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ABSTRACT

THE MODERATING ROLE OF POSTTRAUMATIC GROWTH ON SUICIDE RISK

AMONG TRAUMA EXPOSED UNDERGRADUATE STUDENTS

Research has suggested that exposure to traumatic life events is one of the major risk
factors for suicide. With suicide ranking as the second leading cause of death among college
students, this study assessed the role that posttraumatic growth played in moderating the
relationship between traumatic life events and suicidal ideation and behavior, suicide risk, and
college adjustment in a sample of 557 undergraduate students. The results from multiple linear
regression analyses showed that posttraumatic growth moderated the relationship between
severity of traumatic life events and suicide risk such that individuals with the most severe
traumatic life events were less likely to have high suicide risk in college if they had experienced
posttraumatic growth following their trauma. In addition, posttraumatic growth moderated the
relationship between severity of traumatic life events and college adjustment such that
individuals with the most severe traumatic life events were more likely to have better college
adjustment if they had experienced posttraumatic growth following their trauma. The role of
posttraumatic growth in ameliorating the effects of trauma-inducing suicide and facilitating

college adjustment has significant implications which are explored in the discussion.

11



TABLE OF CONTENTS

Chapter 1: INtrodUCHiON .....eeoeirieenieenineniennsnenseensnecsensssessecsssesssnssssssssasssssssssssssssssssssssssassssasssne 1
Suicide Among College StUAENLS .......cc.eriiriiriiriirieieeetetee e 3
Trauma as a Risk Factor for SuiCide..........ccoeiiiiiiiiiiiiie e 5
Posttraumatic Growth Researchi............coocoeiiiiiiiiiiiiiiee e 6
CUITENE STUAY ..ttt st ettt ettt eaeesbeeeeeaeen 10

Chapter It Method......eeieininniennnennnensnennsnensensnenssenssnesssessssssssessssssssssssasssssssssssssssssssssssssassss 12
PaTtICIPANES. ...ttt ettt ettt ettt e s e et e et e et esnteeteeeneeens 12
IMLBASUTES ...ttt ettt et ettt e ettt e ettt e ettt e st e e e bt e e esbeeeabbeeeasbeesabeeesabeeesabeeas 12
PrOCEAUIE ...ttt ettt ettt e sttt e snaeebeesaeeens 17

Chapter IIL: RESUILS c..cciuieiieiieniinensuenssnnnsnnssnesssenssnssssnsssnesssesssnsssssssssssssssssasssssssssssssssssssssasssassss 19
LOCAtING OULHETS ....ouviiiiiiiiiieieeiteee ettt sttt ettt eaee 19
Preliminary ANALYSES ......cccuieiiiiiieiie ettt ettt ettt ettt ettt et ens 21
MOdEration ANALYSES ......cccueeiiiiiieiieeiieeee ettt ettt ettt ettt ettt st ens 21

Chapter IV: DISCUSSION....cciueiieniieecsenssnnssnnssnesssenssassssesssnssssssssnssssssssassssssssasssssssssssssssssssssassssssss 28
Limitations and Directions for Future Research............ccoccooiiiiiiiiiiiiniies 31
INPIICALIONS. ...ttt ettt ettt et et e et e st eebeesateeabeesnbeenteesneeens 32

RETCTCIICES «.ceuueeinriesueninensnenininsuensnenssensnnssansssnesssnsssnssssnsssnessssssssssssssssasssassssassssssssssssassssnsssasssassss 40

APPEIAICES cuueeienneriisnrinsnressnresssecssssecssssecsssssessssesssssssssssesssssesssssssssssssssssssssssssssssssssssssssssssssssssssase 48



LIST OF TABLES

Table 1: Variable Means, Standard Deviations, and Intercorrelations .............ccoceeeeeeivieeeennnn... 34

Table 2: Does posttraumatic growth effect the strength and/or direction of the observed
relationship between number of traumatic life events and 1) suicidal ideation and behavior, 2)
suicide risk, and 3) college adjustment? Multiple Regression Analyses.........cccoceevierieeniiennnns 35

Table 3: Does posttraumatic growth effect the strength and/or direction of the observed
relationship between severity of traumatic life events and 1) suicidal ideation and behavior, 2)
suicide risk, and 3) college adjustment? Multiple Regression Analyses.........cccoceeveenieeneennnne 36

Table 4: Does posttraumatic growth effect the strength and/or direction of the observed
relationship between childhood maltreatment and 1) suicidal ideation and behavior, 2) suicide
risk, and 3) college adjustment? Multiple Regression Analyses .........ccoeceevieriienieniiencenieenen. 37



LIST OF FIGURES

Figure 1: Posttraumatic Growth moderates the relationship between Severity of Traumatic Life
Events and Suicide RISK........cocoiiiiiiiiiiiiiie e e

Figure 2: Posttraumatic Growth moderates the relationship between Severity of Traumatic Life
Events and College AdJuStMEnt........cc.coviriiiiiiiiniiieiieeece ettt

X7



CHAPTER I
Introduction

Suicide is the third leading cause of death for youth in the United States between the ages
of 15 and 24 years, following accidental injury and homicide (Centers for Disease Control and
Prevention, 2010). Suicide is also the second leading cause of death among college students,
with an estimated 1,088 suicides occurring on campuses each year (Suicide Prevention Resource
Center, 2004; Schwartz, 2006). In the United States, only accidental injuries claim more lives.
Data from the National College Health Assessment (NCHA) indicates that approximately 9% of
the 80,121 college students surveyed reported seriously considering suicide, and 1.3% reported
attempting suicide within the past 12 months (American College Health Association [ACHA],
2008). One of the major risk factors associated with suicide is a history of physical or
psychological trauma (such as sexual abuse, physical abuse, neglect, accidental disasters, etc.),
with more frequent trauma leading to increased risk of suicide attempt (Nock & Kessler, 2006).
Undergraduate students are in an age group at high risk for trauma exposure, with studies of
community samples suggesting that the peak age for trauma exposure is 16 to 20 years of age
(Breslau et al., 1998).

Some victims of trauma emerge from their experiences severely psychologically
distressed for a considerable period of time. These individuals are generally diagnosed with
posttraumatic stress disorder (PTSD) and may suffer from recurrent and intrusive distressing
recollections of events, avoid the stimuli associated with the trauma, or react with increased
arousal of symptoms (American Psychiatric Association, 2000). Other victims of trauma have
considerably less difficulty. Coinciding with the rise of the positive psychology framework,

recent studies of traumatic experiences have found that humans are often more resilient than



once thought. The term posttraumatic growth (PTG) was coined by Tedeschi and Calhoun
(1995, 2004) and refers to the positive changes sometimes experienced as a result of the struggle
with trauma. Growth occurs when one develops a more resistant attitude and approach to
dealing with negative events in the future after having experienced a threatening and stressful
event that severely challenged one’s worldview (Zoellner & Maercker, 2006). A wide range of
traumatic events can act as a catalyst for positive change and posttraumatic growth emphasizes
the process of transformation that can occur as a result of the struggle with trauma (Cryder,
Kilmer, Tedeschi, & Calhoun, 2006).

While the severe and chronic problems that often follow traumatic events have been well
documented in the literature, it is becoming increasingly recognized that trauma may provide a
springboard to higher levels of psychological functioning, despite, or even because of
posttraumatic stress (Calhoun & Tedeschi, 2006; Joseph & Linley, 2008). Various terms have
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been used to describe this phenomenon, such as ‘benefit finding,” “stress-related growth,” and
“thriving,” but it is the term “posttraumatic growth” (PTG) that has become most widely used to
denote these higher levels of functioning. Posttraumatic growth is the positive psychological
change experienced as a result of a struggle with challenging life circumstances that represent
significant challenges to the adaptive resources of the individual and/or an individual's way of
understanding the world and one’s place in it. It is an experience of improvement that for some

is deeply profound (Joseph, 2008). The current study examined personal growth after traumatic

experiences as a moderator of the relationship between early trauma and suicide risk.



Suicide Among College Students

Suicidal behavior among college students is a major public health concern in the United
States and is the second leading cause of death in this population (American Foundation for
Suicide Prevention, 2010). Suicide has been described as a continuum that begins with suicidal
thoughts, progresses to planning and preparing for suicide, and ends with threatening,
attempting, and completing suicide (Kachur, Potter, Powell, & Rosenberg, 1995). The National
Research Consortium Survey of College Student Suicidality examined college students’
experiences with the suicidal continuum, with results indicating that suicidal ideation is often a
recurrent, brief, and intense event. Students with one episode of suicidal ideation or urge are
likely to have more. In addition, among students who seriously contemplated suicide in the past
12 months, 92% of undergraduates and 90% of graduate students either considered some actual
methods of ending their life or had a specific plan (Drum, Brownson, Burton Denmark, & Smith,
2009). Given the clinical and public health significance of suicidal thoughts and behaviors
among college students, there is considerable interest in identifying factors that are associated
with increased risk of suicidality in this population.

College students may be exposed to a unique set of transitional risk factors that
predispose them to increased risk for suicide. Negative life events, hopelessness, and depression
are associated with a significant increase in suicide risk for college students (Konick &
Gutierrez, 2005). Elements of the college “experience” itself also have the potential to become
risk factors, including changes in role responsibilities, academic demands, career indecision,
financial pressures, and loneliness and separation from traditional support networks (Hirsch &
Ellis, 1996; Larose & Boivin, 1998; Richardson et al., 2005). Negative social interactions in

particular may have a damaging effect on well-being and potential suicide risk of college



students (Davis & Swan, 1999; Finch & Granziano, 2001; Finch, Okun, Pool, & Ruehlman,
1999). Deficits in peer and parental support are also associated with increased suicide ideation in
college students (Bertera, 2007). In addition, young adults transitioning from high school to
college often engage in health-compromising behaviors such as drug, alcohol, and tobacco use
and approximately 45% of college students in the United States report engaging in heavy
episodic drinking (typically defined as at least five or more drinks in one sitting for men and four
or more drinks in one sitting for women) at least once in the preceding two weeks (Hingson,
Heeren, Winter, & Wechsler, 2005). Several studies have indicated an association between
alcohol use and suicidal behaviors in college students (e.g., Arria et al., 2009, Lamis & Malone,
2011).

