PEPPERDINE

UNIVERSITY Pepperdine Digital Commons

Theses and Dissertations

2013

Expressions of cultural worldviews in psychotherapy with clients
who have experienced trauma: a qualitative study from a terror
management perspective

Christopher Ogle

Follow this and additional works at: https://digitalcommons.pepperdine.edu/etd

Recommended Citation

Ogle, Christopher, "Expressions of cultural worldviews in psychotherapy with clients who have
experienced trauma: a qualitative study from a terror management perspective" (2013). Theses and
Dissertations. 403.

https://digitalcommons.pepperdine.edu/etd/403

This Dissertation is brought to you for free and open access by Pepperdine Digital Commons. It has been accepted
for inclusion in Theses and Dissertations by an authorized administrator of Pepperdine Digital Commons. For more
information, please contact bailey.berry@pepperdine.edu.


https://www.pepperdine.edu/
https://www.pepperdine.edu/
https://digitalcommons.pepperdine.edu/
https://digitalcommons.pepperdine.edu/etd
https://digitalcommons.pepperdine.edu/etd?utm_source=digitalcommons.pepperdine.edu%2Fetd%2F403&utm_medium=PDF&utm_campaign=PDFCoverPages
https://digitalcommons.pepperdine.edu/etd/403?utm_source=digitalcommons.pepperdine.edu%2Fetd%2F403&utm_medium=PDF&utm_campaign=PDFCoverPages
mailto:bailey.berry@pepperdine.edu

Pepperdine University

Graduate School of Education and Psychology

EXPRESSIONS OF CULTURAL WORLDVIEWS IN PSYCHOTHERAPY
WITH CLIENTS WHO HAVE EXPERIENCED TRAUMA: A QUALITATIVE

STUDY FROM A TERROR MANAGEMENT PERSPECTIVE

A clinical dissertation submitted in partial sadistion
of the requirements for the degree of

Doctor of Psychology

by
Christopher Ogle
September, 2013

Susan Hall, J.D., Ph.D. — Dissertation Chairperson



This clinical dissertation, written by

Christopher Ogle

under the guidance of a Faculty Committee and afgorby its members, has been
submitted to and accepted by the Graduate Facufgitial fulfillment of the
requirements for the degree of

DOCTOR OF PSYCHOLOGY

Doctoral Committee:

Susan Hall, J.D., Ph.D., Chairperson
John Briere, Ph.D.
Shelly P. Harrell, Ph.D.

Michael Salzman, Ph.D.



© Copyright by Christopher Ogle (2013)

All Rights Reserved



TABLE OF CONTENTS

LIST OF TABLES. . ... e e e
ACKNOWLEDGEMENTS. ... e
CURRICULUM VITAE .. o e e e e e e
AB S T R A T .

Chapter I: Literature REVIEW. .. ... it et e e e e e e e e e

Trajectories of Trauma..........oovviiiiiiiiiiii e
SUMMATY ..t et e e e e e e e e e e eaeees
Terror Management Theory (TMT)....cuiiiiiiii i
Brief Description of TMT.......ooviiiii i
ASSESSING TIMT e e e e e e e e e
Cultural ConsiderationsS..........couvuiieeiiiiie e

Critique of TMT..

Chapter I1: MethodS. .. ..o e e e e e e e e eevrrene s

RESEAICN DBSIgN ...ttt ettt et e e e e e e e e e e
PartiCIPANTS. .. .. s
Client PartiCipantS. .......e i e e e e e e e
Researcher PartiCipantS........c.oo oo e e
INSEFUMENTATION. .. ..t e e e et e e e e e e e e
ReligIoN COUES... .. it
EthNiCity COAES. ... . e e e e e e
Political Affiliation Codes..........covii i
Nationality COdeS.......cvvivii it e
Other Cultural Worldview Codes............ocoveiiiiiiiiinnnenn.

Procedure..

Transcription...

Sample Selectlon .....................................................

Terror Management Theory and Posttraumatlc Growth..... P +10)
Clinical Implications of Terror Management Theory...................
Implications from TMT and PTG Research....................
Proposed Treatments from a TMT Perspective...............

Summary and Purpose of StUdY..........ccououiin i e e e e e

............. 58

60
70
75

79



(@0 11 o 1P 99
Human Subjects/EthicaI Considerations..........c.ccovviieiieiicie e 100
Data Analysis... " PP I 0
Step 1. Transcrlptlon ................................................................. 102
Step 2: Highlighting... .102

Step 3: Coding Selected Text .................................................... opl

Step 4: Submission of Codes to the Auditor.............cceumeeeivin e, 110
Step 5: Reaching Consensus on Final Codes.............ccccceveennnnn. 111
Step 6: Evaluation of the Coded Data.............c.covveiiiiieicin e, 112
Step 7: Presentation of FINAINGS...........coovviii it s s e e e 112
Chapter Il RESUIES. ... e e e e e e e . 113
(O70] o1 (=T 01 B AN F= 1§72 114
FINdINGS ACIrOSS SESSIONS... .. e iiiiiiiiieiiee et e eie e e ieiieiee e eneen 2. 118
Other (EXPHCI) ... e e e e e e e e e e e 118
Other (IMPHCIE) ... ... e e e e e 119
NP2 LA 0] 0 =11 Y2 121
RElIGION. ..o 122
o 123
FINdiNgs WIthin SESSIONS.......iuuiiii i e e 123
Client PartiCipant #L. .. ..o e e e e e e e anas 123
Client PartiCipant #2......co i e e e e e 26
Client PartiCipant #3... ... e e e e e 28
Client PartiCipant #4 ... ..o e e e e e 31
Client PartiCipant #5. .. ..o e e e e e 3B
(@ g F=T o] (= g AV A I 1S ot U 1= [ o 137
Examination of Results from a TMT Perspective..........ccceeiiiiiiiiiiiiennnn. 139
Well Established and Other (Explicit) Worldviews.......................... 140
Implicit Worldview EXPresSsions.........c.ovvevie e iin e ie e .151
Coding Frequency VarianCe.........couve i v i e e e e ee e enes 156
Limitations.. . PPt N 7
Potential Contrlbutlons and Cllnlcal Impllcatlons ..................................... 171
Directions for Future ReSEarch..........c.ooieiii i e e 176
[©0] o Tod 0110 o PPN £ < 1
Chapter Vi SUMIMAIY ... o e e e e e e e e et e e e e e e e 36
REFERENCES . .. ...ttt e e e e e e et e e e e e e e e e e e eas 191
APPENDIX A: Client Consent FOrM.......oooiiiii e e 210



APPENDIX B: Therapist CoONSeNnt FOM........oov i e e e e e 217
APPENDIX C: Coding ManuUal.........coiui i e e e e e e 21
APPENDIX D: Client Information Adult Form...............cocciiiiiiiieciiiiiiiieneenn ... 2561
APPENDIX E: Telephone Intake FOrm..... ..o e e 257
APPENDIX F: Intake Evaluation SUMMaArY..........ooieiiiiiiii e i e e e 261

APPENDIX G: Treatment SUMMATY.......c..iiin e ieeieieiiee e e aie e eeenee.. 204

APPENDIX H: Participant Selection Tracking Sheet.............coooiiiiiiiiiiiiiiiinn. 266
APPENDIX I: Researcher Confidentiality Statemet@eder.............cccooovvviiiiiiiinnnnn. 267
APPENDIX J: Research Assistant Confidentiality Agreent — Transcriber................. 268
APPENDIX K: Health Insurance Portability and Acceafnility Act Certification.......... 269

APPENDIX L: Protecting Human Research Particip&estification........................270

APPENDIX M: IRB Exemption NOtICE.......c..evviiiiiiiiie e e ieeeieee e 271

Vi



LIST OF TABLES

Page
Table 1. Pre-Discussion Inter-Rater Reliability.............c.ooiiii i, 105
Table 2. Post-Discussion Inter-Rater Reliability.......cc...ocoooii i 108
Table 3. Coding and Talk Turn Frequencies ACroSSIBAS..........cccvvviviiiiiienn v eenn. 115

Table 4. Individual Code Frequencies ACross SesSian............c.covvvvivevnieeneenninnnnn. 117

vii



LIST OF FIGURES

Figure 1. Codes Applied During Coding Process

viii



ACKNOWLEDGEMENTS

This dissertation absolutely would not have beessitde without the support and
guidance of a select few people. First, | woulke lio thank my chair, Dr. Susan Hall for her
steadfast encouragement throughout my graduatengaand for her commitment to provide
mentorship and direction for the years requiredaimplete this project. | would also like to
acknowledge the members of my dissertation comejifde. Jon Briere, Dr. Shelly Harrell, and
Dr. Michael Salzman, not only for taking time oditleeir busy professional lives to read and
evaluate the content of this document, but forroftetheir individual expertise for the
betterment of this study. | consider myself extegniortunate enough to work closely with two
exceptional lab mates throughout the dissertationgss; Rebecca Rutchick and Celine Crespi-
Hunt are two of the most genuinely caring and supgoindividuals | know, and there are no
two people that | would rather have as lab matdsends. Finally, | would like to thank my
family and loved ones. My parents, Mike and Kimi®lgave provided me unwavering love and
support throughout my entire life regardless ofuhdertaking, and my siblings, Chad, Cliff, and
Carli, have been a constant source of encouragenhamt very grateful to be a part of this
family, and if | have accomplished anything of sigiance in my life, they surely deserve some
credit for it. | also want to thank Chelsea Acfeeher steadfast love and kindness, as well as

her patience while | was absorbed in this dissertat



CURRICULUM VITAE

Christopher Ogle

Education

Pepperdine University, Los Angeles, California
Doctor of Psychology in Clinical Psychology
+ Expected to graduate in Summer, 2013
+ GPA:3.99
+ Dissertation (approved 8/30/2011 and expected completion — Spring 2013): Expressions of
cultural worldviews in psychotherapy with clients who have experienced trauma: A qualitative
study from a terror management theory perspective. Chairperson: Dr. Susan Hall.

Pepperdine University, Los Angeles, California
Master of Arts in Psychology
+ Graduated May, 2009
+ GPA:4.0
+ Final Project: Men in Therapy: Masculinity Considerations

The University of Arizona, Tucson, Arizona
Bachelor of Arts in Psychology, General Business Minor
¢+ Graduated Summa Cum Laude May 2007
¢+ GPA: Psychology 4.0, General Business 4.0, Last Two Years 4.0, Cumulative 3.964

Clinical Experience

VA North Chicago (Captain James A. Lovell Federal Health Care Center), North Chicago, IL
Psychology Intern: September 2012 to August 2013
+ PTSD Clinical Team rotation (September 2012 to January 2013)
- Provided diagnostic assessments and evidence based treatment for Veterans with PTSD
Participated in interdisciplinary team meetings
Co-facilitated cognitive processing therapy group for Veterans with PTSD
- Conducted compensation and pension evaluations
+ Recruit Evaluation Unit rotation (September 2012 to January 2013)
- Worked on the Great Lakes Naval Base as part of a civilian and active duty treatment team
- Provided diagnostic and neuropsychological assessments for naval recruits
- Met with treatment team to determine recruits’ fitness for duty
- Led support group for Navy recruits having difficulties adjusting to the military
+ Homeless Veteran Rehabilitation Program/Dom rotation (January 2013 to May 2013)
- Provided individual and group therapy to homeless Veterans in a residential setting
- Worked closely with other providers on an interdisciplinary team
- Participated in referral and discharge process
+ PTSD/Substance Use Disorder rotation (May 2013 to August 2013)
- Provided assessment and treatment to Veterans with comorbid PTSD and substance use



- Worked closely with other VA programs such as Addiction Treatment Program and the Stress
Disorder Treatment Unit

VA Healthcare System Long Beach, California
Psychology Pre-Intern: August 2011 to August 2012
¢ Spinal Cord Injury rotation (August 2011 to March 2012)
- Provided individual assessment and therapy to Veterans with spinal cord injuries
- Participated in interdisciplinary medical team meetings within consultation-liaison framework
- Received behavioral health training in an inpatient medical setting
+ Outpatient Psychology rotation (March 2012 to August 2012)
- Provided individual, couple, and group therapy to Veterans with a variety of diagnoses
- Received training in various evidence based treatments

Pepperdine University Community Counseling Clinic Irvine, California
Graduate Clinician / Practicum Trainee: September 2010 to July 2012
+ Provided low-cost, individual and couples therapy to members of the surrounding community
with a variety of concerns including: substance abuse and dependence, acculturation struggles,
depression, suicidal ideations, anxiety, relationship issues, family concerns, financial concerns,
and trauma recovery
+ Received weekly supervision from licensed psychologists, which included review of video
recorded sessions
+ Presented clinical cases to supervision group

UCLA Center for the Assessment and Prevention of Prodromal States Los Angeles, California
Clinical Assessment Extern: July 2010 to July 2011

+ Conducted structured interviews with patients referred for being at risk for developing a

psychotic disorder

+ Administered a variety of psychodiagnostic assessment measures including the Structured
Clinical Interview for DSM-IV Disorders and the Structured Interview for Prodromal Syndromes
Conducted structured interviews with patient family members
Consulted patients’ psychiatrists, medical doctors, psychologists, and other treatment providers
Interpreted and scored a variety of clinical assessment measures
Wrote detailed reports based on the results of clinical assessments
Presented clinical cases and assessment reports during case conferences

* & & o o

Pepperdine University Counseling Center Malibu, California
Graduate Clinician / Practicum Trainee: September 2009 to May 2010
¢ Provided individual therapy to undergraduate students with a variety of concerns including:
acculturation struggles, depression, suicidal ideations, anxiety, sexuality issues, relationship
issues, family concerns, financial concerns, academic concerns, existential issues, and sleep
problems
+ Engaged in outreach projects directed toward the undergraduate students including classroom
presentations to first year students as well as national depression, eating disorder, alcohol
abuse, and anxiety screenings
+ Received weekly individual and group supervision from licensed psychologists, which included
review of video recorded sessions

Xi



Zarephath Tucson, Arizona
Behavioral Health Paraprofessional: June 2006 to July 2007
+ Scheduled and provided respite care to clients ranging from 5 to 18 years old
+ Evaluated client referrals from contracted agencies
+ Worked with clients toward cognitive-behavioral goals established by their primary clinicians
+ Assessed and reported client progress

Research Experience

Pepperdine Applied Research Center Dissertation Lab
Lab Member: March 2010 to present
+ Independently code data using other lab members’ dissertation codes
+ Regularly meet with other lab members to discuss coding and improve inter-rater reliability
+ Meet with dissertation lab consisting of four cohorts to discuss dissertation progress and offer
suggestions
+ Submitted proposal to present paper on dissertation results at Annual Convention of the
American Psychological Association on July 31, 2013

Pepperdine University Community Counseling Clinic Irvine, California
Research Assistant Supervisor: May 2010 to July 2012
+ Created and maintained individual client research files with a variety of demographic and
outcome measures
+ Supervised research assistants in entering data into a database shared with two other sites
+ Monitored and revised any discrepancies in research files or database
+ Instructed clinic therapists on proper administration of measures

Pepperdine University Counseling Center Malibu, California
Graduate Assistant: November 2007 to April 2009
+ Entered client data into database
+ Researched relevant client issues
+ Helped conduct, analyze and present research projects including one which was presented at a
national conference for college counseling center directors
+ Assisted with general office work

Relevant Conferences/Professional Development

Treating Complex Trauma in Children and Adolescents

Presented by California’s Child Abuse Training and Technical Assistance Centers
Presenters: John Briere, Ph.D. and Cheryl Lanktree, Ph.D.

June 11, 2010

Tragedy and Triumph: A Multicultural Perspective on Trauma and Resiliency

Presented by the Multicultural Research and Training Lab
Graduate School of Education and Psychology, Pepperdine University

Xii



Keynote Speaker: Gail Wyatt, Ph.D.
October 16, 2010

Cultural and Social Justice within the Rainbow

Presented by Students of PRIDE (Students of Psychology Respecting Inclusivity Diversity and Equality)
University of La Verne

Keynote Speakers: Arlene Noriega, Ph.D. and Doug Haldeman, Ph.D.

March 24, 2012

The Collaborative Assessment and Management of Suicidality: An Evidence Based Approach
Presented by the Captain James A. Lovell Federal Health Care Center

Keynote Speaker: David A. Jobes, Ph.D., ABPP

September 6, 2012

Xiii



ABSTRACT
People who have experienced trauma involving setibreats to physical integrity can react in
accordance with various response trajectoriesyduety posttraumatic growth (PTG). PTG is
characterized by positive psychological changefihg trauma that goes beyond a return to
pre-trauma functioning as the result of reorgagjzine’s conceptualization of his or her
phenomenological world (Tedeschi & Calhoun, 2008his study was interested in factors that
contribute to PTG from a terror management thedMT) perspective. TMT, based on
existential philosophy, posits that people defegairast the knowledge that everyone must
eventually die and the accompanying anxiety bystiag in cultural worldviews and deriving
self-esteem by adhering to the standards and vphessribed by those worldviews (Solomon et
al., 2004). Based on TMT research that suggeatsathen people are reminded of their
mortality they tend to place increased faith inrticeltural worldviews (Burke et al., 2010) as
well as the assumption that reminders of previcasma would likely make mortality salient,
this study employed a directed content analysexamine cultural worldview expressions
among therapy clients who had experienced trauma.

Qualitative analysis using the directed codingeaystreated for this study resulted in
coding 77 cultural worldviews across the 5 sessimms 5 coding categories: other (explicit)
(n=32), other (implicit) (n=20), nationality (n=13ligion (n=8), and ethnicity (n=4). The
clients referred to cultural worldviews throughthuir sessions, even though only one therapist
directly facilitated cultural discussion. Worldweexpressions amidst trauma discussions were
considered potential contributors to PTG as theyeska meaning making function. Also, many
worldviews and cultural affiliations referenced welifferent than those commonly studied in

previous TMT research (i.e. referenced culturaliaffons other than religion, ethnicity,

Xiv



nationality, or political affiliation such as genmdend age/generation; did not discuss political
affiliation). Multiple factors such as differez&among clients, contextual factors of the
sessions, and therapists’ style were considerpdtentially have influenced the variance in
worldviews expressed. The findings described is $tudy can contribute to ongoing
psychotherapy training and research bridging thps ganong PTG and TMT theory, research

and clinical practice with trauma survivors.
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Chapter |
Literature Review

Although traumatic events seem qualitatively défgrfrom the negative events of life
that all people endure, not everyone who expergeadeaumatic event develops a disorder or
experiences prolonged distress. Research showmtladuals may follow one of many
patterns of responses, known as trajectories, ekfgosure to traumatic events (Bonanno, 2008).
Some people respond to such events by developsigiumatic stress disorder (PTSD) or by
experiencing significant distress that may nots$atihe criteria for the diagnosis of PTSD
(American Psychiatric Association [APA], 2000). hets may be resilient to pathological
distress, or may achieve posttraumatic growth gaeseof personal growth after experiencing
trauma that goes beyond returning to their basédwe of functioning (Davis & McKearney,
2003; Park & Blumberg, 2002; Reynolds & Lim, 200édeschi & Calhoun, 2008). This study
is particularly interested in those who achievehsgiowth in the wake of trauma.

Understanding the various mechanisms by which iddals achieve growth after a
traumatic event can be useful in the developmetreatment strategies for individuals exposed
to traumatic events. Clinicians are encourageddorporate a variety of established protective
factors in treatment that might be used to movenia@asurvivors in the direction of growth. One
such protective factor might be the incorporatibowtural worldviews into the individuals’
understanding of the traumatic event.

From a terror management theory perspective, tgriarcultural worldviews allows a
person who has been reminded of his or her ownatityrthe ability to construe the self as
belonging to something that will outlast his or paysical existence (Arndt, Greenberg, &

Cook, 2002; Burke, Martens, & Faucher, 2010; Pygaski, Greenberg, & Solomon, 1999; Vall,



Rothschild, Weise, Solomon, Pyszczynski, & Greegp2010). This use of cultural worldviews
for support helps the individual to cope with tmxiaty created by an awareness of mortality
(Arndt et al., 2002; Burke et al., 2010; Pyszczymlal., 1999; Vail et al., 2010). Additionally,
when mortality is made salient, bolstering of werlvs increases self-esteem, reduces death-
related anxiety and cognitions, and reduces thd fareadditional psychological defenses
(Routledge & Arndt, 2009). Moreover, if one isald find evidence that he or she is part of a
valued culture, he or she should consider life rme@ningful and purposeful, which suggests
greater well-being (Davis & McKearney, 2003).

Some research suggests that providing people hatlopportunity to defend their
cultural worldviews decreases the accessibilityrafonscious thoughts of death, which is
assumed to be the source of existential anxietyq\iGreenberg, Solomon, Pyszczynski, &
Simon, 1997). Furthermore, an inability to affiome’s self-worth and worldviews may actually
inhibit growth and coping, as demonstrated in dodysin which subclinically depressed college
student participants prevented from defending twerldviews after primed for mortality
salience were found to be less likely to report mrggin their lives than those who were
provided with the opportunity to defend their cudtiiworldviews (Simon, Arndt, Greenberg,
Pyszczynski, & Solomon, 1998). Therefore, it sephagsible that providing a client who has
experienced grave threat to physical integritysgpace to integrate cultural worldview
discussion into the treatment process would fatdiposttraumatic growth.

The purpose of this qualitative study is to exanireeincorporation of cultural
worldview discussion in the treatment of psychadipgrclients who have experienced threats to
physical integrity from a terror management thgmeyspective. This chapter begins with a

review of the relevant literature concerning thérdgon of trauma as well as the potential



response trajectories, which include negative auaas well as resilience and posttraumatic
growth. Next, terror management theory is sumnedrend the relevant research is reviewed.
As this study is particularly interested in howestment in cultural worldviews may support
growth, the literature connecting terror managentiggry and posttraumatic growth with
psychotherapy is then reviewed. This chapter cmed with a description of the purpose of this
study and a discussion of its research questions.
Trauma
Definition of trauma. TheDiagnostic and Statistical Manual of Mental Disorsi¢dth
ed., text rev.pPSM—IV-TRAPA, 2000) uses an operational definition of tratic events for the
diagnoses of PTSD and Acute Stress Disorder thairisidered by many to be the standard in
the field of clinical psychology (Weathers & Kea2807). According to thBSM-IV-TR(APA,
2000), a traumatic event that meets the critemai@gnosis is one involving:
direct personal experience of an event that inwbaatual or threatened death or serious
injury, or other threat to one’s physical integrity witnessing an event that involves
death, injury, or a threat to the physical intggat another person; or learning about
unexpected or violent death, serious harm, or tlokdeath or injury experienced by a
family member or other close associate. (p. 463)
The writers of thd&®SM-IV-TRalso stipulated that the person experiencing vieatemust
respond with fear, helplessness, or horror in oraleonsider the event to be traumatic. Thus,
there are both objective and subjective compornerttseDSM-IV-TRdefinition of trauma.
Although theDSM-IV-TRdefinition has provided researchers and cliniciaits a useful
construct that organizes commonalities of varioasrha types and has been the most widely

used definition in trauma research, many still arfpr and against this definition (Friedman,



Resick, Bryant, & Brewin, 2011; Norris, 1992; Weath & Keane, 2007). Some have argued
that theDSM-IV-TRfails to adequately incorporate cultural consitlers into its definition of
trauma (e.g. Scurfield & Mackey, 2001), and othexge argued that the current definition is
either too restrictive (Bracken, Giller, & Summetdl, 1995) or not restrictive enough (e.g.,
Norris, 1992). These arguments are described below

Many have argued that tiR¥SM-IV-TRdefinition of trauma and related disorders are
highly influenced by culture. For example, Tummbliarra (2007) wrote that “the way in which
trauma is experienced by the individual or commuaitd the way it should be approached from
a clinical standpoint is highly influenced by cu#lhistory” (p. 39). This author went on to
posit that the diagnosis of PTSD, which was dewedop Western cultures, was largely
influenced by the individualistic value that onetatrol over his or her destiny is a desirable
trait. Furthermore, the assumption that PTSD spmjtology is an expected response to
extreme circumstances implies that under normabnastances, one should maintain control
over his or her fate. Tummala-Narra (2007) arghed since little trauma research has been
conducted within cultures that value acceptanaaefs destiny, even the diagnostic
conceptualization of “normal” experiences and resgs to trauma may be largely a function of
culture. Similarly, Ruchkin and colleagues (208fued that such nuances in the expression of
trauma related symptoms across cultures are ofierepnesented in clinical research and
practice as well aBSM-1V-TRcategories. Other researchers have echoed thimsat,
guestioning the cultural sensitivity of the PTSRghosis and arguing that the diagnosis should
include a wider range of responses to trauma (Exraek al., 1995; Briere & Scott, 2006).

Scurfield and Mackey (2001) also criticized I8M-IV-TRfor not adequately

addressing cultural considerations regarding trdiers&ressors and ethnic minorities. They



wrote that “the silence iDSM-IV-TRabout race-related stressors is deafening” (p.&%)
noted that the words “racism” or “racist” do nopapr anywhere in the entiBSM-IV-TR
Perhaps more concerning, B8M-IV-TRdoes not reference specific race-related traumatic
stressors such as verbal or physical abuse taggdtnvictim on the basis of race, ethnicity,
sexual orientation, etc. (Scurfield & Mackey, 2001)

Underscoring the importance of culturally sensitiitagnosis, some have suggested that
the misdiagnosis of ethnic or racial minorities daelf be considered a type of “racially-based
trauma” (Tummala-Narra, 2007). For instance, dgdifees in symptom presentation in African
Americans with anxiety issues has often led tonirextily diagnosing these patients with
psychotic disorders (Frueh, Hamner, Bernat, Tuikeane, & Arana, 2002). In one study,
Frueh et al. (2002) found that African Americanerahs diagnosed with PTSD responded to
self-report assessment in a manner more suggestps/chosis than did Caucasian veterans
with PTSD despite other assessments which indicatetlfferences between the two groups.
The researchers concluded that symptom presensimuesting psychosis in the African
American sample may have been better accountdayfdissociation as a response to trauma.
Similarly, Antai-Otong (2002) cautioned that misghasis and incorrectly interpreting traumatic
responses as maladaptive may occur when professifanao consider the variance of attitudes
and perceptions of trauma within and between cedtur

Some have argued that persecution and discrimmatsed on one’s cultural
characteristics itself can be considered a fortnaafma, which may affect one’s perceptions of
mental health care, interpersonal relationshipd,smse of security (Scurfield & Mackey, 2001;
Sorsoli, 2007). Not surprisingly, traumatic expeaiges are associated with ethnically motivated

oppressive events that target entire populatid&nts such as the Holocaust, the African



American slavery experience, and Native Americandge&le can be experienced as traumatic
collectively by entire cultures across multiple geations (Tummala-Nara, 2007). In referencing
this transmission of collective traumatic experigscTummala-Nara (2007) wrote, “A racial or
ethnic community’s collective memory of past tragmelps to create a ‘second generation’ of
survivors” (p. 41). The continued effects of p@atima might also help explain the increased
rate of traumatic occurrences among many ethniomtyngroups, such as Native American
women who are at especially high risk for beingimes of child abuse and neglect as well as
physical and sexual assaults (Walters & Simoni2200

While much of the literature concerning culturahsmerations and reactions to trauma
might suggest that a broader definition, whichuels cultural considerations, might be needed,
some researchers have called for a more restrid&fiaition. For example, Norris (1992)
argued for a more restrictive, objective definitmfrtrauma, which does not depend on
consequences or reactions of those who have erpedédhe traumatic event. She proposed that
traumatic events are those involving “violent engeus with nature, technology, or humankind”
(p. 409).

Similarly, McNally (2004) suggested that a mordniegve definition might be useful in
order to target those who have directly experienadna. He contended that DEM-IV-TR
definition’s expansion to include the witnessindemarning of an event in which there was a
threat to the physical integrity of others hastlked dramatic increase in those who would meet
the criteria for having experienced trauma. Thih@uused the terrorist attacks of September
11, 2001 as an example of how the current defimitnay lead to over-inclusion. With the
current definition, anyone who felt horrified waiiet) the day’s events on the news would meet

criteria for experiencing trauma. The author wamto say that problems arise “when seemingly



trivial stressors are appraised as traumatic” \p.For example, the broad definition of trauma
offered by theDSM-IV-TRmight actually hinder research because it maye@se the
heterogeneity of participants in trauma researchrent be as appropriate to the specific
population of those who have directly experiencadrha. Yet, as a former member of the
DSM-IVPTSD committee, McNally (2004) acknowledged thaeacessively rigid definition of
trauma might deprive some people who had develepegbtoms after subjectively experienced
trauma of the treatment they needed. On the dituedl, in their review of the challenges with
defining traumatic events, Weathers and Keane (R@@nitted that including a person’s
subjective appraisal of an event as part of thandiein can make operationally defining a
stressor objectively difficult, they still advocdttor the definition of a traumatic event proposed
by theDSM-IV-TRbecause of it's usefulness in creating a workabtestruct that provides a
common framework for stressors that vary along ipleldimensions such as type, intensity,
duration, and proximity.

In their proposal of PTSD diagnostic criteria foe thewest edition of tH@iagnostic and
Statistical Manual of Mental Disorde(5th ed.;DSM-5, Friedman et al. (2011) suggested
changes for how trauma is defined based on an gixtereview of relevant research and
critiques such as those provided above. Theierewuggested that proponents of a broad
definition of trauma have argued that any streisatrproduces PTSD symptoms should be
considered traumatic and that the inclusion ofartra definition as a diagnostic criterion
(Criterion A) may be unnecessary given the clinregkearch that suggests that very few people
who do not meet Criterion A would meet the remagrsnteria for PTSD. Conversely,
proponents of a narrow definition of trauma hawguad that widening or eliminating Criterion

A would contradict the basic construct of PTSD asadadaptive reaction to a trauma. After



considering the data in their review, the autheoppsed a restricted Criterion A that stipulates
that if a person “learns about” another person gnduwa traumatic event, that person must be a
“close relative or close friend” (p. 755). Thegalstipulated that witnessing a traumatic event
through pictures or electronic media does not ¢tutettrauma unless witnessed as part of one’s
“vocational role” (p. 755).

Although the bulk of the article by Friedman et(@011) addressed Criterion A, the
authors also proposed changes to the remainirggiaritAs opposed to the three symptom
clusters included in thBSM-IV-TR(reexperiencing, avoidance/numbing, and hyperalpus
these authors proposed four symptom clusters ictwihie avoidance/numbing cluster is
changed to two distinct clusters based on factalyars. The four proposed clusters include
intrusive symptoms, avoidance behaviors, negatieeations in cognitions (which includes
numbing and detachment), and alterations in ararshreactivity. The authors also provide
proposed changes to each of the diagnostic critewiza review of these proposals is outside the
scope of this literature review.

In keeping with the rationale that the definitidrtauma provided by thBSM-IV-TR
provides a workable construct for research purpfaEsthers & Keane, 2007), this dissertation
relied mostly on the definition of trauma offeregltheDSM-IV-TR However, based partly on
the restricted definition of trauma proposed f&BSM-V (Friedman et al., 2011) as well as
suggestions by McNally (2004), the definition waghtly modified so that only those who
directly witnessed or experienced a serious threphysical integrity or death were included.
Thus, simply learning of or indirectly witnessirgu¢h as on television) a threatening event did
not constitute a traumatic experience for the psegmf this research. Therefore, this

dissertation used most of tB&SM-1V-TRdefinition of trauma:



direct personal experience of an event that inwbaatual or threatened death or serious

injury, or other threat to one’s physical integyity [directly] withessing an event that

involves death, injury, or a threat to the physio&grity of another person. (p. 463)

As described in the Structured Clinical Interview DSM-IV Axis | Disorders (First,
Spitzer, Gibbon, & Williams, 2002), such events ntigave included life threatening combat
situations, serious accidents or fire, life thraatg major disasters, physical assault or rape, and
seeing someone killed or badly hurt. Even thou§B[P research has traditionally emphasized
the traumatic nature @xternalstressors such as combat, assault, or naturatelisgnternal
stressors, such as serious medical illness (eakedthave more recently been recognized as
potentially traumatic (Bruggimann, Annoni, Staub\&n der Linden, 2006; Merriman,

Norman, & Barton, 2007), and capable of instigapogttraumatic growth (Leung et al., 2012).
In keeping with the literature on cultural consat@yns and trauma-related diagnoses, this study
also accounted for those threats to physical iitiegr the form of threatening discriminatory
behaviors such as hate crimes (external stressaggyessive verbal abuse (internal stressor)
that might suggest the person is in danger. Binah event was only considered traumatic if the
person had the subjective experience of fear, é&dpless, or horror.

Trajectories of trauma. In the aftermath of a traumatic event, an individuay
respond in a variety of ways. The patterns of g and functioning in response to traumatic
events are known as trajectories (Bonanno, 20B&sponse trajectories range from “chronic”
disruption in functioning, “delayed” onset of dygutation that increases over time, and
“recovery” in which dysregulation decreases overeti to “resilience” in which the individual
maintains a relatively stable equilibrium in théeamath of the traumatic event or “posttraumatic

growth” in which the individual actually achievesiegree of personal psychological growth in



response to struggles with the traumatic event @@an, 2008). “Resilience” has been
distinguished from “recovery” and “growth” in thertext of posttraumatic trajectories in that
resilient individuals present with minimal levelssymptoms that are commonly correlated with
trauma responses. Westphal and Bonanno (2007¢ctbat growth is more typical among
those who struggle in the aftermath of trauma g®oe@d to those who remain resilient. These
authors suggested that it is that initial decra@ad$enctioning that spurs people to search for
meaning and reorganize priorities, and therefooevdr is not as typical among resilient
individuals.

Negative responsesto trauma. One well documented trajectory in response tontiais
a negative trajectory. Not surprisingly, expodsiar&raumatic events may lead to a host of both
short and long-term unfortunate consequences. Mathese consequences are captured in the
DSM-IV-TRsymptom criteria for PTSD, which include: “recurt@nd intrusive distressing
recollections of the event,” “intense psychologidsitress at exposure to internal or external
cues that symbolize or resemble an aspect of dluentatic event,” “efforts to avoid thoughts,
feelings, or conversations associated with themiggl “difficulty falling or staying asleep,” and
“hypervigilance” to name a few (APA, 2000, p. 46®hysical assaults during and after military
service, childhood physical abuse, and adult sexioase were among the most common types of
trauma associated with the development of PTSD symgin both male and female as well as
civilian and military populations (Brewin, Andrew&,Valentine, 2000; Clancy et al., 2006).
Severe medical illness or conditions such as strbkee also been associated with the
development of PTSD and related symptoms (Bruggmedral., 2006).

In addition to PTSD, those who have experiencadhteamay suffer from other negative

effects. Research suggests that survivors offebdd trauma, such as physical and sexual
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abuse, are more likely than those without traurstohies to suffer from PTSD as well as major
depression, attention deficit/hyperactivity disardew self-esteem, and other behavioral
problems in childhood, as well as similarly impdifanctioning in adulthood (Heim &
Nemeroff, 2001; Reiland & Lauterbach, 2008). Amaaglt male veterans diagnosed with
PTSD, Clancy et al. (2006) found that 90% had arpeed “nonmilitary-related trauma” (p.
1346). Among those who have endured trauma iffiotime of serious medical illness, PTSD
symptoms as well as difficulties with medical corapte, increased somatic symptoms,
increased pain perception, and poorer prognosisramdine functioning has been found
(Tedstone & Tarrier, 2003).

According to Heim and Nemeroff (2001), exposur&apmatic events early in life is
also associated with neurobiological changes, wimaly underlie the difficulties listed above.
For example, these authors found that women whaekpdrienced abuse showed markedly
increased amounts of adrenocorticotropic hormomnepewed to women who had not been
abused. They also found that history of childhowdtreatment, such physical, sexual, and
emotional abuse and neglect, is correlated witrehagdivity in corticotrophin-releasing factor
neurotransmission as well as other neurotransnsiyitems, which leads to increased stress
responsiveness and sensitivity. Similarly, Sama At al. (2006) found that individuals
suffering from PTSD who had either experiencedrtrain childhood or as an adult showed
very high rates of substance dependence (approaiyra®%) and demonstrated less
adrenocorticotrophin hormone responsiveness asa@upo controls.

When one endures trauma that is repetitive and @&tive, he or she may suffer from
stable, long-term disruptions in biological, socatd psychological functioning, @omplex

Posttraumatic Stress Disorder (CPTSD) or disordeextreme distress not otherwise specified
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(DESNOS; Ford, 2009; van der Kolk, 2001;William808). While a single event, such as an
early childhood traumatic experience associatetd stigma or shame (Briere & Spinazzola,
2005), may cause symptoms suggestive of CPTSBugually associated with more pervasive,
complex forms of trauma such as ongoing child apersgosure to war, domestic violence,
chronic ilinesses, and human trafficking (Court@808). Briere and Spinazzola (2005)
identified the following symptom clusters to be@sated with complex trauma: altered self-
capacities, cognitive symptoms, mood disturbancerdeveloped avoidance responses,
somatoform distress, and posttraumatic stressh, Rwman, Pelcovitz, van der Kolk, and
Mandel (1997) found that interpersonal trauma atiegrat an early age, such as child abuse,
significantly increases one’s risk for the devel@minof CPTSD. Despite many similarities
between PTSD and CPTSD, Ford (1999) argued thaiheepresent distinct conditions based
on differences in functional impairment and symptduasters. This author also posited that
CPTSD can even occur in the absence of PTSD. ksesarch on complex trauma is needed to
better understand this response to trauma andl@sanship to PTSD.

Although exposure to trauma is empirically linkedcbgnitive, behavioral, and
neurobiological problems, certain factors appeanflaence negative responses to trauma.
Some research indicates that traumas caused b otienterpersonal traumas (e.g., rape), are
generally more likely to lead to symptom distresaladaptive avoidance, and negative
outcomes than non-interpersonal traumas (e.g.ralatisasters or motor vehicle accidents)
(Briere & Rickards, 2007; Briere & Scott, 2006; &e, Hodges, & Godbout, 2010). A meta-
analysis conducted by Brewin et al. (2000) noted the potential for experiencing these
difficulties is considerably influenced by numeraisk factors such as gender, ethnicity, age at

trauma, trauma severity, posttrauma life stress pasttrauma social support. Specifically, their
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meta-analysis of 77 separate articles, which exathrasponses to various traumatic events
including combat exposure, rape or sexual assaolipr vehicle accidents, natural disasters, and
life threatening medical illness, indicated thatmem and minorities are at higher risk for
developing PTSD symptoms. Increased risk wasfalsad for those who experienced trauma at
a younger age, those who had less social supglmiving the trauma, those who experienced
multiple traumas and more severe trauma, and thidkeanore subsequent life stress. However,
the authors noted that the effects of certainfaskors, including age at trauma, gender, and
ethnicity were not consistent across all the stdighe meta-analysis despite overall
significance. In addition, some interaction eféegaiere found, such as a significantly larger
effect size for age at trauma for men than for womehese results offer support for the notion
that while traumatic events are associated withst bf negative outcomes, a variety of risk
factors likely interact to influence the presennd degree of posttraumatic symptoms.

While research has identified a variety of speaiisponses to trauma that appear to be
relatively common across diverse populations @gcentration difficulties, social withdrawal,
sleep difficulties, and guilt), the effects of traa should not be considered universal by any
means (Antai-Otong, 2002). Instead, culture hanlstown to significantly impact the
experience of trauma as well as the symptomaticesspn resulting from that trauma. For
example, many Central American populations inclgdsalvadoran refugees often consider
somatic expressions of distress, such as headantesse body heat, and stomach pains, as
more acceptable reactions to negative events tadravexpressions of emotion (Tummala-
Narra, 2007). Therefore, one might consider thmearnce of trauma and the expression of the

emotions associated with that trauma to be pdryfanction of culture.
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On an individual level, researchers have found el discrimination and the
perception of racism is empirically related to gsylogical distress (Jackson et al., 1996) and
multiple negative outcomes regarding physical asytpological health, including paranoia,
anger, and anxiety (Clark, Anderson, Clark, & Vditiis, 1999). Additionally, Scurfield and
Mackey (2001) identified confusion and/or ambivakeabout one’s racial identity as well as
difficulties with interpersonal relationships asramon consequences of negative race-related
experiences. These researchers also identifiestalanoderating variables that might influence
the impact of the negative experience, includimgjfiency, severity, onset, and the subject’s role
in the experience. Therefore, cultural contexypla critical role in understanding various
responses to trauma and posttraumatic presentasowsll as specific traumatic experiences of
oppressed cultural populations.

Resilience and coping. Another response trajectory, resilience, hasuieatly been
misunderstood. Since most clinicians expect sowed & dysregulation in response to trauma, it
has even been viewed as maladaptive (Bonanno, 2G8)hermore, Quale and Schanke (2010)
argued that people from Western cultures often twdiased assumption that physical traumas
are so devastating and finite that individuals wkiperience such trauma cannot return to their
pre-trauma levels of functioning. These authoggssted that this cultural bias toward
underestimating the human capacity for resiliesdhe result of researchers outside a target
population making erroneous predictions about tmsequences of life stressors that are often
more negative than are actually experienced bylpeogide the target population. This research
suggests that clinicians may need to become awdheio biases when working with those who

have experienced serious trauma in order to agpidring resilience as a possible response.
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Bonanno (2008) suggested that resilience is likebye common than has traditionally
been accepted by mental health professionals.li€&es is estimated to occur between 10% and
70% of those who have experienced trauma (Pan &C07). The numbers likely vary
because of the various definitions of the constriwtiller (2003) suggested that a unified
conceptualization of the term is needed in ordelifferentiate between resilience and other
positive responses to trauma as well as the dégnebich an individual must achieve “success”
following serious trauma and less significant stoes. For example, although it is often broadly
used to refer to “coping,” resilience has been dieed as broader, more general term for a
response to trauma characterized by minimal diemgGillespie, Chaboyer, & Wallis, 2007).
Gillespie and colleagues (2007) argued that coirrg‘defining attribute” of resilience
characterized by cognitive and behavioral effatenanage stress. Therefore, while adaptive
coping fosters resilience, the two terms are nettidal. Commonalities among various
definitions of resilience include adaptive behaytbe absence of pathology or PTSD symptoms,
and persistence in the face of adversity (Leviraiféer, Stein, Hamama-Raz, & Solomon, 2009;
Miller, 2003).

Another reason for the inconsistent definitionsedilience has to do with the shift from
defining resilience as a personal trait, as wasnsomin earlier resilience research, to defining
resilience as an individual process, which emergédater research (Pan & Chan, 2007).
According to these authors, earlier work on resdeedescribed it as a set of characteristics,
developed from experiences with adverse or stresgfiations, which allow the individual to
“rebound” from challenging events. Converselyegesh in later years defined resilience not as
a stable set of personal traits, but as an ongmingess in which the individual interacts with a

changing environment in an adaptive manner by drgwh internal and external personal
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resources. However, despite this theoretical qotaedization of resilience as a life long process
and the frequent application of the concept totgalybulations, Miller (2003) noted that most
research on resiliency has utilized young partitipa This emphasizes the need for a
comprehensive conceptualization of the term theathstfrom empirical research which can be
generalized across the lifespan as well as cordinesearch with adult populations with
histories of trauma. For the purposes of this stuelsilience referred to the response of an
individual exposed to trauma characterized by mahidisruption and the emergence of few, if
any, symptoms of mental disorder.

Early research on resiliency was primarily concdmwéh identifying risk and protective
factors of resiliency, which was considered todlevant since resilience was widely believed to
be a personal characteristic (Pan & Chan, 20079k factors identified in this first generation
research included personal characteristics suplyasiatric history (Bonanno, 2008; Pan &
Chan, 2007), low intelligence (Bonanno, 2008), sindggles with pre-trauma coping (Bonanno,
2008; deRoon-Cassini, Mancini, Rusch, & Bonannd®@2@Qyons, 1991), as well as long-term
environmental factors (Pan & Chan, 2007) suchmagdd access to education (Bonanno, 2008),
limited social support (Bonanno, 2008; Ellis, Nix@&Williamson, 2009; Lyons, 1991), and
community stressors (Pan & Chan, 2007). Therefesearchers argued that supportive social
networks (Lyons, 1991), adequate access and goatiich in education (deRoon-Cassini et al.,
2010), and the inverse of other risk factors (Bomar2008) constitute protective factors.
Finding meaning in traumatic experiences has at&mldemonstrated to be a protective factor
(Lyons, 1991). Furthermore, the nature of thertrautself has been indicated as an important
factor that influences resiliency (de-Roon-Casstral., 2010). For example, these authors

demonstrated that trauma perpetrated by anothsopée.g. rape or sexual assault) is more
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likely to create chronic distress while accidemtalima (e.g. motor vehicle accidents) is more
often associated with resilience.

Current views of trauma trajectories, or patterhlsehaviors and functioning following
exposure to trauma, indicate that individual resgsrto traumatic incidents vary widely
amongst survivors and can even vary within an iddi& throughout the lifespan (Bonanno,
2008; de-Roon-Cassini et al., 2010; Quale & Schap@&0). The factors that promote
resilience in one area may not be generalized a@bsxperiences (Bonanno, 2008). Moreover,
protective factors are thought to vary across cetthough some commonalities have been
observed, such as the role of social support imngopFor example, “family resilience” has been
observed in Chinese cultures when individuals withe family face stressors outside of the
family system (Pan & Chan, 2007). This diversitythe manifestations of resiliency within
individuals as well as cultural systems suggesisrésilience may be more common than has
traditionally been accepted by mental health psotesls.

In the aftermath of traumatic events, it seems oaklyral to turn toward cultural beliefs
and communities for meaning and support. Tummaled(2007) observed that cultural
communities can provide trusted relationships drades] attitudes of hope that may help counter
the effects of racial oppression and violence.sBuithor described such “collective resilience”
as the “construction of coping processes withimsiqular social and political context” (p. 46).
Furthermore, research suggests that support fromyffanembers fosters resilience is a
significant protective factor against the negabuécomes of traumatic experiences (Banyard,
Williams, Siegel, & West, 2002; Hernandez, 2008Jjithin certain ethnic groups, artistic
creation and spirituality have also been shownrelp ith coping after trauma (Walters &

Simoni, 2002). Tummala-Narra (2007) suggesteddnktiral and spiritual beliefs may not only
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function as a buffer against the trauma, thesebsjistems alter the way in which survivors of
trauma present themselves, noting that individwalsin certain cultures may endure suffering
more quietly for the good of their communities.

