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ABSTRACT 

 

Despite decades of research outlining the onset, course, and treatment of Posttraumatic 

Stress Disorder (PTSD), the question of why some, but not others, develop the disorder remains 

unanswered.  One of the most widely accepted predictors of the disorder is the presence of 

negative posttraumatic cognitions.  However, because the term “posttraumatic” implies a 

retrospective prediction, the clinical utility of this finding is relatively insignificant; it does not 

allow for the identification of those most at risk for developing PTSD prior to trauma exposure.  

A more promising area of research concerns the degree to which individuals feel comfortable 

discussing their thoughts and feelings surrounding their trauma experience; this process is 

otherwise known as disclosure.  Specifically, individuals who are reluctant to share their 

experiences of trauma demonstrate greater symptom severity than those who willingly share.  

The purpose of the present study was to not only better understand the relationships between 

disclosure and PTSD, but also to explore how these relationships may be impacted by 

personality.  A path analysis with one predictor variable (disclosure), one mediation variable 

(posttraumatic cognitions), and two outcomes variables (posttraumatic symptoms and 

posttraumatic growth) was hypothesized. Given the limited amount of literature related to PTSD 

and personality, specific predictions regarding this relationship were not made.   

The present study found evidence to suggest that, indeed, one reason individuals may 

develop and maintain high levels of anxiety following a trauma may be their attitudes toward 

sharing this experience with others.  As reluctance to disclose a traumatic experience increased, 
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individuals reported higher levels of PTSD symptoms and lower levels of posttraumatic growth 

(positive outcomes following a trauma).  Further, these relationships appeared to be partially 

mediated by negative cognitions about the trauma, including thoughts about the self, thoughts 

about others, and self-blame.  Although the direction of these relationships was limited in the 

present study by its correlational design, the results provide preliminary evidence to warrant 

future research. 
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CHAPTER 1 

 

INTRODUCTION 

 

Every day, thousands of American soldiers wake up in warzones throughout the world.  

Given the deployment demands for the “War on Terror,” it is not surprising that concern about 

the well-being of these soldiers has increased in recent years.  For the first time since the late 

1970s, the United States has an influx of service members returning from duty who are unable to 

adjust to civilian life.  Recent studies have shown that a substantial portion of these men and 

women are suffering with Posttraumatic Stress Disorder (PTSD), a psychological condition that 

is marked by significant anxiety in response to traumatic exposure.  Prevalence estimates suggest 

that approximately five to twenty percent of soldiers deployed to Iraq and Afghanistan have 

developed PTSD; of those seeking treatment, a staggering fifty percent screen positive for the 

disorder (Ramchand, Schell, Karney, Osilla, Burns, & Caldarone, 2010).   

At the time this research was initiated and the data was collected, the revised fourth 

edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM-IV-TR; American 

Psychiatric Association [APA], 2000) was the standard diagnostic measure; as such, symptom 

severity in the present study was measured according to DSM-IV-TR criteria.  According to the 

DSM-IV-TR, a diagnosis of PTSD required that an individual must experience a traumatic event 

and react in a way that reflects the magnitude and uncontrollable nature of the situation.  

Specifically, an individual’s response should be marked by intense “fear, helplessness, or horror” 



2 

(p.  467).  Symptoms such as recurrent and intrusive thoughts of the trauma, avoidance of stimuli 

associated with the event, and increased arousal must last for at least one month and cause 

significant distress or impairment in an area important to daily functioning.  Changes to the 

diagnostic criteria for PTSD since the initiation of the present study will be discussed in later 

sections of the present paper as it is relevant to future research. 

The high prevalence and debilitating symptoms of PTSD have led researchers to become 

increasingly interested with identifying premorbid risk factors (Mueller, Moergeli, & Maercker, 

2008).  Despite decades of clinical research outlining a fairly clear picture of its onset, course, 

and treatment, the question of why some individuals develop PTSD while others do not remains 

a mystery.  This is not to say, however, that researchers have ignored this particular area of 

study.  For nearly a century, they have attempted to identify individuals at risk for posttraumatic 

stress.  In fact, the development of the Woodsworth Personal Data Sheet (WPDS) in 1919 served 

the sole purpose of screening out soldiers most vulnerable for developing combat-related anxiety 

(Strauss & Smith, 2009).   

Several studies in recent years have also attempted to understand characteristics unique to 

individuals with PTSD (Brewin, Andrews, & Valentine, 2000; Mueller et al., 2008).  

Nevertheless, most findings are mixed and, among those that are consistent, most only account 

for a small portion of the variance associated with PTSD.  For example, a meta-analysis by 

Brewin et al. (2000) found that demographic factors such as gender, age at trauma, race, and 

education can, in some cases, predict the development of PTSD.  The reliability of these 

findings, however, was largely dependent on the sample and methodology selected.  The same 

was true for psychiatric history and childhood experiences.  Although the research demonstrated 

that trauma severity, social support, and general life stress were the best predictors of the onset of 
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PTSD, the effect was modest.  The most consistent and widely accepted predictor of PTSD 

throughout the literature is the presence of dysfunctional posttrauma cognitions.  However, 

because posttrauma implies a retrospective prediction, the clinical utility of this finding is 

relatively insignificant; it does not allow for the identification of those most at risk for 

developing PTSD prior to trauma exposure (Mueller et al., 2008).   

A more promising area of research concerns the degree to which individuals feel 

comfortable discussing their thoughts and feelings surrounding their trauma experience.  

Longitudinal findings have demonstrated that attitudes toward disclosure significantly predict the 

onset and symptom course of PTSD.  Specifically, individuals who are reluctant to share their 

experiences of trauma demonstrate greater symptom severity (Mueller et al., 2008).  When 

Mueller et al. compared disclosure attitudes to dysfunctional posttrauma cognitions, they found 

that not only were disclosure attitudes comparable in their prediction of symptom severity, but 

they also explained more unique variance associated with the disorder.  These findings are 

consistent with previous research that has suggested that negative attitudes toward emotional 

expression significantly increase risk for developing and maintaining symptoms of PTSD (Jones 

& Pennebaker, 2006; Nightingale & Williams, 2000; Schnurr et al., 2000).   

In a review of the literature, Pennebaker (1995) found that, regardless of theoretical 

orientation, nearly all therapeutic interventions for trauma yield at least some positive 

psychological changes.  One explanation behind this finding is that all psychotherapies, even in 

their most basic forms, offer the opportunity to communicate traumatic experiences.  Numerous 

studies have shown that individuals who engage in trauma disclosure respond better to treatment 

and encounter greater posttraumatic growth (Bolton, Glenn, Orsillo, Roemer, & Litz, 2003; 

Hernandez, Lyons, & Tandy, 2004; Slavin-Spenny, Cohen, Oberleitner, & Lumley, 2010).  In 
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addition to symptom reduction, high disclosers report increased optimism, relationship 

improvement, and commitment to spiritual changes (Slavin-Spenny et al., 2010).  Although 

several models have been offered to clarify the relationship between disclosure and PTSD, the 

theory of cognitive adaptation is the most well-established and widely-used framework in 

evidence based practice for trauma (Sloan, 2010).   

A central tenet of cognitive adaptation is that psychological health is dependent on the 

maintenance of relatively consistent core beliefs or schemas about the self, world, and others.  In 

the face of trauma, these beliefs are challenged, leaving the individual unable to make sense of 

the experience.  Until the individual is able to successfully integrate the new information into 

previously held schemas, he or she will encounter increased anxiety and distress, otherwise 

known as PTSD (Sloan, 2010).  Some believe that disclosure, which provides an opportunity to 

organize and restructure the events associated with trauma, acts to encourage successful 

integration, thereby promoting psychological well-being (Sloan, 2010).  Empirical evidence 

supporting this claim, however, remains limited and unconvincing.  In addition to evaluating the 

predictive utility of disclosure, the present study will seek to understand how core beliefs may or 

may not mediate the impact of disclosure on symptom severity.   

Nightingale and Williams (2000) went further by demonstrating that attitudes toward 

disclosure remain relatively stable across time, suggesting that these attitudes may reflect an 

underlying facet of personality rather than a reaction to variable mood states or situational 

influences.  Furthermore, they found that positive attitudes toward emotional expression 

significantly correlated with measures of well-known personality traits, including openness to 

experience, extraversion, and agreeableness.  Omarzu (2000), on the other hand, presented 

evidence to suggest that attitudes toward disclosure are largely dependent on various social goals 
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(e.g., social control, social approval, relationship development, etc.), and are therefore likely to 

change as a function of the situation.  In order to establish disclosure as a more reliable predictor 

of PTSD, the present study will attempt to explain these conflicting findings and provide 

evidence to better understand the properties of disclosure.   

It is predicted that those who are more inclined to disclose will endorse fewer and less 

severe symptoms of PTSD because it is more likely that they have undergone the process of 

cognitive adaptation, an essential component of psychological health following trauma exposure.  

Due to the limited literature on the consistency of disclosure across time and its relation to 

personality, the present study will refrain from making specific predictions in these domains.  

Rather, exploratory analyses will be performed in an effort to provide information pertinent for 

future research. 
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CHAPTER 2 

 

REVIEW OF RELATED LITERATURE 

 

Posttraumatic Stress Disorder 

The inclusion of Posttraumatic Stress Disorder (PTSD) in DSM-III (APA, 1980) marked 

an important milestone for veterans suffering from combat-related anxiety.  Prior to the official 

acknowledgement of posttraumatic stress, soldiers who experienced psychological deterioration 

as a result of war carried the heavy burden of needing to legitimize their condition (Lindner, 

2004).  For example, during the early twentieth century, the acceptance of war neuroses 

depended primarily on the nature of its cause; it was thought that conditions due to physical 

illness were not as susceptible to malingering as those due to psychological stress.  Following 

World War I, the only combat-related disorder that was widely accepted in the medical 

community was “shell shock” for its foundation in neurological damage.  Diagnoses such as 

hysteria and neurasthenia, on the other hand, were often questioned, if not discounted, for their 

suspected association with disruptions in the psyche.  At the time, the only justification for 

psychological war neuroses was the general conceptualization offered by Freud, which 

maintained that the threat of physical danger contributed to internal conflict (Lindner, 2004). 

In an effort to provide a more well-defined rationale for postwar psychological distress, it 

was suggested that “traumatic neuroses” was the result of a soldier’s need to choose between 

survival and duty in the face of imminent danger.  Since soldiers are often compelled to 
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approach, rather than avoid physical harm, it was believed that the suppression of their natural 

fight-or-flight response left them psychologically traumatized (Lindner, 2004).   

Kardiner (1941) went further to define traumatic neuroses as adaptations to the 

weakening of internal and external resources.  More specifically, he suggested that anxiety 

induced by trauma exhausted an individual’s ego and capacity for interpersonal relationships.  

Symptom presentation, he suggested, depended on the degree of adaptation required to 

adequately manage these changes and would therefore vary among individuals.  Kardiner’s 

model offered a unique perspective for its integration of psychodynamic and relational elements 

as well as for its flexibility in clinical presentation.  Although his perspective was instrumental 

the history of PTSD, Kardiner’s more process-oriented approach was eventually abandoned in an 

effort to establish more formal and observable diagnostic criteria (Lindner, 2004). 

In 1952, the APA published its first edition of the DSM.  The category Gross Stress 

Reaction (GSR), broadly defined as a psychoneurotic condition following exposure to intolerable 

stress, was intended to capture cases of traumatic neuroses.  However, with the first revision of 

the DSM in the late 1960s, GSR was omitted.  Clinicians were, once again, left ill-prepared to 

accurately diagnose soldiers returning from combat.  This became readily apparent following the 

Vietnam Conflict when countless veterans were unable to successfully acclimate to life at home; 

some of these veterans went so far as to engage in antisocial acts and/or commit suicide.  

Although many veterans received diagnoses of Transient Situational Disturbance, the course of 

this condition failed to accurately reflect the experiences of these men.  Implied in the name, 

transient distress was believed to subside when the source of the disturbance was removed 

(Lindner, 2004).  This was not the case, however, for the majority of veterans seeking treatment.  

In an effort to provide a clinical explanation for these cases, the Veterans Administration (VA) 
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suggested that psychopathology must have been present prior to combat exposure and that the 

traumatic nature of war only served to exacerbate these preexisting conditions.  The reaction to 

this notion was mixed as some believed it indirectly blamed soldiers for their condition.  In 

addition, empirical findings to support this theory were limited (Lindner, 2004). 