Although less attention has been given to protective factors, it is important to consider the
adaptive characteristics that may inhibit suicidal behavior in college students. Feelings of
responsibility toward family, fear of social disapproval, moral objections to suicide, survival and
coping skills, college- and future-related concerns, and a fear of suicide have all been identified
as “reasons to live” and considered protective factors for college students (Westefeld et al.,
1992). Social support is one of the most important protective factors for college students.

Hirsch and Barton (2011) found that emotional, informational, and tangible support were
associated with lower levels of suicidal thoughts and behaviors, whereas negative social
exchanges were associated with increased suicidal thoughts and behaviors. Research
demonstrates that when college students possess adaptive characteristics, they tend to cite suicide

as an option less often than students with fewer adaptive characteristics (Hirsch & Ellis, 1998).



Trauma as a Risk Factor for Suicide

Among older youth and adults, exposure to potentially traumatic experiences (PTEs),
such as serious injury, loss, natural disasters, and violence has been linked to increased risk for
an array of mental health problems (Copeland, Keeler, Angold, & Costello, 2007). The
prevalence of exposure to at least one potentially traumatic event ranges from 80.8% to 90% of
adults (Frans, Rimmd, Aberg, & Fredrikson, 2005; Briggs-Gowan et al., 2010). In a study of
over 1,500 undergraduate students, Frazier and colleagues (2009) found that 85% of students
reported having experienced a traumatic event in their lifetime and 21% reported experiencing an
event over a 2-month period during college. The most common event reported at both time
points was the unexpected death of a loved one (47%), followed by a loved one surviving a life-
threatening event (30%), witnessing family violence (23%), unwanted sexual attention (21%),
and motor vehicle or other accidents (19%). Lifetime exposures to family violence, unwanted
sexual attention, and sexual assault were associated with higher current distress levels. When
nominated as a worst event, sexual assault was associated with the most posttraumatic stress
disorder symptoms. Additionally, events that caused intense fear, helplessness, or horror and
those that were intentionally caused were associated with higher distress levels in this sample of
undergraduate students.

Due to the widespread prevalence of traumatic events in the general population, a great
deal of research has been devoted to understanding the relationship between posttraumatic stress
disorder (PTSD) and suicide. There is general agreement in the literature that there is a strong
association between PTSD and suicidal behavior (Panagioti, Gooding, Tarrier, 2009; Sarreen,
Houlahan, Cox, & Asmundson, 2005; Tarrier & Gregg, 2004). For example, 82% of a sample of

undergraduate student war veterans who reported a previous suicide attempt also reported



significant symptoms of PTSD (Rudd, Goulding, & Bryan, 2011). Past research has investigated
pathways to suicide in participants with chronic PTSD and found two avenues to suicidal
behavior (Panagioti et al., 2011). In the first, suicidal behavior was directly associated with
greater life impairment, which in turn was associated with poorer occupational and social
functioning. In the second path, suicidal behavior was directly associated with depressive
symptoms, which in turn were associated with more severe PTSD symptoms. Both data-based
models support the notion that negative perceptions of functional impairment and depression are
strongly associated with suicidal behavior in individuals with PTSD.
Posttraumatic Growth Research

Positive changes following adversity have long been recognized in philosophy, literature,
and religion (Tedeschi & Calhoun, 1995). Historically, psychological well-being has been
defined as the absence of dysfunction, but positive psychology has shown that well-being is
often more than this. Although psychology has specialized in the study and treatment of mental
illness, many researchers and clinicians now agree that it is necessary to shift the attention to
include the study of both negative and positive states of functioning. The positive psychology
movement has coincided with the shift away from an exclusive focus on the negative outcomes
following traumatic events. There is now a substantial body of literature that documents that
people with cancer, parents of children with severe health problems, people who have suffered a
heart attack, and people who have served in war, to name a few, identify positive ways in which
their lives have changed as a result of the traumatic event (See Helgeson, Reynolds, & Tomich,
2006 for a review). The names that have been assigned to these positive changes vary, but are

most frequently referred to as “posttraumatic growth,” “stress-related growth,” “thriving,” or



“benefit finding.” As mentioned previously, posttraumatic growth has emerged as the most
predominant term in the literature.

Conceptually, one of the first tasks is to differentiate posttraumatic growth from
resilience. Resilience is a term that refers to the ability to continue to function normally in spite
of adversity (Scales, Benson, Leffert, & Blyth, 2000). Thus, resilience is not about going beyond
previous levels of functioning but about maintaining or returning to current adaptive functioning
despite adversity. This is distinctly different than posttraumatic growth, which involves positive
changes in the person beyond their previous levels of functioning. Resilience and posttraumatic
growth are distinct constructs, although they may be conceptually and empirically related.
Calhoun and Tedeschi (2006) suggest that those who are resilient are more likely to experience
posttraumatic growth.

It is important to note that posttraumatic growth does not ignore the distress associated
with trauma and adversity. Rather than ignoring this stress, it is thought that posttraumatic
growth can only occur when a person is experiencing some level of posttraumatic stress, as it is
hypothesized that it is the process of trying to cope with the stress that results in new positive
beliefs about self-efficacy, values, and so on (Barakat, Alderfer, & Kazak, 2006). In fact, the
original developers of the posttraumatic growth concept, Tedeschi and Calhoun (1995), believed
more posttraumatic stress would result in more capacity for growth. In other words,
posttraumatic growth is not thought to be mutually exclusive from posttraumatic stress, but often
to stem from it, and coexist alongside it for some time. Research demonstrates that reports of
posttraumatic growth are often positively correlated with reports of posttraumatic stress,
although there are some mixed findings which show the opposite pattern (Linley & Joseph,

2004). The relationship between growth and distress may vary in relation to the stages of



emotional processing of the traumatic event such that early reports of growth may be positively
correlated with concurrent distress, but negatively correlated with later reports of stress (Clay,
Knibbs, & Joseph, 2009). Recent research has shown that following sexual assault, women who
reported positive changes that were maintained over time were the least distressed at one year
follow-up (Frazier, Conlon, & Glaser, 2001). In addition, positive psychological changes are
associated with fewer symptoms of posttraumatic stress, depression, and anxiety six months after
a variety of traumatic experiences (Linley, Joseph, & Goodfellow, 2008). In short, posttraumatic
stress is often the engine for posttraumatic growth because as individuals find new meanings,
they are able to overcome the cognitive disruption and confusion that is characterized by
posttraumatic stress (Joseph, 2011).

Individuals that experience posttraumatic growth following adversity report a myriad of
positive changes. Examples of positive psychological change are an increased appreciation of
life, setting of new priorities, a sense of increased personal strength, identification of new
possibilities, improved closeness of intimate relationships, or positive spiritual change (Tedeschi,
Park, & Calhoun, 1998).

Scientific interest in the topic of growth following adversity began in the early 1990s. In
one of the earliest studies to document such growth, Lehman, Davis, Delongis, et al. (1993)
interviewed individuals who had lost a spouse or a child in a motor vehicle accident four to
seven years previously and most cited at least one positive change in their life: increased self-
confidence (35%), a focus on enjoying the present (26%), an increased acceptance of mortality
(23%), a greater appreciation of life (23%), an increased emphasis on family (19%), increased
religiosity (15%), and increased openness and concern for others (7%). Since this study,

hundreds more have asked individuals to report whether they have experienced posttraumatic



growth, ranging from breast cancer survivors to widows in Iraq (Helgeson, Reynolds, & Tomich,
2006; Joseph, 2011).

Posttraumatic growth tends to emerge gradually over time. For instance, a sample of
breast cancer patients were asked to complete the Posttraumatic Growth Inventory (PTGI) 4.5
months, 9 months, and 18 months after diagnosis. Their scores on the PTGI increased on
average over the 18-month period (Manne et al., 2004). Interestingly, posttraumatic growth also
increased for the spouses of the breast cancer patients during this period. Individuals may not
need to experience a life-threatening trauma themselves in order to experience posttraumatic
growth.

Unfortunately, measures like the Posttraumatic Growth Inventory rely on people’s self-
report of how much and in what ways they have changed following a traumatic event. Before-
and-after studies are difficult to conduct because it is often impossible to know who will
experience a traumatic event in order to obtain a measure of their well-being beforehand.
However, Frazier, Tennen, Gavian, Park, Tomich, and Tashiro (2009) conducted an online
survey of 1,500 undergraduate students about their psychological well-being. Eight weeks later,
10% of the sample reported that they had experienced a traumatic event (e.g., a life-threatening
accident, an assault, or an illness contracted by themselves or a close friend or loved one) that
they rated as causing intense fear, helplessness, or horror. Findings demonstrated that many
students who had experienced a traumatic event scored higher on psychological well-being than
before: 5% reported an increase in the strength of their relationships, 12% found life more
meaningful, 25% were more satisfied with life, 8% were more grateful, and 7% were more
religiously committed than eight weeks prior. While limited in number, before-and-after studies

like this confirm that actual positive changes take place after adversity.