Another protective factor against the negative egnences associated with trauma is a
strong cultural identity, which has been shownéd@kbedictive of resilience following stress
(Clauss-Ehlers, Yang, & Chen, 2006). Thereforau€s$-Ehlers and colleagues argued that
strong ties with cultural histories promotes copamgong families faced with a variety of
stressors, and cultural factors can potentiallymot@ growth and resilience for individuals from
culturally diverse backgrounds. Furthermore, cempparsonal traits may be more helpful in
some cultures than in others. For example, whalsgnal autonomy and individual achievement
might be associated with resilience in individuadigi.e. Western) cultures, Tummala-Narra
(2007) noted that these same traits would likelyibeved as liabilities in collectivistic (i.e.
Eastern) cultures where a “shared sense of satgeff, or communal mastery may be more
central to people’s resiliency in the face of strasd adversity” (p. 43).

Consistent with the aforementioned theories anglares) on culture and its potential for
promoting positive outcomes, Walters and SimonD@Q@reated an indigenous stress-coping
model, which posits that cultural identity factaxs as moderators within one’s experience of
life stressors or trauma. In their model, indinatland cultural factors, environmental context,
and identity processes are all considered inflaémtiriables affecting one’s experiences
following trauma. Thoughts and feelings regarding’s identity protect against negative
responses to traumatic events and promote psydbal@nd emotional well-being.

Specifically, Walters and Simoni (2002) stated ttia¢ extent to which one internalizes or
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externalizes attitudes toward oneself and onegjr(m. 523) is an important cultural factor
capable of bolstering self-esteem and facilitaidgptive coping.

Although cultural factors have been shown to baélyighfluential regarding resilience,
defining and measuring resilience within a cultw@htext has been problematic. Clauss-Ehlers
(2008) critiqued resilience research for its retmon assessment instruments (usually self-report
scales) that are not relevant across diverse alitontexts. This author argued that a definition
of resilience is not culturally relevant unlesagtounts not only for personal development, but
for cultural belief systems and community impactwa$i. To counter this lack of adequate
assessment and conceptualization of resiliences€lgtlers created the “Cultural Resilience
Measure.” This measure is intended to assesgduail responses to trauma among people
from various cultural backgrounds as well as thpdat of various cultural factors on coping and
resilience. Overall, the variability of protectifectors and resilient responses to trauma
indicates a need for understanding these intrisdmyeboth researchers and clinicians in order to
benefit from the implications of the research diésct above.

Posttraumatic growth. The idea that experiencing adverse events can joatgrioster
positive changes has been present throughout harstmy (Tedeschi, Calhoun, & Cann, 2007).
For example, numerous world religions contain iglédout meaning and transformational
gualities gained from suffering, including Chrisiity, Islam, Hinduism, and Judaism (Sheikh,
2008; Tedeschi et al., 2007). In the field of p@eipsychology, many cite the work of theorists
such as Victor Frankl (Tedeschi et al., 2007) aad Rogers who both went to great lengths to
describe the growth that can occur following adigi(Sheikh, 2008).

According to Tedeschi and Calhoun (2004), resemschave become more interested in

positive outcomes in response to trauma as repbgsowth following adversarial events

19



became increasingly common. In order to accounsdich growth, researchers turned to the
catastrophic perspective, which states that psypgicdl growth may occur in direct response to
emotional traumas (Tedeschi & Calhoun, 1995) thedite dramatic changes in life
circumstances (Showers & Ryff, 1996) and challandeviduals’ pre-existing understandings of
the world in which they live (Tedeschi & Calhou®02). These types of experiences lead some
people to reorganize their conceptualizations eirthiniverse and reformulate previous
assumptions in order to accommodate their expergenith trauma (Tedeschi & Calhoun,

2004). For these people, significant adverse sveart foster an increased sense of meaning,
connectedness, well-being, and spirituality (Tede&cCalhoun, 1996; 2004).

The phenomenon just described has been refertagtany names including
posttraumatic growth, stress-related growth, adreisgrowth, thriving, benefit finding,
hardiness, and optimism (Tedeschi & Calhoun, 2064)y. the purposes of this study, the term
“posttraumatic growth” (PTG) was used to descrhmedistinct response trajectory characterized
by positive psychological changes in the afternzditkignificant trauma. Researchers and
theorists have based much of their conceptualizatid® TG on the organismic valuing process,
a theory which states that human beings are imtaflg motivated to reconstruct their
phenomenological worlds in the wake of traumatiergs in a manner that is consistent with pre-
existing tendencies toward personal growth andadigaation (Joseph, Linley, & Harris, 2005).
Tedeschi and Calhoun (2004) have asserted thatyfflesof meaningful restructuring toward
growth can occur after a variety of unpleasantuenistances, which they call emotionally
“seismic.” Thus, traumatic events have been liketweearthquakes in that they challenge both
one’s physical and mental structure by shaking®oaderstandings of safety, worldviews, and

personal identity. Based on the assumptions thatrta can shake one’s core conceptualizations
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of him or herself and the world at large, and that can respond with an intrinsically motivated
drive toward rebuilding those conceptualizationa manner consistent with tendencies toward
actualization, Tedeschi and Calhoun (2004) deflR€® as “positive psychological change
experienced as a result of the struggle with highigllenging life circumstances” (p. 1).

Like resilience, PTG is considered a possible @ute trajectory of trauma. Although the
two terms have been used interchangeably, Leviak €009) argued that resilience and PTG
are two distinct trajectories, and they providetistussion which sought to clarify differences
between the two. As mentioned earlier, resiliamas described as both a set of personal
characteristics and the process of utilizing thos#s in response to traumatic circumstances that
allow one to remain relatively unaffected with nanal distress or impairment in functioning.
Conversely, PTG was described as a response patticated by initial distress and
vulnerability followed by a coping process thaimbtely leads to positive outcomes in the form
of meaning-making and more adaptive behaviors fieeet al., 2009). Thus, while resilience
represents a response pattern of minimal disrupBdi& is characterized by disruption followed
by personal growth that goes beyond a return telives

Mols and colleagues expanded on the definitionTdd Py describing the positive
psychological change in response to trauma asa@gs®f bolstering one’s self-perception,
capacity to relate to others, and ability to findaning in experiences following the trauma.
Furthermore, Tedeschi and Calhoun (1996; 2004)igeova model of PTG in which positive
changes occur in five domains: “greater appreaiatioife and changed sense of priorities;
warmer, more intimate relationships with othergr@ater sense of personal strength; recognition

of new possibilities of paths for one’s life; amgrgual development” (p. 6).
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The posttraumatic growth proces&ccording to Tedeschi and Calhoun (2004), PTG is
not the direct result of the trauma itself but @ast is the product of the individual’s struggle to
confront that trauma in a meaningful way. A mog@vided by these authors suggests that six
components following the traumatic event are resjibe for growth across the domains of
change described above. Those components inclattess following the trauma, ruminations
or recurring intrusive thoughts of the traumatiemty cognitive processing of the trauma and its
aftermath, self disclosure, turning to social suppgstems, and restructuring beliefs and
schemas related to the trauma in order to expegigrmnth. These elements in the PTG process
should not be considered linear or reflecting gestarocess (Tedeschi & Calhoun, 2004).
Instead, they represent incorporated factors thgpart the overall experience of PTG (Sheikh,
2008). Thus, the six components of the PTG prodessissed below describe one’s movement
toward growth while simultaneously experiencingiggle in the wake of trauma.

The process of PTG starts with an interruptioruimctioning and marked distress
resulting from experiencing the traumatic evenig®an, Segerstrom, Brechting, Carlson, &
Andrykowski, 2009; Tedeschi & Calhoun, 2004). Aabng to Tedeschi and Calhoun (2004),
the traumatic event which activates the growth @ssds one that challenges the way a person
views the world and functions within it. SheiklD(B) described the catalyst of Tedeschi and
Calhoun’s model fittingly: “According to this model trauma is an event that profoundly
challenges an individual’s fundamental schemasetiselgoals, as well as the ability to manage
emotional distress, and profoundly affects thaiviaial’s life narrative” (p. 87).

This challenging disruption of the individual’'s grauma way of being in the world
initially presents as general ruminations of tlaitnatic event, which is considered the second

component of the PTG process (Salsman et al., Z08kh, 2008; Tedeschi & Calhoun, 2004).
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Ruminations or ruminative thoughts have been reteto as a type of conscious thoughts that
revolve around a common theme and repeatedly adthiout environmental demands which
require such thoughts (Martin & Tesser, 1996). PA& process model suggests that
ruminative thoughts following a traumatic eventofstem from the victim’s attempts to
reconcile the incongruity between their preexissngemas and the unfathomable traumatic
event (Tedeschi & Calhoun, 2004). These recurretiyysive thoughts have been described as
the individual’s initial intrapsychic attempts t@wk though the trauma (Salsman et al., 2009;
Tedeschi & Calhoun, 2004). Although ruminationswithe traumatic event are often
associated with PTSD, they also seem to contritaute@gnitive processing, which can lead to
PTG through meaning making and an integrated utatedsg of the traumatic event and
cognitive schemas (Salsman et al., 2009).

Cognitive processing, the third element of the RF&ess, was described by Tedeschi
and Calhoun (2004) as an important progression fromnations, which consists of intrusive,
recurring thoughts, to actually working though citigns regarding the trauma. They suggested
that cognitive processing results from repeatedsupe to thoughts related to the traumatic
experience. In contrast to ruminations, whichggally associated with distress, cognitive
processing is thought to foster adaptive thinkimat tallows the effected individual to cope with
the psychological challenges resulting from tharra (Salsman et al., 2009). Furthermore,
while people who ruminate about their traumaticezignce tend to focus on prior goals that
they believe were made unattainable because dfghma (Martin & Tesser, 1996), those in the
cognitive processing stage begin to release I¢asmable goals and move on to develop adaptive
and realistic goals for themselves (Tedeschi & Gath 2004). Sheikh (2008) argued that

cognitive processing is a crucial element of th&RFocess because it allows the individual to
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manage thoughts about the trauma and mold thesesgfithe traumatic experience into a more
adaptive worldview. Thus, cognitive processingdos an adapted understanding of the trauma
that is integrated into the way in which one vidts world and functions within it (Tedeschi et
al., 2007).

As the individual who has experienced trauma comto process the event, he or she
may move into the fourth element of the PTG procesk-disclosure. At this point, the
individual moves from internally processing theutraatic experience to expressing his or her
sense of the trauma, in either verbal or writtemfan order to achieve a degree of relief
through cathartic expression (Sheikh, 2008). Tedemnd Calhoun (2004) suggested that there
is insufficient evidence as to whether written erbal self-disclosure is more beneficial, but
both seem to aid with cognitive processing. Addi#lly, self-disclosure to supportive others
may provide the individual the opportunity to gaew perspectives that might be incorporated
into the constructed view of the trauma and thddvat large (Tedeschi & Calhoun, 2004). In
this manner, self-disclosure and novel perspectia@sed from such disclosure seem to facilitate
the individual’'s reconstruction of his or her perabnarrative (Sheikh, 2008). Therefore,
disclosure not only allows for the cathartic exgres of cognitive processes, it provides the
opportunity for empathic understanding from on@sial support network.

Closely related to self-disclosure, turning to absupport systems is the fifth component
of the PTG process. While Tedeschi and Calhou4pP8uggested that social support is often
an important element in the PTG experience, theg tiat the quality and stability of the
individual’'s social support system affects the akte which the individual experiences much
needed empathic understanding from that supporsyand the individual’s likelihood of

sharing feelings related to the trauma. Sheikl@82@choed this sentiment by arguing that both
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seeking social support as a coping strategy asasedlibjective satisfaction with such supports
are vital elements associated with PTG. Nolen-ldegia and Davis (1999) found that people
with ruminative coping styles often seek socialmrpand experience less depressive symptoms
because of that support, despite initial discomigrén discussing their traumatic experiences.
Thus, effective supportive social networks seempravide those who have experienced

traumatic circumstances a space in which they gpareence cathartic self-disclosure and verbal
processing of the trauma in the presence of an gncpather.

Lastly, the individual organizes and integratesaheve elements in a manner that helps
him or her conceptualize growth and reduce stré&ssleschi and Calhoun (2004) described the
final piece of their PTG process model as occurwhgn the individual explores opportunities
for new schemas and an adjusted self narrativeileWshould be stressed that those
experiencing significant PTG may still concurrerfdgl some lingering distress associated with
the trauma, Sheikh (2008) posited that this distoas further facilitate growth through
continued cognitive processing of the trauma. TRUSS is not considered to be a linear
experience but rather an “ongoing and interactpr@tess (Tedeschi & Calhoun, 2004, p. 12).

Outcomes of posttraumatic growtAs mentioned earlier, PTG is associated with
reorganization of one’s priorities and values, ioyad interpersonal relationships, positive
changes in one’s self-perception, openness to iewxperiences, and spiritual growth
(Tedeschi & Calhoun, 1996; 2004). As these changesr, those who experience PTG are
likely to move toward psychological and physicallvixeing. A recent meta-analysis conducted
by Sawyer, Ayers, and Field (2010) examined PT@arh concerning cancer and HIV/AIDS.

This analysis sought to explore the relationshigvben PTG and well-being among adults with
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medical illnesses that seriously threaten physntabrity. Their analysis suggested that several
moderators impact the interactions of criticales, PTG, and well-being.

This meta-analysis included 38 studies on PTG paghulations of adults diagnosed with
HIV/AIDS or cancer (Sawyer et al., 2010). Manytloéses studies used the Posttraumatic
Growth Inventory (PTGI; Tedeschi & Calhoun, 199 )1teasure perceived benefits associates
with PTG. Sawyer et al. (2010) concluded in tlasalysis that PTG following diagnosis of
cancer and HIV/AIDS is correlated with improvemeint®oth mental health and physical
health. Additionally, their analysis identifiedveeal moderators of PTG and critical iliness.
These included amount of time since diagnosis, age ethnicity. Specifically, there was an
increased likelihood of younger adults reportingipee mental health and PTG, and older
adults reported more symptoms of negative menttihe Non-white samples were also found
to be more likely to report PTG, positive mentadltie, and improved physical health than
predominantly Caucasian samples, which reportect megative mental health (Sawyer et al.,
2010). These researchers also found that genderodiseem to be a moderator in the
relationship between the outcomes of PTG and seiimess as suggested by earlier research.
Sawyer and colleagues (2010) argued that theiysisgbrovided important implications for
future PTG research and suggested that the fielddaidkely benefit from future longitudinal
research.

In a related study, Mols, Vingerhoets, Coebergh,\aan de Poll-Franse (2009) used a
non-experimental correlational approach to exarthnee variables common to the experience of
receiving a diagnosis of breast cancer and liviitg that knowledge. These variables included
well-being, PTG, and benefit finding; each was id&red a separate construct and analyzed

accordingly. Their study used multiple self-repmgasures, such as the PTGI, to examine
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relationships among their three variables of irdevath a random sample of women in the
Netherlands who had survived breast cancer foy¢ans. The results from this study indicated
that women who had survived breast cancer and redalisease free for a ten year period
generally demonstrated benefit finding. Moreotieose who exhibited high levels of life
satisfaction frequently experienced PTG. Molslet2909) concluded that long-term breast
cancer survivors generally attribute some posiiveeomes to their experience with cancer.
These researchers also found PTG to be positivehglated with the emotional intensity of the
cancer experience, perceived threat to life or gaymtegrity, opportunities to discuss the
breast cancer experience with others, communicatittnother cancer survivors, supportive
partners, effective coping strategies, socioecon@taitus, and the amount of time since the
initial diagnosis. Though Mols and colleagues aythat their findings are generalizable to
broad populations and generally consistent witlstedg PTG research, most of which was
conducted in the U.S., it remains unclear how a@gple these results from the Netherlands are
to more global populations.

Although the studies described above are concespecifically with medically-related
traumas, similar outcomes have been observed dnestwith participants who have experienced
other forms of trauma. For example, a recent shydiobfoll et al. (2009) examined the
response trajectories of people who had experieangding difficulties associated with war and
terrorism. While these researchers used diffde¥ntinology to describe response trajectories
than were used in the studies discussed above fithaings suggested the presence of similar
response patterns in the wake of trauma. Speltyfithey found that chronic distress as well as
resilience and PTG were common responses to avidodi’'s experience with trauma. Similar

response patterns across a variety of types amn@asuch as sexual assault (Frazier & Berman,
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2008), physical abuse (Grubaugh & Resick, 2007),raadical trauma (Sawyer et al., 2010;
Leung et al., 2012), suggest that PTG and theipesiutcomes associated with such growth
may be more common among survivors of a rangeaahtatic experiences than was once
thought.

Summary. As described in this section, a variety of perspestexist concerning the
definition and trajectories of trauma. While magople suffer from various negative symptoms
in the aftermath of trauma, others remain resil@rgven achieve personal growth.
Furthermore, one’s reaction to trauma appears tadidy influenced by cultural variables. As
described earlier, cultural variables have beemvalto mediate posttraumatic trajectories, and
cultural beliefs, practices, and identification dbeen shown to be protective factors against
negative responses to trauma. This author hopesthetter understanding of cultural
influences on positive responses to trauma mighlitite additional growth. The assumption
that this knowledge of cultural influences on growtay contribute to promoting such growth is
consistent with much of the research describetdigmsection, which suggests that cultural
beliefs, values, and backgrounds shape one’s ogacto traumatic experiences. One theory for
understanding the function of cultural worldvievesasawhole and in the context of serious
trauma is Terror Management Theory (TMT). TMT pd®s the main framework for this study
and is discussed in detail next.

Terror Management Theory

In discussing the beginning formulation of Terkdanagement Theory (TMT), Solomon,
Greenberg, and Pyszczynski (2004) acknowledgedhkstwere influenced by the writings of
existentialist authors such as Ernest Becker. fétieders of TMT sought to integrate multiple

fields of philosophy and psychology to develop eotty that would help explain core human
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functioning across a variety of situations. Tothlis, they focused on what they considered to be
the most basic, universal fear: the fear of deatonexistence. In the theory’s infancy, these
authors’ ideas were rejected by the scientific camity for being overly abstract and idealistic.
After more than twenty years of research on thengimenon, TMT has become widely
accepted in social psychology with hundreds ofisgidupporting this theory (Burke et al.,
2010). This section provides a brief descriptib@®T including discussion of relevant
structures within the framework followed by diffatanodes of assessing TMT and cultural
considerations.

Brief description of TMT. According to the tenets of TMT, humans have evointal
cultural beings who developed mechanisms to matiegterror associated with the knowledge
that they will eventually die (Solomon et al., 2D0Z he evolved characteristic of self-awareness
has led to the presumably unique human knowledg@e®s eventual demise. This knowledge
provides a constant fear of death, which is mandgedigh faith in cultural worldviews, such as
religion, nationality, and political affiliation,savell as through self-esteem. According to the
founders of TMT, self-esteem is derived from thiedbe¢hat one is adhering to the values and
standards of significant cultural worldviews (Solmmet al., 2004). By investing in relevant
cultural worldviews, one is able to construe théa&® part of a meaningful universe
(Pyszczynski et al., 1999), which allows the indual to become part of something greater than
the self that will outlast his or her earthly egiste. Put differently by Hayes, Schimel, Arndt,
and Faucher (2010), “Whereas the life of an indisidnay be short and fleeting, cultures and
nations can endure” (p. 700).

Worldviews. As noted by Koltko-Rivera (2004), TMT offers veritle in terms of

defining cultural worldview as a construct. Instehis theory describes why these worldviews
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are needed. This can be problematic for studiesating to measure a range of worldviews
simultaneously because an operational definitiowfarldviews in general does not exist.
Instead, theorists have provided broad, concepiefatitions for worldviews. The
following definitions are examples of this typetb&oretical understanding of worldviews; one
from a TMT perspective and the other from an edestandpoint. First, Pyszczynski et al.
(1999) offered the following definition of a culalworldview, which has been used in guiding
the theoretical development of TMT:
A humanly constructed symbolic conception of rgaliat imbues life with order,
permanence, and stability; a set of standards gifrehich individuals can attain a sense
of personal value; and some hope of either litgiaflisymbolically transcending death
for those who live up to these standards of vgjpie335)
Second, in order to assist theorists, researchlests, and clinicians in their conceptualization
of the concept of worldviews, Koltko-Rivera (20@#ew upon multiple fields of study including
philosophy, anthropology, psychoanalysis, philogopihpsychology, social psychology, and
multicultural counseling. He built off the conceif other noteworthy theorists, such as Freud’s
Weltanschauung, Jung’s notion that worldviews catabgely unconscious and culturally
transmitted, and Nietzsche’s recognition that waddis are informed by a sense of existential
purpose. The author offered the following defontiof a worldview:
A worldview (or “world view”) is a set of assumptie about physical and social reality
that may have powerful effects on cognition andavedr... Worldviews are sets of
beliefs and assumptions that describe reality.iv&rgworldview encompasses

assumptions about a heterogeneous variety of tapidsding human nature, the
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meaning of life, and the composition of the uniedtself, to name but a few issues. (p.

3)

Thus, Koltko-Rivera considers worldviews to inclugastential beliefs, evaluative beliefs, and
prescriptive and proscriptive beliefs, or valuéte argued that the worldview construct is useful
for understanding the variance in human behaviat ithyet unexplained by experimental
manipulations.

Although these definitions are aimed at helpinggbebetter understand this abstract
construct, they remain very broad and do not couate much to the operationalization of
worldviews for the purpose of psychological reskarinstead, the majority of TMT research
has identified specific cultural worldviews assunedbe relevant to the participants and tested
the effects of experimental manipulations on theysecific worldviews (Burke et al., 2010).
Worldviews targeted in previous research range freligious, nationalistic, political, and ethnic
identification to faith in one’s university or fante sports team (Burke et al., 2010).

Vail et al. (2010) suggested that religion is dipalarly well-suited worldview within
the TMT perspective. The authors argued thatimlgbeliefs are especially useful in
mitigating the anxiety caused by thoughts of désttause religions are all encompassing, rely
on concepts that are not easily disconfirmed, ally promise literal immortality. They went
on to suggest that while religions frequently ofiditeral immortality in the form of Heaven or a
similar afterlife, the religious community also @f$ symbolic immortality by allowing followers
to attach to a worldview that will outlast the picgs self. From a TMT perspective, both literal
and symbolic immortality serve the function of demythat death entails complete non-
existence (Vail et al., 2010). Just as other waelds do, religion serves to imbue people’s lives

with meaning, which provides protection from thegutial fear of mortality (Pyszczynski et al.,
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1999; Vail et al., 2010). The authors suggestatrtligion’s particularly powerful method of
terror management is reflected in previous resetirahindicates that people committed to
specific religions tend to live longer and be bettdjusted psychologically (e.g., Pargament,
1997; Smith, McCullough, & Poll, 2003). Of courseligion is just one of many worldviews
used for terror management functions, and resea tia@e tested the effects of death related
cognitions on a variety of worldviews.

Dual-process model of TMT. Because faith in cultural worldviews does not neaaly
defend against the terror associated with deaghlagical, practical manner, TMT theorists have
proposed a dual-process model of TMT, which incduldleth conscious and unconscious
cognitive processes (Arndt, Cook, & Routledge, 200dt, Greenberg, & Cook, 2002;
Pyszczynski et al., 1999). According to this modeke a person has conscious thoughts of
death, he or she uses proximal defenses to mahagmxiety resulting from those thoughts.
Proximal defenses are rational means of dealinlg @ahscious thoughts of death at the level
those thoughts are construed (Pyszczynski et39)1 These defenses might include pushing
thoughts out of awareness, rationalization, dearad, considering thoughts of death as only
relevant in the distant future. The function abximal defenses is to suppress anxiety until
thoughts of death are out of conscious awarengsz¢Rynski et al., 1999).

After the proximal defenses have served their aol@ thoughts of death are no longer
conscious, the proximal defenses subside and ihareincrease the accessibility of death
related thoughts at an unconscious level. Thisdgoint in which distal terror management
defenses are utilized (Arndt et al., 2004; Arndalet2002; Pyszczynski et al., 1999). Distal
defenses include investment in and defense ofr@llvorldviews and self-esteem bolstering.

These defenses serve to decrease death-thoughsidiy and manage the terror associated
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with these thoughts as described earlier (Pyszézghal., 1999). These distal defenses are the
primary concern of TMT researchers because of thaotion of coping with such an
overwhelming existential concern. As Pyszczynslkile(1999) wrote, “Attacking the problem

of death at a level in the hierarchy that is diatad remote from the actual physical reality of
death may well be the only way to deal with somegtihat the individual knows is absolutely
certain to happen” (p. 839).

Researchers such as Arndt et al. (2002) have usszgbes from cognitive psychology
literature to test the dual-process model. Thesieoas suggested that distal defenses are
effective because associative pairing has linkdiial worldviews with thoughts of death.
Therefore, death related thoughts activate worldsithat function to quell the anxiety created
by these thoughts. If distal defenses such asased faith in cultural worldviews are the result
of unconscious processes, the defenses should teeancessible once thoughts of death have
faded out of conscious awareness.

The TMT research supports the dual-process madleheta-analysis conducted by
Burke et al. (2010) showed that studies which wsgscious mortality salience (MS)
manipulations, such as answering essay questiang dbath, had an increased effects size if
there was a delay between the MS manipulation lmadiépendent measure (mortality salience
research methodology is described in more detdierfollowing section). These studies used
neutral tasks such as word searches or filler qpresires to allow death thoughts to fade from
conscious awareness but remain easily accesdtbiehermore, the effects size increased
between studies as the number of tasks betwedvi$harime and the dependent measure
increased from one to three tasks. No delays nweeded for studies which used subliminal MS

manipulations. These results support the dualgg®model in that they suggest that as the
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proximal defenses subside, death-thought accasgibitreases, which leads to an increased
need for distal terror management defenses.

There is still contradictory evidence regarding thiee MS leads to investment in cultural
worldviews when there is not a delay used beforasmement. Burke et al. (2010) seem to
suggest that there is an effect on worldview atiovawhen no delay is used, but the effect is
greater as the delay increases. This suggestththptoximal and distal defenses may not be as
mutually exclusive as terror management theorsierd Regarding practical application of this
theory, the inconsistencies in the TMT research begroblematic because it is unclear
whether distal defenses can be used to dispeltgrstiertly after clinical discussions of
traumatic events or whether a delay is requiresttoeve anxiety reduction. Nonetheless, it is
clear that distal terror management defenses adeademore after thoughts of death have
subsided from immediate consciousness.

Assessing Terror Management Theory.

Mortality salience hypothesis. The most common method of testing the notions qul f
by TMT is by assessing the mortality salience (M®)othesis (Burke et al., 2010). The MS
hypothesis posits that if one is reminded of hik@rown mortality, death related anxiety and
the need for faith in cultural worldviews should@lease accordingly (Pyszczynski et al., 1999).
Burke et al. (2010) conducted a large meta-anabfsissearch from the past two decades
regarding the MS hypothesis. According to thesb@s, 83% of the studies testing TMT
involved directly testing the MS hypothesis. Tsitigdy, which was the first large scale meta-
analysis of TMT, included 164 journal articles withhi7 experiments. This review suggested that

the effects of MS manipulations are robust. Thia@ns note that the “magnitude of the effect
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was r = .35, which attained the top quartile oef§ for psychology in general and th&'80
percentile for theories in personality and socglghology” (p. 185).

When testing the MS hypothesis, researchers hagtaisariety of methods to
manipulate MS by priming participants with ideas@erning death. The most common method
for manipulating MS is to have the participantsteva short essay describing their thoughts of
death (Burke et al., 2010). Other methods inchéng the participants watch gory film clips,
flashing subliminal death related words on a sgraad conducting an experiment in front of a
funeral parlor (Burke et al., 2010).

Research has shown that participants in the expetahgroup, who have been primed
for MS, are more likely than participants in theattol group to defend their cultural worldviews
(Pyszczynski et al., 1999). Participants’ defenfstheir worldviews has manifested in multiple
ways, including positive evaluations of people aeils that affirm their worldviews as well as
negative evaluations of those that threaten thertdviews (Pyszczynski et al., 1999).
Unfortunately, these negative evaluations can ta&dorm of aggression toward those who
threaten one’s beliefs. For example, when paditip were allowed to decide how much hot
sauce a person who openly disagreed with the paatits’ political values would have to
consume, those primed with a MS manipulation regliihe target to consume more hot sauce
than controls (McGregor et al., 1998).

Death-thought accessibility. Unlike manipulation of MS in order to induce thotsbf
death to test their effects on attitudes and behnsyvother methods of assessing TMT focus on
measuring the thoughts of death themselves. Tat#se methods, known as death-thought
accessibility (DTA) research, were reviewed in ddtya Hayes and colleagues (2010). Their

review included research from over 90 empiricatiss in the past two decades. These authors
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described a marked increase in the measurememMofprinciples by means of measuring the
accessibility of death-related thoughts since tiception of TMT. This increasing amount of
DTA research was credited as largely responsibléh distinguishing between proximal and
distal defenses as described in the dual-procedglmend these authors praised DTA studies for
contributing to the “growth and refinement of theary” (p. 717).

According to Hayes et al. (2010), this type of eesh is largely based on the DTA
concept that while proximal defenses may suppressghts of death to an unconscious level,
these thoughts become “hyperaccessible” shorthe#iter and thus capable of easily finding
their way back to the conscious mind. ThereforEADesearch aims to measure these thoughts
that are assumed to be readily accessible to hegbtanto consciousness. Hayes et al. (2010)
offered the following definition of DTA assessmeritadirect testing procedures designed to
enable inferences about the level of activatiodesth thoughts” (p. 699). These authors
described the DTA research as having used a varfggchniques borrowed from cognitive
psychology based on the notion that unconsciougahprocessing can be inferred from
responses to unrelated tasks.

Greenberg, Pyszczynski, Solomon, Simon, and BrE2@4() began measuring DTA with
ambiguous word fragments. Specifically, they endeeldsix word fragments which could be
completed with a death-related word or a non-degltited word among a list of other word
fragments. They found that when mortality was msaleent, participants completed more word
fragments as death-related words following a stieldy. This research provided a starting point
for DTA research within the TMT literature, and thesst majority of DTA research has followed

Greenberg et al. (1994) in using word-fragment detign tasks to measure DTA (Hayes et al.,
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2010). Another method used for measuring DTA ,dakdecision tasks, will be described later
as it applies to a relevant study.

In their review of DTA literature, Hayes et al. (AI) divided DTA studies into four
broad categories: mortality salience DTA studiesth-association DTA studies, anxiety-buffer
threat DTA studies, and dispositional DTA studi&ach of these categories is discussed in turn
below.

Mortality salience DTA research-ayes et al. (2010) described mortality salienc&DT
research as those studies which demonstrate thet effmortality salience (MS) on the
accessibility of thoughts relating to death. Like Greenberg et al. (1994) research just
described, other studies have shown that MS ineseB3 A, such as Arndt, Greenberg,
Solomon, Pyszczynski, and Simon (1997), who dematest that subliminally priming for MS
led to an increase in DTA without a delay betwees piming and DTA measurement. In this
study, the usual delay between MS priming and nreasent of the dependent variable was
assumed to be unnecessary since thoughts of deatiotcheed to be removed from
consciousness via proximal defenses because stitsieninal manipulation.

Other studies suggested that bolstering self-estefammon-Jones et al., 1997) and
affirming valued cultural worldviews (Jonas & Figeth2006) prior to the MS manipulation
eliminated the effect of increased DTA after the M&nipulation. This elimination of the
effects of MS manipulation was interpreted to berésult of temporarily strengthening self-
esteem and cultural worldviews as terror managehefienses against the anxiety caused by
thoughts of death. This research provided additisapport for the TMT contention that self-
esteem and worldviews effectively manage deathea@élanxiety. Moreover, based on the

reasoning that distal defenses should eliminatsdece of anxiety (underlying thoughts of
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death), researchers have found that providingqpatnts the opportunity to defend cultural
worldviews (Arndt et al., 1997) and make self-segvattributions to build self-esteem
(Mikulincer & Florian, 2002) decreased levels of ®ielative to participants who were not
provided with such opportunities.

Death-association DTA researcBased on the concept that activation of certain
thoughts can spread to related thoughts by asswtiakeath-association research have suggested
that thoughts of death are more accessible in nsgpt thinking about topics associated with
death (Hayes et al., 2010). In their review of Die&earch, Hayes et al. (2010) divided the
death-association studies into two basic categahese that test direct death-associations and
those that test indirect death-associations. Dassociations are those topics that are so
strongly related to death that thinking about thegpécs often elicits thoughts of death. Studies
have shown that thinking about such topics leadfh&mges in DTA similar to those found in the
MS studies. These topics have included cancerdiA@ook, Goldenberg, & Cox, 2007;
Goldenberg, Arndt, Hart, & Routledge, 2008), rislghaviors such as unprotected sex
(Taubman-Ben-Ari, 2004) and unsafe driving (Jessdipery, Rutter, & Garrod, 2008), and
terrorism, war, or violent conflicts (Landau et &004; Vail, Arndt, Motyl, & Pyszczynski,
2012).

Indirect death-associations are those that areolegsusly connected to death but still
lead to increases in DTA, presumably because af shibtle associations to death (Hayes et al.,
2010). For example, observing the human bodydrage (Martens, Greenberg, Schimel, &
Landau, 2004) and thinking about people with digas (Hirschberger, Florian, & Mikulincer,
2005) were assumed to highlight human “creatursshand frailty, and have both been shown

to increase DTA. Another indirect death-assocratitudy showed that thinking about the
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meaning of life, which was assumed to require aretstanding of its finality, led to higher
levels of DTA (Taubman-Ben-Ari, 2004). This bodyresearch suggests that a variety of
human experiences may elicit thoughts of death¢hvim turn may call upon terror management
defense systems such as worldview defense.

Anxiety-buffer threat DTA researcii.he TMT position that certain culturally
constructed beliefs serve the function of reduth®eganxiety caused by thoughts of death, and
threatening those protective beliefs should makdé soughts more readily available, is the
basis for studies which measure the effects ofeysbuffer threats on DTA (Hayes et al., 2010).
These studies have suggested that threateninglaudunal’s cultural worldviews, which are
assumed to buffer the anxiety caused by unconstimughts of death, should lead to an
increase in DTA because those worldviews beconsedfsctive in managing thoughts of death.
Furthermore, bolstering terror managing beliefsusthoeduce DTA by strengthening the
mechanisms which effectively manage thoughts ofrde@error management researchers have
supported these hypotheses by demonstrating tiegttéming cultural worldviews such as
nationality (Schimel, Hayes, Williams, & Jahrig,®0 and religious beliefs (Friedman and
Rholes, 2007; Schimel et al., 2007) led to increasdTA. Similarly, threatening self-esteem
was also shown to increase DTA (Hayes, Schimelgliren) & Williams, 2008). Also, related
research has demonstrated that having particidims important personal values (Hayes et
al., 2008) or providing the participants with argants against those that threaten their
worldviews (Schimel et al., 2007) eliminates thieefs of self-esteem threat on DTA.

Providing additional support for the anxiety-buffereat research, Schimel et al. (2007)
found that the effects of worldview threats on DWAre not due to a general increase in the

accessibility of negative thoughts. In their stu@gnadian participants were shown either an
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anti-Canadian or an anti-Australian website. Aft@d, the participants’ reaction times were
measured on a lexical decision task. The group dwbexperienced a worldview threat by
viewing anti-Canadian websites showed faster reat¢imes to death-related words but not to
negative words in general. These results suggésatdhoughts of death are more readily
accessible after a worldview threat, which is ki be the result of the diminished ability of
the threatened worldview to provide an effectivefdruagainst thoughts of death rather than an
increase in the accessibility of negative thoughtgeneral.

Dispositional DTA researchThe final category of DTA research, dispositioDalA
research, has measured predicted relationshipsebetihaseline levels of DTA and terror
management defensiveness (Hayes et al., 2010)exaonple, Friedman and Rholes (2009)
reasoned that people with highly fundamentalisgi@lis beliefs should have strong anxiety
reducing belief systems in place to reduce thessilo#ity of thoughts of death. In support of
this hypothesis, their study showed that peoplé wighly fundamentalist religious beliefs
tended to have lower levels of DTA. Similarly, heg levels of DTA have been found to be
associated with indicators of poor psychologicallaweing such as decreased perceptions of
meaning in one’s life (Routledge et al., 2010).

Hayes et al. (2010) argued that these studies whi&asured naturally occurring DTA
rather than experimentally manipulated DTA, prowd@port for TMT as it applies outside of
research settings. Similarly, Hayes and colleag2@%0) suggested that all four types of DTA
studies have moved TMT in an important directiorpbyviding a framework for measuring the
tenets of TMT without being restricted to experit@dy manipulating thoughts of death as in
the mortality salience research described earlBgrmeasuring the accessibility of thoughts of

death instead of manipulating those thoughts, ThBearchers have added additional support for
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the notion that thoughts of death are directly oesjble for terror management defenses, instead
of simply a byproduct of other motivation systersssame critics have argued (more on these
critiques will be provided later in this chapteihus, DTA research has provided needed
support for the dual-process model as well as TBI& ahole, and by reducing TMT'’s reliance
on experimental manipulations of mortality saliendayes et al. (2010) wrote that this research
“showcases the relevance of these processes ferierpes that people encounter as they
navigate the daily affairs of life” (p. 711). $tihese authors contended that more research is
needed which examines dispositional DTA in respaaseute life circumstances such as
serious illness or exposure to trauma.

Cultural considerations. Terror management theory (TMT) attempts to desaibe
human phenomenon, and evidence suggests thapplgable across multiple cultures.
Landau, Solomon, Pyszczynski, and Greenberg (200tg that over 300 separate experiments
provide empirical support for TMT in at least 151atries including Japan (Heine, Harihara, &
Niiya, 2002), Iran (Pyszczynski et al., 2006), #&imbriginal Australia (Halloran & Kashima,
2004). Hein et al. (2002) demonstrated that sarrert management effects can be generalized
to Japan by replicating past TMT research. Thesuits showed that Japanese participants, like
previous Western participants, were more likelgefend their nationality after primed with MS
conditions. Pyszczynski et al. (2006) demonstrgtaticollege students in Iran who were
reminded of their mortality showed more supportrf@artyrdom attacks on the United States
than those students in the control condition. fEsellts from research with Aboriginal
Australians indicated that participants were mikely to validate ingroup worldviews and

reject outgroup values after MS priming, and thelewews that were validated depended on
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whether traditional Aboriginal social identities@ntemporary Australian social identities were
made salient (Halloran & Kashima, 2004).

Despite similarities across cultures, it is essgmbd remember that much of TMT is built
on the premise that people have adapted to thdadrthreat of annihilation by attending to the
worldviews that are relevant within individual auks. The cultures themselves create, define,
and mold various aspects of a person’s worldviewgs\ase versa. Thus, the worldviews of
central value to any given individual are those eddzd in the milieu of the culture in which he
or she lives. TMT stresses the significance ofutal consideration, which one might argue is a
cornerstone of the theory. As Salzman (2011) wrdtés culture, then, that offers the anxiety-
prone human creature the possibility of the hetir@icscendence of our existential dilemma of
our big-brained awareness of our precarious exastand certain annihilation” (p. 177).

Furthermore, as Burke et al. (2010) noted, TMT aede shows individual variability in
worldview defense based on cultural influencest éxample, researchers have shown that
mortality salience (MS) leads to a change in dgvehavior only for those who have deemed
driving ability to be culturally valued. (Ben-Aiflorian, & Mikulincer, 1999).

Arndt et al. (2002) highlighted the importance oftaral variability in a series of
experiments designed to assess gender differem@g®ntaneous worldview activation after MS
primes. These researchers conducted seven sepaudites with American college students
(other demographic information was not providedetst the hypothesis that thoughts related to
death should activate worldviews that are mostreétd the individual and bolster self-esteem.
They noted that previous TMT research had direpteticipants to defend specific cultural
worldviews with measures such as questionnairestaboridview attitudes or using a

confederate to directly challenge the participamstidviews.
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In contrast to these previous studies, Arndt ei28l02) designed experiments to test the
natural, spontaneous sequence of worldview actimatnder MS conditions. More specifically,
they presumed that American males were more likeegupport nationalistic values than their
female counterparts, and American females were i@y to support romantic worldviews
than the males. After priming for MS, the expenntsemeasured participants’ responses to word
fragments which could be filled in to make a nelutrard or one related to a worldview
construct, suchas F _ G, which could be “FLAG"FEROG,” or _OVER, which could be
“LOVER” or “COVER.” The results indicated that neal were more likely to be spontaneously
activate nationalistic worldviews than females &mdales were more likely to activate romantic
worldviews than males after mortality had been neadent. These gender differences highlight
the notion that individuals are flexible with reddo the worldviews that are used to manage the
terror associated with death, and individuals aoeenfikely to utilize worldviews that have
become central to their value structure as inflednay their cultural surroundings (Arndt et al.,
2002).

Some limitations of this set of experiments werespnt, including that gender
differences were attributed to culturally createdns within America, but the authors did not
discuss variability between cultures in AmericairtRermore, the authors’ descriptions of the
participants included that they were male and fercallege students, but failed to account for
other cultural variables such as race, ethnicitg, geographical background. Despite its
shortcomings, this article demonstrates that thedvews most likely to be accessible to an
individual are culturally influenced.

Although this set of experiments represents onengkaof cultural variability in regard

to the effects of MS, TMT was essentially builttbe notion that people adhere to those

43



worldviews that have been culturally validated. é&aiingly, one might argue that every study
showing the effects of MS on worldview promotiorstzcounted for cultural considerations.
For once it has been acknowledged that culturadidenations are imbued in the theory, one
assumes that cultural variability is inevitableor Example, Maheswaran and Agrawal (2004)
argued that the effects of MS on consumerist bemgaghould differ between people from
individualist and collectivist countries becausetad differences in cultural values placed on
material success. These sorts of assumptionsade possible by the understanding that
cultural implications are deeply embedded in TMAIthough not all of the TMT researchers
explicitly address cultural differences in theirnkothe theory itself is based on the assumption
that culture shapes those worldviews that peoplettuin order to manage existential terror.
Therefore, sensitivity to individual and culturafluence is paramount for promoting post-
traumatic growth from a TMT perspective.

Critique of terror management theory. Despite ample research supporting the tenets
of TMT as described earlier, there are still tha$® disagree with many of the pillars of this
theory and argue strongly for reconsidering thelicagions of its research. While most critics
acknowledge the impressive collection of findingsupport of TMT that researchers have
amassed, they still argue for alternative thecaktpproaches. In the sections below,
discussions of the major arguments against TMTpeseided. These include arguments by
some evolutionary psychologists who feel that TMiE misused evolutionary theory, by
theorists who disagree with the meta-theoreticpl@gch of TMT, and by theorists who critique
TMT’s reliance on cognitive defenses against theahof mortality.

TMT from an evolutionary perspective. Among those who criticize TMT are

evolutionary psychology researchers who have arthegderror management theorists have
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made misguided attempts at adding evolutionarypeets/es to their theory post-hoc in order to
add credibility (Kirkpatrick & Navarrete, 2006; Navete & Fessler, 2005). While these authors
commended TMT researchers for their impressivef@atof empirical studies providing
evidence for the theory, they targeted the evahatip assumptions on which the theory is based.
Specifically, these authors argued against theatetdassumption that humans have a general
instinct for survival, which TMT claims is the meatism for producing the terror associated
with death. Instead, they contended that motivafiow survival is situation specific, and is
merely a byproduct of an evolved motivation forrogfuction. As Kirkpatrick and Navarrete
(2006) stated, “Survival matters only to the extéat it leads to success in generating replicable
information” (p. 289).

Some evolutionary psychology researchers (Kirkpkt€ Navarrete, 2006; Navarrete &
Fessler, 2005) have also argued that terror managiesystems as described in the literature are
far too complex to have evolved for the purposallgviating anxiety. Instead, these authors
suggested that if having less anxiety was an agaptait, humans would have simply evolved
into organisms with less anxiety. Furthermora@nikiety serves the function of promoting
survival by avoiding situations which increase likelihood of death as TMT suggests, an
evolved system of managing this anxiety would undee its value and function. These authors
concluded that the empirically demonstrated temanagement strategies of worldview defense
and self-esteem are simply by-products of a muciplgr evolutionarily based theoretical
model.

They proposed an alternative “coalitional psychglbgvhich asserts that people are
motivated to align with others in order to bené&fiim coalition with ingroups. These benefits

include warding off predators, gathering food, kegmliseased outgroup members away from
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the ingroup, and access to reproductive partnéngse authors claimed that the terror
management defenses found in other studies coubetber accounted for by an underlying
motivation toward aligning with others rather tradleviating fears of death. To support these
claims, these researchers conducted six studibge id.S. and Costa Rica, which demonstrated
that participants defended nationalistic worldviews variety of situations, many of which did
not prime for MS, such as theft of personal beloggj social isolation, or soliciting aid from
others for a cooperative task (Navarrete & Fes2@05; Navarrete, Kurzban, Fessler, &
Kirkpatrick, 2004).

In a response to Navarrete and Fessler (2005),diaadd colleagues (2007) defended
the compatibility of TMT and evolutionary psychologThey criticized Navarrete and Fessler
(2005) for their shallow interpretation of a breefbset of the TMT literature and an inadequate
presentation of the substantial evidence suppofiMg. Regarding the argument of a survival
instinct, Landau et al. (2007) recalled that thdieawork in TMT acknowledged that the need
for self-preservation was ultimately in the serviégyenetic reproduction. They contended that
conceptualizing a drive for survival as an adaptatf a need to pass on genes does not alter the
theory, and they maintained that humans have arglgm®clivity toward avoiding death and
staying alive. They asserted that “it is uncongrsial to assume that with few interesting
exceptions, organisms are predisposed to apprbauaystthat facilitate continued existence and
to avoid things that would likely cut life short).(487).

