1146/annurev.ps.44.02019 3.000245

Lazarus, R. S., & Folkman, S. (1984). Stress, appraisal, and coping. New York:
Springer.

Lechner, S. C., Zakowski, S. G., Antoni, M. H., Greenhawt, M., Block, K., & Block,
P. (2003). Do sociodemographic and disease-related vari- ables influence
benefit-finding in cancer patients? Psycho-Oncology, 12, 491-499.

Lelorain, S., Bonnaud-Antignac, A, & Florin, A. (2010). Long term posttraumatic
growth after breast cancer: prevalence, predictors and relationships with
psychological health. Journal of clinical psychology in medical settings, 17(1),
14-22. d0i:10.1007/s10880-009-9183-6.

Lepore, S.J. & Revenson, T.A. (2006). Resilience and Posttraumatic Growth:
recovery, resistance, and reconfiguration. In Handbook of Posttraumatic
Growth Edited by: Calhoun LG, Tedeschi RG. New Jersey: Lawrence Erlbaum
Associates Inc, 24-46.

Lindal, E., & Stefansson, J. G. (1993). The lifetime prevalence of anxiety disorders
in Iceland as estimated by the US National Institute of Mental Health
Diagnostic Interview Schedule. Acta Psychiatrica Scandinavica, 88, 29-34.

Linley, P. A., & Joseph, S. (2004). Positive change following trauma and adversity:
A review. Journal of Traumatic Stress, 17,11-21.

Litman, J. A. (2006). The COPE inventory: Dimensionality and re- lationships with
approach-and avoidance-motives and positive and negative traits. Personality
and Individual Differences, 41, 273-284. doi:10.1016/j.paid.2005.11.032

Lockenhoff, C.E, Terracciano, A., Patriciu, N.S., Eaton, W.W. & Costa, P.T., Jr.
(2009). Self-reported extremely adverse life events and longitudinal changes in
five-factor model personality traits in an urban sample. Journal of Traumatic
Stress, 22, 53-509.

142



Luminet, O., Zech, E., Rimé, B., & Wagner, H.L. (2000). Predicting cognitive and
social consequences of emotional episodes: The contribution of emotional
intensity, the Five Factor Model and alexithymia. Journal of Research in
Personality, 34 , 471-497.

Lyubomirsky, S. & Nolen-Hoeksema, S. (1993). Self-perpetuating properties of
dysphoric rumination. Journal of Personality and Social Psychology, 65, 339-
349.

Marmar,C.R.,Weiss, D. S., Schlenger,W. E., Fairbank, J. A., Jordan, B.K.,Kulka, R.
A., & Hough, R. L. (1994). Peritraumatic dissociation and posttraumatic stress
in male Vietnam theater veterans. American Journal of Psychiatry, 151, 902—
907.

Mason, S., Turpin, G., Woods, D., Wardrope, J. & Rowlands, A. (2006). Risk factors
for psychological distress following injury. British Journal of Clinical
Psychology, 45, 217-230.

Matthews, L.R., Harris, L.M., & Cumming, S. (2009). Trauma-related appraisals and
coping styles of injured adults with and without symptoms of PTSD and their
relationship  to  work  potential.  Disability and  rehabilitation.
d0i:10.1080/09638280802639012

Matthews, G., Wells, A. (2004). Rumination, depression, and metacognition: The S-
REF model. In C. Papageorgiou & A. Wells (Eds.), Depressive rumination:
nature, theory and treatment. Chichester: John Wiley & Sons Ltd.

Mayou, R.A., Ehlers, A., Bryant, B. (2002). Posttraumatic stress disorder after motor
vehicle accidents: 3-year follow-up of a prospective longitudinal study.
Behaviour, Research and Therapy, 40, 665-675.

McCrae, R.R., & Costa, Ef T. Jr., (1986). Personality, coping, and coping
effectiveness in an adult sample. Journal of Personality, 385-405

McFarlane, A.C. & De Girolamo, G.(2007).The Nature of Traumatic Stressors and
the Epidemiology of Posttraumatic Reactions. In B.A. van der Kolk, A.C.
McFarlane, & L. Weisaeth (Eds.), Traumatic Stress (pp.129-154). New York:
Guilford Press.

McFarlane, A.C., & Yehuda, R. (1996). Resilience, vulnerability, and the course of
posttraumatic reactions. In B.A. van der Kolk, A.C. McFarlane, & L.
Weisaeth (Eds.), Traumatic stress (pp. 155-181). New York: Guilford.

McMiillen, J.C., Smith, E.M., & Fisher, R.H. (1997). Perceived benefit and mental

health after three types of disaster. Journal of Consulting and Clinical
Psychology, 65, 733-739.

143



McNally, R. J. (2003). Progress and controversy in the study of posttraumatic stress
disorder. Annual Review of Psychology, 54, 229-252.

McNaughton, N. and Corr, P.J. (2004). A two-dimensional neuropsychology of
defense: fear/anxiety and defensive distance. Neuroscience and
Biobehavioral Reviews, 28, 285-305.

Mehnert A, & Koch U. (2007). Prevalence of acute and posttraumatic stress disorder
and comorbid mental disorders in breast cancer patients during primary
cancer care: A prospective study. Psycho-Oncology, 16, 181-188.

Merckelbach, H., Muris, P., Horselenberg, R. & Rassin, E. (1998). Traumatic
intrusions as ‘worse case scenarios’. Behavior Research and Therapy, 36,
1075-1079.

Merecz, D., Waszkowska, M., & Wezyk, A. (2012). Psychological consequences of
trauma in MVA perpetrators — Relationship between post-traumatic growth,
PTSD symptoms and individual characteristics. Transportation Research
Part F: Traffic Psychology and Behaviour, 15(5), 565-574.
d0i:10.1016/j.trf.2012.05.008

Michael, T., Halligan, S. L., Clark, D. M., & Ehlers, A. (2007). Rumination in post-
traumatic stress disorder. Depression and Anxiety, 24, 307-317.

Michael, T., Ehlers, A., Halligan, S. L., & Clark, D. M. (2005). Unwanted memaories
of the assault: what intrusion characteristics are associated with PTSD?
Behaviour Research and Therapy, 43,613-628.

Michael, S. T. & Snyder, C. R. (2005). Getting unstuck: The roles of hope, finding
meaning, and rumination in the adjustment to bereavement among college
students. Death Studies, 29, 435-458.

Milam, J. E. (2006). Posttraumatic growth and HIV disease progression. Journal of
Consulting and Clinical Psychology, 74, 817-827.

Moos, R. H., & Schaefer, J. A. (1993). Coping resources and processes: Current
concepts and measures. In L. Goldberger, & S. Breznitz (Eds.), Handbook of
stress: Theoretical and clinical aspects (2nd ed.) (pp. 234—257). New York:
Free Press.

Morris, B. A., Shakespeare-Finch, J., Rieck, M., & Newbery, J. (2005).
Multidimensional nature of posttraumatic growth in an Australian population.
Journal of Traumatic Stress, 18, 575-585.

Morris, B. A., & Shakespeare-Finch, J. (2011). Cancer Diagnostic Group Differences
in Posttraumatic Growth: Accounting for Age, Gender, Trauma Severity, and
Distress.  Journal of Loss and Trauma, 16(3), 229-242.
doi:10.1080/15325024.2010.519292.

144



Mulder, R., Fergusson, D., & Horwood, J. (2013). Post-traumatic stress disorder
symptoms form a traumatic and non-traumatic stress response dimension. The
Australian and New Zealand journal of psychiatry, 47(6), 569-77.
doi:10.1177/0004867413484367.

Nishi, D., Matsuoka, Y., & Kim, Y. (2010). Posttraumatic growth, posttraumatic
stress disorder and resilience of motor vehicle accident survivors.
BioPsychoSocial Medicine, 4(7).

Nolan, S.A., Roberts, J.E., & Gotlib, 1.H. (1998). Neuroticism and ruminative
response style as predictors of change in depressive symptoms. Cognitive
Therapy and Research, 22, 445-455.

Nolen-Hoeksema, S. & Larson, J. (1999). Coping with loss. Mahwah, NJ & London:
Lawrence Erlbaum Associates.

Nolen-Hoeksema, S., & Morrow, J. (1991). A prospective study of depression and
post traumatic stress symptoms after a natural disaster: The 1989 Loma Prieta
earthquake. Journal of Personality and Social Psychology, 61, 115— 121.

Nolen-Hoeksema, S., &Morrow, J. (1993). Effects of rumination and distraction on
naturally occurring depressed mood. Cognition and Emotion, 7, 561-570. doi:
10.1080/02699939308409206.

Norris, F.H. (1992). Epidemiology of trauma: frequency and impact of different
potentially traumatic events on different demographic groups. Journal of
Consulting and Clinical Psychology; 60, 409-418.

Norris, F.H., Murphy, A.D., Baker, C.K., Perilla, J.L., Rodriguez, F.G., &
Rodriguez, J.J.G. (2003). Epidemiology of trauma and posttraumatic stress
disorder in Mexico. Journal of Abnormal Psychology, 112(4), 646-656.

Norris, F.H., Friedman, M.J., & Watson, P.J., et al. (2002). 60,000 disaster victims
speak: Part I. An empirical review of the empirical literature, 1981-2001.
Psychiatry 65, 207—-239.

O’Brien, T.B. & DeLongis, A. (1997). Coping with chronic stress: An interpersonal
perspective. In: Gottlieb, BH., editor. Coping with chronic stress. New York:
Plenum Publishing Corporation; p. 161-190.

O'Leary, V. E., & Ickovics, J. R. (1995). Resilience and thriving in response to
challenge: An opportunity for a paradigm shift in women's health. Women's
Health: Research on Gender, Behavior, and Policy, 1, 121-142.

OIff, M., Langeland,W., Draijer, N.,&Gersons, B. P. (2007). Gender differences in
post traumatic stress disorder. Psychological Bulletin, 133, 183-204.

145


http://web.ebscohost.com/ehost/viewarticle?data=dGJyMPPp44rp2%2fdV0%2bnjisfk5Ie46bJNsamzTK%2bk63nn5Kx95uXxjL6prUm1pbBIr6eeUbirslKvqJ5Zy5zyit%2fk8Xnh6ueH7N%2fiVa%2btr063qbZIsaakhN%2fk5VXj5KR84LPui%2ffepIzf3btZzJzfhruorkmuo69Psqe0Ra6mrz7k5fCF3%2bq7iOLc5I3q4vJ99uoA&hid=9
http://web.ebscohost.com/ehost/viewarticle?data=dGJyMPPp44rp2%2fdV0%2bnjisfk5Ie46bJNsamzTK%2bk63nn5Kx95uXxjL6prUm1pbBIr6eeUbirslKvqJ5Zy5zyit%2fk8Xnh6ueH7N%2fiVa%2btr063qbZIsaakhN%2fk5VXj5KR84LPui%2ffepIzf3btZzJzfhruorkmuo69Psqe0Ra6mrz7k5fCF3%2bq7iOLc5I3q4vJ99uoA&hid=9
http://www.acsu.buffalo.edu/~robertsj/nolan.1998.pdf
http://www.acsu.buffalo.edu/~robertsj/nolan.1998.pdf

OIff, M., Langeland, W., & Gersons, B. P. R. (2005). The psychobiology of PTSD:
coping with trauma. Psychoneuroendocrinology. doi: 10.1016/j.psyneuen.
2005.04.009

Ozer, E.J., Best, S.R., Lipsey, T.L.,&Weiss, D.S. (2003). Predictors of posttraumatic
stress disorder and symptoms in adults: A meta-analysis. Psychological
Bulletin, 129(1), 52-73.

Pargament, K. I. (1997). The psychology of religion and coping. New York: Guilford
Press.

Pargament, K. I., Smith, B. W., Koenig, H. G., & Perez, L. (1998). Patterns of
positive and negative religious coping with major life stressors. Journal for
the Scientific Study of Religion, 37, 710—724.

Park, C. L. (1998). Stress-related growth and thriving through coping: The roles of
personality and cognitive processes. Journal of Social Issues, 54, 267—-277.

Park, C.L. (2004). The notion of stress-related growth: Problems and prospects.
Psychological Inquiry, 15, 69-76.

Park, C. L., Aldwin, C. M., Fenster, J. R., & Snyder, L. B. (2008). Pathways to
posttraumatic growth versus posttraumatic stress: coping and emotional
reactions following the September 11, 2001, terrorist attacks. The American
journal of orthopsychiatry, 78(3), 300-12. doi:10.1037/a0014054

Park, C. L., Cohen, L. H., & Murch, R. L. (1996). Assessment and prediction of
stress-related growth. Journal of Personality, 64, 71-105.

Parkinson, F. (2000). Post-trauma Stress. USA: Fisher Books.

Patterson, D.R., Carrigan, L., Qestad, K.A., & Robinson, R. (1990). Post-traumatic
stress disorder in hospitalized patients with burn injuries. Journal of Burn
Care Rehabilitation, 11, 181-184.

Pearlin, L.I., & Schooler, C. (1978). The structure of coping. Journal of Health and
Social Behavior, 22, 337-356.

Perkonigg, A., Kessler, R. C., Storz, S., & Wittchen, H. U. (2000). Traumatic events
and post-traumatic stress disorder in the community: prevalence, risk factors
and comorbidity. Acta psychiatrica Scandinavica, 101(1), 46-59.

Perry, S., Difede, J., Mushgi, G.,Frances,A.J., & Jacobsberg,L. (1992). Predictors of

posttraumatic stress disorder after burn injury. American Journal of
Psychiatry, 149, 931-935.

146



Polatinsky, S., & Esprey, Y. (2000). An assessment of gender differences in the
perception of benefit resulting from the loss of a child. Journal of Traumatic
Stress, 13, 709-718.

Prati, G., & Pietrantoni, L. (2009). Optimism, social support and coping strategies as
factors contributing to posttraumatic growth: A meta-analysis. Journal of
Loss and Trauma, 14, 364—388.

Price, J. (2007). Cognitive schemas, defence mechanisms and post-traumatic stress
symptomatology. Psychology and Psychotherapy: Theory, Research and
Practice, 80, 343-353.

Resnick, H.S. Kilpatrick,D.G., Dansky,B.S., Saunders, B.E., & Best, C.L. (1993).
Prevalence of civilian trauma and posttraumatic stress disorder in a
representative national sample of women. Journal of Consulting and Clinical
Psychology, 61, 984-991.

Rothbaum, B. O., Foa, E. B., Riggs, D. S., Murdock, T., & Walsh, W. (1992). A
prospective examination of post- traumatic stress disorder in rape victims.
Journal of Traumatic Stress, 5, 455-476.

Rubonis, A. V., & Bickman, L. (1991). Psychological impairment in the wake of
disaster: The disaster- psychopathology relationship. Psychological Bulletin,
109, 384-399.

Salsman, J. M., Segerstrom, S. C., Brechting, E. H., Carlson, C. R., & Andryowski,
M. A. (2008). Posttraumatic growth and PTSD symptomatology among
colorectal cancer survivors: A 3 month longitudinal examination of cognitive
processing. Psycho- Oncology, 18, 30-41.

Sawyer, A., Ayers, S., & Field, A.P. (2010). Posttraumatic growth and adjustment
among individuals with cancer or HIV/AIDS: a meta analysis, Clinical
Psychology Review, 30, 436-447.

Schaefer, J. A., & Moos, R. H. (1992). Life crises and personal growth. In B. N.
Carpenter (Ed.), Personal coping: Theory, research and application (pp.
149—-170). Westport, CT: Praeger.

Schaefer, J. A., & Moos, R. H. (1998). The context for posttraumatic growth: Life
crises, individual and social resources, and coping. In R. G. Tedeschi, C. L.
Park, & L. G. Calhoun (Eds.), Posttraumatic growth: Positive changes in the
aftermath of crisis (pp. 99-125). Mahwah, NJ: Lawrence Erlbaum Associates.

Schuettler, D., & Boals, A. (2011). The Path to Posttraumatic Growth Versus
Posttraumatic Stress Disorder: Contributions of Event Centrality and Coping.
Journal of Loss and Trauma, 16(2), 180-194.
doi:10.1080/15325024.2010.519273

147



Segerstrom, S.C., Stanton, A.L., Alden, L.E., & Shortridge, B.E. (2003). A
multidimensional structure for repetitive thought: What’s on your mind, and
how, and how much? Journal of Personality and Social Psychology, 85, 909-
921.

Seligman, M. E. P. (1975). Helplessness. On depression, development, and death.
San Francisco: Freeman.

Shakespeare-Finch., & Armstrong, D. (2010). Trauma type and posttrauma
outcomes: Differences between survivors of motor vehicle accidents, sexual
assault, and bereavement. Journal of Loss and Trauma, 15, 69-82.

Shakespeare-Finch, J. E., Smith, S. G., & Obst, P (2002). Trauma, coping and family
functioning in emergency service workers. Work and Stress, 16(3), 275-282.