Very few studies have examined the relationship between posttraumatic growth and
suicidal ideation and behavior. Posttraumatic growth was related to lower levels of depression
and suicidality in adults affected by hurricane Katrina (Kessler et al., 2006). While the estimated
prevalence of serious mental illness and mild-moderate mental illness doubled after hurricane
Katrina, the suicidality often associated with mental illness was much lower among people in the
post-Katrina sample who were able to develop a belief in their ability to rebuild their life and a
perception of inner strength in the aftermath of the natural disaster (Kessler et al., 2006). In
addition, researchers surveyed over 3,000 Chinese adolescents one month after the occurrence of
the Sichuan earthquake in 2008 (Yu et al., 2010). Among those who self-reported pre-
earthquake suicidal ideation (n=357), 57.4% showed post-earthquake reduced suicidal ideation.
Posttraumatic growth and reduced suicidal ideation were significantly associated with each other,
tentatively supporting the idea that the positive personal changes, philosophical changes, and
relationship changes associated with posttraumatic growth are also associated with lower suicidal
ideation (Yu et al., 2010).

Current Study

Considering the association between traumatic life events and subsequent risk of suicidal
ideation and behavior, this study assessed the moderating role of posttraumatic growth on the
relationship between trauma and suicide risk, ideation, and behavior in college students.

This study addressed the following questions:

Research Question 1: Does posttraumatic growth moderate the relationship between

number of traumatic life events and a) suicide risk, b) suicidal ideation and behavior, and c)

college adjustment?
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Research Question 2: Does posttraumatic growth moderate the relationship between the
severity of traumatic life events and a) suicide risk, b) suicidal ideation and behavior, and c)
college adjustment?

Research Question 3: Does posttraumatic growth moderate the relationship between
abuse and neglect occurring during childhood and a) suicide risk, b) suicidal ideation and

behavior, and c) college adjustment?
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CHAPTER II
Method
Participants

Six hundred forty-eight students participated in data collection during October and
November of 2012. Eighty-one cases were removed from data analysis due to reporting no
trauma. (Trauma is a prerequisite for posttraumatic growth, thus their data could not be used to
answer the research questions of this study.) An additional 10 cases were removed from the
sample due to missing over 75% of data. These participants likely started the survey and left the
website before completing the subsequent questionnaires, thus the total number of participants is
557. The data collection occurred at a large western United States university, and students from
Introductory Psychology classes were recruited. In return for participating in this study,
participants received credit toward Introductory Psychology course requirements.

Participants identified as 398 (71.5%) females, 157 (28.2%) males, and 2 transgenders
(<1%). Additionally, 9 (1.6%) participants reported their ethnicity as African American/Black, 1
(<1%) as American Indian/Native American, 16 (2.9%) as Asian American/Asian, 39 (7.0%) as
Hispanic/Latino, 3 (<1%) as Native Hawaiian or Pacific Islander, 470 (84.4%) as White non-
Hispanic, 4 (<1%) as Middle Eastern American, and 15 (2.7%) self-reported as Other. The
average age was 18.80 years (SD = 1.35).

Measures

Trauma History Survey. Presence of trauma was defined for the purpose of this study
as having experienced at least one of the following ten incidents: 1) Death of a close loved one,
2) Very serious medical problem, 3) Close friend, significant other, or family member

experienced a serious medical condition, 4) Accident that led to serious injury to themselves or
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someone close to them, 5) Place of residence being damaged by fire or other natural causes, 6)
Endured a divorce, 7) Physically assaulted, 8) Sexually assaulted, 9) Victim of a crime such as
robbery or mugging, and 10) Being stalked. This definition of trauma was taken directly from
Triplett et al.’s (2012) research on trauma history and meaning in life in samples of college
students. As a part of this Trauma History Survey, participants were asked to indicate
frequencies pertaining to each traumatic life event (#TLE), rate the perceived severity of each
traumatic event (SevTLE) ranging from 1 (not at all) to 5 (extreme), and note when the traumatic
event occurred (See Appendix A).

For the purpose of this study, traumas are considered to be events which are likely to
have negative consequences such as causing persons to fear for their lives or the lives of loved
ones, causing physical or emotional distress, and/or causing major disruption in their lives
(Triplett et al., 2012). Four-hundred two participants reported they experienced the death of a
close loved one (72.2%), 90 reported a very serious medical problem (16.2%), 324 had a close
friend, significant other, or family member experience a serious medical condition (58.2%), 110
experienced an accident that led to serious injury to themselves or someone close to them
(19.7%), 24 experienced their place of residence being damaged by fire or other natural causes
(4.3%), 118 endured a divorce (21.2%), 43 were physically assaulted (7.7%), 57 were sexually
assaulted (10.2%), 23 were victims of a crime such as a robbery or mugging (4.1%), and 28
reported being stalked (5.0%). A #TLE score was created for each participant by summing the
number of reported events in each of the ten traumatic life domains (M =2.19, SD = 1.18). The
participants were also asked to rate the perceived severity of each traumatic event ranging from 1
(not at all) to 5 (extreme). Prior to data analysis, scores were recoded to reflect “not at all” =0

and “extreme”=4. The reported severity for the events the participant experienced was summed
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to create the SevTLE variable (M = 6.22, SD =3.78). Scores on SevTLE could range from 0 to
40.

Posttraumatic Growth. The level of posttraumatic growth was measured with the
Posttraumatic Growth Inventory (PTGI; Tedeschi & Calhoun, 1996). The PTGI consists of 21
items that measure positive outcomes following traumatic experiences within five sub-scales:
Relating to Others, New Possibilities, Personal Strength, Spiritual Change, and Appreciation of
Life. Each item contains a 6-point Likert-type scale which ranges from 0 (I did not experience
this change as a result of my crisis) to 5 (I experienced this change to a very great degree as a
result of my crisis), with higher scores suggesting more growth from the experience (Tedeschi &
Calhoun, 1996). Participants were also asked to describe how they felt their life changed as a
result of the traumatic event(s) they experienced in their own words. In addition, Tedeschi and
Calhoun (1996) reported that the PTGI has an internal consistency of .90 and a test—retest
reliability of .71 in a sample of undergraduate students. In the current study, the Cronbach alpha
coefficient was .94. They examined concurrent and discriminant validity by comparing the
relation between the PTGI and other measures including the NEO Personality Inventory and the
Life Orientation Test. They found that optimism, religiosity, and the major dimensions of
personality, except for neuroticism, correlated positively with PTGI scores (Tedeschi & Calhoun,
1996). The PTGI has now been validated on groups with exposure to various types of adversity
and extreme stress. These validation studies have been composed of college students (Calhoun,
Cann, Tedeschi, & McMillan, 2000), adolescents (Ickovics et al., 2006; Milam, Ritt-Olson, &
Unger, 2004), holocaust child survivors (Lev-Wiesel & Amir, 2003), adults with a history of
cardiovascular disease (Sheikh & Marotta, 2005), and adults recovering from a diagnosis of

cancer (Ho, Chan, & Ho, 2004). (See Appendix B).
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Past Suicidal Ideation and Behavior. Four items from Linehan and Nielsen’s Suicidal
Behaviors Questionnaire (SBQ; 1981) 34-item suicidal behaviors self-report instrument were
used to assess suicidal ideation and behavior. This 4-item SBQ-Revised (SBQ-R) has
satisfactory reliability and validity in clinical and nonclinical populations (Osman et al., 2001).
The SBQ-R Item 1 (current level of lifetime suicide ideation and/or suicide attempt; “Have you
ever thought about or attempted to commit suicide?”) is rated on a 4-point scale (1 = never, 4 =1
have attempted to kill myself, and really hoped to die). The SBQ-R Item 2 (frequency of suicidal
ideation over the past year; “How often have you thought about killing yourself in the past
year?” is rated on a 5-point scale (1 = never, 5 = very often). The SBQ— R Item 3 (threat of
suicide attempt; “Have you ever told someone that you were going to commit suicide, or that you
might do it?”) is rated on a 3-point scale (1 = no, 2 = at one time, 3 = more than once). The
SBQ- R Item 4 (self-reported likelihood of suicidal behavior in the future; “How likely is it that
you will commit suicide someday?”) is rated on a 7-point scale (0 = never, 6 = very
likely). Results from all four items are summed to create a composite score of suicidal ideation
and behavior. Scores range from 3 to 18. As in previous studies (e.g., Cole, 1988; Knott &
Range, 1998), the obtained alpha coefficient in the present study for the four SBQ items was
acceptable (.78). (See Appendix C).

Suicide Risk. The Life Attitudes Schedule-Short Form (LAS-SF; Rohde, Lewinsohn,
Langhinrichsen-Rohling, & Langford, 2004) is a 24-item self-report measure designed to assess
current suicidal and health-related behaviors. Participants reported whether each item was true
or mostly true for them, or false or mostly false for them during the past 7 days. To score the
LAS-SF, one reverses negative responses to positive items so that higher scores indicate greater

engagement in suicide-prone behavior. Moreover, the total score on the LAS-SF has been found
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to be correlated with both current suicide ideation and a history of past suicide attempts (Rohde
et al., 2003). This scale has shown good reliability and validity estimates in clinical and
nonclinical samples (Ellis & Rutherford, 2008; Langhinrichsen-Rohling & Lamis, 2008) and has
been used successfully with college students in previous studies (Langhinrichsen-Rohling, Arata,
Bowers, O’Brien, & Morgan, 2004). In a study measuring suicide risk among college students,
Lamis and Malone (2011) found that the coefficient alpha for the LAS-SF items was .75. In the
current study, the Cronbach alpha coefficient was .69. (See Appendix D).

College Adjustment. The College Adjustment Questionnaire (CAQ) was developed for
use on undergraduate students and was created by Shirley and Rosén (2010). This 14-item
questionnaire asks college students to rate “how true” statements about college experiences are
for them, “at this point in time.” Items were designed to cover the three major domains of
academic, social and emotional functioning (see Appendix E).

