Chapter 6
Perspectives on Posttraumatic Growth

Braj Bhushan

History is full of stories of people witnessing positive changes after suffering and
trauma. Published literature in psychology and allied disciplines have consistently
reported evidence for ‘constructive confrontation’ (Schaefer and Moos 1992),
‘positive changes in outlook’ (Joseph et al. 1993), ‘benefit finding’ (Affleck and
Tennen 1996; Davis et al. 1998; Taylor 1983), ‘stress related growth’ (Park et al.
1996), ‘posttraumatic growth (PTG)’ (Tedeschi and Calhoun 1996), ‘perceived
benefit’ (McMillen and Fisher 1998), ‘thriving’ (Abraido-Lanza et al. 1998),
‘positive by-products’ (McMillen et al. 2001), and positive adaptation (Linley
2003) and ‘growth through adversity’ (Joseph and Linley 2005) in the aftermath of
a traumatic life event. Of them ‘posttraumatic growth’ is the commonly used ter-
minology by most researchers. Tedeschi et al. (1998) have conceptualized post-
traumatic growth as ‘a significant beneficial change in cognitive and emotional life
that may have behavioral implications as well” (p. 3). Further, it involves ‘such
fundamental changes or insights about living that it does not appear to be merely
another coping mechanism’ (p. 3).

Understanding Posttraumatic Growth

Itis true that a large number of people remain unaffected by traumatic events (Bonanno
2004, 2005). However, here the focus is on those who report one or the other type of
change after experiencing some type of trauma in their life. As known to everyone, the
initial focus was on the identification of symptoms of posttraumatic stress disorder
(PTSD), but since last two decades or so the positive outcome of trauma (posttraumatic
growth or PTG) has also attracted attention of researchers. In this context two
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developments are worth mentioning. First, a group of researchers felt the need to
redefine posttraumatic stress arguing that posttraumatic reactions are ‘normal reactions
experienced by people in response to stressful and traumatic situations, indicative of
need for cognitive-emotional processing, rather than an abnormal state of mind’
(Joseph and Williams 2005, p. 426). Second, 30-90% of the people experiencing
traumatic life events were found to report PTG (Tedeschi et al. 1998).

Empirical research gives three different perspectives on trauma and PTG. Studies
have reported negative (Evers et al. 2001), positive (Lev-Wiesel and Amir 2003)
and no correlation (Powell et al. 2003; Solomon et al. 1999; Ursano et al. 1986)
between the symptoms of distress and growth. As evident here, the first perspective
suggests negative correlation between distress and growth. The other perspective
suggests a two-dimensional response to traumatic stressors where growth and
distress coexist. It has been advocated that distress and growth coexist and PTG
emerges as a byproduct of posttraumatic struggle and not the trauma itself
(Tedeschi and Calhoun 1995, 2004). However, high score on one does not
necessitate low score on the other. Hence, these two outcomes remain unrelated
though they exist in the same individual at the same time. Morris et al. (2005) also
found coexistence of trauma and growth. Further, perceived severity of trauma was
found to be associated with higher growth. The third perspective lends support to
positive correlation between distress and PTG. This view argues benefit finding and
growth as a function of traumatic life experiences. Empirical support for this
viewpoint has been extended by many researchers (Hussain and Bhushan 201 1a;
Pargament et al. 1998; Park et al. 1996; Snape 1997).

Mostly, researchers have either examined PTSD or PTG in their studies barring
few who have simultaneously examined both (Linley et al. 2008; Salsman et al.
2009). The relationship between the two posttraumatic outcomes—posttraumatic
stress and posttraumatic growth have also been examined. Based on their study of
survivors of fires, earthquakes and floods, Saccinto et al. (2013) have reported
positive relationship between avoidance and intrusion-hyperarousal symptoms and
PTG. Examining the different roles of peri and post trauma experiences, they found
that peritraumatic panic predicted both, posttraumatic intrusion-hyperarousal
symptoms as well as PTG. On the other hand, posttraumatic intrusion-
hyperarousal symptoms mediated the relationship between peritraumatic panic
symptoms and posttraumatic growth. Measuring direct as well as indirect exposure
to ongoing terrorism, Palmer et al. (2012) have reported positive relationship of
exposure of family members to terror to PTS and PTG, both. They further found
that PTS mediated the indirect relationship between subjective exposure and PTG.
This endorses the importance of emotional suffering in PTG.

It is well understood that PTG is moving beyond the pre-trauma state rather than
returning to the baseline. Few variables such as gender, perceived stress and trauma
severity have been reported to predict positive (PTG) and negative (PTSD) out-
comes in the same direction. On the other hand, few variables such as personality,
mood, social support and coping behaviour have been reported to show mixed or
opposite directionality. Hence, understanding the trajectory of posttraumatic growth
seems to be important. This chapter is a small attempt to do so.
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Survivors of a catastrophic event largely report positive change in their
self-perception. They also report such changes in their relationships with others.
Above all, they report change in their life philosophy as well. In terms of
self-perception, one feels stronger despite vulnerability following the trauma.
Openness, increased compassion and greater valuing of loved ones are the changes
visible in the interpersonal relationship. Change in life philosophy gets reflected in
increase in religiosity/spirituality, change in life priorities and appreciation of each
and every day of one’s life. Few studies have tried to relate PTG and severity of
trauma. This is typically referred to as dose-response. Researchers have contested
that trauma severity and PTG has an inverted U-shaped relationship with moderate
trauma leading to high level of PTG than low or high level of trauma. This has been
found in veterans of the Vietnam War (Fontana and Rosenheck 1998) and survivors
of 11 September 2001 terrorist attacks in New York (Butler et al. 2005).