It was not until Sarah Haley, a social worker at the Boston VA medical center, publicly 

highlighted evidence to the contrary that the issue of how to categorize anxiety-ridden soldiers 

garnered enough interest to warrant a reevaluation of diagnostic criteria.  She suggested that 

most clinicians in VA settings considered traumatic neuroses a more appropriate 

conceptualization of war-related anxiety and that many had already begun to diagnose their 

patients accordingly despite its lack of official diagnostic credibility.  Haley’s findings, coupled 

with pressure from the public to better understand this phenomena, eventually contributed to the 

formation of the Reactive Disorders Committee (RDC) by DSM officials.  Leaders of the task 

force for DSM-III insisted that the introduction of a new diagnostic category would require more 

than personal reports and public attention; therefore, they created the RDC to formally assess the 

emotional disturbances of veterans and to provide empirical support to substantiate the existence 

of traumatic neuroses (Lindner, 2004).   

The research that followed suggested that the symptoms of traumatic neuroses were not 

unique to battlefield experiences; obvious similarities existed between veterans and other 

traumatized groups, specifically holocaust survivors.  Although the discovery of various trauma 

types contributed to increased support for a separate diagnosis, the pursuit of one category to 

capture multiple clinical presentations became a complex task.  Rather than a flexible set of 

criteria as Kardiner had suggested several years earlier, DSM-III committee focused on 

commonalities between types (Lindner, 2004).  Even after diagnostic criteria had been 
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established for a new category, the inclusion of Posttraumatic Stress Disorder (PTSD) was 

controversial. PTSD had not been well-researched as a separate disorder and, unlike other 

psychiatric conditions, its etiology was attributed to external forces (i.e., combat, abuse, etc.).  In 

addition, the conceptualization of PTSD remained fixed in Freudian thought.  By 1980, however, 

it became clear that public pressure to legitimize the condition would not diminish.  That same 

year the DSM-III was published and PTSD was included as an official diagnosis.  Listed under 

the Anxiety Disorders category, a diagnosis of PTSD required that an individual must encounter 

a traumatic event outside of the usual human experience and must demonstrate observable 

symptoms related to that event (Lindner, 2004).   

Although no significant diagnostic changes were made to PTSD in the third and fourth 

revisions of the DSM, the definition of a traumatic event was eventually broadened to include 

experiences that may be considered part of the usual human experience, particularly physical and 

sexual assault.  Several follow-up studies demonstrated that the commonality of an experience 

did not necessarily reflect the degree to which it could be perceived as traumatic (Lindner, 2004).   

For the purposes of the present study, PTSD is defined by the DSM-IV-TR as 

psychological distress subsequent to and specific to an event involving actual or threatened death 

or serious injury.  Feelings that should accompany an event of this nature should include “intense 

fear, helplessness, or horror” (APA, 2000, p.  467).  Furthermore, symptoms such as recurrent 

experiences of the trauma, avoidance of stimuli related to the event, and increased physiological 

arousal must last for at least one month and cause significant distress or impairment in at least 

one area important to daily functioning.  Changes to this criteria in the DSM-5, which was 

published after the initiation of the present study include the removal of “intense fear, 

helplessness, or horror” following the traumatic event and the addition of negative cognitive 
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changes.  One example of a negative cognitive change is an exaggerated negative belief or 

expectation about the world such as “the world is dangerous” (APA, 2013).   

Premorbid Risk Factors 

Identifying individuals most likely to develop PTSD following a traumatic experience is 

a difficult and complex task.  Unfortunately, it is not reasonable to simultaneously evaluate every 

potential predictive variable.  Because a significant amount of heterogeneity exists across trauma 

populations, even meta-analyses have proved challenging (Brewin et al., 2000).  The broadening 

of diagnostic criteria to include vastly different traumatic experiences (i.e., rape, abuse, combat) 

means that studies of PTSD, particularly those that aim to review the literature, are often forced 

to combine findings that could not possibly be expected to parallel one another.  In fact, some 

researchers suggest that the degree to which varying types of traumatic experiences yield 

different clinical presentations calls into question whether or not one diagnostic category is 

appropriate (Ford, 1999; Hisman, 1992; Van der Kolk, 1988).  Researchers are often faced with 

the choice to include various forms of trauma and try to isolate unique findings, or to focus on 

one specific population and subsequently produce results with low external validity.  In addition 

to these diagnostic challenges, most research suggests that the relationship between premorbid 

conditions and PTSD is not likely one-dimensional; nor is it likely that all risk factors are 

necessarily premorbid (Brewin et al., 2000; Mueller et al., 2008; Schnurr et al., 2000).  When 

one considers the many difficulties facing PTSD researchers, it is not surprising that there is a 

dearth of consistency among the findings in this area.   

McFarlane (1989) noted that the issue of why some individuals develop PTSD while 

others do not has been an ongoing point of contention for decades.  Whereas some studies have 

highlighted the impact of external factors such as trauma severity and social support, others have 



11 

demonstrated the importance of internal elements like personality and premorbid 

psychopathology.  The study of internal factors is especially controversial because, as mentioned 

previously, it is often perceived as an attempt to blame victims of trauma.  Green, Lindy, and 

Grace (1985) concluded that although trauma severity was the primary determinant of symptom 

onset, characteristics of the individual and post-trauma environment were central to symptom 

alleviation.  In a longitudinal evaluation of this prediction, McFarlane demonstrated that severity 

of trauma exposure was related to initial, but not ongoing, reactions to the event.  Nearly two 

years after the trauma, the only factor that remained statistically relevant to the prediction of 

PTSD was pre-trauma psychological functioning.  This finding was consistent with previous 

reports that stressed the long-term predictive value of pre-disaster variables (Clayton & Darvish, 

1979; Helzer, Robins, Wish, & Hesselbrock, 1979).   

In a later review of approximately eighty studies, Brewin et al. (2000) found that a 

multitude of factors were essential to the development and course of PTSD, including gender, 

age, socioeconomic status, education, intelligence, trauma history, social support, life stress, and 

adverse childhood experiences.  Their inclusion of both community and military samples 

provided an opportunity to evaluate the differential impact of these variables on trauma type.  

Not surprisingly, the effects varied significantly between samples.  In fact, the only consistent 

predictors between the two groups were psychiatric history (individual and familial) and 

childhood abuse.  Overall the effect of these variables was modest and only accounted for a 

small portion of the variance associated with PTSD.  The only exception to this finding was 

related to social support.  Specifically, lack of social support was moderately related to higher 

levels of symptom severity in military populations, a finding that was later replicated by Mueller 
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et al. (2008).  Interestingly, this relationship was not bidirectional; adequate social support was 

not related to lower levels of symptom severity in either study.   

Foa et al. (1999), in their construction of the Posttraumatic Cognitions Inventory (PTCI), 

identified the only seemingly robust predictor of PTSD: posttraumatic dysfunctional cognitions.  

They found that all scales (negative cognitions about the self, negative cognitions about the 

world, and self-blame) reliably predicted symptom severity.  Further, the PTCI was able to 

discriminate between those with and without PTSD even after accounting for extraneous 

variables such as depression, state anxiety, age, sex, race, and type of trauma.  Nevertheless, the 

retrospective nature of posttraumatic cognitions does not allow for the identification of those 

most at risk for developing PTSD prior to trauma exposure.  Disclosure, on the other hand, 

appears to provide promising new ground for the prediction of trauma-related anxiety.   

Disclosure 

History 

Briefly defined, disclosure is the expression of thoughts and feelings, particularly those 

related to an event that has caused significant emotional upheaval. For most of the twentieth 

century, disclosure has been viewed as a means of establishing social bonds.  Confiding in others 

was believed to be most relevant for interpersonal relationships and therapeutic transference.  For 

these reasons, researchers and clinicians acknowledged that disclosure had an important role in 

psychological health, yet few bothered to ask why.  Further, even fewer bothered to ask whether 

or not disclosure was equally important for all psychiatric conditions.  The literature changed 

considerably in the 1980s, however, when Pennebaker and various colleagues (Beall, 1986; 

O’Heeran, 1984; Susman, 1988) began to study the relationship(s) between inhibition, 

disclosure, and general health.   
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Early studies indicated that an individual’s ability to inhibit stressful thoughts and 

feelings significantly impacted health outcomes; individuals who refrained from sharing stressful 

experiences reported more health problems than individuals who had encountered similar 

experiences, but who had openly discussed them with others (Pennebaker & Susman, 1988).  

This finding was consistent with previous work by Pennebaker and O’Heeron (1984) that 

specifically focused on the long-term effects of disclosure among widowers.  Widowers who did 

not share their grief, either through prayer or discussion with others, endorsed far more health 

problems one year after the death of their spouse than widowers who had been more open.  

Hughes, Uhlmann, and Pennebaker (1994) further demonstrated that individuals who reported 

chronic use of denial or repressive coping styles were significantly more likely to encounter 

illness and life-threatening conditions such as heart disease.  They suggested that this discovery 

was attributable, at least in part, to the finding that inhibited children were prone to high levels of 

serum cortisol and rapid heart rates.  Pennebaker (1995), in an exhaustive review of the 

literature, indicated that similar findings were consistent across a wide range of situations and 

populations.  For this reason, he suggested that the task of inhibiting emotional distress must be 

physiologically exhausting and that, if used regularly, can exacerbate, if not cause, serious health 

problems.   

The other side of this research was the question of whether or not outcomes could be 

significantly changed by encouraging disclosure.  Friedman and Ulmer (1984) noted that heart 

attack victims who engaged in psychotherapy were nearly fifty percent less likely to encounter a 

second attack than matched controls.  Further, Spiegel, Bloom, Kraemer, and Gottheil (1989) 

found that women in the advanced stages of breast cancer who participated in group therapy 



14 

lived approximately 1.5 years longer than women who had only been exposed to non-therapeutic 

informational sessions.   

To substantiate these findings and to clarify whether the effects of disclosure were 

specific to a therapeutic setting, Pennebaker and Beall (1986) created a lab-based empirical 

approach that involved brief periods (i.e., fifteen to twenty minutes) of journaling across four 

consecutive days.  They found that healthy participants who wrote about stressful experiences 

during this time reported significantly fewer illness-related health center visits at six month 

follow-up than those who wrote about more neutral experiences.  Physiological markers 

associated with decreased health center visits included t-helper cell growth, increased antibody 

response to the Epstein-Barr virus and hepatitis B vaccinations, and enhanced wound healing 

(Esterling, Antoni, Fletcher, Margulies, & Schneider, 1994; Petrie, Booth, Pennebaker, Davison, 

& Thomas, 1995; Smyth, 1998).  Although the findings by Pennebaker and Beall (1986) were 

subject to several potential confounds including a limited sample, individual coping differences, 

and demand effects, numerous replication studies suggest that writing about stressful events is, in 

fact, a meaningful experience that contributes to various beneficial health outcomes.  In one 

review, Smyth (1998) demonstrated a substantial effect size (d = .68) for physiological 

functioning following disclosure.  Approximately forty-six percent of the variance in physical 

health improvement was accounted for by disclosure.   

In additional to physical outcomes, the impact of disclosure on behavioral outcomes has 

also proved significant, particularly within educational and occupational domains.  For example, 

several studies have found that months after the disclosure task, healthy students who wrote on 

emotional subjects were more likely to demonstrate increased academic achievement (measured 

by GPA) than students who wrote on neutral subjects (Frattaroli, 2006; Lumley & Provenzano, 
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2003).  In addition, Spera, Buhrfield and Pennebaker (1994) noted that laid-off employees who 

engaged in high levels of disclosure reported lower levels of alcohol intake and less time 

between jobs than those who were not engaged in high levels of disclosure.   

Much of the early research done on disclosure was conducted among healthy college 

students without significant mental health problems.  The literature regarding disclosure within 

psychiatric populations is both more limited and mixed.  Although Russ (1992) found that 

physical health improved for college students who reported a history of anxiety problems, Bird 

(1992) found that physical outcomes did not significantly change for participants who had 

previously received psychological services.  Other studies have demonstrated a similar lack of 

effects for individuals with negative body image and suicidal tendencies (Earnhardt, Martz, 

Ballard, & Curtin, 2002; Kovac & Range, 2002).  Gidron, Peri, Connolly, and Shaley (1996) 

even found that, among those receiving treatment for PTSD, illness-related health center visits 

increased.    

A meta-analysis of nine heterogeneous studies by Frisina, Borod, and Lepore (2004) was 

one of the first reviews to evaluate physical outcomes across non-healthy samples.  Although the 

results were somewhat confounded with the inclusion of both psychological and physical 

disorders, the mean weighted effect size (d = .19) suggests that the impact of disclosure on 

clinical samples pales in comparison to healthy samples.  Results were similar to those found by 

Harris (2006), which separated physically- and psychologically-ill samples and was still unable 

to find a significant effect of disclosure for physical health.  Nevertheless, disclosure was related 

to improvements across a number of serious conditions including asthma, arthritis, and cancer 

(i.e., rectal, prostate, and breast) (Frisina et al., 2004).  This finding, in turn, is consistent with 
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Sloan (2010), who suggested that, regardless of psychiatric status, disclosure contributes to 

decreases in physical complaints, ratings of pain, and claims for disability services.   