The Academic Adjustment subscale focuses on the individual’s ability to meet
educational demands by asking questions related to motivation for learning, and university
scholastic achievement. The Social subscale looks at the social aspects of the undergraduate
experience by asking questions about relationship satisfaction and socialization. The Emotional
Adjustment subscale is designed to contribute to understanding the individual’s
emotional/psychological experience by asking questions related to the coping success in adapting
to the unique stresses related to college life. In addition, a total score composite can be
calculated indicating overall college adjustment. For the present study, the total score composite
was used.

Responses to the questions are measured using a 5-point Likert type scale, with response

options ranging from not at all true to completely true. Analysis of the CAQ demonstrated strong
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factor loading for the three factors and high rates of validity and reliability for the measure and
generated a Cronbach’s alpha of .83 (Shirley & Rosén, 2010). In the current study, the Cronbach
alpha coefficient was .89 for the total score.

Childhood Maltreatment. The Childhood Maltreatment Questionnaire (CMQ; Shirley
and Rosén, 2010a) asks respondents to indicate the type and frequency of abuse and neglect
experienced during childhood. These items are measured on a five-point Likert-type scale, with
responses ranging from never to very often. Convergent validity of the CMQ was established by
correlating scores with those of the Childhood Trauma Questionnaire-- Short Form (CTQ-SF;
Bernstein & Fink; Bernstein et al., 2003). The CMQ was also found to possess excellent
reliability, with a Cronbach’s alpha of 0.92 (Shirley and Rosén, 2010a). In the current study, the
Cronbach alpha coefficient was .90. (See Appendix F).

Demographic Data. Descriptive information about the sample was gathered using a
Demographic Information Form developed for this study. Categories of information included
age, gender, race/ethnicity, and presence of religious affiliation. (See Appendix G).

Procedure

Participants in the study electronically signed an online informed consent form that
described the study, outlined potential risks of participation, and assured confidentiality (See
Appendix H). Participants completed a series of online questionnaires, including the Trauma
History Survey, PTGI, SBQ-R, LAS-SF, CMQ, CAQ, and Demographic Data form. After
completing the questionnaires, participants received web-delivered debriefing forms describing
the study’s purpose, offering information about available counseling services, and providing
contact information for the primary investigator (See Appendix I). Participants’ names were not

connected to their online survey responses, and all completed questionnaires were stored in a
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protected electronic folder. All procedures and methods employed in this study were approved

by the Colorado State University Human Subjects Committee/Institutional Review Board.
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CHAPTER III
Results

To properly conduct multiple linear regression analysis, several assumptions about the
data must first be tested. To test for violations of normality, each of the predictor variables
included in the regression analyses were examined separately. The distribution of scores on the
all four of the independent variables (#TLE, SevTLE, CMQ, and PTGI) and the three dependent
variables (SBQ-R, LAS-SF, and CAQ) were visually inspected for evidence of skewness and
kurtosis. All variables demonstrated suitable normality except for childhood maltreatment
(CMQ), which displayed a significant positive skew. In order to correct for this assumptive
violation, CMQ was logarithm transformed before it was entered into regression analyses. This
type of transformation procedure is often recommended for the statistical investigation of
positively skewed data (Cohen, Cohen, West & Aiken, 2003; Tabachnik & Fidel, 2007).

Another assumption of multiple regression is the presence of linearity and homogeneity
of variance across levels of the predictor variables (homoscedasticity). To check for violations of
these assumptions, scatter plots were generated using the predicted values for all possible pairs
of independent and dependent variables. Visual inspection of the plots verified that linearity and
homoscedasticity were maintained. It is important to note that while heteroscedasticity may have
been problematic prior to the logarithm transformation described earlier; the transformation
successfully eliminated the heteroscedasticity of the childhood maltreatment (CMQ) variable.
Locating Outliers

Because the multiple regression technique used in this study is particularly sensitive to
outliers (very high or very low scores), it is critical to check for the presence of extreme scores

that may exert undue influence on the relationship between the independent and dependent

10



variables. Outliers were located through a variety of methods. First the data was graphically
rendered by using a box-plot graph, which assists in the visual detection of extreme scores.
These visual scanning procedures were also supplemented using statistical analysis of
studentized residuals and Cook’s Distance values, which provide a statistical representation of
each case’s residual error and resulting influence on the overall model (Cook, 1982). Cases were
identified as potentially problematic when resulting in a Cook’s Distance value greater than
4/n (.0072 for this data set; Bolen & Jackman, 1990) or a studentized residual exceeding +/- 2
(Belsey et al., 1980). These cases were then further visually scanned in order to assess whether
they represented valid data or instances of unrealistic/faulty survey response. A total of eighteen
cases were identified as outliers. However, removal of these outliers did not significantly alter
results of the three research questions and therefore all 557 participants were included in
analysis.
Missing Data

In order to avoid listwise (LD) and pairwise (PD) deletion methods, I utilized the full
information maximum likelihood (FIML) estimation approach for missing data. Maximum
likelihood algorithms are based on the assumption that the observed data contains information
that can be used to infer probable values for the missing data. In the FIML algorithm, linear
model parameter estimates are obtained directly from the available raw data without a
preliminary data preparation step (e.g., imputation.) The FIML algorithm is applied to a wide
variety of analyses (e.g., means estimation, regression, SEM) and is computationally less
expensive than the expectation maximation (EM) algorithm because no additional steps are

required to obtain correct standard error estimates (Enders, 2001).
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Preliminary Analyses

To assess the direction and strength of the relationship between the predictor variables
(#TLE, SevTLE, CMQ, and PTGI) and the outcome variables (SBQ-R, LAS-SF, and CAQ) a
number of Pearson’s product moment correlation coefficients were computed. Table 1 shows the
means, standard deviations and intercorrelations for all predictor and outcome variables.
Specifically, small correlations between #TLE and SBQ-R (r=.16, p<.01), LAS-SF (r=.11,
p<.05), and CAQ (r=-.11, p<.05) were observed. Small correlations between SevTLE and SBQ-
R (r=.17, p<.01), LAS-SF (r=.09, p<.05), and CAQ (r=-.12, p<.05) were observed. Moderate
correlations between CMQ and SBQ-R (r=.32, p<.01) and LAS-SF (r=.33, p<.01) were observed
and a small correlation between CMQ and CAQ (r=-.16, p<.01) was detected.
Research Question 1

Multiple linear regression was used to assess how posttraumatic growth moderates the
strength and/or direction of the observed relationship between number of traumatic life events
(#TLE) and 1) suicidal ideation and behavior (SBQ-R), 2) suicide risk (LAS-SF), and 3) college
adjustment (CAQ). The first requirement for running a moderated multiple regression involves
centering each of the continuous predictor and criterion variables included in the analyses (Aiken
& West, 1991). Centering the variables at their mean reduces the potential for multicollinearity
and enhances the interpretability of the results (Barron & Kenny, 1986). Centered variables for
each of the continuous main effect variables were created by subtracting each variable’s mean
from each individual observation (Cohen, Cohen, West, & Aiken, 2003).

A multiple linear regression analysis was conducted to determine the effects of the
number of traumatic life events (#TLE) and posttraumatic growth (PTGI) on suicidal ideation

and behavior (SBQ-R; see Table 2; Baron & Kenny, 1986). The number of traumatic life events
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(#TLE; r = .16, p < .001) was significantly correlated with suicidal ideation and behavior (SBQ-
R; Table 1). Posttraumatic growth (PTGI; » =-.03, p > .05) was not significantly correlated with
suicidal ideation and behavior (SBQ-R; Table 1), which is not what we would expect based on
the positive changes associated with posttraumatic growth (Tedeschi, Park, & Calhoun, 1998).
The number of traumatic life events (#TLE) significantly predicted suicidal ideation and
behavior (SBQ-R; b = .35, p <.001) and posttraumatic growth (PTGI) did not significantly
predict suicidal ideation and behavior (SBQ-R; b =-.01, p > .05). Additionally, the effect of the
number of traumatic life events (#TLE) on suicidal ideation and behavior (SBQ-R) was not
moderated by number of traumatic life events and posttraumatic growth (#¥TLE*PTGI; b = .00, p
>.05). Overall, the three predictors in this model accounted for approximately 3% of the
variance in suicidal ideation and behavior (SBQ-R; R’ = .03, p <.05).

A multiple linear regression analysis was conducted to determine the effects of the
number of traumatic life events (#TLE) and posttraumatic growth (PTGI) on suicide risk (LAS-
SF; see Table 2; Baron & Kenny, 1986). Number of traumatic life events (#TLE; r= .11, p <
.05) was significantly correlated with risk (LAS-SF; Table 1). Posttraumatic growth (PTGI; r = -
.14, p <.001) was significantly negatively correlated with suicide risk (LAS-SF; Table 1), which
is what we would expect based on the positive changes associated with posttraumatic growth
(Tedeschi, Park, & Calhoun, 1998). Both number of traumatic life events (#TLE) and
posttraumatic growth (PTGI) significantly predicted suicide risk (LAS-SF; b = .40, p <.001) and
(b=-.02, p <.001), respectively. Additionally, the effect of number of traumatic life events
(#TLE) on suicide risk (LAS-SF) was not moderated by number of traumatic life events and
posttraumatic growth (#TLE*PTGI; b =-.01, p > .05). Overall, the three predictors in this model

accounted for approximately 5% of the variance in suicide risk (LAS-SF; R’ = .05, p < .05).
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A multiple linear regression analysis was conducted to determine the effects of number of
traumatic life events (#TLE) and posttraumatic growth (PTGI) on college adjustment (CAQ); see
Table 2; Baron & Kenny, 1986). Number of traumatic life events (#TLE; » =-.11, p <.05) was
significantly negatively correlated with college adjustment (CAQ; Table 1). Posttraumatic
growth (PTGI; » = .07, p > .05) was not significantly correlated with college adjustment (CAQ);
Table 1). Number of traumatic life events (#TLE) and posttraumatic growth (PTGI) significantly
predicted college adjustment (CAQ; b =-1.07, p <.01) and (b = .04, p <.05), respectively.
Additionally, the effect of number of traumatic life events (#TLE) on college adjustment (CAQ)
was not significantly moderated by number of traumatic life events and posttraumatic growth
(#TLE*PTGI; b = .03, p =.08). Overall, the three predictors in this model accounted for
approximately 3% of the variance in college adjustment (CAQ; R’ = .03, p > .05).