Shalev, A.Y. (2007). PTSD: A Disorder of Recovery? In L.J. Kirmayer, R.
Lemelson, & M. Barad (Eds). Understanding trauma (pp.207-223). New
York: Cambridge University Press.

Shalev, A.Y., Peri,T., Canetti, L. & Schreiber,S. (1996). Predictors of PTSD in
injured trauma survivors: A prospective study. American Journal of
Psychiatry, 153(2), 219-225.

Sheikh, A. 1. (2004). Posttraumatic growth in the context of heart disease. Journal of
Clinical Psychology in Medical Settings, 11(4), 265-340.

Siegle, G. J., Moore, P., & Thase, M. E. (2004). Rumination: One construct, many
features in healthy individuals, depressed individuals, and individuals with
lupus. Cognitive  Therapy & Research, 28, 645-668. doi:
10.1023/B:COTR.0000045570.62733.9f.

Siva, N. A. (1991). Coping with stress, learned helplessness and depression in
infertility. Unpublished doctoral thesis, Hacettepe University, Ankara.

Springer, C., & Padgett, D.K. (2000).Gender differences in young adolescents’
exposure to violence and rate of PTSD symptomatology. American Journal of
Orthopsychiatry, 70, 370-379.

Spurrell, M., & McFarlane, A.C. (1993). Posttraumatic stress disorder and coping
after a natural disaster. Social Psychiatry and Psychiatric Epidemiology; 28,
194-200.

Steel, J.L., Gamblin, T.C., & Carr, B.l. (2008) Measuring Post traumatic Growth in

people diagnosed with hepatobiliary cancer: Directions for future research.
Oncology Nursing Forum, 35(4), 643-650.

148



Stockton, H., Hunt, N., & Joseph, S. (2011). Cognitive Processing , Rumination , and
Posttraumatic Growth, Journal of Traumatic Stress, 24(1), 85-92.
doi:10.1002/jts.

Stroud, D. (1999). Familial support as perceived by adult victims of childhood
sexualabuse. Sexual Abuse: Journal of Research & Treatment.;11(2):159-
175.

Sumalla, E.C., Ochoa, C., & Blanco, I. (2009) Posttraumatic growth in cancer: reality
or illusion? Clin Psychol Rev, 29, 24-33

Sumer, N., Karanci, A. N., Berument, S. K., & Gunes, H. (2005). Personal resources,
coping self efficacy and quake exposures as predictors of psychological
distress following the 1999 earthquake in Turkey. Journal of Traumatic
Stress, 18(4), 331-342.

Snyder, C. R., & Pulver, K. M. (2001). Dr. Seuss, the coping machine, and “Oh, the
PlacesYou’ll Go” In C. R. Snyder (Ed.), Coping with stress: Effective people
and processes (pp. 3-29). Oxford, UK: Oxford University Press.

Stimer, N, Karanci, A.N., Berument, S.K., & Giines, H. (2005). Personal resources,
coping-efficacy, and quake exposure as predictors of psychological distress
following the 1999 earthquake in Turkey. Journal of Traumatic Stress, 18,
331-342.

Tabachnick, B. G., & Fidell, L. S. (2001). Using Multivariate Statistics (5th ed.).
USA: Pearson Education, Inc.

Taku, K., Calhoun, L. G., Cann, A., & Tedeschi, R. G. (2008). The role of
rumination in the coexistence of distress and posttraumatic growth in
Japanese university students. Death Studies, 32, 428-444.

Taku, K., Cann, A., Calhoun, L. G., & Tedeschi, R. G. (2008). The factor structure of
the Posttraumatic Growth Inventory: A comparison of five models using
confirmatory factor analysis. Journal of Traumatic Stress, 21(2), 158-164.

Tedeschi, R. G. & Calhoun, L. G. (1995). Tasks and cognitive processing in coping
with trauma. In R. G. Tedeschi & L. G. Calhoun (Eds.), Trauma and
transformation: Growing in the aftermath of suffering (pp. 59-76). Thousand
Oaks: SAGE Publications.

Tedeschi, R.G., & Calhoun, L.G. (1995). Trauma and transformation: Growing in
the aftermath of suffering. Thousand Oaks, CA: Sage.

Tedeschi, R. G. & Calhoun, L. G. (1996). The Posttraumatic Growth Inventory:

Measuring the positive legacy of trauma. Journal of Traumatic Stress, 9,
455-471.

149



Tedeschi, R. G., Park, C. L., & Calhoun, L. G. (1998). Posttraumatic growth:
Conceptual issues. Ed. R. G. Tedeschi, C. L. Park & L. G. Calhoun.
Posttraumatic growth: Positive changes in the aftermath of crisis. Mahwah.
NJ: Lawrence Erlbaum Associates.

Tedeschi, R. G., & Calhoun, L. (2004). Posttraumatic growth: Conceptual
foundations and empirical evidence. Psychological Inquiry, 15, 1-18.

Tomich, P. L., & Helgeson, V. S. (2004). Is finding something good in the bad
always good? Benefit finding among women with breast cancer. Health
Psychology, 23, 16-23

Tolin, D. F.,&Foa, E.B. (2006). Sex differences in trauma and posttraumatic stress
disorder: A quantitative review of 25 years of research. Psychological
Bulletin, 132, 959-992. doi:10.1037/1942-9681.S.1.37

True, W.R., Rice, J., Eisen, S.A., Heath, A.C., Goldberg, J., Lyons, M.J., et al.
(1993). A twin study of genetic and environmental contributions to liability
for posttraumatic stress symptoms. Archives of General Psychiatry, 50(4),
257-264.

Urcuyo, K. R., Boyers, A. E., Carver, C. S., & Antoni, M. H. (2005). Finding benefit
in breast cancer: Relations with personality, coping, and concurrent well-
being. Psychology and Health, 20, 175-192.

Vasterling , JJ. & Brewin, C.R. (2005). Neuropsychology of PTSD. United
Kingdom: Guilford Publications.

Val, E.B., & Linley, P.A. (2006). Posttraumatic Growth, Positive Changes, And
Negative Changes In Madrid Residents Following The March 11, 2004,
Madrid Train Bombings. Journal Of Loss And Trauma, 11, 409-424.

Van der Kolk, B.A., McFarlane, A.C., & Weisaeth, L. (Eds.). (2007). Traumatic
stress: The effects of overwhelming experience on mind, body, and society.
New York: Guilford Press.

Vishnevsky, T., Cann, A., Calhoun, L. G., Tedeschi, R. G., & Demakis, G. J. (2010).
Gender differences in self-reported posttraumatic growth: A meta-analysis.
Psychology of Women Quarterly, 34(1), 110-120.

Vranceanu, A.M., Hobfoll,S.E.,& Johnson, R.J. (2007): Child multi-type
maltreatment and associated depression and PTSD symptoms: The role of
social support and stress, Child Abuse & Neglect, 31(1), 71-84.

Yadin, E., & Foa, E. B. (2007). Cognitive Behavioral Treatments for Posttraumatic

Stress Disorder . Understanding trauma, (pp.178-193). New York:
Cambridge University Press.

150



Yehuda, R., & McFarlane,A.C. (1995). Conflict between current knowledge about
posttraumatic stress disorder and its original conceptual basis. American
Journal of Psychiatry, 152 (12), 1705-1713.

Young, A. (1995). Reasons and causes for post-traumatic stress disorder.
Transcultural Psychiatric Research Review, 32(3), 287—-298.

Watkins, E. R. (2008). Constructive and unconstructive repetitive thought.
Psychological Bulletin, 134, 163-206.

Waysman, M., Schwarzwald, J., & Solomon, Z. (2001). Hardiness: An examination
of its relationship with positive and negative long term changes following
trauma. Journal of Traumatic Stress, 14, 531-548.

Weiss, T. (2004). Correlates of posttraumatic growth in husbands of breast cancer
survivors. Psycho-Oncology, 13, 260-268.

Widows, M. R., Jacobsen, P. B., Booth-Jones, M., & Fields, K. K. (2005). Predictors
of posttraumatic growth following bone marrow transplantation for cancer.
Health Psychology, 24, 266-273.

Wilson, J. T., & Boden, J. M. (2008). The effects of personality, social support and
religiosity on posttraumatic growth. The Australian Journal of Disasters and
Trauma  Studies, 1. <http://www.massey.ac.nz/~trauma/issues/2008-
1/wilson.htm>.

Wortman, C. B. (2004). Posttraumatic growth: Progress and problems. Psychological
Inquiry, 15, 81-90.

Zimet, G. D., Dahlem, N. W., Zimet, S. G.,, & Farley, G. K. (1988). The
Multidimensional Scale of Perceived Social Support. Journal of Personality
Assessment, 52, 30-41.

Zisook S, Chentsova-Dutton Y, Shuchter SR. (1998). PTSD following bereavement.
Ann Clin Psychiatry, 10(4):157-63.

Zoellner, T., & Maercker, A. (2006). Posttraumatic growth in clinical psychology: A
critical review and introduction of a two-component model. Clinical
Psychology Review, 26(5), 626—653.

Zoellner, T., Rabe, S., Karl, A. & Maercker, A. (2008). Posttraumatic Growth in

Accident Survivors: Openness and Optimism as Predictors of Its Constructive
or Illusory Sides. Journal of Clinical Psychology, 64(3), 245-263.

151



APPENDICES
Appendix A: Socio-demographic Information Form

ODTU PSIKOLOJi BOLUMU
Yetiskinlerde Olumsuz Yasam Olaylar1 ve Etkileri Arastirmasi

Kiime no: Hane no: Anket no:
Il : Izmir Ilge : Mahalle:
Cadde/Sokak Apartman No / Daire No: /

Goriligenin Adi Soyads :
Sonug¢/Durum: 01 Dolduruldu
02 Goriigsme yarida kaldi Nedeni:
03 Gorlismeyi reddetti  Nedeni:
04 Randevu alind1
05 Ziyaret limiti doldu  Tarihler: , ,
06 Diger(Aciklaymiz)

DEMOGRAFIK VERI FORMU

1. Yas/Dogum tarihi

2. Cinsiyet K[ E[]

3. Medeni Durumunuz? Bekar [ ] Nisanli/Sozlii [] Evli [0 Dul [0 Bosanms []
Birlikte Yasiyor []  Diger

4. Egitim durumunuz nedir? (Son aldiginiz diplomaya gére belirtiniz)
Okur-yazar degil [ ]  Okur-yazar [] Ilkokul ~[] Ortaokul [] Lise [J
Yiiksekokul [] [] Universite  Yiiksek Lisans [ ] Doktora  []

5. Halen para veya mal karsihigi bir iste calistyor musunuz?
Calistyorum []  Calismiyorum  [] Diger []

5a. Calismiyor iseniz, calismama nedeniniz nedir?
Ev hanimt [ Emekli [] is bulamama [ Ogrenci [ Gelir sahibi []
Engelli, hasta [] Diger (belirtiniz):

5b. Ne kadar zamandir ¢aligmiyorsunuz? (Ay olarak belirtiniz) ay

5¢. Calistyor iseniz, gallstlglmz_ isteki konumunuz nedir? )
Maash [[] Yevmiyeli [[] Isveren [] Kendihesabma [Ucretsiz aile is¢isi []

6. Bir saghk sigortamz var mi? Varsa hangi kurllflna bagh sigortalisimiz?
Sigortas1 yok L1~ sSK ] BAG-KUR Emekli Sandig:
Ozel sigorta [] Kurum sigortas1 [ ] Yesil kart [ Diger (belirtiniz):

7. Hanenize giren geliri degerlendirdiginizde aylik toplam geliriniz sizce ne diizeydedir?
Cok diigiik O] Diisiik L oOrta Ortanmn iisti []  Yiiksek

8. Son iki yilda tedavi gerektiren ruhsal bir rahatsizhk gecirdiniz mi? Evet [ | Hayir []
8a. Evet ise, bu rahatsizlik nedeniyle nasil bir tedavi gordiiniiz?
Psikolojik tedavi [ Tlag tedavisi [Diger (liitfen belirtiniz):
8b. Halen bu ruhsal sorun nedeniyle tedavi gorityor musunuz? Evet L] Hayir []
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Appendix B: Posttraumatic Stress Diagnostic Scale (PDS)

Sayin Katilimci,

Bu ¢alismanin amaci olumsuz/ travmatik yagsam olaylarinin toplumda ne siklikla
vasandigini ve bunlarin olasi psikolojik etkilerini arastirmaktir. Travmatik yasam
olaylari yasayan kisiler icin gelistirilebilecek destek programlarinin
olusturulmasinda sizin vereceginiz bilgiler ¢cok degerli olacaktir. Bu yiizden liitfen
cevaplarmizi durumunuzu yansitacak sekilde titizlikle ve samimiyetle vermeye 6zen
gosteriniz. Arastirmaya katilanlarin kisisel bilgileri ve verdikleri cevaplar kesinlikle
gizli tutulacak ve yalnizca bilimsel arastirma amagli kullanilacaktir. Bu yiizden anket
formuna isminizi yazmaniza gerek yoktur. Liitfen anketi doldurmadan once goniillii
katilim formunu okuyup imzalaywiz. Liitfen, her soru grubundan once verilen
agtklamalar: dikkatlice okuyunuz ve bu agiklamalar temelinde isaretlemelerinizi
yapmniz. Arastirmaya katkilarinizdan dolay: tesekkiir ederiz. Doktora ogrencisi
Uzm.Psk. Ervin Giil

TSSTO / 1. Bolim

Bir¢ok kisi, hayatinin herhangi bir doneminde, oldukga stresli ve travmatik bir olay
yagsamis ya da boyle bir olaya tanik olmustur. Asagida belirtilen olaylar i¢inde, kendi
basimizdan gegen ya da tanik oldugunuz olaylar1 yanindaki kutuyu isaretleyerek
belirtiniz. Birden fazla olay isaretleyebilirsiniz.

(1) | Ciddi bir kaza, yangin ya da patlama olay1 (6rnegin, trafik kazasi, is
kazasi, ¢iftlik kazasi, araba, ucak ya da tekne kazasi)

[

(2) | Dogal afet (6rnegin, hortum, kasirga, sel baskini ya da biyiik bir

[

(3) | Aile tiyelerinden biri ya da tamidigimiz bir kisi tarafindan fiziksel
saldirtya maruz kalmak (6rnegin, doviilme, saldirtya ugrayip soyulma, | [
silahl1 saldir1, bigaklanma ya da silahla rehin alinma)

(4) | Tammmadigmiz biri tarafindan fiziksel bir saldiriya maruz kalmak
(6rnegin, kapkag¢, gasp, saldirtya ugrayip soyulma, silahli saldiri,
bicaklanma ya da silahla rehin alinma)

(5) | Aile tiyelerinden biri ya da tanidigimiz bir kisi tarafindan cinsel bir [
saldirtya maruz kalma (6rnegin, fiziksel temas igeren taciz, tecaviize
tesebbiis ya da tecaviiz)

(6) | Tanimadigimiz bir kisi tarafindan cinsel bir saldirtya maruz kalmak ]
(6rnegin, fiziksel temas igeren taciz, tecaviize tesebbiis ya da tecaviiz)

(7) | Askeri bir ¢arpigma ya da savas alaninda bulunma []
(8) | 18 yasindan daha kii¢lik oldugunuz bir donemde kendinizden 5 ya da
. . . N ! ]
daha biiyiik yasta biriyle cinsel temas (6rnegin, cinsel organlarla,
gbgiislerle temas)
(9) | Hapsedilme (6rnegin, cezaevine diisme, savas esiri olma, rehin alinma) | []
(10) | Iskenceye maruz kalma ]
(11) | Hayat1 tehdit eden bir hastalik L]
(12) | Sevilen ya da yakin birinin beklenmedik 6limii ]
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(13)

Bunlarin disinda bir travmatik olay ‘ L]

(14)

13. Maddeyi isaretlediyseniz asagida bu travmatik olay1 kisaca anlatiniz:

YUKARIDAKI OLAYLARDAN HERHANGI BIRINI ISARETLEDIYSENIZ,
SORULARI YANITLAMAYA DEVAM EDIN.

HICBIR MADDEYI ISARETLEMEDIYSENIZ, “TKOO” BASLIKLI OLCEGE

GECEREK DEVAM EDINIZ.

