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The ICD-11 (WHO, 2018) has recently identified a distinct type of post-traumatic
disorder, Complex Post-Traumatic Stress Disorder (CPTSD) that may occur following such
prolonged trauma as childhood abuse, family violence, or other “captive” situations (Hermann,
1986). Importantly, CPTSD was not recognized by the American Psychological Association
(APA) in their latest revision of the Diagnostic and Statistical Manual of Mental Disorders, fifth
edition (DSM-5, APA, 2013). Despite the recognition of CPTSD in the ICD-11, a significant gap
in the literature exists concerning how individuals with CPTSD effectively cope with their
trauma. After analyzing the literature pertaining to post-traumatic growth (PTG) and resilience,
we hypothesized involvement in religion and positive reframing as potential pathways for
positive reinterpretation of trauma among people with high symptoms of CPTSD. Utilizing the
Complex Trauma Inventory (CTI; Litvin, Kaminski, & Riggs, 2017), with an N = 155 sample,
this study focuses on religious coping, positive reframing, and the rates of PTG of individuals
who have high symptoms of CPTSD following prolonged trauma. Applying what is known about
PTG in PTSD populations, we hypothesized that PTG would be positively correlated with
religious coping (RCS) and positive reframing (PCS), and RCS would also positively correlate

with PCS for CPTSD individuals. Our hypotheses were supported. Specifically, RCS had a
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positive relationship with PTG (AR? = .107; p <.001); PCS had a positive relationship with PTG
(AR?=.107 ; p <.001); and RCS with PCS (p <.001). These results reveal that individuals with
CPTSD can experience PTG via specific types of effective coping, providing valuable insight
into potential clinical applications with this novel CPTSD population in the U.S.

Introduction to Trauma as a Phenomenon:

The long-term and the short-term ramifications of intense stress is the center of much
research within the fields of psychology and medicine (Southwick, Bonano, Masten, Panter-
Brick & Yehuda, 2014), as there is a preponderance of people who are a survivors of severe
traumatic events (Karam et al., 2014). In the United States, experiencing a potentially traumatic
event is common, occurring to an estimated 50% to 80% of American adults once during their
lives (Kessler, Sonnega, & Bromet, 1998; Norris, 1992; Ozer, Best, Lipsey, & Weiss, 2003;
Portnoy et al., 2018). While traumatic events are less commonly experienced by children, trauma
still is projected to have occurred in one out of every three children, with sexual and physical
abuse being the leading causes (D’ Andrea, Sharma, Zelechoski, & Spinazzola, 2011). Globally,
members of the military are exposed to trauma the most, as an estimated 85.6% having been
exposed to at least one traumatic event (Brunet, Monson, Liu, & Fikretoglu, 2015).

Delineated as a prolonged or intense period of stress on the individual that strains their
psychological resources, trauma is generally a distressing, disturbing and debilitating experience
(Tedeschi & Calhoun, 1995). War, natural disasters, life-threatening accidents, sexual assault,
the death of a close family member, and terrorism all exemplify traumatic experiences
(American Psychological Association, 2010; de la Rosa, Barnett-Queen, Messick & Gurrola,
2016; Dimitry, 2012; Furr, Comer, Edmunds, & Kendall 2010; Mitchell, Goodman, Eisen & Qin,

2011; Masten & Narayan, 2012; Mastens & Ososfsky, 2010; Norris, Tracy, & Galea, 2009;
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Ososfsky & Ososfsky, 2013; Tol, Song & Jordens, 2013). Trauma is also not only limited to
single catastrophic events. It can also encompass persistent stress—for instance, harassment,
bullying, poverty, abusive relationships, unremitting severe weather, child maltreatment and poor
or risky workplace conditions (Arnold, Mearns, Oshima, & Prasad, 2014; Evans, Li, & Whipple,
2013; Evans, Hawton, Rodham, Psychol, & Deeks, 2005). The acute strain of trauma puts
individuals at risk for diverse physical disorders, such as inflammation, hypertension, and
cardiovascular myopathies (Karatoreos & McEwen, 2013; Russo, Murrough, Han, Cherney, &
Nestler, 2012; Southwick, Litz, Charney, & Friedman, 2011; Southwick, Vythilingam, &
Charney, 2005). Trauma is also a risk factor for phobias, dissociative disorders, eating disorders,
suicide, major depression, borderline personality disorder (BPD), post-traumatic disorders, and
self-destructive tendencies (Leskin, Kaloupek, & Keane, 1998; Magee, Eaton, Wittchen,
McGonagle, & Kessler, 1998; Marshall et al., 2001; Neria, Bromet, Sievers, Lavelle, &
Frochtmann, 2002; Ross, Anderson, Fleisher, & Norton, 1991; Schinagle, 2002; Tobin, 1995).
Despite the prevalence and the associated negative effects of trauma, the majority of
individuals rebound after trauma and experience a restabilization of their psychological state
(Bonanno, Westphal & Mancini, 2011; Tedeschi & Calhoun, 1995). Only an estimated 8% of the
general population meet the DSM-IV criteria for post-traumatic stress disorder (PTSD), despite
trauma exposure rates ranging up to 90% (Vieweg et al., 2006). In a broad community sample
study (N =2181), PTSD affected on average 9.2% of those who had reported a lifetime history
of traumatic events (Breslau et. al., 1998). Disseminated across categories, kidnapping, torture,
or intense wartime violence puts individuals at the highest risk for PTSD (Breslau et. al., 1998).
However, even amongst these categories, recovery back to baseline physiological state pre-