Research Question 2

A multiple linear regression analysis was conducted to determine the effects of severity
of traumatic life events (SevTLE) and posttraumatic growth (PTGI) on suicidal ideation and
behavior (SBQ-R; see Table 3; Baron & Kenny, 1986). Severity of traumatic life events
(SevTLE; r = .17, p <.001) was significantly correlated with suicidal ideation and behavior
(SBQ-R; Table 1). Posttraumatic growth (PTGI; » = -.03, p > .05) was not significantly
correlated with suicidal ideation and behavior (SBQ-R; Table 1). Severity of traumatic life
events (SevTLE) significantly predicted suicidal ideation and behavior (SBQ-R; b =.10, p <
.001) and posttraumatic growth (PTGI) did not significantly predict suicidal ideation and
behavior (SBQ-R; b =-.01, p > .05). Additionally, the effect of severity of traumatic life events
(SevTLE) on suicidal ideation and behavior (SBQ-R) was not moderated by severity of traumatic

life events and posttraumatic growth (SevTLE*PTGI; b = -.002, p > .05). Overall, the three
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predictors in this model accounted for approximately 3% of the variance in suicidal ideation and
behavior (SBQ-R; R’ = .03, p>.05).

A multiple linear regression analysis was conducted to determine the effects of severity
of traumatic life events (SevTLE) and posttraumatic growth (PTGI) on suicide risk (LAS-SF; see
Table 3; Baron & Kenny, 1986). Severity of traumatic life events (Sev-TLE; » =.09, p <.05)
was significantly correlated with risk (LAS-SF; Table 1). Posttraumatic growth (PTGI; r = -.14,
p <.001) was significantly negatively correlated with suicide risk (LAS-SF; Table 1), which is
what we would expect based on the positive changes associated with posttraumatic growth
(Tedeschi, Park, & Calhoun, 1998). Both severity of traumatic life events (SevTLE) and
posttraumatic growth (PTGI) significantly predicted suicide risk (LAS-SF; b = .14, p <.001) and
(b=-.02, p <.001), respectively. Additionally, the effect of severity of traumatic life events
(SevTLE) on suicide risk (LAS-SF) was moderated by severity of traumatic life events and
posttraumatic growth (SevILE*PTGI; b = -.003, p < .05). Figure 1 plots the interaction and
shows the simple slopes for the effect of severity of traumatic life events (SevTLE) on suicide
risk (LAS-SF) at three values of posttraumatic growth (PTGI). Probing the interaction revealed
that at low levels of posttraumatic growth (PTGI), severity of traumatic life events (SevTLE)
was positively associated with suicide risk (LAS-SF). However, at high levels of posttraumatic
growth (PTGI), severity of traumatic life events (SevILE) was negatively associated with
suicide risk (LAS-SF). Overall, the three predictors in this model accounted for approximately

5% of the variance in suicide risk (LAS-SF; R* = .05, p £ .05).

A multiple linear regression analysis was conducted to determine the effects of severity
of traumatic life events (SevTLE) and posttraumatic growth (PTGI) on college adjustment

(CAQ; see Table 3; Baron & Kenny, 1986). Severity of traumatic life events (SevTLE; r=-.11,
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p < .05) was significantly negatively correlated with college adjustment (CAQ); Table 1).
Posttraumatic growth (PTGI; » = .07, p > 0.05) was not significantly correlated with college
adjustment (CAQ); Table 1). Severity of traumatic life events (SevTLE) and posttraumatic
growth (PTGI) significantly predicted college adjustment (CAQ; b =-.40, p <.01) and (b = .05,
p <.05), respectively. Additionally, the effect of severity of traumatic life events (SevITLE) on
college adjustment (CAQ) was significantly moderated by severity of traumatic life events and
posttraumatic growth (SevILE*PTGI; b = .01, p <.01). Figure 2 plots the interaction and shows
the simple slopes for the effect of severity of traumatic life events (SevTLE) on college
adjustment (CAQ) at three values of posttraumatic growth (PTGI). Probing the interaction
revealed that at low levels of posttraumatic growth (PTGI), severity of traumatic life events
(SevTLE) was negatively associated with college adjustment (CAQ). However, at high levels of
posttraumatic growth (PTGI), severity of traumatic life events (SevTLE) was positively
associated with college adjustment (CAQ). Overall, the three predictors in this model accounted

for approximately 4% of the variance in college adjustment (CAQ; R’ = .04, p < .05).

Research Question 3

A multiple linear regression analysis was conducted to determine the effects of childhood
maltreatment (CMQ) and posttraumatic growth (PTGI) on suicidal ideation and behavior (SBQ-
R; see Table 4; Baron & Kenny, 1986). Childhood maltreatment (CMQ); » =.32, p <.001) was
significantly correlated with suicidal ideation and behavior (SBQ-R; Table 1). Posttraumatic
growth (PTGI; r = -.03, p > .05) was not significantly correlated with suicidal ideation and
behavior (SBQ-R; Table 1). Childhood maltreatment (CMQ) significantly predicted suicidal
ideation and behavior (SBQ-R; b = .63, p <.001) and posttraumatic growth did not significantly

predict suicidal ideation and behavior (SBQ-R; b =-.004, p > .05). Additionally, the effect of
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childhood maltreatment (CMQ) on suicidal ideation and behavior (SBQ-R) was not moderated
childhood maltreatment and posttraumatic growth (CMQ*PTGI; b = -.002, p > .05). Overall, the
three predictors in this model accounted for approximately 10% of the variance in suicidal
ideation and behavior (SBQ-R; R’ = .10, p £ .001).

A multiple linear regression analysis was conducted to determine the effects of childhood
maltreatment (CMQ) and posttraumatic growth (PTGI) on suicide risk (LAS-SF; see Table 4;
Baron & Kenny, 1986). Childhood maltreatment (CMQ); » = .33, p <.001) was significantly
correlated with risk (LAS-SF; Table 1). Posttraumatic growth (PTGI; »=-.14, p <.001) was
significantly negatively correlated with suicide risk (LAS-SF; Table 1), which is what we would
expect based on the positive changes associated with posttraumatic growth (Tedeschi, Park, &
Calhoun, 1998). Childhood maltreatment (CMQ) and posttraumatic growth (PTGI) significantly
predicted suicide risk (LAS-SF; b= .87, p <.001) and (b =-.02, p <.001), respectively.
Additionally, the effect of childhood maltreatment (CMQ) on suicide risk (LAS-SF) was not
moderated by childhood maltreatment and posttraumatic growth (CMQ*PTGI; b =-.004, p >
.05). Overall, the three predictors in this model accounted for approximately 13% of the
variance in suicide risk (LAS-SF; R’ = 13, p2.001).

A multiple linear regression analysis was conducted to determine the effects of childhood
maltreatment (CMQ) and posttraumatic growth (PTGI) on college adjustment (CAQ); see Table
4; Baron & Kenny, 1986). Childhood maltreatment (CMQ); » = -.16, p <.001) was significantly
negatively correlated with college adjustment (CAQ; Table 1). Posttraumatic growth (PTGI; r =
.07, p > 0.05) was not significantly correlated with college adjustment (CAQ; Table 1).
Childhood maltreatment (CMQ) significantly predicted college adjustment (CAQ; b =-1.33,p <

.001). Posttraumatic growth (PTGI) did not significantly predict college adjustment (CAQ; b =
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.03, p>.05). Additionally, the effect of childhood maltreatment (CMQ) on college adjustment
(CAQ) was not moderated by childhood maltreatment and posttraumatic growth (CMQ*PTGI; b
=.00, p > .05). Overall, the three predictors in this model accounted for approximately 3% of

the variance in college adjustment (CAQ; R’ = .03, p £ .05).
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CHAPTER IV
Discussion

The struggle with trauma can produce not only psychological distress, but it can also
provide the opportunity for the experience of posttraumatic growth (Joseph & Linley, 2008;
Tedeschi & Calhoun, 1995). The primary purpose of this research was to assess the moderating
role of posttraumatic growth on the relationship between traumatic life events and three different
outcomes: suicidal ideation and behavior, suicide risk, and college adjustment. Results add to a
growing body of literature indicating that the ability to find meaning in suffering is associated
with fewer symptoms of distress after a variety of traumatic experiences (Linley, Joseph, &
Goodfellow, 2008).

The data yielded two significant findings with implications for research and clinical
methods designed to facilitate posttraumatic growth. First, posttraumatic growth (as measured
by the PTGI) moderated the relationship between severity of traumatic life events (as measured
by the Trauma History Survey) and suicide risk (as measured by the LAS-SF). At low levels of
posttraumatic growth, severity of traumatic life events was positively associated with suicide
risk. However, at high levels of posttraumatic growth, severity of traumatic life events was
negatively associated with suicide risk. Thus, individuals with the most severe traumatic life
events were less likely to have high suicide risk in college if they had experienced posttraumatic
growth following their trauma. Second, posttraumatic growth (as measured by the PTGI)
moderated the relationship between severity of traumatic life events (as measured by the Trauma
History Survey) and college adjustment as measured by the (College Adjustment Questionnaire).
At low levels of posttraumatic growth, severity of traumatic life events was negatively associated

with college adjustment. However, at high levels of posttraumatic growth, severity of traumatic
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life events was positively associated with college adjustment. Thus, individuals with the most
severe traumatic life events were more likely to have better college adjustment if they had
experienced posttraumatic growth following their trauma.