2. Boliim

(15) 1. Boliimde birden fazla olay isaretlediyseniz, asagida bu olaylardan size en
cok aci veren veya sizi en fazla rahatsiz eden olayin yanindaki kutuyu isaretleyiniz.
Eger, 1.Bolimde sadece bir olayr isaretlediyseniz, asagida da ayni olay1 tekrar

isaretleyiniz.
(a) | Kaza (araba ya da is kazasi1 gibi) L]
(b) | Dogal afet ]
(c) | Aile tiyelerinden biri ya da tanidiginiz bir kisi tarafindan fiziksel saldiriya |
maruz kalma
(d) | Tanimadiginiz biri tarafindan fiziksel bir saldirtyya maruz kalmak O
(e) | Aile tyelerinden biri ya da tamidiginiz bir kisi tarafindan cinsel bir 0
saldirtya maruz kalma
(f) | Tanimadiginiz bir kisi tarafindan cinsel bir saldirrya maruz kalma ]
(9) | Askeri bir carpisma ya da savas alaninda bulunma ]
(h) | 18 yasindan daha kii¢iik oldugunuz bir donemde kendinizden 5 ya da | [
daha biiytik yasta biriyle cinsel temas
(i) | Hapsedilme O
(j) | Iskenceye maruz kalma O
(K) | Hayat1 tehdit eden bir hastalik Il
() | Sevilen ya da yakin birinin beklenmedik 6liimii ]
(m) | Bunlarin disinda bir olay ]
(n) | Asagida bos birakilan yerde yukarida isaretlemis oldugunuz travmatik olay1

kisaca anlatiniz.

Bu olay sizi nasil etkiledi?

Liitfen bundan sonraki tiim sorulara, yukarida isaretleyip ANLATTIGINIZ OLAY!
diigiinerek cevap veriniz.

(16) Bu travmatik olay ne kadar zaman énce meydana geldi? (YALNIZCA BIR
TANESINI isaretleyiniz)

[ (@

| 1 aydan daha az

=]
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(b) | 1-3 ay aras1

(c) | 3-6 ay aras1

(d) | 6ay—3 yil aras1

(e) | 3-5yil arasi

L0000

(f) | 5 yildan daha fazla

Asagidaki sorularda, Evet i¢in ‘E’ harfini Hayir i¢in ‘H’ harfini daire i¢ine aliniz.
Bu travmatik olay sirasinda:

(17) | Fiziksel bir yara aldiniz mi1?

(18) | Baska bir kisi fiziksel bir yara aldi m1?

(19) | Hayatinizin tehlikede oldugunu diisiindiiniiz mii?

(20) | Baska bir kisinin hayatinin tehlikede oldugunu diistindiiniiz mii?

(21) | Kendinizi garesiz hissettiniz mi?

mj|mj| m| mjm|m
I T T T T

(22) | Biiyiik bir korku veya dehset duygusu yasadiniz mi?

3. Boliim

Asagida travmatik bir olayin ardindan insanlarin yasayabilecegi bazi sorunlar
belirtilmistir. Her maddeyi dikkatlice okuyunuz ve GECTIGIMIZ AY ICINDE bu
sorunun sizi ne siklikta rahatsiz ettigini en iyi gosteren sayiy1 (0, 1, 2 ya da 3) daire
icine aliniz.

(Asagida belirtilen olayla ilgili her sikinttyr 15. maddede isaretlediginiz ve
anlattiginiz travmatik olay acisindan degerlendiriniz).

Ornegin, s6z ettiginiz olay gectigimiz ay i¢inde asagida verilen sikintilar agisindan
sizi yalnizca bir kez rahatsiz ettiyse, 0’1; haftada bir kez rahatsiz ettiyse, 1’1
isaretleyin.

0 Hig ya da yalnizca bir kez

1 Haftada 1 ya da daha az/kisa bir siire

2 Haftada 2 — 4 kez / yarim giin

3 Haftada 5 ya da daha fazla / neredeyse biitiin giin

(23) | Bu travmatik olay hakkinda, istemediginiz halde akliniza

rahatsiz edici diislinceler ya da hayallerin gelmesi R
(24) | Bu travmatik olayla ilgili kotii riiyalar ya da kabuslar gorme 011213
(25) | Bu travmatik olay1 yeniden yasama, sanki tekrar oluyormus gibi ol11213

hissetme ya da 6yle davranma

26) | Bu travmatik olayr hatirladiginizda duygusal olarak altiist
oldugunuzu hissetme (6rnegin, korku, ofke, iiziintii, sugluluk |0 | 1|2 |3
vb. gibi duygular yagsama)

(27) | Bu travmatik olayr hatirladiginizda viicudunuzda fiziksel
tepkiler meydana gelmesi (6rnegin, ter bosalmasi, kalbin hizli [0 1|2 | 3

carpmasi)

(28) | Bu travmatik olay1 diisiinmemeye, olay hakkinda konugmamaya
ya da olayin yarattig1 duygular hissetmemeye ¢alisma

(29) | Size bu travmatik olayr hatirlatan etkinliklerden, kisilerden ya
da yerlerden kaginmaya caligsma

(30) | Bu travmatik olayin 6nem tasiyan bir boliimiinii hatirlayamama |0 |1 |2 | 3
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(31) | Onemli etkinliklere ¢ok daha az siklikta katilma ya da bu ol1l213
etkinliklere ¢ok daha az ilgi duyma
(32) | Cevrenizdeki insanlarla aranizda bir mesafe hissetme ya da
< 011(2]3
onlardan koptugunuz duygusuna kapilma
(33) | Duygusal agidan kendinizi donuk, uyusuk, taslasmis gibi
hissetme (6rnegin, aglayamama ya da sevecen duygular |0 |1 (2|3
yasayamama)
(34) | Gelecekle ilgili  planlarinizin ya da  umutlarinizin
gerceklesmeyecegi duygusuna kapilma (6rnegin, bir meslek
hayatinizin  olmayacagi, evlenmeyeceginiz, ¢ocugunuzun 011123
olmayacagi ya da dmriiniiziin uzun olmayacagi duygusu)
(35) | Uykuya dalma ya da uyumada zorluklar yasama 0/1(2]3
(36) | Cabuk sinirlenme ya da 6fke ndbetleri gegirme 0/1]2]3
(37) | Diislincenizi ya da dikkatinizi belli bir noktada toplamada
sikinti (Ornegin, bir konusma sirasinda konuyu kagirma, ol11213
televizyondaki bir Oykiiyii takip edememe, okudugunuz seyi
unutma)
(38) | Asir1  derecede tetikte olma (Ornegin, c¢evrenizde kimin
oldugunu kontrol etme, sirtiniz bir kapiya doniik oldugunda [0 | 1|2 |3
rahatsiz olma,vb.)
(39) | Diken tstiinde olma ya da kolayca irkilme (Ornegin, birisi
pesinizden yiiriidiiglinde, ani ve yliksek sesler duydugunuzda) 011123
(40) | Yukarida belirttiginiz sorunlar1 ka¢ aydir yasiyorsunuz? (YALNIZCA BIR
TANESINI isaretleyiniz)
Bir aydan daha az [1 1-3 ay aras [0 3 aydan daha fazla [
(41) | Bu sorunlar sdz konusu travmatik olaydan ne kadar sonra basladi1? (BIR

TANESINI isaretleyiniz)

6 aydan daha az [1 6 ay ya da daha fazla ]

4. Boliim

Yukarida (3.Boliim’de) isaretlediginiz sorunlarin GECTiGIMIiZ AY SURESINCE
asagida belirtilen alanlarda sizi engelleyip engellemedigini, Evet i¢in ‘E’ harfini,
Hayir i¢in ‘H’ harfini daire i¢ine alarak belirtiniz.

(42) | Is hayati E H
(43) | Evin giinliik isleri E H
(44) | Arkadaglarinizla iligkiler E H
(45) | Eglence ve bos zamanlardaki etkinlikler E H
(46) | Okulla ilgili igler E H
(47) | Ailenizle iliskiler E H
(48) | Cinsel yasam E H
(49) | Genel anlamda hayattan memnuniyet E H
(50) | Hayatiizin her alaninda genel isleyis diizeyi E H
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Appendix C: Event-Related Rumination Inventory (ERRI)

Belirttiginize benzer bir yasantidan sonra, her zaman olmasa da, bazen insanlar, bu deneyim
hakkinda diisiinmeye calismamalarina ragmen kendilerini onunla ilgili diisiinceler
icinde bulurlar. Asagida yer alan maddeleri olayin hemen ardindaki haftalarda ne siklikla
yasadiginizi belirtiniz.

0- Hig olmadi 1- Nadiren 2- Bazen 3- Siklikla
1. Istemedigim halde olay: diisiindiim. 0 12 3
2. Olayla ilgili diistinceler aklima geldi ve onlar hakkinda 0 12 3

diistinmeden duramadim.

3. Olayla ilgili diistinceler dikkatimi dagitt1 ya da beni konsantre 0 12 3
olmaktan alikoydu.

4. Olayla ilgili goriintii ya da diisiincelerin zihnime girmesine 0 12 3
engel olamadim.

5. Olaya ait diisiinceler, anilar ya da goriintiiler istemesem de 0 12 3
aklima geldi.

6. Olayla ilgili diisiinceler deneyimimi yeniden yasamama neden 0 12 3
oldu.

7. Olayi hatirlatan seyler, yasadigim deneyimimle ilgili 0 12 3
diisiinceleri geri getirdi.

8. Kendimi otomatik olarak ne olmus oldugu ile ilgili diigiinitcken |0 1 2 3
buldum.

9. Diger seyler beni, yasadigim deneyimle ilgili diisiinmeye 0 12 3
yonlendirip durdu.
10. Olayla ilgili diisiinmemeye calistim ama diisiinceleri 0 12 3

aklimdan ¢ikaramadim.

Belirttiginize benzer bir yasantidan sonra, her zaman olmasa da, bazen insanlar, 6zellikle ve
kasith olarak bu deneyim hakkinda diisiinerek vakit gegirirler. Asagida yer alan
maddeler i¢in, olayin hemen ardindaki haftalarda eger olduysa ne siklikla, belirtilen konular
ile ilgili olarak diistinmek i¢in 6zellikle vakit gegirdiginizi belirtiniz.

1. Yasadigim deneyimden anlam bulup bulamayacagimla ilgili 0 12 3
diistindiim.
2. Yasamimdaki degisikliklerin deneyimimle ugrasmaktan 0 12 3

kaynaklanip kaynaklanmadigini diistindiim.

3. Kendimi, yasadigim deneyimle ilgili duygularim hakkinda 0 12 3
diisiinmeye zorladim.

4. Yasadigim deneyimin sonucunda birsey 0grenip 6grenmedigimle ([0 1 2 3
ilgili diigiindiim.

5. Bu deneyimin diinya ile ilgili inan¢larimi degistirip 0 12 3
degistirmedigi hakkinda diigiindiim.

6. Bu deneyimin gelecegim i¢in ne anlama gelebilecegi hakkinda 0 12 3
diistindiim.

7. Digerleri ile olan iliskilerimin, yasadigim deneyimin ardindan 0 12 3
degisip degismedigi hakkinda diistindiim.

8. Kendimi olayla ilgili duygularimla bas etmeye zorladim. 0 12 3

9. Olayin beni nasil etkilemis oldugu hakkinda 6zellikle diisiindiim. |0 1 2 3

10.0Olay hakkinda diisiindiim ve ne oldugunu anlamaya caligtim. 0 12 3
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Appendix D: Post traumatic Growth Inventory (PTGI)
TSGO

Asagida yer alan her climleyi dikkatle okuyunuz. Belirtmis oldugunuz travmatik
olayin sonrasinda, yasaminizin bu olaya bagl olarak ne derece degistigini asagidaki
6l¢ekte uygun rakami daire i¢ine alarak belirtiniz.

0 = Travmadan dolay1 bdyle bir degisiklik yasamadim
1 = Travmadan dolay1 bu degisikligi cok az yasadim

2 = Travmadan dolay1 bu degisikligi az derecede yasadim

3 = Travmadan dolay1 bu degisikligi orta derecede yasadim

4 = Travmadan dolay1 bu degisikligi oldukca fazla derecede yasadim
5 = Travmadan dolay1 bu degisikligi asir1 derecede yasadim

(1) | Hayatima verdigim deger artt1. ol11213141|5
(2) | Hayatimin kiymetini anladim. 0(1]2]3(4]|5
(3) | Yeni ilgi alanlar gelistirdim. 0({11213(4]5
(4) | Kendime giivenim artt1. 011(2(3]|4]5
(5) | Manevi konulari daha iyi anladim. 0(1]2]3(4]|5
(6) | Zor zamanlarda bagkalarina giivenebilecegimi anladim. 0(1]2134]|5
(7) | Hayatima yeni bir yon verdim. 011123415
(8) | Kendimi diger insanlara daha yakin hissetmeye bagladim. {0 |12 [3[4 |5
(9) | Duygularimi ifade etme istegim artt. 0({1]2]3([4]5
(10) | Zorluklarla basa ¢ikabilecegimi anladim. ol11213141]5
(11) | Hayatim1 daha 1iyi seyler yaparak gecirebilecegimi ol1l213l4als
anladim.
(12) | Olaylar1 oldugu gibi kabullenmeyi 6grendim. 0(1]2]3(4]|5
(13) | Yasadigim her giiniin degerini anladim. 0({1121]3(4]5
(14) | Yasadigim olaydan (travma) sonra benim igin yeni
< 0(1]2]|3|4]|5
firsatlar dogdu.
(15) | Baskalarina kars1 sefkat hislerim artti. 01123415
(16) | Insanlarla iliskilerimde daha fazla gayret gdstermeye
0(12]|3|4]|5
basladim.
(17) | Degismesi gereken seyleri degistirmek i¢in daha fazla
‘. 011|2|3|4]|5
gayret gostermeye basladim.
(18) | Dini inancim daha da gii¢lendi. 0({112]3(4]5
(19) | Diisiindiigiimden daha gii¢lii oldugumu anladim. 0(11213(4]5
(20) {risanla.rln ne kadar iyi oldugu konusunda ¢ok sey ol1l213lals
ogrendim.
(21) ?flskalgr1na thtiyactm  olabilecegini  kabul etmeyi ol1l213lals
ogrendim.
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Appendix E: Basic Personality Traits Inventory (BPTI)

TKOO

Asagida size uyan ya da uymayan pek c¢ok kisilik o6zelligi bulunmaktadir. Bu
Ozelliklerden her birinin sizin i¢in ne kadar uygun oldugunu ilgili rakami daire i¢ine
alarak belirtiniz.

Ornegin; Kendimi

biri olarak goriiyorum.

Verilen 6zelligin size ne kadar uydugunu daire i¢ine aliniz;

l: Hi¢ uygun degil  2: Uygun degil  3: Kararsizim  4: Uygun 5: Cok uygun
225 3 =38 &
= £ c & ~s £ c Z
ShE 3 x SHRE 3 x
S e 8 X e S e 8 > 0
T e D O T o X DO O

(1) | Aceleci 1121345 (28) | Canayakin 112]3]4]5

(2) | Yapmacik 112]3]4]5 (29) | Kizgin 1121345

(3) |Duyarh 11213145 (30) | Sabit fikirli 112131415

(4) | Konuskan 11213145 (31) | Gorgiisiiz 11213145

(5) | Kendine giivenen| 12|34 |5 (32) | Durgun 112]3]4]5

(6) | Soguk 112]3]4)|5 (33) |Kaygili 1]213[4]5

(7) | Utangag 11213145 (34) | Terbiyesiz 112131415

(8) | Paylasimci 1]2)3[4]5 (35) | Sabirsiz 1]2)3[4]5

(9) | Genis-rahat 1]2]3[4]5 (36) | Yaratict 1]2)3[4]5

(10) | Cesur 11213145 (37) | Kaprisli 11213145

(11) | Agresif 1121345 (38) |igine kapamk |1]2[3]4|5

(12) | Caliskan 1121345 (39) | Cekingen 112]3]4]5

(13) | I¢ten pazarlikli | 1]2|3[4 |5 (40) | Alingan 112)13]4]5

(14) | Girisken 11213145 (41) | Hosgoriilii 112131415

(15) | Iyi niyetli 1121345 (42) | Diizenli 112]3]4]5

(16) | igten 112]3]4)|5 (43) | Titiz 1]213[4]5

(17)| Kendindenemin |12 3|45 (44) | Tedbirli 11213145

(18) | Huysuz 112]3]4)5 (45) |Azimli 112]3]4]5

(19) | Yardimsever 1121345

(20) | Kabiliyetli 1121345

(21) | Usengec 112345

(22) | Sorumsuz 112|345

(23) | Sevecen 11213145

(24) | Pasif 1]12)3[4]5

(25) | Disiplinli 1121345

(26) | Aggozlii 112)3[4]5

(27) | Sinirli 112)3[4]5
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Appendix F: Ways of Coping — Turkish Form (WCI-T)

BYO

Asagida insanlarin sikintilarim gidermek i¢in kullanabilecekleri bazi yollar belirtilmektedir.
Ciimlelerin her birini dikkatlice okuduktan sonra, kendi sikintilarinizi diigiinerek, bu yollar
kullanmiyorsaniz  hi¢gbir zaman, kimi zaman kullantyorsaniz bazen, c¢ok sik
kullantyorsaniz her zaman segenegini belirtiniz.