trauma still occurs in a majority of people (Krippner & Taitz, 2017). This is not to say that the
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individuals who did not qualify for a PTSD diagnosis did not initially experience PTSD-like
symptoms or have subclinical symptoms (Breslau, Davis, Anderski, & Peterson, 1991; Kessler,
Sonnega, Bromet, Hughes, & Nelson 1995); rather, these individuals had an eventual rebound in
their psychological condition (Tedeschi & Calhoun, 2004). This rebound or resilience, while
exhibited by most individuals, is not proportionately represented or discussed in trauma
literature. It is, therefore, critical that more research concerning the relationship between the
different factors that contribute to this resilience post-trauma be conducted (Lazarus, 1999;
Lazarus & Folkman, 1984).
Resiliency, Post-Traumatic Growth, and Coping:

Deriving our definition of resiliency from the American Psychological Society—that is,
“the process of adapting well in the face of adversity, trauma, tragedy, threats, or significant
sources of stress”—we shall give a brief introduction to resiliency as a phenomenon (2014).
Resiliency is a multifaceted subject with complex factors that contribute both to its development
and its outcomes (Litz, 2014; Mancini & Bonanno, 2009). Once simplified as being a fixed
characteristic (Rutter, 1979), resiliency is now thought to be fluid, modifiable, and affected by
external factors (Davidson & Lutz, 2008; Harvey, 2007; Mandleco, 2000; Ungar & Liebenberg,
2013). The diverse protective factors that nurture resilience include, but are not limited to,
connectivity to one’s culture, community support, school engagement, social support, parental
monitoring, self compassion, an internal locus of control, optimism, gratitude, and strength of
spiritual belief (Ehret, Joorman, & Berking, 2015; Pejici¢, Risti¢, & Andelkovi¢, 2018; Rajan &
Srikrishna, 2018; Robertson, Cooper, Sarkar, & Curran, 2015; Temmeras & Kjobli, 2017; Ungar
& Liebenberg, 2013; Yu, Liu, & Yue, 2017). On the opposing side, factors that lower resilience

(or risk factors) include family conflict, anger, risky behavior, continued stress, external locus of
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control, incoherent self-concept, and self-criticism (Christiansen & Evans, 2005; Diehl & Hay,
2010; Ehret, Joorman, & Berking, 2015).

The vicissitude of environmental and internal factors should not be the only consideration
when analyzing resilience. The progression of the individual through life is non-static; resilience
is thus intrinsically fluid in nature as it is an interactive phenomenon between the individual and
the environment (Henning, 2011). Resilience is not binary, either being absent or present. Rather,
it is a phenomenon that can change over time in accord with an individual’s experiences and
progress in life (Southwick, Bonano, Masten, Panter-Brick & Yehuda 2014). The resilience that
may have helped an individual at an earlier stage in life, or in another environment, might not be
universal (Southwick, Bonano, Masten, Panter-Brick, & Yehuda, 2014). Trauma specifically
creates a crisis that prompts the reevaluation of the coping strategies, available resources, and
beliefs of the victim (Tedschi & Calhoun, 2004). During post-trauma, novel resilience develops
and old forms of resilience are tested, creating an avenue for psychological growth forms.