Landau et al. (2007) also argued that the contertidNavarrete and Fessler (2005) that
evolved terror management defenses would be connii¢ive to the adaptive function of
anxiety is based on a conflating of fear over inthpeg threats and fear about non-imminent

threats. Therefore, anxiety is considered by Thlibe adaptive for avoiding death, but this
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anxiety needs to be managed when death is notmedmte concern. These authors offered the
following to explain the TMT perspective on the ¢tion of anxiety:

Although we strongly concur with Navarrete and Fsss well as with Darwin, Freud,

and many others that fear evolved to serve an a@gfoinction, this in no way implies

that fear is adaptive in all contemporary or pastuenstances. (p. 492)

Furthermore, these authors critiqued the coalitipegichology model offered by Navarrete and
Fessler (2005) for being an inadequate alternativieat this model cannot account for many of
the TMT findings such as the supernatural dimenfond within virtually all cultures or the
symbolic nature of cultural worldview defenses ta unrelated to specific threats. The
authors concluded that while TMT does stand ujécctitiques of a few evolutionary
psychologists, the two fields should work towartégrating TMT and evolutionary psychology
findings in order to promote a better understandihgultural worldviews.

TMT as a meta-theory. While some authors, such as Navarrete and F€261@56), have
commended TMT in that it “unabashedly stakes clarhaving identified fundamental aspects
of human nature that explain a broad swath of efas@ns about behavior and motivation” (p.
288), others (i.e., Muraven & Baumeister, 1997hBel, 1997) have criticized TMT for taking a
broad sweeping approach to human motivation andweh Muraven and Baumeister (1997)
noted that macro-theories such as TMT inevitablténcriticisms in the form of
counterexamples and exceptions. They argued tmaj@ shortcoming of TMT is its
reductionist approach to conceptualizing fear @tdend strivings toward self-preservation as
the sole motives from which all other motives ageived. Instead, these authors contended that
self-preservation is one of many motivations théract to influence human behavior, and they

offered several exceptions that seemingly conttabdecassumptions that fear of death is at the
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root of human motivation, such as suicide and wsek. Pelham (1997) also argued against the
notion that fear of death is the “master motivefatordinate to all other motives, stating that
there is insufficient evidence for such a claimegithe complexity of human thoughts and
behaviors.

Although their critiques of TMT seem valid, the joraassertion made by Muraven and
Baumeister (1997) and Pelham (1997) that TMT vitaas of death as the “master motive” from
which all other motives are derived may have bepmnsanderstanding of the TMT literature of
that time. In the target article by Pyszczynskie&berg, and Solomon (1997), on which the
authors above based most of their critiques, th@ Tésearchers argued that the instinctual
desire for continued life is the most basic ofreiman motives and fear of death is a mechanism
promoting the avoidance of death. They went cadimit that the self-preservation instinct was
ultimately in the service of gene reproduction esadibed earlier. Although Pyszczynski et al.
(1997) suggested that a survival instinct was erdiot of human motivation, they were quick to
acknowledge a host of other motives, such as defensotives and motives toward self-
expansion and growth, which interact to influertoe way people live their lives. Critics of
TMT may be justified in questioning the validity élf-preservation as a “master motive,” but
these criticisms hardly discount the theory as alevhs long as one assumes that self-
preservation is a major instinctual motive (eveallifother motives cannot be traced back to it).

In later writings, Landau et al. (2007) providedtfier defense for TMT as they
acknowledged the TMT assumption that concerns ateath influence a “substantial proportion
of human activity” (p. 481) as opposedalb human activity as understood by Muraven and
Baumeister (1997) and Pelham (1997). In defen@iM@ from a evolutionary perspective,

Landau et al. (2007) went on to state that they
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have never claimed that survival-enhancing chariatitss are the only features of

organisms that are selected for; rather, our psititat biological systems and

characteristics that promote survival greatly emleathances for reproduction, and for
mammalian species, chances for offspring to sutlgspass genes on to future

generations as well. (p. 487)

Therefore, criticisms in the form of exceptionghie basic self-preservation tenets of TMT
might be unfair because TMT does not seem to daanhall human motivation can be easily
explained by avoidance of death. This is espgciale given the impressive accumulation of
TMT research in support of the assertion that thésigf death affect a substantial amount of
human activity (see Burke et al., 2010; Landad.e2807). Thus, although the broad sweeping,
meta-theoretical nature of TMT invites critiques®a on exceptions, these exceptions need not
disqualify the well-documented findings of TMT ligture.

TMT defenses. Another critique comes from those who have arqagainst the TMT
emphasis on meaning making and self-esteem develupas a defensive reaction against death
anxiety (Ryan & Deci, 2004). These authors suggkttat considering self-esteem as merely a
defense is equivalent to conceptualizing self-estae contingent, as opposed to true self-
esteem, which is based on competence, autonomyglatddness. Furthermore, these authors
argued that human striving for existential mearand significance cannot be captured by
defensive processes as TMT might at times sugsfasiing that, “People typically engage life —
that is, they seek challenges, connections, auther®aning, and significance — not because they
are trying to avoid the scent of death, but bec#usg are healthy and alive” (p. 473). They

argued that even though TMT has well documentedeene in support of meaning seeking
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reactions to thoughts of death, it is insufficiemexplain the more general human propensity
toward meaning and growth.

However, Ryan and Deci (2004) commended terror gemant theorists for their depth
stating that:

TMT is also perhaps the only other theory in curempirical psychology that has been

willing to scratch below the surface goals anduwaltvalues to grapple with more

ultimate, existential concerns such as death, ineedsolation, connectedness, and

meaning that are at the heart of being human.7g) 4
Furthermore, they acknowledged that thoughts oftdery insight defensive terror
management reactions if “one’s sacred canopy canmgfing down,” such as in the aftermath
of serious trauma. Still, the authors criticizddT's focus on defensive reactions to death
instead of acknowledging intrinsic motivations parsonal growth. This may suggest that more
research is needed which speaks to existentialtgrvam a TMT perspective.
Terror Management Theory and Post-Traumatic Growth

Most TMT research is distinct from post-traumatiowth (PTG) theory and research.
Although the literature linking TMT to PTG is lined, there are some indications that a TMT
perspective may be useful in understanding sontleegprocesses that contribute to PTG. This
section discusses some of the conceptual diffeseoicEMT and PTG as well as the research
reconciling those differences. Also, this sectoovides a review of the literature addressing
factors that allow for PTG from a TMT perspectivelapecific terror management mediators
through which PTG might occur.

Some TMT literature examines differences betwee Bvd PTG findings. As

discussed by Lykins, Segerstrom, Averill, Evang| Kemeny (2007), one noteworthy difference
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between TMT and PTG findings is the direction oalgehifts following reminders of mortality.
These authors noted that PTG suggests that afdptgobave been made aware of their mortality
via the experience of traumatic events, they terghtft their goal orientations in an intrinsic
direction. Accordingly, the authors characteriBads as “a shift toward intrinsic goals, which
are oriented toward building meaningful and lastegpurces and satisfying essential human
needs for autonomy, relatedness, competence, wtigr¢p. 1089). In contrast, much of the
TMT research suggests that following MS people tendrift in the direction of extrinsic goal
orientations (Lykins et al., 2007).

Findings from Kasser and Sheldon (2000) supperthkoretical assumption that MS can
increase extrinsic goal orientations. These agthased their research on the TMT prediction
that members of capitalistic cultures which tounsiamption and wealth as paths to happiness
should increase materialistic pursuits followingineders of mortality as a means of bolstering
this cultural worldview. They designed studiesest the effects of what they called a “culture
of consumption” on patrticipants’ financial expeatas for the future and greedy behaviors in an
experimental setting. Results showed that coltgdent (article did not mention race/ethnicity)
participants who had written about their thougmd eelings concerning their own death
expected to make and spend more money than thas@achwritten about music. In a second
study, the researchers used a forest managemeetdagsigned to measure participants’ greedy
behaviors in a business scenario. Results indicagg participants in the MS condition behaved
more greedily than those in the control conditi@ath studies suggested that death-based
feelings of insecurity led to increased materialeamd consumptive behaviors. However, since

the writing topic in the control condition was muist is unclear if the increase in materialism
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was due specifically to death related anxiety aregal feelings of insecurity from writing about
an unpleasant topic.

In an attempt to reconcile the differences in Ted PTG research regarding goal
orientation shifts, Lykins et al. (2007) examinedng of the methodological dissimilarities
between these two sets of literature. The authoisd that PTG researchers are generally
concerned with naturalistic confrontations with tthe@nd frequently occurring reminders of
death, whereas TMT research uses experimentallypuated MS occurring for a brief period
of time. In a series of studies testing the eff@ftthese methodological differences, results
showed that increased perceived threat of death @fhatural disaster correlated with intrinsic
goal shifts. The authors also conducted a studgiwdhowed that participants were more likely
to endorse intrinsic goals 11 weeks after the testrattacks on September 11, 2001 than 5
weeks after the attacks, which suggests that lothgations of processing traumatic events may
increase intrinsic goal orientations. Furthermtinese authors also demonstrated that
participants with low initial intrinsic goal oriestion showed marked increases in intrinsic goals
after mortality was made salient, which suggesis pne-existing value structures (intrinsic vs.
extrinsic goal orientation) play a role in reacgdo MS conditions. Although the authors admit
that there may be additional differences betweed B¥d PTG research that account for their
conflicting findings and more research is necessgatty naturally occurring confrontations with
death from a TMT perspective, these results inditaat discrepancies in TMT and PTG
findings on goal shifts can at least partially Bplained by the nature of the reminders of
mortality, duration of these reminders, and prestxg value structures.

Cozzolino, Staples, Meyers, and Samboceti (2084¢mbed findings similar to those

found by Lykins et al. (2007). Based on their esviof PTG research after near-death

52



experiences (e.g., Greyson, 1992; Ring & Elsae#skarino, 1998; Tedeschi, Park, & Calhoun,
1998), the authors argued that there are threerroajpponents to a near-death experience that
are not usually present in experimental maniputatiof MS: conceptualizing death as real
instead of an abstract concept, a life review incvla person reflects on his or her life up to the
near-death experience, and perspective takinghef®tvho would live through his or her death.
The researchers used these three elements of eatir@kperiences to create an experimental
manipulation they referred to as “death reflectioRarticipants included male and female
college students of Caucasian (56%), Asian (19%)c#@n American (10%), Latino (6%) or
unknown ethnicity. Participants in the death r@ften condition read a scenario in which they
imagined they were trapped in a burning buildind anccumbed to the flames. They were then
asked to reflect on their final moments and wribgvd a description of their lives up to their
imagined death and how their family would rea¢héy had died.

Three studies using a death reflection manipulaigggested that participants in the
death reflection condition behaved in a less greedgner than control participants as measured
by the number of communal raffle tickets that thetipipants took (Cozzolino et al., 2004).
Furthermore, one study showed that highly extripsidicipants took more raffle tickets in a
standard MS condition, but highly extrinsic pagemts acted more intrinsically in a death
reflection condition. The authors concluded tlediiecting on life and death can generate
intrinsic thoughts, feelings, and behaviors. Thaes this study suggests that an awareness of
mortality can lead to positive rather than negateactions depending on the mode in which one
processes thoughts of death. Although, thesendssa helped to explain some of the
discrepancies in the TMT and PTG literature, onghtnargue that the concept of death

reflection is simply a specific type of MS rathkah a completely separate construct as the
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authors implied. Thus, Cozzolino et al. (2004) rhaye unnecessarily argued for a new model
for understanding death awareness instead of exgaodfitting death reflection into the
existing framework offered by TMT and MS.

Another potential negative reaction to MS is thenifestation of worldview defense as
derogation of and aggression toward others whokeralworldviews are different (Routledge
& Arndt, 2009). Some (i.e. Salzman, 2001; WismaKa@ble, 2003) might argue that aggression
toward people with different social, religious, gmalitical beliefs is a natural byproduct of
increased faith in one’s own worldviews since thiesigefs often suggest that if one set of values
is correct then a different set of values mustoerrect. This aversion to others’ worldviews is
unfortunate since exploring different worldviewslantegrating new perspectives have been
found to promote existential meaning and growthu@aMcAdams, & Sakaeda, 2005).

In response to this potential maladaptive resptmssvareness of death, Routledge and
Arndt (2009) suggested that encouraging creatmisy promote cultural exploration instead of
deprecation of different worldviews. The authargusd that creativity naturally fosters open-
mindedness, and could be a useful terror managestrategy that promotes growth. To test the
terror management role of creativity, the reseachenducted three studies with male and
female undergraduate students (article did not imemace/ethnicity). In the first two studies,
participants were randomly divided into either augy which was asked to design a t-shirt
(creative task) or a control group. In the thitddy, participants in the experimental group were
primed with an essay which suggested that creptiwia culturally valued trait in America. The
results from these three studies showed that gaatits in the creativity condition were more
likely than those in the control condition to exgsenterest in exploring other cultures after

being primed with MS. Participants in the creayivaondition were also found to be more likely
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than those in the control condition to expressreds in films that offered different perspectives
on nationality and religion specifically. AlthougMT posits that death-related cognitions can
lead people to dogmatically defend cultural workdvs that provide a larger sense of meaning
and self-transcendence, this research suggestrastvity can be used as a worldview to
encourage exploration and open-mindedness.

Another positive response to the potential anteaeiactions to thoughts of death was
offered by Jonas, Schimel, Greenberg, and Pyszkie{2302). These authors noted that most of
the TMT research at the time had focused on thatne&gand socially destructive consequences
of MS. They based their work on the assumptiohitih@st people learn early on that
benevolence and compassion are desirable tram®gt cultures, and therefore meeting these
standards should increase self-esteem and praaictsa existential terror. They wrote, “To the
extent that prosocial behaviors are valued by oodtsire and contribute to self-esteem, acting
in ways that are helpful, giving, and benevolertdti serve a terror management function” (p.
1344).

One study conducted by Jonas et al. (2002) shomaggedestrians who were
interviewed in front of a funeral home, which presbly primed for MS, demonstrated more
favorable attitudes toward charitable causes thaset interviewed a few blocks from the funeral
home. In a second study, college student (artiiclexot mention race/ethnicity) participants
were randomly assigned either the task of writingu their thoughts regarding their own death
or the task of writing about dental pain. Afteeytcompleted some filler surveys, they were
asked if they wanted to donate to an American @rimational charity. Participants in the MS
condition donated significantly more money to thee&Xican charity, but MS did not effect

donations for the international charity. This stedntributes to the existing TMT research
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which suggests that people are more likely to asttiwely toward those affiliated with their

own cultural worldviews. One limitation of thededies was the relatively small number of
participants and generalizability of the resuli$e first study included 31 pedestrians who
volunteered to participate after the researchgosomeghed them on the street. Since this study
involved attitudes toward charities, their volumteg for this study may have indicated an
influential bias. The second study only had 22ip@ants from an introductory college course,
and therefore it may be difficult to generalize thsults to a broader population. Still, both
studies supported the hypothesis that MS can ¢tanérito prosocial attitudes and behaviors, and
that terror management strategies have the potémf@sitively impact human behavior.

Further support for the notion that terror managams&ategies might be used to quell
existential anxiety while promoting post-traumarowth comes from Amsterdam. Wisman and
Koole (2003) suggested that awareness of one’snaipg death should arouse a strong desire to
avoid being isolated from others. They baseddksimption in part on the evolutionary
principle of safety in numbers. The authors naked while prior TMT research had gone into
great detail describing the role of cultural worklv defense, the role of social affiliation had
been largely ignored and no study had comparetethe management strategy of social
affiliation with that of worldview defense.

In three separate studies, Wisman and Koole (20@3)sured social affiliation of
undergraduate students in the Netherlands by rexgpwhether the participants chose to sit
alone or in a group. In the first study, worldvidefense was pitted against affiliation by
informing some of the participants that memberthefdiscussion group they would be joining
were very tolerant and informing other participahist the other group members were very

intolerant. After some participants were primethvS, researchers recorded whether the
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participants would sit on the same side of theetaith others who presumably opposed a
valued worldview or sit alone across the tablethéligh tolerance was selected as the
worldview of interest because it was presumablyucally valued by most participants in the
study, it may have been a confounding variable ezg@erceived tolerance in others might alter
affiliation behaviors due to the social implicatsoof such a trait rather than the desire to defend
this worldview. The next two studies measuredgarefl seating of participants with specific
worldviews such as religion, economics, and pdlitltat each individual rated as highly valued.
Results from this study showed that after beingipd with MS, participants were more likely to
sit next to others rather than sit alone, andwlas true even if the other group members were
assumed to oppose valued cultural worldviews.

These experiments imply that affiliation striving® so strong under MS conditions that
they might override worldview defense as a terranagement strategy. However, since social
affiliation is likely congruent with many culturéisat promote togetherness and the importance
of relationships, one might argue that affiliatisntself a worldview defense instead of
qualitatively different as argued by the authdfghile the authors contend that these two terror
management strategies are separate constructsjdahamit that affiliation and cultural
worldview defense often operate in tandem, statiimgeal life situations, people’s closest in-
group members are likely to share their attituceplogies, and religious beliefs.

Consequently, affiliation and worldview validatidefenses probably work together most of the
time to shield people’s minds from existential cems” (p. 524). Regardless of the theoretical
subtleties, this research provides additional \adiah for the concept that death-awareness may
increase terror management strategies that fostsopal growth. In this case, MS increases

strivings for social affiliation, which likely ingjates social support.
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In sum, much of the limited research linking TMIIRTG provides useful evidence in
support of approaching posttraumatic injuries fribie existential framework offered by TMT.
As described earlier, TMT research has demonstthtgdVIS can lead to increased intrinsic
value orientations (Cozzolino et al., 2004), cudtwexploration when thinking creatively
(Routledge & Arndt, 2009), prosocial attitudes dethavior (Jonas et al., 2002), and social
affiliation (Wisman & Koole, 2003). Still, notablanitations must be considered. First, this
research is very sparse in general. Perhaps dhe timple travesties committed by those
dogmatically defending their cultural worldviewketbulk of the TMT research thus far has
been devoted to explaining the negative reactiowsutd others with the effects of MS (Burke et
al., 2010). This is why the limited research sufipg the potential for PTG from a TMT
perspective, as described above, seems to be iegiceoretical differences between TMT
and PTG instead of working from an assumption tiratwo are interconnected. Although the
founders of TMT intended to create a broad framé&vior understanding a variety of human
attitudes and behaviors (Solomon et al., 2004g@éims that the research is biased toward
explaining maladaptive reactions to existentialietyx Not nearly enough attention is afforded
to understanding personal growth after reminderaatftality. More research is needed within
TMT literature which focuses on how growth occuteratraumatic events make mortality
salient. Furthermore, research is needed whidh ties clinical implications of the data offered
by the TMT literature.

Clinical Implications of Terror Management Theory

The utility of terror management theory (TMT) ageaspective for informing

psychotherapy with individuals who have experienttadmatic events has yet to be fully

examined. Scant research supports such conneatigoait because TMT is a social psychology
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theory that is rarely cited in clinical researcrhis dissertation seeks to bridge these two areas
by identifying those elements of the TMT researtticly may be clinically applicable.

This dissertation posits that there are clinicglications of TMT for trauma work based
on the assumption that people have evolved thecigfga dampen the intense fear created by
awareness of mortality because of the benefitsymed by this capacity. Indeed, the TMT
research described earlier suggests that usingtiee management strategies of investing in
and defending cultural worldviews effectively deages death related anxiety (Arndt et al., 2004;
Pyszczynski et al., 1999; Solomon et al., 2004d,\aawing the self as adhering to the values
prescribed by cultural worldviews establishes ssteem (Solomon et al., 2004). Moreover,
these terror management strategies might be edlgacaful in therapy sessions in which
trauma is discussed because mortality is likelyensalient during such discussions. As Yalom
(2008) wrote:

Certain life situations almost always evoke deatkiety: for example, a serious iliness,

the death of somebody close, or a major irreversheat to one’s basic security — such

as being raped, divorced, fired, or mugged. Refiemn such an event will generally

result in the emergence of overt death fears.Zp. 2

Furthermore, the research in the previous sectiggests that terror management
strategies might be useful in fostering post-traticrgrowth (PTG) under certain conditions
(Cozzolino et al., 2004; Jonas et al., 2002; Rdg#e& Arndt, 2009; Wisman & Koole, 2003).
The focus of this section, therefore, is to deliaghe elements of TMT research that can be
useful for clinicians attempting to cultivate paerabgrowth with clients who have experienced

traumatic events. It begins with a descriptiothaf clinical implications taken from the TMT
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and PTG research as described in the previouseeatid ends with a review of the literature
specifically advocating for the use of TMT perspess in clinical settings.

Implications from TMT and PTG research. The dual process model of TMT, as
described earlier, asserts that people react tectauns awareness of death with proximal
defenses such as denial and rationalization, aoe these thoughts have been removed from
conscious awareness distal terror management @sfans used to assuage death anxiety (Arndt
et al., 2004; Arndt et al., 2002; Pyszczynski etE)99). Arndt et al. (2004) argue that the use
of both proximal and distal defenses can be adapind beneficial. They provide the example
of exercise, which may be used as a defense agmgative emotion while simultaneously
contributing to physical health. Similarly, Mardoy and Vaillant (2010) have argued that
adaptive defense mechanisms, also known as copjileg sare associated with mental health in
adulthood and successful aging. Thobaben (200&hcked readers that defense mechanisms
serve the important function of protecting the undiial by decreasing anxiety and preventing
pain. The American Psychiatric Association evetmawledged the adaptive function of
defenses by offering a defensive functioning scalech groups defenses into categories based
on their adaptive function (APA, 2000).

From a clinical perspective, therefore, the TMT mlazbuld be used to suggest that
incorporation of worldview discussions into psydtetpy might be useful in assisting the client
to cope with existential anxiety, even if the ctiesnot consciously thinking of death and
mortality at the time of these discussions. Iri,famich of the TMT research suggests that terror
management defenses are actually needed moreefitha delay between conscious priming of
MS and the dependent measure (Burke et al., 200igrefore, if a client discloses a traumatic

experience in which a serious threat to physidaignty reminds the client of his or her
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mortality, worldview discussion may be effectiver@ducing the client’s anxiety. The clinician
could encourage this discussion throughout the@gssot necessarily immediately after the
disclosure of the traumatic event.

Yet, since the word “defenses” is used throughbetdual process model research in
describing the unconscious methods people utilizenaprotecting themselves from death
related anxiety (Arndt et al., 2004; Arndt et 2D02; Pyszczynski et al., 1999), not all clinicians
may relate to the model. For those who do, ondthaggue that encouraging the use of
unconscious “defenses” seems antithetical to pshenapeutic goals. Thobaben (2005) argued
that the use of defenses may be problematic astimthe extent that they distort reality and
interfere with rational problem solving and deamsmaking. From a psychodynamic
perspective, understanding and managing immatdemsie mechanisms are crucial objectives
for the psychotherapist (Vaillant, 1992).

However, the word “strategies” is also used to dbsdhese same processes that
effectively buffer the client against death reladextiety. The use of “strategies” appears to
carry a more positive connotation, and has beeicatetl as an important mediator predicting
well-being among a variety of clinical populatiansluding cancer patients (Kim, Han, Shaw,
McTavish, & Gustafson, 2010), clients with mentaahh disorders, including substance use
disorders (Sugarman, Nich, & Carroll, 2010), peatinatic stress disorder (Canton-Cortés &
Canton, 2010), bipolar disorder (Lam & Wong, 20883 psychotic disorders (Phillips, Francey,
Edwards, & McMurray, 2009). Accordingly, copingategies have been considered influential
in various models of psychotherapy and clinical amdnseling psychology, including cognitive-

behavioral therapy (Burns & Nolen-Hoeksema, 19pa3ijtive psychology (Greenglass &
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Fiksenbaum, 2009), multicultural psychology (Tw&@onway, 2006), and humanistic-
existential psychology (Mayers, Naples, & Nilse@03).

Haan (1965) differentiated between coping mechasmisnad defense mechanisms with
the following: “Coping behavior is distinguishedifn defensive behavior, since the latter by
definition is rigid, compelled, reality distortingnd undifferentiated, whereas the former is
flexible, purposive, reality oriented, and diffetiated” (p. 374). Erikson, Feldman, and Steiner
(1997) concurred, stating that unlike coping stye®, defenses are unconscious, implicit,
intrapsychically generated, involuntary, trait-adetened, instinct-driven, and automatic.

Although unconscious, Vaillant (1992) acknowledgjeat some defenses are adaptive.
From a TMT perspective, Arndt et al. (2004) alsguad that both proximal and distal defenses
can be beneficial. These authors provided the pleof exercise, which may be used as a
defense against negative emotions while simultasigaontributing to physical health.
Therefore, the clinician might consider promotihg tise of terror management defenses that the
research has suggested to be adaptive. Moresletathis research are provided later in this
section.

Further implications can be taken from TMT reskdnedings, which suggest that people
can be directed toward various terror managemaigatioss to MS cues (Cozzolino et al., 2004;
Lykins et al., 2007; Routledge & Arndt, 2009; Reuthe, Arndt, & Sheldon, 2004). Routledge
et al. (2004) demonstrated that behavioral taskgament, which fostered creativity,
conformity, and sharing attitudes, influenced resas to MS conditions. One of the purposes
of their study was to determine if engaging in tixeatasks increased or decreased the need for
worldview defense. One hypothesis was that engagicreative task might make the

participant feel more unique, and thus, separata tvselonging to a group, which would increase
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the need for worldview defense. The alternativedtiyesis is that creativity might make salient
ideas of open-mindedness and tolerance, which waeddease the need for worldview defense.
To test the effects of behavioral task engagenmeale and female college student participants
were asked to write about their own death or arcbidpic (dental pain). The participants were
asked to design a t-shirt with the goal of pleasitigers (conformity group), with the goal of
pleasing both the self and others (shared valumgpgr or with the goal of being as creative as
possible (creativity group). The dependent measaethe participants’ ratings on anti-
American and pro-American essays.

The results of this study demonstrated that tieggaants in the shared values group
exhibited less defensiveness in reaction to thieAanerican essay than those in the conformity
group after primed with the MS condition (Routleddel., 2004). Furthermore, those in the
creativity group were the least defensive aftertalily had been made salient. This suggests
that engaging in tasks that reflect shared valndsceeativity can help to ameliorate terror
associated with death and decrease the need tnksegatively toward those with conflicting
worldviews. These researchers demonstrated thatviral tasks can interact with worldview
defense to cope with the anxiety created by thaughtleath. However, these findings are
difficult to generalize because of the specific ylagion (college students) and lack of cultural
demographic information. Participants in differstages of life, such as adults with children or
the elderly, might be expected to react differetdlyIS conditions. Also, it would be
advantageous to examine the results based theauwariability within this study, but since the
authors did not provide sufficient demographic mifation, no such analysis can be made. Sitill,
the results offer critical support for the notidwat people can be directed toward various terror

management reactions to thoughts of death.
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The notion of using behavioral tasks to indirectyinter an individual’s distress is
certainly not new or unique to TMT research. Bedwasts have long argued for behavioral
activation, in which overt behaviors are encourageatder to initiate contact between the client
and reinforcing environmental contingencies thgtrowe thoughts, emotions and overall quality
of life (Hopko, Lejuez, Ruggiero, & Eifert, 2003Moreover, tasks involving creative
expression have been used in individual, couple family therapy (Carson & Becker, 2003).
From a Gestalt perspective, improving creative fimming promotes the integration of the self
with the environment, self-awareness, authentiaity self-efficacy (Brown, 1969). In art
therapy, creative expression has been used sugltgssfreating a range of difficulties from
depression and anxiety (Choi, Lee, & Lim, 2008¢hoonic pain by fostering secure relational
attachment and meaning making (Hass-Cohen & Fin@@99). Art therapy has been used as a
treatment for trauma-related symptoms by engagmygipal senses while symbolically
activating autobiographical memories and creatiegmmgful narratives related to traumatic
events (Sarid & Huss, 2010). Therefore, a clim@aise of creative tasks in treatment with
clients who have experienced traumatic eventsnsistent with the findings of TMT research as
well as various supported clinical treatment apphes.

This dissertation encourages clinicians to usattadlable TMT research and related
clinical research to inform them on how to bestdguheir clients toward using those terror
management strategies which promote growth afeintatic experiences. Arndt et al. (2002)
echo the sentiment that TMT research might infleethe way in which clinicians direct their
clients toward growth, stating that their own reshas

broadly consistent with Yalom’s (1980) contentibattreminders of death can be used as

a catalyst to identify the pursuits in which indiuals invest themselves to make life
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seem meaningful. Moreover, by applying therapgias €éncourage the application of

particular belief and value structures, it may begible to help individuals adopt more

healthy and productive responses to such existeatneerns. (p. 322)

Indeed, a common thread in existential psychothesap the reflection on life and death and
finding meaning in one’s mortality (Barnett, 2009)he existential philosophy informing these
therapies is compatible with TMT, which providellaeprint for those aspects of culture which
foster adaptive meaning making in the face of déathdt et al., 2002). Many aspects of TMT
are also compatible with other therapeutic appreadhich as logotherapy and acceptance and
commitment therapy (ACT), which both emphasize nrepand personal values (Sharp,
Schulenberg, Wilson, & Murrell, 2004).

Furthermore, Solomon et al. (2004) suggests thate@ns should treat clients who are
having difficulties functioning by examining the ygin which their worldviews and strivings
for self-worth are failing them and work with thigeat to construct more “compelling and
attainable versions of these psychological resalirge 28). Some clinical approaches that
would be consistent with such advice might incledamining one’s conceptualization of his or
her culturally prescribed standards and valuestéohg self-esteem by focusing on ways in
which the client meets or exceeds those standandisgo-constructing more realistic, attainable
understanding of the client’s cultural standariikese approaches are akin to cognitive-
behavioral treatments which target rigid, unre@ligkpectations that contribute to clients’
distress and treatment resistance (Flett & He2@@7).

Particularly relevant to this dissertation, thesggsh linking TMT and PTG offers insight
on specific interventions that could potentiallgiféate the use of such resources. As discussed

earlier, one method for encouraging PTG is by prtomgdntrinsic goals and value systems
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(Cozzolino et al., 2004; Lykins et al., 2007). réconciling the methodological differences that
have led to conflicting findings in the TMT and PTé&search, Lykins et al. (2007) showed that
more naturalistic processing of traumatic evenessociated with increased value of intrinsic
goals when compared to the laboratory manipulatiddS common in the TMT research.
These authors suggest that the shift toward valminsic goals is psychologically
advantageous and this strategy might be utilizexhimtervention framework. They argue that
continued processing of naturally occurring confations with death may lead to beneficial goal
shifts, and “encouraging individuals with more @dic goals to process their theory of what
happens following death as well as current lifelgozay help promote PTG over time through
intrinsic goal shifts” (p. 1097). Cozzolino et 004) echo the sentiment that the way in which
people process life and death can lead to intritigiaghts, feelings, and behavior. These
authors demonstrated that encouraging the followirght increase intrinsic cognitions and
behaviors: reflecting on mortality in a way in wihideath seems real rather than an abstract
concept, incorporating a life review component, taking perspectives of surviving others.
This type of processing appears similar to whatldiogcur in therapy with clients who are
struggling in the aftermath of trauma.

The majority of the research on the treatmentafrha disorders indicates that the most
effective interventions are those which focus antthumatic event and the individual’s thought
processes about the event (Benish, Imel, & Waml@8; Ehlers et al., 2010). Based on their
meta-analysis, Benish et al. (2008) argued thaimgle “bona fide” theoretical treatment
approach was significantly better than otherseating clients suffering from the effects of
traumatic experiences. However, Foa, RothbaumFand(2003) contend that Prolonged

Exposure (PE), which consists of having clienteegedly confront their traumatic experiences
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in order to allow them to re-experience these masavithout the use of maladaptive coping
strategies, is more effective than standard treattmethods. By allowing the client to confront
feared objects, memories, situations, and imagesapproach provides corrective experiences
in which the client learns to discriminate betweléstress and safety signals and view the
traumatic events as distinct from everyday lifdnisTprocess systematically decreases levels of
arousal associated with exposure and decreasesaagei as a means for coping. Their review
of the literature suggested that while other irdations have been shown to be effective, their
effectiveness may be best explained by the expdsased treatment methods underlying those
therapies. Furthermore, the research seems t@sugpgt disclosure of traumatic experiences in
a way in which focus is placed on the thoughtsfaetings associated with the traumatic events
increases feelings of self-control and self-regofa{Hemenover, 2003), and promotes meaning
making, self-esteem, and identity development (Bbaker, 1997).

Therefore, the research on the effective treatroketrauma survivors seems consistent
with many of the insights offered by TMT and PT®astigators. Specifically, prolonged
exposure to the traumatic event and processinguést in a meaningful, naturalistic manner
may cultivate personal growth (Cozzolino et alQ20Lykins et al., 2007). Some would even
argue that exposure treatments which focus on hetshavoidance alone could be sufficient in
improving PTSD symptomsélcioglu, Basoglu, & Livanou, 2007). Specifically, a decrease in
avoidance was shown to foster improvements in mghes, intrusive thoughts, subjective
distress, cognitive avoidance, hypervigilance, mgnand concentration difficulties, and the
sense of a foreshortened future. Thus, treatnvamtsh target behavioral avoidance have been

empirically supported, and imaginary or in-vivo egpre appears to be one medium for
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decreasing such avoidance. However, some migheahat exposure through conscious
processing of the traumatic experience may nohbeole means of achieving PTG.

Routledge and Arndt (2009) suggested that dirgatilents toward adaptive terror
management strategies may be clinically useful wiretonged exposure seems contraindicated,
such as when the client has not consciously adedceatraumatic event with mortality or the
client is not yet emotionally ready for prolongegbesure. In response to Cozzolino et al.’s
(2004) contention that positive responses to MS beafacilitated by having clients confront the
thoughts of death more openly, Routledge and Af2009) wrote:

Considering that people tend to prefer a more ardidesponse to thinking about death,

and death is often made salient in subtle wayswiatd not promote deeper

consideration, it is important to entertain stragedhat would promote socially positive

terror management when thoughts of death are mog loeeply processed. (p. 502)

This assertion that terror management strategigbtrbe useful when the client is not
ready for exposure and deep processing is consistdntreatment approaches that aim to work
with clients’ resistance in a non-threatening manker example, motivational interviewing
seeks to increase the client’s motivation for clealng providing empathy and supporting his or
her self-efficacy while simultaneously seeking amtussing information that is incompatible
with any resistance the client may be experien@tijer & Rollnick, 1991). This treatment
approach has been shown to reduce client dropautesistance to treatment among clients who
abuse alcohol (Sobell & Sobell, 2003). Althoughtirational interviewing was developed for
the treatment of clients with substance use diser(leriessen & Hollon, 2011), it has been
integrated into treatments for people with otherdibons and disorders, such as PTSD

(Murphy, Thompson, Murray, Rainey, & Uddo, 200%iill, more research is needed addressing
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avoidance, resistance, and ambivalence to changeauaoilients who have experienced trauma
and do not feel ready for exposure treatment.

Routledge and Arndt (2009) demonstrated that indldiais can be directed toward
creativity, which encourages cultural explorationd aneaning making. Clinicians therefore
should consider focusing on those aspects of dtiemts’ worldviews that promote creativity
and open-mindedness. Further, behavioral tasksebaire creativity, such as learning about
other cultures, might also be incorporated intotteatment of clients dealing with these
existential concerns in order to assist the clientaaking meaning in their lives. These authors
suggested that by directing people toward cregtaviid open-mindedness while they are
engaging in terror management defenses, the @dmican promote socially positive reactions to
death anxiety. Thus, it appears that practitiooarsguide their clients toward utilizing adaptive
defenses by focusing on specific aspects of tlemtdi cultural worldviews which cultivate
personal growth. Since the research indicatesoti@ican direct a client toward the use of
particular terror management strategies (Routledge., 2004), clinicians might consider
directing them toward those strategies with evideswggesting their potential for promoting
PTG. This could include emphasizing culture woidelis which support intrinsic goal
orientation (Cozzolino et al., 2004; Lykins et @2007), prosocial behaviors (Jonas et al., 2002),
and creativity and open-mindedness (Routledge &JAr2009).

Clinicians could also use cultural worldview dissigs as a means of eliciting support
from others who share some of the client’s cultwatldviews. Indeed, Routledge et al. (2004)
reminded the reader that

from a terror management perspective, social cdrarecserve to weave one into an

existentially meaningful world by providing the salovalidation needed to maintain the
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integrity of that worldview and thus play a criticale in the defense mounted against the

awareness of mortality. (p. 478)

Thus, investment in cultural worldviews may bolstennections with people who provide social
validation and support.

This assertion that clinicians might draw uponratsé worldviews because of their
function in providing social validation complimergsgisting social support research, which
indicates that eliciting such support can be beradfto clients. For example, recent social
support literature suggested that positive socippsrt experiences contribute to overall well-
being as indicated by psychological health charesties such as stability, increased positive
affective experiences, and greater feelings ofwelth (Cohen, Gottlieb, & Underwood, 2000;
Cohen & Wills, 1985). Because of the benefitsasfigl support, especially after a traumatic
experience (Prati & Pietrantoni, 2009), researchax called upon clinicians to make efforts to
increase their clients’ social support (Prati &tRaatoni, 2009), improve their perceptions of
social support (Besser & Priel, 2010), and advotmtbéelp-seeking from loved ones (Jospeh,
Yule, Williams, & Hodgkinson, 1994). In sum, whettthe clinician emphasizes those aspects
of the client’s worldviews which promote social oectivity, creativity, or intrinsic goals, the
research discussed earlier indicates that terroagement strategies can help to alleviate
anxiety associated with death and foster PTG.

Proposed treatments from a TMT perspective.The scientific literature advocating for
the use of treatments informed by a TMT perspedsivearkedly scant. Most of the clinical
implications that one may draw from the TMT resharome from untested assumptions and
brief statements in the concluding sections ofrésearch described above. To date, very few

researchers have written of specific treatmenteggras derived from a TMT perspective.
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Hovland (1995) proposed that contributions fromTTr &hd rational emotive behavior
therapy (REBT; see Ellis, 1993) could be combirgedftectively inform a clinician’s
conceptualization and treatment of anxiety dis@ddrhis author argued that people with
anxiety disorders are especially vulnerable torgetsaof threats because of the “absolute and
restrictive character of the standards they apphstablish a continually meaningful existence”
(p. 164). Therefore, the author used TMT to cotuajze how people find meaning through
cultural standards and worldviews. Specifically,dased much of his arguments on the TMT
position that humans achieve self-esteem by livipgo culturally validated standards and
values, and by meeting these standards they aferbdfagainst the anxiety created by
awareness of mortality. Furthermore, since TMTuasgthat self-awareness is the mechanism
which allows humans the terror inducing knowledgthe certainty of death (Solomon et al.,
2004), the author suggested that self-awarenedsasa concomitant of anxiety.

To test the applicability of these theoretical tedmutions, Hovland (1995) recruited
members of self-help clubs for anxiety problempddicipate in studies measuring irrational
standards and self-awareness as related to anAditgf the participants were Caucasians living
in Norway. Based on the TMT assumptions that unepthe self as meeting valued cultural
standards increases self-esteem and provides er lagfhinst anxiety, and self-awareness is what
enables humans to experience the terror assoacigttedeath, irrational standards and self-
awareness were identified as key variables. Instudy, some of the participants received
assertiveness training based on a REBT approaathwgpecifically targeted irrational standards,
coping incapability, and level of self-awarenessixiety was expected to decrease even though

it was not a direct target of treatment.
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The results showed that measured levels of selfeaveas and irrational standards were
related to participants’ experiences of anxietyrtifermore, as these concomitants decreased
during therapeutic intervention, anxiety itselfcatfecreased. The author concluded that the
results of his studies support the notion that aomg constructs from TMT and REBT provides
a therapeutic advantage for understanding anxi€te results also demonstrated that tailoring
treatment from a TMT can be useful. Specificathinicians might find it useful to incorporate
discussions of those standards of important cultuoaldviews which the client feels he or she
is meeting, and address those which the client does

However, since all of the participants were Cawarasirom Norway, the external
validity of this study is limited. Moreover, onaght argue that the irrational standards these
participants exhibited were not necessarily reléeshajor cultural worldviews which provide
existential meaning as TMT would suggest. Thuspitld be argued that the results of this study
could be accounted for by REBT alone, and the dmrtions of TMT were exaggerated. More
research is needed to better identify which temanagement strategies are used by clients
throughout the course of therapy.

Another argument for applying a TMT perspectivenental health treatment was offered
by Salzman (2001). This author analyzed the existeconsequences of traumatic events that
caused entire cultural groups terror or hopelessifiesn a TMT perspective. He used
theoretical assumptions contending that cultureesethe function of providing anxiety reducing
meaning, and that various cultures address thaiogriof death in different ways. The author
argued that cultural trauma that is severe enoogheate significant doubt in the validity of
important worldviews decreases the ability for thasrldviews to effectively manage

existential terror. This decrease in faith toweunttural worldviews helps to explain the increase
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in maladaptive behaviors to boost self-esteem azaiaige the terror associated with death, such
as substance abuse. Thus, the author proposedtibatan entire culture suffers traumatic loss
and the meaning provided cultural worldviews digeslin the aftermath of this trauma,
maladaptive coping behaviors should be expected.

Salzman (2001) applied these theoretical assungptmthree cultural groups who have
suffered tremendous loss as the result of Europeampation of their homelands: Native
Alaskan, Hawaiian, and Navajo populations. Fomexia, the author postulated that after
Native Alaskans were exposed to Europeans who htauigh them diseases that killed an
estimated 60% of the Eskimo people (Fortuine, 198@)r faith in their cultural worldviews
was shattered. This perspective helps to undetshenheavy use of substances that would offer
temporary relief from anxiety and depression. inmfed by TMT, the author proposed treatment
for such populations that rebuild faith in cultuwadrldviews by encouraging the restoration of
traditional practices and values. The clinical icggions offered included the construction and
maintenance of worldviews that offer meaning anfde@ble values that can bolster self-
esteem. The author called upon mental health gs@feals within these communities to become
advocates of social justice which might removeibesy such as racial discrimination, that
impede the oppressed from living up to culturahdtads of value.

Similarly, Serna (2006) wrote of the implicationfSTMT for native Hawaiian youth.

This author asserted that the marginalization tffaadawaiian youth has taken a toll on this
population, and stated that they “have no faitang cultural worldviews, cannot achieve any
cultural standards, and are unable to achieve gnligfering self-esteem, all leading to
maladaptive anxiety-buffering actions” (p. 141 heSattributed this loss of faith in traditional

worldviews to the Westernization of Hawaii and shubsequent shattering of worldviews
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deemed inferior to Western ways. The author argli@dto help this population, it is imperative
to help them identify native standards and valthas they might live up to in order to strengthen
anxiety-buffering self-esteem.

Although Salzman (2001) offered insightful theazatiunderpinnings for the treatment
of victims/survivors of cultural trauma, an obvidumsitation is that the practical implications of
these theories have yet to be empirically test@de strength of this article is that the cultural
adaptations offered by the author are consistetht @ther culturally adapted trauma treatments
(Collins & Arthur, 2010; McCabe, 2007). For exampiicCabe (2007) has argued that
mainstream psychological treatments have failaddorporate much needed cultural
modifications to the treatment of native and aloagtrauma survivors in North America. This
author’s qualitative analyses from interviews wititive tribes of the United States and Canada
suggested that indigenous people are increasingiyng toward traditional healing because
mainstream treatments are not incorporating valtgetitional worldviews in treatment, such as
deep connections with the spirit world and saceagthings. Like Salzman’s (2001), these
results suggest that sensitivity to traditional Meiews is advantageous when working with
survivors of cultural trauma. More research idgmg the means in which clinicians and clients
integrate cultural worldviews into the treatmentraluma survivors as well as the effects of such
integration is needed.

Another limitation is that Salzman (2001) did nodyide alternative explanations for the
phenomena he analyzed from a TMT perspective. Soiglet argue that the reactions of
cultural groups which have endured serious traunsatents might also be explained by
different, perhaps competing frameworks. Stillz8&an’s (2001) contention that clinicians

working with those who have experienced culturalitna should consider assisting their clients

74



to reconstruct shattered cultural worldviews, wiselve essential meaning making functions, is
imperative. Based on terror management assumptioasuthor stated that “the role of the
mental health professionals may be in supportettilective and individual construction of
meaning that sustains adaptive action” (p. 18%is Toncept may be considered central to all
the clinical implications previously discussedhistsection.

Although clinical implications can be extractedrfr the research described above, they
were based on findings from laboratory researcteatsof naturalistic or clinical settings. Most
of the direction provided to clinicians from the TMterature has not been qualitatively
analyzed or quantitatively tested for effectiveneshis suggests that much more research is
needed which bridges the gap between the laboratalings of TMT research and the practical
implications of these findings in clinical settings
Summary and Purpose of Study

This literature review included a review of traynmecluding definitions and trajectories,
and terror management theory (TMT) and its cliniogdlications for posttraumatic growth
(PTG). Itis the aim of this dissertation to emptbe insights offered by TMT research for
developing a richer understanding of how peoplehtnggow in response to trauma.

More specifically, the literature review noted thesearchers have argued for definitions
of trauma that include both the objective traumatient and the subjective experience of intense
emotion associated with that event. Although sangeie that the less restrictive definition of
trauma offered by thBSM-1V-TRhas been useful for ensuring that people affeayetkegative
events have access to treatment, this dissertatlbemploy a more restrictive definition. An

event or series of events will be considered traimifahe victim directly withessed or
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experienced serious threat of death or physicatymgnd experienced intense fear, helplessness,
or horror as a result.

Although many people suffer from considerable dwsdrin the aftermath of a traumatic
event, others remain resilient or even experiemnsgtige psychological gains as the result of
their struggles (also known as PTG). This revigedcresearch demonstrating that some people
experience growth following trauma in the form ebrganized perceptions of the self and the
world in general, changes in interpersonal relagms, openness to new possibilities in life, and
spiritual growth. These changes are made positegh the process of ruminations about the
trauma, followed by cognitive processing of theitma, disclosure to others, turning to social
support networks, and restructuring beliefs aneés@s regarding the trauma.

Also discussed in detail were the basic pillar$®iT. The theoretical postulations
provided by TMT suggest that anxiety-laden thouglhtsiortality are mitigated through
investment in cultural worldviews and self-esteefytcording to the theory, people cope with
the anxiety caused by awareness of their mortalitiurning to those cultural worldviews which
provide meaning and purpose that will outlast teanthly existence. Additionally, they
establish self-esteem by living in accordance withstandards and values prescribed by those
worldviews. These terror management defensesaught to occur outside of conscious
awareness, and are employed after proximal defemsdsas denial push thoughts of death into
the unconscious.