These results support the importance of assessing perceived severity of trauma in addition
to type and number of traumatic life events. The degree to which the traumatic event challenges
core beliefs has been shown to be a key element in making the experience of posttraumatic
growth possible. The greater the felt need to reexamine the core beliefs, the higher the likelihood
of experienced growth (Cann, Calhoun, Tedeschi, Kilmer, et al., 2010).

In effect, the findings reported here support the adaptive significance of posttraumatic
growth, as developing new positive beliefs about self-efficacy, values, and so on may limit the
likelihood of experiencing suicidal ideation and behavior as a result of severe trauma. When
asked how they felt their life changed as a result of the traumatic event(s) they experienced,
participants identified several themes of self-acceptance, autonomy, purpose in life,
relationships, sense of mastery, and personal growth:

“I've learned that each day is a gift and it can be taken away and changed. It’s ok to break
down at times..it’s what makes us stronger.”

“I learned that the small things in life are nothing compared to that experience. It gave me
a new perspective on my relationships with others.”

“My life changed in the respect that I learned how to accept life one day at a time. I
learned how to love myself and love others around me, and have the confidence to figure
things out on my own but also to accept help when I need it. [ was extremely humbled by
the experience and learned the importance of trust, family and a feeling of self worth.”

“My outlook on life changed dramatically. It also happened during a critical time where I
was trying to figure out what kind of person I wanted to become so it had a huge impact
on who I decided I was going to be. My values have changed greatly and I feel like I have
a good idea of what is really important in life and what is worth worrying about it.”
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While previous research does not support the cross-sectional relationship between posttraumatic
growth and depressive symptoms (see Zoellner & Maercker, 2006 for a review), the present
study advocates for the moderating role posttraumatic growth might play in affecting the wide
range of outcomes associated with traumatic life events. The non-significant cross-sectional
relationship between PTG and suicidal ideation and behavior (SBQ-R; See Tables 2-4) could be
explained by the notion that the adaptive value of PTG shows its effect in the long run and can
only be discovered over a period of time (Zoellner & Maercker, 2006). Although the present
study did not consider the time lapsed since trauma as part of the original research questions or
multiple regression analyses, past research showed that for people who perceive benefits from
traumatic events, psychological distress decreases over time, while for those without benefits,
psychological distress increases over time (Zoellner & Maercker, 2006).

Interestingly, two of the three regression models—those involving number of traumatic
life events and childhood maltreatment as predictors—tfailed to produce any evidence to support
posttraumatic growth as a moderating variable. However, number of traumatic life events was a
significant predictor for suicidal ideation and behavior and suicide risk, mirroring a similarly
observed relationship between PTSD and suicidal behavior (Panagioti, Gooding, Tarrier, 2009;
Sarreen, Houlahan, Cox, & Asmundson, 2005; Tarrier & Gregg, 2004). Additionally, childhood
maltreatment was a significant predictor for suicidal ideation and behavior and suicide risk. This
finding supports previous research showing that risk of suicide is elevated among those with a
history of childhood physical, sexual, or emotional abuse (Dube et al., 2001). One possible
explanation for the model involving childhood maltreatment and posttraumatic growth is the
relatively small portion of the sample reporting childhood maltreatment and the variable’s

positively skewed distribution. There is very limited research on the effect that the type of
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traumatic life event experienced in childhood has on the ability to experience posttraumatic
growth (See Meyerson, Grant, Carter, & Kilmer, 2011 for a review). It is possible that
individuals are more likely to experience resiliency rather than posttraumatic growth as a result
of the abuse and neglect assessed by the CMQ. Many individuals who encounter traumatic
events may be resilient regardless of whether they report experiencing posttraumatic growth
(Westphal & Bonanno, 2007).
Limitations and Directions for Future Research

Several study limitations deserve mentioning. First, due to the cross-sectional design, I
am unable to draw conclusions regarding the causal direction of the relationship between my
study variables. However, the results do provide support for the positive relationship between
trauma and suicidal ideation and behavior and suicide risk as well as the proposed differential
experience of individuals that engage in benefit finding after trauma versus individuals that do
not try to make sense of traumatic life events and find purpose and meaning in suffering. It
would be interesting to replicate this study as a before-and-after study similar to Frazier and
colleagues’ (2009) study in which they surveyed undergraduate students at one time point and
then again eight weeks later. Over 10% of their sample reported that they experienced a
traumatic life event over the eight-week time period and researchers were able to measure actual
positive changes that took place after adversity. Second, we relied exclusively on self-report
data, adding to the subjective nature of our findings. Third, the sample was composed of a
disproportionate number of Caucasian (84.4%) and female (71.5%) participants, thus limiting the
generalizability of results to all college populations.

A major limitation of the overall sample is that participants were undergraduate students

from the western United States reporting largely on the death of loved ones and major illness (of
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self or loved ones). However, because participants rated the severity of the events, it is likely
that the traumatic events they experienced reflects that of the general population (Vrana &
Lauertebach, 1994). Although it would be desirable to replicate these findings with a more
diverse age group, and generalizations to other groups must be made with caution, the types of
events experienced, and the rated severity of the events, suggest that the sample was dealing with
challenging life traumas. Additionally, participants self-selected into the study, which limits
generalizability of the study somewhat, given that students may have been attracted to the study
because of its particular focus on perceived growth after adversity.

Implications

Despite these limitations, these results support the benefit of facilitating posttraumatic
growth among college students who have experienced trauma they rate as significantly
distressing. With suicide ranking as the second leading cause of death among United States
college students, much remains for researchers to investigate in this complex public health
problem. However, with over 85% of students reporting experiencing a traumatic event their
lifetime and 21% reporting experiencing an event over a 2-month period in college, this study
supports the function of assessing perceived severity of trauma as well as promoting therapeutic
techniques designed to facilitate posttraumatic growth (Frazier et al., 2009).

Suicide research strongly suggests that people who feel that they are connected to others
and personally effective have a stronger will to live (Joiner, 2005). These two dimensions map
onto the Relating to Others and Personal Strength factors of posttraumatic growth (Tedeschi &
Calhoun, 1995; 1996). If the promising relationships in this study are confirmed by future
research to be robust over time and of clinical significance in wider samples of college students,

it may empower clinicians to integrate positive as well as negative factors into their suicide risk
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assessments and to incorporate posttraumatic growth into their therapeutic strategies for suicide
prevention. Because the literature on the facilitation of growth following adversity is only now
beginning to develop, it is too early to be certain what the exact therapeutic implications of
growth will be and how best to facilitate growth. Joseph and Linley (2006) emphasize that
personal growth after trauma should be viewed as originating not from the event but from within
the person themselves and propose that the meta-theoretical perspective of person-centered
theory is well-suited for this task because of the importance it places on the client’s inner
resources for healing and for growth.

The struggle with adversity is one pathway to discovering new strengths within
ourselves, renewing our relationships, and enhancing our sense of purpose and meaning.
Experiencing a trauma often reminds us that the dialectical forces of positive and negative, cost
and benefit, and suffering and growth, go hand in hand. The current study provides a good
examination of the moderating role that posttraumatic growth can play in the well-established
relationship between traumatic life events and suicide risk and college adjustment among

undergraduate students.
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Tables

Table 1.

Variable Means, Standard Deviations, and Intercorrelations

Variables 1 2 3 4 5 6 7

1. #TLE 1

2. SevTLE 92%* 1

3. CMQ 22%% 0 19%* 1

4. PTGI 9% 25%% 03 1

5. SBQ-R dex® 17 32%% 0 _03 1

6. LAS-SF A1 .09%* J33FE _14%% 0 43w 1 .07
7. CAQ -11%* -.12%* -16** .07 S20%% L 33%% ]
M 2.19 6.22 6.07 7429  4.66 28.59  38.71
SD 1.18 3.78 9.24 23.64 2.33 3.08 9.68

**Correlation is significant at the .01 level (2-tailed)
*Correlation is significant at the .05 level (2-tailed)
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Table 2.

Does posttraumatic growth effect the strength and/or direction of the observed relationship
between number of traumatic life events and 1) suicidal ideation and behavior, 2) suicide risk,

and 3) college adjustment? Multiple Regression Analyses

B SE (B) t p

Predicting suicidal ideation and behavior
Number of Traumatic Life Events 34 .09 3.70 <.001
Posttraumatic Growth -.01 .00 -1.52 13
Traumatic Life Events x Posttraumatic Growth .000 .00 -.055 .96
Constant 4.66

Predicting suicide risk
Number of Traumatic Life Events 40 13 3.11 <.001
Posttraumatic Growth -.02 .01 -3.88 <.001
Traumatic Life Events x Posttraumatic Growth -.01 .01 -1.54 12
Constant 28.62

Predicting college adjustment
Number of Traumatic Life Events -1.07 37 -2.89 <.05
Posttraumatic Growth .04 .02 2.22 <.05
Traumatic Life Events x Posttraumatic Growth .03 .02 1.77 .08
Constant 38.55

Note. R° = .03 in predicting suicidal ideation and behavior; .05 in predicting suicide risk; .03 in

predicting college adjustment, n =557.
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Table 3.

Does posttraumatic growth effect the strength and/or direction of the observed relationship
between severity of traumatic life events and 1) suicidal ideation and behavior, 2) suicide risk,

and 3) college adjustment? Multiple Regression Analyses

B SE (B) t p

Predicting suicidal ideation and behavior
Severity of Traumatic Life Events .10 .03 3.26 <.001
Posttraumatic Growth -.01 .00 -1.62 A1
Severity x Posttraumatic Growth .00 .00 -1.37 17
Constant 4.69

Predicting suicide risk
Severity of Traumatic Life Events .14 .04 3.32 <.001
Posttraumatic Growth -.02 .01 -4.01 <.001
Severity x Posttraumatic Growth -.003 .00 -2.14 <.05
Constant 28.65

Predicting college adjustment
Severity of Traumatic Life Events -40 A3 -3.19 <.001
Posttraumatic Growth .05 .02 2.54 <.05
Severity x Posttraumatic Growth .01 .01 2.84 <.01
Constant 38.43

Note. R° = .03 in predicting suicidal ideation and behavior; .05 in predicting suicide risk; .04 in

predicting college adjustment, n =557.
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Table 4.