Trauma’s potential to be a catalyst for growth was researched in the early half of the 20th
century. The Austrian neurologist, psychiatrist, and Holocaust survivor Viktor Frankl was the
first with the realm of psychology to explore how greater meaning and happiness could be
derived even in the midst of suffering. In his 1946 book, Man’s Search for Meaning, he wrote,
“We must never forget that we may also find meaning in life even when confronted with a
hopeless situation, when facing a fate that cannot be changed. For what then matters is to bear
witness to the uniquely human potential at its best, which is to transform a personal tragedy into
triumph, to turn one's predicament into a human achievement” (Frankl, p. 112). In the following
decades, the study of the psychologically healthy was prominently advanced by Maslow, who

stressed the importance of understanding the aspects of human behavior that lead to wellness and
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resiliency in crises (Maslow, 1970). Additionally, and in the same time frame, Caplan wrote
profusely on how effective coping during a life crisis had the potential to produce psychological
development or growth (Caplan, 1964). Later in the 1980s to the early 2000s, the interest in
growth’s relationship with trauma became more robust, producing terms that describe the
phenomena of growth following trauma (e.g., strength from adversity, positive reinterpretation,
positive psychological changes, construing benefits, thriving, transformational coping,
flourishing, the discovery of meaning, positive emotions, and positive by-products)
(Aldwin, 1994; Bower, Kemeny, Taylor, Fahey, 1998; Calhoun & Tedeschi, 1991; Folkman &
Moskowitz, 2000; McCrae, 1984; McMillen, Zuravin, & Rideout, 1995; McMillen, Howard,
Nower, & Chung, 2001; O’Leary & Ickovics, 1995; Pargament, 1996; Ryff & Singer, 1998;
Scheier & Carver 1985; Tennen, Affleck, Armeli, & Carney, 2000; Yalom & Lieberman, 1991).
From these descriptors, it is Tedeschi and Calhoun’s phrase “posttraumatic growth” that became
the modern term for the phenomenon. Specifically, posttraumatic growth (PTG) refers to the
“positive psychological change experienced as a result of the struggle with highly challenging
life circumstances” (Tedeschi & Calhoun, 1996). This definition figures in the current study.
Understanding the nature of PTG is an important factor in facilitating a pathway to
recovery. It is important to acknowledge that PTG is distinct from resiliency. Resiliency is the
dynamic ability to recover or to rebound to pre-trauma levels of functioning (Bonanno, Papa, &
O’Niell, 2001). It is protective and leads to an increased affinity for coping post-trauma (Kuban
& Steele, 2013). In contrast, PTG is an outcome or an ongoing process of specific and successful
coping post-trauma (Tedeschi & Calhoun, 2004). PTG specifically is marked by changes post-
trauma in behavioral patterns, life outlook, and in overall thought and belief systems (Turner &

Cox, 2004). Resiliency has been strongly correlated with PTG (Block & Block, 1980; Lazarus &
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Folkman, 1984), suggesting the need to explore the role of resiliency in determining PTG
(Bonnnano, 2004). An active way to develop both PTG and resilience is effective coping as,
during periods of intense stress or traums, effective coping can serve as a pathway for
psychosocial adaption and stabilization (Holahan, Moos, & Schaefer, 1996; Lazarus & Folkman,
1984).

The dynamics of how trauma survivors engage in the coping process is labyrinthine
(Heppner et. al, 2006). Categorized as either “emotion-focused” or “problem-focused,” the first
conceptualizations of the coping process were developed in the 1960°s and the 1970’s (Heppner
et. al, 2006; Lazarus & Folkman, 1984). Problem-focused coping was characterized by attempts
to problem-solve, reframe, or to mitigate the impact of the stressor or trauma. In contrast,
emotion-focused coping involved affect regulation via fantasy, distractions, and self-
preoccupation (Lazarus & Folkman, 1984). This simple model was elaborated on in the 1980’s,
as the examination of coping was expanded beyond the internal processes to include situational,
intrapersonal, and environmental factors (Bolger & Eckernrode, 1991; Lazarus & Folkman,
1984). It is the consolidation of the inner and the external avenues of coping that creates the most
complete overview of the process. With awareness of the multitude of pathways and forms
coping can take, we will do an overview of the pervasive effects of religion and positive
reinterpretation on the well-being of individuals who have experienced trauma.

Spirituality and Positive Reinterpretation:

As religion has been established to be strongly associated with both psychological and
physical health, research within the psychological community to establish how religion
specifically facilitates greater well being has become a focus (Powell, Shahabi, & Thoreson,

2003). Religion affects individuals via multiple pathways and influences a diverse number of
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outcomes. For example, goals, values, attitudes, family dynamics, and childhood environment
can be molded by exposure to religion (Emmons & Kneezel, 2005; Pargament, Magyar, &
Murray-Swank, 2005; Roccas, 2005; Silderman, Higgins & Dweck, 2005). Religion, or the lack
of it, is a defining aspect in the philosophy, world schema, and beliefs about the self of most
individuals (Xu, 2016). Broadly, religion is a formative worldview that is generally
comprehensive and includes a system of global beliefs, goals, or guides (Silberman & Hansburg,
2005). A prominent aspect of religion is its ability to create a meaning system that aids in the
comprehension of phenomena and events (Geertz, 1966; Kotarba, 1983). It is this meaning
system that aids individuals in processing suffering, loss, and trauma (Pargament, 1997).