Research providing support for TMT was discussetiaiiqued. The bulk of this
research has used mortality salience (MS) primingdeimonstrate that after participants are
reminded of their mortality, they will defend andtpnore faith in their cultural worldviews than

will controls. Other research that measures thesssbility of thoughts of death has shown that
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these thoughts become more available to the camsanind under certain conditions, such as
after participants have been unconsciously primgd tlroughts of mortality or related
constructs. These studies have also shown thapmating terror management defenses, such
as worldview defense, can affect the accessilohityeath-related thoughts, and those who have
strong worldview defenses in naturalistic settiteged to have lower levels of death-thought
accessibility.

The review of the literature linking TMT and PT®pided earlier suggests that although
most of the research in these two areas is distimete is evidence in support of understanding
PTG from a TMT perspective. In reconciling thefeliénces between TMT and PTG findings,
research has indicated that positive reactionsmdrantations with death are more likely when
certain factors, such as naturalistic processimgalfencounters with death and creative task
engagement, encourage intrinsic value orientaticuigjral exploration, and social affiliation, all
of which have been related to well-being and peakgrowth. The implications of this
collection of research are that clinicians andrthients might benefit from incorporating
discussions of cultural worldviews into post-trautteatment in a manner consistent with the
findings of this research, and the existential #amrk provided by TMT has the potential to
make valuable contributions to the existing PT&r#ture.

Although TMT research and its implications arewatty absent in the clinical literature,
useful insights from TMT could provide clinicianstiva valuable perspective for working with
those who have experienced trauma involving sefiloesat to physical integrity. For example,
clients who have experienced trauma that poseatthte their physical integrity and causes
subjective feelings of terror is assumed to makeghts of death more accessible in their minds

during and shortly after cognitive processing @aftttiauma. In a sense, the traumatic events
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prime for MS in a more naturalistic manner thanl#®mratory MS manipulations common in
prior TMT research. If discussions of traumatiems in psychotherapy further increase death-
thought accessibility, TMT leads one to expectehagents to turn to their cultural worldviews
to manage their death-related anxiety. Furthermbneay be clinically indicated that therapists
actively encourage or incorporate cultural worldwganto therapy sessions in which trauma is
processed because of their anxiety reducing fumctio

Despite the literature which suggests that cultw@ldviews mitigate the anxiety
created by thoughts of death by providing existgmtieaning and purpose as well as affiliation
with others, it is not clear whether or how clieatsl therapists integrate worldviews into
psychotherapy while processing trauma. The purpb#as dissertation, therefore, is to apply
the insights from TMT as a framework for the qualite analysis of psychotherapy sessions
with clients who have experienced trauma by exptpnaturalistic worldview integration during
sessions that include discussions of the traunfee pfimary research question of this study is:
In what ways do clients who have experienced tramcarporate cultural worldview

discussions throughout those psychotherapy sessiavisich the trauma is addressed.
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Chapter II
Methods

This chapter focuses on the methods employed i®isthdy, a qualitative investigation
of how clients who have experienced trauma incaigotheir cultural worldviews into
discussions of that trauma during psychotherapfirst provides a basic description of and
rationale for the research design of this studyhdn describes the participants, the
instrumentation, and the procedures for collectiregdata. Lastly, this chapter concludes with a
discussion of the procedures used for analyzingdat, which includes a summary of inter-
rater reliability between coders.
Research Design

This dissertation sought to employ establisheditgtiae research methods that were
thought to be the best fit for the primary reseayobstion that concluded the previous chapter.
Specifically, qualitative research is appropriatednswering “How?” and “What?” research
guestions as opposed to the “Why?” questions arsiAey quantitative approaches (Mertens,
2009; Morrow, 2007). Qualitative methodologies ased when the researcher seeks to better
understand participants’ experiences and wantsetgept a thorough description of that
experience (Morrow, 2007). Using this type of noetblogy, this study sought to gain a rich
understanding of a limited number of therapy caa#s clients who had experienced trauma;
therefore, it did not include cases for comparasitgly (e.g., clients who had not experienced
trauma). This approach was thought to be partilyugopropriate for this study because
gualitative research is also used when the resease®ks to explain variables that are not easily

identifiable, such as cultural worldviews (Morro2007).
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Since this study was conducted from a terror mamagé theory (TMT) perspective, a
directed content analysis was used. In generateod analysis is used to capture the
participants’ experiences through the analysisrittewn, visual, or verbal communication (Elo &
Kyngas, 2008). Directed content analysis is aitptale approach used when an existing theory
informs the research question and provides diregegarding the variables of interest and
procedures for coding those variables (Hsieh & 8ban2005). Because directed content
analysis allows an existing theoretical framewarkhape the interests of the study, this
approach is considered largely deductive (Hsiemh&rthon, 2005). Deductive forms of analysis
differ from inductive forms in that the former isad when the structure of the content analysis is
derived from previous knowledge of a phenomenod,tha latter is used when the knowledge
of that phenomenon is limited or nonexistent (El&gngas, 2008). In this study, a preexisting
theory (TMT) was used as a guide for creating c@hesanalyzing the content of therapy
sessions. Still, a degree of inductive analysis used as the researcher allowed for themes that
were not captured by predetermined codes to enfiengethe transcriptions of the therapy
sessions.

The study also employed a comprehensive strategyefceloping a research design to
conduct the content analysis, which was outline&ties, Honos-Webb, and Knobloch (1999)
specifically for the analysis of the therapeuteatment process. This approach has been used to
name, classify, describe, and count the behavidosth the therapist and the client; in this
study, only the client’s verbalizations were codddhese authors reduced the key elements of
their approach to analyzing psychotherapy to tHewiang categories: (a) the scoring unit (e.g.
single words or phrases, topic discussions, timestvals within sessions, whole sessions, the

entire length of treatment); (b) point of view @rppective of the client/therapist; (c) format of
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data and collection strategy (e.g. session na@ssaeripts, video/audiotapes); (d) format of
measurement (e.g. coding into nominal categorasgs, or Q-sort); (e) level of inference (only
coding observable behavior vs. inferring thougfeslings, motivations, etc. based on behavior);
(f) theoretical orientation; (g) modality of treagnt (e.g. individual, group, adult, child); (h)
target subject of measurement (e.g. client, thetagioup, family, couple); (i) channel of
communication (e.g. verbal, kinesthetic, paralisga); and (j) dimension of coding measures.
This final category, dimension of coding measumesdudescontent categoriesemantic

meaning of verbalizations3peech act categori€bow the speech was conveyed, such as via
guestions, reflections, self-disclosure, etc.), palinguistic measure@onverbal actions

paired with speech, such as hesitations or torelitogs).

The researcher bases decisions regarding each abtive categories on the primary
research question or topic under investigationdgSset al., 1999). Although the researcher can
report findings from brief segments of treatmentase studies based on the above categories of
analysis, Stiles and colleagues (1999) suggestadttis more typical for researchers to
aggregate data from a more extensive treatmerdgerigrouping of sessions. As such, an
analysis of each of these categories may be apilieuliltiple therapy sessions individually, or
the researcher may report averages from acrosmtire treatment or group of sessions. A
detailed description of how this method of analygss applied to this particular study is woven
into the Coding and Data Analysis sections of thigpter.

Participants

Client participants. In keeping with the recommended structure of tyye tof

gualitative research design (Creswell, 2009; De&zinncoln, 1998; Mertens, 2009), this study

employed purposeful sampling to select five psylsli@py cases containing sufficient data from
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an archival database based in three separate catygroannseling centers associated with a
California university. Prior to accessing the thaise for the purposes of this study, the
researcher gained approval by his university'situtsbnal Review Board (IRB). Before
receiving psychotherapeutic services, each of lieatgarticipants in this study provided
written informed consent to allow written, audiadéor video records to be included in the
archival database. Likewise, written informed @ntswhich allowed written, audio, and/or
video records to be included in the database, Wwtsred from each of their therapists. The
therapists were all doctoral and master’s levethelpogy students and interns in training
practicum rotations at the community clinics. Wiesr possible, identifying information was
removed from records prior to being included in diagabase; for example, the names of the
clients and their therapists were removed and ceplavith a research code created for the
database.

When selecting appropriate participants for thuslg, specific inclusion and exclusion
criteria was used. In order to be included, ediemicparticipant must have been an adult (i.e. at
least 18 years of age), must have been fluent gligfn and must have provided written consent
to allow his or her written as well as video restd be included in the research database
(Appendix A). Written consent allowing for the usiewritten and video records was also
required from the therapist on each of the selecéses (Appendix B). Additionally, only those
cases which yielded sufficient data were considéyeahclusion in this study. This means that
data obtained through video recordings of therasgions and the Telephone Intake Summary,
the Client Information Adult Form, the Intake Evafion Summary, and the Treatment Summary

(see Procedure section) must have indicated thatlignt has experienced trauma as defined in
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the previous chapter, and they must have discubsettauma during the course of their
therapy.

Individuals who received therapeutic servicesra of the community clinics in a
couples, family, or child/adolescent format wereleded from participation in this study. In an
effort to minimize researcher bias as well as mtotenfidentiality of the participants, cases in
which the researchers knew either the therapiteoclient personally were not eligible for
inclusion. Therefore, the therapists in the selgciases did not include people who the
researchers had contact with outside of those gsafeally sanctioned activities required by the
clinical psychology doctoral program. Additionalgny potential client participants who had
personal contact with the researchers were excltrdadparticipation in this study.

Five client participants were selected for thigdgt The first client participant identified
as an African American, Christian female. She @&gears old at the time of therapy, and she
was self-referred because of difficulties adjustimg new living environment after moving to a
new city and difficulties with communicating andyutating her emotions. She reported a
history of struggles with death and loss, sexuakabsubstance abuse, financial instability, and
a family history of discrimination. Clinical reats revealed that the sexual abuse she reported
was in the form of molestation and rape perpetrhtelder paternal uncle when she was in the
third grade.

Client Participant #2 was a single, Caucasian fermaginally from England. At the
time of her therapy, she was 47 years old and ulwmeg because of her disability status. She
presented to therapy because of scratching belsawiought on by stress, which she attributed
to multiple medical health concerns including digseand a stroke which caused her to lose

much of her eyesight. She was identified as aqgyaant for this study based on medical trauma
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causing serious threat to physical integrity. doarded sessions, the client participant discussed
her traumatic health issues at length, and the caedomplications that resulted from her
traumatic health issues appeared to be the focomioh of her work in therapy.

The third client participant was a Hispanic, megirfemale who identified as Christian.
She was 21 years old at the onset of therapy, Idghaschool education, and lived in El
Salvador until the age of 19. She was referratie¢capy by her husband and complained of
feelings of depression, anger, hopelessness, alidguvell as occasional suicidal ideations.
The client reported a history of significant phydjsexual, and emotional abuse. Specifically,
she reported that her mother and grandmother waédhysical violence against her, and her
mother threatened her with a knife on multiple somas. She also reported being sexually
abused by her cousin and uncle,

Client Participant #4 was a 39-year-old, mixecerédentified as African
American/American Indian/Caucasian), married fema#ethe time of intake, she was living
with her husband and two of her four daughters @leer two daughters were living away from
home while attending college). One of her daughteas her step-daughter. She presented to
therapy because of feelings of guilt/shame, arggrayal, and depression, which she attributed
to learning that her father sexually abused hegr-deughter. She reported that her reaction to
this knowledge was exacerbated by her own histbsgrual abuse in the form of molestation
by her paternal grandfather when she was approglynsix or seven years old.

Lastly, the fifth client participant, a female winas 28 years old at the time of intake,
described herself as Caucasian, Protestant, arathenof two children. She was separated
from her husband at the time of intake. She piteskto therapy with complaints of feeling

exhausted, overwhelmed, confused, and scared cliedm participant reported that she has been
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struggling with these feelings since approximatelyr years of age, but stated that they had
increased in intensity in the year prior to staytiherapy because of her separation from her
husband. From the ages of four to eight yearsstld,reportedly was sexually abused by her
neighbor. She stated that when she was 14 yadrheal father attempted to convince the client
to have sex with him, and she reported that shewnssre if she ever engaged in sexual
activities with her father. She also reported ggahysically abused by her father at age 16 and
by her husband starting at age 21. The clientgyaaint stated that she made one suicide attempt
when she was 13 years old, and considered endmdenrom ages eight to 18 years old.

Researcher participants. Multiple researchers and a research auditor ppaied in this
study in order to provide a variety of perspectigad opinions, minimize the individual biases
of each researcher, and help to adequately catiteinéch, complex data being examined (Hill,
Thompson, & Williams, 1997). In this section, bgakund information on each of the
researchers, and their potential biases will benlyp#isclosed. Similarly, this section will
provide background and potential biases regardiagesearch auditor who is supervising this
study.

The primary researcher and dissertation auth@28 year-old Caucasian male doctoral
student in clinical psychology. He, his parents] his grandparents were all born in the United
States. He was raised in a middle class homesguthwestern state where he lived for 20 years
before moving to California for graduate schoal.general, the primary researcher
conceptualizes clients and clinical cases from hstia/existential as well as cognitive-
behavioral perspectives. He conceptualizes atadieisomeone generally driven toward personal
growth while navigating core, existential dilemmase strongly believes in the human potential

for growth beyond that of simple symptom reductmal is encouraged by therapies and
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theoretical frameworks that foster such growth tigioilluminating meaning in the human
condition.

In his academic pursuits, clinical training, atidical experience, the primary researcher
has developed an appreciation for deep existerdiaerns that are often looming underneath
more superficial problems. Among these existectacerns, fear of death has been particularly
interesting to him in that it seems to be the afdioth debilitating terror as well as motivation
for growth. As an undergraduate at the Universftirizona, home of Jeff Greenberg (one of
the creators of TMT), he was introduced to TMT aa$ very intrigued. In his graduate studies,
he was profoundly influenced by a professor, Dd&lldns, who taught his students the value of
exploring existential concerns and understandieg ties to beauty and art. The primary
researcher further developed his interests in fitgyrtaoncerns as he read powerful works from
authors such as Irvin Yalom, Victor Frankl, and éigoDostoevsky. As he gained a deeper
appreciation of cultural issues throughout his gedd studies, TMT became more and more
appealing as a possible dissertation topic. Sueceas interested more in the clinical
applicability of this theory rather than the moypital social psychology findings, the primary
researcher wanted to use this theory as a framefopknderstanding therapy with people who
experience naturalistic mortality threats in theiperience of trauma. Thus, he expected that his
longstanding interests in existential theory migate biased him toward over-reporting such
themes in the process of data collection and aisalys

The second researcher is a 29 year-old femalgistyds a doctoral student in clinical
psychology. Typically, she conceptualizes clientgsychotherapy from a cognitive-behavioral
perspective and treats them accordingly. MoreiBpalty, she believes that a client’s thoughts,

emotions, and behaviors are interconnected, anddagtive or dysfunctional thoughts strongly
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contribute to his or her interpretations of andssguent reactions to various situations.
Moreover, she believes that early and/or impadifiellexperiences contribute to the development
of certain thoughts and beliefs over time. While $ends to focus in session on the
identification and modification of clients’ maladafe thoughts and beliefs, she also believes
that a strong therapeutic relationship and autbeatie for clients are necessary components of
effective treatment. She is particularly interdstehumor as a means of bolstering the
therapeutic relationship and helping clients cojté tneir distress. As it pertains to this
dissertation, she believes that deep, existendia@rns can profoundly shape an individual's
thoughts and behaviors, whether they lie relatigglymant or are activated by specific life
events. In particular, she is interested in hovgé¢hesues arise and shape the therapeutic process
with clients who have faced severe adversity.

Another researcher participant is a 31 year-cddrimd female from a working class
family in the northeastern United States. Shdsis a doctoral student in clinical psychology,
and she is a registered art therapist who completedlasters degree in art therapy. In general,
she ascribes to dynamically-oriented therapy inchiercal work, but she also incorporates
strength-based approaches and mindfulness whenngaskth clients. Based largely on her
training in dynamically-oriented treatments, sustsalf-psychology, this researcher is
particularly interested in the role of interperdamdationships. She believes that the relatiomshi
between the client and the therapist, as well ambrelationships outside of therapy can be
incredibly influential in terms of the client’s r&#on to trauma. She is especially interested in
how sociocultural factors might mitigate existehtiancerns brought on by reflecting on

traumatic events.
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The dissertation chair for this study will alsoveeas the auditor. She is a European-
American married Christian female with a doctoradjice in psychology as well as a law degree.
She is currently teaching in a clinical psychol@gggram as a tenured associate professor, and
she has clinical and research interests in foraarsicpositive psychology. Her conceptualization
of clients stems primarily from cognitive-behavioitzeory, and she incorporates systems and
strength-based perspectives into her treatmenbappr With regard to the present study, the
auditor is also familiar with TMT from her graduaterk at the University of Arizona and is
similarly intrigued by its clinical implications w1 clients who have experienced trauma. She
was interested in the process of client-participamthis study being given the opportunity to
reflect on their cultural worldviews during thergggarticularly in the context of discussions
about trauma, as well as topics of meaning andextion occurring during such discussions.
Instrumentation

To examine client reactions to trauma involvingerdl worldviews from a TMT
perspective, the researcher created a directedgasgstem for the content analysis of cultural
worldviews based on the worldviews commonly assesséhe TMT literature. Based on the
TMT literature reviewed in the previous chapteg tasearcher identified the following four
worldviews as the most commonly studied in TMT eash: (a) religion, (b) ethnicity, (c)
political affiliation, and (d) nationality. Theseur types of cultural worldviews served as the
initial categories for coding (see coding manuappendix C for detailed coding procedures).
Additionally, two coding categories, which will beferred to as (e) other (explicit) and (f) other
(implicit), were used to capture discussions ofuzal worldviews that are consistent with the
purposes of this study yet did not fit within arfytloe other worldview categories. Any

qualitative data that was determined to fall witthese categories was recorded in multiple
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Microsoft Worddocuments as well as shat@dogledocuments used to track coding
frequencies, rationale for coding decisions, aséaecher biases. The specific codes in each of
these coding categories are discussed next.

Religion codes.This set of codes was used when clients referreeliion during the
course of a therapeutic session in which they dilscussed trauma. Such codes were intended
to be assigned when the client referred to hisordligious identification (R1; e.g., “As a
Christian, | feel that giving to charity is impantd); discussed events or practices in which he or
she engages for religious purposes (R2; e.g.,ff'lfasting because it's Ramadan”); used a
generic term or phrase when referring to his orakgion (R3; e.g., “I am thankful for my faith
because | feel like it has helped me get throughhtard time”); discussed others’ religion in a
neutral or positive manner (R4; e.g., “My friendddnis family believe in reincarnation”); or
spoke negatively about others’ religion (R5; €lgthink people who believe in God are just
unintelligent and easily manipulated”). A finaldmwas used when the client discussed religion
in a way that was not captured by any of the afemioned religion codes (R6; e.g., “Lately, |
have found myself intrigued by various religions”).

This study was particularly interested in religialiscussion rather than discussion of
spiritual ideas or practices that fall outsideadigion. Religion is commonly understood to refer
to more structured, organized beliefs and practicasare largely shared among members of a
religious community; spirituality on the other hamla more broad, abstract term referring to a
general appreciation for the mystical universe thadl which is considered much bigger than
one’s self (Hill et al., 2000). In keeping withetkast TMT research that suggests that religion
provides a sense of both literal and symbolic intaly by allowing followers to join a culture

that will outlast the physical self (Vail et alQ1D0), this study focused on discussions assumed to
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be connected with religious ideas and practiceswéver, as Hill and colleagues (2000) argued,
it Is important to recognize the significant overlaetween religion and spirituality. For

example, prayer is considered by many an intersghitual experience, and it is also considered
a vital part of many organized religions. It wasrefore determined that client statements that
seemed to convey a belief or practice that is baltgious and spiritual were to be coded with

the appropriate religious code. If a client disadsa spiritual experience that did not seem to be
associated with religious ideas or practices (8'ge been spending a lot of time in nature

lately, and | have really found it fulfilling”), Mvas not coded in this category.

Ethnicity codes. Discussions of ethnicity were also to be codedss®ns in which
trauma was discussed. Ethnicity is considerechaodeaphic variable that describes groups of
people who share a belief in their common descasgd on markers such as physical features or
shared language (Zagefka, 2009). These codestavbeeassigned when the client referred to
his or her ethnicity (E1; e.g., “Since | am an A&m American, | feel like | have had to work
hard to overcome certain stereotypes”); discuseezlrant or practice that he or she engages in
as a member of an ethnic group (E2; e.g., “I aniteado visit my family for our annual Chinese
New Year celebration”); used a generic term whéernag to his or her ethnic group (E3; e.qg.,
“My people have been through so many strugglesdabatinue to affect our behaviors”);
discussed other ethnic groups in a neutral or ipesmanner (E4; e.g., “I visited my friend, and
she is Native American and makes really good tiauad fry bread”); or spoke negatively about
other ethnic groups (E5; e.g., “Those people aspaesible for most of the crime in this
country”). A final code in this category was intledl to be used when the client discussed
ethnicity in a manner that was not captured bydarthe previously mentioned ethnicity codes

(E6; e.g., “l wish people could see past the cofa person’s skin”).
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Political affiliation codes. It was determined that researcher participantsigistudy
would code any political discussions that occukstiin therapy sessions in which the client has
also discussed trauma. Such codes were to benlrssdthe client discussed his or her political
party or affiliation (P1; e.g., “As a libertarianthink the government should be limited”);
discussed an event or practice in which the ckegiages for political purposes (P2; e.g., “l am
planning to attend the governor’s rally this weekgnused a generic term or phrase when
referring to his or her political affiliation (P8;g., “All of us on the left are upset over thempila
decrease spending on education”); discussed ottiical groups in a positive or neutral
manner (P4; e.g., “My dad is an independent sodesrt really tend to have extreme political
views”); or spoke negatively about other politigabups (P5; e.g., “If it wasn’t for the democrats
trying to corrupt the values that we grew up withs country would be in a better place”).
Lastly, a final code was intended to be assigneenvthe client engaged in political discussion
in a manner that was not captured by any of theeafentioned political affiliation codes (P6;
e.g., “I have been arguing with my wife a lot besmtiam very pro-life and she is pro-choice”).

Nationality codes. Another coding category was used for client disicunssof
nationality. The researcher participants weresethese codes each time the client referenced
his or her nationality (N1, e.g., “l am proud tod® American and to have certain freedoms that
people in other countries might not have”); disedsssvents or practices in which her or she
engages because of affiliation with a country (Bl2;, “I will visit my family in Mexico to
celebrate Cinco De Mayo”); used a vague term oagdwhen referencing his or her nationality
(N3; e.g., “It will be nice to go home and spenddiwith some other Kiwis”); discussed other
nationalities in a neutral or positive manner (H4., “In general, | found the Canadians to be

very polite and friendly”); or spoke negatively atbother nationalities (N5; e.g., “After the
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terrorist attacks, | don’t think we should let angdrom Afghanistan into our country”). Asin
the other coding categories, a final code was dedrio be used when the client discussed
nationality in a manner that was not captured bydarthe other codes in this category (N6; e.g.,
“I love watching the Olympics and seeing the wasldbuntries come together in sport”).

Other cultural worldview codes. Because cultural worldview is a very broad congtruc
it was expected that additional themes of world@evould emerge throughout the data
collection process. Allowing for additional thentesemerge from the data is common when
using a directed content analysis approach (Hsi&h&nnon, 2005). In keeping with a TMT
perspective, the following definition for a cultuveorldview offered by Pyszczynski et al.
(1999) was to be used to guide the researchedetifying cultural worldviews that did not
seem to fit into the aforementioned coding catexgand was used to aid in the creation of the
final two coding categories:

A humanly constructed symbolic conception of rgaliat imbues life with order,

permanence, and stability; a set of standards gifrehich individuals can attain a sense

of personal value; and some hope of either litgm@flisymbolically transcending death
for those who live up to these standards of vgjpie335)

First, based on this definition of cultural worews, a fifth coding category was created
with codes for explicit worldview discussions tinaight also mitigate the existential anxiety
aroused by trauma. These codes included clieatissons of demographic variables that might
offer meaning and order such as geographic regiathen a country (OE1; e.g., “I'm from the
South, so | was raised to always hold the doomfmmen”); occupational affiliation (OE2; e.g.,
“We psychologists always seem to have a hard tvoélang treating our loved ones like

clients”); institutional affiliation (OE3; e.g., “Nthe students at State University are only in
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school for the parties”); gender (OE4; e.g., “I wasght from a very early age that men are
supposed to be strong and not cry”); and sexuahtation (OE5; e.g., “Since I'm gay, | am
expected to be more sensitive and effeminate”stl{,aa final code was created to be used when
the client explicitly referred to any specific autal characteristic that seemed consistent with the
definition of cultural worldview offered by Pyszarski and colleagues (1999) yet was not
captured by any of the previously mentioned codesy of the coding categories (OEG6). If
common themes were found within this category, nategories or individual codes were to be
created to accommodate these common themes; asasled later in the results chapter, one
theme emerged throughout the coding process amasidetermined inductively that it
warranted an individual code capturing instanceshich the client participant referenced age or
generation as a cultural characteristic (OE7;€&gr 16 years old, he’s extremely empathetic”).
Second, another (implicitoding category was created for client verbalizetiof
worldviews that did not refer to any identifiablglttral affiliation, and thus referred to implicit
references to cultural worldviews. As with the\poais coding categories, the codes in this final
category were developed in keeping with the dediniof cultural worldview offered by
Pyszczynski et al. (1999). Additionally, the spieatodes were based on previous researchers’
attempts to operationalize the construct of cultwaldview for research purposes. Two
sources were used to create the implicit code® fif$t was the Worldview Analysis Scale
(WAS; Obasi, Flores, & James-Myers, 2009), whicls wieeated in order to establish measurable
dimensions of worldviews, including beliefs abopirsguality, the universe, communalism,
mortality, reality, knowledge of self, and indigersovalue systems. Second, Koltko-Rivera

(2004) also deconstructed the concept of cultumaldview into manageable dimensions within
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his “comprehensive model” of worldview, which indied beliefs about human nature, will,
cognition, behavior, interpersonal factors, trygidlgment, and world and life.

Thus, a total of 14 original dimensions of cultwarldviews proposed by the two scales
were examined, and areas of overlap in the broamels were condensed into six manageable
other (implicit) categories for this study. Firstaterialistic universe from the WAS (Obasi et
al., 2009) and world and life from Koltko-RiveraD(@) were condensed into a physical universe
code. The communalism dimension from Obasi €28I09) and the interpersonal dimension
from Koltko-Rivera (2004) were combined into a couomalism code. Next, spiritual
immortality from the WAS (Obasi et al., 2009) aratts of world and life from Koltko-Rivera
(2004) were condensed into a mortality code. Timedge of the self dimension from Obasi
and colleagues (2009) as well as the human natultecognition, and behavior dimensions
from Koltko-Rivera (2004) were then combined intbuaman nature code. Lastly, indigenous
values, tangible realism, and spiritualism fromWAS (Obasi et al., 2009) as well as the truth
and world and life dimensions from Koltko-River®(@2) were condensed into a meaning of life
code.

The final codes for the Other (Implicit) coding@godry included client discussions of his
or her beliefs regarding the physical universe (@lIg. “| was walking outside on a clear night
and felt very small as | looked up at the starsthodght about how we all started from the same
cosmic event”), communalism (OI2; e.g. “It's mypessibility to succeed in as much as | can
so | can honor my family”), mortality (OI3; e.g. VEn though she passed away, | know my
mother is looking down on me from somewhere andspeoud of me”), human nature (Ol4;
e.g. “People are born good, and they learn evilsieym the world around them”), and the

meaning of life (OI5; e.qg. “I think life is justseries of random events, and | don’t believe in
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destiny”). A final other (implicit) code was credtto be used when the client discussed a belief
that was consistent with the definition of cultunadrldview offered by Pyszczynski and
colleagues (1999) without referring to a specifittural affiliation or group, and the discussion
was not appropriately captured by any of the afemioned codes. The researcher participants
agreed that if common themes were found that wededa with this last code, new codes could
be created to accommodate these themes; howeveunchdhemes emerged that warranted the
creation of new codes within this coding category.
Procedure

Sample selection.Based on the specific research question and gethesajn of this
study, purposeful sampling was used to identifgated participants (Creswell, 2009).
Although purposeful sampling will not produce resuhat are as representative of the entire
clinical population as those produced by a randam@ing approach (Mertens, 2009), Creswell
(1998) has argued that generalizability an imparéde@ment of the research design, it is not as
crucial when conducting qualitative research. @e#s(1998) also recommended that research
using this type of sampling approach conduct exteresnalysis with four or five individual
cases. This study included 5 former psychothecdipyits who met the inclusion and exclusion
criteria. Procedures used for identifying andudahg those clients are presented below.

Step 1: Obtained a list of potential participants. The procedure of selecting an
appropriate sample began with the researchersnatgea full list of research records of those
clients who had terminated therapy and whose @ingcords had been de-identified and

entered into the database.
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Step 2: Narrowed the list based on demographic inclusion criteria. This list was then
narrowed to include only those clients who werkeast 18 years old, English-speaking, and
participated in individual therapy.

Step 3: Narrowed the list based on experiences of trauma. The group of potential
participants was then limited to include only thege had experienced trauma as indicated on
forms in the database. As discussed in detalierptrevious chapter, trauma was defined for the
purposes of this study as including both an objeatomponent, in which the person
experiences or directly witnesses serious threphysical integrity, and a subjective component,
in which the person experiences a sense of horroelplessness. In keeping with
recommendations offered by McNally (2004) and trappsed changes to the PTSD criteria for
DSM-V (Friedman et al., 2011), this study employed aamestrictive definition of trauma than
that offered by th®SM-IV-TR That is, traumatic events were defined as:

direct personal experience of an event that inwbaatual or threatened death or serious

injury, or other threat to one’s physical integyity [directly] withessing an event that

involves death, injury, or a threat to the physio&grity of another person. (p. 463)

This portion of the definition from theSM-1V-TRdoes not include simply learning of or
indirectly witnessing (such as on television) a#tening event as a traumatic event. Therefore,
only those events that the individual directly exgeced or withessed were considered
traumatic, and the person must have had a subgecaction of fear, hopelessness, or horror as
determined by responses to various instrument&pted below and video recordings, and
agreed upon by all of the researcher participaAtsmentioned earlier, the Structured Clinical
Interview for DSM-IV Axis | Disorders (First, Spiz, Gibbon, & Williams, 2002), offered the

following as examples of traumatic events: lifesiitening combat situations, serious accidents
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or fire, life threatening major disasters, phys&ssault or rape, and seeing someone killed or
badly hurt.

In order to determine if a potential participaatilexperienced a traumatic event, this
study turned to multiple data instruments. Fitst, researchers looked under the Family Data
section of the Client Information Adult Form (Apkx D). In this section, the client was asked
“Which of the following have family members, inciad yourself, struggled with,” and provided
with a list of potentially distressing situationsor the client to be included as a participarg, th
researchers examined this instrument to see ifliteet marked “Yes — This Happened” in the
“Self’ column for at least one of the following essors: discrimination (insults, hate crimes,
etc.), death and loss, sexual abuse, physical atafsg/'sexual assault, debilitating iliness, injury
or disability.

Information from the Telephone Intake Form (Apperig), the Intake Evaluation
Summary (Appendix F), and the Treatment Summaryéhpix G) were also used to determine
clients’ experiences of trauma. Specifically, Reason for Referral portion of the Telephone
Intake Summary provided information regarding thent’s initial reasons for seeking therapy,
which the researchers examined for indicationsttieatlient sought treatment for distress
associated with trauma. The researchers inspeutiéighle sections of the Intake Evaluation
Summary for indications of trauma history: Presem#roblem/Current Condition (Section II),
History of Presenting Problem and Other Psycholddgiomnditions (Section IIl), Psychosocial
History (Section IV) DSM-IV-TRMultiaxial Diagnosis (Section VIII), and Treatment
Recommendations (Section X). The Treatment Summvasyexamined for indications that
discussions or processing of trauma took placeutiirout the course of treatment or a trauma-

related diagnosis was considered. If all of treagcher participants agreed that at least one of
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the forms discussed in this step indicated thatlieat experienced trauma, that case proceeded
to the next step.

Step 4: Narrowed selection based on discussions of trauma. Only those cases in which
the clients openly discussed their traumatic expees with the therapist in at least one recorded
session were included in this study. The reseasalegiewed each of the video recordings of
the potential participants’ therapy sessions temeine whether traumatic experiences were
discussed in therapy. Later, those sessions iohadlients discussed trauma would be subject to
coding. The researchers considered both the olgeetperience of the trauma as well as the
subjective appraisal when identifying discussiotrafima. The researchers did not differentiate
between portions of the session in which traumadis=issed and portions in which there was
no trauma discussion. Instead, the researchersiegd the entire session as a whole; therefore,
the codes applied during these sessions were aoffispto trauma discussions and no
comparisons regarding different portions of thesges were made. This choice of procedure is
discussed further in the limitations section. Aaahial information regarding client discussions
of trauma is provided in the Coding Manual (Append).

Step 5: Selected specific sessions. When there were multiple recorded sessions in which
one of the client participants discussed traumby, @ne of his or her therapy sessions were to be
selected for transcription and analysis. Thatisassas selected based on the amount of time
spent discussing the trauma within the sessiom.e&ch case, only the session in which the
client discussed the trauma for the longest amotiitne (relative to other sessions in which the
client participant discussed trauma) was selecldds step in the selection process was utilized
for client participants 1, 2, 3, and 4, as thereawaultiple sessions in which trauma was

discussed in each of these cases. No compariegasding cultural worldview expressions were

98



made within sessions; that is, worldview expressiorre coded across the session and not
separated out (i.e., trauma discussion versusanion@ discussion). This limitation is discussed
further in the limitations section later.

Step 6: Narrowed selection based on cultural diversity. Prior to the onset of this study,
it was proposed that the sample selection be naxddwased on cultural diversity based on age,
gender, race, ethnicity, and nationality. Howewadtier completing the first five steps of the
sample selection procedure, the researchers igghtihly 5 eligible participants. Thus,
narrowing the sample selection based on cultuxedrdity was never done. To assist the
researchers throughout the entire sample selegtmsess, an Excel spreadsheet was used to
track relevant information on the clinic forms fach of these six selection steps (Appendix H).

Transcription. Transcription of the selected therapy sessionsceagleted by four
master’s-level graduate students in psychologyesélstudents were recruited on a volunteer
basis and received training on the transcriptia@tess prior to working with the data. They
were instructed to transcribe the sessions verbadised on a transcription method adapted from
Baylor University’s Institute for Oral History. Daled instructions on the transcription process
are provided in the Coding Manual (Appendix C).

Coding. Three doctoral-level graduate students in clingsalchology (the core
researchers for this study) served as the coddrsir research supervisor and dissertation chair
served as an auditor for this study. The codedsaaiditor practiced coding with two cases that
were not eligible for inclusion in this study priwr coding actual cases from this study. During
the process of coding the two practice assignmémgjefinition of one code, Communalism
(OI12), was adjusted to clarify that this code cooddused to capture both positive and negative

beliefs about the impact of communities and farsili&his code and all of the other individual
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codes were unchanged throughout the remaindeeafdtling process. Prior to the onset of this
study the researchers agreed to continue to c@btige cases if they had not reached a 75
percent agreement (three of four in agreement) eftéing the two practice sessions, which was
not necessary as the researchers reached at [Eagieaicent agreement on both practice
sessions. Although Miles and Huberman (1994) renended an 80 percent agreement for this
type of study, a 75 percent agreement was usedibecthis was the highest possible non-
unanimous rate of agreement. Each of the codesgraimed on the coding processes used for
this study, including relevant terms, concepts, iaades for identifying discussions of trauma
and coding cultural worldviews within the recordss$sions (Ryan & Bernard, 2003; Yin, 2006).
Specific instructions that were used for trainihg toders are provided in the Coding Manual
(Appendix C).

Human subjects/ethical considerations.This study was committed to protecting the
rights and confidentiality of its participants am@intaining high ethical standards for the
treatment of those participants. A variety of pigons were used to ensure the ethical
treatment of each of the potential research ppeids of this study. First, each therapist at the
community clinics reviewed the limits of confideadity for therapy and similar confidentiality
issues for the research database with each ofdlents as part of providing informed consent.
Each of the participants in this study providedtt®n consent for their clinical records (i.e.
written, audio, and video material) to be includethe research database prior to starting
therapy (Appendix A). Similarly, the therapistsasle records were also included in this study
also provided written consent for the use of theserds (Appendix B). After therapy had
terminated, research assistants created a redéarftr each potential participant and redacted

all identifying information from the client’s anti¢ therapist’s written documents. This was
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done to ensure that the client’'s and therapistgidentiality was preserved as their information
was transferred into the database. Each of teatsliand therapists included in the research
database were assigned a research identificatimb&uin order to keep track of the cases
without using identifying information (Mertens, 2800 Additionally, every individual who
participated in transferring clinical data into tlesearch database completed an online
Institutional Review Board (IRB) certification ceag.

In addition to protecting the rights of participsuais part of the research data preparation,
the researchers were committed to ensuring thaidhecipants’ de-identified data was handled
in an ethical manner and confidentiality contintedhe preserved. Each of the
researchers/coders and transcribers complete awéREBcation course as well as a certification
course on the Health Insurance Portability & Acdability Act of 1996 (HIPAA) to promote
the adherence to established ethical standaraseérch involving human participants and
confidential health information. Confidentialitya® also protected by excluding any cases in
which one or more of the researchers knew thetatietherapist personally. Lastly, this study
used a content analysis approach in which thewlasaaken from an archival database. One
advantage of this type of research methodologyasit is non-invasive and does not involve the
researchers directly engaging the participants Zidef Lincoln, 1998).

Data Analysis

Since the design of this study was a naturalidirected content analysis, deductive
analysis was used to validate or confirm the teaktspredetermined theoretical framework
(Hsiu-Fang & Shannon, 2005). In this case TMT sdrto guide the data analysis procedures by

providing a theoretical basis for variables to balgzed. Six coding categories, which are
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operationally defined in the Instrumentation setts well as the coding manual (Appendix C),
were used to identify discussions of cultural wergvs based on the TMT literature.

Furthermore, the steps below outline the speciéments of analysis as suggested by
Stiles et al. (1999) and discussed in the Resdagsign section. Specifically, this study
analyzed clients’ [target of measurement] verbahcmnications [channel of communication] of
worldviews in single, individual [modality of treaent] psychotherapy sessions [scoring unit] by
examining transcriptions [format of data collecliofivideo recordings and creating nominal
coding categories [format of measurement]. Thuglgprimarily analyzed the semantic meaning
of the clients’ verbalizations rather than paraliistic gestures or tones [dimension of coding
measures]. In order to analyze the qualitativa daed in this study based on these coding
categories, the researchers used the following ste@dherence with the guidelines outlined by
Hsieh and Shannon (2005) for directed content amaly

Step 1: Transcription. Research assistants composed written transcripobiotine
recorded sessions that had been selected for aédge Procedure section for selection
criteria).

Step 2: Highlighting. The researcher participants then read througkedhsion
transcripts and highlighted all text that, basedhenresearchers’ first impressions, appeared to
indicate client discussions of cultural worldviews.

Step 3: Coding selected textThe researchers each reviewed the highlightetiopsrof
the transcripts and assigned relevant, predetechiodes where it was deemed applicable
(codes are described in detail in the Instrumemadection). These codes were recorded on
individual Microsoft Worddocuments along with notes, questions for thegrand coding

rationale. All of the text that had been highligghtand appeared to represent client discussions
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of cultural worldviews based on this study’s ddfon, yet did not fit into any of the
predetermined coding categories, were coded witht @therwise specified code from either the
other (explicit) category (OEG6) or the other (inei)i coding category (OI16). The researchers
made efforts to identify and analyze any promirtaies that existed within these categories to
determine if any additional coding categories docstiegories were warranted to capture such
themes (Hsieh & Shannon, 2005), and after delilmraan age/generation code was added to
the other (explicit) category (OE7).

All three of the coders individually analyzed aratied each of the session transcripts
prior to meeting as a group to discuss the codesglts. While meeting to discuss coding
decisions, each of the raters presented his aratienale for decisions made. On 56 occasions,
at least one of the coders changed his or her godipressions based on these discussions.
Typically, this was because one or more of the odeticed a worldview expression that was
missed by the others or one of the coders intexgdratclient’s statement as a worldview
expression, perhaps because of individual biasessamderstanding of the code, and discussion
between coders led to a consensus that no codeaveanted. This process naturally led to
increased inter-rater reliability. However, théemt of these meetings was not to reach perfect
agreement on all coding decisions but to assist gatividual coder in making the decision he
or she deemed most accurate. Hill and colleadl@%7( argued that using multiple researchers
in this way can be beneficial in that it allows thverse perspectives and opinions, better
captures the complexity of the data, and minimirdssidual biases. However, this method also
creates the risk of group biases in the codingqmores or consensual observer drift, which
occurs when researchers alter or modify their gatin order to be consistent with other

researchers’ ratings (Harris & Lahey, 1982). Ideyrto minimize these potential biases, the
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coders maintained copies of their original codiesuits, which were derived independently, as
well as the codes reached in consensus. If thasanter-rater disagreement while meeting as a
group, the coders documented the disagreementlbasabe rationale for the final decision in
order for the auditor to understand the codergjient process (Orwin, 1994). During the
group discussions, the coders also were encoutagidcuss any potential individual biases that
may have influenced their coding.

Inter-rater reliability among the researcher pgvints both before meeting as a team to
discuss initial coding impressions as well as feilgy the discussion of initial codes was
calculated using Fleiss’ Kappa coefficient (K; BRi1971). The Fleiss’ Kappa coefficient was
developed in order to assess whether the agreewssited by raters exceeded that which would
be expected if the researchers assigned ratimganabm (Gwet, 2010). This coefficient is
employed when assessing reliability for a fixed bemof raters and nominal-scale ratings, and
unlike Cohen’s Kappa, this method has the advaraéfeing able to assess reliability among
greater than two raters as in the present stuaysg;ICohen, & Everitt, 1969).

Table 1 and Table 2 provide summaries of the Kescabserved agreement, and
expected agreement for each individual code asasedlverages for the codes across researcher
participants. Although no universally agreed upmasure of significance for K values exists,
Landis and Koch (1977) provided the following guides for interpreting K values: 0.81 < K <
1.00 is considered almost perfect agreement; 0/6Xk<.80 is considered substantial
agreement; 0.41 < K < 0.60 is considered modegeeaent; 0.21 < K < 0.40 is considered fair
agreement; 0.01 < K < 0.20 is considered slightagent; and K < 0 is considered poor
agreement. A negative K value indicates that ¢wellof agreement reached by raters was found

to be worse than chance.
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As depicted in Table 1 below, the average Flé{sgipa score for each of the codes
applied in this study prior to meeting as a rede&eam to discuss initial coding impressions
ranged from perfect (1) to no better than chan@®(2). Kappa scores indicated that perfect
agreement across sessions was reached for onérRdeBased on the Fleiss’ Kappa
interpretation guidelines put forth by Landis analcK (1977), average agreement across
sessions was found to be almost perfect for fodesqR2, N1, OE4, and OE7), substantial for
two codes (N5 and OES5), moderate for four codes B®LN3, and OE2), fair for six codes (R5,
OE1, 0OI2, Ol4, 0I5, and 0I16), slight for two cod®& and OE6), and poor for one code (E1).
Average observed agreement across individual cedash represents the percentage of talk
turns in which the raters reached agreement dityassigning a code or assigning no code, was
very high, ranging from perfect agreement (1) tco98ercent agreement (0.995). Table 1 below
provides a graphic summary of the average ratagm@ement for each of the codes prior to
meeting as a research team to discuss initial gadipressions:

Table 1

Pre-discussion inter-rater reliability

Session Session Session Session Session | Average
1 2 3 4 5
R1
Fleiss’ Kappa -0.001 N/A N/A 1 N/A 0.5
Observed Agreement0.998 1 1 1 1 1
Expected Agreement 0.998 1 1 0.989 1 0.997
R2
Fleiss’ Kappa 1 N/A 1 0.498 N/A 0.833
Observed Agreementl 1 1 0.996 1 0.999
Expected Agreement 0.995 1 0.995 0.993 1 0.99)7
R4
Fleiss’ Kappa N/A N/A N/A 1 N/A 1
Observed Agreementl 1 1 1 1 1
Expected Agreement 1 1 1 0.989 1 0.998

(Continued)
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Session Session Session Session Session | Average

1 2 3 4 5
R5
Fleiss’ Kappa N/A N/A N/A 0.395 N/A 0.395
Observed Agreementl 1 1 0.989 1 0.998
Expected Agreement 1 1 1 0.982 1 0.996
El
Fleiss’ Kappa -0.001 N/A N/A -0.002 N/A -0.002
Observed Agreement0.998 1 1 0.996 1 0.999
Expected Agreement 0.998 1 1 0.996 1 0.999
E6
Fleiss’ Kappa 0.499 N/A N/A 0.498 N/A 0.499
Observed Agreement0.998 1 1 0.996 1 0.999
Expected Agreement 0.997 1 1 0.993 1 0.998
N1
Fleiss’ Kappa N/A 1 0.856 N/A N/A 0.928
Observed Agreementl 1 0.998 1 1 1
Expected Agreement 1 0.979 0.983 1 1 0.992
N3
Fleiss’ Kappa N/A N/A 0.499 N/A N/A 0.499
Observed Agreementl 1 0.998 1 1 1
Expected Agreement 1 1 0.995 1 1 0.999
N5
Fleiss’ Kappa 0.725 N/A N/A N/A N/A 0.725
Observed Agreement0.995 1 1 1 1 0.999
Expected Agreement 0.983 1 1 1 1 0.997
N6
Fleiss’ Kappa -0.001 -0.004 0.499 N/A N/A 0.165
Observed Agreement0.998 0.993 0.998 1 1 0.998
Expected Agreement 0.998 0.993 0.995 1 1 0.99
OE1l
Fleiss’ Kappa 0.579 N/A N/A N/A -0.001 0.289
Observed Agreement0.992 1 1 1 0.998 0.998
Expected Agreement 0.981 1 1 1 0.998 0.996
OE2
Fleiss’ Kappa N/A N/A N/A N/A 0.499 0.499
Observed Agreementl 1 1 1 0.998 1
Expected Agreement 1 1 1 1 0.996 0.999
OE4
Fleiss’ Kappa 0.837 N/A N/A 1 N/A 0.919
Observed Agreement0.994 1 1 1 1 0.999
Expected Agreement 0.961 1 1 0.978 1 0.98¢

(Continued)
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Session Session Session Session Session | Average

1 2 3 4 5
OE>5
Fleiss’ Kappa 0.749 N/A N/A N/A N/A 0.749
Observed Agreement0.998 1 1 1 1 1
Expected Agreement 0.994 1 1 1 1 0.999
OEG6
Fleiss’ Kappa 0.663 -0.002 -0.002 -0.004 N/A 0.164
Observed Agreement0.994 0.996 0.995 0.993 1 0.996
Expected Agreement 0.981 0.996 0.995 0.993 1 0.993
OE7
Fleiss’ Kappa 1 0.748 N/A 0.711 1 0.865
Observed Agreementl 0.996 1 0.993 1 0.999
Expected Agreement 0.995 0.986 1 0.975 0.993 0.99
0Ol2
Fleiss’ Kappa 0.197 0.245 0.195 N/A N/A 0.212
Observed Agreement0.994 0.989 0.99 1 1 0.995
Expected Agreement 0.992 0.986 0.988 1 1 0.9983
Ol4
Fleiss’ Kappa 0.425 -0.004 N/A -0.002 0.749 0.292
Observed Agreement0.994 0.993 1 0.996 0.998 0.996
Expected Agreement 0.989 0.993 1 0.996 0.991 0.994
OlI5
Fleiss’ Kappa 0.332 0.33 N/A N/A 0.499 0.387
Observed Agreement0.997 0.993 1 1 0.998 0.998
Expected Agreement 0.995 0.989 1 1 0.996 0.996
Ol6
Fleiss’ Kappa -0.001 -0.004 0.568 N/A 0.397 0.24
Observed Agreement0.998 0.993 0.993 1 0.993 0.995
Expected Agreement 0.998 0.993 0.983 1 0.989 0.993

Note: Table 1ldepicts average inter-rater reliability scoresdach of the applied codes across sessions usigsF
Kappa, Observed Agreement, and Expected Agreendlidt.is used for Fleiss’ Kappa scores for sessiansghich

the identified code was not applied.