The psychological effects of disclosure should be considered when deciding whether or 

not it is a worthwhile process.  As noted above, disclosure has long been regarded as an 

important element of psychological functioning.  Nevertheless, until Pennebaker and colleagues 

began to illustrate the relationship between disclosure and physical health, few had questioned 

the specific mechanisms by which it was relevant to psychological health.  Not surprisingly, a 

substantial amount of research has been done within psychiatric populations on the psychological 

effects of disclosure; the evidence, however, remains far from conclusive.  Some research 

suggests that disclosure has a greater impact in healthy individuals (d = .66, p = .009) than within 

clinical samples (d = .07, p = 1.169; Frisina et al., 2004; Smyth, 1998).  Frisina et al. noted, 

however, that several areas of mental health for clinical populations were affected positively by 

disclosure.  For individuals who endorsed clinical levels of depression and anxiety, disclosure 

was related to significant improvement on measures of depression, mood, anxiety, and sleep 

quality.  One reason disclosure effects may not be as strong for psychiatric participants is that 

most mental disorders are characterized, at least in part, by some degree of thought distortion; 

therefore, it may be that the benefit of restructuring thought content offered by written 

expression is not as easily attained by this population.  In addition, emotional disclosure may be 

more difficult for individuals whose emotions are currently in a state of upheaval. Nevertheless, 

Frisina et al. have suggested that since writing is a relatively cost-efficient and readily available 

intervention, even small improvements for this particular population should be regarded as 

potentially worthwhile.   
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A more exhaustive meta-analysis by Frattaroli et al. (2006), which was not specific to 

psychiatric populations and included 146 randomized studies, demonstrated that disclosure 

yielded significant improvements across a wide array of psychological symptoms including 

depression, anger, and anxiety.  These improvements, however, were moderated by several 

extraneous conditions (i.e., sample characteristics, experience of trauma, and disclosure 

procedures).  Disclosure effects were not influenced by psychological health, age, ethnicity, 

education level, or method of disclosure (i.e., writing versus talking and presence of audience).  

Conditions involving more general stress, bereavement, eating-disordered problems, and 

dissociative symptoms also did not appear to be affected by emotional expression.  In addition, 

disclosure did not significantly impact coping strategies, cognitive schemas, or stress-related 

growth.  Important to bear in mind, however, is that Frattaroli’s analysis was indirect.  The 

purpose of most studies included in the review had not been to evaluate whether or not these 

variables differentially impacted the effect of disclosure; therefore, Frattaroli extrapolated from 

much of the statistical evidence provided by these studies in order to make conclusions about 

moderating relationships.   

As participant pools began to spread beyond healthy college samples, the intensity of 

events that individuals disclosed also shifted.  The content of disclosures became noticeably 

more stressful, and in most cases even traumatic.  Not surprisingly, this trend led to a more direct 

study of the relationship between trauma-specific anxiety (i.e., PTSD) and disclosure.  In 

general, research suggests that regardless of trauma type (i.e., abuse, natural disasters, combat, 

etc.), individuals who disclose experience lower levels of psychological distress (Lepore, Silver, 

Wortman, & Wayment, 1996; Pennebaker & Harber, 1993).  Given the relationship between 

disclosure attitudes and PTSD, one would expect that the act of disclosing would alleviate 



18 

symptoms associated with the disorder.  Frisina et al. (2004) found that, overall, disclosure 

yielded a medium effect size (d = .49) for symptom alleviation among individuals suffering from 

PTSD.   

In order to better understand whether there are unique conditions for which trauma 

disclosure is most beneficial, Bolton et al. (2003) evaluated the impact of the listener reactions.  

They found that veterans who self-reported disclosure to their family, friends, and other military 

personnel endorsed less severe posttraumatic symptoms.  Although this effect was independent 

of others stressors such as type of combat exposure, its strength was largely dependent on the 

response of the listener.  More specifically, only veterans who reported positive reactions from 

their spouse and/or family derived psychological benefits from disclosure.  Symptom severity 

did not significantly differ between those who had never disclosed and those who had disclosed 

but received negative reactions.  Interestingly, and somewhat unexpectedly, the responses of 

non-familial listeners (i.e., clergy, professional counselor) did not significantly impact the 

severity of PTSD.  One explanation for this may be that few participants endorsed this type of 

disclosure and that those few participants may have shared a common variable (i.e., psychiatric 

history) that confounded the effect of therapeutic disclosure.   

In a separate study of the relationship between disclosure and posttraumatic symptoms, 

Bowen et al. (2010) found that, among individuals with PTSD who reported dissociation and 

participated in group therapy, disclosure was related to delayed treatment effects.  Specifically, 

high disclosers encountered more intense and more frequent episodes of dissociation 

immediately following treatment, but at three-month follow-up, endorsed significantly fewer and 

less severe dissociations.  The authors suggested that, for individuals with PTSD, time to process 

the content of disclosures may be necessary for improved psychological health.  Participants who 
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disclosed little trauma-relevant information experienced little symptom change from discharge to 

follow-up; the frequency and severity of dissociation remained relatively stable.  The notion of 

delayed treatment effects may partially explain studies like Gidron et al. (1996) that 

demonstrated negative psychological effects of disclosure for individuals with PTSD.  Although 

the sample only included a total of fourteen participants, six of which were included in the 

disclosure group, Gidron et al. found that disclosure was related to decreases in both physical 

and psychological functioning.  The time from discharge to follow-up, however, was only three 

weeks.  It is reasonable to suggest that if these same individuals were measured three months 

later, after having adequate time to process the content of their disclosure, the findings may have 

been significantly different.   

Although some studies have suggested that three to four days of twenty minute disclosure 

may not be sufficient for individuals with clinical levels of posttraumatic stress, others have 

found that the structure offered by Pennebaker’s original writing paradigm might actually be 

necessary for positive outcomes.  For example, Schnurr et al. (2000) found that disclosure did 

not significantly impact symptoms of PTSD.  They suggested that one reason for this discrepant 

finding may be that the participants controlled the timing and context of their disclosure, a 

notable difference from previous studies that have used Pennebaker’s model.  It may be that 

structure increases the effect of disclosure because it is more likely that traumatic material will 

be processed successfully.   

Predictive Utility 

Mueller et al. (2000) found that disclosure encompasses several dimensions including 

attitude (beliefs about disclosure), behavior (conduct during disclosure), cognition (thought 

processes during and after disclosure), and emotion (feelings in reaction to disclosure).  These 
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dimensions load on a three-factor model that includes urge to talk, reluctance to talk, and 

emotional reactions during disclosure.   

In follow-up study, Mueller et al. (2008) found that disclosure attitudes (reluctance to talk 

and urge to talk) prospectively predicted the course of posttraumatic anxiety, specifically 

symptom severity.  This finding is consistent with previous findings which indicated that 

negative beliefs toward emotional expression acted as a source of vulnerability for the 

development of PTSD (Nightingale & Williams, 2000; Williams, 1989).  Compared to 

posttraumatic cognitions, disclosure attitudes were equally predictive and explained more unique 

variance associated with PTSD.  In addition, ‘reluctance to talk’ and ‘urge to talk’ were 

statistically independent of one another, suggesting that they reflect separate factors.  Increased 

symptom severity was related to high levels of both variables.  Emotional reactions during 

disclosure also correlated highly with symptom severity.  Symptom severity was marked 

specifically by an increase in fearful responses. 

Mueller et al. (2000; 2008) were instrumental to the study of disclosure and PTSD.  They 

operationalized the construct, making it easier to quantify and evaluate empirically, and 

demonstrated time and again that it should be considered an important predictor of the disorder.  

Nevertheless, they were not the first authors to suggest that attitudes toward disclosure are 

related to posttraumatic stress.  Williams (1989) suggested that attitudes toward disclosure were 

essential to understanding how an individual perceives the self and world.  More specifically, 

Williams suggested that negative attitudes toward disclosure would prevent emotional processing 

following traumatic exposure.  Joseph et al. (1997) tested this theory and found that at three and 

five years post-trauma, negative attitudes towards disclosure were indeed predictive of increased 

anxiety.  Nightingale and Williams (2000) replicated this finding by demonstrating that negative 
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attitudes significantly increased an individual’s likelihood of developing and maintaining PTSD, 

particularly in the first few weeks following trauma exposure.   

One might expect that individuals’ attitudes toward disclosure, particularly in written 

form, may be subject to education level.  It seems reasonable to suggest that individuals who are 

less proficient at writing would perceive the task more negatively.  Hernandez et al. (2004), 

however, found that level of education did not influence disclosure attitudes.  At pre-treatment, 

several participants who participated in the disclosure task had limited education and were not 

accustomed to writing.  Following disclosure, most participants reported that they believed 

written expression was at least somewhat valuable.   

Although it is not clear whether or not the act of disclosure impacts risk for posttraumatic 

anxiety, the literature suggests that attitudes toward the process are important (Joseph et al., 

1997; Mueller et al., 2008; Nightingale & Williams, 2000; Schnurr et al., 2000).  Even after 

considering variations in research design, sample characteristics, and trauma exposure, sufficient 

evidence exists to suggest that individuals who endorse negative beliefs about disclosure are 

more vulnerable to PTSD than those who endorse positive beliefs.  Some have argued that 

although disclosure may not speak directly to the symptom onset and course of posttraumatic 

stress, it may speak to some positive outcomes following traumatic exposure. 

Posttraumatic Growth 

Tedeschi and Calhoun (1996) first described posttraumatic growth in the construction of 

an assessment tool that was meant to measure positive psychological outcomes following 

traumatic exposure.  These benefits were believed to be captured by changes in self-perception, 

interpersonal relationships, and life philosophy.  For example, these changes might include 
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increased self-esteem and assertiveness, deeper and more intimate relationships, envisioning new 

possibilities for the future.   

Although their study was not specific to individuals with PTSD, Slavin-Spenny et al. 

(2010) compared various methods of disclosure to determine whether differential effects existed 

for symptom reduction and posttraumatic growth.  They divided approximately two-hundred 

participants between four disclosure and two control conditions.  Disclosure methods included 

writing, speaking privately, speaking to a passive listener, and speaking to an active facilitator.  

They found that individuals who disclosed, regardless of the method, did not experience 

significantly less posttraumatic stress (measured by symptom reduction) than individuals in the 

control conditions.  However, individuals who disclosed did report greater posttraumatic growth 

than those who did not disclose.  Further, only one thirty-minute session of disclosure was 

needed to find significant markers of growth, including feeling stronger, relating better to others, 

seeing new possibilities, and having a new appreciation for life.  This finding was consistent with 

work by Smyth et al. (2008) that also demonstrated strong effects of disclosure for growth but 

not symptom reduction.  Smyth’s study included a slightly smaller sample but was specific to 

individuals diagnosed with PTSD.  Slavin-Spenny et al. suggested several possible reasons why 

significant changes in symptom severity were not noted among those who disclosed.  One reason 

was that substantial symptom reduction was experienced by controls, making it difficult for the 

experimental groups to demonstrate a statistically significant difference.  This observation was 

most likely due to the fact that all participants were recruited during a time of elevated stress.  

Regression to the mean for all groups, then, should have been expected.  In addition, it may have 

been that disclosure tasks were too brief (i.e., one session) to impact symptoms of PTSD.   
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Theoretical Explanations of Disclosure 

Understanding the theoretical mechanisms by which disclosure is believed to impact 

PTSD is important for gaining a deeper understanding of why attitudes toward the process may 

be a central component of identifying those most likely to experience posttraumatic anxiety.  

Several theoretical frameworks have been offered to explain why disclosure positively impacts 

psychological health (Sloan, 2010).  However, it was not until empirical evidence substantiated 

the relationship between emotional expression and psychological functioning that these theories 

could be tested.   

Psychoanalytic Theory 

As with many psychological concepts, theories of disclosure began with Freud.  Long 

before disclosure had been subjected to lab-based study, Freud suggested that emotional 

inhibition contributes to psychological distress (Frattaroli, 2006; Sloan, 2010).  In fact, a 

fundamental cornerstone of psychoanalysis was free association, a process which encouraged 

individuals to talk openly about whatever subjects came to mind.  The theory of inhibition has 

since received considerable empirical attention, some of which has been noted above.  For 

example, Pennebaker (1989) demonstrated that disclosure of previously inhibited events 

contributed to a meaningful decrease in stress, thereby producing greater psychological health.  