hi¢

Hicbir Her
zaman|Bazen|zaman
(1) |Aklimu kurcalayan seylerden kurtulmak i¢in degisik islerle 1 5 3
ugrasirim
(2) |Bir mucize olmasini beklerim 1 2 3
(3) |lyimser olmaya calisirim 1 2 3
(4) |Cevremdeki insanlardan sorunlar1 ¢ozmemde bana yardimci 1 ) 3
olmalarini beklerim
(5) [Baz1 seyleri biiyilitmeyip lizerinde durmamaya ¢aligirim
(6) [Sakin kafayla diisiinmeye ve 6fkelenmemeye calisirim
(7) |Durumun degerlendirmesini yaparak en iyi karar1 vermeye 1 9 3
caligirim
(8) |Ne olursa olsun direnme ve miicadele etme giiciinii kendimde 1 5 3
hissederim
(9) [Olanlar1 unutmaya galisirim 1 2 3
(10) |Basa gelen ¢ekilir diye diistiniiriim 1 2 3
(11) |Durumun ciddiyetini anlamaya ¢aligirim 1 2 3
(12) |[Kendimi kapana sikismis gibi hissederim 1 2 3
(13) |Duygularimi paylastigim kisilerin bana hak vermesini isterim 1 2 3
(14) |'Her iste bir hayir var' diye diisiiniiriim 1 2 3
(15) |Dua ederek Allah'tan yardim dilerim 1 2 3
(16) |Elimde olanlarla yetinmeye caligirim 1 2 3
(17) |Olanlar1 kafama takip siirekli diigiinmekten kendimi alamam 1 2 3
(18) |Sikintilarimi igimde tutmaktansa paylagmayi tercih ederim 1 2 3
(19) |[Mutlaka bir ¢6ziim yolu bulabilecegime inanip bu yolda 1 9 3
ugrasirim
(20)|'Is olacagina varir' diye diisiiniiriim 1 2 3
(21) |Ne yapacagima karar vermeden 6nce arkadaslarimin fikrini 1 p 3
alirim
(22) |Kendimde her seye yeniden baslayacak giicii bulurum 1 2 3
(23) |Olanlardan olumlu bir seyler ¢cikarmaya ¢alisirim 1 2 3
(24) |Bunun alin yazim oldugunu ve degismeyecegini diistiniirim 1 2 3
(25) |Sorunlarima farkli ¢6ziim yollar: ararim 1 2 3
(26) |'Olanlar1 keske degistirebilseydim' diye diisiiniiriim 1 2 3

160




(27)

Hayatla ilgili yeni bir bakis agis1 gelistirmeye calisirim

(28)

Sorunlarimi adim adim ¢ézmeye ¢aligirim

(29)

Her seyin istedigim gibi olamayacagini diisiiniiriim

(30)

Dertlerimden kurtulayim diye fakir fukaraya sadaka veririm

@31

Ne yapacagimi planlayip ona gore davranirim

(32)

Miicadele etmekten vazgegerim

(33)

Sikitilarimin kendimden kaynaklandigimi diistintirim

(34)

Olanlar karsisinda 'kaderim buymus' derim

(35)

'Keske daha giiclii bir insan olsaydim' diye diistintiriim

(36)

'Benim sucum ne' diye diisiiniiriim

@)

'Allah'in takdiri buymus deyip' kendimi teselli etmeye galisirim

(38)

Temkinli olmaya ve yanlis yapmamaya caligirim

(39)

Coziim i¢in kendim bir seyler yapmak isterim

(40)

Hep benim yiiziimden oldu diye diistiniiriim

(41)

Hakkimi savunmaya ¢aligirim

(42)

Bir kisi olarak olgunlastigimi ve iyi yonde gelistigimi hissederim

A R R

NININININININIDNINININIDNDNININDN

W W W W W W W WWWWWw ww| w
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Appendix G: Multidimensional Scale of Perceived Social Support (MSPSS)

CBASDO

Asagida 12 ciimle ve her birinde de cevaplarimizi isaretlemeniz i¢in 1 den 7’ye kadar
rakamlar

verilmistir. Her climlede sOylenenin, yasadiginiz travma sonrasinda sizin igin ne kadar dogru
oldugunu veya olmadigini belirtmek i¢in o climle altindaki rakamlardan yalniz bir tanesini
daire icine alarak isaretleyiniz. Bu sekilde 12 ciimlenin her birinde bir isaret koyarak
cevaplarinizi veriniz.

Kesinlikle Kesinlikle
' hayir evet
(1) |Ihtiyacim oldugunda yanimda olan 6zel bir insan var. 112(3|4|5(|6]|7
(2) |Seving ve kederlerimi paylasabilecegim 6zel bir insan 112(3|4|5(6]|7
var.
(3) |Ailem bana gercekten yardimci olmaya caligir. 112|13|4|5|6|7
(4) |ihtiyacim olan duygusal yardimi ve destegi ailemden 112(3|4|5(6]|7
alirm.
(5) |Beni gercekten rahatlatan 6zel bir insan var. 112(3|4|5(|6]|7
(6) |Arkadaslarim bana gergekten yardime1 olmaya ¢alisirlar. |12 |3 (4 | 5|6 |7
(7) |isler kotii gittiginde arkadaslarima giivenebilirim. 112(3|4|5(|6]|7
(8) [Sorunlarimi ailemle konusabilirim. 112(3|4|5(6]|7
(9) [Seving ve kederlerimi paylasabilecegim arkadaglarbmvar. |1 | 2 | 3 |4 [ 5| 6 | 7
(10) [Yasamimda duygularima 6nem veren &zel birinsanvar. |12 (3|4 |56 |7
(11) [Kararlarimi vermede ailem bana yardimci olmaya 112|13|4|5|6|7
isteklidir.
(12) [Sorunlarimi arkadaslarimla konusabilirim. 112(3|4|5(6]|7

KATILIMINIZ iCIN TESEKKUR EDERIZ.

Telefon:
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Appendix H: Kish Table

KISH METHOD

ASAGIDAKI TABLOYU KULLANARAK ANKETI KIME UYGULAYACAGINIZI
BELIRLEYINIZ.

BIREYSEL GORUSME UYGUNLUK KOSULLARI:

e Buevde yasayan
e 18 yas ve lsti

kisileri once en yash erkekten en geng erkege, sonra en yagl kadindan en geng kadina kadar,
bu bilgiyi veren kisiye yakinlik derecesine (esi, oglu, ev arkadasi, kiracisi, bebek bakicisi
gibi) gore asagidaki tablo {lizerinde siralaymiz. Tablo 2’yi kullanarak goriisme igin sectiginiz
kisiyi Tablo 1’de daire icine alarak isaretleyiniz.

Tablo 1. Hanede Yasayan Kisilerin Listesi

Sira Sira
No ERKEK Yas No KADIN Yas

Gortsiilecek kisiyi hanede yasayan kisi sayisina ve uygulayacaginiz anketin numarasinin
sonundaki rakama gore belirleyiniz ve Tablo 1°de de bu kisiyi daire icine alarak
isaretleyiniz.

Tablo 2. Bireysel Goriisme Yapilacak Kisinin Segimi

Hanedeki Anket No. Sonundaki Rakam

KisiSayist | 0 [ 1] 2[3]4]5[6]7][8] 9
0 Goriisme Bitti
1 1 1 1 1 1 1 1 1 1 1
2 1 2 1 2 1 2 1 2 1 2
3 3 1 2 3 1 2 3 1 2 3
4 1 2 3 4 1 2 3 4 1 2
5 1 2 3 4 5 1 2 3 4 5
6 6 1 2 3 4 5 6 1 2 3
7 5 6 7 1 2 3 4 5 6 7
8 1 2 3 4 5 6 7 8 1 2
9 8 9 1 2 3 4 5 6 7 8

10 ve iistil 9 10 1 2 3 4 5 6 7 8
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Appendix I: Informed Consent

Gontlli Katilim Formu

Bu calisma, Orta Dogu Teknik Universitesi dgretim iiyesi Prof. Dr. A. Nuray
Karanc1 damigmanliginda Doktora Ogrencisi Ervin Giil tarafindan yiiriitiilen bir
caligmadir.

Calismanin amaci, insanlarin baslarina gelen olumsuz yasam olaylar1 ve bu
olaylar sonrasinda yasanabilecek psikolojik etkiler hakkinda bilgi toplamaktir.
Ayrica, olayla birlikte bireylerin hayatlarinda yasanan degisimler ve olay sonrasi
stireclerin etkileri de incelenecektir. Bu kapsamda bireylerin yasayabilecegi olumsuz
olaylar sonrasinda yasanabilen ruhsal sikintilar, olayin giinliik hayata olan etkileri,
kisinin bu olay sonrasinda kullandig1 bas etme yontemleri, kisiligi, sosyal destekleri,
bu olaya iligkin diisilince siiregleri ve olay sonrasinda yasanabilen olumlu
geligmelerle ilgili sorular sorulacaktir.

Sizin vereceginiz bilgiler, olumsuz/travmatik olaylar sonrasinda bireylere
uygulanabilecek psikolojik destek programlari gelistirebilmek icin ¢ok degerli
katkilar saglayacaktir. Calismaya katilim goniilliiliik esasina dayanir. Ankette, sizden
kimlik belirleyici higbir bilgi istenmemektedir. Cevaplariniz gizli tutulacak ve sadece
arastirmacilar tarafindan degerlendirilecektir; elde edilecek sonuglar bilimsel
yayimlarda kullanilacaktir. Anket sorularin1 cevaplarken herhangi bir nedenden otiirii
kendinizi rahatsiz hissederseniz cevaplamay1 birakabilirsiniz. Boyle bir durumda
anketi uygulayan kisiye, anketi tamamlamadigimizi sdylemek yeterli olacaktir. Anket
sonunda, bu galismayla ilgili sorulariniz cevaplanacaktir.

Bu calismaya katildiginiz i¢in ve katkilarinizdan dolay: simdiden tesekkiir
ederiz. Caligma hakkinda daha fazla bilgi almak i¢in Psikoloji Boliimii Doktora
Ogrencisi Ervin Giil ile iletisim kurabilirsiniz.

Bu calismaya tamamen goniillii olarak katiliyorum ve istedigim zaman
yarwda kesip anketi iade edebilecegimi biliyorum. Verdigim bilgilerin, kimligim
belirtilmeden bilimsel amacl yayimlarda kullanilmasint kabul ediyorum. (Formu
doldurup imzaladiktan sonra uygulayiciya geri veriniz).

Tarih Imza
Y Y S
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Appendix J: Debriefing Form

KATILIM SONRASI BILGI FORMU

Bu calisma daha dnce de belirtildigi gibi ODTU Psikoloji Béliimii 6gretim
tiyelerinden Prof. Dr. A. Nuray Karanci danigmanliginda Doktora 6grencisi Ervin
Giil tarafindan Izmir’de yiiriitiilen bir ¢alismadir. Bu ¢alismada temel olarak,
travmatik/ olumsuz yasam olaylari, olay tiirleri ve yayginliklari, bireylerin
ozelliklerinin, olayla ilgili 6zelliklerin ve olay sonras1 algilanan sosyal destegin, bas
etme yontemlerinin ve olaya iliskin diisiince siireclerinin etkileri ve sonuglari
incelenecektir.

Daha o6nce yapilan ¢alismalar, ¢esitli olumsuz olaylarin yaygin olarak
yasandigi ve bu olaylarin etkilerinin de pek ¢ok farkli faktore gore degistigini
gostermistir. Bu faktorlerden olay dncesinde bu olaya maruz kalan kisinin kisiligi,
yasanan olayla ilgili olarak olay tiiriiniin, olay1 yasama zamaninin, ve olay sonrasinda
algilanan sosyal destegin, kullanilan bas etme yontemlerinin ve olaya iliskin diigiince
sireclerinin etkileri gdsterilmistir. Bu bulgular temelinde, bu ¢alismada bu
faktorlerin yansimalar1 ve dogurdugu olumlu (travma sonrasi1 gelisim) ya da olumsuz
sonugclar (travma sonrasi stres bozuklugu) arastirilacaktir. Tiim veriler birlikte
degerlendirildiginde kuramsal bir model ¢ergevesinde test edilecektir.

Bu ¢alismadan alinacak ilk verilerin Kasim 2013 sonunda elde edilmesi
amaglanmaktadir. Elde edilen bilgiler sadece bilimsel arastirma ve yazilarda
kullanilacaktir. Calismanin sonuglarin1 6grenmek ya da bu aragtirma hakkinda daha
fazla bilgi almak icin ODTU Psikoloji Doktora 8grencisi Uzm. Psk. Ervin Giil’e

basvurabilirsiniz. Bu arastirmaya katildiginiz i¢in tekrar ¢ok tesekkiir ederiz.
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Appendix K: Tez Fotokopi Izin Formu
TEZ FOTOKOPISI iZIN FORMU

ENSTITU

Fen Bilimleri Enstitiist

Sosyal Bilimler Enstitiisii X

Uygulamali Matematik Enstitiisii

Enformatik Enstittisi

Deniz Bilimleri Enstitiist

YAZARIN

Soyad : Giil
Adi  : Ervin
Bolimii : Psikoloji

TEZIN ADI (ingilizce) : PREVALENCE RATES OF TRAUMATIC
EVENTS, PROBABLE PTSD AND PREDICTORS OF POSTTRAUMATIC
STRESS AND GROWTH IN A COMMUNITY SAMPLE FROM iZMIR

TEZIN TURU : Yiiksek Lisans |:| Doktora

. Tezimin tamamindan kaynak gdsterilmek sartiyla fotokopi alinabilir.

. Tezimin igindekiler sayfasi, 6zet, indeks sayfalarindan ve/veya bir X
boliimiinden kaynak gosterilmek sartiyla fotokopi alinabilir.

. Tezimden bir (1) yil siireyle fotokopi alinamaz.

TEZIN KUTUPHANEYE TESLIiM TARIiHI:
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Appendix L: Curriculum Vitae

PERSONAL INFORMATION

Surname, Name: Giil, Ervin

Nationality: Turkish (TC)

Date and Place of Birth: 28 February 1978, Izmir
Marital Status: Married

Phone: +90 232 355 00 00

Fax: +90 232 355 00 18

email: ervin.gul@agediz.edu.tr

EDUCATION

Degree Institution

BS METU, Psychology

High school [zmir Ozel Cakabey Koleji

WORK EXPERIENCE
Year Place
2013-present Gediz University,
Department of Psychology
2011-2012 Izmir University of Economics,
Department of Psychology
2007-2009 METU

FOREIGN LANGUAGES
Advanced English, Intermediate German
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Year of Graduation
1999
1995

Enrollment

Instructor

Part-time Instructor

Project Assistant
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Appendix M: Turkish Summary

1. GIRIS

Travmatik olaylar

Travmatik olaylar bireyin biitiinliigiine gelebilecek en 6nemli tehditlerden
biridir. Buna bagli olarak travmatik yasam olayiyla ortaya cikan sorunlar da
blyiiktiir. Travmatik yasantilar potansiyel olarak bireylerin yasamlar1 boyunca
karsilasabilecekleri olaylardir. Ancak, bir psikiyatri smiflandirma sistemi olan
“Ruhsal ve Davranigsal Bozukluklarin Simiflandirilmasi ve Amerikan Psikiyatri
Birligi’nin Tanisal ve Istatistiki Elkitabi’nin dérdiincii baskisi olan DSM-IV-TR’te
(2001), bir olaymn travmatik olarak kabul edilmesi i¢in Travma Sonrasi Stres
Bozuklugu (TSSB) i¢in belirttigi “travmatik olay” kriterlerine uymasi gerektigi ileri
stiriilmektedir. Bu kriterler: (1) kisinin gercek bir 6liim ya da 6liim tehdidi, agir bir
yaralanma, ya da kendisinin ya da baskalarmin fiziksel biitiinliigiine tehdit edici bir
olay1 yasamis, boyle bir olaya tanik olmus ya da bdyle bir olayla kars1 karsiya gelmis
olmasi ve (2) kisinin bu olaya asir1 korku, caresizlik, ya da dehsetle tepki vermis
olmasidir. Farkli bir c¢ok iilkede genel niifustan alinan temsili Orneklemlerle
yiirlitiilen ¢aligmalar, travmatik olaylarin yasam boyu yayginliginin oldukga yiiksek
(%28- %90) oldugunu gostermektedir (Frans vd., 2005; Norris vd., 2003).

Travma sonrasi stres bozuklugu (TSSB)

Travma sonrast stres bozuklugu (TSSB), pek c¢ok kisi i¢in travmatik
olabilecek siddette bir yasanti ardindan ortaya ¢ikan, intruzif (girici) diisiinceler,
sikintili riiyalar, yeniden yasantilamalar, kaginma davraniglari, artmis ve siireklilik
gosteren uyarilmiglik hali gibi belirtilerle kendini gosteren, toplumsal izolasyon gibi
davranig degisiklikleri goriilebilen ve kiside belirgin islevsellik kaybina yol agan bir
kaygi bozuklugudur (Ozgiiler vd., 2004). Travmatik bir olay yasayan herkes tam
alacak bir ruhsal hastalik gelistirmeyebilir. TSSB’nin yasam boyu yayginlik oranlari
temsili genel popiilasyon calismalarinda %5.6 (Frans vd., 2005), %6.8 (Kessler vd.,
2005), %38.3 (Breslau vd., 1998) ve %11.2 (Norris vd., 2003) olarak bulunmustur.