Inter-rater reliability was also calculated for bax the assigned codes after the

researcher participants met to discuss their Iniipressions. These post-discussion rates of

agreement, as depicted in Table 2 below, tendee tagher than inter-rater reliability scores

from before meeting to discuss coding impressi@tabse the researcher participants were able

to present their rationales for their decisions eoithborate in order to come to their final coding

decisions. As shown in Table 2, the average FIKimgpa score for each of the codes applied in
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this study ranged from perfect (1) to almost per(@@B75). Of the 20 codes that were assigned
across all the sessions, only four (20%) were fdorthve an average Fleiss’ Kappa score less
than perfect. Based on the Fleiss’ Kappa inteapigat guidelines put forth by Landis and Koch
(1977), those four codes (OE4, OE®6, Ol4, and Gdé¢hed an average agreement across
sessions that were considered to be almost pededtthe remaining 16 codes (R1, R2, R4, R5,
E1l, E6, N1, N3, N5, N6, OE1, OE2, OE5, OE7, OIZ] éni5) reached perfect agreement.
Average observed agreement across individual cedessery high, ranging from perfect

agreement (1) to 99.5 percent agreement (0.995).

Table 2

Post-discussion inter-rater reliability

Session Session Session Session Session | Average

1 2 3 4 5
R1
Fleiss’ Kappa N/A N/A N/A 1 N/A 1
Observed Agreement 1 1 1 1 1 1
Expected Agreement] 1 1 1 0.989 1 0.998
R2
Fleiss’ Kappa 1 N/A 1 1 N/A 1
Observed Agreement 1 1 1 1 1 1
Expected Agreement| 0.995 1 0.993 0.989 1 0.99
R4
Fleiss’ Kappa N/A N/A N/A 1 N/A 1
Observed Agreement 1 1 1 1 1 1
Expected Agreement| 1 1 1 0.989 1 0.998
R5
Fleiss’ Kappa N/A N/A N/A 1 N/A 1
Observed Agreement 1 1 1 1 1 1
Expected Agreement] 1 1 1 0.968 1 0.994
El
Fleiss’ Kappa 1 N/A N/A 1 N/A 1
Observed Agreement 1 1 1 1 1 1
Expected Agreement| 0.995 1 1 0.989 1 0.991
E6
Fleiss’ Kappa 1 N/A N/A 1 N/A 1
Observed Agreement 1 1 1 1 1 1
Expected Agreement| 0.995 1 1 0.989 1 0.99]

(Continued)
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Session Session Session Session Session | Average
1 3 4 5
N1
Fleiss’ Kappa N/A 1 1 N/A N/A 1
Observed Agreement 1 1 1 1 1 1
Expected Agreement] 1 0.979 0.986 1 1 0.993
N3
Fleiss’ Kappa N/A N/A 1 N/A N/A 1
Observed Agreement 1 1 1 1 1 1
Expected Agreement] 1 1 0.993 1 1 0.999
N5
Fleiss’ Kappa 1 N/A N/A N/A N/A 1
Observed Agreement 1 1 1 1 1 1
Expected Agreement| 0.981 1 1 1 1 0.996
N6
Fleiss’ Kappa 1 1 1 N/A N/A 1
Observed Agreement 1 1 1 1 1 1
Expected Agreement| 0.995 0.979 0.993 1 1 0.99
OE1l
Fleiss’ Kappa 1 N/A N/A N/A N/A 1
Observed Agreement 1 1 1 1 1 1
Expected Agreement| 0.986 1 1 1 1 0.997
OE2
Fleiss’ Kappa N/A N/A N/A N/A 1 1
Observed Agreement 1 1 1 1 1 1
Expected Agreement] 1 1 1 1 0.993 0.999
OE4
Fleiss’ Kappa 0.965 N/A N/A 1 N/A 0.983
Observed Agreement  0.998 1 1 1 1 1
Expected Agreement| 0.955 1 1 0.978 1 0.995
OE5
Fleiss’ Kappa 1 N/A N/A N/A N/A 1
Observed Agreement 1 1 1 1 1 1
Expected Agreement| 0.995 1 1 1 1 0.999
OEG6
Fleiss’ Kappa 1 N/A 0.799 1 N/A 0.933
Observed Agreement 1 1 0.998 1 1 1
Expected Agreement| 0.976 1 0.988 0.978 1 0.98
OE7
Fleiss’ Kappa 1 1 N/A 1 1 1
Observed Agreement 1 1 1 1 1 1
Expected Agreement| 0.995 0.979 1 0.968 0.993 0.98
(Continued)
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Session Session Session Session Session | Average
1 2 3 4 5
OlI2
Fleiss’ Kappa 1 N/A 1 N/A N/A 1
Observed Agreement 1 1 1 1 1 1
Expected Agreement| 0.981 1 0.993 1 1 0.99%
Ol4
Fleiss’ Kappa 1 0.498 N/A 1 1 0.875
Observed Agreement 1 0.996 1 1 1 0.999
Expected Agreement| 0.986 0.993 1 0.989 0.987 0.991
oI5
Fleiss’ Kappa 1 1 N/A N/A 1 1
Observed Agreement 1 1 1 1 1 1
Expected Agreement| 0.99 0.989 1 1 0.993 0.994
ol6
Fleiss’ Kappa N/A N/A 1 N/A 0.874 0.937
Observed Agreement 1 1 1 1 0.998 1
Expected Agreement| 1 1 0.986 1 0.982 0.994

Note: Table 2depicts average inter-rater reliability scoresdach of the applied codes across sessions usigsF
Kappa, Observed Agreement, and Expected Agreendlidt.is used for Fleiss’ Kappa scores for sessiansghich
the identified code was not applied.

Step 4: Submission of codes to the auditolOnce the coders had reached a consensus
on the final codes, these codes were submitteuetauditor of this study. In order for the
auditor to most effectively appraise the analygigaithat point, the researchers provided a
detailed account of the analysis process so tleaadllitor could best assess the reliability of the
study (Lincoln & Guba, 1985). This meticulous dgston of the research process, or audit
trail, included accounts of the decision processgarding the research design and data
collection procedures as well as the actions takeen analyzing and reporting the data. The
following information was included in the audititras recommended by Halpern (1983; as cited
in Lincoln & Guba, 1985): raw data, products ofadegduction and analysis (e.g. notes and
gualitative summaries), data synthesis and reaactgin notes (e.g. definitions and themes of
emerging categories), reports on literature supppdecisions, process notes (e.g.

methodological notes and rationale), and trustwoess notes.
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Each of the researchers also recorded their pagrsapectations and potential biases
using a technique for qualitative research knowhrasketing. Bracketing is used to minimize
the influence of personal assumptions on the dataation and analysis processes by reflecting
and recording potential foreseen biases (Ahern9)198s part of the bracketing process, the
researchers kept reflective journals which werended to provide a space for the researchers to
reflect upon the following: (a) potential assumpsaegarding demographic variables such as
race, gender, age, and socioeconomic status;gtrtier personal values that are thought to
potentially interfere with objectivity; (c) issuesgarding potential role conflict; (d) his or her
interests in the data and the extent to which thrgeeests may dispose him or her to interpret
findings favorably; and (e) personal feelings timaty suggest a lack of neutrality (Ahern, 1999).
Thus, the researchers in this study bracketed pakdmases in reflective journals and discussed
them in group discussions throughout the codinggss. For example, the primary researcher
in this study noticed at one point that he seeroguut more effort into searching for worldview
expressions in the transcriptions of sessionsstbamed to have less worldview expressions than
other sessions. This sense of urgency to assigsaas if a quota was required was bracketed in
a reflective journal to minimize bias toward ovedmg in sessions with few worldview
expressions and under-coding in sessions with many.

Step 5: Reaching consensus on final code®@nce the codes had been submitted to the
auditor, who checked and provided feedback ondbkearch team’s decisions and judgments up
to that point, the coders and auditor discussedirtabcodes. If the auditor provided insight for
continued discussion of codes that led to reconsiggrior coding decisions, the coders would
again discuss any these codes until consensuseaelsad on the final codes to be analyzed.

The inter-rater reliability of the final codes rxluded in Table 2 above.
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Step 6: Evaluation of the coded data.The primary researcher then reviewed the data in
order to analyze any emerging patterns withindlais. This process began with the researcher
calculating frequencies for each code within eads®n and tracking these frequencies using
Microsoft Excelpreadsheets. Each session was then reviewdtieanesearcher noted the
context of the coded worldview discussions in otdemake any inferences regarding the terror
management value of such discussions based orMfditerature outlined in the previous
chapter. The researcher searched for patterngdbyaging variables such as type of traumatic
event, the client’'s demographic / cultural backgiuspecific discussions of cultural
worldviews, and discussions that fall into the Grdt Affiliation Not Otherwise Specified
(Oth6) or Implicit Cultural Worldview Not Otherwisgpecified (OI6) categories.

Step 7: Presentation of findings.In the two chapters below, findings from this study
are presented with regard to frequencies of thedadata and the context in which these codes
were assigned. The frequencies of the specifietyd worldview discussions elucidate how
often the client participants spoke about cultwafldviews within the context of therapy
sessions that include discussions of trauma. Thhpters below present sample quotations to
provide a richer understanding of the manner incialients might turn to their worldviews in
therapy after talking about trauma. Additionathyis study presents discussions regarding the

theoretical value of worldview expressions as tto@k place during therapy.

112



Chapter IlI
Results

The broad intent of this study was to examine pestfterapy with those who have
experienced trauma through the lens of terror mamagt theory. Specifically, this study
investigated the ways in which 5 client particigaimicorporated cultural worldview discussions
into therapy sessions in which their traumatic exgomees were addressed. This chapter provides
a discussion of the results yielded from the dedaontent analysis employed to examine
cultural worldview discussions in five transcrilbggglychotherapy sessions.

The chapter begins with a review of the findingsif the directed content analysis of
these sessions based on the cultural worldviewngoslystem described in the coding manual
(Appendix C). Results across the transcribed sessre then discussed in detail in regard to
data obtained within the six broad or parent codiaggories and their individual codes. After a
thorough description of findings across the sebtkstssions, this chapter focuses on coded
results as well as relevant contextual observatosthemes within each of the sessions
individually. As part of the directed content aysad, coding frequencies within and across the
participants are provided in order to categorizg¢ amganize coded data within the context of the
selected sessions rather than justify the resuksiggest relative importance based on numerical
frequency. Throughout the chapter, examples fimartrianscribed sessions are provided to
illustrate these findings, an approach that is sbest with a qualitative method for content
analysis (Hsieh & Shannon, 2005). For the resquritsented in this chapter, ellipses (i.e., ...)
indicate that non-crucial material from the transed session was omitted from example
guotations because this material was deemed iaeteand unnecessary for illustrating essential

concepts.
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Content Analysis

As described in the Methods chapter, the codingualamsed for capturing the client
participants’ cultural worldview discussions inchatithe following six broad / parent coding
categories: (a) religion, (b) ethnicity, (c) patdl affiliation, (d) nationality, (e) other (expii}
and (f) other (implicit). Each of these codingezgiries contained six individual codes. With
exception to last two coding categories, other lfeipand other (implicit), the six individual
codes within each of the coding categories werd tseapture explicit references to cultural
affiliation, references to cultural practices, vageferences to cultural affiliation, references to
others’ cultural affiliation, derogatory referendesothers’ affiliation, and a not otherwise
specified reference to cultural worldview. Theastfexplicit) coding category was comprised of
six codes intended to capture client participamliei references to cultural, demographic
groups or affiliation such as geographic regiomdge, and sexual orientation. The final coding
category, other (implicit), consisted of six codeat were applied when client participants
referred to cultural worldviews or beliefs withauentioning any specific cultural groups or
affiliations. These codes included beliefs abbetghysical universe, communalism, mortality,
human nature, and the meaning of life as well astatherwise specified code.

Although these codes were based on relevant rsaad clinical literature, not all of the
codes were applied while coding the five transctibessions. In regards to the six broad coding
categories, no political affiliation codes were lgxgbto any of the sessions. Between two and
six codes from each of the other five coding catiegovere used throughout the coding process,
but 17 of the individual codes across coding caiegavere never applied (as explained in more

detail throughout the remainder of this chapter).
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As presented in Table 3 below, the directed cordaatysis of client expressions of
cultural worldviews yielded a total of 77 codesnfrthe 1,369 possible client talk turns across
the five transcribed sessions. The number of cea@dessions of cultural worldviews ranged
from seven to 36, with a mean of 15.4 codes peri@@$SD=12.03). The number of client talk
turns recorded by the transcribers within eachigesanged from 184 to 418, with a mean of
273.8 client talk turns per session (SD=95.86).pAssented in Figure 1 below, these 77 codes
agreed upon by the researcher participants (coders) applied from five parent / broad
categories: (a) other (explicit) (n=32; 41.56%), ¢ther (implicit) (n=20; 25.97%), (c)
nationality (n=13; 16.88%), (d) religion (n=8; 10%), and (e) ethnicity (n=4; 5.19%). It should
be noted that although these codes are presentedenof frequency, this is done primarily for
organization purposes rather than to imply thatericequently occurring codes were more
important or served more of a terror managemesttt@n others.

Table 3

Coding and talk turn frequencies across sessions
Session 1] Session2| Session3 Session4d Session5 Total

Total Codes | 36 7 10 16 8 77

# Talk Turns | 418 189 278 184 300 1,369

Captured in the other (explicit) category, whichsveaeated for coding explicit references
to cultural affiliations other than religion, padial affiliation, nationality, and ethnicity, six
individual codes were applied to 32 worldview exgsiens (41.56%): gender (OE4; n=12),
cultural affiliation not otherwise specified (OE®8;8), age/generation (OE7; n=7), geographic
region (OE1; n=3), occupational affiliation (OE2;1), and sexual orientation (OE5; n=1). The
age/generation code was not in the original sebdgs, but it emerged as a distinct theme and

was added to the codes within the other (exploztegory. Within the other (implicit) parent
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category, which was created for capturing impheitrldview expressions that did not reference
any cultural affiliation or group, the followingdividual codes were applied a total of 20 times
(25.97%): human nature (Ol4; n=6), communalism (@&5), implicit cultural worldview not
otherwise specified (016, n=5), and meaning of (({#5; n=4). Four individual codes within the
original nationality coding category were agreedmupn 13 occasions (16.88%) across sessions,
including nationality identification (N1, n=4), nabalistic derogation (N5; n=4), nationality
worldview not otherwise specified (N6; n=4), andjwa reference to nationality (N3; n=1). A
total of eight worldview expressions (10.39%) weaptured in the religion category, and four
individual codes were found: religious practice (R23), religious derogation (R5; n=3),
religious group or denomination (R1, n=1), and atheeligion (R4; n=1). Lastly, two
individual codes were applied from within the ettty coding category a total of four times
(5.19%): ethnic identification (E1; n=2) and ethdiscussion not otherwise specified (E6; n=2).
The broad categories and their individual codegpegsented in order of frequency in
Figure 1 below, followed by Table 4, which providegraphic depiction of coding frequencies
within and across sessions. The figure below dejpicly those coding categories from which
individual codes were applied during the codingcpss. Therefore, the political affiliation
coding category is not represented in this figugemilarly, many of the individual codes within
each of the coding categories were not used icddeng process; these codes are not included
in the figure below. The coding categories areeoed from left to right in order with the most
frequently utilized coding category listed firaithin each of the columns of the figure below,
the individual codes are listed vertically with tmest frequently applied codes on top and the

less frequently applied codes beneath those.
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Figure 1.

Codes applied during coding process

Note: Applied individual codes are organized bygpaicategories. Parent categories are listed feftrto right in
order of frequency starting with those coded masgdently across sessions. Individual codes stedliunder each

{ N 4 N 4 4 N N
Other Other Nationality Religion Ethnicity
(explicit) (implicit)
\ | J \ | v \ | \ | J S
. ) . N . |
- Gender - Human - Nationalistic - Religious - Ethnic
Nature Derogation Practice Identification
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- Implicit NOS NOS
- Age/ Worldview - Others’
Generation NOS - Nationality Religion
Identification
- Geographic - Meaning of - Religious
Region Life - Vague Group or
Reference to Denomina-
- Sexual Nationality tion
Orientation
- Occupation
Affiliation L )L ) U RN )

of their corresponding parent categories in orddreguency with those coded most frequently lidfiest.

Table 4

Individual code frequencies across sessions

Session 1| SessionP Session 3 Session 4 Sessiornfl T
Other (explicit) | 19 2 2 7 2 32
OE4 10 0 0 2 0 12
OE6 4 0 2 2 0 8
OE7 1 2 0 3 1 7
OE1l 3 0 0 0 0 3
OE2 0 0 0 0 1 1
OE5 1 0 0 0 0 1
Other (implicit) | 9 1 3 1 6 20
Ol4 3 0 0 1 2 6
Ol2 4 0 1 0 0 5
Ol6 0 0 2 0 3 5
Ol5 2 1 0 0 1 4
(Continued)
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Session 1| SessionP Session 3 Session 4 Sessiornfl T
Nationality 5 4 4 0 0 13
N1 0 2 2 0 0 4
N5 4 0 0 0 0 4
N6 1 2 1 0 0 4
N3 0 0 1 0 0 1
Religion 1 0 1 6 0 8
R2 1 0 1 1 0 3
R5 0 0 0 3 0 3
R1 0 0 0 1 0 1
R4 0 0 0 1 0 1
Ethnicity 2 0 0 2 0 4
E1l 1 0 0 1 0 2
E6 1 0 0 1 0 2
TOTAL 36 7 10 16 8 77

Findings Across Sessions

In this section, qualitative descriptions of cudtinvorldview expressions and codes as
well as quantitative frequency data are presenkadings will be organized based on the parent
coding categories described earlier and presentedder of the frequency of coding.

Other (explicit). Across all the transcribed therapy sessions,tden the other
(explicit) category were applied more frequentlgriitany other codes. The coders agreed on a
total of 32 codes (41.56%) within this coding catgg The most common individual code that
was agreed upon by the coders within any of théngochtegories, which was coded 12 times,
was the discussion of gender as a cultural wondweaffiliation, such as, “it just seems like,
women are deceitful like that, you know what I'nyisg?... like they like to seduce men, and
then get them in trouble.”

Cultural affiliation not otherwise specified codeere the second most commonly
applied codes, employed a total of eight timespr&ssions given this code included client
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discussions of a range of demographic variablesntbee mentioned as cultural characteristic
that implied some sort of shared cultural experencluding socioeconomic status (n=2),
pedophilia (n=2), physical region other than gepbraregion (n=1), substance abuse
population (n=1), motherhood (n=1) and maritalisgtgh=1).

The next most common individual code that emergasl age/generation. At the onset of
the coding process, an age/generation code hdaeeatestablished, but since references to this
cultural demographic emerged seven times, whichm@® than almost all of the other
individual codes, an inductive approach was empmldgesstablish the new code. Examples of
client statements that received this code inclutfed, 16 years... he’s extremely empathetic,”
and an instance in which the client participant digsussing her parents’ marraige brought on
by a pregnancy and stating, “That was the apprtgtiang to do in the sixties.”

Client references to geographic region as a cultwoadview occurred a total of three
times. An example of such a statement that redeavgeographic region code was an instance in
which Client Participant #1 described a coworketsasippy and short, kind of like if you was
[sic] in New York.” Client participants referrirtg sexual orientation and occupational
affiliation as cultural characteristics were eaoldexd once.

Other (implicit). The other (implicit) category refers to client peigant expressions of
cultural beliefs or worldviews that were not exflicin reference to specific affiliate groups or
demographic characteristics. Codes from withis tategory were applied 20 times (25.97%)
throughout the five sessions. The individual ctide most frequently applied from within this
category was one concerning beliefs about humameatuch as, “Everybody has at least
somebody that doesn’t like them.” This code wagag upon six times across the transcribed

sessions.
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The communalism code, which was applied for bekdisut the roles of individuals and
their communities or families in influencing eadher’s welfare or that of society at large, was
assigned five times. For example, Client Partioigél was discussing her relationship with her
uncle, who was expected to help raise her yet xigadlg abused the client, and she stated that
she no longer “respect[s] all adults because tloestdleserve it. Like you will listen, and you
will do what you are supposed to do, but you wqust be blind and be like, ok well, they're an
adult.” This statement was coded with a commumatisde because the client participant stated
a belief about child-caretaker roles and relatigrsh

Individual expressions of cultural worldviews thatre consistent with the individual
cultural worldview not otherwise specified code &reoded on five occasions across sessions.
This code was employed when the client participainted a cultural belief that did not
reference any cultural or demographic group otiafifon and was not better captured by any of
the other codes within this coding category. Aaragle of such an implicit expression of a
cultural worldview was an instance in which Cli@&articipant #5 expressed a belief about
morality, which was assumed to be influenced byda#tural background, stating, “I do not
believe | can apply a rule to someone else unlagplly it to me.” Like other worldview
expressions captured by this code, this stateneeptwed the cultural worldview not otherwise
specified code because it referred to a belief attmuworld that could not be captured by any of
the other codes, yet did not reference any speaifiitiral group or affiliation (which would be
given the cultural affiliation not otherwise spéetf code from the other (explicit) coding
category). Themes that were inductively gathergdimvthis code included beliefs about
morality (n=2), fairness (n=1), romantic relatioipgh(n=1), and hypocrisy (n=1). Because these

five coded worldview expressions were not codedughdimes and did not seem to represent
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unique constructs, they did not appear to wartaatteation of a distinct code separate from the
cultural worldview not otherwise specified code.

Lastly, the cultural worldview belief about the meay of life, which was reserved for
client participant expressions of beliefs abow &ifpurpose or explanations of the nature of the
world, was coded four times. An example of thisnie taken from one of the transcribed
sessions is, “There’s nowhere in this world thatie.”

Nationality. Along with the religion and ethnicity coding cgbeies, the nationality
category consisted of codes based on worldviewswamty studied in the existing TMT
literature as described in the methods chaptese&eher participants agreed on a total of 13
codes (16.88%) from within the nationality catego@ne of the three most frequently applied
individual codes from within the nationality categevas client participants’ derogation of
others’ nationalities. For example, one clientipgrant was complaining about her German
coworker and stated, “I work with a German guy. Yd of know how they are... snappy and
short.” Nationality derogation was coded four tsvaeross the transcribed sessions.

Also coded four times were nationality worldviewpeassions that could not be captured
by any of the other nationality codes, referredgmationality discussion not otherwise
specified. For example, Client Participant #2, was originally from England, made two
references to America, but the coders were unaofdatree extent to which this client identified
her nationality as American so a nationality disoms not otherwise specified code was given.
Other instances in which the nationality discussiohotherwise specified code was applied
included a case in which it was unclear if ClieattRipant #1 was referring to the nationality of
another in a derogatory manner and once when (Riarticipant #3 seemed to be making a

derogatory statement about her own nationality.
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The next two individual nationality codes upon @fhthe coders agreed were references
to the client participants’ nationalities. Wheet was an explicit reference to the client
participant’s nationality (e.g., “In England, itsscialized medicine,” and “In El Salvador [when]
| was in high school...”), a nationality identificati code was applied. The coders reached an
agreement on nationality identification codes foones. In one instance, Client Participant #3
made a vague reference to her nationality by usiggneric term rather than stating her
nationality explicitly (viz., “In my country, youee people get married...”). In this case, the
vague reference to nationality code was applied.

Religion. Throughout the five transcribed therapy sessiooges from the religion
coding category were assigned a total of eightgifd€.39%). The most commonly coded
expressions of religion worldviews were client papant references to religious practices and
the derogation of others’ religion. Each of thesdes was applied on three occasions. Of
particular interest to this study, Client Particip&1 referenced religious practice when the topic
of death was approached in therapy. In this im&tatine therapist read an exercise prompt aloud
which asked, “What would you do if you were tolduywere going to die soon?” Part of the
client participant’s response was, “l would pray asg off.” An example of an instance in
which the religious practice code was applied wasatance in which Client Participant #4
referred to the religion of another as a “mini-talhd later as “weird.”

The other two individual religious codes that wased involved others’ religion and
religious group or denomination identification. tB@f these codes were applied once
throughout all of the sessions. Others’ religicaswoded when the client referred to the religion
of another in a neutral or positive manner (viz.,He’s using God... talking to God”). The code

for religious group or denomination was reservadctses in which the client explicitly referred
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to his or her religious identification. The onmd this occurred, Client Participant #4 stated that
“childhood issues sent [her] in a nondenominatiatiadction.”

Ethnicity. Researcher participants coded expressions of alliarldviews within the
ethnicity coding category on four occasions (5.19%)e only individual codes that were
applied across sessions were references to the pheticipant’s ethnic identification and ethnic
discussions not otherwise specified. Each of thiesmes was coded twice. In one instance,
both of these codes were applied when Client Raint #4 described her ethnicity, stating, “I'm
a mutt. | have black... I have Indian in me. | h&e&man in me. I'm a mutt. | have a little bit
of everything.” In this case, there was a cleégrence to the client participant’s ethnic
background, but the coders also applied the etfinaission not otherwise specified code
because of the potential derogation of her ownieitlgrby using the term “mutt.”

Findings Within Sessions

This section provides a discussion of each of theedoded therapy sessions used in this
study. For each session, a brief description ohe&#ient participant associated with that session
is provided. The discussion themes of each sesasowell as the relevant trauma history for
each client participant, are addressed in ordprdeide a context for understanding the coded
expressions of cultural worldviews. The results gresented using frequencies of the codes
agreed upon by the researcher participants asawelkamples of the coded cultural worldview
expressions.

Client Participant #1. Client Participant #1 identified as an African Ancan,

Christian, female. She was 28 years old at the bfrthis transcribed session, and she was self-
referred because of difficulties adjusting to a diemg environment after moving to a new city

and difficulties with communicating and regulatimgr emotions. She reported a history of
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struggles with death and loss, sexual abuse, sutestbuse, financial instability, and a family
history of discrimination. In this session, therdpist suggested that the two play a “feeling
game,” in which the client and therapist took tudnswing game cards that were intended to
elicit therapeutic conversation. During this sessthe client participant appeared to be engaged
in the game and responded to the prompts by disgudgficulties with previous relationships

and coworkers. After a game card prompted hetaié ‘about something you will never forget,”
the client participant addressed her history otiséabuse. Although the client participant
discussed her reactions to the trauma more thaslef the traumatic event(s) itself, clinical
records revealed that the sexual abuse she discwssein the form of molestation and rape
perpetrated by her paternal uncle when she wdsithird grade.

In this transcribed session, the client particigast addressed her trauma in hel"48lk
turn. Prior to this discussion, no expressionsutifural worldviews were coded. During the
discussion of the client participant’s trauma aod it affected her, which lasted nine minutes
and 20 seconds, the coders agreed on 13 express$ioniural worldviews. In total for this
session, expressions of cultural worldviews weideda36 times. Codes from the other (explicit)
coding categories were assigned more than codesdny other coding category (n=19). Codes
from the other (implicit) category were the nextsnhfvequently applied codes, used nine times.
Codes from the nationality (n=5), ethnicity (n=ajhd religion (n=1) categories were also
employed in this session. The following individgaldes were agreed upon by the coders
(frequencies in parentheses): gender (n=10), comhsum (n=4), nationalistic derogation (n=4),
cultural affiliation not otherwise specified (n=4yman nature (n=3), geographic region (n=3),

meaning of life (n=2), nationality discussion nthe&rwise specified (n=1), ethnic identification

124



(n=1), ethnic discussion not otherwise specifieelnsexual orientation (n=1), religious
practice (n=1), and age/generation (n=1).

During the discussion of the client participaritaumatic experiences, she expressed
worldviews pertaining to demographics associatdtl her perpetrator. She described him as a
“crack head” and made statements about his chafda&sed on his being a substance user such
as, “He ain’t got nothing to do, he’s a crack héathis description was coded as cultural
affiliation not otherwise specified because sheesged a belief that was based on her
identification of her uncle as a substance usére dient participant also expressed worldviews
about other cultural affiliations, such as men addlts, which she attributed to her trauma. For
example, she stated that after experiencing setuae, she learned that she should not “respect
all adults, cause they don't deserve it... you wviglidn, and you will do what you are supposed to
do, but you won't just be blind and be like, ok l#tey're an adult.” The coders agreed upon
coding this statement as both cultural affiliatrast otherwise specified because of her
worldview about “adults” as well as communalismdeanthe other (implicit) category) because
this statement represented a belief about comnamagsponsibilities of a child-adult
interaction. During the discussion of her trautha, client participant also made several
statements that were coded with codes from the @tnelicit) category, such as the following
worldview about human nature: “Anybody who'’s offegihelp wants something.”

After the initial discussion of the client parpant’s trauma, references to the traumatic
events occurred a few times throughout the sesbigrshe and the therapist continued to engage
in the board game and discuss other difficultiashsas problems with coworkers and the
client’s boyfriend. The individual code that wagphed most frequently in this session was the

code for expressions of gender worldviews, whichenmded ten times. For example, the client
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participant said the following when discussing iméeractions with her boyfriend: “I'm trying to
like lower my personality now so that | won't jusin over him ‘cause no man wants to be run
over... you know, | mean they have an ego... We doliabit’s ok to abuse ours... But theirs is
like oh shit, they can’t recover.”

Toward the end of the session, one of the games gaursked the question, “What would
you do if you were told you were going to die sdoiPart of the client’s response was, “I would
pray my ass off,” which was coded as a referen@eraigious practice and considered of
particular interest to this study because this koelw expression was in direct response to a
guestion about death. After the client discussaddactions to the question about her death,
much of the rest of the session focuses on heldgmrabat work, which are largely attributed to
her relationship with a coworker from Germany. past of this discussion, nationalistic
derogation was coded four times. When describargcbworker, the client participant made
statements such as, “I have to remind myself, B&snan, he’s a control freak and he likes to
be in control,” and “They’re not good at giving cpiments.”

Client Participant #2. The second client participant was a single, Caaocd&male
originally from England. At the time of her theyaghe was 47 years old and unemployed
because of her disability status. She presentdtetapy because of scratching behaviors
brought on by stress, which she attributed to mlgltmedical health concerns including diabetes
and a stroke which caused her to lose much ofyesight. In this session, the client participant
discussed her traumatic health issues at lengtie. s€ssion began with a discussion of her loss
of eyesight and an upcoming eye surgery. Shespeke with her therapist about her living
situation and the help she receives from caretakeng therapist and client discussed the

client’s scratching behaviors in response to str@$ee client participant revealed additional

126



medical complications that resulted from her stroldeich were the focus of the bulk of this
session.

In this session, the client participant talkedwtheer traumatic medical conditions almost
immediately and continued to do so for most ofrdreainder of the session. Individual
expressions of cultural worldviews were coded altot seven times. The most frequently
applied codes, which were agreed upon by the cddergimes, belonged to the nationality
coding category. The only other coding categdn@® which individual codes were applied in
this session were the other (explicit) and othmip(icit) categories, coded twice and once
respectively. The following individual codes wegplied (frequencies in parentheses):
nationality identification (n=2), nationality disgsion not otherwise specified (n=2),
age/generation (n=2), and meaning of life (n=1).

In the beginning of this session, the client ggrant complained to her therapist about
having to wait longer than she would have likeddoe of her eye surgeries and she stated that
“unfortunately that is the way of not having insuea in this country.” This was coded as a
nationality discussion not otherwise specified lnseashe referenced a nationality (i.e. “this
country”), but it was unclear how much she ideatlifas an American or if this was a reference
to others’ nationality. She went on to say thatEngland, it is socialized medicine and the
waiting list is 3 years to have it done...,” whichsa@ded as nationality identification because
her file indicates that she identifies as Engligiso toward the beginning of the session, she
reported that she was having difficulty decidinghe should move to England or continue to
receive care in America, and she said that, girdaclining health, she needed to find a place
to live “until the end of [her] days, however lotiwt is.” This was not coded as a mortality

worldview (OI3) because she did not express a balieut mortality, but it was noted because a
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reference to mortality amidst a discussion of trausnconsistent with TMT and some of the
assumptions of this study. During this discussibher living situation, two more nationality
references were coded.

The client participant spoke of her social supgggtem and living situation while she
was struggling with serious health complicatioRsart of her support system was a 16-year-old
male, who lived with his mother and the client mapaint, and for whom the client had
previously provided professional care. She exgekssiltural beliefs about this person’s age
(coded as age/generation) on two occasions, fahg that as a 16-year-old “he doesn’'t need a
babysitter,” and later that “for 16 years... he’xtremely empathetic.” The client participant
continued to talk about her support system througtice transcribed session, and toward the
end of the session, she expressed gratitude fgrebyple who had helped her while she struggled
with her medical ailments. During this discussithig client explained her understanding of the
help she had received, stating, “Over the yedrayé helped a lot of people and you know, the
karma? What goes around comes around, and I've/aleeen the first one there to help
anybody so | had a lot of that come back at mehis Was the last cultural worldview that was
coded in this session, and it was coded as a ngpahiife expression because it was an
explanation of the nature of the world. A religsonorldview code was also considered for this
statement; but since the client did not referemgeraligious group or affiliation or a religious
practice, no such code was assigned.

Client Participant #3. The Client Participant #3 was a Hispanic, marfeedale who
identified as Christian. She was 21 years olth@tonset of therapy, had a high school
education, and lived in El Salvador until the agé® She was referred to therapy by her

husband and complained of feelings of depressimgera hopelessness, and guilt as well as
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occasional suicidal ideations. The client repogéddstory of significant physical, sexual, and
emotional abuse. Specifically, she reported teatnmother and grandmother would use physical
violence against her, and her mother threateneaitiera knife on multiple occasions. The
therapist noted that the client reported being Usdly assaulted” by her cousin and “sexually
harassed” by her uncle, who would watch her sh@mmeyccasion when she was a teenager. In
this session, the client participant shared heceors about the safety and welfare of her sisters
who were living in El Salvador with her parents gmdndmother (who had previously abused
the client participant) at the time of this sessidfost of the remainder of the session is focused
on the client participant’s relationship with hanfily and her memories of physical acts of
violence from her mother.

Individual cultural worldviews were coded a todhften times in this session. The coding
category from which the most individual codes wassigned was the nationality category,
which was coded four times. Codes from three ath&Fgories were applied in this session:
other (implicit) (n=3), other (explicit) (n=2), amdligion (n=1). The following individual codes
were applied throughout this session (frequencigmrentheses): nationality identification
(n=2), cultural affiliation not otherwise specifi@a=2), implicit cultural worldview not
otherwise specified (n=2), nationality discussian otherwise specified (n=1), vague reference
to nationality (n=1), communalism (n=1), and redigg practice (n=1).

For most of the first half of the session, thedpest and the client discussed therapy fees,
filled out a questionnaire about the client’s syamps$, and discussed the client’s concerns about
her sisters that are still living with her family El Salvador. The client participant then talked
about her history of physical abuse perpetratedddsymother. During this discussion, she

explicitly referenced El Salvador twice, which wagled as nationality identification. She also
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expressed her beliefs about her mother’s violehabier and stated, “She don't hit you like a
mom, she go like this [holds up closed fist] anst glap you anywhere.” This was coded as
cultural affiliation not otherwise specified becaubke client expressed a belief about punishment
based on cultural demographic of motherhood. $hérwed to express her beliefs about child
punishment, stating, “They think it's okay... you danhthis child because this is your child, you
can do whatever the heck you want... | don’t feet Whay. | think they’re stupid, they're
crazy,” which was coded as a belief about commanmali
She then expressed a belief about morality ot agld wrong, which was coded as an
implicit cultural worldview not otherwise specifiedn this instance she was describing her
reaction to her abuse, which was to avoid retaligihysically against her abuser, and she said,
| mean, you're a good person you try to not fightomebody is just hitting you already
and trying to hit you more and if you can't justgithem back what they’re you know
trying to do you and you just don’t do it | thinkait’s good, you know.
The client participant shared with her therapistlin@r trauma had effected her and her
perception of abusive relationships. She relasrduinderstanding of abusive relationships to her
cultural background, stating that in El Salvadgu see people get married, like you see this
one with their big eye, you see them purple allr@mnetime, they say ‘no | just fell’...” This
statement was coded as nationality discussionthetrwise specified. She continued to talk
about her history influencing her beliefs aboutmage. A religious practice code was given for
her saying she got married in a church, and amallaffiliation not otherwise specified code for
the following belief about married couples: “I tkiits stupid that people is married and they say
bad words to each other and they think its firggni't think so.” She also stated her belief about

how romantic couples should interact with each pthtating that “if you love someone you
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won't [speak unkindly of that person],” which wasded as an implicit cultural worldview not
otherwise specified. The session concluded shaftéy this discussion.

Client Participant #4. The fourth client participant was a 39-year-oldxed race
(identified as African American/American Indian/Cagian), married female. At the time of
intake, she was living with her husband and twbeffour daughters (her other two daughters
were living away from home while attending colleg&ne of her daughters was her step-
daughter. She presented to therapy because ofgse@f guilt/shame, anger, betrayal, and
depression, which she attributed to learning teatf&ither sexually abused her step-daughter.
She reported that her reaction to this knowledge exacerbated by her own history of sexual
abuse in the form of molestation by her paternahdfather when she was approximately six or
seven years old. The transcribed session usddifostudy was an intake session in which the
primary objective of the session appeared to lgatber initial biopsychosocial information and
a history of the presenting problems. The bulkhefsession was dedicated to discussing the
trauma experienced by her step-daughter and thm&dhe client experienced when she was 14
years old.

A total of 16 individual codes were applied instBession. The most commonly coded
cultural worldview expressions fell within the otl{explicit) category, and these codes were
applied seven times. Cultural worldview expressiathin the religion category were captured
on six occasions. Codes from two other codinggmates, ethnicity (n=2) and other (implicit)
(n=1), were assigned in this session. The follgwten individual codes were agreed upon by
the coders for this session (frequencies in paesa): age/generation (n=3), religious

derogation (n=3), gender (n=2), cultural affiliatinot otherwise specified (n=2), others’ religion
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(n=1), ethnic identification (n=1), ethnic discumsinot otherwise specified (n=1), religious
group or denomination (n=1), religious practicej)=and human nature (n=1).

After the therapist talked with the client pagi@nt about some logistical issues regarding
her participation in psychotherapy, such as bijirpant and goals for the intake session, the
therapist asked the client to describe her reawreeeking therapy. The client participant
revealed that she had a history of sexual abuskeywaite explaining her family dynamic that led
up to the abuse, she expressed a cultural worldthatwas coded as age/generation. In this
instance, she explained that her parents marrted la#r mother became pregnant because, “that
was the appropriate thing to do in the sixtieslie $hen discussed the sexual abuse endured by
her step-daughter, and described her father, theeapand his reaction to others discovering this
abuse. The client said that her father wrotetarlstating that “he’s using God... talking to
God... trying to find a way to forgive [him]self.” his statement was coded as others’ religion.
She also expressed anger toward her grandmothkef@pparent indifference when learning of
her son’s abuse of the client’s step-daughter. r&éagoned that her grandmother’s reaction may
be the result of generational cultural influendatisg that “it feels like maybe that mentality
from that era, you know, its shhh move on, you kniidee it never happened,” which was coded
as age/generation.

Additionally, the client participant discussed hessband’s reaction, and said, “He’s
angry... like any man would be,” which was assignegiader code. After a brief period in the
session spent gathering general intake informatiangclient returned to the topic of sexual
abuse and discussed her beliefs about childhoaghkakuse. In speaking to these beliefs, she
expressed the belief that “pedophiles prey on thakw/ She continued, “Pedophiles don’t mess

with people that might say something. They waglytlvait it out and they wait until they are
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sure that it's safe.” These statements were cadazkpressions of beliefs about the “pedophile”
affiliation or group, which were captured with eutil affiliation not otherwise specified codes.
Toward the end of the discussion about sexual teatine client participant discussed her step-
daughter’s reaction, which seemed to the cliefetgurprisingly minimal, and reasoned that
children are “resilient,” which was coded as ageégation.

As mentioned earlier, much of this session wascdéeld to general intake information
gathering. In the course of this process, thentlarticipant self-identified with multiple
cultural affiliations. When describing her ethbackground, the client stated, “I'm a mutt. |
have black... | have Indian in me. | have German & im a mutt. | have a little bit of
everything.” For this statement, the coders agmeldoth an ethnic identification code for her
description of her ethnicity and an ethnic disanissiot otherwise specified code for her
reference to herself as a “mutt,” which might besidered a derogatory reference to her own
ethnicity. When describing her religious affil@ti, she identified as belonging to a non-
denominational church, which was coded as religgrasip or denomination. She explained that
previous life experiences, in which she attendedctiurch of a man her mother was dating, led
to her switching to a non-denominational churche 8escribed the church of that man as a
“mini cult,” and said that it was “just so weirdThese statements were coded as religious
derogation. The session concluded with the clpanticipant addressing her communication
difficulties with her husband, which she reasonedendue to “men and women [being]
different,” and “opposites attract,” which wereigegd gender and human nature codes
respectively.

Client Participant #5. The fifth and final transcribed psychotherapy sessioncerned a

female client who was 28 years old at the timentdke. She described herself as Caucasian,
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Protestant, and a mother of two children who wasuisged from her husband at the time of
intake. She presented to therapy with complaihtealing exhausted, overwhelmed, confused,
and scared. The client participant reported thatres been struggling with these feelings since
approximately four years of age, but stated they thave increased in intensity in the year prior
to starting therapy because of her separation fremhusband. From the ages of four to eight
years old, she reportedly was sexually abused bpdighbor. She stated that when she was 14
years old, her father attempted to convince thentlio have sex with him, and she reported that
she was unsure if she ever engaged in sexualtagiwith her father. She also reported being
physically abused by her father at age 16 and byhsband starting at age 21. The client
participant stated that she made one suicide attesmgn she was 13 years old, and considered
ending her life from ages eight to 18 years old.

In this session, the client participant spoke waign therapist about her discord with her
husband, her history of interpersonal struggleb wihers, and her history of physical, sexual,
and emotional abuse. Throughout this sessiorgdters agreed on eight individual codes. All
of these codes fell within two coding categorigbeo (explicit) and other (implicit). Codes
from the other (implicit) category were applied miwequently, a total of six times, and the
remaining two codes were from the other (explicit)ling category. The coders agreed on the
following individual codes (frequencies in parerg@®): implicit cultural worldview not
otherwise specified (n=3), human nature (n=2), pational affiliation (n=1), age/generation
(n=1), and meaning of life (n=1).

Toward the beginning of this session, as the tpanticipant addressed her concerns
about her husband’s financial contributions tofaerily, she related her concerns to her parents’

financial history. She reported that her motherked in the medical field, while her father
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received his degree in computer engineering, whiehsaid required “too many brain cells for
[her] to think about.” This statement was codethvain occupational affiliation code because
she expressed her belief about her father basétsatcupation. She went on to describe her
history of difficulties with interpersonal functiorg and provided her therapist with an example,
stating that she has to consciously remind hetsajfeet people she knows when she comes into
contact with them because this interpersonal dkils not come naturally. She stated that she
reminds herself that “normal people say hi,” whiedis assigned a human nature code. Still, she
reported that she could not identify any peoplé¢ did not like her, which she said was “odd”
because “everybody has at least somebody that ddikerthem.” This statement was also
assigned a human nature code.