As religion provides a framework of meaning for life experiences, it can serve as a
crucial conduit for healthy coping (Koenig, Larson, & Larson, 2001). It can affect how
individuals appraise situations, attribute meaning to those appraisals, judge how divergent those
appraisals are from their meaning system, and then finally assess the pathways available to
relieve the stress produced by the potential divergence (Park, 2005). Religion’s role in this
process is not polar but graduated, depending on each individual’s separate level of religious
involvement. When compared to individuals who are not invested in religion, those who find
religion an intrinsic part of their world orientation are far more likely to include religion in their
coping process. In addition to devoutness, the situation itself will often dictate the extent of
religious involvement in the coping process (Pargament, 1997). The strength of religion as a
coping mechanism often appears in situations that occur outside of the control of the individual
(e.g. the death of a family member, life crises, trauma, and catastrophic events). This
phenomenon is thought to occur due to religion’s ability to reassure via its meaning system (Dull

& Skokan, 1995; Pargament, 1997).
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Beyond providing a universal framework of meaning, religion also provides an
opportunity for positive reinterpretation during the coping process. Positive reinterpretation is the
process where a negative or stressful situation is reappraised in a positive light. In brief, it is
finding the silver lining in situations (Cheshire, Barlow, & Powell, 2010). Religion has very
direct means of encouraging positive reinterpretation such as prayer, regarding the benevolence
of God, seeking divine forgiveness, seeking mutual support from others within the faith, and
meditation (Pargament, Koenig, & Perez, 2000). These methods of coping are only concrete
representations of the common religious tradition of emphasizing the meaning or the positive
growth that can come from suffering. Historically, adversity as a facilitator of positive change
has been explored within most major religions.

Within Buddhism, the path to enlightenment is said to lie in acknowledgment of, the
growth from, and the ultimate release of human suffering (Y oung-Eisendrath, 2008).
Additionally, Abrahamic religions also emphasize the growth that can arise from trauma. For
example in Christianity, suffering that is rewarded with divine grace is frequently exemplified in
instances such as the crucifixion of Christ and the tradition of sainthood (Tedeschi & Calhoun,
2004). Judaism also contains this theme, as suffering’s metamorphic power is often stressed
within the Torah (Valera, 2007). Framing suffering as a tool of Allah, some sects of Islam also
contribute to this prevalent theme of the positive reinterpretation of adversity within religion
(Bowker, 1970). Being mindful of this contextual narrative of positive reframing within religion,
we can form, via religion, a theoretical pathway for post-traumatic growth.

Religion gives individuals a rich traditional and cultural view of the world and supplies
the framework necessary to attribute meaning to trauma and, therefore, the potential positively to

reinterpret traumatic events. Religion encourages positive or healthy coping after trauma, aiding
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the development of post-traumatic growth and the overall resilience of the individual.
Understanding the precise nature of this theoretical pathway is of great importance to the
community in order to help promote recovery following traumatic events. While researching
these topics as a pathway for post-traumatic growth is not entirely novel, it is much needed as
there are still gaps in the literature. At this point, we will introduce a population that has been
overlooked by the psychological community at large and would benefit from research in this
area.

Complex Post-Traumatic Stress Disorder:

As the intensity and extent of trauma are determiners in the severity and the type of
symptoms an individual has the risk of exhibiting, it is important that a discrimination is made
between those who have experienced acute trauma and those who have experienced prolonged
trauma. Acute trauma has historically been the focus of the literature, as terminology to describe
trauma and trauma-associated disorders and treatments were first developed in relation to war
veterans (Hyams, Wignall & Roswell, 1996). This acute-trauma focus is still reflected in the
modern-day terminology and, therefore, in modern-day studies concerning pathways to
overcome trauma. PTSD, while a good descriptor for symptoms of acute trauma (e.g., combat,
natural disasters, and sexual assault) is not an entirely universal term. Discourse regarding the
shortfalls of PTSD as a blanket term began almost immediately after it was first defined in the
third edition of the DSM in 1980. Early on, the heterogeneity of those diagnosed with PTSD was
noted as well as PTSD’s inability to encapsulate the effects and symptoms that prolong trauma
can elicit (Herman, 1986; Watson, 1990). Survivors who had experienced prolonged traumatic

abuse in childhood often presented symptoms, such as impulsivity, dissociation, substance abuse,
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self-mutilation, somatization, revictimization and affective and anxiety disorders that were not
contained within the original definition of PTSD (Gelinas, 1983; Goodwin, 1988).