Travma sonrast kroniklesmeyi, TSSB gibi psikiyatrik bozukluklarin
gelisimini ve iyilesmeyi etkileyen etkenler Parkinson (2000) tarafindan asagidaki

sekilde gosterildigi gibi ii¢ grup faktor altinda incelenmistir: 1) travma Oncesi
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etkenler olarak kisisel gegmis, kisilik, onceki yasanan travmalar, 2) travmatik olaya
iliskin ve olay sirasindaki etkenler olarak olayla ne kadar ylizlesildigi, kayiplar,
siddet, olaym anlami, 3) travma sonrasi etkenler olarak da sosyal ¢evre-destek, bas
etme stratejileridir.

Travma Sonrasi Gelisim (TSG)

TSG, 6nemli yasam olaylar1 veya travmatik olaylar sonucu kisinin basa ¢ikma
cabalar1 sonunda deneyimlenen olumlu psikolojik  degisiklikler olarak
tanimlanmaktadir (Calhoun ve Tedeschi, 1999; Tedeschi ve Calhoun, 1996). Bu
degisikliklerin 5 farkli alanda yasandigi savunulmaktadir. Bu olumlu yonde degisim
alanlarinin travmatik yasantilar sonrast yeni olanaklarin algilanmasi, kisilerarasi
iligkiler, bireysel giicliiliik, manevi degisim ve yasamin kiymetini anlama oldugu
bulunmustur (Taku vd., 2008).

Tedeschi ve Calhoun (2004), travma sonrasi gelisim modelinde travma dncesi
etmenler, travmatik yasam olay1 (sismik bir olay) ve yasantisi ile ilgili 6zellikler,
yarattig1 stres ve travmatik olayimn islemlenmesi (ruminasyon) gibi bir siire¢ sonucu
ortaya ¢ikan bir sonug olarak agiklanmistir. Ayrica Schaefer ve Moos’un (1992)
modeli’nde (Sekil 3) de 6nemli yasam olaylari-krizleri veya gecis donemlerinden
sonra kisilerin olumlu doniisiimler yasabilecegi vurgulanmaistir.

Ruhsal travmatik olayin siddeti ve TSSB ile, travma sonras1 gelisim arasinda
olumlu bir iliski bulundugu pek cok calismada gosterilmistir (Tedeschi & Calhoun,
1996; Morrill vd., 2008; Feder vd., 2008). Bireyler, ayni anda hem travma sonrasi
stres belirtilerini hem gelisimi yasayabilmektedir.

Travma ile iliskili Degiskenlerin Sonuclara Olan Etkisi

Bu boliimde travmaya iliskin degiskenler 3 baglik altinda incelenecektir:
Travma Oncesi etkenler, Travmatik olaya iliskin faktorler, Travmatik olay sonrasi
etkenler

Travma oncesi etkenler: Sosyo-demografik degiskenler, Kisilik
ozellikleri

Cesitli kiiltiirlerde yapilan caligmalarda erkeklerin kadinlara gore daha fazla
sayida travmatik olaylarla karsilastiklart saptanmistir (Williams vd., 2007).

Travmatik olaylarla yagam boyu karsilagsma oranlar1 erkekler i¢in %61 ve %383
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arasinda degisirken, ayni oranlar kadinlar i¢in %51 ve %74 arasindadir (Breslau vd.,
1997).

Kadinlarda en yaygin olarak yasanilan travmatik olay, cocuk ve yetiskinlik
doneminde cinsel saldirtya maruz kalma ve es siddeti olarak bulunurken, erkeklerin
en yaygin olarak maruz kaldiklar1 travmatik olaylarin motorlu tasit kazalari ve
dovis/catisma (Flett vd., 2004) ve bunlan takiben travmatik yas, bagskalarinin
Oldiirtilmesine ya da yaralanmasina sahit olmak, yasami tehdit eden kaza, fiziksel
saldiri, silah iceren fiziksel saldirilar, silahsiz fiziksel saldirilar, iskence-teror, ve
diger yogun stres iceren olaylar oldugu bulunmustur (Norris vd., 2003; Bernat vd.,
1998; Williams vd., 2007).

Ayrica travmatik yasantilarin, genclerde yaslilardan daha yaygin olarak
yasandigt bulunmustur (Frans vd., 2005). Travmatik olaya maruz kalma risk
etmenlerinden digerleri ise; ¢ocukluk cagi sorunlari, ailede psikiyatrik hastalik
Oykiisii, kisilik oOzellikleri (nevrotizm ve disa doniikliik), yasanilan travmatik
deneyimler, major depresyon Oykiisli, sehirde yasiyor olmak ve diisiik egitim
seviyesi olarak Ozetlenebilir. Evli olmak, diisiik egitim seviyesi ve geng olmanin
TSG ile ilgili pozitif iligkili olduguna dair bir fikir birligine ulasilmis gibi goriinse de
(Bellizzi & Blank, 2006), pek cok baska calisma da celiskili sonuglar bulmustur.
Tiirkiye’de yetigkin toplum oOrnekleminde yapilan calismada, travmaya maruz
kalmak ve TSSB’ye yol agan risk faktorleri olarak kadin olmak, diisiik egitim ve
gelir dlizeyi, orta yasta olmak bulunmustur. Gen¢ olmak, diisiik egitim ve gelir
diizeyi, evli olmak ise TSG ile iliskili bulunmustur. Baska calismalar ise kadin ve
yasli olmanim, diisiik egitim ve gelir diizeyinin, ge¢mis psikiyatrik bozuklugun
varliginin, kisinin travma yasanirken verdigi tepkinin, bagetme stratejilerinin TSSB
ile iligkili oldugunu gostermektedir (Norris, vd., 2003; Siimer vd., 2005; Perkoning
vd., 2000; Ullman & Siegel, 1994; Denson vd., 2007; Breslau vd., 1991).

Travma sonrasi stres belirtileri ve travma sonrasi olumsuz etkilerle tutarli bir
sekilde iligkili bulunan kisilik 6zelligi duygusal tutarsizlik/ ndrotisizm’dir (Karanci
vd., 2009; Evers vd., 2001; Tedeschi & Calhoun, 1996; Val & Linley 2006).
Duygusal tutarsizlik tek basina veya ice doniikliik ile birlikte travma sonrasi stres
siddeti ile iligkili oldugu bulunmustur (Evers vd., 2001; Val & Linley, 2006; Cox vd.,
2004; Emmelkamp, 2006). Ayrica iyimserlik, disadoniikliik, gelisime agiklik gibi
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kisilik o6zelliklerinin, gelisime daha c¢ok yol agan kisisel farkliliklar oldugu
bulunmustur (Affleck & Tennen, 1996; Curbow vd., 1993; Val & Linley, 2006;
Tedeschi & Calhoun, 1996).

Travmatik olaya iliskin faktorler: Travmatik olay tiirii, zamani, belirti
siddeti

Daha onceki bulgular, yasanilan travmatik olayin tiirline gore sonuclarin
farklilik gosterdigini isaret etmistir. Flett ve digerlerinin (2004) Yeni Zelanda’da
yetiskinlerle yiiriittiigii bir calismada en yaygin travmatik olayin yakin bir arkadasin
ya da bir akrabanin beklenmedik &liimii oldugu bulunmustur. Universite
Ogrencileriyle yapilan bir baska c¢alismada ise dogal afetler, ciddi kazalar ve
baskalarinin yaralanmasina ya da 6liimiine sahit olmak en yaygin olarak rapor edilen
travmatik olaylar olarak bulunmustur (Bernat vd., 1998). Tiirkiye’de yapilan
arastirmada kazalar, dogal afetler ve beklenmedik sevilen birinin Oliimiiniin en
yaygin olarak yasandig1 rapor edilmistir. Oliim veya kronik bir hastalik yasamanin
ise TSSB i¢in en yliksek risk faktorii oldugu goriilmiistiir (Karanci vd., 2009).

Yapilan c¢aligmalarda TSSB yasama sikliginin tecaviizden sonra %55,
cocukluk ¢ag1 istismarindan sonra %35, kanser sonrast %19, saldir1 sonrast %17,
ciddi kazalardan sonra %7 olarak bulunmustur (Kessler vd., 1995; Maercker vd.,
2004; Kangas, Henry, Bryant, 2002; Mehnert & Koch, 2007). Insan eliyle/kasti
yapilan olaylarin (iskence, taciz, siddet gibi) daha ¢ok TSSB ile iliskili oldugu
bulunurken, daha dogal ve cogunlukla yaygin olarak yasanan/kabul géren olaylar
dogal afetler (e.g., Cieslak vd., 2009; Karanci & Acarturk, 2005, Karanci vd., 2012),
kazalar (e.g., Nishi, Matsuoka, & Kim, 2010; Shakespeare-Finch & Armstrong,
2010) ve sevilen birinin kayb1 (Davis, Michael, & Vernberg, 2007; Taku vd., 2008;
Karanci vd., 2012) daha ¢ok TSG ile iliskili oldugu bulunmustur. Herhangi bir
travmatik olay1 takiben ergenlerde en siklikla goriilen gelisme alani ise hayatin
kiymetini daha ¢ok anlamak olarak bulunmustur. Zamanin etkisi ile ilgili olarak
Mayou, Ehlers, & Bryant (2002) tarafindan yapilan c¢aligmada, motorlu tasit
kazasindan t¢ yil sonra, katilimcilarin %11'inin hala TSSB belirtilerini yasadigi
bulunmustur. Travmatik olay sirasinda yasanan stres diizeyi ve siddeti bu olay
sonrasindaki sonuglar1 belirleyen 6nemli bir faktor olduguna dair pek ¢ok calisma

yapilmustir.
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Travmatik Olay Sonrasi1 Etkenler: Basa ¢ikma, Ruminasyon, Sosyal
destek

Olaydan ¢ok insanlarin travmatik olayla bas etme yollarinin, travma sonrasi
sonuclarin olumlu ya da olumsuz olmasini belirledigi konusunda pek ¢ok aragtirmaci
fikir birligine varmigtir (Aldwin ve Levenson, 2004). Basa ¢ikma stratejileri farkli
kategorilendirilmesine ragmen, genel olarak problem-odakli, duygu-odakli basa
c¢itkma ve kaginma olarak incelenmistir. Yapilan ¢alismalarda, problem-odakli bag
etme yolunu tercih edenlerin olumlu sonugclarla iliskili; kacinma ve duygu-odakli bag
etmenin ise olumlu sonuglarla negatif iligkili oldugu bulunmustur (Aldwin, vd.,
1996; Moos & Schaefer, 1993; Mason vd., 2006).

Bazi calismalarda, sosyal destek ile TSG arasinda pozitif iliski oldugu
bulunmustur (Cadell, Regehr, & Hemsworth, 2003; Weiss, 2004a). Sosyal destek
tirlerine bakildiginda ise sadece arkadaslardan alinan sosyal destegin TSG ile
anlamli olarak iliskili oldugu bulunmustur (Lev-Wiesel, & Amir, 2003). Sosyal
destek ve problem odakli basa ¢ikma mekanizmasi, TSSB icin koruyucu faktdrlerden
oldugu (Haden vd., 2007; Clapp ve Beck, 2009) ve Tiirkiye’de yapilan bir calismada
da TSG’nin, sosyal destek ve problem odakli basa ¢ikma mekanizmalariyla pozitif
iliskili oldugunu saptamistir (Karanct ve Erkam, 2007). Algilanan sosyal destek
azligr, TSSB’yi yordamaktadir (Johansen vd., 2007). Bu agidan sosyal destegin
travma etkilerini azaltici ve koruyucu bir gorev iistlendigi cesitli ¢aligmalarda
gorilmiistlir (Bonanno vd., 2007).

Ruminasyon, kisinin yasadig1 travmatik olay ve sikintisi ile ilgili belirtilere,
olast meydana gelme sebeplerine ve sonuglarma tekrar tekrar odaklanmasi,
diistinmesi olarak tanimlanabilir (Nolen-Hoeksema, Wisco, Lyubomirsky, 2008).
Ruminasyonun TSSB siddeti ile iliskili oldugu diisiiniilen 6zelliklerin, ruminasyona
devam etme saplantisi, iiretken olmayan diisiincelerin ortaya ¢ikmasi, ‘neden’ ve
‘ya..olsaydi-nasil olurdu’ tarzi sorular, ruminasyon oncesi ve sonrasi yasanan
olumsuz duygular, oldugu savunulmustur. Tedeschi ve Calhoun (2004), ‘isteyerek-
bilingli” olarak anlam ¢ikarabilmek i¢in travmatik olay hakkinda diisiinmeye bilissel
islemleme veya ruminasyon demektedir. Cann vd. (2011) ruminasyonu ‘tekrarlayici
diisiince, bilgileri birlestirerek iizerine derin diisiinmek’ olarak tanimlamis, ve

ruminasyonun her zaman olumsuz sonuglarla bitmedigini vurgulamislardir. Istemli
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ruminasyon, ‘Bu benim gelecegim i¢in ne anlama geliyor? Bu diinyaya bakisimi
nasil etkiledi?” gibi sorular sormasina ve bireyin travmatik yasantisin1 yonetmesine
ve anlamasima (Tedeschi & Calhoun, 1995) yardim eder. Travmatik olaya iliskin
ruminasyon 2 basamaga ayrilmustir. ilki ‘otomatik’, istemsiz olarak kisinin aklina
gelen ve olayin hemen ardindan, beklenmedik zamanlarda gelen ruminasyon tiirtidiir.
Ikincisi ise, daha bilingli, ‘istemli’ baslatilip siirdiiriilen, ¢abanin ve zamanin gerekli
oldugu ruminasyondur. Bu istemli ruminasyonun, yasanilan olay1 islemlemeye
yarayan ve anlam arayisini destekleyen, dolayisiyla TSG’ye yol agan ruminasyon
tiiri oldugu iddia edilmistir.

Calismanin Amaci ve Kapsami

Bu calismada Izmir’de yasayan yetiskinlerin yasam boyu karsilastiklar1 tiim
travmatik olaylar ve bu olaylardan onlar1 en ¢ok etkileyen olayla ilgili bilgi
toplanmistir. En ¢ok etkilenilen olayin DSM-IV-TR travmatik olay (A) (APA, 2001)
kriterini karsilayip karsilamadigi degerlendirilmis ve bu kritere uyan olayin rapor
eden katilimcilarda olast Travma Sonrast Stres Bozuklugu'nun (TSSB) yaygiligi
arastirilmistir. Ayrica, TSS belirti siddeti ve Travma sonrasi gelisim (TSG) diizeyleri
ve bunlarla iligkili olabilecek sosyo-demografik, olayla ilgili 6zellikler, kisilik
ozellikleri, basetme yollari, ruminasyon tiirii, algilanan sosyal destek incelenmistir.
Ayni orneklem grubundan hem travma sonrasi stres hem de TSG ile ilgili bilgi
toplandig1 icin travmanin olumsuz ve olumlu sonuclarini yordayan degiskenler
incelenebilmigtir. Ayrica, bu faktorlere bir biitiin olarak bakip degerlendirebilmek
icin bir model Onerilmistir. Bu model, Parkinson (2000) modelinin ana hatlarim
alarak, Schaefer ve Moos’un (1992) modeli ve Tedeschi ve Calhoun’un (2004)
modelindeki faktorlerin de bir araya getirilmesi ile olusturulmustur. Ozetle, bu
calismanin iki temel amac1 vardir. Birincisi, Izmir’de yasanan travmatik olaylarin
cesitliligini, olas1t TSSB ve yayginligini aragtirmak, ikincisi ise TSS belirti siddeti ve
TSG’nin yordayicilarint daha kapsamli bir model ¢er¢evesinde arastirmaktir.
2. YONTEM

Orneklem

Izmir'de yasayan toplam 740 yetiskin arastirmaya katilmistir. Bu
katilimcilarin, 476’°s1 kadin (%64.3), 264’1 erkek (%35.7), yas ortalamasi ise 43.2
(Ss=15.2) ve yas aralig1 18-85’tir. Katilimcilardan 508’1 (%68.6) evli, 251°1 (%33.9)
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ilkokul, 199°u (%26.9) lise, ve 128’i (%17.3) iiniversite mezunudur. Orneklem 242
(%32.7) ¢alisan, 498 (%67.3) calismayan kisilerden olugmaktadir. 476 kadin
katilimcidan 230°u (%47.1) ev hanimidir. Katilimeilarin 416°s1 (%56.2) eve giren
aylik gelir diizeylerini orta-diizey olarak rapor etmiglerdir. 109 katilimci (%14.7)
saglik sigortasina sahip olmadiklarint bildirmislerdir. Ayrica, 104 katilimer (%14.1)
son iki yil icerisinde yasadiklar1 ruhsal rahatsizlik oldugunu, ve 83’1 (%11.2) tedavi
gordiigiinii, 49°u (%6.6) ise halen tedaviye devam ettiklerini belirtmislerdir.