Nevertheless, Pennebaker suggested that this outcome was not specific to events that have been 

previously inhibited.  Discussing previously disclosed events was also related to positive changes 

in psychological health.  For this reason, it is difficult to attribute the mechanisms by which 

disclosure works to inhibition alone (Frattaroli, 2006; Sloan, 2010).   
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Exposure Theory 

 Another popular theoretical framework concerns the notion that disclosure 

provides an opportunity for exposure.  Confronting the thoughts and feelings associated with a 

stressful event in a non-threatening environment is believed to contribute to the extinction of a 

previously conditioned pathological fear response (i.e., avoidance; Frattaroli, 2006; Sloan, 2010).  

This may partially explain why individuals who disclose, but receive negative feedback from 

their listener, do not report positive psychological changes similar to those reported by 

individuals who receive positive feedback (Bolton et al., 2003).  In order to accept this 

conceptualization, however, PTSD would necessarily have to be accompanied by pathological 

fear.  Studies have shown that for individuals without this kind of fear response, exposure does 

not account for the psychological benefits associated with disclosure (Sloan, 2010). 

Social Bonding Theory 

According to social bonding theory, the act of disclosing merely contributes to increases 

in social bonding and it is this expansion of social support that better explains positive 

psychological outcomes.  Essentially, the benefits associated with disclosure are the indirect 

result of increased social support.  Thus, the intimate nature of disclosure naturally contributes to 

individuals feeling closer to their confidant(s) and this feeling of closeness is perceived as 

increased support, which contributes to reports of better psychological functioning.  Although 

lack of social support has received considerable empirical attention, and some studies even 

suggest that disclosure might mediate the relationship between social support and PTSD, it is not 

clear whether increases in social support actually account for positive psychological outcomes 

(Brewin et al., 2000; Hoyt et al., 2010).  For example, Mueller et al. (2008) found that whereas 

lack of social support was related to decreased psychological health, adequate social support was 
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unrelated to increased psychological health.  Although social support may be related to both 

disclosure and psychological functioning, it does not appear that this construct directly impacts 

the processes by which disclosure alleviates psychological distress, namely intrusive thoughts 

and emotional reactivity, symptoms that are arguably fundamental to the pervasiveness of PTSD.  

In addition, no research has demonstrated that social support can account for the relationship 

between disclosure and posttraumatic growth. 

Cognitive Adaptive Theory 

Each of the above-noted theories has some fundamental shortcoming in their ability to 

explain the mechanisms through which disclosure alleviates traumatic stress symptoms.  The 

theory of cognitive adaptation, however, has a long history of explaining these mechanisms.  

Deeply-seated in Beck’s cognitive psychology, cognitive adaptation suggests that individuals 

maintain schemas or beliefs about the self, world, and others (Frattaroli, 2006; Jones & 

Pennebaker, 2006; Sloan, 2010).  When exposed to the unexpected, particularly in cases of 

trauma, these beliefs are challenged and sometimes shattered.  Not surprisingly, this typically 

leads to feelings of vulnerability and significant psychological distress, otherwise known as 

posttraumatic anxiety.  In order to regain a sense of understanding and control, previously held 

schemas need to be reevaluated and restructured in a way that promotes the integration of the 

traumatic experience.  It is believed that disclosure, which provides an opportunity for 

organizing trauma-relevant thoughts and feelings, encourages this integration, thereby 

contributing to alleviation of psychological distress (Sloan, 2010).  This may be particularly true 

in regards to posttraumatic growth as this construct often involves the development of new 

perspectives (i.e., changes in self, relationships, and life appreciation).  Although the theory of 

cognitive adaptation has long-been the foundation of evidence-based treatment for trauma, 
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empirical evidence supporting this specific mechanism is lacking.  Specifically, few studies have 

sought to understand the potential mediating impact of cognition on disclosure and psychological 

health.  This will be an important focus of the present research. 

 

Personality 

In addition to finding that negative attitudes toward emotional expression predict PTSD, 

Nightingale and Williams (2000) also found that open, extraverted, and agreeable participants 

were the least likely to endorse these beliefs.  They suggested that this finding was consistent 

with the descriptions of these traits, originally established by Costa and McCrae (1992) in their 

development of the NEO Five Factor Inventory.  Whereas openness was meant to capture 

individuals who are willing to experience and understand emotions, extraversion was meant to 

capture individuals who are comfortable and assertive in social situations.  In a similar vein, 

agreeable individuals are those that manage social situations well and tend to be trusting of 

others.  In general, it is likely that individuals who endorse high levels of each of these 

characteristics believe that others will be responsive to disclosure and therefore, do not perceive 

emotional expression as negative process.  The correlational nature of this study, however, 

limited the extent to which the authors could determine whether or not attitudes toward 

disclosure and personality traits were independent of one another or were merely reflecting the 

same underlying processes.   

Omarzu (2000), on the other hand, noted that although personality characteristics may 

affect attitudes toward disclosure, the decision to either disclose or not is primarily determined 

by social goals such approval or control.  Personality may function indirectly, then, to affect an 

individual’s evaluation of these goals and the likelihood of them being successful.  According to 

this premise, disclosure would vary across time according to situational influences.  The ways in 
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which attitudes toward disclosure vary, however, could seemingly be predicted by the nature of 

one’s personality.  While Omarzu’s conceptualization of disclosure and personality does not 

parallel the more conventional thought of Nightingale and Williams (2000), it nonetheless 

stresses the importance of evaluating the relationship between the two constructs. 

In a review of the literature, Jones and Pennebaker (2006) found that although disclosure 

generally benefits all individuals, some benefit more than others.  Understanding why some 

experienced more positive outcomes than others proved to be a relatively complex task, 

particularly because most studies have concentrated on group, rather than individual, effects.  

Findings suggested that individuals who experienced the greatest benefits of disclosure were 

those who were not accustomed to discussing emotional distress, had difficulty identifying and 

describing emotions (especially negative emotions), and were motivated to conceal their 

experiences, either because they were introverted or were embarrassed about the content of their 

disclosure.  Nevertheless, results have been largely mixed and, in some cases, contradictory.  For 

this reason, the present research will conduct exploratory analyses to better understand the 

dynamics of disclosure and to determine if and how it is related to facets of personality.  This 

may ultimately lead to increased accuracy in predicting which individuals are most appropriate 

for this particular intervention.  In addition, identifying individuals who experience the greatest 

benefits of disclosure may provide information pertinent for understanding the theoretical 

framework behind emotional expression. 

Present Study 

The present study has three major goals: a) to evaluate the predictive utility of disclosure 

on PTSD and symptom severity; b) to examine the potential mediating effect of cognition on the 

relationship between disclosure and PTSD; and c) to outline the correlation(s) between 
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disclosure and well-known personality traits.  Fundamental to each of these goals is the 

underlying quest to better understand why some individuals, but not others, develop PTSD in 

response to a traumatic event.   

To evaluate the predictive utility of disclosure on PTSD and symptom severity, the 

present study will compare disclosure scores to diagnostic measures targeted at both symptom 

severity as well as posttraumatic growth.   

Despite its well-recognized foundation in evidence based practice for PTSD, empirical 

support for the theory of cognitive adaptation remains limited.  For this reason, the present study 

will examine the potentially mediating effect of cognitions on the relationship between 

disclosure and PTSD.  This will be accomplished by comparing the nature of cognitive schemas 

(e.g., beliefs about the self, world, and others) to disclosure attitudes and PTSD severity.   

To outline the properties of disclosure, including relation to well-known personality 

traits, the present study will evaluate correlation(s) between disclosure scores and the Big Five 

personality traits (e.g., Extraversion, Openness to experience, Neuroticism, Agreeableness, and 

Conscientiousness).   

The impact of disclosure as a potential predictor of PTSD is great.  If it is found that 

disclosure indeed predicts the onset and course of PTSD and consistently speaks to well-known 

personality traits, the task of identifying at-risk individuals may be reduced to administering a 

basic personality inventory.  By anticipating the needs of these individuals, it may be possible to 

provide them with sufficient resources and support to significantly decrease their likelihood for 

developing PTSD.  Regardless of the present study’s findings, the end goal remains to identify 

at-risk individuals and to target attitudes toward disclosure in a way that encourages positive 

beliefs, thereby promoting psychological well-being.  
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CHAPTER 3 

 

METHODS 

 

Participants 

Participants included 256 Indiana State University undergraduate students.  The majority 

of participants were recruited from undergraduate psychology courses; however, students 

receiving veteran education benefits were also invited to participate via email from ISU’s veteran 

services coordinator.  Of the 256 participants, 71 denied a history of any traumatic experience 

and were therefore excluded.  An additional 39 participants were excluded due to insufficient 

completion of the NEO-PI-R; missing forty or more items is considered invalid (Costa and 

McCrae, 1992).  Outliers were examined with a box and whiskers plot.  Seven participants’ 

scores were at least two standard deviations beyond the mean on the PCL-C and were therefore 

excluded from the main analyses, leaving a final sample of 139.   

The final sample consisted of 102 women (73.4%) and 37 men (26.6%).  Regarding 

ethnicity, the majority of participants reported being either “White/Caucasian” (N = 97, 69.8%) 

or “Black/African American” (N = 34, 24.5%), with the remaining being divided between 

“Hispanic/Latino(a)” ( N= 5, 3.6%) and “Multiracial” (N = 3, 2.2%).  Age of participants ranged 

from 18 to 47 years (M = 20.46, SD = 4.02).   

An independent samples t-test was conducted to examine whether a significant difference 

between males and females existed in relation to age.  The test revealed a significant difference 
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for gender (t =2.792, df = 114, p = .006).  The mean age of males (M = 22.30, SD = 7.22) in this 

sample was significantly higher than the mean age of females (M = 19.90, SD = 2.10).   

Of those that responded to questions related to military service, fifteen (9.4%) reported 

having a current military status (e.g., discharged, active, or non-active) and eight (5.8%) reported 

membership with a particular branch.  Years of military experience ranged from 0 to 24 (M = 

.58, SD = 3.29).   

Trauma was rated for severity on a zero- to ten-point scale, with ten representing the 

highest level of stress; ratings ranged from three to ten (M = 8.06, SD = 1.60).  An additional 

independent samples t-test was conducted to examine whether a significant difference between 

males and females existed in relation to trauma severity ratings.  The test revealed no significant 

difference for gender (t = -1.60, df = 137, p = .052).  On average, males (M = 7.62, SD = 1.56) 

rated traumatic experiences similarly to females (M = 8.22, SD = 1.59).  Types of trauma 

experiences reported in this sample can be found in Table 1.  Because no predictions were made 

with regard to type of trauma experience, this variable in the present study was used only to 

describe the sample.   

Procedures 

Undergraduate students were recruited from courses at Indiana State University using the 

experiment recruiting tracking system online (i.e., SONA systems).  As noted above, students 

receiving Veteran benefits were invited to participate via email by ISU’s veteran services 

coordinator.  They were provided with a brief description of the study so that they could decide 

whether or not they would like to participate (See Appendix G).  Individual computer-based 

administration was completed online using a Qualtrics survey.  Following informed consent, 

participants completed a demographic questionnaire, the PCL-C, DTQ, PTCI, NEO-PI-R, and  
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Table 1 

 

Frequency Distribution of Trauma Type  

       Frequency    Percent 

Sexual Abuse      18     12.9         

Physical Abuse     10       7.2 

Emotional Abuse     20     14.4 

Medical trauma     28     20.1 

Natural disaster       8       5.8 

Witness to family violence    15     10.8 

Witness to community violence     5       3.6 

Witness/victim of criminal act(s)     1         .7 

War affected        3       2.2 

Terrorism affected       1         .7 

Other       29     20.9 

Total     138     99.3 

Missing        1         .7 

     139              100.0         
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PGI; the order of these measures was randomized.  Participants were then provided with a 

written debriefing statement that included information about where to seek psychological 

services if needed (see Appendix H).      

Measures 

The PTSD Checklist for Civilian Experiences (PCL-C).  The PCL-C (Appendix A), 

created by Weathers et al. (1993), is a 17-item self-report measure intended to assess for the 

presence and severity of PTSD according to diagnostic criteria provided by the DSM  (DSM, 

1987).  Each item reflects distress throughout the past month and is rated on a 5-point scale, 

ranging from “Not at all” to “Extremely.”  For civilian populations, re-experiencing symptoms 

are generally targeted toward any traumatic event.  For a diagnosis of PTSD, at least one re-

experiencing symptom, three avoidance symptoms, and two arousal symptoms must be rated as a 

three or higher.  PTSD severity is measured by summing scores across all seventeen items.  

Because the PCL-C is easily administered and has good clinical utility, it is a frequently used 

measure in both clinical and research contexts.  The PCL-C has excellent internal consistency for 

each of the three symptom categories (.93 for re-experiencing, .92 for avoidance, and .92 for 

arousal), as well as for the full 17-item scale (.97) and strong test-rest reliability (.96).  