The insufficiency of PTSD as a universal term for all posttraumatic disorders led to the
development of a new descriptor, “complex post-traumatic stress disorder” (CPTSD), in the
1990’s to classify these symptoms and create a distinction between individuals who had
experienced prolonged trauma and those who had experienced acute trauma (Herman, 1986;
Horowitz, 1986; Janoff-Bulman, 1992). However, the DSM-IV did not create a separate
diagnosis for CPTSD, instead only expanding the definition of PTSD symptoms to include
Disorders of Extreme Stress Not Otherwise Specified (DESNOS) (American Psychiatric
Association, 1994), and an assessment aid, the Structured Interview for Disorders of Extreme
Stress (SIDES) (Pelcovitz, van der Kolk, Roth, Mandel, Kaplan, & Resick, 1997). This revision
of the DSM was not widely used, however, and it contained several psychometric limitations.
While the most recent edition of the DSM (DSM-5) revised the definition of PTSD again to
include even more CPTSD symptoms, the DSM still did not make CPTSD a distinct diagnosis
although CPTSD has specific symptoms arising from a specific source: long-term trauma and
abuse (American Psychiatric Association, 2013). Combing all the symptoms under one PTSD
diagnosis ignores the differences between PTSD and CPTSD and does not distinguish trauma
survivors with different symptom presentations.

Delineations between PTSD and CPTSD:

Defined by the most recent edition of the International Classification of Diseases (ICD-
11) considers PTSD a disorder that arises from a horrific, acute, or intensely stressful situation
(Maercker et al., 2013; Karatzias et al., 2017). The ICD-11 distinguishes PTSD by three core

symptoms: intrusive memories that lead to re-experiencing the traumatic event via flashbacks,
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thoughts or dreams, avoidance of situations, places, or things that would trigger memories about
the event, and an increase in alertness to potential threats (Ben-Ezra et al., 2018). To be
considered PTSD, these symptoms must be impairing and occur for a period of three weeks or
more (NIMH, 2020). Comparatively, CPTSD arises from prolonged or multiple exposures to
situations such as slavery, captivity, domestic violence, sexual abuse in childhood, or physical
abuse (Hyland et al., 2017). The situations are generally defined by their ability to make a victim
feel helpless for a long span of time (Badour & Adams, 2015). The exposure to these events
must result in an alteration in personality. Those with CPTSD have an overlap with PTSD in
regard to the three core symptoms, but also express additional symptoms (Ben-Ezra et al., 2018).
Individuals with CPTSD suffer from difficulty regulating affect, negative beliefs about the self,
and negative changes or difficulties in maintaining interpersonal connections (Badour & Adams,
2015; Dvir, Ford, Hill & Frazier, 2014). Consistent with PTSD, the symptoms last more than
three weeks and significantly impair daily functioning (NIMH, 2020).

Overlooking CPTSD and grouping those with CPTSD into PTSD diagnoses has left an
unexplored and disregarded area concerning how individuals with CPTSD cope with their
trauma and develop resiliency post-trauma. As individuals who have experienced CPTSD
specific trauma are majority women, children, and minorities, this current standard has created a
very exclusionary gap (Hyland et al, 2017; Karatzias et al,. 2017). Recently, methods to
specifically discern CPTSD have allowed for individuals with CPTSD to be specifically studied.
In this study, we will explore the nature of religion as an avenue for healthy coping and the
growth in individuals with CPTSD.

Gap in the Literature:
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Given the novel ways to define and measure CPTSD and the DSM’s history of neglecting
CPTSD as a distinct disorder that arises from distinct trauma, a significant gap in the literature
exists concerning how individuals with CPTSD effectively cope with their trauma. Research on
CPTSD must therefore be conducted to help fill this gap and subsequently aid clinicians and
service organizations in supporting individuals with CPTSD. The most effective pathway to
recovery for individuals suffering with CPTSD cannot be identified without specific research on
what factors contribute to resiliency and eventually PTG among people with CPTSD. To this
end, this study will focus on religious coping, positive reframing, and the rates of PTG in
individuals who have potentially CPTSD inducing trauma.

Hypothesis:

Applying what we know about PTSD, post-traumatic growth, religious coping, and
positive reframing among a sample of trauma survivors with significant Sxs of CPTSD we
expect: (a) a statistically significant positive relationship between post-traumatic growth and
religious coping; (b) a statistically significant positive relationship between post-traumatic
growth and positive reframing; (c) a statistically significant positive relationship between
positive reframing and religious coping.