Veri Toplama Araglan

Veriler, standardize 0z-degerlendirme araclar1 aracilifiyla toplanmistir.
Arastirma kitapg¢ig1 sosyodemografik veri formu disinda Travma Sonrasi Stres Tani
Olgegi, Olaya iliskin Ruminasyon Envanteri, Travma Sonrasi Gelisim Envanteri,
Temel Kisilik Ozellikleri Envanteri, Basa ¢ikma Yollar1 Olgegi, Cok Boyutlu
Algilanan Sosyal Destek Olgegi’ni igermektedir.

Demografik Veri Formu

Bu form, katilimcilarinin demografik 6zelliklerini (yas, cinsiyet, egitim
durumu, medeni durum, gelir diizeyi), calisma durumlarini (¢aligmama nedeni, isteki
konumu, sahip oldugu saglik sigortasi), daha Once tedavi gerektiren ruhsal
rahatsizliklarinin olup olmadigim1 (varsa tedavi tirii ve devam eden tedavi)
belirlemek amaciyla Demografik Bilgi Formu kullanilmistir.

Travma Sonrasi Stres Tani (")l(;egi (PDS)

Elli maddeden olusan ve kendini degerlendirme (self-report) biciminde olan
Travma Sonrast Stres Tam Olcegi (PDS) travma sonrasi stres bozuklugunu
belirlemek amaciyla gelistirilmistir (Foa, Cashman, Jaycox, ve Perry, 1997). Olgegin
Tiirk¢e’ye uyarlama caligsmasi Isikli (2006) tarafindan yiiriitiilmiistiir. Bu ¢alismada,
Travma Sonrasi Stres Tam Olgegi yasanan travmatik olay tiirleri ve olaya bagh
yasanan psikolojik sikintilarin derecesi, travma sonrasi belirti siddetini (TSS belirti
siddeti) arttirict/ azaltict etkileri ve olast TSSB tanisi1 alabilecek bireylerin
yayginhigini degerlendirebilmek amaciyla kullanilmigtir. Ug faktdr, bu érneklemde
varyansin %55.8’in1 agiklamistir. 17 maddeden olusan TSS belirti siddetinin ig
tutarliligt .91 olarak bulunmus, yeniden yasama, ka¢inma, irkilme belirtilerinden
olusan 3 faktoriin ise sirasiyla .82, .79, .86 Cronbach alfa degerlerine sahip oldugu

gorilmiistiir.
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Olaya fliskin Ruminasyon Envanteri (ERRI)

Travma sonrasi bilissel islemlemeyi kapsayan 2 ruminasyon bi¢imini
(intrusif/otomatik ve istemli) degerlendirmek amaciyla olusturulmus, 20 maddelik bir
dlgektir (Cann vd., 2011). iki bolimden olusan dlgekte, katilimcilardan travmatik
olaym hemen sonrasindaki birka¢ haftada olabilen otomatik diigiinceleri
derecelendirmeleri ve istemli olarak travmatik olay1 diisiinmeye ayirdiklari zamani
degerlendirmeleri istenir. Bu 06lgegin Tirkge’ye cevirisi ve gecerlilik gilivenirlik
calismasi Calisir vd. tarafindan (devam etmekte) yapilmistir. Bu calismada, ERRI,
Ozellikle bu iki tlir ruminasyonun travma sonrasi sonuglara olan olasi etkilerini
aragtirmak icin kullanilmistir, iki faktor yapisi yiiksek ic tutarlilik katsayilarina sahip
oldugu sdylenebilir; intrusif ruminasyon .93, istemli ruminasyon ise .87.

Travma Sonrasi Gelisim (")lt;egi (PTGI)

Yirmi bir maddeden olusan bu 6l¢ek travmatik yasantilar sonrasi bireylerde
goriilebilecek olumlu gelisim/ doniistimleri degerlendirmek {iizere Tedeschi ve
Calhoun (1996) tarafindan gelistirilmistir. Bu olgek, Dirik (2006) tarafindan Kilig
(2005) ¢evirisi de goz Oniinde tutularak Tiirkge’ye ¢evrilmistir. Bu ¢alismada travma
sonrasi olusabilecek olumlu doniisiimleri degerlendirebilmek ve olumlu sonuglara
katki saglayan faktorleri arastirabilmek i¢in kullanilmistir. Dirik’in (2006) ¢evirisinin
ve 5-faktdr yapisinin (Karanci vd., 2009) kullanilmasiyla i¢ tutarlilik katsayilar1 yeni
olanaklarin algilanmasi alt boyutu i¢in .80, kisileraras1 iligkiler i¢in .77, yasamin
kiymetini anlama i¢in .81, bireysel giicliiliik i¢in .72, manevi degisim i¢in .76 , tim
Olgek i¢inse Cronbach alfa .91 bulunmustur.

Temel Kisilik Ozellikleri Olcegi (BPTI)

Olgek Tiirk Kiiltiiri’nde degisik kisiliklerin tanimlanmasinda siklikla
kullanilan sifatlarin belirlenmesi amaciyla Gengdz ve Onciil (2012) tarafindan
gelistirilmistir. 45 maddeden olusan Olgek, 6 alt Olcek igermektedir. S6z konusu
Olcek bu arastirmada, kisilik Ozelliklerinin olast TSS belirti siddetini ve travma
sonras1 gelisimi azaltic/ ¢ogaltic etkisini incelemek amaciyla kullanilmigtir. Ayrica
kisilik ile basetme stratejileri, ruminasyon tipi ve sosyal destek parametrelerinin
birlikte TSS belirti siddetine ve TSG’ye olan etkileri degerlendirilmistir. Alti

faktoriin Cronbach alfa degerleri gecimlilik, sorumluluk, disadoniikliik, duygusal
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tutarsizlik, olumsuz degerlik, gelisime agiklik i¢in sirasiyla .81, .77, .79, .79, .69, .61
bulunmustur. Tiim 6lgegin i¢ tutarlilik katsayisi ise .76 olarak hesaplanmustir.

Basetme Yollar1 Olcegi- Tiirk formu (WCI-T, belirtilen travmatik olaya
yonelik)

Folkman ve Lazarus (1985) tarafindan ¢esitli bas etme stillerini 6lgmek
amaciyla gelistirilen 6l¢ek 74 maddeden olugsmaktadir. Tiirk¢e’ye adaptasyonu Siva
(1991) tarafindan yapilmistir ve i¢ tutarlilik katsayisi .91 olarak bulunmustur. Bu
calismada 42 maddelik Tiirk formu (WCI-T), kisilerin yasadiklar1 travmatik olaylarin
ardindan kullandiklar1 bas etme yollarin1 belirlemek, TSS belirti siddeti ve TSG’ye
etkilerini arastirmak amaciyla kullanilmis, dort-faktdr ¢oziimiiyle Faktor analizi
yapilmigtir. Dort-faktor ¢6ziimii, ‘kaderci’ (o = .86), ‘destek arayic’ (o = .72),
‘problem ¢ozme’ (a0 = .77), ve ‘caresizlik’ (o = .75) varyansin %36.75’ini
aciklamistir. Tiim 6lgegin i¢ tutarlilik katsayisi ise .86 olarak bulunmustur.

Cok Boyutlu Algilanan Sosyal Destek Ol¢egi (MSPSS)

Zimet, Dahlen, Zimet, ve Forley tarafindan (1988) gelistirilen 6lcek, 12
maddeden olugmaktadir. Olgegin Tiirkge’ye adaptasyonu Eker ve Arkar (1995), daha
sonra Eker, Arkar ve Yaldiz (2000) tarafindan yapilmistir. Bu arastirmada, bu 6lcek
travma sonrasinda kisilerin algiladiklar1 sosyal destek diizeylerini incelemek, TSS
belirti siddeti ve TSG’ye etkilerini arastirmak amaciyla kullanilmistir. I¢ tutarhilik
degerlerine bakildiginda, bu orneklemde Cronbach alfa degerleri algilanan sosyal
destek sirasiyla arkadastan .90, aileden .90, 6nemli diger kisiden .89 olarak, tiim
Olgek i¢inse .90 olarak bulunmustur.

Islem

Oncelikle Izmir’den temsili tesadiifi 6rneklem igin Tiirkiye Istatistik
Kurumu’na (TUIK) basvurulmustur. Arastirma amaglarindan biri travmatik yasam
olaylar1 yaygmhgini tespit etmek oldugundan, orneklem biiyiikliigi de TUIK
tarafindan hesaplanmistir. TUIK, anket uygulanan 740 haneyi, 2007 yilinda
tamamlanan Adrese Dayali Kayit Sistemine (ADNKS) altlik olusturan Ulusal Adres
Veri Tabani’n1 kullanarak tespit etmistir.

Oncelikle, Izmir Valiligi'nden gerekli izin yazilarinin alinmasmin ardindan,
anketor ekip kurulmus ve ev ziyaretleri yoluyla verilerin toplanmasi ger¢eklesmistir.

Hane halkindan bir kisi Kish yontemi ile se¢ilmis, uygulama oncesinde kisiye valilik
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izninin bir drnegi ile arastirmanin amacini agiklayan ve proje yiiriitiiclisii tarafindan
imzalanmis olan bir yazi sunularak, kimliklerinin gizli kalacagi ve goniilliiliigiin esas
alindigini1 belirtilmistir. Goniillii katilim formu imzalatilmis ve goriismeler yaklasik
30-45 dakikalik siire igerisinde tamamlanmistir. Her katilimciya, tim uygulama
bittikten sonra calisma hakkinda daha detayli bilgilerin yer aldigir ‘Katilim sonrasi
bilgi formu’ verilmistir.

Veri Analizi

Istatistiksel analizler SPSS 17 ve LISREL 8.80 programlari kullanilarak
yiriitilmiistir. Olay tiirlerinin ve cinsiyet farkliliklarinin etkilerini gorebilmek
acisindan katilimcilarin yanitlari, en fazla rahatsiz eden olay (ETO), ruhsal olarak
travmatik (Kriter A’y1 karsilayan) olay (RTO), olas1 TSSB kriterlerine uyanlara gore
karsilastirilmistir. Farkli olay tiirleri ve cinsiyet farklarini karsilagtirabilmek igin Ki-
kare analizleri kullanilmistir. Sosyodemografik degiskenlerin olast TSSB ile iligkisini
degerlendirebilmek i¢in Lojistik regresyon analizi yiiriitiilmiistiir. Daha sonra 13 olay
tirti dort grup olay tiirii altinda toplanmistir; (1) kasit/saldiri igeren siddet, (2)
yaralanma/sok edici olay, (3) beklenmedik/ani 6liim, (4) diger olaylar. Bu dort olay
grubunun ii¢ travma sonrasi stres belirtisi ve travma sonrasi gelisim bes alt boyutu
acisindan farklilasip farklilasmadigini degerlendirebilmek icin ¢ok yonlii varyans
analizi (MANOVA) yiiriitiilmiistiir. Daha sonra, TSS belirti siddeti ve TSG’yi
yordayan degiskenleri arastirabilmek i¢in iki ayr1 hiyerarsik ¢oklu regresyon analizi
yiiriitiilmiistlir. Son olarak, bu ¢alismada onerilen modelin test edilebilmesi ve belirti
siddeti ve travma sonrasi gelisim gibi farkli sonuglara yol acan degiskenler arasi
dogrudan/dolayli iligkilerin incelenebilmesi i¢in yapisal esitlik modeli (YEM)
kullanilmistir. Benzer sekilde, iki sonu¢ degiskeni (belirti siddeti ve TSG) arasindaki
iliskiyi anlayabilmek i¢in baska bir model test edilmistir.
3. BULGULAR

Travmatik Yasam Olaylar1 ve Travma Sonrasi Stres Bozuklugu
Yayginhg

Bu ¢alismada DSM-IV TSSB tani dlgiitlerinden A 4lgiitiinii  karsilayan
kisilerin yasadiklar1 travmatik olaylar “Ruhsal Travmatik Olay” (RTO), yasandig

belirtilen ancak DSM-IV A 6lgiitiinii karsilamayan olaylar sadece “Travmatik Olay”
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(TO) ve en ¢ok etkileyen olay olarak secilen olay ise “En Cok Etkileyen Travmatik
Olay” (ETO) olarak tanimlanmaistir.

Tim 6rneklemde 498 kisi (%67.3) hayati boyunca en az bir travmatik olay
(TO) yasadigimmi bildirmistir. Tiim Orneklem i¢in en sik yasanilan (%73) TO
beklenmedik oliimdiir. Tanimadigir biri tarafindan fiziksel bir saldiriya maruz
kalmak, erkek ve kadin 6rneklemde farklilasmistir. Ayrica, askeri bir ¢arpisma ya da
savag alaninda bulunma, hapsedilme ve iskenceye maruz kalma olay tiirlerinde,
kadin ve erkek drneklemde goriinen farklar anlamlidir.

Yasam boyu karsilasilan TO’lardan kisiyi en fazla etkileyeni sevilen ya da
yakin birinin beklenmedik Sliimiidiir (%51.6). Bunu sirasiyla diger olaylar (%14.1)
ve hayat1 tehdit eden bir hastalik (11.8), ciddi bir kaza, yangin ya da patlama olay1
(%8.4) takip etmektedir. Bu olaylardan beklenmedik oliim, kadin ve erkek
orneklemde anlamli diizeyde farklilagmistir.

Kendilerini en fazla etkileyen bir yasant1 isaretleyen 498 katilimcinin 233’si
(%46.8°’1) DSM-IV’te belirtilen TSSB tan1 dlgiitlerinden A’y1 karsilamaktadir. Tiim
orneklem i¢in RTO yasama yaygmligi %31.5tir. Ciddi bir kaza, Aile iiyelerinden
biri ya da tanidiginiz bir kisi tarafindan fiziksel bir saldiriya maruz kalmak, ve Hayati
tehdit eden bir hastalik olaylarinin daha fazla RTO olma yoniindeki fark anlamlidir.
Ayrica, beklenmedik 6liim ve diger olaylarin daha az RTO olma yoniindeki fark
anlamlidir.

DSM-IV olgiitlerine gore RTO yasayan, yani A Olgiitiinii karsilayan 233
kisiden 80’1 (%34.3°1 ve tiim 6rneklemin %10.8°1) tan1 sisteminde belirtilen B, C, D,
E ve F o6lg¢iitlerini karsilamaktadir. Bu olaylardan sadece beklenmedik 6liim olayinin,
olas1 TSSB’ye yol a¢ip agmama agisindan farkliligin istatistiki olarak anlamli oldugu
bulunmustur.

Regresyon analizi sonucuna gore, ruhsal rahatsizlik, diistik gelir diizeyi, geng
yas, diisiik egitim diizeyi olas1t TSSB ihtimalini yilikseltmektedir.

Travma Sonrasi Stres Belirti Siddetinin Yordanmasi

Bu model ile yapilan ilk regresyon analizinde bagimli degisken ‘travma
sonrasi stres belirti siddeti’, bagimsiz degiskenler ise ‘kisilik 6zellikleri’, ‘travmatik
olay ile ilgili degiskenler’, ‘travmatik olay sonrast degiskenler’dir. Birinci adimda,

enter metoduyla, kontrol degiskeni olarak atanan demografik degiskenlerin katkisi
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cikarildiktan sonra ikinci adimda (stepwise methoduyla) kisilik 6zellikleri, ticlincii
adimda (stepwise methoduyla) olayla ilgili degiskenler, son basamakta ise (stepwise
methoduyla) travma sonrasi degiskenler analize sokularak, Hiyerarsik Regresyon
Analizi yiiriitilmustiir.

Analiz sonucunda, tiim degiskenlerin girildigi son basamakta , gen¢ olma,
kadin olma, diisiik gelir durumunun, yiiksek duygusal tutarsizligin, yiiksek
engellenme diizeyinin, belirtilerin devam etmesinin, beklenmedik 6liim olayma
kiyasla kasit/saldir1 iceren siddet olay grubunun, olay zamaninin yakin olmasi,
intrusif/otomatik ruminasyon, istemli ruminasyon ve kaderci basetme yolunun
yiiksek olmas1 daha fazla travma sonrasi stres belirti siddetini yordadigi bulunmustur.