Sensitivity and specificity for the PCL-M are .82 and .83 respectively.  High PCL-C scores have 

been related to high scores on the Mississippi Scale (.93), MMPI-2 PK scale (.77), Impact of 

Event Scale (.90), and Combat Exposure Scale (.46), indicating good concurrent validity.  As a 

continuous diagnostic measure, a cutoff score of 50 on the PCL-C is a good predictor of PTSD 

(Blanchard, Jones-Alexander, Buckley, & Forneris, 1996).   

Disclosure of Trauma Questionnaire (DTQ).  The DTQ (Appendix B) is a 34-item 

self-report measure intended to capture the disclosure of traumatic experiences.  Factor analysis 
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of the DTQ by Mueller et al. (2000) suggested a three-factorial solution, including (a) urge to 

talk, (b) reluctance to talk, and (c) emotional reactions while disclosing.  Attitudes toward 

disclosure are measured by summing scores across all items.  Internal consistency estimates 

(Cronbach’s alpha: .88 for urge to talk, .82 for reluctance to talk, and .87 for emotional reactions) 

and test retest results (.76 for urge to talk, .89 for reluctance to talk, and .77 for emotional 

reactions) were both adequate.  The DTQ also correlated highly with a measure designed to 

measure post-trauma psychopathology.  In general, urge to talk, reluctance to talk, and emotional 

reactivity during disclosure were associated with high levels of PTSD symptoms including 

cognitive intrusions, avoidance, and hyperarousal.    

Posttraumatic Cognitions Inventory (PTCI).  The PTCI (Appendix C) is a 36-item 

self-report questionnaire designed to measure trauma-related thoughts and beliefs.  Specifically, 

the PTCI is a three-factorial assessment including negative cognitions about self, negative 

cognitions about the world, and self-blame.  Reliability coefficients demonstrated by Foa et al. 

(1999) suggest good internal consistency (.97 for total score, .97 for negative cognitions about 

self, .88 for negative cognitions about the world, and .86 for self-blame).  Test-retest results for 

total score (P = .85), negative cognitions about self (P = .86), negative cognitions about the 

world (P = .81), and self-blame (P = .80) indicate that the PTCI also has good reliability across 

time.  Convergent validity was demonstrated with high correlations between the PTCI and the 

Personal Beliefs and Reactions Scale (PBRS) as well as the World Assumptions Scale (WAS).  

The PTCI also correlated highly with measures of PTSD severity, depression, and anxiety.  

Further, the PTCI was able to discriminate between individuals exposed to trauma with PTSD, 

those without PTSD, and those without a trauma history. 
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Posttraumatic Growth Inventory (PGI).  Constructed by Tedeschi and Calhoun (1996), 

the PGI (Appendix D) is a 21-item questionnaire intended to measure positive outcomes 

following traumatic exposure.  Constructs reflected by the PGI include new possibilities, relating 

to others, personal strength, spiritual change, and appreciation of life.  An alpha of .90 by 

Tedeschi and Calhoun suggest that the PGI has very high internal consistency.  Results also 

indicated high internal consistency for each factor (.84 for new possibilities, .85 for relating to 

others, .72 for personal strength, .85 for spiritual change, and .67 for appreciation of life).  

Whereas test-rest reliability for the total score was .71, test-retest reliability for each factor 

ranged from .65 to .74 with the exception of personal strength (.37) and appreciation of life (.47).  

The PGI correlated highly with measures of optimism, religiosity, extraversion, openness, 

agreeableness, and conscientiousness and did not appear to be related to measures of social 

desirability.     

NEO Personality Inventory- Revised (NEO-PI-R).  The NEO-PI-R (Form S; Appendix 

E) is a 240-item self-report measure of five major dimensions of personality (i.e., Extraversion, 

Openness to experience, Neuroticism, Agreeableness, and Conscientiousness).  In addition to 

these five dimensions, the NEO-PI-R also consists of thirty facet scales to capture some of the 

more important underlying traits (Costa & McCrae, 1992).  Coefficients alpha suggest 

satisfactory internal consistency for the five major scales (.92 for Neuroticism, .89 for 

Extraversion, .87 for Openness, .86 for Agreeableness, .90 for Conscientiousness).  Coefficients 

alpha for the thirty facet scales ranged from .56 to .81.  Given that each of the facet scales only 

consist of eight individual items, these consistency values are considered acceptable.  Costa and 

McCrae (1992) emphasize strong test-retest reliabilities with seven-year longitudinal findings 

ranging from .63 to .81 for the five major scales.  The internal structure of the NEO-PI-R 
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corresponds well to the predictions of the five-factor model.  Factor scores of the NEO-PI-R 

highly correlated with Neuroticism, Extraversion, Openness, Agreeableness, and 

Conscientiousness (.91, .89, .95, .95, and .89 respectively).  Strong correlations with other 

measures of personality (i.e., State-Trait Personality Inventory, Profile of Mood States, and 

Buss-Durkee Hostility Inventory) indicate that the NEO-PI-R also has strong convergent 

validity.   

Data Analyses 

All data analyses for the present study were performed with the IBM SPSS 19.0 and 

AMOS 19.0 statistics packages.  Descriptive statistics were used to describe demographic 

characteristics of the sample, including age, gender, ethnicity, branch of service, time serving 

active duty, and type of trauma reported.   

A path analysis (PA) was performed to capture the predicted relationship(s) between 

disclosure, symptom severity, cognitive adaptation, and posttraumatic growth.  PA is a data 

analytic extension of multiple regression.  In situations when a series of multiple regressions 

would be needed to analyze a complicated model, PA is recommended because it provides a 

statistical means for examining several indirect and direct correlations simultaneously; a final 

model is selected on the basis of these correlations and is deemed to represent the best fit for the 

data (Streiner, 2005).  PA is particularly useful when several dependent variables exist and/or the 

researcher is concerned with mediated relationships; both conditions are relevant to the present 

study.  It should be noted that the research design of the present study is correlational in nature; 

therefore, no causal relationships can be determined between variables.  Although PA is often 

misunderstood as a form of causal modeling, it cannot be used to establish causality independent 

of an experimental design.  The primary purpose of PA is to determine whether or not the data 
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are consistent with the predicted model.  Again, a comparison of various models is often used to 

determine which model best fits the data.  Three statistical fit indices were used including the 

Goodness of Fit Index (GFI), the Adjusted Goodness of Fit Index (AGFI), and the Root Mean 

Square Error of Approximation (RMSEA).  GFI and AGFI have an upper limit of 1.0, with 

values closer to 1.0 representing better fit; unlike GFI, AGFI does not have a lower limit of zero.  

Hu and Bentler (1998) suggest that RMSEA scores less than 0.09 reflect an adequate fit while 

scores less than or equal to .06 reflect a good fit.   

The predicted path model for the present study includes one predictor variable, one 

mediation variable, and two outcome variables.  More specifically, the present study predicts that 

individuals with less favorable attitudes towards disclosure will report higher posttraumatic 

symptom scores and lower posttraumatic growth scores; both of these relationships will be 

mediated by posttraumatic cognitions (See Figure 1).   

Exploratory path analyses were also conducted to examine how the five factors of 

personality including Neuroticism, Extraversion, Conscientiousness, Openness to Experience, 

and Agreeableness relate to the original predicted model.  Although no specific hypotheses were 

made with regard to how the personality factors will relate to the original model, Figure 2 

represents one potential illustration. 
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Figure 1. Hypothesized path model 
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Figure 2.  Example illustration of path model with personality 
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CHAPTER 4 

 

RESULTS 

 

Preliminary Analyses 

Descriptive statistics   

Means and standard deviations for disclosure, posttraumatic cognitions, PTSD symptoms, 

and posttraumatic growth are presented in Table 2.  Independent samples t-tests were conducted 

to evaluate potential gender differences for all total scale scores and relevant factor scores.  

Although no significant gender difference was found for the total scale score on the Disclosure 

of Trauma Questionnaire (DTQ), a significant difference was found for males (M = 10.12; SD = 

5.83) and females (M = 13.04; SD = 6.46) on the factor that measures an individual’s emotional 

reactivity while disclosing a traumatic experience; t (137) = -2.42, p = .02.  On average, men 

reported lower scores than women on the DTQ emotional reactivity factor, suggesting that men 

in the present sample perceived themselves as reacting less emotionally while disclosing a 

traumatic experience compared to women. 

A significant gender difference was also found for males (M = 53.76; SD = 21.31) and 

females (M = 61.62; SD = 19.20) on the Posttraumatic Growth Inventory (PGI) with men, again, 

reporting lower scores than woman; t (137) = -2.07, p = .04.   The gender difference found on the 

PGI suggests that men in the present sample reported fewer positive outcomes following a  
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Table 2 

 

Means and Standard Deviations of Study Variables 

 

Variable      Mean                SD 

 

DTQ Total      35.53     13.50         

DTQR       15.30       8.37 

DTQU         7.97       5.11 

DTQE       12.26       6.41 

PCL Total      36.94        13.72 

PG Total      59.53     20.01 

PTCI Total        9.33            3.04 

 

Note. SD = Standard Deviation; DTQR = Reluctance to disclose; DTQU = Urge to talk;  

DTQE = Emotional reactions while disclosing; PCL = Posttraumatic Checklist;  

PG = Posttraumatic Growth Inventory; PTCI = Posttraumatic Cognitions Inventory. 
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traumatic event compared to women.  No other significant gender differences were found.  All 

remaining analyses combined data for men and women.   

Correlations among study variables are provided in Table 3.  Variables of interest 

demonstrated sufficient correlations to warrant path analyses.   

Main Analyses 

Model Tests 

The path analyses used in the present study employed disclosure as a predictor variable, 

posttraumatic cognitions as a mediating variable, and both symptom severity and posttraumatic 

growth as outcome variables.  The original model (Model #1; see Figure 3) appeared to be a 

good fit as the χ
2
 was non-significant and the measures of fit were all acceptable (see Table 4).  

However, examining the individual path estimates (see Table 4) for the model indicated that the 

relationship between disclosure and the outcome variables (PTSD symptom severity and 

posttraumatic growth) paths was non-significant (see Table 5).  This relationship was 

complicated in this particular model because disclosure was captured as a single sum score of 

three separate factors and two of these three factors, urge to talk and reluctance to talk, are in 

direct opposition.  Given that no reverse coding is indicated in the scoring protocol for the 

Disclosure of Trauma Questionnaire (DTQ), the meaning of a total score is difficult to interpret.   

In order to more specifically outline the relationship(s) between disclosure and the 

outcome variables, an additional model was considered which separated disclosure into its three-

factor structure with all three factors as predictor variables.  These factors included urge to talk 

(DTQU), reluctance to talk (DTQR), and emotional reactions while disclosing (DTQE).  Model 

#2 is displayed in Figure 4.  Fit indicators, as given by RMSEA and GFI (see Table 4) were 

adequate.  However, as indicated in Table 6, an examination of the individual path estimates  
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Table 3 

Pearson correlations among study variables 

 DTQ DTQR DTQU DTQE PCL PG PTCI 

DTQ -       

DTQR .840
*
 -      

DTQU .131 -.345
*
 -     

DTQE .906
*
 .739

*
 -.072 -    

PCL .727
*
 .636

*
 -.019 .718

*
 -   

PG -.029 -.110 .128 -.020 -.069 -  

PTCI .507
*
 .481

*
 -.027 .462

*
 .559

*
 -.234

*
 - 

 

Note. * = p < .01; DTQ = DTQ total score; DTQR = Reluctance to disclose; DTQU = Urge to 

talk; DTQE = Emotional reactions while disclosing; PCL = Posttraumatic Checklist;  

PG = Posttraumatic Growth Inventory; PTCI = Posttraumatic Cognitions Inventory. 
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Figure 3. Model 1: Original, hypothesized path model 

 

Note. DTQ = DTQ total score; PCL = Posttraumatic Checklist; PTCI = Posttraumatic Cognitions 

Inventory; PG = Posttraumatic Growth Inventory.  
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Table 4 

Fit indices for the various models used in the study 

 

Model χ² df p GFI AGFI RMSEA 

Model #1 0.02 1 0.886 1.000 0.999 0.000 

Model #2 0.03 1 0.854 1.000 0.998 0.000 

Model #3 0.12 1 0.731 1.000 0.995 0.000 

Model #4 2.60 3 0.457 0.993 0.963 0.000 

Model #5 - no mediation 2.77 1 0.096 0.990 0.902 0.113 

Model #6 - with personality 167.02 10 0.000 0.790 0.411 0.337 

 

Note: GFI= goodness of fit index (Jöreskog and Sörbom, 1984), which is less than or equal to 1; 

a value of 1 indicates a perfect fit. AGFI  = the adjusted goodness of fit index, which takes into 

account the degrees of freedom available for testing the model. A value of 1.0 indicates a perfect 

fit. RMSEA = root mean square error of approximation; scores < 0.09 indicate an adequate fit 

and scores ≤ .06 suggest a good fit (Hu & Bentler, 1998). 
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Table 5 

Parameters for Model #1. 