However, one also has to factor in other findings and viewpoints. It has been
argued that human response to extreme stress has a mixture of resilience and
vulnerability. Some researchers did not find relationship among PTG, well-being,
flourishing and distress (Chan and Rhodes 2013). Another viewpoint contests that
growth is possible only when individuals are deeply involved in translating growth
cognitions to growth actions. Hobfoll et al. (2007) have talked about action-focused
growth saying that ‘positive benefit in posttraumatic growth’ was found ‘only when
individuals were deeply involved in translating growth cognitions to growth
actions’ (p. 345).

Comparable Constructs

Literature in psychology is full of theories that explain human adaptive capability.
The dispositional optimism by Carver and Scheier (1999), internal locus of control by
Rotter (1966), self-efficacy by Bandura (1982), hardiness by Kobasa (1979) and
Antonovsky’s sense of coherence (1987), all of them have relevance to posttraumatic
outcomes. Let us succinctly look at the constructs that are close to PTG. The ‘wholist
framework’ of Valent (1999) explains trauma and its outcome in terms of process,
parameters and depth where process describes nature of the trauma, parameters
elucidates its context and depth explicates its effect. Tennen and Affleck (1998) has
explained the role of optimism in posttraumatic growth. Dispositional optimism has
been found to positively correlate with enhanced coping and adjustment (Carver
1998). Locus of control (Rotter 1966) describes contingency between behaviour and
outcome inasmuch as internal locus of control contingency envisage problem-
focused coping, thus facilitating positive adaptation in a traumatic situation.
Maercker and Herrle (2003) studied the survivors of the February 1945 Dresden
bombing and found that those experiencing PTG were the ones who had high internal
locus of control. Self-efficacy is defined as the ‘belief in one’s capability to organize
and execute the course of action required to manage prospective situations’ (Bandura
1997, p. 2). The self-efficacy theory (Bandura 1982) talks about one’s belief in own
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capabilities. This belief encourages coping behaviour. Kobasa’s theory of hardiness
(Kobasa 1979) and Antonovsky’s (1987) sense of coherence have also been found to
foster better adaptation to traumatic life experiences.

Westphal and Bonanno (2007) have pointed out that the researchers ‘implicitly
or explicitly equate PTG with resilience or even consider PTG superior to resilient
outcomes’ (p. 420). Rutter (1985) opined that ‘the promotion of resilience does not
lie in an avoidance of stress, but rather in encountering stress at a time and in a way
that allows self confidence and social competence to increase through mastery and
appropriate responsibility’ (p. 608).

Medical sociologist Aaron Antonovsky (1923—-1994) developed the construct
‘sense of coherence’. Based on his work on Holocaust survivors he propounded the
theory of salutogenesis (Antonovsky 1987) which talks about association between
stress, health and coping. According to him sense of coherence is ‘a global ori-
entation that expresses the extent to which one has a pervasive, enduring though
dynamic feeling of confidence that (1) the stimuli deriving from one’s internal and
external environments in the course of living are structured and predictable, and
explicable; (2) the resources are available to one to meet the demands posed by
these stimuli; and (3) these demands are challenges, worthy of investment and
engagement’ (Antonovsky 1987, p. 19). In terms of assessment, sense of coherence
scale has three subscales—comprehensibility, manageability and meaningfulness.
Comprehensibility measures the extent to which one can derive sense from the
adversity whereas manageability is the degree of perception of the available
resources and its worth in meeting the challenges. Finally, meaningfulness reflects
the feeling of worthiness in the engagement with the posed challenges. It is
important to note that two of the constructs, hardiness and self-efficacy, do find
place in sense of coherence.

According to Waysman et al. (2001) ‘those who view themselves as in charge of
their fate (control), who are committed to meaningful goals and activities (com-
mitment), and who view their stress as a surmountable challenge are more likely in
the long run to integrate the trauma into their lives and to enjoy a satisfactory level
of adjustment’ (p. 545).

Distinct Nature of PTG Studies

PTG studies are unique in certain ways. If you look at the nature of sample chosen
for studying PTG, you would find almost all types of distressing experiences
covered by them. For instance, life-threatening ailments such as cancer and HIV/
AIDS have been very well studied with all inherent variations. Researchers have
studied PTG in a wide range of cancer patients such as prostate cancer (Kinsinger
et al. 2006), testicular cancer (Rieker et al. 1989), melanoma (Dirksen 1995) and
bone marrow transplant (Tallman et al. 2007; Widows et al. 2005). Stanton et al.
(2006) reviewed studies on PTG in cancer patients published between 1960 and
2004. They found prevalence of PTG varying between 53 (Taylor et al. 1984)
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and 83% (Sears et al. 2003) in breast cancer patients and 95% of adult survivors of
childhood cancer (Wasserman et al. 1987). Similarly, Tallman et al. (2007) found
that the constituents of growth (perceived benefit finding) by prostate cancer sur-
vivors were life perspective, relationships, self-perception, health, new directions
and religious/spiritual changes.

Besides ailments, many other unique human experiences have also been carried
out by researchers. Study of military combat, prisoner of wars (POWSs), political
imprisonments, refugee displacement and other types of rare life experiences have
also been researched by psychologists. Table 6.1 broadly summarizes the traumatic
life events studied by PTG researchers.