Travma Sonrasi Gelisim’in Yordanmasi

Son basamakta, gen¢ olma, diisiik egitim durumunun, sorumluluk kisilik
Ozelliginin, beklenmedik Olim olay grubuna kiyasla yaralanma/sok edici olay
tirtiniin, uzun belirti siiresinin, istemli ruminasyonun, problem-odakli bas etme
yollariin, sosyal destek arayici bas etme yollarmin, arkadastan ve digerlerinden
algilanan sosyal destegin anlamli diizeyde TSG’yi yordadigi bulunmustur.

Model Testi

Bu c¢alismada Onerilen model, LISREL 8.8 kullanilarak Yapisal Esitlik
Modeli (YEM) ile test edilmistir. Bu modelde yer alan temel degiskenler su sekilde
siralanabilir; Kisilik ozellikleri, Olaya iliskin faktorler, Algilanan sosyal destek,
Olaya iligskin ruminasyon, Bas etme yollari, Travma Sonrasi Belirti (TSS) Siddeti,
Travma Sonrasi Gelisim (TSG). Bu calismadan elde edilen veri ile model test
edildiginde, modelin verilere iyi uyum sagladig: istatistiki olarak goriilmektedir; y?
(1131, N = 498) = 2476.92, p < .001, (y¥ sd = 2.19); RMSEA = .049 (C.I. 0.046-
0.052), NNFI = .96, CFI =.96.

Yiiksek nevrotizmin rapor edilen olay siddetini, Intrusif ruminasyonu, ve
Duygu-odakli basa ¢ikma yollarim arttirdigi goriiliirken, Diger-kisilik 6zelliklerinin
anlamli diizeyde Istemli ruminasyonu, ve Aktif basa c¢ikma yollarmi arttirdigs
bulunmustur. Rapor edilen olay siddetinin artmasi anlamli diizeyde Intrusif
ruminasyonu, ve Istemli ruminasyonu arttirdig1 gériilmiistiir. Istemli ruminasyonun
kullanilmast anlamli diizeyde TSG diizeyini arttirdigi, hem istemli ruminasyonun

hem de intrusif ruminasyonun kullanilmasinin ise Belirti siddetini arttirdig1
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gOriilmistlir. Bunlara ek olarak, intrusif ruminasyonun daha ¢ok Duygu-odakli basa
cikma, Istemli ruminasyonun ise daha ¢ok Aktif basa c¢ikma ile iliskili oldugu
bulunmustur. Algilanan sosyal destegin yiiksek olmasi Aktif basa ¢ikma yollarina
basvurmayi arttirdigina isaret etmektedir. Aktif basa ¢ikma yollarinin kullanilmasinin
TSG’yi arttirirken, Belirti siddetini diislirecegini, Duygu-odakli basa ¢ikmanin ise
Belirti siddetini artticagini1 gostermektedir.

Arastirma sonuglari, nevrotizmin daha fazla duygu-odakli basa ¢ikma yolunu
kullanmaya neden oldugunu ve bunun da belirti siddetini arttirdigin1 gostermektedir.
Bir bagka yol ise, yiiksek nevrotizm diizeyinin rapor edilen olay-siddetini arttirdigini,
bunun da ruminasyonu (intrusif ve/veya istemli ruminasyonu) arttirdigini, ve
dolayisiyla daha yiiksek belirti siddeti yagsanmasina sebep oldugunu gdstermektedir.
Ancak, ilging bir sekilde bulgular nevrotizm’in olumlu sonuglara (TSG’ye) da istemli
ruminasyon lizerinden varilabilecegini gostermektedir. Nevrotizm’in TSG’ye dolayli
etkisinin anlamli oldugu, nevrotizmin travma sonrasi gelisime yiiksek olay-siddeti
ve/veya intrusif ruminasyon lizerinden daha fazla istemli ruminasyon araciligiyla
ulagilabilecegi modelde goriilmektedir. Bir diger ilging sonug¢ gosteriyor ki, istemli
ruminasyonun Aktif basa ¢ikma iizerinden TSG’ye dolayli etkisi istatistiki olarak
anlamliyken, istemli ruminasyonun Aktif basa c¢ikma iizerinden belirti siddetine
dolayl etkisi istatistiki olarak anlamli degildir.

Bunlarin disinda, intrusif ruminasyon duygu-odakli basa ¢ikma araciliiyla
belirti siddetini arttirirken, Istemli ruminasyon Aktif basa ¢ikma aracilifiyla TSG
diizeylerini arttirmaktadir. Diger kisilik 6zelliklerinin (disadontikliik, gelisime aciklik
vb.), istemli ruminasyon araciligiyla veya istemli ruminasyon ve Aktif basa ¢ikma
yollar1 araciligiyla daha fazla TSG gosterdigi goriilmektedir. Ancak, Diger-kisilik
ozelliklerinin Belirti siddeti tizerindeki dolayl etkisinin istemli ruminasyon ve/veya
Aktif basa ¢ikma araciligiyla, istatistiki olarak anlamli olmadigin1 gostermektedir.

Yiiksek sosyal destek algisinin Aktif basa ¢ikma yollarmin kullanilmasin
arttirarak, Travma sonras1 gelisim diizeylerini arttirdig1 ve belirti siddetini azalttig
bulunmustur. Sonug olarak, Belirti siddeti’ndeki varyansin %52°si ve TSG’deki
varyansin %45’1 model tarafindan agiklanmistir.

Belirti siddeti ve TSG arasindaki iliskiyi test edebilmek i¢in daha basit bir

model olusturulmustur. Bu model istatistiki olarak anlamli Ki-kare degeri ile veriye
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iyi fit etmis oldugu goriilmektedir, y* (355, N = 498) = 717.51, p < .001, (y*sd =
2.02); RMSEA = .045 (C.1. 0.041-0.050), NNFI = .98, CFI =.98. Belirti siddeti ile
TSG arasinda pozitif bir iliski oldugu varsayilmis olsa da, bulgular anlamli ancak
negatif yonde bir iliskinin varoldugunu gostermektedir. Zayif bir iliski olmasina
ragmen, bu dogrudan iligki gosteriyor ki belirti siddeti azaldikca TSG diizeyleri
artmaktadir.
4. TARTISMA

Calisma bulgulari, tilke genelini temsili bir niteligi olmasa bile, Tiirkiye’de
yasanan en yaygin travmatik yasantilar, bu yasantilarin en olumsuzlari, ruhsal
travmatik olaylar ve bu olaylarin travma sonrasi stres bozuklugu ile iliskileri
konusunda 6nemli bilgiler saglamistir.

Travmatik Yasam Olaylar1 ve Ruhsal Travmatik Olaylarin Yayginhgi

Bu caligmanin sonuglari, TO, RTO, olast TSSB oranlari agisindan daha
onceki literatlir bulgulariin aralifinda oldugunu gostermistir. Tek tek olay tiirleri
bazinda yapilan karsilastirmalarda, tanimadigi biri tarafindan fiziksel bir saldirtya
maruz kalmak, askeri bir ¢arpisma ya da savas alaninda bulunma, hapsedilme ve
iskenceye maruz kalma olay tiirlerinde erkek ve kadin 6rneklemde farklilagmustir.
Ayrica, olaylar arasinda RTO niteliginde olup olmama agisindan istatistiki olarak
anlaml farklar bulunmustur. Bulgular, yaralanma/sok edici ve kasit/saldir1 igeren
siddet grubu olaylarinin daha siklikla RTO olarak yasanmasina yol acarken, 6liim ve
diger tiir olaylarin (6rnegin bosanma, iflas vb) daha az siklikla RTO niteligi
oldugunu gostermektedir. Diger taraftan da, beklenmedik o6liim olayinin, olasi
TSSB’ye daha az oranda yol a¢gmakta oldugu goriilmiistiir. Olaylarin yayginlik
oranlar ve cinsiyet farkliliklar ile ilgili sonuglar bir arada degerlendirildiginde, baz1
tiir olaylarin daha az bildirildigi bu nedenle istatistiki a¢idan anlamli farklarin
gozlenmedigi diisiiniilmiistiir. Ornegin, kasit/saldir1 igeren siddet olay tiirlerinin
bdyle bir aragtirma kapsaminda anketorlere rapor edilmesinde giicliikler yaganmis
olabilecegi diislinlilmektedir. Katilimei, ilk ve son kez karsilastigi arastirmaciya,
yasadig1 olaylar paylasmak konusunda zorluk ¢ekmis/paylasmak istememis olabilir.
Bunun bir nedeni, arastirma yonteminin dogasi geregi giiven iligskisinin kurulmasinin

zor olabilecegidir.

181



Regresyon analizi sonuclar1 diisiik gelir diizeyi, gen¢ yas, diisik egitim
diizeyi, ruhsal rahatsizligin olmasi, olas1t TSSB’yi arttigini1 ortaya koymustur. Kadin
ve erkek arasinda, olasi TSSB acisindan da anlamli bir farklilik bulunmamustir.
Ancak, kadin ve erkek arasinda tani anlaminda bir fark olmamasi, bu durumun
travma sonrast stress (TSS) belirti diizeyleri agisindan farklilar yaratabilecegini
diistindiirmiistiir. Ayrica, cinsiyete bagh farkliliklarin goriilmemesinin bir bagka
nedeni de, olayin islenme veya kullanilan basa ¢ikma stratejilerindeki farkliliklar
olabilir. Buna ek olarak, bazi1 olay tiirlerinin cinsiyete bagli olarak ifade edilme
zorlugu sebebi ile, cinsiyete bagli olarak eksik bildirim, dolayisiyla sonuglarin
karsilastirilmasi ve analiz yapilmasina engel durumlar olusturdugu sdylenebilir.

Travma Sonrasi Stres Belirti Siddeti ile ilgili Faktorler

Bu c¢alismada, duygusal tutarsizligin yiiksek belirti siddetiyle en fazla iligki
gosteren kisilik 6zelligi oldugu saptanmistir. Yiiksek nevrotizm yapisi olan kisilerin
travmatik olay sirasinda yiliksek siddet algisi nedeniyle daha fazla etkilendigi
(Lockenhoff vd., 2009) belirtilmistir. Artan engellenme diizeyi (sosyal-evlilik-
akademik-galisma hayati, esi, arkadaslari, is arkadaslar ile iligkiler) ve belirtilerin
uzun stirmesi yiiksek belirti siddeti ile iligkili bulunmustur. Bir varsayima gore, stres
belirtilerinin devam etmesi, kisinin iglevselliginin bozulmasina (Mulder, Fergusson
& Honvood, 2013) ve siddet algisinin da korunmasina sebebiyet vermektedir. Bu
nedenle kisinin belirti siddeti de artmaktadir. Travmatik olay {lizerinden gegen siire
arttikca, belirti siddetinin azaldig1 goriilmiistiir. Mevcut ¢alisma, beklenmedik 6liime
kiyasla kasit/saldir1 igeren siddet grubu olaylarin belirti siddeti ile pozitif iligkili
oldugunu gostermistir. Kasit/saldir1 igeren siddet grubunda yer alan olaylarin belirti
siddetini arttirma sebeplerinden biri, olaymm dogas1 geregi, adaptif basa ¢ikma
stratejilerinin kullanilma ve anlam bulma agisindan yasanan zorluklarin da olaya
eslik ediyor olmasidir. Aynmi sekilde, bu tiir olaylar sonrasinda, olayr ve amilar
ruminasyon yaparak, bastirarak veya kacinarak olumsuz bir sekilde yorumlama da
belirtilerin siirdiiriilmesine neden olabilmektedir (Mayou vd., 2002). Bu asamada,
olaym kendisinden ziyade, intrusif anilar ile ilgili bireyin kaynaklar1 ve kapasitesi
onem kazanmaktadir. Bu calismadan elde edilen bulgular, intrusif ruminasyon,
istemli ruminasyon ve kaderci basetmenin de belirti siddetini etkileyen Onemli

paydaslar oldugunu ortaya koymustur. Dini basa ¢ikmanin hem negatif hem pozitif
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yonde iki tarafli ele alinabilecegi varsayilmistir. Bir tarafta, olumlu dini basa
cikmada, Tanri ile sadakat ve giiven sorgulanmayan bir iligki kurularak, sorunlar
Tanrinin  yardimi1 ile bagislama, kabul etme ve kendi haline birakma ile
¢oziilmektedir. Ote yandan, olumsuz dini basa ¢ikmada Tanr ile giivensiz bir iliski
s0z konusudur ve stresli olaylar Tanrinin bir cezasi olarak yorumlanir. Bu ¢alismanin
bulgulari, negatif dini basa ¢ikma ile daha fazla ilgili oldugu varsayilabilir. Ancak
travma sonrasi degerlendirmeler ve kadercilik-dini yolla basa ¢ikma iizerine daha
derinlemesine goriismeler yapilip nitel analizlerle bu sonuca varmak dogru olabilir.
Negatif dini basa ¢ikmada adaletsizlik diislinceleri, Tanri'ya 6fke duygulan ile
travmatik olaylara iligkin anlam bulmakta zorluklar yasanabilir (Pargament vd.,
1998), buna bagli olarak da belirti siddetinin arttig1 sOylenebilir.

Travma Sonrasi Gelisim ile ilgili Faktorler

TSG’nin daha fazla, gen¢ yas ve diisik egitim diizeyi ile iliskili oldugu
bulunmustur. Agiklamalar ¢ogunlukla, travma sonrasinda genglerin yaglilara gore
daha kolay adapte olabilecegi olasiligina yogunlasmistir. Bu da temel inanglarin yash
insanlarda kolay degismezken, gen¢ insanlarda kirilabilir ve potansiyel olarak
degisebilir olmasindan kaynaklanabilmektedir (Calhoun vd., 1998). Baska bir
aciklama ise, yasli insanlarin genel olarak daha uzlagmaci, vicdani ve duygusal
olarak daha istikrarli olmasi sebebiyle olumlu degisikliklerin daha az belirgin
olabilecegidir (Roberts & Mroczek, 2008). Bu calisma bulgulari, geng yasin, yiiksek
belirti siddeti ile de iliskili oldugunu bulmustur. Dolayisiyla, sadece gen¢ yasta
olmaktan ziyade, kisinin basa ¢ikma becerileri, zihinsel siiregleri, kaynaklar1 (sosyal
destek, kisilik) gibi diger faktorlerle de bir arada degerlendirildiginde sonuglari
degistirebilmektedir. Bu c¢alismada, sorumluluk kisilik 6zelligi, TSG ile pozitif
iliskili bulunmustur. Baz1 ¢alismalar sorumluluk kisilik yapisinin, hedefe ulasmak
i¢cin daha disiplinli ve istekli olma (Costa & McCrae, 1992), problemden kaginmak
yerine dogrudan iizerine gitme (Connor-Smith & Flachsbart, 2007) gibi 6zellikleri
sebebiyle TSG ile iligkili oldugunu (Tedeschi & Calhoun, 1996; Shakespeare-Finch,
2005; Karanci vd., 2012) savunmustur. Bazi aragtirmacilar, olay tipine bagli bir
ayrima giderek, 6lim ve afet gibi 'dogal olarak' ortaya cikan olaylar sonrasinda
yasanan gelisimin, 'insan kaynakli' siddet ve saldir1 olaylar1 sonrasinda yasanan

gelisimden daha fazla oldugunu ortaya koydular (Shakespeare-Finch & Armstrong,
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2010; Ickovics ark., 2006). Bu calismada da, olay tiirli ag¢isindan yaralanma/sarsici
olay grubu (beklenmedik 6liim olay grubuna kiyasla) ve belirtilerin siiresi, gelisime
daha fazla etki eden iki degisken oldugu bulunmustur. Dolayisiyla bulgular, hayati
tehdit eden hastalik, dogal afet gibi nispeten daha dogal ger¢eklesen olaylar
sonrasinda gelisimin, beklenmedik oliim olay1 sonrast gelisimden daha yiiksek
oldugu goriisiinii desteklemistir.

Bu caligmanin sonuglari, travma sonrasi istemli ruminasyon, problem ¢dzme
basa ¢ikma yontemi ve destek arayisinin TSG ile pozitif yonde iliskili oldugunu
gdstermistir. Istemli ruminasyon, olayin duygusal etkisini azaltarak, kisinin travmatik
olay1 yonetmesine (Tedeschi ve Calhoun, 1995; 2004), bas etme yollar1 bulmasina ve
kisisel kaynaklarinin yeterli olduguna ikna olmasina yardimci olmaktadir (Calhoun
ve Tedeschi, 2006). Bu calismanin sonuglarina gore, basa ¢ikmanin iki adaptif yolu,
yani problem ¢O6zme ve destek arama basa ¢ikma yontemleri gelisim ile yiiksek
iligkili bulunmustur. Her iki basetme yolu da ¢6ziim i¢in aktif arayis igerir. Problem
odakli basa ¢ikma dogrudan sorunu ¢ézmek ya da bir durumu degistirmeye ¢alismak
icin bilin¢li ¢abalari igerirken (Billings ve Moos, 1981; Folkman ve Lazarus, 1985;
Moos ve Schaefer, 1993), destek arayis1 basetme yontemi daha c¢ok stresli
durumlarda tavsiye alma, eslik edecek birisini arama, ya da duygularin ifadesi
yaklagimlarini igerir (Carver ve ark, 1989; Litman 2006).