 

Path Estimate Standardized S.E. Z p 

PTCI ← DTQ 0.114 0.507 0.017 6.914 <.001 

PG ← PTCI -1.943 -0.295 0.629 -3.09 0.002 

PCL ← DTQ 0.739 0.727 0.059 12.452 <.001 

PG ← DTQ 0.179 0.121 0.141 1.263 0.207 

 

Note. DTQ = DTQ total score; PCL = Posttraumatic Checklist; PG = Posttraumatic Growth 

Inventory; PTCI = Posttraumatic Cognitions Inventory. 
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Figure 4. Model 2: Modified path model without DTQ separated into its three factors  

 

 

 

 

 

 

 

 

 

 

 

 

Note. DTQR = Reluctance to disclose; DTQU = Urge to talk; DTQE = Emotional reactions 

while disclosing; PCL = Posttraumatic Checklist; PG = Posttraumatic Growth Inventory;  

PTCI = Posttraumatic Cognitions Inventory. 
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Table 6 

Parameters for Model #2. 

 

Path Estimate Standardized S.E. Z p 

PTCI ← DTQR 0.14 0.386 0.044 3.211 0.001 

PTCI ← DTQE 0.088 0.185 0.054 1.636 0.102 

PTCI ← DTQU 0.071 0.119 0.048 1.472 0.141 

PG ← PTCI -1.827 -0.277 0.628 -2.911 0.004 

PG ← DTQE 0.478 0.153 0.399 1.2 0.230 

PCL ← DTQE 1.061 0.496 0.189 5.606 <0.001 

PCL ← DTQR 0.511 0.312 0.154 3.317 <0.001 

PG ← DTQR -0.12 -0.05 0.334 -0.359 0.719 

PCL ← DTQU 0.334 0.124 0.17 1.961 0.050 

PG ← DTQU 0.446 0.114 0.358 1.245 0.213 

  

Note. DTQR = Reluctance to disclose; DTQU = Urge to talk; DTQE = Emotional reactions 

while disclosing; PCL = Posttraumatic Checklist; PG = Posttraumatic Growth Inventory;  

PTCI = Posttraumatic Cognitions Inventory. 
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revealed that DTQU did not predict scores on the posttraumatic cognitions inventory or the 

posttraumatic growth inventory.  In addition, the direct relationship between posttraumatic 

growth and DTQR was highly non-significant.  As a result, DTQU was dropped from additional 

model analyses, as was the path between DTQR and posttraumatic growth.   

Model #3 is displayed in Figure 5.  In this model, the relationship of DTQR with 

posttraumatic growth is mediated through both symptom severity (PCL) and posttraumatic 

cognitions.  Again, overall fit indicators suggested that this model is a good fit for the data (see 

Table 4).  As can be seen in Table 7, a number of predictors-outcome, predictors-mediator, and 

mediator-outcome paths were significant.  However, the non-mediated path between DTQE and 

posttraumatic growth remained non-significant; thus, an additional model was run with this path 

deleted. 

Model #4 is shown in Figure 6.  In this model all of the effects of DTQR and DTQE are 

mediated through PTCI and, in the case of DTQR, through symptom severity (PCL), as well.  As 

can been seen in Table 8, the paths leading from the predictors to the outcome variables were 

significant: reluctance to talk to posttraumatic symptoms and emotional reactions while 

disclosing to posttraumatic symptoms.  As reluctance to talk about the traumatic experience 

increased, the severity of PTSD symptoms increased.  Similarly, as emotional reactions during 

disclosure increased, the severity of PTSD symptoms also increased.   

The paths leading from the predictors to the mediator were also significant: reluctance to 

talk to posttraumatic cognitions and emotional reactions while disclosing to posttraumatic 

cognitions.  Reluctance to talk about a traumatic experience was related to increasingly negative 

beliefs about the trauma, including negative beliefs about the self, world and self-blame.   
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Figure 5. Model 3: Modified path model with DTQR and DTQE as predictor variables 

 

 

 

 

 

 

 

 

 

 

 

 

 

Note. DTQR = Reluctance to disclose; DTQE = Emotional reactions while disclosing; PCL = 

Posttraumatic Checklist; PG = Posttraumatic Growth Inventory; PTCI = Posttraumatic 

Cognitions Inventory.  
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Table 7 

Parameters for Model #3. 

 

Path Estimate Standardized S.E. Z p 

PTCI ← DTQR .0112 0.309 0.040 2.833 0.005 

PTCI ← DTQE 0.111 0.233 0.052 2.139 0.032 

PG ← PTCI -1.880 -0.286 0.611 -3.076 0.002 

PG ← DTQE 0.349 0.112 0.290 1.205 0.228 

PCL ← DTQE 1.168 0.546 0.184 6.365 <0.001 

PCL ← DTQR 0.380 0.232 0.141 2.699 0.007 

  

Note. DTQR = Reluctance to disclose; DTQE = Emotional reactions while disclosing;  

PCL = Posttraumatic Checklist; PG = Posttraumatic Growth Inventory;  

PTCI = Posttraumatic Cognitions Inventory. 

  



51 

Figure 6. Model 4: Best fit path model with PTCI mediating all effects of DTQR and DTQE. 

 

 

 

 

 

 

 

 

 

 

 

 

Note. DTQR = Reluctance to disclose; DTQE = Emotional reactions while disclosing; PCL = 

Posttraumatic Checklist; PG = Posttraumatic Growth Inventory; PTCI = Posttraumatic 

Cognitions Inventory. 
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Table 8 

Parameters for Model #4. 

 

Path Estimate Standardized S.E. Z p 

PTCI ← DTQR .0112 0.309 0.040 2.833 0.005 

PTCI ← DTQE 0.111 0.233 0.052 2.139 0.032 

PG ← PTCI -1.540 -0.234 0.545 -2.826 0.005 

PCL ← DTQE 1.168 0.546 0.184 6.365 <0.001 

PCL ← DTQR 0.380 0.232 0.141 2.699 0.007 

  

Note. DTQR = Reluctance to disclose; DTQE = Emotional reactions while disclosing;  

PCL = Posttraumatic Checklist; PG = Posttraumatic Growth Inventory;  

PTCI = Posttraumatic Cognitions Inventory. 

  



53 

Emotional reactions while disclosing were also related to high levels of negative beliefs about 

the trauma; as emotional reactions increased, negative beliefs increased. 

Likewise, the paths leading from the mediator to the outcome variables were significant: 

posttraumatic cognitions to PTSD symptoms and posttraumatic cognitions to posttraumatic 

growth.  As negative beliefs about the trauma increased, PTSD symptoms increased.  The 

opposite was true for posttraumatic cognitions and posttraumatic growth; as negative beliefs 

about the trauma increased, posttraumatic growth decreased.   

To provide additional support for the mediation of posttraumatic cognitions, an additional 

model (Model #5; see Figure 7) was tested which removed this variable.  Although the GFI and 

the AGFI were satisfactory, the RMSEA was not, indicating that the model with mediation is a 

better overall fit for the data (see Table 4).  Again, the relationship between DTQE and 

posttraumatic growth was non-significant (see Table 9).   

In order to provide some understanding of potential correlation(s) between disclosure and 

well-known personality traits, additional post-hoc modifications were made to the final model to 

examine the relationship of personality factors with disclosure and posttraumatic growth.  This 

effort was purely exploratory as no specific predictions about the presence, nature, or direction of 

these relationships were made.  Of the five personality traits captured on the NEO-PI-R, only 

extraversion and neuroticism significantly correlated with the two disclosure factors in the final 

model (Model 6; see Figure 8).  Three direct paths were significant: neuroticism to reluctance to 

talk, neuroticism to emotional reactions while disclosing, and extraversion to reluctance to talk 

(see Table 10).  As neuroticism increased, reluctance to talk about the traumatic experience also 

increased.  Similarly, as neuroticism increased, emotional reactions while disclosing increased.  

Finally, as extraversion increased, reluctance to talk about the traumatic experience decreased.  It  
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Figure 7. Model 5: Model with no mediation 

               

 

 

 

 

 

 

 

 

 

 

 

Note. DTQR = Reluctance to disclose; DTQU = Urge to talk; DTQE = Emotional reactions 

while disclosing; PCL = Posttraumatic Checklist; PG = Posttraumatic Growth Inventory.  
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Table 9 

Parameters for Model #5, with no mediation. 

 

Path Estimate Standardized S.E. Z p 

PG ← DTQE -0.062 -0.020 0.266 -0.235 0.814 

PCL ← DTQE 1.179 0.552 0.183 6.430 < 0.001 

PCL ← DTQR 0.368 0.225 0.101 2.620 0.009 

  

Note. DTQR = Reluctance to disclose; DTQU = Urge to talk; DTQE = Emotional reactions 

while disclosing; PCL = Posttraumatic Checklist; PG = Posttraumatic Growth Inventory. 
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Figure 8. Model 6: Modified path model with extraversion and neuroticism 

 

                  

 

 

 

 

 

 

 

 

 

Note. N = Neuroticism; E = Extraversion; DTQR = Reluctance to disclose; DTQU = Urge to 

talk; DTQE = Emotional reactions while disclosing; PCL = Posttraumatic Checklist;  

PG = Posttraumatic Growth Inventory; PTCI = Posttraumatic Cognitions Inventory. 
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Table 10 

Parameters for Model #6, which includes personality measures. 

 

Path Estimate Standardized S.E. Z p 

DTQE ← N 0.192 0.281 0.056 3.443 < 0.001 

DTQR ← E -0.203 -0.278 0.063 -3.238 0.001 

DTQR ← N 0.164 0.183 0.077 2.135 0.033 

PTCI ← DTQR 0.112 0.325 0.027 4.193 < 0.001 

PTCI ← DTQE 0.111 0.245 0.035 3.166 0.002 

PG ← PTCI -1.54 -0.223 0.573 -2.689 0.007 

PCL ← DTQE 1.168 0.598 0.124 9.42 < 0.001 

PCL ← DTQR 0.38 0.254 0.095 3.995 < 0.001 

  

Note. DTQR = Reluctance to disclose; DTQE = Emotional reactions while disclosing;  

PCL = Posttraumatic Checklist; PG = Posttraumatic Growth Inventory;  

PTCI = Posttraumatic Cognitions Inventory; N = Neuroticism; E = Extraversion. 
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should be noted, however, that the addition of these variables to the model did not represent a 

best fit for the data (see Table 4).   
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CHAPTER 5 

 

DISCUSSION 

 

Summary 

The present study began with three major goals: a) to evaluate the predictive utility of 

disclosure on PTSD symptom severity and posttraumatic growth; b) to examine the potential 

mediating effect of cognition on the relationship between disclosure and PTSD; and c) to outline 

the correlation(s) between disclosure and well-known personality traits.  The intent underlying 

each of these goals was to better understand why some individuals, but not others, develop PTSD 

in response to a traumatic event.   

The original path analysis outlined in the present study predicted that those who are more 

inclined to disclose will endorse fewer and less severe symptoms of PTSD.  Additionally, it was 

predicted that this relationship would be strengthened by the nature of posttraumatic cognitions; 

individuals who have more favorable attitudes towards disclosure are less likely to endorse 

negative beliefs about trauma and are therefore, less likely to experience posttraumatic stress 

symptoms.  As stated previously, this prediction is supported by the theory of cognitive 

adaptation such that having adaptive and/or healthy beliefs about a trauma is an essential 

component of psychological health following trauma exposure.  Consistent with previous 

findings (Mueller et al., 2008; Jones & Pennebaker, 2006; Nightingale & Williams, 2000; 

Schnurr et al., 2000), results of the present study generally supported this model.  Strong 



60 

correlations were observed between disclosure and PTSD symptom severity as well as between 

disclosure and posttraumatic growth.  Further, these relationships appeared to be partially 

mediated by posttraumatic cognitions (e.g., negative thoughts about the self, negative thoughts 

about the world, and self-blame).   

As scores on the Disclosure of Trauma Questionnaire (DTQ) increased, individuals were 

more likely to experience higher levels of PTSD symptom severity.  The difficulty with 

interpreting these results on conceptual level was that the Disclosure of Trauma Questionnaire 

(DTQ) is comprised of three separate factors, including (a) urge to talk, (b) reluctance to talk, 

and (c) emotional reactions while disclosing.  Therefore, the meaning of a positive correlation 

between scores on the DTQ and PTSD was unclear.  Additional analyses showed that only two 

factors, reluctance to talk and emotional reactions while disclosing, were significant.   