There are many studies reporting posttraumatic stress in soldiers citing multiple
stressors and their effect. Researchers have reported PTG in the soldiers who served
during World War II, Korean War, Gulf War I, Vietham War and Israeli operations,
just to mention a few. The deployment experiences of soldiers have been found to
correlate with PTG. Johnson et al. (2007) studied deployment conditions
(pre-deployment, deployment and post-deployment) and their effect on posttrau-
matic growth in a sample of Gulf War I veterans. They found that post-deployment
conditions predicted certain aspects of PTG. Perceived threat appeared as the
strongest predictor of appreciation of life. Another post-deployment variable, social
support, predicted relating to others and personal strength dimensions of growth.
Studies investigating combat exposure and PTG have reported mixed findings. The
findings are bidirectional in a sense that some researchers argue that higher combat
exposure leading to growth while some argue the opposite. Combat exposure also

Table 6.1 Summary of empirical research on posttraumatic growth

Traumatic life event Researchers

Bereavement Davis et al. (1998)

Bone marrow transplantation Fromm et al. (1996)

Breast cancer Cordova et al. (2001), Taylor (1983), Weiss (2002)
Childhood sexual abuse McMillen et al. (1995)

Refugees and immigrants Weiss and Berger (2006), Powell et al. (2003)
Gulf War I Veterans Johnson et al. (2007)

Prisoners of war Solomon and Dekel (2007)

Relief workers Bhushan and Kumar (2012)

Chronic illness Abraido-Lanza et al. (1998)

Disaster McMillen et al. (1997)

HIV infection Updegraff et al. (2002)

Military combat Fontana and Rosenheck (1998)

Myocardial infarction Affleck et al. (1987)

Parenting child with leukaemia Best et al. (2001)

Refugees Hussain and Bhushan (2011a, b, 2013), Powell et al. (2003)
Sexual assault Frazier et al. (2001)

Shipwreck Joseph et al. (1993)
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has inbuilt perceived threat associated with it and some researchers contest that this
is also associated with PTG (Fontana and Rosenheck 1998). Cordova et al. (2001)
have reported association between growth and higher degree of life threat. It has
been advocated that when one faces mortality, he/she re-evaluates and redefines life
goals and priorities. This, in turn, result into PTG (Tedeschi and Calhoun 1995).

Interestingly, there are studies reporting growth and accepting war exposure as
an important developmental milestone (Dohrenwend et al. 2004; Elder et al. 1991;
Gade 1991). Studying World War II and Korean War veterans, Aldwin et al. (1994)
observed linear relationship between combat and positive outcomes such as coping
and perspective on life.

Psychologists have also studied ex-prisoners of war (POWs) and the effect of
such experiences. Studies have mostly focused on PTSD (Sutker and Allain 1996;
Tennant et al. 1997), anxiety and depression (Engdahl et al. 1991), hypochondria
(Klonoff et al. 1976), alcoholism (Beebe 1975) and other negative outcomes. But
this is only one half of the story. Solomon and Dekel (2007) examined the Israeli
ex-POWs for both, PTSD and PTG and found evidence for PTG on all five
dimensions of PTGI. Studies have reported positive changes in ex-POWs. 90% of
the American air-force officers held as POWs in Vietnam reported positive changes
as a result of captivity (Sledge et al. 1980). These changes included greater
understanding of self and others and change in priorities in life. Similar positive
experiences have been reported by Israeli ex-POWSs and war veterans (Solomon
et al. 1999).

The sufferings associated with participation in political movements have not
been very well studied in psychology. Researchers have argued that traumatic stress
during political activities is likely to increase ‘psychological preparedness’ for
trauma (Basoglu et al. 1997; Ehlers et al. 2000). Maercker and Zollner (2004)
studied East German former political prisoners and found that 72% of them
reported examples of PTG following their imprisonment.

Besides combat, the other rare human experience studied by PTG researchers is
of the Holocaust survivors. In a unique study Lev-Wiesel a and Amir (2003)
examined 97 Holocaust child survivors born after 1930 in Israel to understand the
relationship between posttraumatic symptoms, perceived social and personal
resources, and posttraumatic growth. The findings indicated inverse relationship
between PTSD symptoms and personal resources. The dimensions of PTG were
also positively correlated with arousal. The researchers concluded that those
exhibiting arousal of PTSD symptoms might experience better growth. Further,
social support also affected the level of new possibilities of PTG.

The other unique group studied by researchers is the refugees. Refugees are
defined as people who ‘owing to a well-founded fear of being persecuted for
reasons of race, religion, nationality, membership of a particular social group or
political opinion, is outside the country of his nationality, and is unable to, or owing
to such fear, is unwilling to avail himself of the protection of that country’ (The
1951 Refugee Convention). These special groups of human beings have also
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attracted the attention of psychologists working on PTG. Powell et al. (2003)
studied PTG in the refugees settled in Sarajevo, Bosnia and Herzegovina.
The recent studies have reported PTG in people experiencing refugee-related torture
and trauma prior to migrating to Australia (Barrington and Shakespeare-Finch
2013a), Tibetan refugees staying in Dharamshala (Hussain and Bhushan 2011b,
2013) and refugee citizens of Cote d’Ivoire living in asylum in Liberia (Gregory
and Prana 2013).

One can see the wide range of rare human experiences covered under the ambit
of PTG research.