Sosyal destek, travmadan kurtulmak i¢in kullanilan bas etme yonteminin
yapilandirilmasini etkileyen bir faktor olarak karsimiza ¢ikar (O'Brien & DeLongis,
1997) ve aktif destek, durumun daha kolay yonetilmesi ile ilgili ¢cabalari etkileyebilir.
Ayrica, sosyal destegin, olayr kontrol edilebilirlik algisin1 ve kendine giiveni
gelistirerek, olayr daha olumlu degerlendirmek ve aktif basa ¢ikma stratejilerinin
secimini kuvvetlendirmeye yardimci olacagi savunulmaktadir (Schaefer ve Moos,
1998).

Model testi

Mevcut ¢alismada, nevrotizmin {i¢ dogrudan etkisi ortaya ¢ikmistir. Buna
gore yliksek diizey nevrotizm, olayin daha siddetli algilanmasina sebep olup, daha
fazla intrusif ruminasyona ve duygu odakli basa c¢ikma yoluna sebep olacag:
goriilmistiir. Bu iliskiler daha onceki literatiir sonuclarini destekler niteliktedir.

Nevrotizm kisilik 6zelligi, duygusal dengesizlik, davranis tutarsizlifi, gelismis
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fizyolojik uyarilma ile karakterize edilmistir (McCrae & John, 1992), bu da
cogunlukla uyumsuz bilissel siiregler (6rnegin hiisniikuruntuyla gibi) ile uygunsuz
basa ¢ikma stratejileri ile iliskilendirilmistir (Connor-Smith & Flachsbart, 2007). Bu
kisiler, duygularini diizenlemede zorluk cekebilir, tehditleri genellestirme/abartma
egiliminde ve artan tehlike ve caresizlik duygularini da olumsuz yorumlaniyor
olabilirler. Buna bagli olarak, nevrotizmin algilanan olay siddetini arttiracagi
beklenmeyen bir bulgu degildir.

Ruminasyon, 'Neden?', 'Neden ben?', 'Oyle olmasa/olsa...ne olurdu?' gibi
soyut sorular tekrar tekrar soruldugunda duruma uyumsuzluk artar. Bu takintiya-
benzer sorgulama bicimi, kisinin olayin negatif sonuclarina odaklanmasina neden
olur, dolayisiyla somut c¢oziimler iiretmesini engeller (Watkins, 2008). Bu tip
ruminasyonun (intrusif) travmatik olayla ilgili negatif duygular arttirdig1 ve problem
¢ozme siireglerini engelledigi, boylece islevselligin bozulmasimna ve daha fazla
sikintiya yol agtigi gosterilmistir. (Nolen-Hoeksema ve Morrow, 1991). Intrusif
ruminasyon esnasinda, birey kendini otomatik olarak olay1 diisiiniirken bulur, bu da
olayla ilgili konular1 tekrar tekrar yasama (TSSB bozuklugu) olasiligini arttirir. Bu
nedenle, nevrotizm ve ruminasyon, ile nevrotizm ve uyumsuz basa ¢ikma, arasindaki
pozitif iliski ¢esitli ¢alismalarda ortaya konmustur (Segerstrom vd., 2003). Stresli bir
olayin kendisi ya da olayin travmatik olarak algilanmasi bireylerin temel becerilerini
bozabilir. Birey travma sonucunda artan kontrol edilemezlik algis1 ve caresizlik
duygulart ile kendini bunalmis hisseder, buna bagli olarak bireyin basa c¢ikma
yetenekleri bozulabilir. Dolayisiyla, nevrotizm, olay sonrasi ka¢inma, kendini
suclama ve geri ¢ekilmeyi iceren duygu odakli (caresizlik ve kaderci) basa ¢ikma
stratejileri ile iliskili oldugu gosterilmistir. Sonug olarak, stresi yonetme yetenegi
azalmis oldugundan, nevrotizm kisilik yapisinin belirti siddetini arttirici etkisi oldugu
gortilmektedir (Costa & McCrae, 1992).

Intrusif ruminasyonun, kisinin olay hakkinda arastirma yapip bir anlam
bulmasina yardimei oldugu ve istemli ruminasyona yol acacagi iddia edilmektedir
(Tedeschi ve Calhoun, 2004; Cann vd., 2011). Intrusif ruminasyonun istemli
ruminasyon tiizerindeki etkisi, bu calismada da desteklenmistir. Her ne kadar,
Tedeschi ve Calhoun (2004), biligsel islemenin gelisimi tesvik etmesi i¢in ¢aba ve

zaman gerekli oldugunu ifade etmislerse de, zamanla ruminasyon tiplerinin nasil
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degistigi bu calismada test edilememistir. Bu da intrusif ruminasyonun istemli
ruminasyon araciliiyla yiiksek belirti siddetine yol agmasinin bir nedeni olabilir. Bu
caligmanin bulgulari, ayrica, travmatik bir olaymn intrusif ve istemli ruminasyon
tiplerini aktive ettigini, nevrotizmin intrusif ruminasyon tiplerini tetiklerken, diger
kisilik 6zelliklerinin istemli ruminasyonu artirdigini géstermistir. Bazi ¢alismalar her
ne kadar nevrotizmin bir olayin daha travmatik olarak algilanmasina yol agtigim
belirtse de (Lockenhoff vd., 2009), kisilerin bu olaylarla basa ¢ikmak i¢in gerekli
kaynaklara sahip olabileceklerini bunun da TSG olasiligin1 arttiracagini gostermistir
(Merecz vd., 2012). Bir baska calisma (Charlton ve Thompson, 1996) ise
nevrotizmin, hem duygu-odakli hem de beklenmedik sekilde problem odakli basa
c¢ikma ile daha ilgili oldugunu bildirmistir. Mevcut calismada bu Oneriyi test
edilebilmis ve sonuclar, istemli ruminasyon ve/veya aktif basa cikma yollar
araciligiyla, nevrotizmin TSG iizerinde O6nemli bir dolayli etkisi oldugunu teyit
etmistir. Bu bulguyla, bu iligkiyi anlamada oOnemli bir katki saglandigi
diistinilmuistiir.

Diger kisilik ozelliklerine sahip olanlar i¢in, istemli ruminasyon belirti
siddetinin artisina yol agmamakta, aksine TSG seviyelerinde bir artisa yol
acmaktadir. Diger bir deyisle, diger kisilik 6zelliklerine sahip olanlarda (ytiksek disa
dontikliik, gelisime aciklik, gecimlilik, sorumluluk ya da daha diisiik olumsuz
degerlik olanlar) istemli ruminasyonun olumlu bir etkisi vardir. Ancak, diger kisilik
Ozelliklerinin, hatta aktif basa ¢ikma stratejileri (problem-odakli basa ¢ikma, destek-
arayict basa cikma gibi) araciligiyla da, travma sonrasi stres belirtilerinin siddet
seviyelerini azaltmak icin yeterli giice sahip olmadiklari, fakat aktif basa ¢ikma
yollarinin gelisimi yiiksek diizeyde tesvik ettigi gosterilmistir.

Bunun 6tesinde, mevcut ¢alismanin sonuglari, travma sonrasinda algilanan
sosyal destegin aktif basetmeyi tesvik ettiini, bunun da TSG diizeyini artirdigini
gostermistir.  Ozellikle, kolektivist kiiltiirlerde, bireyler travma sonrasinda
cevrelerinden (aile, arkadas, komsu) yararlanma firsatina sahiptirler, bu da olaya
iliskin  diistince siirecleri ve duygular paylasabilir, olay1 islenebilir hale
getirmektedir. Bu nedenle, algilanan sosyal destek ve destek-arayici basa ¢ikma yolu
arasindaki eslesmenin (destek talebi, Oneri istemesi, yaninda olma talebi) negatif

sonuclar1 azaltirken pozitif degisikliklerin artmasinda 6nemli oldugu goriisiine
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varilabilir (Carver ve ark, 1989; Litman, 2006). Bir bagka bulgu da, disa doniikliik
gibi diger-kisilik faktorlerinin daha aktif basa ¢ikma yollarn ile iliskili oldugu
(McCrae ve Costa, 1986) ve TSG’1 tesvik ettigidir. Basa ¢ikma stratejilerinin ayni
zamanda kontrol edilebilirlik degerlendirmeleri ile iligkili oldugu, bu durumda eger
olay istemli ruminasyon ile kontrol edilebilir/degistirilebilir degerlendiriliyorsa,
problem-odakli basa ¢ikmaya egilim olacagi bulunmustur. Bu da, daha az
sikintryi/rahatsizligl, daha fazla umut duygusunu ve TSG’e yol agmaktadir (Janoft-
Bulman, 1979).

Bu calismanin sonucu, olaymn daha siddetli algilanmasimin ve daha fazla
intrusif ruminasyonun, duygu-odakli basa ¢ikma’ya yol agtigi yolunu gostermesi
acisindan 6nemlidir. Bu calismanin bir baska bulgusu da, istemli ruminasyonun
belirti siddetini de arttirabilecegidir. Bunun, istemli ruminasyon sonrasi, bireyin
travmatik materyal ile saglikli bas etmeyi basaramadigi (6rnegin, aktif basa ¢ikma
yollarin1 kullanamadig1) durumda gegerli olabilecegi varsayillmaktadir. Her ne kadar
istemli ruminasyon bireyin olayr islemesini ve bazi faydalar bulmasina rehberlik
etmesini kolaylastirsa da, birey bu asamada “takilip kalabilir” (Michael & Snyder,
2005). Bu nedenle, istemli ruminasyonun intrusif ruminasyon ile bir arada olmasi
durumunda, gelisimden ziyade sikintiya yol acacagi diisiiniilmiistiir. Dolayisiyla, bu
caligmadaki bulgu, bireyin yarar saglama ya da anlam bulma ¢abalari ile bogulmus,
ve ileriye dogru hareket edemez oldugu, bu girisimlerin de belirtilerin siddetini
arttirdig1 ve adaptif islemeye engel oldugu anlamina gelebilir. Diger bir deyisle, eger
birey olayr 'bitmemis bir is' (Beike & Wirth-Beaumont, 2005) gibi algilarsa,
devaminda anlam aramak i¢in yapilan girisimler uyumsuz basa c¢ikma seklinde
sonuclanabilir. Bu ¢alismanin sonucglarina gore, bilissel isleme sonrasinda bireyin
olumlu sonuglara ulasmak igin adaptif basa ¢ikma stratejileri araciligiyla bazi somut
davraniglar gostermesi gerektigi sonucuna varmak ¢ok yanlis olmayacaktir (Hobfoll
vd., 2007). Ayrica, gelecekteki niteliksel caligmalarda istemli ruminasyonun
iceriginin incelenmesi 6nemli ve ilging olacaktir.

Bunlarin disinda bazi goriigler, bazi tehlikeli olaylarin bile firsata yol
acacagini ya da firsat yaratacagini savunmaktadir. Olumsuz yasam deneyimlerinin,
hayatin bozulan dengesini yeniden saglamak i¢in bazi bireysel ¢abalarin artmasina

(Cadell vd., 2003), dolayisiyla yasamda ilerleme, degisim ve gelisimin bir dnciisii
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olabilecegini savunmaktadirlar. Tedeschi ve Calhoun (2004) ise, kendi modellerinde
travmatik olaylar sonrasinda, kaybi ve duygular1 kabul edebilmek ve olay
islemlemek gerektigine, bu nedenle TSG igin belli bir siirenin gerekli olduguna isaret
etmislerdir. Ancak, gelisim saglanabilmesi i¢in, stres belirti siddetinin azaltilmasi
yerine orta seviyede muhafaza edilmesi gerekmektedir. Bu nedenle, yonetilebilir
diizeyde sikint1, TSG’ye katkida bulunmaktadir. Mevcut ¢alismada, bu iliski basit bir
modelde ele alinmustir. Belirti siddeti ve TSG arasinda pozitif bir iliski One
stiriilmiigse de, modelde negatif bir iliski gozlenmistir. Sonuglar, belirti siddeti
azaldik¢a, daha yiiksek seviyede TSG saglandigini ortaya koymustur. Ancak bu
sonug, arastirma ¢aligmasinin zamanlamasi, yani travmanin ardindan gegen zaman ile
ilgili olabilir. Bir agiklama da, travmatik olaydan hemen sonra, insanlarin TSSB
belirtileri ve TSG sergileyebilecegidir. Zaman ic¢inde bu birliktelik travma sonrasi
stres belirti siddetinin azalmasi ile degisebilir. Bu calismada regresyon analizi
sonuclart gecen zamanla belirti siddetinin azaldigin1 gostermistir. Ancak, TSG ve
belirti siddeti arasindaki iliskinin zaman i¢indeki degisimleri iizerinde odaklanmis
boylamsal ¢alismalara ihtiyag¢ vardir.

Calismanin Giiclii Yonleri ve Kisithhklar

Farkli travmatik olaylarin ve olast TSSB’nin yayginligi, ve yasanan olayin
olumsuz ve olumlu sonuglarina iligkin ayni 6rneklem i¢inde yapilmis caligsmalar
Tiirkiye'de pek yaygm degildir. Caligmanin gii¢lii bir baska yonii de, genis bir
perspektifte degiskenler arasindaki ¢esitli dogrudan ve dolaylh iliskiler ile ilgili
degerlendirmeler sunuyor olmasidir. Degiskenlerin tek basina ve birarada katkilari
ayni zamanda incelenmistir. Ayrica, TSS belirti siddeti ve TSG arasindaki iligki de
ayn1 orneklem icinde incelenmistir. Son olarak, olaya iliskin ruminasyonun ve basa
¢ikma yollarinin iki farkli sonuca (TSS belirti siddeti ve TSG) aracilik eden rollerinin
incelenmesinin degerli bir katki sagladig diistiniilmiistiir.

Bu c¢alisma, smirhiliklart agisindan degerlendirildiginde veriler, hane
ziyaretleri seklinde ve tek seferlik uygulama yoluyla 6z-degerlendirme araglar
kullanarak toplandigindan, travmatik bilgilerin paylasgiminda ve katilimcilarin
kendini agmalarinda zorluk yasandigi sdylenebilir. Bu nedenle, baz1 olay tipleri (6rn.
cinsel/cinsel olmayan saldiri, siddet) ile ilgili katilimcilarin smrlt paylasimi

dolayistyla eksik bildirim olabilir. Caligmanin bir diger kisitlilig1 da Kish yonteminin
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kullanilmas: ile ilgilidir. Bu yontem, hane halki bazinda seckisiz O6rnekleme
saglarken, bu ¢alismada kadin 6rneklemin daha fazla olmasi ve kadin populasyonu
daha temsil etmesi seklinde sonuglanmistir. Son olarak, travmatik olaylar hakkinda
geriye doniik veriler toplandigi i¢in, 6zellikle, olay ile ilgili ruminasyon envanterinde
katilimcilar s6z konusu travmatik olaydan hemen sonraki donemleri hatirlamakta
zorluk yasamiglardir.

Oneriler

Bu ¢alisma bulgulariyla kisiligin, bilissel isleme ve basa ¢ikma stratejilerinin
rolii arastirilmig, travma sonrasi gelisim saglamaya imkan taniyan yollar sunularak,
bireye yaklasim ve bireylerin tedavisinde rehberlik saglamigtir. Ruh sagligi
hizmetlerinde, ruminatif siirecleri tesvik etmek, aktif basa ¢ikma mekanizmalarini
tyilestirmek ve sosyal destek (varsa) farkindaligini saglamak, TSG’nin kolaylastiric
degiskenleri olarak ele alinmalidir.

Bir Oneri, travma Oncesindeki faktorleri, travma sirasinda ve travma sonrasi
isleme ve TSG’1 tesvik eden adaptif tedavi stratejilerinin olasi etkilerini gdsteren bir
tedavi kilavuzu hazirlanmasi olacaktir. Gelecekteki arastirmalardaysa, travmatik
olaylarin dogasini, bu olaylarin anlamini; istemli ruminasyon, basa ¢ikma ve TSG’yi
kolaylastiran adaptif yollar1 anlamak i¢in derinlemesine nitel veri analizi uygulamak
Onerilmektedir. Ayrica, bu calismada ele alinmamis belirti siddeti ve/veya TSG
tizerinde etkisi olabilecek diger risk/katk: faktorlerini (kontrol algisi, umutsuzluk, 6z-
suclama, gibi) ileride arastirilabilir. Bu calismada elde edilen bulgular gelecekte
farkli 6rneklemlerde cogaltilmalidir. Son olarak, takip calismalarinin (boylamsal
caligmalar) gerekliligi ozellikle TSG i¢in gereken zamanin degerlendirilmesi

acisindan degerli katkilar saglayacaktir.
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