She spent most of the remainder of the sessikmggabout her dysfunctional family
environment of her childhood. She suggested thatdrove people nuts” and manipulated
them for her amusement to cope with her childhdddwever, she said that she would not do
this to people she liked because “that wouldn'faae” Later, she said that “it is not fair to pla
with brains that you love.” These statements ofdediefs about fairness and morality or right
and wrong were assigned implicit cultural worldvieat otherwise specified codes. The client
went on to describe her mother’s abusive parentumigh included neglect and withholding
needed food from her children, and she said, “hdikhow that it was normal for kids to have
snacks until my son started school...,” which wasgagsl an age/generation code. Toward the
end of the session, another implicit cultural werddv not otherwise specified code was assigned
when the client summarized that her mother seembdlieve that “the rules that apply to
everyone else do not apply to her,” and state@tdmot ok because | do not believe | can apply

a rule to someone else unless | apply it to mejtwivas considered another cultural belief
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about morality. Sadly, the client participant cowed that “there’s nowhere in this world that

that's safe.” This was given a meaning of life eod
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Chapter IV
Discussion
Although terror management theory (TMT) has bedaresively researched in laboratory
settings and scientifically supported by hundrefdstadies in the field of social psychology
(Burke et al., 2010), clinical literature addregsihe implications of TMT in a therapeutic
setting is virtually nonexistent. This meta-theompich seeks to capture the complexities of
human motivation and behavior with one broad erisdétheory, provided a framework for this
study. Specifically, cultural worldviews were exaed because TMT posits that investment in
and alignment with cultural worldviews allows ingtluals to cope with existential anxiety by
construing the self as part of a culture that auitlast one’s mortal existence, and thus, provide
relief when mortality is salient in the mind of timglividual (Arndt et al., 2002; Burke et al.,
2010; Pyszczynski et al., 1999; Vall et al., 2010jorldview expressions were studied in the
context of therapy that included discussions afrtra based on the assumption that trauma
discussions would increase mortality salience enrttinds of the clients, an assumption drawn
from TMT research that suggests that thinking abopics associated with death such as serious
illness (Arndt, Cook, Goldenberg, & Cox, 2007; Gaiblerg et al., 2008), and terrorism, war, or
violent conflicts (Landau et al., 2004) increades dccessibility of thoughts of death (Hayes et
al., 2010). Using TMT principles as well as thegwsed connection between those principles
and posttraumatic growth (PTG) to create a lensifalerstanding trauma treatment, the purpose
of this study was to examine client expressionsuttiural worldviews during psychotherapy
sessions in which clients addressed their traumas.
This study provided a unique glimpse at how cheatttually express their cultural

worldviews in naturalistic settings in which moitgplksalience is assumed to occur. The findings
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yielded from the content analysis revealed thatipstherapy clients who experienced traumatic
stressors involving serious threats to physica&gnity referred to their cultural worldviews and
affiliations during sessions in which they discuk#®geir traumatic experiences (77 out of 1,369
talk turns). It is difficult to know whether thisimber should be considered low or infrequent
because no other research has been conductetddikedsent study. If TMT researchers
consider the numbers low, differences in methodptoguld account for the rates as most TMT
studies prompt the participants with opportuniteedefend their worldviews (Burke et al., 2010)
rather than examining worldview expressions as teeyr naturally as in this study.
Additionally, the frequency of worldview expresssoacross sessions may have been influenced
by numerous factors, including the therapists’esgmd willingness to engage their clients in
discussions of culture. As discussed later in¢hepter, only one of the five therapists in this
study initiated any discussion regarding the caltbackground of the client, a finding
considered consistent with previous research thashggested a general need in clinical
psychology for better incorporation of culturalaissions of variables such as race or ethnicity
(Maxie, Arnold, & Stephenson, 2006) and religiongP& Wade, 2009) into psychotherapy.

As TMT researchers might have expected, many (56fot7 total) of the client
participants’ expressions of cultural worldviewsraven the form of discussions of explicit
groups, affiliations, or practices, such as thageured with religion, nationality, and ethnicity
codes as well as codes from the other (explictggay. A minority (20 out of 77) of cultural
worldview expressions were found to be more impBtatements about the client participants’
beliefs or explanations of the world, such as statgs captured by the other (implicit) codes
(e.g., “There’s nowhere in this world that's safe§uch implicit and explicit cultural worldview

expressions in the context of therapy addressagria are considered consistent with the
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general TMT principle that people respond to exisét anxiety through alignment with and
adherence to cultural worldviews. The frequenaiad types of worldview codes varied greatly
across the transcribed sessions, and the facttrsny have contributed to this variance, such
as the relevance of particular worldviews, the enhtind context of the session, and variance
among the therapists, are discussed in detail below

In this chapter, a thorough discussion of theifigd of this study as they relate to the
existing TMT and PTG literature is provided. Thepter begins with an examination of
patterns suggested by results from across sessghg]ing a discussion of differences and
similarities of coding patterns. Although the fimgls from this study are discussed as they relate
to trauma and reactions to trauma, this study didntlude therapy sessions with clients who
did not have trauma history, nor did it examinedi&erences between worldview expressions
made during trauma discussions and during otheés pathe therapy session with trauma
survivors; thus, conclusions regarding whethenréselts are specific to trauma could not be
definitively made. Also, it was not feasible tadedfor the degree to which each client felt she
was meeting the standards and values prescribbdryorldviews because the researcher did
not want to assume client’s understanding of thddvaew as well as her beliefs about meeting
them. After addressing the limitations of thisdstuits clinical and empirical implications are
discussed. The chapter concludes with considesafarpotential directions for future research.
Examination of Results from a TMT Perspective

This section addresses the findings of this stglyguTMT as a framework for
conceptualizing some of the patterns that emerg@t, this section discusses worldview
expressions captured by codes from the four maiimgocategories (religion, nationality,

political affiliation, and ethnicity) relative tthdse captured by codes from the other (explicit)
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coding category. Then, the rationale for the offraplicit) coding category is revisited and
potential factors influencing client expressionptaaed by codes from within this category are
addressed. Lastly, this section discusses bra#erps across the five sessions and speaks to
theoretical explanations for differences amongsesions in regard to coding frequencies.

Well established worldviews and other (explicit) wrldviews. Research on TMT has
thoroughly demonstrated that the tenets of thisrthean be applied to a broad range of explicit
worldviews about cultural affiliations ranging froome’s university to favorite sports teams
(Burke et al., 2010). The creators of TMT defirtlee construct of cultural worldview broadly
(Pyszczynski et al., 1999), which was employed gsiding definition of this study:

A humanly constructed symbolic conception of rgaliat imbues life with order,

permanence, and stability; a set of standards gfrethich individuals can attain a sense

of personal value; and some hope of either litem@llsymbolically transcending death

for those who live up to these standards of vgjpie335)
Thus, the codes created for and used in this fpdgifically examined the following explicit
worldviews: religion, ethnicity, political affili&n, nationality, geographic region, occupational
affiliation, institutional affiliation, gender, argbxual orientation. A cultural affiliation not
otherwise specified code was also created to cagtxplicit references to cultural groups or
affiliations that were not better captured by ahthe other explicit codes. Results showed that
explicit cultural worldview expressions occurredtbides across the five sessions; representing a
majority of 77 total cultural worldview codes.

Although the definition above, as well as the méeory classification of the theory,
seems to suggest that any cultural affiliation g&atves as a symbolic mechanism for

transcending mortality can be studied from a TMTspective, the vast bulk of TMT research
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has focused on a few specific worldviews. Spealifyc most of this research has been dedicated
to the examination of participants’ investmentetigion, political affiliation, nationality, and
ethnicity (Burke et al., 2010). It was for thissen that the first four coding categories of this
study were intended to capture the expressionesfetifiour cultural worldviews, as discussed in
the methods chapter. Approximately one-third ofdbdes that were assigned to worldview
expressions were from the religion, nationalityd @thnicity codes (n=25). No codes from
within the political affiliation coding category weapplied during the coding process of this
study. The finding that approximately two thirdglte codes were from other coding categories
was slightly unexpected. These results suggesitid research might be focused too
narrowly on a few cultural affiliations. As memied earlier, the TMT research has indeed
examined the role of terror management processbsawiide range of specific worldviews, and
the intention is not to suggest that they havedooe so. However, the extent to which
worldviews other than the main four cited aboveehbgen examined may be lacking.

From within these categories, codes from the natityncategory were applied most
frequently (n=13) followed by religion (n=8) andaicity (n=4); these three categories will be
discussed next. Of these four commonly studieducalltvorldviews, it has been argued that
religion is particularly well-suited for managingxaety after mortality has been made salient
because religions are all encompassing, rely onegus that are not easily disconfirmed, and
usually promise literal immortality (Vail et al.020). In the present study, codes from the
religion category were assigned a total of eighes in references by 3 of the 5 client
participants. This religion code accounted fol3®(percent of the codes across sessions,
approximately half of the average frequency amadjng categories, which was considered

unexpectedly low given the aforementioned literatsuwggesting religion is particularly useful
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for terror management purposes. These finding$insigggest that religion as a cultural
worldview is no more suited for terror managemamnppses than other worldviews as argued in
preexisting literature. However, a lower than ageramount of this code could have been
influenced by numerous factors including but notited to the therapists’ willingness to discuss
religion, the context of discussion in the sessitims role of religion in each of the individual
participants’ lives. As will be discussed latére hature of this research compared to typical
TMT studies may have contributed to differencefndings. Also, it was decided prior to
coding that references to spirituality would notdoeled with religious codes unless the client
also referenced an organized religious affiliatompractice. As described in the methods
chapter, this decision was based on the TMT tdvatreligion provides a sense of both literal
and symbolic immortality by allowing followers toin a culture that will outlast the physical
self (Vail et al., 2010), and if spiritual beliefgere referenced alone, these beliefs would be
captured by a code from the other (implicit) catggo

An example of a religious worldview expression, ethwas of particular interest to this
study, was an instance in which Client Particigéihtesponded to a question posed by the
therapist who asked what she would do if she waceshe were soon going to die by stating, “I
would pray my ass off.” This statement is consisteith the TMT principle that people turn to
their cultural worldviews that provide meaning affiliation with a cultural group when they
are reminded of their mortality (Pyszczynski ef 8899), and that religion can serve terror
management functions well (Vail et al., 2010). e@tiParticipant #3 also referenced a religious
practice when she was describing her relationsiffiigudties and she recounted that she was
married in a church. From a TMT perspective, talgjious practice reference may have served

as a means of aligning herself with a meaningful pher culture in order to calm any

142



existential anxiety resulting from her recountirfdner previous trauma and subsequent
difficulties in her marriage and other relationghip

Also, six religious worldview expressions were abdier Client Participant #4, more
than any other client. This result might be expaai in part by the finding that the therapist in
this session was the only therapist to directlythskclient about religious identification. The
finding that only one of the five therapists askddut religion mirrors previous literature that
has argued that although therapists tend to viesisgity and religion as valuable to many of
their clients, they are hesitant to facilitate sd@tussions (Cornish, Wade, & Post, 2012) and
are less motivated to discuss religion than tHents (Post & Wade, 2009). In this session, the
client first referenced religion when she describedchildhood sexual abuse and she noted that
her abuser was praying to God for forgivenessei,athen the therapist asked about her
religious identification, she explained that shenitfied as “non-denominational,” and explained
that this identification was the result of expedes she had attending church as a child that she
did not like. She openly criticized this churcétarring to it as “weird” and a “mini-cult,” which
was coded as religious derogation. This derogatagtion to the religious views of another
might echo a common finding in the TMT literature (Salzman, 2001; Wisman, & Koole,
2003) that suggests that people are more likebpfmose and act aggressively toward those with
other cultural beliefs as a byproduct of incredsdth in one’s cultural worldviews. It is
possible that this reaction might also be explaingohrt by the client’s inability to find comfort
in previously held religious beliefs after her abu#\ meta-analysis by Walker, Reid, O’Neill,
and Brown (2009) found mixed results regarding gleann religious faith following childhood
trauma with some studies showing increased relgfaith and spirituality and others showing

decreased religiousness following such trauma.irTeeiew indicated that some childhood
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trauma victims turn to their religious beliefs Bwlace and meaning as a means of coping while
others lost faith in their religious beliefs followg trauma, particularly if their previously held
religious beliefs led them to view God as punitmeathful, untrustworthy, and distant.

Although all of the four main worldviews used instistudy have been measured in
previous TMT research (Burke et al., 2010), thera lack of literature comparing the terror
management functions of each individual culturafldwew. The exception to this is the
aforementioned argument that religion serves thasgtions particularly well. Therefore, the
relative frequencies of codes from the other tin@é coding categories neither support nor
contradict previous TMT literature. Instead, thessults provide insight into the manner in
which clients identify with worldviews that are eglant to them during therapy sessions.
Therefore, this study’s approach to examining caltworldviews from a TMT perspective was
unique not only because it employed the tenetdwf in clinical psychology research, but also
because it measured identification with multiplé&uwal worldviews simultaneously in an open-
ended manner.

Regarding nationality, it was referenced by 3 ef plarticipants a total of 13 times, and
coded more than those from any of the other thra categories. Client Participant #1
referenced nationality five times, each of whichsyart of a discussion about her difficulties
with a coworker who was of German descent. Indli®® occasions, she referred to the
nationality of others in a derogatory manner, saghl have to remind myself, he’'s German,
he’s a control freak and he likes to be in contrahd “They’re not good at giving
compliments.” Each of the other 2 clients who refeed nationality (Client Participants #2 and
#3) were originally from countries other than theited States. Client Participant #2, originally

from England, referenced nationality on four ocgasiin the context of discussing her serious
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medical issues. She discussed differences in rmlechce between England and America, and at
one point she discussed her declining health andiffieulties deciding in which country she
wanted to live “until the end of [her] days, howeleng that is.” This statement seems to
suggest that mortality was salient in her mind whle@ was referring to her nationality. Client
Participant #3, originally from El Salvador, refeced nationality four times. She referenced El
Salvador when describing the childhood abuse stiersd while living there, and at one point
she related her understanding of abusive relatipagh her cultural background, stating that in
El Salvador, “you see people get married, like yea this one with their big eye, you see them
purple all over sometime, they say ‘no | just fell’

Ethnicity worldviews were referenced by 2 particifga(Client Participants #1 and #4) a
total of four times, each referencing ethnicitydeui Both of these client participants were ethnic
minorities (as was Client Participant #3). Cli®airticipant #1 referred to her own ethnicity
when describing her current struggles in relatigmshwhich she attributed to the abuse she
experienced as a child. For example, she discussedifficulties navigating her role in
relationships and stated that she did not wanettalbegging black woman.” Being more aware
of her minority status, this client may have bearerlikely to make a statement such as this
referring to a negative stereotype, which is cdasiswith research that suggests that people are
more likely to selectively attend to certain negatstereotypes such as the threat of certain
minorities (Trawalter, Todd, Baird, & Richeson, 8)0 However, other research suggests that
racial minorities may at times act in ways whiclsker perceived negative stereotypes in order
to avoid a harmful backlash that may incur as #@sellt of them violating these stereotypes

(Dickter & Gyurovski, 2012). In this case, Clidparticipant #1 seemed to have identified a
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negative stereotype concerning African American worbeing lazy or not resourceful, a
harmful stereotype referred to in the literatur¢hes“welfare queen” (Littlefield, 2008).

The therapist in the session with Client Partictpgghprompted discussion of the client’s
ethnicity by asking her about her racial backgroasgbart of the intake process, which is
consistent with clinical recommendations that thests inquire about the cultural background of
clients during intake (Dadlani, Overtree, & Pergpldins, 2012). The client replied by
describing her ethnicity, stating, “I'm a mutthdve black... | have Indian in me. | have German
in me. I'm a mutt. | have a little bit of everytiy.” Although this instance of the therapist
explicitly discussing ethnicity with the client magve been influenced by the fact that this was
an intake session, other factors such as the tisésmpomfort level discussing cultural factors
and the therapist’s ethnic background could hase played a role. Since the therapist’s ethnic
background is unknown, conjectures about the matchismatch of the therapist’s and client’s
race could not be made.

Although the four main categories were prioritizélaen creating the codes for this study
because these worldviews are best supported irterature, the majority of expressions of
cultural worldviews involved codes from the othexglicit) and other (implicit) coding
categories. Of the 77 total coded worldview exgigass, 52 codes were from these two
categories (67.53%): 32 explicit and 20 implicithese results suggest that psychotherapy
clients identify with a wide array of cultural vables not typically addressed in the TMT
literature.

In addition, the methodological structure of thisdy underscores the finding that the
participants referenced a variety of cultural wergvs not typically studied in the TMT

literature. Since the four main coding categofreBgion, political affiliation, nationality, and
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ethnicity) were created based on commonly studidtdiial worldviews in the TMT literature,
the requirements for assigning these codes wesestaagent than those for assigning codes
from the other (explicit) category. In order fbetcoders to assign a code from the other
(explicit) coding category, the client participdnatd to reference a specific cultural demographic
or affiliation as a cultural characteristic rattigan simply mentioning a demographic variable
without an implication of a shared cultural expede. Conversely, for codes within the religion,
nationality, political affiliation, and ethnicityoding categories, the client participants merely
had to reference the given worldview even vaguélgr example, one client participant said of
her father that he had been “talking to God,” whicks assigned an others’ religion code for a
neutral reference to another’s religion or religiguactice. This client participant did not
discuss religion specifically as a cultural dem@dpia or affiliation that implies a shared
experience as is required with the other (explmitjies. Thus, the 25 codes from the main
coding categories included references to cultdfailsgions that implied a shared cultural
experience as well as simple mentions of demogcagriable in general. In contrast, simply
mentioning a cultural variable was not sufficieot €oding from the other (explicit) category
and did not account for any of the 32 assigned odie sum, the finding that more codes were
assigned from the other (explicit) category thamfithe main four categories combined was
especially surprising because the requirementsdding worldview expressions captured in the
other (explicit) category were more stringent.

One explanation for this finding is that a cultuaéfiliation not otherwise specified code
could have been used to capture any instance ichwthe client referred to a cultural group that
could not be captured by any other codes, ancctds was taken from the other (explicit)

category. Theoretically, the cultural affiliationt otherwise specified code could have been
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applied to an infinite amount of cultural worldviexpressions that referenced a specific group.
Therefore, if a client referenced a belief abouaterur magicians, surfers, brunettes, or any other
group of people, this code could have been assigibd ability of other (explicit) codes to
capture a seemingly infinite amount of cultural lderew discussions (other than those captured
by one of the four main categories) may help tdarpgheir frequency of use. In contrast, the
main four coding categories were limited to captgnieligion, nationality, ethnicity, and

political affiliation worldviews alone. Thus, evéimough the requirements for applying a code
from the other (explicit) category were more steangthan those for applying codes from the
four main categories, codes from the other (expleategory could have been applied to
references to many more cultural groups or afidiatwhich may have contributed to more of
these codes being applied than those from any otiténg category.

Certain cultural affiliations within the other (diqit) category were coded more
frequently than any of the individual worldview egpsions from the major four coding
categories. These individual codes included gefdet2), cultural affiliation not otherwise
specified (n=8), and age/generation (n=7). It appe that these worldview expressions were at
least partly contingent upon the content themedletession, as well as the nature of the trauma
experienced by the client participants. For exan@lient Participant #1, who had a history of
childhood sexual abuse and was struggling in haiardic relationship with her boyfriend, made
more references to gender (n=10) than any othéuralidemographic. When describing
arguments with her boyfriend, she stated that “lam mvants to be run over.” This client’s
difficulties in romantic relationships might be sitered relevant given the clinical research that
suggests that childhood trauma increases thehiketl of romantic relationship difficulties in

adulthood (Busby, Walker, & Holman, 2011).
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Furthermore, it is possible that some of the ofbeplicit) codes were assigned more
frequently than codes from the main four categarnigsart due to the themes of the session (e.qg.,
relationship difficulties; sexual abuse from someoha particular gender; interactions with
people from different generations; abuse from pajeand the nature of the traumas discussed;
this notion is consistent with the TMT assumptibattworldviews serve a meaning-making
function and those worldviews most relevant to is@e likely serve such functions best (Arndt
et al., 2002; Pyszczynski et al., 1999; Routledglr&dt, 2009). Specifically, TMT expects
people to identify with those worldviews that préise standards and values that the individual
sees him or herself meeting; therefore, the ppdius in this study may have expressed some
worldviews more than others based on their akititgneet the standards of those worldviews.
However, this study was not able to measure whetheot the client participants actually
believed themselves to be upholding the standdrttew valued worldviews; such assumptions
would be difficult to make and purely speculativeen that the researchers did not know if the
clients considered themselves to be meeting clisteadards, since none of the clients
explicitly made statements to that effect.

As will be discussed in more detail later in thigpter, references to gender and race
could have also been influenced by the match omauish of these cultural variables between
the client and therapist. For example, a femaéntimay have been more likely to reference
gender when meeting with a female therapist. Algtoinconsistent, some research indicates
that therapy clients might perceive the therapeetationship as stronger when there is a match
between the client’s and the therapist's gendexs then gender is not matched (Johnson &

Caldwell, 2011), which might increase client engagat in therapy sessions.
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In contrast to this study’s approach to measuriritucal worldview expressions, the vast
majority of TMT research involves testing the mbtyssalience (MS) hypothesis by
manipulating MS and measuring the effects quantébton a pre-identified worldview
assumed to be relevant to the participants (Burle ,€2010). One common way in which the
effects of priming for MS are measured is by meaguparticipants’ evaluations of or behaviors
toward those who affirm or threaten their worldvee{g.g. Pyszczynski et al., 1999). One
example of many is a study by McGregor and colleadd998) in which some of the
participants had been primed to make mortality nsafeent and the researchers measured how
much hot sauce the participants added to the wteconfederate who held different political
views than the participants. In this example,résearchers measured aggression toward those
who threatened the participants’ worldviews, rathan the expression of the worldviews
themselves as in the present study. In this dessem, there were no instances in which a
therapist directly threatened a client’s culturakldview, nor did the clients report any instances
in which others threatened or derogated any otlieats’ cultural affiliations. Therefore, the
clients were not necessarily prompted to defennl therldviews. Furthermore, a single cultural
affiliation or worldview (political affiliation/bekfs) was identified prior to the onset of the
McGregor et al. (1998) experiment, as opposeddamffen-ended approach for examining
multiple cultural worldview expressions that wasdign this dissertation.

One rare exception to the typical TMT research epgn of measuring the effects of MS
on one identified worldview is a study from Bakarbis, and Maxfield (2012). These
researchers measured identification with multipteldviews among male and female
participants (ages 17 to 21) who had been incae@i@nd were living in juvenile reformatories

in Poland. After priming some of the participafisMS, this study asked the participants to
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rate the degree to which they agreed with varitatesients on a survey intended to include
items from mainstream culture (e.g. “I return baread things even if the person who lent them
to me does not ask me to do this”) and items asgdumeorrespond with subcultural values from
the participants’ criminal culture (e.g. “I do nmioperate with the police even if | am a crime
witness”). The researchers found that the paditip endorsed mainstream values more than
subcultural worldviews in response to increasedramess of their mortality. Therefore, Baka
and colleagues (2012) provided support to the ndtiat certain worldviews (in the case of their
study, mainstream worldviews) may be better for agamg death related anxiety and potentially
contributing to PTG (in this case by endorsing poial values that may decrease criminal
activity) than others (subcultural worldviews). ush although the results of this dissertation
showed that client participants turned to some avweelws more than others and are unique in
many respects, they appear to be consistent welotrer study that suggested that particular
cultural worldviews are more apt to mitigate exisid anxiety if participants in this dissertation
did in fact turn to some worldviews more than oshieecause of the ability of those particular
worldviews to manage anxiety (which was not expilidested and was beyond the scope of this
dissertation).

Implicit worldview expressions. The other (implicit) coding category was inspireahtf
models outside of the TMT literature with the raate that naturalistic expressions of cultural
worldviews might be missed if only those beliefattreferenced their cultural origins were
coded. The following definition of a worldview froKoltko-Rivera (2004) was employed to
guide the creation of the other (implicit) codes:

A worldview (or “world view”) is a set of assumptis about physical and social reality

that may have powerful effects on cognition andavedr... Worldviews are sets of
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beliefs and assumptions that describe reality.iv&rgworldview encompasses

assumptions about a heterogeneous variety of tapidsding human nature, the

meaning of life, and the composition of the uniedtself, to name but a few issues. (p.

3)

It was assumed prior to beginning this contentyaimathat client participants would not
preference such beliefs by referring to a cultdexhographic. For example, instead of saying,
“As a republican, | think people need to stop lmgkio the government for handouts,” (an
explicit political affiliation worldview), a clieniight implicitly refer to political affiliations
saying, “I think people need to stop looking to gwvernment for handouts,” which could serve
the same terror management purposes. Thus, il@@ded that an other (implicit) category was
needed to capture instances in which client paditis expressed worldviews without reference
to a specific cultural group or affiliation. Thedss in this category included beliefs about the
physical universe, communalism, mortality, humatureg and meaning of life as well as an
implicit cultural worldview not otherwise specifiedde.

Of the 77 coded expressions of cultural worldvie(25.97%) received codes from
within the other (implicit) category. The resulifsthis study confirmed that many naturalistic
expressions of cultural worldviews would not haeem captured by coding only those beliefs
that referenced specific affiliations. The finditigit approximately 25 percent of coded cultural
worldview expressions belonged to the other (im)lcategory might suggest that survivors of
traumatic events engage their beliefs to help thedchmeaning in the wake of suffering as has
been argued by many theorists, such as Victor F{&n&nkl & Lasch, 1992). Krauss (2005)
argued that meaning making is “the most fundamexsjpéct of a human social setting” (p. 762)

used to organize phenomenological reality and stibgexperiences, and qualitative data
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analysis is particularly adept at facilitating papants’ meaning making processes through
seeking to infer and interpret their meaning atititms. This drive for meaning making may fall
outside the realm of mitigating death anxiety bggihg to a shared idea that will outlast one’s
lifetime. In other words, one’s search for mearafigr a trauma may be a separate phenomenon
from terror management defenses but still a conepoment in the PTG process (Tedeschi &
Calhoun, 2004). Although finding meaning in onetdtural beliefs may be a significant part of
managing death anxiety (Pyszczynski et al., 199@)findings of this study may reflect the

client participants’ need to make sense out ofaliff situations, rather than to keep death

anxiety regulated. This meaning making drive mdp e explain why so many of the coded
worldview expressions were captured with codes ftioenother (implicit) category.

From these results, one begs to question whetbanttivation behind such implicit
expressions of cultural worldviews was to manag®tessociated with death, simply find
meaning in the aftermath of trauma, or both. Gmddcertainly argue that while expressing
beliefs about the world serves a meaning makingtion, these beliefs are likely born from
cultural upbringings and affiliations, and theref@lso serve the function of aligning oneself
with cultures for terror management purposes (PysBki et al., 1999). However, as
mentioned in the first chapter of this dissertatmmme have criticized TMT for asserting that
people seek meaning in order to “avoid the scedeath” rather than engaging in life with a
propensity toward growth (Ryan & Deci, 2004). Hugse authors, the simplest explanation of
the client participants’ expressions of beliefagssd other (implicit) codes might be that they
were seeking personal growth and meaning. Thismdhat people are motivated toward
finding meaning in the aftermath of devastatingnts@vould be supported by PTG literature that

suggests that meaning making following traumatengs promotes coping and growth (e.g.
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Steger & Park, 2012; Tedeschi & Calhoun, 2004)e dfganismic valuing process championed
in the PTG literature might consider such effootéimd meaning in the wake of trauma a product
of human beings’ intrinsic motivation toward perabgrowth and actualization (Joseph et al.,
2005). It was beyond the scope of this study sess the motivation behind expressions of
cultural worldviews and the degree to which thegaessions serve a terror management
function, but future studies that address thesstoues may be useful in delineating human
motivation and behavior.

Although it seems possible that worldview expressithat were given codes from the
other (implicit) category may have at times repnéseé client strivings for meaning making in
the aftermath of devastating situations rather tbaterror management purposes, it is
impossible to determine the functions of such esgioms based on the coded data alone. For
example, Client Participant #5, who reported adnysof physical and emotional abuse
perpetrated by both of her parents, described theh&r mother treated others worse than she
expected to be treated as wrong, stating, “Thattsok because | do not believe | can apply a
rule to someone else unless | apply it to me.thla case, one might reason that the client
participant expressed her worldview about morddggause of her drive to assert her beliefs that
provide meaning while reflecting on her abuse,ibebuld also be argued that she was
motivated to affirm her worldviews in order to inbberself as part of a meaningful culture as a
means of managing existential anxiety caused byaimyrbeing salient in her mind. Moreover,
the study did not compare worldview discussions tlcaurred during conversations about
threats to physical integrity versus other partthefsession. Therefore, this study cannot speak

definitively regarding the function that implicitosidview expression served the client
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participants, but focuses instead on the findirag #pproximately 25 percent of coded
worldview expressions across sessions did noteaeber specific cultural groups or affiliations.

Although these worldview expressions did not refeeespecific cultural groups, one
cannot definitively say that these stated beliedshdt serve the function of aligning with social
groups. As stated earlier, the client may haveesged worldviews in order to align with those
who share similar beliefs. In this sense, one teghsider this as a means of turning to social
support, one of the major components of the PT@ge® (Tedeschi & Calhoun, 2004) also
associated with decreased likelihood of developi&D (Brewin et al., 2000). Although some
have argued that social affiliation may be moré&uritial on one’s behavior than an underlying
fear of death as proposed by TMT (Navarrete & feesg005; Navarrete et al., 2004), others
such as Wisman and Koole (2003) have contendedligaitment with others is part of the terror
management process and that social affiliationveoddview validation typically work in
tandem because one’s in-group members often stidueles, ideologies, and beliefs. From a
TMT perspective, Routledge et al. (2004) suggettaticlinicians might utilize worldview
discussions as a means of eliciting social suppbnese authors argued that social connections
“weave one into an existentially meaningful wor(@” 478) by providing validation of one’s
worldviews.

Furthermore, the design of this study made it clifti to infer more definitively the terror
management or PTG function of worldview expressiogsause there was no control group with
which to compare results. Since each of the cjanticipants in this study were identified as
having experienced trauma and addressed that trautharapy, it was impossible to examine
how those clients’ cultural worldview expressiongim differ from those of clients who

participated in therapy for non-trauma relatedidifties. Based on this study’s assumption that
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client discussions of trauma that threatened phl/sitegrity promotes the use of cultural
worldview expressions, one might hypothesize thahts discussing their traumatic experiences
would refer to their cultural worldviews more freanily than clients without trauma histories.
However, the structure of this study’s design dbtladlow for testing this hypothesis.

Additionally, the researchers determined that campgalifferent points in the session to
examine the use of worldview expressions whenngllibout trauma and when discussing
unrelated issues was not indicated based on preVibI research. Specifically, a meta-
analysis by Burke et al. (2010) demonstrated tiastment in cultural worldviews does not
decrease when the idea of mortality is removed ftonsciousness, but may even increase.
Therefore, in a session in which trauma is disalissee might assume that trauma and therefore
human frailty would be hyper-accessible in the nohthe client, which would promote
investment in cultural worldviews throughout theiensession rather than only while discussing
the trauma itself. However, since TMT researchriws/et been conducted in the context of
psychotherapy, future research should test thisnagson.

Coding frequency variance. Although each of the transcribed sessions in tiidys
contained coded expressions of cultural worldvidiws,amount and type of these worldview
expressions varied among the client participamtse number of coded expressions of cultural
worldviews within each client participant’s sessranged from seven to 36 with a mean of 15.4
per session (SD=12.03). Differences in coding sxeessions were likely the result of many
variables interacting, such as the relevance difqoéar worldviews to each of the clients and
therapists, the cultural backgrounds of the cliamid therapists, the nature of the trauma
disclosed in the session and other difficultiegstian the session, the therapist’s level of

engagement, style, theoretical orientation, andisgoa the session, the content and length of the
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session, and the timing of the session. Eachesftifiactors will be discussed in turn below.
Since the intent of this study was to examine ta@mers in which clients express their cultural
worldviews in therapy rather than to study the eaus those expressions, the discussions in this
section regarding variables that may have infludricequency differences are speculative.
Although it is impossible to know how much eactitd client participants shared what
was genuinely on their minds at the time of thiearapy sessions, it seems reasonable to assert
that the client’s individual expressions of culluk@rldviews are at least partly suggestive of the
salience of the worldviews for each of the clieattgipants. Thus, one would expect a client
for whom the idea of religion was more salient taken more references to religious worldviews
than others. What made certain worldviews mordéata in the mind of a client participant
might be indicative of the client’s cultural backgnd. For example, Client Participant # 4 made
more religious references than any other clienigppant (n=6), and the finding that she
referenced the religious practices of family mersbright suggest that religion is a valued part
of her cultural background to which she is likedyttirn in the wake of trauma (although this
finding might also be due to the nature of thasgesas will be discussed below). Research
suggests that worldviews most likely to be accésddba person’s conscious mind are culturally
influenced (Arndt et al., 2002), and TMT as a whelbuilt on the premise that people have
adapted to the constant threat of annihilationttgnaing to the worldviews that are relevant
within individual cultures and prescribe standaadd values to which the individual can aspire
(Pyszczynski et al., 1999; Solomon et al., 200)rther, PTG literature suggests that people
often experience a shift toward intrinsic valud#ofwing trauma (Lykins et al., 2007), which
suggests that worldviews consistent with thosees&hight have been more relevant and salient

for some of the client participants. Thereforeg omght argue that the findings of this study
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partly represent individual expressions of cultuvatldview that are most salient for the client
participant as well as most relevant to his ordudtural background.

One finding that suggests that cultural backgromag have influenced the coded results
was the finding that all expressions that were doali¢h ethnicity codes occurred during
sessions with racial minority client participani®aree of the 5 client participants identified as
African American, Hispanic, or mixed race (AfricAmerican/American Indian/Caucasian), and
of those 3, 2 clients referenced ethnicity worlékse In contrast, neither of the 2 Caucasian
clients mentioned ethnicity. This finding may alsve been influenced by the match (or
mismatch) of the racial background of both thentlend therapist. Unfortunately, information
regarding the therapists’ ethnicities was unavélaithe research database so conclusions
regarding the interaction between client and thetdgased on both parties’ racial status can not
be made. Additionally, both of the client partais who were raised outside of the United
States expressed worldviews that were assigneonadity codes while only one of the
remaining 3 clients referenced nationality. Thisgings suggest that some of the cultural
worldviews were more salient to certain client ggvants because of their minority status in
regard to certain cultural demographics. In otherds, these clients may have been more aware
of their belonging to less dominant cultural grotipen those clients who belonged to more
dominant cultural groups. This reasoning is cdasiswith research that has shown that people
from dominant, or privileged cultural groups aresl@ware of their group identity than those
from subordinate, less privileged groups (PrattSt&wart, 2012). The suggestion that match or
mismatch of client race or ethnicity may have pthgeole is somewhat consistent with a meta-
analysis conducted by Cabral and Smith (2011), weiowed that the research is fairly

heterogeneous yet overall suggests that clientsttemiew their therapists more positively if
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there is an ethnic match. Thus, clients in thislgimay have been more comfortable to discuss
cultural variables when a racial match was present.

Cultural factors may have influenced frequencyifigd more indirectly as well. For
example, Client Participant #1 seemed very talkagind playful, which led to her session
containing many more talk turns than any otherisags=418). One might hypothesize that
cultural variables could have contributed to heispaken demeanor in this session. She
described her occupation as a performer, which Imaag accounted for her gregarious,
boisterous interactions with her therapist. Theireabf the session, which included playing a
board game, could also have contributed to thetéielemeanor in session. Additionally, she
may have been raised in a community in which aspmken, talkative nature was culturally
valued or even promoted. This is consistent wagearch that suggests that personality traits
such as extraversion are culturally influenced eemy depending on geographical region (e.qg.
Olsen K., 2007). These cultural variables are dym@ans an exhaustive list of demographic or
sociocultural factors that may have contributeth®findings of this study. Since this
dissertation is essentially based on a theorydhmghasizes the role of culture in helping people
make meaning in their lives, future research shoalttinue to appreciate the potential impact of
a variety of cultural factors on the results of Tid psychotherapy studies.

Another factor potentially influencing the varianodrequencies of certain codes across
sessions is the nature of the trauma being disdusseach client participant. Regarding natural
worldview expressions that appeared to reflechtitere of the trauma, certain cultural
worldviews may be better suited to mitigate thetkleaxiety caused by reflections on specific
traumatic experiences. In other words, if one a&s) in keeping with TMT principles, that a

traumatic threat to physical integrity induces gréde of mortality salience that spurs the defense
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of cultural worldviews that might provide a sen$en@aning and connectedness, it seems
logical to posit that trauma victims might be ineld to defend those worldviews that best help
them make meaning out of the traumatic situatidbhus, a combat veteran who experiences
moral injury after accidentally shooting a civiliamght defend his religious, political, or
nationalistic worldviews that might help him to neagense of this tragedy more ardently than he
would be expected to defend his beliefs aboutdusrite sports teams.

In this study, more references to specific cultueaiables may represent the types of
trauma endured by the client participants; althoagjain, this study did not parse out codes that
occurred before, during and after specific traumsaubsions. For example, Client Participant #4
who experienced childhood sexual abuse expressddwews related to age/generation (n=3)
such as a reference to children as “resilient.is Tvorldview expression might be considered
congruent with trauma she experienced in thatatrsereasonable that this belief might help
with meaning making in the aftermath of such artrau Similarly, the Client Participant #1,
who was sexually abused as a child, expressededgeatgration worldview when she stated that
she learned to not “respect all adults, cause dioest deserve it... you will listen, and you will
do what you are supposed to do, but you won'tipeshblind and be like, ok well, they’'re an
adult.” Client Participant #3, who was physicalyused by her mother, made communalism
statements regarding her belief about punishinigi@mn, stating “They think it's okay... you can
hit this child because this is your child, you cemwhatever the heck you want... | don'’t feel
that way. | think they'’re stupid, they're crazyRgain, these worldview expressions might be
considered congruent to the trauma the clientsrexpzed in that they could help them make
sense of terrible situations, which might be péthe client’'s meaning making process,

considered a core component of PTG (Tedeschi &dLalh2004). This finding that suggests
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that trauma survivors may turn to specific worldvsethat are well suited to serve meaning
making functions because of their relation to taernatic events is not supported nor
contradicted in any known TMT literature and maycbasidered a finding unique to this study;
future research should extend this research byfsgaly examining cultural worldviews that
are expressed during trauma discussions.

Other potential reasons for the differing amoutitexpressions of cultural worldviews
among each of the client participants were faatelated to therapist variables (e.g., therapist
cultural worldviews), the nature of the therapisat relationship (e.g., match-mismatch), and
the involvement of the therapists in the transaribessions. Some examples of therapist factors
were seen in session #3, in which the therapisheddo do most of the talking and asked
mostly closed-ended questions. This approach miakawe provided the client with the space to
integrate discussions of her cultural worldviewhjalt may have partly accounted for the fewer
than average (mean=15.4) number of cultural woeldhexpressions in that session (n=10). In
contrast, most of client participant 1's sessios wgent playing a game with the therapist, which
was seemingly intended to engage the client byngglver respond to many thought-provoking
guestions. For example, one question asked ohtCHarticipant #1 was, “What would you do if
you were told you were going to die soon?”; parthef client’s response included, “I would pray
my ass off.” This statement about a religious ficaanay not have ever been made had the
therapist not asked that specific question; theegfine cultural worldview expression must be
considered to have been influenced by the confetkieosession, the therapist’s approach and
other therapist-client factors.

Although the purpose of this study was not to codanalyze therapist verbalizations,

there appeared to be a marked lack of facilitatugural discussion on the part of the therapists.
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Of the five therapists involved in this study, oolye (session #4) asked a client participant any
cultural identity questions, and this was seemimiglge solely for intake information gathering
purposes rather than integrating cultural world@emto the client’'s understanding of her
difficulties. This data suggests that one contabtactor impacting coding frequencies may
have been the lack of therapist facilitation of \deiew discussions, which may have
contributed to the low number of worldview expressi across sessions relative to the number
of talk turns. This finding might be considereaicerning because TMT research suggests that
facilitating investment in cultural worldviews prates a decrease in existential anxiety and the
need for distal defenses (Jonas & Fischer, 200&)lso suggests a discrepancy between
literature promoting cultural competency in therapyg training (e.g., Sehgal et al., 2011) and
the lack of inclusion of cultural discussions irued practice. Mirroring this sentiment, Sehgal
and colleagues (2011) found that although multicaltcompetence is considered a vital skill for
psychologists and touted in graduate training @og, there are significant differences between
the endorsement of multiculturally appropriatetsigées and the actual use of those strategies in
therapy. Yet despite psychotherapists’ advocacinfeased cultural competency in training
and practice, prior research suggests a geneialatefy of therapists who actually incorporate
cultural discussions into therapy (Cornish et2012; Maxie et al., 2006).

Another potential explanation accounting for tieccepancy in coding frequencies
among each of the transcribed sessions may béhamount of coded worldviews was partly
due to the amount of time each of the client pignaicts talked during the course of her sessions.
Client Participant #1's session that containedntiost coded worldview expressions (36) also
had the greatest number of client talk turns (4a8Y Client Participant #2’s session with the

least worldview expressions (7) had one of thetleasber of talk turns (189). However, the
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number of talk turns alone did not account forthgance in number. Client Participant #4’s
session had the least talk turns and was coded ttmanethree of the other four sessions, and the
number of codes applied for this session (16) waatgr than the mean. Furthermore, although
the number of talk turns can be considered an aodif how much the client participant talked,
this number may be slightly misleading becausékauan merely represented an instance in
which the client said something before and afterttierapist spoke. A talk turn could have
captured a lengthy monologue or a one word retort.

A related contextual variable appears to have fleetiming of the session. As
previously noted, codes for Client Participant £4wred in the initial session in which she and
the therapist met, and the context of that sesgpeared distinct from all the other non-intake
sessions. There were 16 codes applied for theosesgh Client Participant #4 despite having
the lowest number of talk turns (184). As is rectended at intake (Dadlani et al., 2012), the
therapist from this session asked the client qoestabout the cultural demographics of the
client’s ethnicity and religion, and many of theeak’s responses were coded as worldview
expressions within these coding categories. Tasapist was the only one who asked the client
about her cultural affiliations or background. dtigh this session was known to be the only
intake session included in this study, the timifithe other sessions in regards to the course of
therapy was unknown. Thus few conclusions canréerm about worldview expressions based
on the point in the course of treatment.

Additionally, the therapist in this session direc@ient Participant #4 to disclose the
difficulties in her life that led her to seek treent, and the client responded by explaining the
nature of her trauma and its relation to her difties coping with the sexual abuse of her

daughter for most of the session. One might asshatdecause the client participant was
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disclosing her trauma to her therapist for thd firae in this session, there may have been a
greater emphasis on explaining her understanditigeomeaning of her traumatic experience.
This assumption was supported by instances in whieltlient expressed worldviews related to
her understanding of her trauma such as when giressed her beliefs about pedophiles
multiple times, stating, “Pedophiles prey on thelweand, “Pedophiles don’'t mess with people
that might say something. They wait, they wadut, and they wait until they are sure that it's
safe.” This finding is consistent with PTG litared¢ that suggests that those who experience
trauma have a propensity to find meaning in thairtra in order to achieve personal growth
(Steger & Park, 2012; Tedeschi & Calhoun, 2004hacalgh assessing growth was beyond the
scope of the present study.
Limitations

Although certain steps were taken to minimize metthagical shortcomings, some
methodological limitations and challenges are iehewhen conducting a qualitative study
using a directed content analysis approach. Fessonal biases may have influenced the
creation of the research codes. Although thesesuere created based on the abundant TMT
literature described in the first chapter, the aeskeer needed to make certain assumptions
regarding which specific worldviews might be captiunder the TMT umbrella. Additionally,
efforts that were made to create a coding systatmtirrored the TMT literature, which may
itself have created a biased set of codes bechasxisting literature may not represent how
clients express cultural worldviews naturalistigall therapy sessions. For this reason, the
other (explicit) and other (implicit) categoriesrereated to capture those worldviews not
coded elsewhere. This notion is supported byitierfg that the majority of the coded

worldview expressions were captured with codes foatside the four main coding categories.
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However, as mentioned in the results and in thegptdr, requirements for coding a
worldview expression with a code from the otheip{ext) category were more stringent than the
requirements for applying a code from one of the foain categories; therefore, there was a
bias in the creation of the codes used for thidystu=or example, at one point, Client Participant
#5 said that she had lived in “Minnesota, Missigsipouisiana and Wisconsin.” In this case,
the coders all agreed that this statement could@atptured with a geographic region (OE1)
code because she did not refer to these locatomglecative of a shared cultural experience or
cultural affiliation. Conversely, if she had memted that she had lived in four specific
countries, this would have been coded with a natityncode as these codes simply require that
the client refers to the demographic variable nathan making inferences based on that
demographic. Another example is an instance irchthe client participant referred to her
struggles with blindness as “a huge disability,'iethwas not coded because she did not discuss
blindness or disability as a cultural demograpiitws, the nature of the codes created for this
study influenced the coding frequencies, and mangrmial cultural worldview expressions may
have gone un-coded because of the strict codingresgents for the codes included in the other
(explicit) category. Moreover, the content of ct@rstatements were not inductively coded, as
the study focused more on the salience of the dsinas of worldviews (i.e., frequency of
deductive codes).

Also, since the codes for this study were creates®d on the tenets of an existing theory,
they were subject to biases based on those theslraisumptions. Most notably, this study was
designed to measure cultural worldview expressimmger the assumption that discussing trauma
in which physical integrity was threatened wouldunally make mortality more salient in the

minds of the client participants. This assumpt@s based on previous TMT literature such as
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studies that have shown that when people are dskbdhk about certain topics such as medical
illness (Arndt et al., 2007) and violent confli¢fendt et al., 2007; Landau et al., 2004) thoughts
of death become hyper-accessible. However, theeptestudy did not actually measure the
accessibility of death related thoughts of thentlggarticipants (mortality salience), compare
investment in cultural worldviews with clients wha not discuss traumas, or compare
statements or sessions within our traumatized tciemple (e.g., compare worldview
expressions during sessions in which trauma wasisiéed with those in which no such
discussion took place); in order to assess theegetgrwhich trauma discussions actually
increased mortality salience. Thus, the unteassdimption that discussion of traumatic
experiences leads to increased awareness of ny#dalivell as an increased drive to invest in
cultural worldviews could be considered a limitatiaf this study.

A second limitation concerns the inability of tlesearchers to remain neutral when
analyzing the data from the perspective of a piistieg theory. As noted by Hsieh and Shannon
(2005), “an overemphasis on the theory can blisdaechers to the contextual aspects of the
phenomenon” (p. 1283). Thus, the researchers raag been biased in the way they interpreted
the data because they might have inadvertentlyréavimformation that seemed to support the
guiding theory and the predetermined coding categorn order to minimize biases such as
this, it has been recommended that studies ohttisre include an audit process in which the
auditor closely monitors the operational definisdor the coding categories and the coding
process itself to increase accuracy (Hsieh & Shan@05). As discussed in more detail in the
methods chapter, the researchers adhered to tdosineendation and maintained a detailed audit
trail reviewed by their auditor, which includedicatale for coding decisions, descriptions of

group discussions, and bracketing of researcheebiaReflective journals were also used to
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bracket researcher bias, such as one instanceiah wWie primary researcher noticed that he was
making more efforts to locate worldview expressiand potentially interpreting coding
definitions broadly in sessions in which less weidgv expressions were made.