Indian Studies on PTG

Although the nuances of PTG can very well be seen in the Indian religious tradi-
tions, culture and literature, survey of the scientific literature in psychology reveal
that not many researchers have shown interest in studying PTG in India. Search
through EBSCO in October 2013 shows only five publications pertaining to PTG
from India (Bhushan and Kumar 2012; Hussain and Bhushan 2011a, b, 2013;
Thombre et al. 2010). Bhushan and Kumar (2012) had examined PTG in Tsunami
relief volunteers. Thombre et al. (2010) examined PTG in 61 cancer patients from
the city of Pune. Hussain and Bhushan (2011a, b, 2013) examined PTG in the
Tibetan refugees staying in Dharamshala.

During our study of the Tibetan refugees (Hussain and Bhushan 2011a), we
realized that the traumatic experiences of this population had very distinctive fea-
tures. Besides survival, trauma and deprivation/uncertainty, ethnic concern such as
ethnic discrimination and destruction of the place of worship were also major
source of trauma for them (Hussain and Bhushan 2009). The uniqueness of this
group has also been reported by other researchers (Terheggen et al. 2001). Our
qualitative investigation of Tibetan refugees using semi-structured interviews
(Hussain and Bhushan 2013) showed that irrespective of uninterrupted encounter
with trauma, people report positive experiences learnt from adverse life experi-
ences. We found three major themes related to PTG—change in outlook, personal
strength, and meaningful relationships. Changes in outlook comprised themes such
as acceptance, responsibility, compassion, and optimism. Increased intimacy and
meaningfulness in relationship were other reported changes. Personal strength
included themes such as self-reliance, self as survivor, and experience of success
and achievement. Their narratives clearly reflected the deep impression of the law
of karma on their thought and behaviour.
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PTG as a Cognitive Output

It has been argued that PTG is an outcome of cognitive and emotional struggle. It
has also been argued that the variation in cognitive or affective processing after a
traumatic event predispose the survivors to PTSD (Tolin and Foa 2006). The type
of coping strategy adopted after stressful life experiences is also supposed to be
mediated by cognitive emotional processing strategy (Hussain and Bhushan 2011b)
which offer the coping function (Garnefski et al. 2001, 2002). The Janus-face model
of PTG talks about two coexisting components—a self-transcending constructive
component and a self-deceptive illusory component. As elucidated by Zdllner and
Maercker (2006a), with the passage of time the constructive component grow while
the illusory component diminishes. This allows successful coping to happen.

As mentioned above, Hobfoll et al. (2007) have emphasized on the relationship
between action and PTG by endorsing action as the key to PTG. According to them
‘PTG may serve the role of a cognitive coping strategy following extreme stress,
but not translate to actual change in positive posttraumatic functioning’ (Hobfoll
et al. 2007, p. 361). Some researchers consider PTG as a cognitive process not
necessarily leading to action. However, the possibility of action is not overruled in
the cognitive framework (Maercker and Zollner 2004; Zollner and Maercker
2006b).

Ruminative thoughts and their impact on behaviour has also been examined.
According to Martin and Tesser (1996) rumination is ‘a class of conscious thoughts
that revolve around a common instrumental theme and that recur in the absence of
immediate environmental demands requiring the thought’ (p. 7). Rumination has
been conceptualized as chronic past oriented self-focus that is mostly associated
with neurotic personality. Elaborating individual differences in attention to the
negative and positive aspects of events, Noguchi et al. (2006) have suggested that
self-reported attention to negative information is positively associated to negative
affectivity, neuroticism and behavioural inhibition system and inversely related to
optimism. On the other hand, self-reported attention to positive information cor-
relates to positive effect, extraversion, behavioural approach system and optimism.
Attention bias, whether positive or negative, is an indicator of our cognitive pro-
cessing style. It shows our tendency to selectively attend either negative or positive
aspects of any life event.

It can be assumed that negative attention bias may adversely affect
trauma-related rumination, thus predicting PTSD symptoms whereas positive
attention bias is likely to exert positive influence on rumination resulting in PTG.
This makes it evident that the valence of attention bias and hence the cognitive
processing style might help plot the trajectory of the negative (PTSD) and positive
(PTG) outcomes of a traumatic event. Chan et al. (2011) found positive correlation
between cancer related positive rumination and PTG. Lepore (2001) have reported
that the cognitive processing of cancer mediated adjustment of the individuals to the
disease. Calhoun et al. (2000), Calhoun and Tedeschi (2006) have advocated
co-occurrence of intrusive and deliberate rumination inasmuch as in the first case
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one recollects the negative experiences of the traumatic event but in the second case
one deliberately ruminates and derives sense out of the traumatic event. According
to Mansell (2000), acquisition of new information or voluntary appraisal modifies
lower order attention bias, thus influencing changes in higher order schema.
Cognitive theories (Segerstrom et al. 2003; Watkins 2008) suggest that the
valence of thought is crucial for determining the effect of rumination. The cognitive
processes underlying posttraumatic outcomes signify that ruminative thoughts
determine the negative as well as the positive effect. Repetitive recollection of
stressor and negative appraisal of it is proven to be one of the sources of PTSD
(Ehlers and Clark 2000). On the other hand, rumination is needed to rebuild the
schemas that get shattered by the traumatic experience (Tedeschi and Calhoun
2004). Calhoun et al. (2000) and Calhoun and Tedeschi (1998) advocate that
rumination is essential to actively think and derive meaning out of what had hap-
pened and this is important for PTG. Several researchers have endorsed that
premeditated event-related rumination with focus on the positive aspects foster PTG
(Bower et al. 1998; Calhoun et al. 2000; Taku et al. 2008; Watkins 2008).
However, besides cognitive component PTG needs to be understood and
examined with respect to emotional, social and behavioural components.