Methods
Procedures and Participants:

After obtaining the approval of the Institutional Review Board, college student
participants were recruited. Two modes of recruitment were implemented: (a) seven hundred and
eighty-six students in participating UNT psychology classes were recruited through a web-based
research program called SONA (Kraha, n.d.) and received varying extra credit points or

assignment points according to the instructor’s preference; (b) Seven hundred and forty-three
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students in non-psychology classes (e.g., Political Science, Chemistry, Biology, Physics,
Engineering and Math) were recruited through a brief in-class presentation, supplied the link to
the Qualtrics survey and received varying extra credit or assignment points (or an alternative
assignment) according to the instructor’s preference. All participants received and provided
informed consent prior to beginning the survey. A link was provided to participants to the online
survey administered via Qualtrics (Provo, UT). The survey took about 30 minutes.

From the various UNT classes, a total of 1,556 students were recruited between 2019 and
2020. From the sample, 15% did not complete the survey (234 participants), 5% stated they had
taken the survey at least once before (75 participants), 15% completed at least one segment of
the survey too quickly to trust the validity of their responses (236 participants), and 1% were
underage and lacked parental consent (10 participants). All of these participants were removed
from the dataset, resulting in a total of 1,001 participants used for data analyses. The 1,001
participants were screen for CPTSD scores of two or greater, indicating that their CPTSD scores
ranged from symptomatic (2.00 to 2.99) to clinically significant (3.00 and greater) (Litvin,
Kaminski, & Riggs, 2017). This achieved an N = 155.

Participants in our sample reported every type of trauma listed on the Trauma History
Screen (THS). Among the women in the sample, the types of traumas they most commonly listed
first as “really bothering” them were being sexually abused as a child (22%) and sexually
assaulted as an adult (14%). In total, (38%) reported child sexual abuse and (46%) reported
sexual assault in adulthood. The other types of traumatic events experienced most frequently by
the women in our sample were the sudden abandonment by a partner or parent (52%), the sudden
death of a close family member or friend (51%), and “some other sudden event that made [them]

feel very scared, helpless, or horrified” (52%).
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Of the 27 men in our sample, 24 specified the types of trauma they had experienced. That
The type of trauma most frequently listed first (20%), as well as that most listed overall (100%),
was the sudden death of a close family member or friend. The other traumatic experiences men
frequently reported were natural disasters (45%), the sudden abandonment by a parent or partner
(38%), and “some other sudden event that made [them] feel very scared, helpless, or horrified”
(38%).

Seven of our participants identified as gender minorities (e.g., gender fluid, non-binary,
transgender). The type of trauma that they most frequently listed first (42%) as well as listed
most often overall (71%) was “some other sudden event that made [them] feel very scared,
helpless, or horrified.” Gender minority participants also frequently reported childhood sexual
abuse (57%), sexual assault in adulthood (42%), the sudden death of a close family member or
friend (42%), and the sudden abandonment by a partner or parent (42%).

Our participants’ religious affiliation broke into the following: Agnostics (13.5%);
Atheist (5.8%); Buddhist (2.6%); Catholic (36.1%); Protestant (15.5%); Jewish (.6%); Muslim
(2.6%); Spiritual (16.8%); and Other (6.5%). Additionally, the relationship status of sample was
predominantly comprised of “Single, not dating,” (34.8%), followed by “Single, dating
casually,” (20%), “Single, but dating seriously,” (33.5%), “Living together, engaged,” (7.1%),
and “Married/Partnered,” (3.2%). Of the 155 participants, only 3 were military veterans (1%).

Measures
Demographics:

A standard demographic survey was included in the survey, which contained questions

about age, gender, ethnicity, education level, income, sexual orientation, relationship status, and

religious affiliation. Participants also indicated if they were a non-veteran, veteran who
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experienced direct combat exposure, or veteran who did not experience direct combat exposure.
An additional demographics section was also included, which asked questions about mental
health history and combat experience (if applicable).

Life-Events Checklist 5 — Measure of Traumatic Experiences:

The Life-Events Checklist 5 (LEC-5; Weathers, Blake, Schnurr, Kaloupek, & Keane,
2013) measured exposure to traumatic events. The LEC-5 has 17 items that cover a range of
traumatic events (e.g., exposure to natural disasters; combat exposure; assault). Participants
indicated whether the traumatic event had occurred to them, if they had witnessed it, if it
happened to someone close to them, if they were exposed to it as part of their job, if they were
not sure, or if it did not apply to them. Participants indicated the frequency of the traumatic
experiences in the same categories. If participants endorses any of the first four choices, they
could meet the traumatic exposure criteria of PTSD and CPTSD. Item examples include
“Physical assault (for example, being attacked, hit, slapped, kicked, beaten up)” and “Combat or
exposure to a war-zone (In the military or as a civilian).”