Not surprisingly, and again consistent with previous research, as reluctance to disclose 

increased, individuals endorsed higher levels of symptom severity.  Cognitive adaptation 

provides a theoretical framework to understand this finding such that the development and 

maintenance of PTSD occurs when an individual’s core beliefs about the self, world, and others 

are challenged by a traumatic experience (Sloan, 2010).  Until the new information from the 

trauma can be properly accommodated into these previously held beliefs, the individual’s 

psychological health will suffer.  Given that disclosure provides an opportunity accommodate the 

traumatic experience, those who are resistant to disclose may be less likely to experience 

successful integration of the new information from the trauma and, as a result, will continue to 

report high levels of distress (Bolton, Glenn, Orsillo, Roemer, & Litz, 2003; Hernandez, Lyons, 

& Tandy, 2004; Slavin-Spenny, Cohen, Oberleitner, & Lumley, 2010).   
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Similarly, as emotional reactions while disclosing increase (i.e., intensify), individuals 

endorse higher levels of symptom severity.  Because the present study was a correlational design, 

it is not possible to draw a causal relationship between emotional reactions while disclosing and 

symptom severity.  Although it is possible that high levels of posttraumatic stress contribute to 

more intense emotional reactions while disclosing a traumatic experience, there is also evidence 

to suggest that this relationship may work in reverse.  Given that the emotional reactions while 

disclosing is significantly and positively correlated with reluctance to disclose, it is possible that 

these two variables work together to predict higher posttraumatic stress.  For example, one 

reason individuals may be resistant toward disclosing may be due to a past experience that 

involved high levels of emotional arousal, thereby making the process of disclosure less 

desirable; together, these variables may serve to increase one of the core symptoms of PTSD: 

avoidance of thoughts, feelings, and situations that represent the traumatic experience.  Evidence 

for this hypothesis comes from Pickett, Bardeen, and Orcutt (2011) who found that high 

emotional reactivity in conjunction with avoidance behaviors predicts posttraumatic stress 

severity.  Exploring the potentially complex relationship between emotional reactions and 

reluctance to disclose is, at the very least, warranted for future studies. 

In the original model, the relationship between disclosure (as a total item scale) and 

posttraumatic growth was non-significant.  When the model was reanalyzed with disclosure 

separated into its three factors, reluctance to disclosure and emotional reactions while disclosing 

correlated with posttraumatic growth but only by way of the mediating variable, posttraumatic 

cognitions.   As reluctance to disclose and emotional reactions while disclosing intensified, 

individuals reported increasingly negative beliefs about the traumatic event; as these negative 

beliefs increased, individuals reported decreased levels of posttraumatic growth.  Examples of 
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posttraumatic growth include new possibilities, personal strength, spiritual change, and 

appreciation of life.  The meaning of these findings suggests that reluctance to disclose, alone, 

does not predict posttraumatic growth.  Reluctance to disclose combined with negative 

cognitions about the trauma, however, increases the likelihood that individuals will not 

experience positive outcomes following a traumatic event.  The same is true for emotional 

reactions while disclosing.  Although the present study did not find direct relationships between 

these aspects of disclosure and posttraumatic growth, some studies have suggested that they may 

exist.  For example, Linley, Felus, Gillett, and Joseph (2011) found that the relationship between 

a traumatic experience and posttraumatic growth was mediated by emotional expression.  The 

degree to which a person is able to experience positive outcomes following a trauma depended 

on his/her willingness and ability to engage in the outward display of emotion while disclosing a 

traumatic event.   Exploring the significance of emotional reactions on posttraumatic growth is 

warranted for future studies.   

The present study also examined the mediating role of posttraumatic cognitions on the 

relationship between disclosure and PTSD.  This was accomplished by comparing the nature of 

cognitive schemas (e.g., beliefs about the self, world, and others) to disclosure attitudes, PTSD 

symptoms, and posttraumatic growth.  As predicted, the relationships between disclosure and 

symptom severity and disclosure and posttraumatic growth were strengthened by posttraumatic 

cognitions.  As negative beliefs about the trauma increased, symptoms of posttraumatic stress 

increased while posttraumatic growth decreased.  These findings are consistent with the general 

consensus in the literature which identifies posttraumatic cognitions as the single best predictor 

of posttraumatic stress (Mueller et al., 2008).   
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To outline the properties of disclosure, including relation to well-known personality 

traits, the present study evaluated correlation(s) between disclosure scores and the Big Five 

personality traits (e.g., Extraversion, Openness to experience, Neuroticism, Agreeableness, and 

Conscientiousness).  Given the limited amount of literature in this particular area of PTSD 

research, no specific hypotheses were predicted.  Exploratory analyses provided some support 

for significant relationships between disclosure and two personality traits: neuroticism and 

extraversion.  Although the addition of these variables to the original predicted model did not 

represent a best fit for the data, few studies in the literature have examined the relationship 

between personality and PTSD by way of disclosure; therefore, it is important if not critical to 

discuss these findings.   

Costa and McCrae (1992) outlined five core facets of personality, including extraversion, 

openness to experience, conscientiousness, agreeableness, and neuroticism.  The present study 

found that as neuroticism increased, individuals were more reluctant to discuss a traumatic 

experience and more likely to endorse higher levels of emotional reactivity while disclosing.  

Given that the Costa and McCrae’s definition of neuroticism includes anxiety, hostility, 

depression, self-consciousness, impulsiveness, and vulnerability, it is not surprising that these 

individuals would be more emotionally reactive while discussing a traumatic event and generally 

less willing to engage in the process of disclosure.   

The present study also found that as extraversion increased reluctance to talk decreased.  

Again, this is not a surprising finding such that extraversion is defined by warmth, 

gregariousness, assertiveness, activity, excitement seeking, and positive emotions (Costa and 

McCrae, 1992).  Individuals who are more assertive and gregarious may be more likely to have 
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encountered a history of positive disclosure experiences, making the process of disclosure more 

generally desirable than for those who are less inclined toward these particular traits.   

Strengths and Limitations  

Strengths of the present study include a relatively large sample size with Criterion A 

traumas and high symptom severity scores, advanced statistical methods, and evidence to support 

the continued study between PTSD, attitudes toward disclosure, and personality.   

The most limiting factor in the present study was the use of single time point data that 

was gathered post- rather than pre-trauma.  As a result, directionality can only be inferred on a 

theoretical basis rather than a statistical or experimental one.  Future studies would likely benefit 

from the use of a prospective cohort design in which data is gathered from individuals before and 

after a traumatic experience.  Obviously this particular design is difficult on an ethical front 

because a researcher cannot purposely traumatize a group of individuals; however, it is possible 

to identify samples that are more likely than the general population to encounter a traumatic 

event.  Examples include first responders, prison personnel, military members, etc.  Although 

random selection would be inherently sacrificed, the benefits of being able to gather data at pre- 

and post-trauma clearly outweigh the costs.   

The present study also used a relatively small sample of undergraduate students, limiting 

its external validity.  Results cannot be generalized to any particular traumatized group such as a 

rape victims, combat veterans, etc.  Additionally, women and Caucasians were overrepresented 

in the present sample.  Any replication of these findings should include a more representative 

sample with regard to gender, ethnicity, and trauma type.   

Regarding instrument limitations, it should be noted that PTSD symptom severity was 

determined by the PCL, a self-report measure of distress that is designed to screen for rather than 
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diagnose PTSD.  Although the PCL is a useful and highly regarded assessment tool in in both 

research and clinical arenas, it can be easily skewed by the individual’s willingness and ability to 

report symptoms accurately.  The PCL can also be somewhat misleading because it is highly 

sensitive but only moderately specific to PTSD, meaning that general distress may be mistaken 

for trauma-relevant distress. 

The DTQ is also limited such that it must be used within the context of its factors.  As it 

stands, the DTQ captures two opposing factors: urge to talk and reluctance to talk.  Scoring 

instructions, however, do not indicate reverse coding for either scale making it difficult to tease 

apart and understand the meaning of a total score.  Future research may benefit from preliminary 

analyses specific to the DTQ and its psychometric properties. 

Finally, it should be noted that although variables reliably associated in the context of the 

final model, the exact nature of these associations cannot be determined.  Further, because the 

final model was obtained through a series of modifications, it should be considered tentative 

until replicated. 

Future Directions 

Future investigations should continue to examine the relationship(s) between disclosure 

and PTSD, including symptom severity and posttraumatic growth.  This line of research would 

be most meaningful in the context of a prospective, longitudinal design that included a large and 

diverse sample and objective measures of PTSD.  Any future efforts to better understand these 

relationships would likely benefit from the application of the most recently revised edition of the 

diagnostic manual (DSM-5), particularly with the addition of negative cognitive changes.  

Capturing the nature of these cognitions at several time points in relation to other diagnostic 
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criteria would allow for a more objective observation of how and when cognitions change and 

whether or not these changes act as true mediator between disclosure and symptom severity. 

Evaluating the impact of disclosure across time would likely clarify the degree to which 

disclosure is a stable trait; if it was found that disclosure indeed predicted PTSD severity and was 

stable across time, it is possible that disclosure measures could be used as an indicator at 

pretrauma time points to identify those more at risk for developing the disorder.  Further, a 

longitudinal design may provide a more detailed description of how cognitions about a traumatic 

experience impact the relationship between disclosure and PTSD.  Specifically, one could 

determine the degree to which changes in cognitions rather than the state of cognitions alone 

mediate the relationship between disclosure and PTSD.   

In addition to disclosure, future research should also explore the other variables that may 

or may not increase one’s risk for the development of PTSD, including personality traits.  

Although a significant amount of attention has been given to posttrauma predictors of PTSD, this 

type of information is only moderately useful such that it cannot be used to prevent or prepare 

individuals prior to trauma exposure.  Given the limited amount of literature on pretrauma risk 

factors and the potentially meaningful effect that this type of information could have on future 

incidence rates, this particular line of research should be a priority.   

Conclusion 

Treatment for PTSD can be a long and arduous process for those experiencing the 

debilitating symptoms of the disorder.  Fortunately, research has offered an extensive amount of 

information about the definition, course, and treatment of PTSD.  As a result, several evidence-

based treatments exist and a significant number of those with PTSD experience a decrease in 

symptoms.  The fact remains, however, that of those who experience a traumatic experience, 
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only a small percentage develops the disorder.  The question of why some but not others develop 

PTSD remains unanswered.   

The present study found some evidence to suggest that one reason individuals may 

develop and maintain high levels of anxiety following a trauma may be their attitudes toward 

sharing this experience with others.  As reluctance to disclose a traumatic experience increased, 

individuals reported higher levels of PTSD symptoms and lower levels of posttraumatic growth 

(positive outcomes following a trauma).  Further, these relationships appeared to be partially 

mediated by negative cognitions about the trauma, including thoughts about the self, thoughts 

about others, and self-blame.  Although the direction of these relationships is unclear in the 

present study, the results provide preliminary evidence to warrant future research.   

Any effort to identify individuals that may be more at risk for the development of PTSD 

is a meaningful and much-needed venture.  At the very least, this type of information could be 

clinically useful in providing more specific treatment recommendations for those seeking 

services.  At the most, research that speaks to the question of why some but not others develop 

PTSD could have long-lasting epidemiological effects, decreasing the incidence of the disorder 

by providing a basis for preventative care. 
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APPENDIX A: THE PTSD CHECKLIST FOR CIVILIAN EXPERIENCES (PCL-C) 

PTSD Checklist- Civilian Version (PCL-C) 

Below is a list of problems and complaints that individuals sometimes have in response to stressful 
experiences.  Please read each one carefully, put an “X” in the box to indicate how much you have been 
bothered by that problem in the last month. 

1 = Not at all 

2 = A little bit 

3 = Moderately 

4 = Quite a bit 

5 = Extremely 

 

  1 2 3 4 5 

  Not at 
all 

A little 
bit 

Moderately Quite a bit Extremely 

Repeated, disturbing memories, thoughts, or 
images of a stressful experience from the past? 

          

Repeated, disturbing dreams of a stressful 
experience from the past? 

          

Suddenly acting or feeling as if a stressful 
experience were happening again (as if you 
were reliving it)? 

          

Feeling very upset when something reminded 
you of a stressful experience from the past? 

          

Having physical reactions (e.g., heart pounding, 
trouble breathing, or sweating when something 
reminded you of a stressful experience from the 
past? 

          

Avoid thinking about or talking about a stressful 
experience from the past or avoid having 
feelings related to it? 

          

Avoid activities or situations because they 
remind you of a stressful military experience? 

          

Trouble remembering important parts of a 
stressful experience from the past? 

          

Loss of interest in things that you used to enjoy?           

Feeling distant or cut off from other people?           

Feeling emotionally numb or being unable to 
have loving feelings for those close to you? 
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Feeling as if your future will somehow be cut 
short? 