Correlates of PTG

Researchers have examined many variables for their possible association with
PTSD as well as PTG. Studies show that PTSD symptoms are correlated to negative
self-cognitions (Bryant and Guthrie 2007), negative global beliefs (Dunmore et al.
1999), pessimistic attributional style (McCormick et al. 1989), neuroticism and
introversion (Lauterbach and Vrana 2001) whereas PTG is correlated to optimism,
hope and extraversion (Zoellner and Maercker 2006). In an interesting research,
Bayer-Topilsky et al. (2013) found positive religious coping and living status
without a partner as predictors of PTG, optimism expectations, social support and
other religious factors did not relate to PTG. Meta-analytic studies have identified
optimism, social support, religiosity/spirituality, coping styles, especially accep-
tance coping, reappraisal coping, religious coping and seeking support coping, as
strong correlates of PTG. Among them, optimism and social support have moderate
effect whereas coping styles such as positive reappraisal and religious coping have
high association with PTG. Looking at the relationship of PTG and these factors
and their predictive power in terms of the effect size, acceptance coping has small,
social support has medium, optimism and spirituality has moderate, and religious
coping and positive reappraisal coping have a strong predictive power. Of these
factors, here the focus would be only on religious orientation, social support and
gender. The selection of these correlates is guided by the importance of these
factors in the Indian setting.
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Religious Orientation

In our day-to-day interaction, religiosity and spirituality are interchangeably used.
However, psychologists establish distinction between them. Where belief on any
kind of worship is considered as an indicator of religiosity, spirituality refers to a
broad array of personal experiences that does not require obligations, commitments
and practices that are typically coupled with religiosity. Religion has been defined
as a ‘system of beliefs, practices, customs and ceremonies rooted in a culture; a
view of the individual’s relationship to the universe; a moral and ethical code; and a
community of adherents providing social relationships’ (Sacks 1985, p. 27) whereas
spirituality engages one in ‘transcendental values, meaning, experience, and
development; for knowledge of an ultimate reality; for a belongingness and relat-
edness with the moral universe and community; and for union with immanent,
supernatural powers that guide people and the universe for good or evil’ (Siporin
1985, p. 199). As defined by Wink and Dillon (2002) “spirituality connotes the self
existential search for ultimate meaning through an individualized understanding of
the sacred’ (p. 79). Researchers have made further distinction between
practice-oriented and seeking-oriented spirituality (Wuthnow 1998). Similarly,
religiosity has also been classified as intrinsic and extrinsic religious orientation.
The former is self-transcendental whereas the later is self-oriented in nature (Allport
and Ross 1967). Besides these two dimensions, quest religion has also been talked
about. Quest religion refers to ‘the degree to which a person’s religion involves an
open ended, responsive dialogue with existential questions raised by the contra-
dictions and tragedies of life’ (Batson and Ventis 1982).

Empirical research on PTG has largely not shown interest in looking at spiri-
tuality and religiosity separately. Studies confirm that religious and spiritual beliefs
can grow following trauma and are helpful in overcoming the traumatic experience
(Khouzam 2000; Park et al. 1996; Rudnick 1997). The qualitative as well as
quantitative data indicate religious belief as a catalyst of the process of PTG
(Emmons et al. 1998; Fallot 1997). Based on the meta-analysis of 103 studies, Prati
and Pietrantoni (2009) have endorsed the relationship between spirituality and
religious coping and PTG.

While measuring religious involvement in the context of PTG, different
dimensions of religiosity has been assessed by different researchers. Most of the
researchers have used intrinsic and extrinsic religiosity as variables in their study
(Hall et al. 1994). Park et al. (1996) have reported strong association between
intrinsic religiosity and PTG. Some researchers have defined intrinsic religiosity as
an end in itself (Maltby and Lewis 1996). Calhoun et al. (2000) found that two
aspects of quest religion—readiness to face existential questions and openness to
religious change—were associated with PTG. Considering the fact that intrinsic,
extrinsic and quest religion are all global indicators of religion, it remained a
challenge to measure religiosity and trace the pathway to PTG.
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Schuster et al. (2001) surveyed American people after 11 September 2001 ter-
rorist attacks. They found that 90% of their sample showed increased inclination
towards their religious faith. In an interesting study, Ullman (1982) compared
converts and religiously affiliated non-converts and found that converts recollected
more childhood trauma describing their childhood and adolescence less happy. As
anticipated, human beings do elicit diverse behaviour. In the aftermath of traumatic
experience, some people show loss of religious commitment with increased cyni-
cism (Schwartzberg and Janoff-Bulman 1991) while some do not show any change
(Overcash et al. 1996). Siegel and Schrimshaw (2000) assessed stress-related
growth in women who were either HIV positive or were living with AIDS. These
women reported spirituality as a means of finding meaning in life, initially by
holding God responsible for not safeguarding them and then by deepening their
faith which gave a sense of peace.