Complex Trauma Inventory- CTI:

To identify individuals with CPTSD [symptomatic ‘or’ clinically significant], the
Complex Trauma Inventory (Litvin, Kaminski, & Riggs, 2017) was used. The measure is a 21-
item Likert-type scale that tests two second-order factors [i.e. PTSD and Disruption in Self-
Organization (DSO)], and is distributed amongst six subscales: i. Re-experiencing (PTSD); ii.
Avoidance (PTSD); iii. Sense of Threat (PTSD); iv. Affect Dysregulation (DSO) v. Negative
Self-Concept (DSO); vi. Disruptions in Relationships (DSO). CPTSD is determined by adding
the severity of PTSD scores to the severity of the DSO scores. The CTI is scored by summing

the intensity and the frequency score to produce severity scores. The PTSD items (1-10) and the
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Complex item (11-21) are averaged separately, before the PTSD and DSO score are combined
and averaged for those respondents who meet criteria for CPTSD. The higher the score, so the
higher the severity of the symptoms, implying a heightened exposure to trauma. The scale alpha
for CTI-CPTSD was good (a = .825).

Posttraumatic Growth Inventory:

In order to assess PTG amongst our sample, the Posttraumatic Growth Inventory (PTGO;
Tedeschi & Calhoun, 1996) was utilized. It consists of 21 Likert scale items that are combined
into five subscales: Relating to Others, New Possibilities, Personal Strength, Spiritual Change,
and Appreciation of Life. Subscale alphas range from .67 to .86, and the alpha for the full scale is
very good (o =.90) (PTGO; Tedeschi & Calhoun, 1996). For our sample, the alpha for the full
scale was consistent with this (o =.941).

The Brief COPE Inventory:

To measure coping, we used the Brief COPE Inventory (Carver, Scheier, & Weintraub,
1989), a Likert-type scale (0-3), 0 = “I have not been doing this at all” to 3 = “I have been
doing this a lot.” Participants were asked to answer based on how they cope with general stress
and trauma-related stress. The Brief COPE measures 14 coping strategies (with two items each
to a total of 28 items): self-distraction, active coping, denial, substance use, use of emotional
support, use of instrumental support, behavioral disengagement, venting, positive reframing,
planning, humor, acceptance, religion, and self-blame. Alpha reliability of the subscales ranged
from .50 to .90 (Carver, Scheier, & Weintraub, 1989). For our sample, we use the subscales for

religion (a = .835) and positive reframing (a = .693).
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Results
Analysis:

To assess hypothesis (a) concerning the relationship between Religious Coping, CPTSD
symptoms, and PTG, a multiple regression analysis was performed. The model evaluated the
prediction of PTG from the Religious Coping Subscale of the Brief COPE (RCS) and CTI-
CPTSD severity scores. Our data met the assumptions necessary for multiple regression analysis.
Initial correlations revealed that PTG and CTI-CPTSD severity scores did not have a significant
relationship (p =.321) and that CTI-CPTSD severity scores and RCS did not have a significant
relationship (p =.312). CTI-CPSTD scores were entered into the model first to control their
effect on PTG. After RCS was added in the second step the results of the multiple linear
regression analysis showed a statistically significant relationship concerning RCS and PTG.
Specifically, the addition of the RCS led to a significant model (AR? = .107 [AF (1,152) = 18.21,
p <.001]). Approximately 11% of the variance in PTG was accounted for by RCS when severity
of CPTSD symptoms were statistically controlled [Bcprsp = .051, £ =.661, p = .509, n*> = .0025
and Pres = .327, t = 4.268, p < .001, n*= .107].

With regard to the model summary, a significant change occurs (p <.001) for the CPTSD
CTI and RCS model. However, there is only a weak coefficient of determination (R-squared =
.108). This implies that the model is not currently strong at predicting the variance present within
the sample, but it is still a significant model. Additionally, the adjusted R-square (.097) shows
that the model including RCS is a better fit than the original model comparing the CPTSD CTL.
RCS is statistically significant (p <.001).

Additionally, to assess hypothesis (b) we performed another analysis by looking at

Positive Reframing (PCS), CPTSD individuals, while PTG. CTI-CPSTD scores were entered
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into the model first to control their effect on PTG. After PCS was added in the second step the
results of the multiple linear regression analysis showed a statistically significant relationship
concerning PCS and PTG. Specifically, the addition of the PCS led to a significant model (AR? =
107 [AF (1,152) = 18.21, p <.001]). Approximately 16% of the variance in PTG was accounted
for by PCS when severity of CPTSD symptoms were statistically controlled [Bcprsp =.038, ¢ =
461, p=.641,1n%=.0025 and Bres=.399, t = 5.364, p < .001, n’=.160].

