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Abstract

Selye (1950, 1984) described the human body’s physiological response to stress
as a means of coping with adverse conditions. It is plausible that cognitive processes
have also been selected to assist humans in coping and achieving resilience in adversity.
The core objectives of this dissertation were to extend emotion processing theory (Foa &
Kozak, 1986) by examining the relationships among emotional disclosure, resilience,
and health-related consequences following stress and traumatic events. Three studies
were conducted employing different research designs: correlational, experimental, and
observational. A sample of university students and individuals from the wider
community (N = 109) participated in the first study that examined whether disclosure
and a number of resilience factors (hardiness, self-efficacy, social support, and self-
deception) were related to one’s current feelings about stressful events. Results
indicated that participants who received supportive reactions from others when
discussing stressful experiences tended to hold positive assumptions about the self,
others, and world. In addition, participants with high levels of resilience (hardiness,
self-efficacy, social support, and self-deception) tended to report fewer psychological
health concerns and had more positive beliefs about themselves, others and the world.

The second study utilized an experimental design to examine whether written
emotional disclosure of stressful experiences was related to overall greater health.
Results showed that individuals from the general population (N =90) who wrote about
personally distressing stressors three times over approximately three weeks tended to
report significantly better psychological and physical health, when compared to those
who wrote about non-stressful activities. A unique finding was that participants who

wrote about their stressful life experiences reported fewer physical and psychological
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symptoms if they also reported improved hardiness and self-efficacy following written
expression of their most stressful life experiences.

The final study consisted of a sample of Vietnam veterans, peacekeepers, and
police members (N = 65) attending a nationally approved PTSD treatment program. To
study the results of disclosure within a group format, a disclosure checklist was
developed to assess the length of time, the amount of distress, and the type of reactions
received from others following trauma-related disclosure. Overall, participants
diagnosed with PTSD had better psychological, physical health, world assumptions, and
quality of life at both the start and the end of the PTSD program if they had high levels
of initial resilience. These findings may have implications for screening procedures for
military and paramilitary organisations to assist in identifying individuals who are more
likely to recover following exposure to traumatic events. It was also found that
participants who developed increased resilience (in particular, higher hardiness) and
experienced less distress when discussing their traumatic experiences tended to report
fewer psychological symptoms and greater quality of life at the end of the PTSD
program. This suggests that efforts should be made by health workers to increase
resilience in counselling sessions and to prevent distress levels escalating too far during
trauma therapy. Alternatively, these results may reflect that participants were less likely
to show distress when discussing their traumatic experiences if they were coping better
and had less severe psychological symptoms to begin with. Taken together, the findings
of the three studies undertaken suggest that the emotional processing model may be
fruitfully extended by including resilience and disclosure as important predictors of

response to stress and trauma and in the recovery from PTSD.



CHAPTER 1

Overview of stress, trauma, and posttraumatic stress disorder (PTSD)

Despite nearly a century of research, stress is a term that has yet to receive a
consensual definition. Within the disciplines of psychology and sociology, stress has
been defined as a response to an environmental demand (Selye, 1984), or the
relationship between physical or psychological demands and the ability to cope with
such demands (Neufeld, 1982). Baum (1990) suggested that stress is a negative emotion
that results in a range of physiological, behavioural, and biochemical changes, whereas
Lazarus and Folkman (1984) have asserted that stress occurs when an individual
perceives an environmental demand as exceeding their coping resources. An important
aspect of the latter definition is that the severity of stress experienced by the individual
depends on a person’s perceived coping resources, rather than the objective event or the
external evaluation of the individual’s ability to cope. The degree of distress
experienced during, or in the aftermath of exposure to stress, changes depending on
various factors: for example, the individual’s perception of the event (Lazarus &
Folkman, 1984), personality characteristics (Wofford, Daly, & Juban 1999), coping
abilities (Taylor, Kemeny, Reed, Bower, & Gruenewald, 2000), support systems (Ozer,
Best, Lipsey, & Weiss, 2003), the intensity of the stressor, and the duration of the
stressor (Young, 1995).

Stressful life events are ubiquitous. A stressful life event refers to any major
event that is anticipated to involve a change in a person’s life adjustment (Thoits, 1995).
In modern environments, a range of life events may be viewed as stressful: daily
annoyances, divorce and marital separation, homelessness, impoverished educational

opportunities, being laid off at work, physical illness, caring for a terminally ill child or



parent, death of a loved one, change in residence, financial difficulties, tense and critical
family relationships, being incarcerated, motor vehicle accidents, injury and so forth. In
addition to negative stressors, positive events can also produce differing levels of stress.
Examples of positive stressful events include a job promotion, planning a wedding,
buying a house, birth of a newborn, a vacation, opening up a business, and organising
presentations (Kaplan & Sadock, 1998).

When an event is viewed as inescapable and overpowering one’s existing coping
mechanisms, some individuals perceive the stressor as equal to a trauma (Mason, 1990).
For example, everyday stressors, such as the pressures of work and family life, have the
potential to produce ongoing psychological problems comparable to those that result
from war-related experiences (Shephard, 2000). Numerous researchers have also
attempted to define traumatic experiences. Traumatic events tend to have certain
generic features: threat to life, physical injury or harm, unexpected loss, witnessing or
experiencing violence, and exposure to the grotesque (Green, 1990). A range of events
can be considered traumatic: rape, physical assault, sexual assault, natural disasters
(earthquakes, cyclones, volcanic eruptions, and tsunamis), witnessing bodily harm to
others, combat experience, terrorism, mass murders, drive-by killings, torture,
mutilation, violent victimisations, and the sudden death of a loved one (Roberts, 2002).

A large number of individuals are exposed to traumatic events that increase risk
of death or serious injury. Larkin (1999) suggested that 25% of individuals in the
general population will be exposed to a traumatic event (such as war, violent abuse, or a
natural disaster) at some point in their lives. An American National Comorbidity Survey
found that 56% of participants reported experiencing at least one traumatic event in their

lifetime (Kessler, Sonnega, Bromet, Hughes, & Nelson, 1995), whereas an earlier study



suggested that 89.6% of adults may experience trauma over the course of their life

(Breslau, Davis, Andreski, & Peterson, 1991).

Previous research on trauma and its sequelae

Throughout history, people have been subjected to a range of traumatic events
ranging from the Messina earthquake in 1907 that killed 70 000 people (Stierlin, 1911)
to the bombing of the World Trade Centre in 2001 (Esses, Dovidio, & Hodson, 2002).
Such disasters have received attention within psychology, psychiatry, and medicine.
Although exposure to traumatic events is widespread, contemporary researchers have
recognised that extreme stress differentially affects the cognitive, social, emotional,
behavioural, and physical functioning of individuals (Cole & Putnam, 1992; Kroll,
Habenicht, & McKenzie, 1989; Magwaza, 1999). A proportion of individuals exposed
to traumatic events become stressed beyond endurance and subsequently are fixated on
the trauma. It is possible that emotional traumas may lead to long-term disruptions and
problems in interpersonal functioning, sexual performance, and work performance
(Solomon, 1993). Nevertheless, it is important to note that not all those who experience
potentially traumatic events will perceive these events to be traumatic. A large number
of people learn to adapt to and overcome adverse events by preventing the traumatic
experience from tainting other aspects of their lives (Baruma, 1994). This is clearly
portrayed by the considerable number of Holocaust survivors