Let us examine the issue of assessment of religiosity/spirituality that has been
used in PTG studies. Studies attempting quantitative assessment of PTG have
mostly used The Posttraumatic Growth Inventory (PTGI) (Tedeschi and Calhoun
1995, 1996). This is a 21-item measure with five subscales—appreciation of life,
relating to others, new possibilities, personal strength and spiritual change. In fact,
the ‘spiritual change’ subscale of the PTGI consists of two items. The first one
states that ‘I have a stronger religious faith’ and the second one states ‘A better
understanding of spiritual matters’. Many researchers consider this as an abrupt
combination that needs to be resolved (cf. Hill and Pargament 2003). Development
of RCOPE (Pargament et al. 2000) was important in this aspect as it measured both
the positive and negative aspects of religious coping. This tool considers working
collaboratively with God and considering death as a passage to heaven as positive
religious coping, whereas questioning religious beliefs and feeling punished by God
as negative religious coping. Pargament et al. (1998) found association between
PTG and religious coping, both positive as well as negative. However, this study
did not detail as to which positive and negative subscales were correlated with PTG.
The correspondence between PTG and religious coping (the subscales of RCOPE)
has been given by Koenig et al. (1998). They found correlation between all the 12
aspects of positive and six of the nine aspects of negative religious coping with
PTG. However, the correlation coefficients of negative religious coping were
weaker, less consistent and sometimes negative. Pargament et al. (2000) findings
also corroborated these findings.

It has been accepted that ‘religion or spirituality can provide a unifying phi-
losophy of life and serve as an integrating and stabilizing force that provides a
framework for interpreting life’s challenges and provides a resolution to such
concerns as suffering, death, tragedy and injustice’ (Emmons et al. 1998, p. 175). It
seems that in the process of deriving meaning in life one also develops greater
existential awareness (Yalom and Lieberman 1991), thus becoming more religious/
spiritual. Traumatic events are also instrumental in developing one’s faith.
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Social Support

Social support is another variable of importance for two reasons, one it is supposed
to influence coping in the aftermath of a crisis and two, it is something that can be
built or strengthened in the system to maximize benefit to the victims and survivors.
It is also important as it defines the inherent nature of collectivist cultures. Social
support has been identified as a significant environmental resource that positively
affects outcomes after a life crisis (Schaefer and Moos 1998; Tedeschi and Calhoun
2004). As stated by Tedeschi and Calhoun (2004), ‘supportive others can aid in
posttraumatic growth by providing a way to craft narratives about the changes that
have occurred, and by offering perspectives that can be integrated into schema
change’ (p. 8). Almedom (2005) has categorically stated that the type, time and
level of social support available to the survivors might determine outcomes of a
traumatic event.

Social support influences coping behaviour finally leading to personal growth.
Acceptance and reappraisal coping are likely to be affected by the available support.
On one hand acceptance help adapt to situations that cannot be changed whereas on
the other hand positive reappraisal of the event is the beginning of PTG (Schaefer
and Moos 1998; Zollner and Maercker 2006a, b).

Gender

Many studies have reported gender difference in PTG with women reporting higher
levels of growth compared to men (Park et al. 1996; Tedeschi and Calhoun 1996).
These findings have largely remained consistent irrespective of the nature of trauma
and tool used to measure it. For instance, gender difference have been reported for
cancer, HIV/AIDS, terrorism, and natural disasters (Bellizzi 2004; Jang 2006;
Milam 2004; Milam et al. 2005). In terms of usage of tool, Park et al. (1996) used
the Stress-Related Growth Scale (SRGS) whereas Tedeschi and Calhoun (1996)
had administered the Posttraumatic Growth Inventory (PTGI). However, the find-
ings of all these studies endorsed difference between males and females.

Studies attempting meta-analysis to examine this gender difference have also
confirmed it. For instance, the meta-analysis by Helgeson et al. (2006) found the level
of posttraumatic growth in women slightly higher than the men with a small effect
size (r = 0.08, p < 0.001). Vishnevsky et al. (2010) also performed a meta-analysis
with 16,076 participants drawn from 70 studies. They also found moderate gender
difference (g = 0.27, 95% CI = 0.21 — 0.32) with women reporting more PTG
compared to men. It may be interesting to note that these studies largely included
trauma such as cancer, bereavement, terrorism, natural disaster and mixed nature of
trauma and were conducted on samples drawn from the United States of America,
United Kingdom, Australia and Turkey. What was also interesting was the fact that
the reported level of PTG increased with a rise in the mean age of the women sample.
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One of the reasons cited in studies is that women engage more in ruminative
thoughts. The other explanation is that they perceive the severity of traumatic events
more and this could lead to more self-reported growth (Tedeschi and Calhoun 1996).

Many researchers have examined the occurrence of PTG in women-specific
experiences. Studying PTG in 60 women who were around 33 years of age and had
experienced intimate partner violence, Cobb et al. (2006) found that despite neg-
ative psychological outcomes they reported PTG. Their mean PTG score on PTGI
was higher than the reported mean scores by survivors of breast cancer (Weiss
2002) or victims of violent crime (Peltzer 2000). Other studies pertaining to inti-
mate partner violence have also reported similar findings (Draucker 2001; McCann
and Pearlman 1990). Another study examining changes in 22 women who had
terminated their relationship due to abusive violence also found increased inter-
personal relationship, self-awareness and religiosity besides few other changes
(Senter and Caldwell 2002). Such studies have also reported relationship between
severity of abuse and appreciation of life dimension of PTG. Konrad (2006) found
that mothers of children who acquired disabilities reconstructed meaning of care
giving and compassion in the aftermath of this experience, thus reporting PTG. It is
important to note that in this study none of the mothers reported PTSD. Konrad
(2006) has nicely summarized it stating that ‘PTG does not diminish or contradict
the burden and suffering experienced by caregivers, nor is it meant to silence the
very real and difficult emotions brought about by bearing witness to a child’s
struggles and distress. Rather, it is meant to add to the complexity, richness, and
fuller appreciation of our understanding of the caregiver experience’ (p. 109).
Amongst breast cancer survivors PTG have also been studied by researchers. On
one hand (Naidich and Motta 2000) PTSD was reported in 20% women with breast
cancer whereas PTG was in the range of 53% (Taylor et al. 1984) to 84% (Collins
et al. 1990). The reported growth is mostly in terms of appreciation of life, change
in priorities, improvement in relationship, and positive changes in religious beliefs.