Researcher bias could have also affected whientgbarticipants were included in this
study based on their understanding of the clienibjective experiences of traumatic events.
Since an event is only considered traumatic gaids to subjective feelings of fear, hopelessness,
or horror, the researchers were encouraged to @Egelement regarding the client’s subjective
experience of the trauma before including him ariheéhe study. Determinations regarding the
clients’ subjective distress were based on thedigesponses in various questionnaires as well
as indications of such subjective experiencesdewirecordings of the therapy sessions. Still,
the clients’ subjective reactions to trauma aréalift to determine and a degree of personal
judgment was used by the researchers. Becausedi&rchers could have been biased in their
perceptions of subjective distress, this studyiredguhat all of the researchers reached an
agreement on this matter before any potential @pant was included.

The subjectivity of researcher interpretationshef qualitative data also could have
impacted the results. Because researcher biakasant in the coding process, the coders’ initial
impressions when coding the transcriptions werarass to be influenced by human factors.
The researcher participants occasionally intergrstatements made by the client participants
differently and assigned codes differently. Foaraple, Client Participant #1 referenced living
in Compton, California in an ambiguous manner thafgested that she may have been implying
a negative attribute associated with living in #wsa. One of the coders initially did not code
this statement, stating that it was unclear ifdhent expressed an explicit belief about people

living in this area, but admitted that she may haesested coding the client’s statement because
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of her own discomfort labeling people living ingmeighborhood. During discussion between
researcher participants, the other two coders nbetdhey may have originally coded this same
client statement because of their assumptions atloait it means to live in this area.

Often, inter-rater disagreement resolved when tiieis met to discuss their initial
coding impressions. However, there were times wthercoders did not reach a consensus after
meeting. For example, in one instance in whichctient discussed her medical concerns and
stated that “a lot of people don’t understand ifvwo of the three coders agreed to apply a
human nature code for this client’s statement, twviwas considered a reference to the ability of
people to understand this type of difficult sitoati However, the remaining coder argued that
this statement simply reflected the client’s spedtlief about people in her life rather than a
belief about the nature of people in general, adddt assign it a code. As the auditor also did
not code this statement, the researchers only eeah agreement of two out of four, which was
not enough to officially assign a code for the ffiresults of this study. Although the
requirement that researchers reach at least aréérmgeagreement on each code strengthened the
credibility of the results, it is possible that smexpressions of cultural worldviews may have
been overlooked because of the subjective inteafioets of the transcriptions.

It is also possible that the coding system crefdedapturing expressions of cultural
worldviews may have been limited in the way it mead the client participants’ investment in
cultural worldviews after mortality is made salighte to trauma discussions as would be
expected according to TMT. On multiple occasiatignt participants expressed personal
beliefs that were assumed to likely be reflectifaraderlying worldviews but were not coded
because the worldviews were not stated directly. eixkample, one of the clients reported

ongoing concerns about being judged negativelytbgre and stated, “That’'s been my worst
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fear all my life that people are looking at me. Atisl held me back from God knows what
because, you know, people are looking at me. hik ¢ase, the researchers were not able to code
a stated worldview, but agreed that there was Megly a worldview about human nature that
was influencing her fear of others looking at Is&ich as, “People are judgemental.”
Additionally, if the client expressed beliefs ofpiritual nature without explicitly referrencing a
religious affiliation, this belief would not haveén coded because it did not fit with the
established coding system, and the client woulekhastate her spiritual beliefs as a worldview
in order to be coded using a code from the otmepl{cit) category. Perhaps more commonly
used methods for assessing investment in cultudbwiews, such as having the participant
complete evaluations of essays that affirm or tdjee participant’s known cultural worldviews
(Burke et al., 2010), may have better captured uyidg cultural worldviews not stated
explicitly in session and perhaps better able tamare the effectiveness of these worldviews in
managing existential anxiety and potentially cdniting to PTG. Also, an inductive content
analysis or other form of open qualitative codingtihhod could have been used to explore the
content of beliefs in the psychotherapy contextweler, the directed content analysis method
was chosen in order to examine how psychotherapgtslexpress cultural worldview beliefs in
a naturalistic manner during therapy rather thaasueng responses on standardized
guestionnaires.

Another limitation of this study is that the cliesample was only able to represent a
culturally diverse population at a very minimaléev Because of the small sample size of this
study, it was impossible to include participantarira large variety of cultural backgrounds.
This was understood to be an inherent consequédrthe qualitative approach of analyzing a

limited selection of data in order to provide dithorough description of that small data set
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(Creswell, 2009; Denzin & Lincoln, 1998; Merten908). If this study had included a more
diverse sample in regard to cultural demographicschagnoses, the results may have been
different. For example, all of the client partiaigs in this study were female, which may have
contributed significantly to the finding that gendeas the most frequently expressed worldview
across participants.

In addition, after the researchers had combed girdloe database selecting cases that fit
this study’s criteria for eligibility, the samplé potential client participants was to be narrowed
based on discussions of trauma. Because thd sa@ach of the database only yielded 5
participants who met the criteria for having expeded and discussing openly previous trauma
as defined by this study, there was no need t@waitis sample based on cultural
demographics. If it had, cultural demographic infation provided in their intake paperwork
provided limited descriptions of cultural variablesor example, it did not offer information
regarding level of acculturation, which is relatedlifferences in adherence to ethnocultural
beliefs, values, and expectations (Schwartz, Urdgnboanga, & Szapocanki, 2010).
Furthermore, the therapy cases used in this sty @il terminated cases kept in an archived
database. Therefore, the researchers were notcaioierview the clients directly about any of
the relevant variables of this study, includingtetdl worldviews.

Additionally, a lack of information regarding thigerapists’ cultural backgrounds was
considered a limitation of this study. Althougle thurpose of this study was not to examine the
therapists’ actions, demographic information alibattherapists may have been useful for
examining how the cultural backgrounds of bothdlent and the therapist influenced the
interaction between the two. For example, it mayehproved interesting to examine sessions in

which the client participant and the therapist warthe same racial background and compare
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those findings with sessions in which the theragnst client were of different racial
backgrounds. Given the lack of information abdet therapists’ racial identities, such inquiries
were not feasible. Limited information regardirtger sociocultural variables (e.qg.,
religion/spirituality, gender, acculturation, diddlp, nationality), and factors of the therapeutic
dyad, such as strength of therapeutic relationahgpoint in the course of therapy (i.e. intake,
beginning stages, middle, nearing terminationeantnation session), also made conclusions
about the influence of such factors difficult tokea For example, one of the five sessions was
an intake session, which may have influenced h@xclient participant interacted with her
therapist (and vice versa) as this was the finsé tihe two had met. If all of the sessions had
been intake sessions, one might be able to offee munded hypotheses regarding the manner
in which clients express worldviews in intake sessi
Potential Contributions and Clinical Implications

While researchers in social psychology have caketn impressive amount of TMT
research (Burke et al., 2010), the literature agking the clinical implications of such a well
supported theory is extremely limited. The intefithis study was to help bridge the gap
between the laboratory findings of social psychglogsearch on TMT and the naturalistic
applications of the theory in therapy with clientiso have experienced trauma. Drawing upon
the tenets of such an extensively researched tlssanys an important contribution to the
clinical literature because of its meta-theoretaygbroach. TMT has been praised by researchers
such as Navarrete and Fessler (2005) becauseabashedly stakes claim to having identified
fundamental aspects of human nature that explamoad swath of observations about behavior
and motivation” (p. 288). This researcher belietves it is appropriate to incorporate the ideas

of TMT into clinical practice because of the theésrgomprehensive understanding of human

171



motivation, and one of the major contributionshogtstudy is that it provided a stepping stone
toward incorporating a widely studied phenomenda alinical research and practice through
the development of a cultural worldviews codingtegs

This study also hoped to contribute to the exgsiaciocultural literature regarding the
clinical treatment of trauma survivors by providiaginique perspective on cultural
considerations when treating this clinical popwlatinamely TMT. Based on the TMT literature
discussed in the first chapter that suggests tnaiain beings defend against existential anxiety
caused by awareness of an inevitable death bynmitoitheir cultural worldviews, client
expressions of cultural worldviews were studiedrider to infer the manner in which clients
express those worldviews in a naturalistic setitmghich mortality is assumed to have been
made salient - amidst client discussions of thauma. As discussed earlier in this chapter, the
results of this study suggest that psychotherapyts who have experienced significant threats
to physical integrity and discuss their traumatipexiences in therapy incorporate a variety of
explicit and implicit cultural worldview expressisimto their therapy sessions (i.e., nationality,
religion, ethnicity, gender, age/generation, gepgi@aregion, sexual orientation, occupational
affiliation, human nature, communalism, and meamihiife), and the expression of those
worldviews appears to be influenced by multipleéde including the relevance of certain
worldviews to the client, the client’s cultural k@cound, contextual factors of the session, and
the involvement and style of the therapist. Thislg provided a glimpse into the therapy room
in order to elucidate how trauma survivors actutly about their cultural worldviews in a
naturalistic setting without prompting with expeéantal manipulations.

By examining the coded content of this study asdindings, therapists may be able to

better understand the ways in which clients turthé&r cultural beliefs and affiliations as well as
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what to look for during the session when listerfimgterror management defenses. For example,
the results showed that the client participantsld/state beliefs about specific cultural groups
that were relevant to the difficulties being disseg in the session, as with Client Participant #1
who expressed her beliefs about gender differeacesig men and women ten times throughout
her discussion of difficulties she was having in teationship. However, the results also
showed that clients do not always reference a Bpeciltural group or affiliation when
expressing worldviews, such as when Client Paditigts5 expressed a belief about morality,
stating, “I do not believe | can apply a rule tongmne else unless | apply it to me.” Thus,
clinicians might benefit from this study througltieased understanding that clients might
express their worldviews in therapy sessions i leaplicit and implicit ways. As asserted
throughout this dissertation, this clinical implica is deemed valuable based on the TMT
research that suggests that investment in cukvodtviews serves the purpose of managing
existential anxiety. Thus, clinicians attemptingdster adaptive investment in worldviews for
terror management purposes might find this stuéyuli$or identifying how clients discuss their
worldviews in therapy, engaging clients in furtléscussion of those worldviews, inquiring as

to which worldviews the client identifies, and sigkongoing education and training related to
engaging clients in such conversations.

In addition to provoking future discussion regaglhow therapy clients turn to their
worldviews in the aftermath of trauma, this stuthoahas implications for how their therapists
facilitate cultural investment. The therapist$his study made few, if any, efforts to incorporate
discussions of their clients’ cultural backgroundfsthis finding is reflective of therapeutic
interactions throughout the field of clinical pspbbgy, an important contribution of this study

would be to promote the integration of adaptiveldwews into discussions of trauma in
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therapy. From a TMT perspective, those worldviewsst likely to be effective in mitigating
existential anxiety are those that are relevantahaed within one’s culture and prescribe a set
of standards that he or she is able to meet (Pysgkket al., 1999). As discussed in the
limitations section, it appeared that many cultuwafldviews may have influenced therapeutic
discussion even when they were not directly exgebsshich suggests that therapist facilitation
of worldview discussion may uncover some of theanlyihg worldviews not being expressed.
Thus, this study could be used to promote futusewudision regarding how clinicians assess for
which worldviews provide their clients with meaniagd allow them the ability to garner self-
esteem by adhering to their cultural standards.

One might also argue that this study underscoeegportance of incorporating cultural
worldview discussions into therapy even when it hayuncomfortable for the therapist to do so
because of the sensitive nature of some of theselvi®ws, such as religion or political
affiliation. This argument might be consideredexsally relevant given the research that
suggests that psychotherapists may avoid suchstofior example, a recent review of the
literature on incorporating religion into therapyggested that psychotherapists are less likely to
consider themselves religious and less motivatetisiwuss religion in therapy than their clients
are (Post & Wade, 2009). Additional research iatdis that therapists are also hesitant to
discuss their clients’ race/ethnicity (Maxie, Ardp& Stephenson, 2006). This may be
influenced by the match or mismatch of certain dgraphic variables, such as race, gender, and
religion of the client and therapist. These firgliralso seem to underscore the need for
continued education and training on facilitatingatdissions of culture in therapy (especially
when the therapist belongs to a majority or priyéle cultural group and may lack awareness of

the need to have such conversations).
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Additionally, this dissertation extends the avd#addinical research on those who have
experienced traumatic events in the form of threafshysical integrity. By providing a
relatively unique clinical perspective for undergteng this population, this study hoped to yield
practical implications for clinicians treating traa survivors. Specifically, practitioners may
gain valuable insight regarding the importanceufuzal affiliation in the aftermath of trauma
given the TMT research that suggests that whenlpewp provided the opportunity to bolster
self-esteem by relating to and affirming valuedwal worldviews, the accessibility of thoughts
of death, existential anxiety, and the need foratidefenses all decrease (Jonas & Fischer,
2006). It therefore stands to reason that clineho encourage and affirm alliance with
valued, adaptive worldviews might help to faciarowth in their clients, and bolstering
clients’ healthy, terror managing beliefs shoulduee existential anxiety by strengthening the
mechanisms which effectively manage thoughts oftde®@hus, this study underscores the value
of incorporating cultural discussions in therapgssens aimed at treating posttraumatic reactions
because it highlights the theoretical assertiohplkaple defend against existential anxiety
caused by reflecting on threats to physical intgdpy investing in cultural worldviews that
provide a sense of meaning and belonging.

Based on the tenets of TMT, this study hoped t@igdma theoretical framework for
understanding the function of those worldview dsstans. This insight might influence
clinicians’ own willingness to draw upon those vawiews which help the client find meaning in
his or her existence. Furthermore, clinicians mitgin to TMT to better understand the
functions served by client alignment with certaittaral affiliations, including those that may be
maladaptive in the long run. For example, a cliemblved in gang activity may derive a sense

of belongingness and meaning that buffers deattaglanxiety yet is maladaptive overall
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because it leads to criminal activity and safetyossns. TMT also acknowledges that people
can defend their worldviews in manners that areadegbtive because this defensiveness
manifests in derogation of others’ worldviews ogeagsion toward those who do not share the
same beliefs (Routledge & Arndt, 2009). Additidpaa client may align with a cultural
affiliations that have standards and values thairtshe cannot reasonably meet, such as a
homosexual client who identifies with a religiolendmination that explicitly renounces
homosexuality. According to TMT, one derives sdteem, which assists in buffering death-
related anxiety, by living up to the standards @aldies of cultural worldviews (Solomon et al.,
2004), and therefore, such a client could not gaeded anxiety-buffering self-esteem from
aligning with this cultural group. Additionallyf, one’s worldview has been shattered by trauma,
as has been suggested following westernizatiomie populations, the role of the therapist
may be to help the client re-identify with thoseess of his or her traditional culture that still
serve terror management functions despite the mdonaurred (Salzman, 2001). As suggested
by Routledge and Arndt (2009) clinician may gamnifrthe insights offered by TMT and
encourage clients to align with those worldviewest thre likely to be adaptive. Overall, this
researcher hopes that this study can provide akibdperspective for the clinical treatment of
those who have experienced traumatic events, wdanlcontribute to the existing literature on
TMT, multiculturalism, and the practice of therapy.
Directions for Future Research

By qualitatively addressing the clinical applicais of TMT, this study may have
illuminated paths for future research. Such redearight include comparative studies that
measure worldview expressions among therapy clemtdsessing both trauma and non-trauma

related concerns as well as studies comparingfteetigeness of multiple worldviews at
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mitigating anxiety caused by reflecting on topiesught to increase mortality salience. Future
research might also focus on measuring the acd@ysih death thoughts following trauma
treatment as well as the effects of various tharapéactors on cultural worldview expressions
that might mitigate death-related anxiety. Thesmptial directions for future research are all
discussed below.

One potential area of future research that thisediation suggests would be valuable is
the further study of naturalistic worldview expriess in therapy with clients who have
experienced trauma. Expanding on the resultsisfdissertation as a means of addressing
unanswered questions that emerged throughout idsgsrthtion might prove to be very useful for
clinician interested in the offerings of TMT. Sgexally, future research could use methods
similar to this study but with different populat®to help identify if there is an increased need
for investment in cultural worldviews in therapyss®ns in which trauma is discussed.
Research that uses the coding approach developdudstudy but compares the worldview
expressions of clients who discuss personal tragreaéents with worldview expressions of
those who do not might be quite informative. Sitlecoding system used in this study proved
effective for capturing various cultural worldviexpressions, this same system could be used to
code sessions in which the client in treatment admseport any trauma history and the results
of that study could be compared to the presentoitest the assumption that clients reference
their worldviews in part to mitigate anxiety caudmsdreflection on trauma.

Alternatively, this coding system could be employedapture and compare cultural
worldview expressions among a broader varietyanfrtra survivors than could be studied in the
present study. Such research could compare wekldekpressions between survivors of

combat trauma and childhood sexual trauma, asasedlithin and across their sessions, for
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example. The sample population could also be edgzhio include client participants with
much more cultural diversity in terms of gendehnétity, nationality, age, religious preferences,
and so on. Future studies might also use comparagiproaches to measure the effects of the
point in therapy (intake vs. later sessions) oaentlivorldview expressions. It may have proved
informative to include more than one session gentparticipant to assess how each client
expressed cultural worldviews throughout the tresthprocess as opposed to assuming that one
session was representative of that client’s ovéneditment or that cultural expressions made
during discussions of trauma would not have beesgnt in sessions in which no trauma was
discussed.

It might also prove interesting to expand on thespnt study to examine more in depth
the content of worldview expressions, such as uarimodes. Although this study coded a
variety of worldviews, such as those related tmreh, nationality, and ethnicity, only codes
within the main four coding categories were useddgture the content of the worldview
expressions (e.g. derogation of others’ worldvieasntification with one’s worldviews, etc),
and the codes from within the two. Other codinggaties were only used to capture worldview
salience/frequency rather than the content of thedview expressions. Moreover, there were
not separate codes for capturing elements sucleas defensiveness while referencing
worldviews. Most TMT literature suggests that peagre more likely to dogmatically defend
their cultural worldviews and even act in negats@gially destructive ways toward others after
mortality is made salient (Jonas et al., 2002)vds beyond the scope of this study to measure
client defensiveness and aggression in the coofdrhuma discussions, which may be a useful
area of future research. Such research couldhadssure the degree to which clients affiliate

with various cultural groups as clinical literatweknowledges that affiliation with cultural
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groups such as ethnicity and sexual orientatidgmasvn to exist on a continuum (Jamil, Harper,
& Fernandez, 2009). Such potential research niogtdccomplished through the use of self-
report measures of identification with various atéd groups such as the Multigroup Ethnic
Identity Measure (Phinney, 1992) or the Americaentity Measure (Schwartz et al., 2012),
and/or by measuring attitudes toward those affigranthreatening those groups (which is the
most commonly used method of measuring worldviegnatent in TMT; Burke et al., 2010)
throughout the course of therapy in which cliertdrass their traumas.

The present coding system could also be expandedrease the ability of the codes in
the other categories to capture worldview expressidAs discussed earlier, the main four
coding categories were created based on previouE liidfature and because they were
supported by this literature, these codes were memsitive than those in the other categories.
Based on the finding that the majority of the codexlldview expressions were captured using
codes from outside the main four categories, tipaesion of codes within the other coding
categories may be warranted in future researclué&uésearch could also compare findings
from such deductive coding systems with inductippraaches, and further triangulated with
participant interviews, to ensure that the richrefgbe diverse nature of worldview expressions
could be captured and understood.

Also, future research might examine cultural woidslv expressions among
psychotherapy clients who have experienced trawsimg @uantitative or mixed methods. Such
research might utilize surveys used in previous Tie§earch that measure identification with
relevant worldviews such as the Multidimensionati@bTransgression Scale (Florian &
Mikulincer, 1997) and compare the scores of thedigyts who are participating in manualized

trauma treatment and therapy clients without tratbietories. For example, because nationality
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was the most frequent coding category used in thsept study, researchers could ask
participants from both groups (those involved autna treatment and those involved in
treatment for non-trauma concerns) to read antipioéAmerican essays and rate their
agreement with each essay immediately followingy tinerapy sessions. TMT would
hypothesize that discussing trauma would priméviSrthereby increasing the need for distal
defenses, and the group addressing trauma wodderted to rate the pro-American essay
more favorably and the anti-American essay lessréy than the control group because of the
increased need to align with one’s cultural groliméricans). Researchers might also use
measures of cultural identification from outside TMT literature, such as the American
Identity Measure (Schwartz et al., 2012), which degeloped to measure affirmation of
American cultural values and alignment with thetdadiStates. Such studies would be useful in
testing the assumption that discussing traumaperences makes one’s mortality more salient
in his or her mind and increases the need for tenamagement defenses.

Future research might also use previously develogetilview defense methods (e.g.,
measuring attitudes toward an author of an esstgizing participants’ worldviews) to assess
differences across clients based on the type ofrtaaexperienced, which could help identify
which worldviews might be best suited for managangiety caused by certain types of trauma
and potentially contributing to PTG. For instangsing the same methodology as the example
provided above, researchers could use measurdigmihant to relevant religions, political
affiliations, and ethnicities and compare the rssid test if certain clients align with certain
worldviews over others and if alignment with thesarldviews (or the prevention of alignment)

impacts anxiety or PTG.
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Another approach for examining the effects ofexadpy client discussing his or her
trauma might include measuring the accessibilittholughts of death during or immediately
following sessions in which trauma is addresse@A Pesearch has suggested that thoughts of
death are “hyperaccessible” following thoughts dliopics associated with death such as
medical illness (Arndt et al., 2007) and violennflicts (Landau et al., 2004; Arndt et al., 2007).
It therefore stands to reason that thoughts ofhdeatild be more accessible following therapy
sessions in which the client addresses traumagints\that posed serious threats to physical
integrity than in sessions in which the client addes topics less likely to be associated with
thoughts of death such as relationship difficulti@glditionally, certain types of trauma as well
as the expression of certain worldviews may infagethe accessibility of thoughts of death.
Future research might employ methods used in miegsDITA such as those used by Schimel
and colleagues (2007) who measured reaction timésxacal decision making tasks with a
series of words that included some death-relatedisvolf discussing traumatic events in session
increased DTA, one would expect their reaction sineedeath-related words to be faster than the
times of participants not involved in psychotherapyhich trauma is addressed. Another
commonly used method for measuring DTA that coddied in future research is having the
participants engage in word-fragment completiokgds.g. Greenberg et al., 1994), which
involves completing a list of word fragments, somhevhich could be completed to compose
either death-related words or neutral words. Futasearch might also use DTA measures in
conjunction with measures of self-esteem to asgesstain worldview expressions serve the
function of increasing self-esteem, which is thduglbe a critical element in the anxiety

buffering process (Solomon et al., 2004).
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Another potentially beneficial direction for fue research is the investigation of
therapeutic factors from a TMT perspective. Thespnt study focused solely on coding client
verbalizations thought to be consistent with a TdTinition of a cultural worldview. One area
left unstudied is therapists’ statements duringrra discussions that might facilitate clients’
investment in their worldviews. Research that exasihow much therapists encourage client
expressions in defense of their cultures would Ement this study well. This is especially
relevant given previous research that has suggésa¢avhen people are provided with the
opportunity to defend their worldviews, the accletisy of thoughts of death thought to be
associated with existential anxiety decrease (Aetndi., 1997), and preventing those for whom
mortality is made salient from affirming valued Wiwiews may actually inhibit growth and
coping (Simon et al., 1998). Thus, a study thatattest out these hypotheses might include the
application of codes used for capturing the thetapstatements or questions thought to
facilitate the clients’ discussions of their culilworldviews. A separate set of codes could be
created for instances in which the therapist asitgeat a question about his or her cultural
affiliations, reflections of the client’s worldvieexpressions, statements promoting cultural
worldview expressions, statements concerning teeghist’s cultural worldviews, and so on in
addition to the codes used in this study in ordaassess the effect of therapists’ facilitation of
cultural worldview discussions. Transcript-basesthnds for assessing therapeutic alliance in
sessions, such as the Collaborative Interactiofe€Calli & Lingiardi, 2009) or sequential
analysis (Sexton, Hembre, & Kvarme, 1996) could &ks employed to help code interactions
between the therapist and client.

Furthermore, the study of therapists’ willingnes$acilitate worldview discussions

amidst trauma treatment could contribute to exgsliterature on cultural competency in therapy
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with trauma survivors. Salzman (2001) and Serf@g2both argued from a TMT standpoint
that treatment of individuals who have experienttadma (specifically, native Hawaiian,
Alaskan, and Navajo populations) would benefit frimarapeutic efforts to strengthen faith in
traditional cultural worldviews. Future researbhttassesses if and how therapists actually
incorporate such sociocultural advocacy into tregithtould contribute to this conversation.
Such research may prove especially beneficial gikkahtherapists may be averse to
incorporating certain worldview discussions intertipy that have been suggested to be
particularly useful in managing anxiety associatetth reminders of mortality, such as religion
(Post & Wade, 2009; Vail et al., 2010).

In addition to measuring therapists’ integratidrcwltural worldviews into therapy
sessions, future research might investigate hognadihd in what ways therapists facilitate
discussion of existential concerns including fefademath. Research on TMT and posttraumatic
growth (PTG) suggests that if people reflect ugmirtdeaths in a naturalistic manner that
includes reviewing one’s life and taking perspezidf surviving others, they can experience
PTG that includes a shift in value orientation tadvanore intrinsic, meaningful direction
(Cozzolino et al., 2004). This notion that reflagtupon death might instigate personal growth
is consistent with existential theorists such alivia(2008) who argue that therapists can help
their clients achieve PTG through overcoming fearscerning death but often avoid such topics
because of the existential fear it evokes withattierapists themselves. Therefore, examining
therapists’ reluctance to address underlying deatiterns from a TMT perspective may
contribute to TMT and existential psychology litiene.

Although the intent of this study was to helpdige the gap between TMT and clinical

psychology, and the suggestions for future resea@ftioned above largely provide direction
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for continued integration of TMT principles intcetlelinical literature, this study may also have
valuable implications for future TMT research irtisd psychology. The finding that the
majority (56.14%) of worldview expressions thatereihced a specific cultural group or
affiliation were coded using codes developed fégrences to cultural affiliations not typically
studied in the TMT literature suggests that contiguo expand research to study worldviews
not yet examined may be warranted. By assessegftacts of MS on many different,
unexamined worldviews, researchers could broadesdtbpe of investigation to examine the
reach of terror management defenses. Howevegugththis might prove interesting, Burke et
al. (2010) noted in their meta-analysis that TM3e@chers have studied investment in a large
variety of worldviews ranging from sports teamsa#pitalistic values, and therefore, it is not the
assertion of this author that TMT has failed toraiee the effects of MS on a range of cultural
worldviews but that certain worldviews appear taler-represented in the TMT literature.
What may be more valuable is research aimed aturiagghe degree to which affiliation with
certain cultural worldviews fulfill terror managentdunctions relative to others.

Comparative research that examines which worldvienght be best suited for terror
management purposes could be a useful directiofutiore TMT research. Although little
current research examines the effectiveness ostment in certain worldviews rather than
others, research conducted by Arndt et al. (200g@yssted that individuals are flexible with
regard to which worldviews they turn to for terrnanagement and tend to utilize worldviews
that have become central to their value structanaffuenced by their cultural surroundings.
Thus, further research that targets sociocultumehbles that promote investment in certain
worldviews over others is needed. For exampleyréutesearch might test the assumption that

religion is particularly well suited for quellingistential anxiety (Vail et al., 2010) by
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comparing investment in religion and other cultatiliations, including worldviews about
spirituality. Such research might also understloeemportance of clinicians discussing which
cultural characteristics their clients identify weaind value because investment in those
worldviews might be most useful for managing anxigthile at the same time, being aware and
open to exploring therapists’ own cultural charastes and values, and how they impact the
therapeutic relationship over time. Also, thissagh might add to clinical theory that suggests
that living in accordance to cultural values proesopsychological well-being and meaning,
such as Acceptance and Commitment Therapy (ACT)ayatherapy (Sharp et al., 2004).
Conclusion

One of the primary intentions of this study wasuvile a rationale for conceptualizing
trauma through the lens of an empirically sound uyelerutilized, theory. TMT was used as a
lens through which the data was analyzed in oédluminate how clients who had experienced
trauma in the form of threats to physical integnitgorporated discussions of cultural
worldviews into their therapy, which might help igéte the existential anxiety caused by
reflections on that trauma. Multiple sectionsho§tdissertation provide rationale for the
underlying notion that there are clinical implicats that may be drawn from TMT, and by
taking these implications into consideration, tmeatt providers might be able to better
understand clients who have experienced signifitaoma and treat them more effectively.
Furthermore, researchers might draw upon the itsigithis study to further the body of

literature dedicated to understanding human reatio trauma and subsequent anxiety.
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Chapter V
Summary

After the storm subsides, those who have experéetrea@matic events in their lives
might react in a variety of ways. Such respongepss following trauma, also known as
trajectories (Bonanno, 2008), may include nega®gponse patterns as shown among those
suffering from posttraumatic stress disorder (ARBQO0) or resiliency, which is characterized by
minimal disruption (Gillespie et al., 2007). Sop®ople achieve a degree of personal growth
that goes beyond a return to pre-trauma functioaimdyis characterized by positive
psychological change as the result of reorganiaimgjs conceptualization of his or her
phenomenological world (Tedeschi & Calhoun, 2008his last response trajectory, known as
posttraumatic growth (PTG), was of particular iesrto this study and served to inform the
direction of research. More specifically, thisdstwas interested in factors that contribute to
personal psychological growth and well-being froteraor management theory (TMT)
perspective.

TMT, a theory based on existential philosophy, aionaccount for broad swath of
human motivation and behavior with the universal f&f death or nonexistence at the center of
the theory (Solomon et al., 2004). This theoryifgdbat as human beings have evolved into
intelligent creatures and developed the knowletigedvery person must eventually die, they
have developed the ability to manage the conséantdf death that accompanies such
knowledge by investing in cultural worldviews aretiging self-esteem by adhering to the
standards and values prescribed by those worldia®mon et al., 2004). By aligning with
cultural worldviews, one is able to construe orse as part of a meaningful universe and attach

to something bigger than the individual that wiltlast his or her earthly presence (Pyszczynski
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et al., 1999). Stated differently, people can défagainst the constant fear of death by taking
advantage of the concept that while everyone mestdltures live on.

Although TMT researchers have amassed an impressliection of literature that
includes hundreds of studies in social psychol&iyKe et al., 2010), literature addressing the
implications for this research for clinical purpess virtually absent. The vast majority of TMT
research tests the mortality salience (MS) hypah@irke et al., 2010), which states that if one
is reminded of his or her mortality, death relagediety as well as the need for faith in one’s
cultural worldviews should increase accordinglyggyzynski et al., 1999). A few authors, such
as Salzman (2001) and Serna (2006) have arguettdbata may serve to make mortality more
salient in the minds of those who have experiericandd urged clinicians to consider the role of
cultural worldviews in mitigating longstanding etantial anxiety. Others have argued that
meaning making is a critical aspect of PTG (Tede&dfalhoun, 2004) and by promoting
aspects of one’s cultural worldviews that emphaatagptive qualities such as social
connectivity (Routledge et al., 2004), intrinsiagorientation (Cozzolino et al., 2004), prosocial
behaviors (Jonas et al., 2002), and creativity {Rdge & Arndt, 2009), clinicians might assist
their clients in achieving a degree of PTG.

This study sought to contribute to the clinica¢d#dture connecting the tenets of TMT to
trauma treatment by investigating the manner irctvisiients who have experienced trauma
expressed their cultural worldviews in psychothgregssions in which they discussed their
trauma. Specifically, this study employed a diedotontent analysis approach to qualitatively
examine cultural worldview expressions among Sntlparticipants who addressed their trauma
in therapy. The researcher participants seleatddranscribed one session for each of the client

participants and systematically coded client waddvexpressions from each of the transcribed
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sessions based on the coding instructions outlméte coding manual (Appendix C). The
codes created for this study were based on the Tigfature reviewed in the first chapter and
divided into six coding categories: religion, ettity, political affiliation, nationality, other
(explicit), and other (implicit).

The results showed that a total of 77 codes wesigr@ad across the five transcribed
sessions. The number of worldview expressionsiah session ranged from seven to 36, with a
mean of 15.4 (SD=12.03). The most frequently &gpbtodes were from the other (explicit)
coding category (n=32), followed by other (impljqih=20), nationality (n=13), religion (n=8),
and ethnicity (n=4). No codes from the politicHil@ation coding category were applied during
the coding process. The results indicated thatrdmpiency and type of worldview expressions
varied both within and across sessions. The mannehich particular worldviews were
expressed by individual client participants wasdésed in detail in the results chapter.

The finding that more cultural worldview expressamere assigned codes from the other
(explicit) coding category (n=32) than from the méour (religion, ethnicity, political
affiliation, and nationality) coding categories daimed (n=25) was of particular interest to this
study because those four coding categories wegenaliy created for this study based on the
rationale that these four worldviews were the ncashtmonly studied in the preexisting TMT
literature (Burke et al., 2010). These resultggesgthat clients who have experienced trauma
might turn to a variety of cultural worldviews nigpically studied in the TMT literature.
Approximately 25 percent (n=20) of the coded woidgwvexpressions did not reference any
specific cultural group or affiliation yet expredse belief about the world thought to be
culturally influenced. This finding affirmed theeation of the other (implicit) category, which

was intended to capture instances in which clierpessed their cultural worldviews without
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citing their cultural origins. This finding thalients discussed their worldviews amidst therapy
sessions in which they addressed previous trauseesalggested that these beliefs might serve
meaning making functions that promote growth foilegvhardship, an explanation consistent
with previously discussed PTG literature (e.g. 8te®yPark, 2012; Tedeschi & Calhoun, 2004).

The results also showed variance in the amountyg&lof cultural worldview
expressions that occurred across the five trarsgislessions. Multiple factors that could have
accounted for this variance were considered araig$sed in detail. These potentially
influencing factors included differences amongwlial client participants, such as the
relevance of particular worldviews to each cliemdl #he cultural background of each client, and
their therapists. For example, it was noted tlogh lof the clients who referenced ethnicity were
of ethnic minority status, which may have made thiural worldview more relevant to them.
Contextual factors of each therapy session, suthesses discussed during session, the nature
of the trauma being discussed, and the lengthiemdg of the session may also have
contributed to the variance in type and amount @fidview expressions. The therapists’
cultural background, level of engagement and st@ee also considered, and it was noted that
only one of the five therapists in this study dile€acilitated any discussion of culture, a fingin
that was discussed as discrepant with TMT researggesting that facilitating investment in
cultural worldviews promotes decreased existeataiety (Jonas & Fischer, 2006) as well as
clinical literature advocating for cultural compety in therapy and training (e.g. Sehgal et al.,
2011).

Although this dissertation was not without its liations, including potential researcher
biases in the creation of codes and interpretatighe transcribed data, the inability of the codes

to capture all expressions of cultural worldvielijted information regarding the cultural
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background of the therapists, inability to compa®ults with clients who had not experienced
trauma or draw trauma specific conclusions, andragipant sample with limited cultural
diversity. Still, it was argued that this studyl shade valuable contributions to clinical
psychology. Perhaps the most significant contrdouof this study is that it encouraged ongoing
conversation about the clinical implications of TMspecifically, how this theory might inform
trauma treatment and research. Thus, the presmhyt ay inspire future research bridging the
gap between a well-supported social psychologyrthand clinical practice. Such research
might include studies comparing worldview expressiamong clients addressing their traumatic
histories in therapy with clients seeking therapyrfon-trauma concerns, studies comparing
death-thought accessibility (DTA) of clients inuraa treatment, research investigating the
manner in which therapists facilitate discussioinsuttural worldviews, and TMT research
comparing the effectiveness of various culturalldwews at mitigating death related anxiety.
Overall, this study sought to provide a unique tbgcal framework for better understanding
clients seeking psychotherapeutic services thataddgast trauma and underscore the value of
incorporating discussions of culture into therajtyis hoped that the perspective espoused by
this study and informed by TMT might enlighten atians to the notion that while reflection
upon traumatic events might stir underlying deathted anxiety, this existential fear might

instigate faith in cultures that will outlast onslsort existence and provide meaning and growth.
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APPENDIX A
Client Consent Form

Pepperdine University
Counseling and Educational Clinics
Consent for Services

INITIALS

Welcome to Pepperdine University’'s Counseling adddational clinics. Please

read this document carefully because it will hefjp ynake an informed decisipn
about whether to seek services here. This fornlaegthe kinds of services qur

clinic provides and the terms and conditions under whalices are offered.

Because our cliniccomplies with the Health Insurance Portability and

Accountability Act (HIPAA), be sure to review theivacy Rights pamphlet that

was also given to you today. It is important thati understand the informatipn

presented in this form. If you have any questiang, staff will be happy to
discuss them with you.

Who We Are Because the clinis a teaching facility, graduate students in either

the Clinical Psychology Doctorate Program or thestdes in Marriage and

Family Therapy Program provide the majority of s$e#g. Our graduate student

therapists are placed in the clinic for a time-tedi training position, which
typically lasts 8-12 months. In all cases, allr#mists are supervised by

a

licensed clinical psychologist or a team that idelsi a licensed mental health

professional. The cliniégs housed in Pepperdine University and follows|t
University calendar. As a general rule, the climdl be closed when the

University is not in session. No psychologicalvsses will be provided at those

times.

e | understand and agree that my services will bevigea by an
unlicensed graduate student therapist who will lwekimg under th
direct supervision of a licensed mental health gssional.

e | understand and agree that, as required by law,tmeyapist ma
disclose any medical, psychological or personarmftion concerning
me to his/her supervisor(s).

e | confirm that | have been provided with information how to contact

D

<

my therapist’s supervisor(s) should | wish to dsscany aspects of my

treatment.

| understand and agree with the above three statsme

Services Based on the information you provided in youiti@h telephone
interview, you have been referred to the profesdioservice in our clinic

\3%4
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appropriate to your concern. The clinicovides the following professional
psychological services:

Psychotherapy The first few sessions of therapy involve anlea@on of your
needs. At the end of the evaluation phase, ametation will be made regarding
whether our services appropriately match your nertealth needs. A
determination will also be made regarding whetloecdntinue with services [at
our clinic, or to provide you with a referral toaher treatment facility more
appropriate to your needs. As part of your serviges will be asked to complete
guestionnaires during your intake session, at derimtervals (e.g., every fifth
session), and after you have completed treatmeRsychotherapy has bath
benefits and risks. Risks sometimes include beiskpd to discuss unpleasant
aspects of your life and experiencing uncomfortdbtdings like sadness, gullt,
anger, frustration, loneliness, and helplessn&snetimes decisions are made in
therapy that are positive for one family member ead be viewed negatively by
another family member. On the other hand, psyahafly has also been shown
to have many benefits. Therapy often leads tcebeglationships, solutions [to
specific problems, and significant reduction inlifegs of distress. But there are
no guarantees of what you will experience. In ofdetherapy to be effective, a
commitment to regular attendance is necessaryquErd cancellations or missed
therapy appointments may result in termination @fviees or a referral to an
alternative treatment setting. Unless otherwisarayed, therapy sessions |are
scheduled once a week for 50 minutes. Educatiohalrapy is also offered |n
some of our clinics. This is an intervention tfeatuses on learning difficulties by
addressing how circumstances in a person’s lifdritrie to these difficulties.
Educational therapy combines tutoring as well dsnéibn to socio-emotional
issues that affect learning.

Psychological Assessment The clinic provides psychological and psycho-
educational assessments. These assessments miajtidied by you, your
therapist or a third party. Assessment sessiomsoager than therapy sessions
and can take several hours to complete. The numibsessions required for
conducting the assessment will be determined basdate nature and number| of
tests administered. You have the right to reqaesipy of your assessment report
and test data. You also have the right to recéasxlback regarding your
assessment results. However, there are someiaitsiah which we may not be
able to release test results, including test datgpu: a) When such a disclosure
may cause substantial harm or misuse of the testtseand test data, and/or| b)
When you were notified and agreed in advance andiimg that the assessment
was ordered and/or paid for by a third party anat thhe would release your
results only to that third party. The benefitgpsfchological assessment include
a clearer understanding of your cognitive and eomati functioning. Although
the risks of participating in a psychological assesnt are generally no gregter
than the risks of counseling, test results may akweformation that may he
painful and/or difficult to accept. If that is tlease, we recommend that you
review with the examiner options for addressingryancerns.
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Consent to Video/audio taping and Observatioliss standard procedure at ou
clinic for sessions to be audio taped and videatdpetraining/teaching and/or
research purposedt should be noted that videotaping for teaching/taining
purposes is a prerequisite for receiving serviced aur clinic. In addition,
sessions may be observed by other therapists asujdervisors at the clinic
through the use of a one-way mirror or direct inssgn observation.

e For Teaching/Training purposes, check all thatappl
| understand and agree to
Videdautaping
Direct Observation

Psychological ResearchAs a university based cliniaye engage in research

activities in order to determine the effectivenegsur services, including client

satisfaction, as well as to better understand ass&® and therapy practices.

Participation in research is totally voluntary antans that the forms yopu

complete as a part of your treatment will be plaiced secure research database.
Clinic staff will remove any of your identifying farmation (e.g., name, address,

date of birth) from the written materials beforeyhare placed in the databa

You may also consent to have your taped sessiotiaded in the research
database, and if so these tapes will be used anedsin a confidential manner.
Only those professors and graduate students whe leaeived approval from the

Clinic Research Committee, and who have signedidemntiality agreements, w

be granted access to the database in order to coadnolarly research. If any
information from the database is involved in a @Bh#d study, results will be
discussed in reference to participant groups onlth no personally identifying

information released. Your services do not depemd/our willingness to hay
your written and/or taped materials included in cesearch database. You n
also change your mind about participation in theeagch database at any tif
While there is no direct benefit to you to have yooaterials placed in th
database, your participation may provide valuabl®rmation to the field g
psychology and psychotherapy.
Please choose from the following options (confirmogr choice by initialing in
the margin).
e | understand and agree that information from myises
will be included in the Research Database (chdakai apply).
Writteata
Vidgued Data
Audjp¢d Data

e | do notwish to have my information included in the
Research Database.

Se.

e
nay
me.
e

f

e | understand and agree that | may be contactdueifuture
about the opportunity to participate in other specesearch
programs.
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OR

e | do notwish to be contacted in the future
about the opportunity to participate in otbpecific research
programs.

Fees The fee for the initial intake is nonrefundable.
Payment for services is due at the time the ses\ace rendered. You're on

going fee will be based on your income (for mindh& income of your parents)
or upon your ability to pay. Once an appointmenischeduled, you will bge

expected to pay for it unless you provide 24-hootice of cancellation prior t
the appointment time. Please notify us of yourceflation via phone. Please

not use E-mail since we cannot guarantee a secumck @nfidential
correspondence. Failure to pay for services maultres the termination of
treatment and/or the use of an outside collectgemay to collect fees. In most

collection situations, the only information reledids your name, the nature
services provided and amount due.

of

Payment for psychological assessment serviddee intake fee is due at the time

of the first appointment. Following this appointmerthe full cost of the
psychological testing will be determined. Paymenfull for the psychological

testing is required prior to the completion of tasting. Feedback from the testing
as well as a test report will be provided aftermpagt has been made in full. Fees

for psychological testing cover: initial intervietest administration, scoring and

interpretation, oral feedback of test results, andwritten test report. An
additional services requested will be billed sefedya

y

After Hours and Emergency ContacShould you need to reach your thera
during or after business hours you may leave a agessn the clinic’soice-mail.
The therapist will most likely return your call llye next day. Should you ne
to contact your therapist for an urgent matter, yoay use the clinic’agel
number, provided to you, to get in touch with theoall therapist. Please
aware that the clinies not equipped to provide emergency psychiatrigices,

Should you need such services, during and/or afisiness hours, you will be

referred to more comprehensive care centers indhenunity.

pist

ed

Confidentiality & Records All communications between you and your therapis

are strictly confidential and may not be disclosednyone outside the clingtaff
without your written authorization. However, theree some situations in whi

disclosure is permitted or required by law, withgatir consent or authorization:

e Your therapist may consult with other mental heafitofessional
regarding your case. The consultants are usudtfjiaed with
Pepperdine University. Your therapist may als@wuls your case in oth
teaching activities at Pepperdine, such as classusisions, presentatiq
and exams. Every effort is made to avoid reveajiogr identity during
such teaching activities.

e If the situation involves a serious threat of pbgkiviolence against &
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identifiable victim, your therapist must take pitee action, includin
notifying the potential victim and contacting thelipe.

e If your therapist suspects the situation presentsulstantial risk g
physical harm to yourself, others, or property he/may be obligated
seek hospitalization for you or to contact familgmbers or others wik
can help.

e If your therapist suspects that a child under thpe af 18, an elder, or
dependent adult has been a victim of abuse or ciedlee law require
that he/she file a report with the appropriate geove and/or lay
enforcement agency.

e |If you are involved in a court proceeding and auesy is made fa
information about the services provided to you, ¢heic cannot provid
any information, including release of your clinicgacords, without you
written authorization, a court order, or a subpoena

e If you file a complaint or lawsuit against your thpist and/or the clinig
disclosure of relevant information may be necessaryart of a defen
strategy.

e If a government agency is requesting the infornmagarsuant to the
legal authority (e.g., for health oversight actas), the clinicmay be
required to provide it for them.

¢ If the clinic has formal business associates wheelseagned a contract
which they promise to maintain the confidentialdl your information
except as specifically allowed in the contract threowise required by lav

If such a situation arises, your therapist will mavery effort to fully discuss
with you before taking any action. Disclosure Wil limited to what is necessz
for each situation.
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Your Records The clinic keeps your Protected Health Information in y
clinical records. You may examine and/or recevapy of your records, if yq
request it in writing, except when: (1) the discdi@s would physically @
psychologically endanger you and/or others who orayay not be referenced
the records, and/or (2) the disclosure includedidential information supplied 1
the clinic by others.
HIPAA provides you with the following rights withegard to your clinica
records:
e You can request to amend your records.
e You can request to restrict from your clinical retothe information thg
we can disclose to others.
e You can request an accounting of authorized andthpazed disclosurg
we have made of your clinical records.
e You can request that any complaints you make abautpolicies an
procedures be recorded in your records.
e You have the right to a paper copy of this forng HIPAA notice form
and the clinic’gprivacy policies and procedures statement.

our
u

—_——

n

1

2S

214



The clinicstaff is happy to discuss your rights with you.