Model (2) though showing that PCS and PTG did have a significant relationship, had a
weak R-squared value (.160), again suggesting that the model is not currently strong at
predicting the variance present within the sample though it is significant. The model (2) proves
to be a better fit than model (1) (Adjusted R-square = .149).

Furthermore, to assess hypothesis (¢) we performed a correlation on PCS and RCS. PCS
and RCS were significantly correlated with each other (p <.001).
Discussion:

All of our predicted relationships were statistically significant: RCS to PCS (p <.001);
RCS to PTG (p <.001); PCS to PTG (p <.001. These conclusions support the research questions
which predicted that religious coping and positive reframing would facilitate significant
pathways for growth, post-trauma, amongst individuals with CPTSD. This is an important
finding showing PTG is possible for individuals with CPTSD, and can be fostered through
effective coping mechanisms, such as positive reframing and religious coping.

Interestingly, there is no apparent relationship between the severity of the CPTSD
symptoms experienced and PTG, meaning that the potential for growth post-trauma is not
necessarily dependent on the severity of symptoms, but rather on how a survivor copes with

those symptoms. This follows the pattern seen in PTSD populations, in which positive



FINDING MEANING 20

perspectives and effective coping predicted PTG (Schuettler & Boals, 2011). The relationships
for both RCS and PCS in relation to PTG were positive, indicating that, as use of coping
increased, so did growth. This follows the literature on PTG from the broader PTSD population,
and indicates that while CPTSD is distinctive from PTSD, it might have dimensions that behave
similarly regarding coping and growth.

Looking at both RCS and PCS, the PCS model explained more of the variance in PTG.
This could be due the dual nature of religion also being a potential punishing presence in the
lives of some individuals, as opposed to being a positive reframing which generally has no
negative associations (Kumpasoglu et al., 2020). However, due the restriction in range with this
sample, and the novel exploratory nature of this paper, more research regarding the strength of
religion as a coping method following trauma will have to be conducted in the future.

Clinical Applications:

Given the lack of research regarding the CPTSD population, this study has diverse
clinical applications. First growth is possible for these individuals when effective coping is
utilized, even when CPTSD is severe. Finding meaning post-trauma via religion and positive
reframing significantly fosters growth. By promoting therapy techniques that focus on these
types of coping, individuals could be furthered on their path to recovery. This is valuable
information given the relative lack of literature on CPTSD and how to encourage adaptive
outcomes with individuals with CPTSD. Additionally, when working with trauma survivors who
already have a religious identity, therapists need not be hesitate to address the role of religious
coping in therapy. It is possible that additional positive outcomes may emerge from religious
activities and/or the social support of other people in a religious community. While positive

reframing is traditionally associated with cognitive therapy, therapists with other therapeutic
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orientations may want to incorporate positive reframing into their trauma work. While more
research is required before the efficacy of specific interventions is known, helping some
survivors to reframe aspects of their lives that are separate from their trauma histories may be
beneficial. Second, while CPTSD is distinct from PTSD, it appears that it mirrors PTSD in
certain dimensions concerning coping and growth. Although distinct therapy techniques and
practices should be ideally developed in the future, this is an indication that there is a crossover
concerning the coping techniques encouraged for PTSD and those that should be encouraged for
CPTSD therapy.

Future Directions:

Further studies should be conducted regarding this topic specifically exploring the
dynamics and components within the positive relationships discovered between RCS, PCS, and
PTG in the CPTSD population. While a restriction in range within the current study prevented it,
a moderation analysis concerning these factors and PTG would be illuminating.

Additionally, this study shows that CPSTD populations can exhibit PTG; thus, further avenues
should be explored concerning how PTG arises within CPTSD populations.
Limitations:

The sample utilized might not be generalizable across differing areas, populations or
identities, since the sample was collected from a southwestern university in the United States and
primarily consisted of white women. Trauma studies conducted on university populations might
not reflect the clinical population, given the general higher functioning of college attendees.
Data, furthermore, was garnered via self-report surveys. Self-report introduces associated biases
such as social desirability into the data.

Conclusion:
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There is a significant positive relationship between religious coping, positive reframing,
and growth post-trauma. This has implications concerning potential therapeutic approaches for
CPTSD individuals and marks a step in the right direction concerning research on CPTSD
individuals. Given the large gap in the literature, a suggestion that religious coping and positive
reframing could help encourage PTG in these individual is encouraging. CPTSD individuals can
experience growth if effective coping mechanisms are enlisted. More research collecting data
from larger populations is suggested to continue to explore the precise dynamics of these

relationships.
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