Does posttraumatic growth effect the strength and/or direction of the observed relationship
between childhood maltreatment and 1) suicidal ideation and behavior, 2) suicide risk, and 3)

college adjustment? Multiple Regression Analyses

B SE (B) t p

Predicting suicidal ideation and behavior
Childhood Maltreatment .63 .09 7.16 <.001
Posttraumatic Growth -.004 .004 -1.02 31
Childhood Maltreatment x Posttraumatic Growth ~ -.002 .004 -0.43 .67
Constant 4.66

Predicting suicide risk
Childhood Maltreatment .87 A2 7.26 <.001
Posttraumatic Growth -.02 .01 -3.54 <.001
Childhood Maltreatment x Posttraumatic Growth  -.004 .01 -0.81 0.42
Constant 28.58

Predicting college adjustment
Childhood Maltreatment -1.33 .36 -3.69 <.001
Posttraumatic Growth .03 .02 1.64 .10
Childhood Maltreatment x Posttraumatic Growth .00 .02 0.03 98
Constant 38.69

Note. R° = .10 in predicting suicidal ideation and behavior; .13 in predicting suicide risk; .03 in

predicting college adjustment, n =557.
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Figure 1.

Posttraumatic Growth moderates the relationship between Severity of Traumatic Life Events and
Suicide Risk, df = 553, p<.05.
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Difterential Effect of Severity on College Adjustment by
Posttraumatic Growth
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Posttraumatic Growth moderates the relationship between Severity of Traumatic Life Events and
College Adjustment, df =553, p<.01.
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Trauma History Survey
Have you ever experienced any of the following events? (Check all that apply)
1) Death of a close loved one
* Ifyes, rate the severity of this event in terms of personal distress (circle number).
1 — Not at all 2— Very small 3 — Small 4 — Moderate
* Ifyes, how many times have you experienced this?
*  When was your most recent experience of this event (month/year)?
2) Very serious medical problem
* Ifyes, rate the severity of this event in terms of levels of distress (circle number).
1 — Not at all 2— Very small 3 — Small 4 — Moderate
* Ifyes, how many times have you experienced this?

*  When was the most recent experience of this event (month/year)?

5- Extreme

5- Extreme

3) Close friend, significant other, or family member experienced a serious medical condition

* Ifyes, rate the severity of this event in terms of levels of distress (circle number).
1 — Not at all 2— Very small 3 — Small 4 — Moderate
* Ifyes, how many times have you experienced this?
*  When was your most recent experience of this event (month/year)?
4) Accident that led to serious injury to yourself or someone close to you
* Ifyes, rate the severity of this event in terms of levels of distress (circle number).
1 — Not at all 2— Very small 3 — Small 4 — Moderate
* Ifyes, how many times have you experienced this?
*  When was your most recent experience of this event (month/year)?
5) Place of residence being damaged by fire or other natural causes
* Ifyes, rate the severity of this event in terms of levels of distress (circle number).
1 — Not at all 2— Very small 3 — Small 4 — Moderate
* Ifyes, how many times have you experienced this?

*  When was your most recent experience of this event (month/year)?

AQ

5- Extreme

5- Extreme

5- Extreme



6) Endured a divorce
* Ifyes, rate the severity of this event in terms of levels of distress (circle number).
1 — Not at all 2— Very small 3 — Small 4 — Moderate
* Ifyes, how many times have you experienced this?
*  When was your most recent experience of this event (month/year)?
7) Physically assaulted
* Ifyes, rate the severity of this event in terms of levels of distress (circle number).
1 — Not at all 2— Very small 3 — Small 4 — Moderate
* Ifyes, how many times have you experienced this?
*  When was your most recent experience of this event (month/year)?
8) Sexually assaulted
* Ifyes, rate the severity of this event in terms of levels of distress (circle number).
1 — Not at all 2— Very small 3 — Small 4 — Moderate
* Ifyes, how many times have you experienced this?

*  When was your most recent experience of this event (month/year)?

9) Victim of a crime such as robbery or mugging
* Ifyes, rate the severity of this event in terms of levels of distress (circle number).
1 — Not at all 2— Very small 3 — Small 4 — Moderate
* Ifyes, how many times have you experienced this?
*  When was your most recent experience of this event (month/year)?
10) Being stalked
* Ifyes, rate the severity of this event in terms of levels of distress (circle number).
1 — Not at all 2— Very small 3 — Small 4 — Moderate
* Ifyes, how many times have you experienced this?

*  When was your most recent experience of this event (month/year)?

N

5- Extreme

5- Extreme

5- Extreme

5- Extreme

5- Extreme
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Posttraumatic Growth Inventory

Before answering the following questions, focus on traumatic events that have occurred in your
life.

Please indicate the general experience you are thinking of:
___Loss of aloved one

_ Chronic or acute illness
~___Violent or abusive crime
____Accident or injury

____ Disaster

__ Jobloss

___ Financial hardship

_ Career or location change/move
_ Change in family responsibility
____Divorce

____ Retirement

_ Combat

___ Other

Time lapsed since last event occurred:
6 months - 1 year

1 -2years

2 - 5 years

~__ More than 5 years

Indicate for the statement below the degree to which the change reflected in the question is true
in your life as a result of your crisis, using the following scale.

0 =1 did not experience this change as a result of my crisis.

1 =1 experienced this change to a very small degree as a result of my crisis.
2 =1 experienced this change to a small degree as a result of my crisis.

3 = I experienced this change to a moderate degree as a result of my crisis.
4 =1 experienced this change to a great degree as a result of my crisis.

5 =T experienced this change to a very great degree as a result of my crisis.

1. Ichanged my priorities about what is important in life.

2. Thave a greater appreciation for the value of my own life.

3. Ideveloped new interests.

4. Thave a greater feeling of self-reliance.

5. Thave a better understanding of spiritual matters.

6. Imore clearly see that I can count on people in times of trouble.
7. Testablished a new path for my life.

8. I have a greater sense of closeness with others.

9. I am more willing to express my emotions.

10. I know better that I can handle difficulties.
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11. T am able to do better things with my life.

12. I am better able to accept the way things work out.

13. I can better appreciate each day.

14. New opportunities are available which wouldn’t have been otherwise.
15. I have more compassion for others.

16. I put more effort into my relationships.

17. T am more likely to try to change things which need changing.
18. I have a stronger religious faith.

19. I discovered that I’m stronger than I thought I was.

20. I learned a great deal about how wonderful people are.

21. I better accept needing others.

In your own words, please describe how you feel your life changed as a result of the traumatic
event(s) you experienced:
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Suicidal Behaviors Questionnaire-Revised (SBQ-R)
Instructions: Please check the number beside the statement or phrase that best applies to you.

1) Have you ever thought about or attempted to kill yourself? (check one only)
___Never

It was just a brief passing thought

____T'have had a plan at least once to kill myself but did not try to do it.
___T'have had a plan at least once to kill myself and really wanted to die
___T'have attempted to kill myself, but did not want to die

___T'have attempted to kill myself, and really hoped to die

2) How often have you thought about killing yourself in the past year? (check one only)
___Never

___Rarely (1 time)

___Sometimes (2 times)

___Often (3-4 times)

__Very Often (5 or more times)

3) Have you ever told someone that you were going to commit suicide, or that you might do it?
(check one only)

___No

____Yes, at one time, but did not really want to die

___Yes, at one time, and really wanted to die

___Yes, more than once, but did not want to do it

___Yes, more than once, and really wanted to do it

4) How likely is it that you will attempt suicide someday? (check one only)
___Never

___No chance at all

___Rather unlikely

_ Unlikely

___Likely

___Rather likely

___Very Likely
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Life Attitudes Schedule-Short Form (LAS-SF)

1) Itake care of my possessions so that they will last as long as possible. (True or False)

2) Ichoose to listen to music that has a death related theme. (e.g., some Heavy Metal music like

Ozzy Osbourne’s “Suicide Solution.”) (True or False)
3) Itry to eat foods that are good for me. (True or False)
4) I have gone on occasional drinking sprees. (True or False)
5) Tavoid unnecessary risks. (True or False)

6) At least once a month I have driven or have been driven more than 20 miles per hour over the

speed limit. (True or False)

7) Irarely do things that violate my standards. (True or False)

8) Ispend a lot of time doing things that are unproductive or unfulfilling. (True or False)

9) Ilook forward to a long life. (True or False)

10) I enjoy thinking about death. (True or False)

11) I enjoy eating “right”. (True or False)

12) I don’t really care much about what I eat (e.g., fried foods, sugar, etc.) (True or False)

13) I enjoy spending time with people who are cautious and avoid unnecessary risks. (True or
False)

14) Sometimes I feel so frustrated that I would like to hit my fist against the wall (or do
something that could hurt me). (True or False)

15) I feel good because my activities are meaningful and have purpose. (True or False)

16) I wish that I was someone else. (True or False)

17) 1 expect to have a long and interesting life. (True or False)

18) Killing myself would solve many of my problems. (True or False)

19) It is important to brush one’s teeth after every meal. (True or False)

20) The danger of smoking cigarettes has been exaggerated. (True or False)

21) The chance of my being injured in an accident in the next year is very low (less than 10%).
(True or False)

22) Sometimes I think about injuring myself (e.g., smashing my fist into a window). (True or
False)

23) 1 believe that I am a good person. (True or False)

24) 1 think that I am worthless. (True or False)
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College Adjustment Questionnaire (CAQ)

Listed below are some statements that describe how college students might be feeling about their

experience with college. Please use the rating scale below to indicate how accurately each

statement describes you at this point in time. Please read each statement carefully, and then circle

the number that corresponds to how accurately the statement describes you.