It is important to note that there are few studies reporting no gender difference or
opposite relationship (Hooper 2003; Polatinsky and Esprey 2000). Some
researchers have observed that women also perceive threat and loss of control more
than men including intense fear, intrusion, avoidance, panic and anxiety (OIff et al.
2007). This predisposes them to a higher prevalence rate of PTSD.

We have already talked about PTG with reference to rumination. Some studies
have shown that women engage more in premeditated and threatening rumination
(Treynor et al. 2003). As premeditated rumination is more productive in nature than
threatening rumination, they experience more posttraumatic stress as well as report
more PTG (Janoff-Bulman 2006; Tedeschi and Calhoun 2004). Another important
factor could be the predominant coping style. Women show increased likelihood of
using emotion-focused coping (de Ridder 2000). This could, in turn, be instru-
mental in facilitating PTG. The association between PTG and emotion-focused
coping strategies, including positive reappraisal, acceptance, and denial has been
reported (Helgeson et al. 2006) by researchers. Problem and emotion-focused
coping has also been found to correlate with PTG (Prati and Pietrantoni 2009).
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Assessment of PTG

The current trend of assessment examines a construct using statistical methods and
in few cases it is also supplemented by neuropsychological evidences. Let us
examine PTG in the light of these two methods.

Psychometric Viewpoint

Development of an appropriate measure is always a difficult task, especially when it
is supposed to be administered across cultures. This is true for the assessment of
PTG as well. Several psychometric tools have been developed to measure ‘growth’.
This includes Benefit Finding Scale (Mohr et al. 1991; Tomich and Helgeson
2004), Perceived Benefit Scale (McMillen and Fisher 1998), Posttraumatic Growth
Inventory (PTGI) (Tedeschi and Calhoun 1996), Stress Related Growth Scale
(SRGC) (Park et al. 1996), Thriving Scale (Abraido-Lanza et al. 1998) and Changes
in Outlook Questionnaire (Joseph et al. 2005). Few researchers have used
open-ended measures (Bower et al. 1998). For some reasons most of the studies on
PTG have either used the PTGI or SRGC. Between them also, PTGI has been
mostly used by researchers. Both, Benefit Finding Scale and Perceived Benefit
Scale assess a range of ‘benefits’ but not all of them are associated with post-
traumatic growth. Changes in Outlook Questionnaire is the most recent measure
compared to the rest. It measures positive as well as negative changes. The
open-ended measures have not been extensively validated. It is equally important to
know the nature of sample on which these PTG measures were administered to
develop the tool. PTGI was built with undergraduate students (Tedeschi and
Calhoun 1996), Perceived Benefit Scale with adults involved in church activities
(McMillen and Fisher 1998) and Thriving Scale with Latinas suffering from chronic
illness (Abraido-Lanza et al. 1998). The very difference in the nature of the sample
could have affected the structural conceptualization of the construct.

The PTGI (Tedeschi and Calhoun 1996) is the most widely used tool to assess
PTG. This 21-item measure has five subscales—appreciation of life, relating to
others, new possibilities, personal strength and spiritual change. With respect to the
factor structure of the measures of PTG, Joseph et al. (2004) have argued that these
measures have used eigen values-greater-than-one criterion for determining the
number of components. As large number of variables lead to larger eigen value
(Zwick and Velicer 1986), scree test seem a more reliable indicator (Cattell 1966).
The five-factor model of PTGI was an outcome of principal components analysis
used while developing it and many researchers have accepted this without redoing
the factor analysis (e.g., Peltzer 2000; Polatinsky and Esprey 2000). Powell et al.
(2003) analysed the factor structure and found that PTGI items loaded on three
factors—changes in self/positive life attitude, philosophy of life and relating to
others. Morris et al. (2005) conducted a study on 219 Australian participants and



6 Perspectives on Posttraumatic Growth 97

used exploratory factor analyses with principal components analysis (with varimax
rotation) to find out the factor structure of PTGI. The findings were similar to the
original scale with the items mostly falling into the same five dimensions. Morris
et al. (2005) have argued that replication of factor structure irrespective of rotation
method and additional items (the researchers had added three items pertaining to
spiritual change) conforms the robustness of PTGI as a psychological tool.
Barrington and Shakespeare-Finch (2013b) performed confirmatory factor analysis
and found adequate five-factor fit.

However, there are exceptions. Polatinsky and Esprey’s (2000) study did not
support the five factors structure of PTGI. They also did not find sex difference in
PTG. Studies examining construct validity of PTGI have reported conflicting results
(Weinrib et al. 2006; Frazier and Kaler 2006; Smith and Cook 2004). Further, the
factor structure of PTGI need not be the same in different cultures (Ho et al. 2004;
Taku et al. 2007; Weiss and Berger 2006).