          

Trouble falling or staying asleep?           

Feeling irritable or having angry outbursts?           

Having difficulty concentrating?           

Being "super alert" or watchful on guard?           

Feeling jumpy or easily startled?           
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APPENDIX B: DISCLOSURE OF TRAUMA QUESTIONNAIRE (DTQ) 

Disclosure of Trauma Questionnaire (DTQ) (Version 11.02.11) 

Please indicate the extent to which you agree or disagree with each of the following statements. 

 

I agree… 

0 = Not at all 

1 = Slightly 

2 = Mostly 

3 = Completely 

 

  0 1 2 3 

  Not at all Slightly Mostly Completely 

There are several people I have told the whole story 
to more than once. 

        

It is important for me to talk repeatedly about what 
happened and how it happened. 

        

The more often I talk about the event, the clearer it 
becomes to me. 

        

When I talk about my experiences, I try to imagine 
everything as it was. 

        

I often describe feelings of fear, shock, humiliation, 
or feeling paralyzed. 

        

I think considerably more about the incident than I 
talk about it. 

        

If I tell my friends about the incident, I will only 
shock them. 

        

I must get the experience clear in my mind.         

I have not told anybody about the event.         

It is much more important to clarify my feelings 
about the situation than to describe the incident 
precisely. 

        

I feel like I need to talk about the event a lot.         

I only describe the things that happened using the 
same few words of phrases. 

        

My voice often fails when I describe my experiences 
in full. 
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I often describe how helpless I felt in the situation.         

After I talk about the event, I always feel exhausted.         

Telling somebody about the incident would not be 
of any help to me. 

        

I find it difficult to talk to people about the incident.         

I never find the right time to talk about what I 
experienced during the event. 

        

The more I talk about the incident, the better I can 
express how I felt during the situation. 

        

I often leave out details when I describe the 
incident. 

        

I feel extremely tense when I describe the incident. 
 

        

  0 1 2 3 

  Not at all Slightly Mostly Completely 

After I have described everything about the 
incident, I feel relieved. 

        

I find it more comfortable not to talk about the 
incident. 

        

I do not want to burden my partner, family, or 
friends by telling them about the incident. 

        

I find it easy to talk about my experiences of the 
situation. 

        

I feel compelled to talk about my experiences of the 
situation again and again. 

        

I like to talk about the event as often as possible.         

My family/friends criticize me for only ever talking 
about the incident. 

        

It is difficult for me to speak about the incident in 
detail. 

        

Describing the event makes me feel very sad.         

When I describe the incident in detail, I feel like I am 
back in the event. 

        

When I describe the incident, my heart starts to 
pound, I start to sweat, or I start to shake. 

        

I often think about the event, but do not talk about 
it very much. 

        

I have not told anybody exactly what happened 
during the event. 

        

© Müller & Maercker, 2000rev 
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APPENDIX C: POSTTRAUMATIC COGNITIONS INVENTORY (PTCI) 

Posttraumatic Cognitions Inventory (PTCI) 

We are interested in the kind of thoughts which you may have had after a traumatic experience.  Below 
are a number of statements that may or may not be representative of your thinking.  Please read each 
statement carefully and tell us how much you AGREE or DISAGREE with each statement.  People react to 
traumatic events in many different ways.  There are no right or wrong answers to these statements. 

1 = Totally disagree 

2 = Disagree very much 

3 = Disagree slightly 

4 = Neutral 

5 = Agree slightly 

6 = Agree very much 

7 = Totally agree 

 

  1 2 3 4 5 6 7 

  Totally 
disagree 

Disagree 
very much 

Disagree 
slightly 

Neutral Agree 
slightly 

Agree very 
much 

Totally 
agree 

The event happened because 
of the way I acted. 

              

I can't trust that I will do the 
right thing. 

              

I am a weak person.               

I will not be able to control 
my anger and will do 
something terrible. 

              

I can't deal with even the 
slightest upset. 

              

I used to be a happy person 
but now I am always 
miserable. 

              

People can't be trusted.               

I have to be on guard all the 
time. 

              

I feel dead inside.               

You can never know who will 
harm you. 
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I have to be especially careful 
because you never know what 
can happen next. 

              

I am inadequate.               

I will not be able to control 
my emotions, and something 
terrible will happen. 

              

If I think about the event, I 
will not be able to handle it. 

              

  1 2 3 4 5 6 7 

  Totally 
disagree 

Disagree 
very much 

Disagree 
slightly 

Neutral Agree 
slightly 

Agree very 
much 

Totally 
agree 

The event happened to me 
because of the sort of person 
I am. 

              

My reactions since the event 
mean that I am going crazy. 

              

I will never be able to feel 
normal emotions again. 

              

The world is a dangerous 
place. 

              

Somebody else would have 
stopped the event from 
happening. 

              

I have permanently changed 
for the worse. 

              

I feel like an object, not like a 
person. 

              

Somebody else would not 
have gotten into this 
situation. 

              

I can't rely on other people.               

I feel isolated and set apart 
from others. 

              

I have no future.               

I can't stop bad things from 
happening to me. 

              

People are not what they 
seem. 

              

My life has been destroyed by 
the trauma. 

              

There is something wrong 
with me as a person. 
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My reactions since the event 
show that I am a lousy coper. 

              

There is something about me 
that made the event happen. 

              

I will not be able to tolerate 
my thoughts about the event, 
and I will fall apart. 

              

I feel like I don't know myself 
anymore. 

              

You never know when 
something terrible will 
happen. 

              

I can't rely on myself.               

Nothing good can happen to 
me anymore. 
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APPENDIX D: POSTTRAUMATIC GROWTH INVENTORY (PGI) 

Posttraumatic Growth Inventory 

Indicate for each of the statements below the degree to which this change occurred in your life as a 
result of your crisis, using the following scale.  If you have not experienced a crisis please base your 
responses on the last three years of your life. 

 

0 = I did not experience this change as a result of my crisis (or during the last three years). 

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

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

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

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

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

 

  0 1 2 3 4 5 

  To no 
degree 

To a very 
small degree 

To a small 
degree 

To a 
moderate 

degree 

To a great 
degree 

To a very 
great degree 

I have changed my priorities 
about what is important in my 
life. 

            

I have a greater appreciation for 
the value of my own life. 

            

I developed new interests.             

I have a greater feeling of self-
reliance. 

            

I have a better understanding of 
spiritual matters. 

            

I more clearly see that I can 
count on people in times of 
trouble. 

            

I established a new path for my 
life. 

            

I have a greater sense of 
closeness with others. 

            

I am more willing to express my 
emotions. 

            

I know better that I can handle             
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difficulties. 

I am able to do better things 
with my life. 

            

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

            

I can better appreciate each day.             

New opportunities are available 
which wouldn't have been 
otherwise.  

            

I have more compassion for 
others. 

            

I put more effort into my 
relationships. 

            

  0 1 2 3 4 5 

  To no 
degree 

To a very 
small degree 

To a small 
degree 

To a 
moderate 

degree 

To a great 
degree 

To a very 
great degree 

I am more likely to try to change 
things which need changing. 

            

I have a stronger religious faith.             

I discovered that I'm stronger 
than I thought I was. 

            

I learned a great deal about how 
wonderful people are. 

            

I better accept needing others.             
 

  



86 

 

APPENDIX E: DEMOGRAPHIC QUESTIONNAIRE

Age:  _____ 

 

 

Please circle the number of the relevant response.  
 

Gender:    

1. Male  

 2. Female    

   

Race (circle all that apply):   

1. White/Caucasian 

2. Black/African American 

3. Hispanic/Latino(a)  

4. Native American/American Indian 

5. Asian/Asian American 

6. Multiracial 

7. Other  

 

Years of Military Experience:       

1. 0 

2. 1-5 

3. 5-10  

4. 10-20 

5. 20+ 
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Branch of military:   

1. N/A 

2. Army 

3. Navy 

4. Air force  

5. Marines 

6. National Guard 

 

Type of military duty currently:   

1. N/A 

2. Active 

3. Non-active 

 

As part of your military service, were you ever exposed to combat?   

1. N/A 

2. Yes 

3. No 

 

In general, have you ever been exposed an event that involved actual or threatened death or serious 

injury? 

1. Yes 

2. No 

 If yes, did your response to this event involve intense fear, helplessness, or horror? 

1. Yes 

2. No 

 

 If yes, how would you characterize the experience (circle all that apply)? 

 1. Sexual Abuse 

 2. Physical Abuse 
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 3. Emotional Abuse 

 4. Medical Trauma 

 5. Natural Disaster 

 6. Witness to Family Violence 

 7. Witness to Community Violence 

 8. Witness/Victim- Criminal Acts 

 9. War Affected 

 10. Terrorism Affected 
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APPENDIX F: INFORMED CONSENT 

You are being asked to participate in a research study on the effects of a stressful experience in 

your past. This research is being conducted by doctoral student, Jena Wierwille, and Dr. Kevin 

Bolinskey of the Psychology Department at Indiana State University. Your participation in this 

study is entirely voluntary. Please read the information below and ask questions about anything 

you do not understand before deciding whether or not to participate. 

PARTICIPANT REQUIREMENTS 

To participate in this study, you must be at least 18 years old.  

PROCEDURE 

If you volunteer to participate in this study, you will click on a link below that says “I am at least 

18 years old and wish to participate” and you will be routed to an Indiana State University 

website where you will be asked to answer several questions about a stressful experience in your 

past. You will also be asked to complete questions about your race, sex, sexual orientation, age, 

international status, life experiences, and year in school. The total time that is needed to complete 

the questionnaires is approximately 60-75 minutes. No identifying information will be collected; 

however, your responses to the questionnaire will be kept in a secure database and will only be 

accessible by the present researchers. 

PARTICIPANT RISKS AND BENEFITS 

Risks of participation are minimal and are not expected to be greater than what you would 

encounter in everyday activities. Nevertheless, when completing the questionnaires, you will be 

asked to recall at least one personal stressful experience; this may result in some mild anxiety. If 

you experience any distress as a result of participating in this study, you can access 

psychological services at the University’s Student Counseling Center (812-237-3939) or the 

Psychology Clinic in Root Hall (812-237-3317). 

By participating in this study, you will benefit by learning about psychological research and by 

having an opportunity to re-evaluate experience(s) from your past. In addition, you will have the 

opportunity to contribute to a greater understanding of posttraumatic anxiety, including its 

development and treatment. 

PARTICIPATION AND WITHDRAWAL 

Your participation is voluntary and you may choose to withdraw at any time without 

consequence.  Your responses will not be entered into the database until the end of the survey, 

when you click “Submit.”  If you decide to withdraw in the middle of the survey, you may do so.  

You may also refuse to answer any questions you do not want to answer. 
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RIGHTS OF RESEARCH PARTICIPANTS 

This project has been reviewed and approved by the Institutional Review Board (IRB) of Indiana 

State University as adequately safeguarding the participant’s privacy, welfare, civil liberties, and 

rights. If you have any questions about your rights as a research subject, you may contact the 

Indiana State University Institutional Review Board (IRB) by mail at 114 Erickson Hall, Terre 

Haute, IN 47809, by phone at (812) 237-8217, or e-mail the IRB at irb@indstate.edu. 

IDENTIFICATION OF INVESTIGATORS 

If you have any questions or concerns about this research, please contact the project supervisor, 

Kevin Bolinskey, in the Department of Psychology at 812-237-2463, or by e-mail at 

kbolinskey@indstate.edu. You may also contact the primary researcher, Jena Wierwille in the 

ISU Psychology Clinic at 812-237-3317, or by email at jmartin58@sycamores.indstate.edu. 

Please print a copy of this form for your records and click “I am at least 18 years old and wish to 

participate” below to begin the study. 

  

mailto:irb@indstate.edu
mailto:kbolinskey@indstate.edu
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APPENDIX G: DEBRIEFING 

In this study we are interested in the relationship between personality and disclosure, or rather 

attitudes toward disclosure.  We want to determine whether or not certain personality traits can 

predict an individual’s willingness to discuss stressful life events.  It has been suggested that 

those who are more willing to disclose may be less at risk for developing anxiety following a 

stressful experience.  As such, any personality factors that predict attitudes toward disclosure 

may act as predictors for posttraumatic stress disorder (PTSD).   

Thank you for your participation in this study. If you have any questions or if you are interested 

in the results of the study please contact Kevin Bolinskey in the Department of Psychology at 

(812) 237-2463.  You can also email him at bolinskey@indstate.edu. 

If you experience any distress as a result of participating in this study, you can access 

psychological services at the University’s Student Counseling Center (812-237-3939) or the 

Psychology Clinic in Root Hall (812-237-3317).  

Also, please do not discuss this study with your friends because they may be participating in it in 

the future.  

 

mailto:bolinskey@indstate.edu