Response Options

1: Very Inaccurate

2: Moderately Inaccurate

3: Neither Inaccurate nor Accurate
4: Moderately Accurate

5: Very Accurate

Right now:

I am succeeding academically

I don’t have as much of a social life as I would like

I feel that I am doing well emotionally since coming to college
I am happy with my social life at college

I am doing well in my classes

I am happy with how things have been going in college

I am happy with the grades I am earning in my classes

I feel that I am emotionally falling apart in college

I have had a hard time making friends since coming to college
I am as socially engaged as I would like to be

I have felt the need to seek emotional counseling since coming
to college

. I am meeting my academic goals
13.
14.

I have performed poorly in my classes since starting college
I am satisfied with my social relationships

<0

Very
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Childhood Maltreatment Questionnaire (CMQ)

Listed below are statements that describe experiences with maltreatment that people may have
had when they were growing up. Some of the experiences can be very common and others not as
common. Please indicate how often each of the following occurred while you were a child.
So that you can describe your experiences in an honest manner, your responses will be kept in
absolute confidence. Please read each statement carefully, and then circle the number that best
describes your experience.

Response Options

1: Never

2: Rarely

3: Sometimes

4: Often

5: Very Often

When I was a child: Never
1. Iwas touched in a sexual way by a person older than me 1
2. One of my caregivers said degrading things to me 1
3. 1 was physically hurt by a parent/guardian 1
4. A parent/guardian refused or failed to provide the affection I needed 1
5. Ifelt safe with all of my caregivers 1
6. 1 was emotionally maltreated by a parent/guardian 1
7. 1 was hit hard enough by a parent/guardian to leave marks on my skin 1
8. 1 was sexually molested by a person older than me 1
9. My emotional needs were not met by a parent/guardian 1
10. I could trust that none of my caregivers would intentionally hurt me 1
11. I was sexually abused as a child 1
12. One of my caregivers physically abused me 1
13. 1 went hungry because a parent/guardian did not feed me 1
14. A parent/guardian left me by myself even though there should have been

someone watching me 1

15. A parent/guardian emotionally abused me 1
16. I experienced non-accidental physical injury from a parent/guardian 1
17. 1 was coerced to touch a person older than me in an inappropriate sexual way 1
18. One of my caregivers failed to provide adequate emotional care for me 1
19. All of my caregivers were “there for me” when I was growing up 1
20. I was emotionally neglected by a parent/guardian 1
21. I was coerced into unwanted sexual behavior 1
22. One of my caregivers did not bathe me, even when I was clearly dirty 1
23. A caregiver did not dress me appropriately for the weather 1

Al

[\S 2N NS TN (I O I 9}

NN [\8) [\8) [\SXN ST S I S I \S)

NN

W W W W W w W w W W W W W W W W W W W

W W

N A i

R S~ b b B

B

&~ b

Very
Often

WD L D

WD L D

W

WD L D W

W



Appendix G

AN



Demographic Data Form
1) What is your age?  years old

2) What is your gender? (please choose one)
____Male
____Female
___ Transgender
____ I prefer not to asnwer

3) What race/ethnicity do you identify with the most? (please choose one)
____African American/Black
____Alaska Native
____American Indian/Native American
____Asian American
_ Caucasian/White
____Hawaiian/Pacific Islander
____Latino or Hispanic
____Middle Eastern American
__ Other (Please specify: )

4) Are you religiously affiliated?
~__No
__Yes

A



Appendix H

AA



Consent to Participate in a Research Study
Colorado State University

TITLE OF STUDY
Perceived Changes Following Adversity

PRINCIPAL INVESTIGATOR

Lee A. Rosen, Ph.D., Psychology Department

207 Behavioral Sciences Building, (970) 491-5925
Lee.Rosen@colostate.edu

CO-PRINCIPAL INVESTIGATOR

Kelly Sheline, Doctoral Student, Psychology Department
338 Behavioral Sciences Building, (970) 658-0949
kellysheline@gmail.com

WHY AM I BEING INVITED TO TAKE PART IN THIS RESEARCH?
We are interested in learning more about how individuals cope after a negative life event. Since
we are interested in college students, we would appreciate your help.

WHO IS DOING THE STUDY?
The study is being conducted by doctoral student, Kelly Sheline, under the guidance of her
advisor, Lee Rosen, Ph.D.

WHAT IS THE PURPOSE OF THIS STUDY?
The purpose of the study is to better understand the positive changes sometimes experienced as a
result of a struggle with challenging life events.

WHERE IS THE STUDY GOING TO TAKE PLACE AND HOW LONG WILL IT
LAST?

You will be asked to complete the study on-line at a time and place that is convenient for you.
Participation will take approximately 30 minutes of your time.

WHAT WILL I BE ASKED TO DO?

You will be asked to complete a few questionnaires regarding your experience with negative life
events, changes that occurred as a result of these events, suicidal ideation, behavior, and risk
factors, adjustment to college, and childhood maltreatment (sexual, physical, and emotional
abuse). The surveys include some questions that may seem sensitive or personal. You are free to
skip any question or item for any reason.

ARE THERE REASONS WHY I SHOULD NOT TAKE PART IN THIS STUDY?
Participation requires that you are at least 18 years of age and currently enrolled in college
courses.

WHAT ARE THE POSSIBLE RISKS AND DISCOMFORTS?

AR



Due to the sensitive nature of some of the questionnaires, there is a slight risk of emotional
distress associated with this study. If any of the questions cause you emotional distress, please
feel free to contact Kelly Sheline, M.Ed. at the CSU Health Network-Counseling Services at
(970) 491-3649 or call (970) 491-6053 to speak to a CSU-Health Network counselor.

ARE THERE ANY BENEFITS FROM TAKING PART IN THIS STUDY?
There are no direct benefits from your participation in this study, although it will help us to better
understand personal growth after negative life events.

DO I HAVE TO TAKE PART IN THE STUDY?

Your participation in this research is voluntary. If you decide to participate in the study, you may
withdraw your consent and stop participating at any time without penalty or loss of benefits to
which you are otherwise entitled.

WHO WILL SEE THE INFORMATION THAT I GIVE?
We will keep private all research records that identify you, to the extent allowed by law.

This study is anonymous. We are not obtaining your name or other identifiable data from you, so
no one, not even members of the research team, will be able to identify you or your data. Your
information will be combined with information from other people taking part in the study. When
we write about the study to share it with other researchers, we will write about the combined
information we have gathered.

WILL I RECEIVE ANY COMPENSATION FOR TAKING PART IN THIS STUDY?
You will receive 1/2 experimental credit for your participation today.

WHAT HAPPENS IF I AM INJURED BECAUSE OF THE RESEARCH?

The Colorado Governmental Immunity Act determines and may limit Colorado State
University's legal responsibility if an injury happens because of this study. Claims against the
University must be filed within 180 days of the injury.

WHAT IF I HAVE QUESTIONS?

Before you decide whether to accept this invitation to take part in the study, please ask any
questions that might come to mind now. Later, if you have questions about the study, you can
contact the investigator, Dr. Lee Rosén at 970-491-5925 or Kelly Sheline at 970-658-0949. If you
have any questions about your rights as a volunteer in this research, contact Janell Barker, Human
Research Administrator at 970-491-1655. You are free to print out a copy of this consent form to
take with you for your records.

This consent form was approved by the CSU Institutional Review Board for the protection of
human subjects in research on October 3, 2012.

If you have read and understood the above information and consent to participating in the study,
please click the “I consent” button to indicate your consent to participate in the study.
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Debriefing Information
Objective of Research
This study is concerned with the interaction between exposure to negative life events, positive
benefits sometimes experienced as a result of these events (posttraumatic growth), and current
psychological functioning. Previous studies have suggested that perceived growth after traumatic
life experiences may prevent the development of suicidal thoughts and behavior. Relevant
sections of your PSY 100 textbook include pages 484-485 and 502-503.

General Information

Your participation is greatly appreciated and will help psychologists to better understand the
relationship between traumatic experiences, posttraumatic growth, and psychological
functioning. If you would like to receive a report of this research when it is completed (or a
summary of the findings), please contact Kelly Sheline, M.Ed. at kellysheline@gmail.com or
Lee A. Rosén, Ph.D. at Lee.Rosen@Colostate.edu.

Safety

If your participation in this study has contributed to any emotional distress or significant
discomfort, you may contact Dr. Susan MacQuiddy, Director of Counseling Services at CSU-
Health Network at 970-491-6496. In case of emergency or crisis, on-call counselors are also
available 24/7 and can be reached at 970-491-7111. For a nationwide crisis hotline, please call 1-
800-273-8255. Finally, please contact the research investigators directly for assistance and
additional debriefing if you experience any distress as a result of this study. Kelly Sheline can be
reached at (970) 658-0949 or kellysheline@gmail.com. To contact Dr. Lee Rosén, call (970)
491-4925 or send an email to Lee.Rosen@Colostate.edu. If you have any questions about your
rights as a volunteer in this research, contact Janell Barker, Human Research Administrator, at
970-491-1655.

Confidentiality

All information collected in today’s study will be confidential, and there will be no way of
identifying your responses in the data archive. Identifying the responses of individual
participants is not important. Instead, this research will be focused on examining general patterns
that emerge when the data are aggregated together.

Please do not disclose research procedures and hypotheses to anyone who might participate
in this study between now and the end of data collection, as this could affect the results of
the study.

Thank you for your participation!
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