The other concern related to PTGI is the wording of the instructions. The
instructions given to participants ask them to recall a specific crisis and then
respond whether changes on any of the items in the five areas was caused by that
event or not. Some researchers contest that linking PTGI items to a specific crisis
causes positive bias in the respondents whereby they overestimate their growth.
Taylor (1983) described this process as self-enhancing thinking. The alternative to
this could be responding to items by revisiting recent changes in one’s life rather
than anchoring it to a specific event. Smith and Cook (2004) adopted two methods
to measure PTG using PTGI. In the first case, participants were asked to identify a
specific stressful event and respond to the items of PTGI whereas in the second case
participants were asked to rate the positive changes experienced over the last four
years. This study yielded satisfactory reliability and construct validity. The findings
also indicated that PTG reports were higher when the responses were not linked to a
specific event. One of the noteworthy observation of this study was that when items
of PTGI are responded with respect to a specific event the degree of growth is
underestimated ‘to a small but significant degree’ (Smith and Cook 2004, p. 356),
especially on two dimensions—*personal strength’ and ‘relating to others’.

It is evident that researchers have assessed PTG using retrospective self-reports
in their studies adopting cross-sectional designs. Cohen et al. (1998) have suggested
that the self-reported level of PTG should be analysed with some amount of
skepticism. Bonnano (2005) has pointed out that self-reports might reflect real
changes or it could be a reattribution while looking backward during the process of
recovery. Hence, PTG might echo self-protective and self-enhancing processes
(McFarland and Alvaro 2000; Wilson and Ross 2001). Joseph (2011) has argued
that ‘distinction needs to be made between experiences that survivors themselves
perceive to be growthful and changes that are growthful in a way consistent with
theory and empirical evidence on what constitutes positive functioning’ (p. 844).

An inherent problem with the self-report measures is a possible disparity
between questionnaire and the real outcomes. Although there are arguments that
actual as well as perceived change after the trauma contribute to reported PTG
(Ransom et al. 2008), few researchers endorse the need for additional validation
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(Tomich and Helgeson 2004). It has been argued that the scores on the question-
naires might not correspond to actual growth (Frazier and Kaler 2006; Ransom
et al. 2008) and the growth scores of self-reported questionnaires might reflect
‘illusory perceptions of temporal change’ (McFarland and Alvaro 2000, p. 340) to
some extent. However, this inherent limitation of self-report measures does not
completely defy the existence of PTG. In order to validate the concept of growth,
Park et al. (2006) and Weiss (2002) compared the obtained scores on self-reported
measures of PTG with the reports from significant others and found moderate
correlation between self-reports and informant reports.

The other concern related to PTGI is the inclusion of religiosity. In fact, the
‘spiritual change’ subscale of the PTGI consists of two items—°‘A better under-
standing of spiritual matters’ and ‘I have stronger religious faith’. This implies that
when total score is used for statistical analyses it implies higher religious coping by
default. Hence, PTGI total score confound with the measures of religious coping.
Considering religiosity and spirituality within the ambit of PTG has another
problem, the direction of change. It has been observed that in the aftermath of
tragedy and suffering some people reconcile their religious beliefs thus deepening
their faith whereas some challenge it. In their study of PTG amongst the survivors
of September 11 attack in New York, Poulin et al. (2009) found that of the 1382
participants 9.3% reported increase in religious benefits. Although the reported
benefit is perceived as growth, it does not necessarily mean deepening of the faith.
Challenging one’s own religious belief and thus lessening of faith is also growth
(Shaw et al. 2005). An atheist might consider such perceived growth as illusion.
According to Joseph (2011), ‘it cannot be universally agreed whether increased
religiosity and spirituality, is a positive or a negative outcome’ (p. 845).
Psychometrically speaking, assessment of religious and spiritual change needs to be
measured without assuming linear relationship between its increase and positive
functioning.

However, religiosity has been found to foster PTG. The other measure used to
assess religiosity/spirituality in PTG studies is RCOPE (mentioned above). Moussa
and Bates (2011) have reported that various subscales of the RCOPE (Pargament
et al. 2000) correlate with PTG.

Neuropsychological Viewpoint

Studies exploring the neuropsychological correlates of PTG are sparse.
Studying PTG in survivors of severe traffic accidents, Rabe et al. (2006) found
correlation between EEG alpha power asymmetry of the left frontal brain and the
PTGI score. Further, anterior asymmetry was associated with different dimensions
of PTGI. Four dimensions of PTGI, namely, new possibilities, changed relation-
ships, appreciation of life and personal strength were associated with relative
activities of the left fronto-central areas of the brain. Relative left frontal activity is
considered an indication of goal-directed approach tendencies (Davidson 1995).
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Hence, it can be construed that there are neuropsychological evidence in favour of
PTG as a cognitive-motivational process that reflects in the form of new perspec-
tives. It is also important to note that the spiritual change dimension did not show
significant correlation.

Looking Forward

Having discussed these issues, findings and concern, it is equally important to
examine the new areas of exploration in the field of PTG. An unanswered question
related to PTG is the issue of temporality. Although a wide range of
trauma-inducing situations have been studied for their negative and positive effects,
there is still no consensus on the time needed after the event to experience such
positive changes. Polatinsky and Esprey (2000) have reported positive correlation
between time since trauma and PTG. In their study of bereaved parents they found
that two factors of PTGI, namely New Possibilities and Appreciation of Life, was
highly correlated with the time passed since the trauma. It has also been argued that
for certain events growth might take relatively less time to get reflected whereas in
certain other events (such as child abuse) growth requires substantial time to be
evident (McMillen et al. 1995). In terms of temporality, Helgeson et al. (2006)
found that the strength of PTG and positive outcomes was high after a passage of at
least two years since the traumatic event. The days to come are likely to answer this
and many other issues.
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