Treatment & Evaluation of Minors

As an un-emancipated minor (under the age of 18)gan consent to servic
subject to the involvement of your parents or gizarsl

Over the age of 12, you can consent to servicggufare mature enough
to participate in services and you present a seraanger to yourself
and/or others or you are the alleged victim ofdlphysical and/or sexugl
abuse. In some circumstances, you may consentctdhvad and drug
treatment.
Your parents or guardians may, by law, have actesgour records
unless it is determined by the child’s therapistt uch access would have
a detrimental effect on the therapist's profesdiarbationship with the
minor or if it jeopardizes the minor’s physical &dpsychological well-
being.
Parents or guardians will be provided with genenfbrmation about
treatment progress (e.g., attendance) and theybwilhotified if there i
any concern that the minor is dangerous to himaetf/or others. Faqr
minors over the age of 12, other communication v@tjuire the minor’
authorization.

All disclosures to parents or guardians will becdssed with minors, and
efforts will be made to discuss such informatiomdvance.

A%

Uy

%2

es

My signature or, if applicable, my parent(s) or glian’s signature belo
certifies that | have read, understood, accepted, r@ceived a copy of this
document for my records. This contract covers ldmgth of time the belo
named is a client of the clinic.

and/or

Signature of client, 18 or older Signature of pa guardian
(Or name of client, if a minor)

Relationship to client

Signature of parent or guardian

Relationship to client
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please check here if client is a minor. Treor’'s parent or guardian must sijgn
unless the minor can legally consent on his/her bemalf.

Clinic/Counseling Center Translator
Representative/Witness

Date of signing
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APPENDIX B
Therapist Consent Form

INFORMED CONSENT FOR THERAPIST PARTICIPATION
IN PEPPERDINE CLINICS RESEARCH DATABASE PROJECT

l, , agree toqpatie in the research database
project being conducted under the direction of [Eklridge, Ellis, and Hall, in

collaboration with the clinic directors. | understd that while the study will be under the
supervision of these Pepperdine GSEP faculty mesnbtrer personnel who work with them
may be designated to assist or act in their behailfiderstand that my participation in this
research database is strictly voluntary.

One purpose of research at the Pepperdine UniweG8EP Clinics and Counseling Centers
is to examine the effectiveness of new clinic gaiand procedures that are being
implemented. This is being done through standaetmal clinic practices (headed by the
clinic directors and the Clinic Advancement and é2@sh Committee) as well as through the
construction of a separate research database (he@geDrs. Eldridge, Ellis, and Hall).
Another purpose of this research project is to teemsecure database from which to
conduct research projects by the faculty membedsthaeir students on other topics relevant
to clinical practice.

| have been asked to participate in the researdhalo#se project because | am a student
therapist or intern at a GSEP Clinic or Counseli@gnter. Because | will be implementing
the new clinic policies and procedures with myrde my input (or participation) will
provide valuable data for the research database.

My participation in the research database projantinvolve two different options at this point. |
can choose to participate in any or neither oféhmgstions by initialing my consent below each
description of the options.

First, my participation in the research databasgept will involve being asked, from time to
time, to fill out questionnaires about my knowledgerceptions and reactions to clinic trainings,
policies and procedures. In addition, my partiggrainvolves allowing questionnaires that |
complete about my clients (e.g., treatment alliquacel/or tapes from my sessions with clients to
be placed into the database.

Please choose from the following options by plagiogr initials on the lines.

e | understand and agree that the following inforovatwill be included in
the Research Database (check all that apply).
Written questionnaires about my knowledggcegptions
and reactions to clinic trainings, policies andgaedures
Written Data about My Clients (e.g., Hpast Working

Alliance Form)
Video Data of sessions with my clients. (DVD of
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sessions)
Audio Data of sessions with my clients. (iCD or
cassette tapes of sessions)
OR
e | do notwish to have_any/albf the above information included in the
Research Database.

Please choose from the following options by plagiogr initials on the lines.
e | understand and agree that | may be contactdeeifuture
about the opportunity to participate in othpecific research
programs at the GSEP Clinic or Counseling Center.

OR
e | do not wish to be contacted in the future about the ojmity to
participate in other specific research programshat GSEP Clinic or
Counseling Center.

4. My participation in the study will last until | le@ my position at the GSEP Clinic or
Counseling Center.

5. lunderstand that there is no direct benefit frartipipation in this project, however, the
benefits to the profession of psychology and mgeriand family therapy may include
improving knowledge about effective ways of tragiherapists and implementing policies
and procedures as well as informing the field albmw therapy and assessments are
conducted in university training clinics.

6. | understand that there are certain risks and digmas that might be associated with this
research. These risks include potential embarrassonaliscomfort at having faculty review
materials about my clinic practices, which may ipeilar to feelings about supervisors
reviewing my work; however this risk is unlikely ¢@cur since the written materials will be
coded to protect your identity. Sensitive videcadatll be also coded to protect
confidentiality, tightly secured (as explained lvelpand reviewed only by those researchers
who sign strict confidentiality agreements.

7. lunderstand that | may choose not to participatdé research database project.

8. lunderstand that my participation is voluntary émak | may refuse to participate and/or
withdraw my consent and discontinue participatiothie research project at any time
without prejudice to my employment in the GSEP {€Brand Counseling Centers. | also
understand that there might be times that the trgagsrs may find it necessary to end my
study participation (e.g., if my client withdrawsrtsent for participation in the research
study).

9. lunderstand that the investigators will take adsonable measures to protect the
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confidentiality of my records and my identity wilbt be revealed in any publication that
may result from this project.

10. The confidentiality of my records will be maintathe accordance with applicable state and

11.

12.

13.

14.

15.

federal laws. Under California law, there are exiogs to confidentiality, including

suspicion that a child, elder, or dependent agduiieing abused, or if an individual discloses
an intent to harm him/herself or others. | undedtthere is a possibility that information |
have provided regarding provision of clinical seed to my clients, including identifying
information, may be inspected and/or photocopiedfhigials of the Food and Drug
Administration or other federal or state governmeggncies during the ordinary course of
carrying out their functions. If | participate irsponsored research project, a representative
of the sponsor may inspect my research records.

The data placed in the database will be storeddked file cabinets and password-protected
computers to which only the investigators, reseé@am members and clinic directors will
have access. In addition, the information gathenagt be made available to other
investigators with whom the investigator collaberain future research and who agree to
sign a confidentiality agreement. If such collalimraoccurs, the data will be released
without any personally identifying information dwat | cannot be identified, and the use of
the data will be supervised by the investigatohse @ata will be maintained in a secure
manner for an indefinite period of time for resdéaptrposes. After the completion of the
project, the data will be destroyed.

| understand | will receive no compensation, finahor otherwise, for participating in study.

| understand that the investigators are willinguswer any inquiries | may have concerning
the research herein described. | understand tnatylcontact Dr. Kathleen Eldridge at (310)
506-8559, Dr. Mesha Ellis at (310) 568-5768, or 8usan Hall at (310) 506-8556 if | have
other questions or concerns about this researtinalfe questions about my rights as a
research participant, | understand that | can obnitee Chairperson of the Graduate and
Professional Schools IRB, Pepperdine Universit320) 568-5600.

| will be informed of any significant new findingkeveloped during the course of my
participation in this research which may have aibgaon my willingness to continue in the
study.

| understand to my satisfaction the informationareling participation in the

research project. All my questions have been aresiver my satisfaction. | have received a
copy of this informed consent form which | haved@ad understand. | hereby consent to
participate in the research described above.

Participant's signature Date
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Participant's name (printed)

| have explained and defined in detail the reseprobedure in which the participant has
consented to participate. Having explained thisamslvered any questions, | am cosigning this
form and accepting this person’s consent.

Researcher/Assistant signature Date

Researcher/Assistant name (printed)
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APPENDIX C

Coding Manual

RESEARCH PROJECT CODING MANUAL

This training manual is intended to describe théhaats of participant selection,
transcription, and coding that will be utilized tbe team’s dissertation research projects. The
specific videotaped therapy sessions will be antb and therapists at Pepperdine University
GSERP clinics selected based on inclusion/exclusiberia (e.g. individual adult clients
representing diverse ethnicities, genders, relgjiand presenting issues). Rebecca Dragosits,
Celine Crespi-Hunt, and Christopher Ogle will bengghis data for their respective dissertations
to gain a more in-depth understanding of how clievito have experienced a trauma
express/discuss humor, social supports, and culumddviews in psychotherapy. Research
assistants will also assist in the participantcada and transcription processes, including the
identification of discussions of trauma within vadaped psychotherapy sessions.

|. PARTICIPANT SELECTION AND IDENTIFICATION OF TRAU MA
DISCUSSION: INSTRUCTIONS

Participant Selection Procedures

Step 1: Obtain alist of potential participants. The researchers should first obtain a
comprehensive list of research records for cligrite are no longer receiving therapy services
and whose clinical records are already de-ideuttified entered into the research database.

Step 2: Narrowing the list based on demographic inclusion criteria. Next, researchers should
narrow down the list to include clients who ardeaist 18 years of age, are English-speaking,
and have engaged in individual therapy.

Step 3: Narrowing the list based on experiences of trauma. The list of potential research
participants should then be limited only to thasdividuals who have experienced trauma, as
noted in clinical records included in the datab&®e.the purposes of these studies, traumatic
events will be defined as:
direct personal experience of an event that inwbaatual or threatened death or serious
injury, or other threat to one’s physical integrity [directly] witnessing an event that
involves death, injury, or a threat to the physio&grity of another person. (APA, 2000,
p. 463)
In order to meet these criteria, an individual mhaste directly withessed or experienced a
traumatic event and responded in fear, horroretpléssness, as indicated on clinical
records/instruments described below. Common exawgfldaumatic events include serious
accidents or fire, life threatening combat experésx) rape or physical assault, life threatening
major disasters, and seeing another person bdied kir badly hurt (First et al., 2002). This
definition also includes forms of trauma relatedtdtural or race-based factors (e.g., hate
crimes involving threatened or actual assault.
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Several data instruments should be used to he§prdete whether a potential participant has
experienced a traumatic event that meets the atefgtion. The researchers should first look
at the information presented under the Family Batdion of the Client Information Adult Form
(Appendix X). In this section, the client is askedndicate “Which of the following have family
members, including yourself, struggled with,” asgrovided with a comprehensive list of
distressing and potentially traumatic situationise Tesearchers should look to see if the client
marked “Yes- This Happened” in the “Self” columm &tressors such as discrimination (e.g.,
hate crimes), death and loss, physical abuse, kaliuaes, rape/sexual assault, injury,
debilitating iliness, or disability.

Additional information from the Telephone Intakerfo(Appendix X), the Intake Evaluation
Summary (Appendix X), and the Treatment Summaryp@xalix X) will be used to determine
whether clients have experienced trauma. On thephelne Intake Summary, for example, the
Reason for Referral portion describes the clieratt®nale for seeking therapy; the researchers
should examine this portion to see if the clieqtonts seeking therapy for reasons associated
with the experience of trauma. Various sectionthefintake Evaluation Summary will also be
examined for any reference to a trauma historyuding: Presenting Problem/Current Condition
(Section 1), History of Presenting Problem and @tRsychological Conditions (Section ),
Psychosocial History (Section 1V), DSM-IV-TR Mulkigl Diagnosis (Section VIII), and
Treatment Recommendations (Section X). In additiea,Treatment Summary will also be
reviewed for any indication that a trauma-relatedydosis had been considered or that the
course of therapy involved discussing or processeugma. The researchers must all agree that
at least one of these forms clearly indicate theearnce of trauma for a given client before
moving on to the next step. The researchers vat) ake an Excel spreadsheet to track
information regarding a client history of traumaial on clinic forms (see Appendix X).

Step 4: Narrowing selection based on discussions of trauma. To be included in this study,
clients must openly discuss their traumatic experés) with their therapist in at least one
recorded therapy session. The researchers for shedies should review each video recording
of potential participants’ therapy sessions to etee whether such a discussion took place.
Based on definitions used in the literature regaydiisclosures, discussions of trauma will be
classified as client verbalizations that consigheffollowing: (a) descriptions of a traumatic
event; (b) evaluative content about the traumatene(e.qg., beliefs, thoughts, attitudes); and (c)
affective content (e.qg., feelings and/or emotia@garding the traumatic event; Chelune, 1979;
Cozby, 1973; Jourard, 1971; Omarzu, 2000; Pennepakeh, & Rimé, 2001). Sessions in
which discussions of trauma did take place wiktdie transcribed and codéithere is more
than one recorded therapy session in which a ghiarticipant engages in a discussion of trauma,
only one should be chosen for transcription andyaiga That session should be selected based
on the length of time in session spent discussirgrauma,; that is, the session in which the
client discussed the trauma for the longest len§time (compared to other sessions in which
trauma was discussed) should be chosen.

Step 5: Narrowing selection based on cultural diversity. The researchers should attempt to
choose culturally and demographically diverse pgdints who vary in age, gender, religion,
and race/ethnicity. Specifically, there should bewore than four clients that identify with each
of these demographic categories/groups. The rds&arwill determine participant’s
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demographic and cultural characteristics usingipialclinic forms. Specifically, the
researchers should check clients’ age and gendeaté indicated in the Telephone Intake
(Appendix E). Clients may self-indicate religiopustuality, ethnicity or race, and disability
status in the Social Cultural (Optional) sectiorit@ Client Information Adult Form (Appendix
D); researchers should examine this section farmétion about the client’s identification in
these areas. Finally, researcher should looklatraliinformation that may be included in the
Cultural Factors & Role of Religion in Client’s Eifportion (section F) of the Intake Evaluation
Summary (Appendix F).

Procedures for ldentifying Trauma Discussion

The start time should be noted on the transcrigipwriting the word Start and then the
time in bold, highlighted (in green) brackets. Wltlea discussion changes to a topic other than a
trauma discussion, again pause the video and thetevord Stop and then the time in bold,
highlighted (in red) brackets.
Example: | have had a difficult marriage S{dttl4]. Most of the time my husband hits me.
Sometimes he even throws things at

Introduce following sample transcription

MASTER TRAUMA TRANSCRIPTION

Laura S. Brown Therapy Session from APA Series llISpecific Treatments for Specific
Populations — Working with Women Survivors of Trauma and Abuse

Confidentiality: The following is a confidential doment, which may contain information that
could be detrimental if used by untrained individu&Nonconsensual disclosure by individuals
not associated with Pepperdine University and th&tRe Psychology PARC lab is prohibited.

Introduction: This session was included in a training video for APA, entitled, “Series II-Specific
Treatments for Specific Populations,” and was hosted by Jon Carlson, PsyD, EdD. The session that
follows was transcribed verbatim, for the purposes of coder training for Pepperdine University as a
part of the Positive Psychology PARC Lab supervised by Susan Hall, JD, PhD. This format will be
followed for future transcribed sessions to be utilized in the actual research.

Therapist: Dr. Laura Brown Session Number: 1
Client: Ms. M. Date of Session:
T = Therapist; C = Client

CONFIDENTIAL VERBATIM TRANSCRIPT

Verbatim Transcript of Session Initial Coding Impressions

T1: Ms. M, I want to start by thanking you fof
being here this afternoon. And we talked a
little bit before the cameras came on about

223



what you want to talk about with me today. $o,

why don’t you tell me about that, let’s start
from there [therapist used open hand gestur
inviting client to share].

D

C1: Well, um, [client scratching under nose as

talking], | have, um [client looking down], |

have dealt with a lot of issues in therapy, um,

but one of the issues that | really haven't talked

about or really dealt with in therapy [client
briefly looking off] is my relationship with my

sister. She’s my younger sister, um, she’s three
years younger than me. Um, we really are not

talking. We haven't been talking [client briefl

looking up] since, | think, the year 2000, singe

my mother passed away. We haven'’t, we
haven't really spoken. We talk but it's very

business-related when things have to get dane

but | really don'’t talk to her and | [client
looking down], um, | really don’t have any
desire to have a relationship with her. I liked
to, a part of me wants to but a part of me, un
doesn’t want to because she is, um, she get
really angry, and | sense that | really can’t bg
myself around her, um, that she, for some
reason, | don’t know, it might be the past tha

1o =

—

she’s angry and | have no idea because | dgn't
know [client clearing throat] and | have a sense

that she doesn’t know either why she’s angr
with me. But, um [client looking down and
taking a deep sigh], she was, um, we never

really got along when we were growing up. We

fought a lot [client looking away and down].
spent a lot of time with her. | grew up in a
family of seven. And, um, she was very, she
was always fighting with all of us. She was
very angry.

T2 : [therapist nodding] Fighting physically o
verbally or both?

=

C2:|Start{1:42] Sometimes it was physical
with my brothers, and, but it was verbal with
me because | wouldn’t | wouldn’t get into
fights with her because | was afraid of her
because | watched how angry she would ge
with my brothers and my brothers were (2)
they were pretty, violent too, and, um, one o
my brothers, one of my younger bothers was

t

f
50N
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a gang, was a gang member, and she woulg
fight with him. [therapist nodding] She, | saw

her one time, um, put an iron right to his chest

and when | saw these things happening, | ju
grew really afraid of her. And so when we

would argue | knew what she was capable g
so, |  would stay clear of any like physical,
anything physical with her. 1 would try to talk
my talk my way out of it.

St |

—

T3: [therapist nodding] Mm-hmm. Were ther
ever times where she was physically violent
with you?

4%

C3: Well, there was one time when we got ir
it and my mom was there and my father was
there. Um [client sighs deeply], my mother
immediately got between us [therapist

Ito

nodding] and she just got us both together and

said she was going to hit both of us. Um [cli¢
pressed lips], that was the only time that we
were rolling on the floor and really nothing
happened.

2Nt

T4: Mm-hmm [therapist nodding]

C4: She just was, we were pulling each othegr’s
hair, and actually | was mo—I was mostly like
trying to get her away from me, trying to get
her off of me.

T5: Mm-hmm [therapist nodding]

C5: Um, but that was the only time that we got
into it. | never, after that, wanted to get into
any physical. | don’t, I don’t know why | just-
she really scared me.

T6: Yeah | kind of get a sense, and tell me if
I’'m reading this accurately, that it's like you
saw her as having no fear...

C6: Right [client slowly nods]

T7: ...as having no limits [slowly nodding] to
what she would be willing to do.

C7: Right [Client nods]. And that scared me.
T8: Mm-hmm [therapist nodding]

C8: And the verbal things that she would say to

me were really scary. Like, “I'm gonna stab
you, I'm gonna—" she would tell me all thes
things that she was gonna do to me.

(D

T9: Mm-hmm [therapist nodding]

C9: And they were very detailed.

T10: Mm-hmm [therapist nodding]
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C10: And that scared me. And the things ths
saw | mean | saw her doing [client takes a d
breath in and out] being a, not being afraid @
my brothers who were violent themselves. U
who were gang members who fought with
weapons and that didn’t scare her [client
swallows]. They didn’t scare her. So to me |
thought she would, she would, there would L
no limits to what she would do. That she...

it |

eep
f
m

e

T11: So it sounds like [therapist scrunches U
her face and squints] she feels dangerous tg
you [therapist nodding].

P

C11: Yeah [client nods]. To this day she fee
dangerous to me. And [licks lips] | had— |
would go back and forth with having
relationship with her. My sister has a really
sweet personality. And then on the other hat
when you say something, and she interprets

as being, like she has to get on the defense|..

nd,
it

T12: Mm-hmm [therapist nodding]

C12: ...she, she can get really violent. And i
happened more with me [client scrunches uj
face inquisitively] | sensed, than with more--
| she was real sensitive with me. Um, well
that’s what my nieces say that it was
something historically with us.

[

e

T13: Mm-hmm [therapist nodding]

C13: [Client looks down] Um, but she recently

had an altercation with my [client points to th
side] my niece. And my niece confirmed to n
that [client looks up at therapist] it wasn't me
that it was my sister. And my sister has had

past with [client scratches chin] violence, like

she has had a past with her husband with, w
um, hitting her husband [client nods]. And I'v
seen her doing it.

e
ne

a

174

ith
e

T14: So you know she’s capable of being
physically violent.

C14: Mm-hmm

T15: You know she has these really violent
fantasies about what [client nods] she might
to you. She’s had them over the years...

do

C15: Mm-hmm [client nodding]

T16: ...and you experience her as not havin
any internal limits [therapist’'s hands gesture

[(®}

toward middle of her body], no sense of
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[therapist nodding] something that will stop
her even when she might actually be in dang

C16: Mm-hmm [client nods] that’s right, that
correct.

T17: So it does sound like she’s a pretty sca
person.

C17: [client nodding] Yeah, although, um, fo
a lot, [client looks up at ceiling] for a long tim
and still [client looks down at floor], other
family members, um, that were close to her
[client looks back up at therapist] didn’t want
to believe that about her. And so | always
thought that it was me. | always felt that it wg
me because |, we were really close [client
looks down at ground], um,

T18: Thought that it was you like [therapist
scrunches up face, squints, and puts hand u
the air] you were overreacting or—

pin

C18: Yeah that | was overreacting or that m)

sister just didn’t like me for whatever reason..

T19: Mm-hmm [therapist nodding]

C19: ...and it was— but | also sensed that tf
kind of protected her too. Um, (3) the, she c:
be really sweet she has a nice she has a rea
good disposition. Um, but once you get to
know her she gets pretty scary and (3) [clien
gazes up in the air] we don’t— she doesn’t
have a relationship really with any of my
brothers [client gazes towards the floor] and
my sister- my older sister who passed away
they didn’t get along either (3) so—

ey
AN

lly

—+

T20: So it's not as if she really relates to
anybody in the family [therapist gestures at
middle of body with both hands as speaks]

C20: [client nodding] Right, right now she
does, she’s not— [client gestures with both
hands as speaks] she’s kind of isolated, um
each family member throughout the years at
for me it happened very early because | gre
up with her and | had experience with her.

T21: So, it seems like what you're saying is
[therapist gestures with both hands as speal
so here you are now today an adult and this
person is still being really scary for you.
[therapist nodding]

S|

C21: [client nods head in agreement] Yeah,

she
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is and that bothers me. [both therapist and
client nod heads in agreement]

T22: It bothers you because—

C22: It bothers me because [client gazes down
toward the floor away from the therapist] uh,
she can’t hurt me. [client looks directly at
therapist] | mean, she can’t do anything to me
now. | mean, if she laid a hand on me, [client
looks around the room] I know that I'd be abje
to call the co- call the police or— [therapist
nodding] um, there’d be somebody there to
defend me or | could defend mys@ilitop

Il. TRANSCRIPTION INSTRUCTIONS
(adapted from Baylor University’s Institute for Oral History -
http://www3.baylor.edu/Oral_History/Styleguiderev.htm )

Research assistants will transcribe verbatim dagtapy session to be included in the research to
provide a format for more in-depth analysis of #pest and/or client statements to then be

coded. Attached at the end of this section is plata that you will use for your transcriptions.
After reading this manual and discussing questthnsg training, you will be asked to practice
transcribing an excerpt from a Motivational Intemwing tape by William Miller. At the end of

the practice, we will review with you a completeanscript to check your work and address any
guestions.

A good transcription should reflect as closely asgible the actual words, speech patterns, and
thought patterns of the speakers. The speakersl efurice, including his/her grammar,
nonverbal gestures including sighs, yawning, bodyement (e.g., adjusting positions, posture
etc), and speech patterns should be accuratelggepted. The transcriber’'s most important task
is to render as close a replica to the actual eaepiossible. Accuracy, not speed, is the
transcriber’s goal.

When identifying who is speaking, us Bto indicate the therapist is speaking andCa to
indicate the client is speaking. In addition, pkease numbers to indicate how many times each
person is speaking. For example, the first timethleeapist speaks represent it as T1: and the
second time as T2, T3, etc., and vice versa foclibat (C1, C2, C3, etc.)

In addition to capturing the actual words, speeattepns and thought patterns of the speakers,
we would like to try and capture some of the manpartant non-verbal
behaviors/communication taking place between teeapist and client. In order to do so, please
use parentheses with numbers inside of them toatelpauses in a speaker’s response. For
example, use (3) to represent a three second pay%e) for a ten second pause. Use this
whenever there are significant pauses or momergsesice between the speakers.
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When attempting to capture non-verbal behaviorsénmnts that are significant to the
therapeutic interaction taking place, use brackgts indicate these movements and clearly
state which person—the therapist or client—is pgenfog the movement and what specifically
he/she does. For example, [Client turned away fitwertherapist and looked down at the ground]
or [Client laughs] or [Therapist sighed deeply éomked away briefly]. Only note hand gestures
that have meaning. For example, the therapist gesstaward her heart when asking about how
the client feels, or gestures hands toward selivasking client to say more. Do not note hand
gestures that do not carry meaning, such as simplying hands in the air while talking. Also
use brackets to indicate the inability to hear/ust@snd a word or sentence: [Unintelligible] or
[Inaudible]. Please make every effort to hear amdieustand what is said. Sometimes you can
figure out a word by the context of what the speaksaying. If you can make an educated
guess, type the closest possible approximationhatt wou hear, underline the questionable
portion, and add two question marks in parentheses.

Example: | went to school in Maryvill@?) or_ Maryfield(??).

If you and those you consult (i.e., other RA’s) mainmake a guess as to what is said, leave a
blank line and two question marks in parentheses.

Example: We'd take our cotton to Mr. $49)1 in Cameron.

If a speaker lowers his/her voice, turns away ftbenmicrophone, or speaks over another
person, it may be necessary to declare that poofitape unintelligible.

Example: When he'd say that, we'd— [unintelligible]

While there is some merit in having an absolutesbatim tape, which includes all the
feedbacks (such as Um-hm and Yeah), too many uggons in the flow of the therapist's
remarks make for tedious transcribing now and estinaireading later. Knowing when to
include feedback sounds and when to omit them tailgery careful judgment. Usually the
therapist's noises are intended to encourage it tb keep talking. Look at your transcript. If
every other line or so is a therapist’s feedbackhgck and carefully evaluate the merit of each
feedback. Don't include every feedback, especiaitynterrupts the client's comments in
midstream. Only if the feedback is a definite resg@to a point being made by the client should
you include it. When in doubt, please ask the neseam.

Type no more than two crutch words per occurre@ecetch words are words, syllables, or
phrases of interjection designating hesitation @matacteristically used instead of pauses to
allow thinking time from the speaker. They also rhayused to elicit supportive feedback or
simple response from the listener, such as: yowRngee?, or understand?

Use ofUh: The most common word used as a crutch wouh.isVhenuh is used by the narrator
as a stalling device or a significant pause, tiypetih. But sometimes a person will repeatedly
enunciate words ending with the hard consonants avitadded "uh," as in and-uh, at-uh, did-uh,
that-uh, in-uh. Other examples are to-uh, of-ubytth. In these instances, dot typeuh.
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Guggles are words or syllables used to interrggeshorten, or end responses, and also as
sounds of encouragement. Guggles are short sooftels,staccato, uttered by the therapist to
signal his/her desire to communicate. They mayltiei syllables of words or merebh, uh,

ah, orer. Spelling of specific guggles: Agreement or affation: uh-huh, um-hm; Disagreement:
unh-uh.

For consistency, usanly the following for exclamations:
- Uh
- Um
- Uh-huh
- Mm-hmm
- Unh-uh

Do not use ah, oh, er, and so forth. Pick from the lgiv& and use what seems closest to what
is being uttered.

Incomplete sentences are familiar occurrencesahhostory because of its conversational
nature. They are best ended with an em dash (—e).ods dash (-) for an incomplete word that
is then continued (e.g., mo- mother). Interruptisheuld be indicated using an ellipsis (...).

Similarly, an ellipsis should be used when the gemsho was interrupted continues their
sentence after the interruption.

Example: Interruption

T1: Do you feel like he was ignoring you or...
C2: No, | just felt like he wasn’'t understandingat | was saying.

Interruption and continuation
T1: He was coming toward me and | felt, | felt...
C2: Scared?
T2: ...scared and confused.
Quotation Marks:
1. When a direct expression is spoken by one pdisbr, she), set apart the expression with
commas, use opening and closing quotation markkcapitalize the first letter of the first word
guoted.
Example: She said, "l am going to graduate in May."
2. When a direct expression is spoken by more ¢im@person (we, they), do not use quotation

marks, but do set apart the expression with comandgo capitalize the first letter of the first
word quoted.
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Example: They said, What are you doing here?

3. When a thought is quoted, do not use quotatiarks) but do set the thought apart by commas
and capitalize the first letter of the first wordaged.

Example: | thought, Where am 1?

When you have completed the transcription, pleasigpugh the session one time to make sure
you have captured all the spoken data, and aniaaditime to ensure you have noted all the
significant non-verbal behaviors.

TRANSCRIPTION TEMPLATE

CONFIDENTIAL VERBATIM TRANSCRIPT

Confidentiality: The following is a confidential document, which may contain information
that could be detrimental if used by untrained indviduals. Nonconsensual disclosure by
individuals not associated with Pepperdine Universy and the Positive Psychology PARC
lab is prohibited.

Session Number: Coder:
Client #: Date of Session:

C =Client
T = Therapist

Verbatim Transcript of Session Initial Coding Impressions

T1:

C1:

T2:

C2:

T3:

C3:

T4:

C4:

T5:

Ch5:

VERBATIM TRANSCRIPT FOR CODING TRAINING
William Miller Therapy Session from APA Series llI-Behavioral Health and Counseling
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Therapist: Dr. William Richard Miller Session Nbar: 1
Client: Ms. S Date of Session: XXIXXIXXXX

Introduction: This session was included in a training videoXB®A, entitled,
“Behavioral Health and Health Counseling: WilliarcRard Miller, PhD, Drug and
Alcohol Abuse,” and was hosted by Jon Carlson, P&dD. The session that follows
was transcribed verbatim, for the purposes of ctrd@ring for Pepperdine University
as a part of the Positive Psychology PARC Lab suped by Susan Hall, JD, PhD.
This format will be followed for future transcribedssions to be utilized in the actual
research.

T = Therapist; C = Client

Verbatim Transcript of Session

T1: Ok, Well now that we're settled in just a
little bit, um, I understand that what you
wanted to talk about was alcohol and perhaps
some other drugs and how that fits into some
of the other things that you are dealing with |n
your life, so fill me in a little, what'’s
happening?

C1: Well, as far as the alcohol and drugs I'v¢
been in and out of recovery since 1995. | us
to be basically a social drinker. | lived in

Chicago 32 years and moved to California and
that’s when the heavy use started.

m
o

T2: Uh-huh. [Head nodding]

C2: A lot of that had to do with, | think, the
change in lifestyle. Out there, especially where
| lived, it was the Palm Springs area. A lot of
people, a lot of partying, a lot of drugs. And
just kind of got into it because the people were
in the environment where | was living, it—un
that's what everybody did.

C2.1: | actually started cuz | was going to
college, and | wanted, a girl who | was a
neighbor suggested I try speed to keep me
awake. She used it as a waitress and it helped
her and | thought, well, and that's how I got
started into that part of it.

C2.2: 1 had been smoking marijuana for the
longest time, since the eighties, but | had done
nothing else. And then when | moved to
California, | started drinking because | hung

—
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out with younger people, and we would drin}

| don’t mean just beers, we’d drink hard liquor.

Ny

T3: Yeah, you get thrown along with the
lifestyle

C3: Exactly, and that was also a problem
because | have an addictive personality and
it's, | believe it's hereditary and it's part of
other problems that | have.

C3.1: It just manifested itself very quickly. |
did in perhaps one year, what some people
would do 3, 4, 5 years. | just crammed it all
together. | got started with the speed, and th
| switched to cocaine. Now, people call it cra
or rock, whatever you want to call it. Free, th
freebasing. You buy the, buy it in the rock
form or in the powdered form, and | spent, |
spend $7000 in 3 months on that.

en
ck
e

T4: So you're very efficient about the drug u
packing it into a short period of time.

C4: Well | packed it in, unfortunately, | don’t
know if it's good or it’s bad, | went from
buying it from people | didn't really, trying to
get what | could from wherever, to climbing
the ladder to finding the main source, so to
speak.

C4.1: And | was one of those people, who |
always proud to say, | never did any sex or
anything for drugs or anything like that. Now
didn’t do any, anything... prostitution, or thel
was a lot of girls that would, a lot of women
that would do that.

m

, |
e

T5: [Head nodding] So it was very common.

C5: And, | was the kind of person, | got my
nose broken because | wouldn't sleep with
somebody’s; this one fella wanted me to sle
with him when his girlfriend was at work and
wouldn’t do it so he busted my nose. That's
kind of person | am. | don’t believe in, that th
two have to meet. My love was drugs. | didn
need a man, | didn’'t need relationships. If | I
the money, if | didn’t have the money, | had
way to get, you know, get it through people.
had, | didn’t just party you know. | partied wi
uh--

T6: Contacts.

C6: Yeah, people who used to be in the sho

W
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business industry, so to speak. You know, 0

who were related, A girl that was related to a
guitarist in a famous rock star’s band, and I'm

not gonna name names, and she

unfortunately—she died of AIDS but she had

the money and she had, always, there was
always partying going on with her. We’d go t
the hotel and party, party, party.

-

T7: And you got caught up in that very
quickly.

C7: Oh, very quickly, and it's easy to | guess
if you have the personality for it, you know.
And | didn’t have any, and | was at a point in
my life where | didn’t really care about
anything. And | wasn’t young either. | was 3!

NJ

T8: So it sort of felt natural to you.

C8: It felt fun, it felt, actually, it felt good,ou
know. | was trying to, as they say, chase tha
next high. It got fun, but when | started runni
out of the money and | don’t know how | had
the stamina for it because | actually still

worked, paid rent, kept a job, | did everythin

well, which a lot of people can do, but for the

amount of drugs and drinking | did--

—

O

14

T9: Pretty remarkable--

C9: Some people would probably not even |
able to get out of bed. I'm not bragging abou
it.

C9.1: Now, ten years later, | feel like I'm
physically, I'm just kind of burnt out, you
know,

C9.2: | stopped doing cocaine in ‘95, and tg:en

| admitted myself into rehab in California th
same year, and I've done it still on occasion
but I'm on medication which, thank goodnes

doesn’t make it where the drug has addictive

properties.

e

~+

iZ
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T10: Really?

C10: Ya, | found it very interesting. | could d
cocaine and put it down and not go back to i

~ O

T11: Which was new?

C11: Which is something new to me, | mean
this is as recent as moving back to Chicago.
[Therapist’s head nodding] You know, |

haven't been able, I've struggled in and out

sobriety, you know, | feel like Robert Downe
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Jr. sometimes. [Therapist laughs]

C11.1: It's like okay, but I've not, I've never
gotten arrested for drugs, or for selling, you
know, one of those people who was too sma
to keep it in the house and you know, | even
though | never had money | had the commo
sense of well, you don’t keep it in the house
don’t drive around with it, you don’t drink ang
drive, you don't drink and use. You know, wl
ask yourself for trouble?

C11.2: One time | had drank and drove, anc
that was because | was at my boyfriend’s, w
were out, | had an argument, and we both w
our separate ways. So, | ended up having tg
home inebriated. And, um, fortunately nothir
happened so | was pretty lucky.

C11.3: And um, I've been in and out of
recovery with AA and NA and, although | loV
the program and | espouse to do it, they say|

anonymity in AA, but I think that the condition

in a situation like this, it's...well, it's part of
talking about recovery and addiction. And, I
worked in and out of the program, | was clea
and sober for 3 years until | moved back to
Chicago. Because | had gotten myself
surrounded by people in recovery. Yet, whel
moved back here, | was not surrounded by
people in recovery and | discovered that | wz
staying clean and sober for the wrong reaso
| was doing it for other people, not for mysel
| was doing it to help my mother, because m
mother was dying of cancer, so | tried to, |
wanted to...

g

1S
ns.
.

T12: So the change again of, of moving--

C12: Right, they say geographics, you are
running away from yourself. But | left
California for many reasons. And uh.

T13: And coming back here in a way set off-

C13: It set off, right. It set off everything
because | felt like | had the freedom. There
nobody there, | had no sponsor, no clean an
sober neighbor, nobody checking up on me
to speak to make sure | was still, | was still
smoking pot. | hadn’t quit marijuana and, bu

the alcohol was the one that really got to me.
had been, | had quit marijuana for about a 7t
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months after | got out of recovery, but endeg
up getting back into that situation when |
moved in, uh, out of sober living and | endeg

up eventually moving in keeping a roommate

who was a friend of mine from my drinking
and using days who was dying of AIDS. But

he needed someone to take care of him. And |

was going back to school at night plus
working, so basically, my drug use was limit
to marijuana and alcohol, sometimes doing
coke or whatever. | never liked speed really
because | saw people, the more they did tha
their teeth would rot out and, you know, it's
Drain-o or rat poison, it comes in so many
different colors. I've noticed it's not that big
here in lllinois, in Chicago.

~+

T14: So when you say your in and out of
recovery now, its alcohol and marijuana you
talking about—and every now and then
cocaine.

C14: Right, ya, well the cocaine, basically I'v
stopped, ah, pretty much avoided that becat
the individual who introduced me to that aga
| avoid seeing him at all costs...which | do fg
my own well being. | don’t want to ride the
dragon again. | don’t want to go there, even
though | know that if I do, I'm not going to be
going there again every day. | won't be getti
loaded every day because of the medication
take. But, and, he was paying for it, but |
realized it was just something that | wasn’t
even enjoying.

e
Ise
in,
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T15: So why do it?

C15: Right, you know, to me, everybody, |
believe has an addiction. We all have
addictions be it food, sex, drugs, alcohol,
gambling, family life, work. You know,
whatever it may be, | think everybody has or
one thing at least that they crave and that in
back of their mind that they focus on and the
really desire.

ne,
the

Yy

T16: And you said you think you have an
addictive personality--someone who easily g
drawn into things

ets

C16: Yeah, well right, | have been. I'm an

on

artist, freelance artist as well, and my addict
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used to just be drawing. As a child, | would
just come home and draw, you know.

T17: So whatever you do like that you do it
intensely

C17: Yeah, I wish | could do it to make money

and do it, you know. [Therapist laughs] Get :
money making idea and do like that, I'd
probably be rich, it's just um, but not able to
find a proper substitute, you know. At this
time, I'm trying to get back into drawing and
being more creative, and my personal life,
though | feel so mentally, emotionally, and
physically exhausted after all I've been throu
in my life, that all | want to do is almost not @
anything. I'm trying not to focus on any
addictions. I'm at the point where I'm getting
tired. You almost get tired of it physically.
Like, if I drink | feel, | don’t get the hangover
cuz | won’t even allow myself to drink enoug
but physically the next day, | feel, | ache, yo
know | feel the hangover with the headache
would manifest itself with my body aches, ar
| don’t want to, want to get up on the...you
feel as vital and I've just done so much that
I’'m burning out.

55
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T18: And you've used up your chances, huh

C18: Yeah, pretty much. And being single al
my, which, since 1990 and not having...bein
blessed without having children, which | nev,
wanted, thank God, I'm not a kid lover. | cho
not to have kids also because of my husban
and that was one of the reasons we also pal
ways. | was happy. I'm lucky enough to whe
I've had my own life and I've not had to drag
anybody, drag anybody down with me, you
know. It did affect family members. Anytime
you're, you have an addiction, people who ¢
about you, it will, but eventually they turn yo
away too.

g
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T19: Now what is recovery for you besides
using alcohol or marijuana?

ot

C19: To me recovery would be going to
meetings, having a sponsor, working a twely
step program, um, | still try to incorporate 12
step beliefs and behaviors in my life as far a

e

o

“Let go, Let God,” the use the steps,
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resentment, a lot of people say if you're
drinking and using you cannot work the step
but | think you can use them in a behavior,
method of behavior modification if you're,
instead of turning to getting loaded or anger |or
what have you, when you have a problem in
life, try to do something positive, call
somebody, read if you have an AA Big Book
or an NA Big Book, pick something up in there
and try to read it. Try to keep yourself as close
to the, that behavior as you can because it helps
you to get...the closer I try to stay to meetings,
even if I'm drinking, if | go to meetings it
helps me from not wandering too far off trac
to where I'll say drink more, or just stop totally
leaving in that whole lifestyle or that whole
belief process.

1Y

e

T20: There’s a piece here which were missing
before we go, which is what are you wanting to
move toward? What do you--

C20: What | want to move toward is to just be
able to totally not have to drink or use. And at
this point--

T21: Which is doing nothing.

C21: Right. Well, at this point I still enjoy my|
pot. I'll be the old person sitting out there
smoking a joint on the steps with all my cats
around me, you know, and that’'s okay with
me, but | don’t want to drink. That's what I'm
trying to avoid, and I'll be, I'll go a couple
weeks without drinking and then maybe ['ll
drink again. But it's getting to where | want it
less and less again.

[ll. CODING OVERVIEW

The third step of the process involves the reseaspharticipants engaging in the coding
processes, specifically for expressions of humor ¢Acial support (B), and cultural worldviews
(C). Operational definitions and relevant codesdgeussed in this section.

A. Expressions of Humor

The first step of the coding process involves #gsearcher-participants coding client expressions
of humor. Humor will be defined broadly to refer‘tmything that people say or do that is
perceived as funny and tends to make others lagWell as the mental processes that go into
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both creating and perceiving such an amusing stimy@nd also the affective response involved
in the enjoyment of it” (Martin, 2007, p 5). Fortpurposes of the current dissertation, verbal
expressions of humor will be coded in the contéxisychotherapy sessions in which a
discussion of trauma occurs. Verbal expressiofsiofor can include, but are not limited to,
jokes, anecdotes, wordplay, or use of irony.

Verbal Expressions of Humor

Humor codes and their definitions and examplepegsented in the table below for the
researcher-participant to use in coding transcrig@=sions. Due to the complex and
multidimensional nature of humor, expressions ehbuwill be coded along various
dimensions. For example, each humorous verbalizatiould first be coded as either (a)
Spontaneous/Reactive or (b) Productive. Expressibhemor should then be further coded as
one of the following: (a) Playful/benign; (b) Aggave/hostile; (c) Self-ridicule/deprecation; (d)
Black/dark/gallows; or (e) Expression of humor atiterwise specified. Additionally, these
categories are not completely mutually exclusive iamay be possible for an expression of
humor to be assigned to multiple categories (aggressiveanddark humor).

Coding System for ldentifying Verbal Expressions oHumor

Spontaneous/Reactive Productive Humor
Humor (Code F2)
(Code F1)

Theclient deliberately
The client recognizes and produces and uses

responds to humorous humor in a situation that
stimuli in theenvironment | does not appear to be
(e.g., reaction to therapist inherently humorous.
humor or

situational/unintentional
humor in environment).

Playful/Benign Humor Example: Example:
(Code H1) [Session takes place on a | C: “I'm sorry for crying so
stormy day; client walks in | much today.”
Theclient useshumor in a | with an umbrella] T: “No need to apologize,
playful, benign manner, T: “Beautiful day out, huh?”| | think it's important for
containing no apparent C: “Oh yes, days like this | you to freely express your
aggressive, self- really make me appreciate | emotions in here.”
deprecatory, or dark living in Southern C: “Yeah, well, thank
elements. California!” goodness the red-eyed
look is totally in this
season.”
Aggressive/Hostile Humor| Example: Example:
(Code H2) C: “My wife and | have T: “So is this
been getting along better | [activity/intervention]
The client expresses because we have decided tosomething you want to
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humor in away that is
hostile or demeaning to
others, including the
therapist or regarding
another person not present
in the therapy room (e.g.,
sarcasm, satire, ridicule,
teasing).

put aside our differences ar
focus on being responsible
for the kids’ sake.”

T. “Maybe you should shareme. You're a genius.

some of your secrets with
Congress.”

C: “I think my kids have a
better shot at raising
themselves than that group
of idiots does at learning to
cooperate.”

dry?
C: “Oh, definitely, doc,
I’'m sure it will totally cure

Self-Ridicule/Deprecation
(Code H3)

The client useshumor in a
way that is self-
disparaging or appearsto
attempt to entertain the
therapist by saying or
doing things at hisor her
own expense. Client targets
hisor herself asthe object
of humor (e.g., to put
listener at ease or
ingratiate him or herself to
listener, to demonstrate
modesty).

Example

T: “So the prostitution- |
mean prosecution- is going
well?”

C: [a lawyer, in the midst of
an important case]
“Prosecution is going well,
but prostitution is probably
not an option for me- | don’t
think women would sleep
with me even if | offered
themmoney.”

Example

T: “So you were hurt
when your wife called yot
two-faced?”

C: “Well, maybe more
confused than hurt- if |
were two-faced, do you
really think I'd choose to
wear this one?”

Black/Dark/Gallows
Humor
(Code H4)

Theclient useshumor in a
way that makes fun of a
life-threatening, terrifying,
or disastrous situation;
humor isused to treat
serious, frightening, or
painful subject matter in a
light manner.

Example:
T: “So how was your recent
hospital stay? Just delightfu
I’'m sure.”

C: [recently diagnosed with
a terminal form of cancer]
“Oh yes, a total blast. It's a
shame | couldn’t stay longe
You know, I've decided that
I’'m no longer afraid to die- |
just don’t want to be there
when it happens.”

Example:

T: “So how was your trip
lhome?”

C: “Well, as disasters go,
it was better than the

Hindenburg. My brother is
rback in rehab, my parents
are getting divorced, and
my favorite family dog
just died.”

Expression of Humor
Not Otherwise Specified
(Code H5)

Example:
T: “You have a unique sens
of humor, you know that?”

Example
€C: “I have been getting
along with my roommate

C: “Oh yeah? You're pretty

Titanic, but worse than the

\"ZA"ZJ

much better lately”
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Theclient uses a form of funny yourself.” T: “Really?”

humor or refersto C: “Yeah, the other day he
humorous stimuli in a way told me this joke about
that is not captured by any this duck who crossed the
of the aforementioned road. He totally cracked
codes. me up.”

B. Social Support

The next step in the coding process consists afebearcher-participants coding client-
participant expressions of social support. Forpingoses of this study, which focuses on
clients’ trauma experiences, social support caddfmed as the interpersonal networks that are
experienced or sought by an individual during othi@ aftermath of traumatic events that
provide, or attempt to provide, that person withgiale and/or emotional help and that are
expected to contribute, either positively or negai, to his or her posttraumatic experience.
Because this study will include only psychotheraggsions in which discussions of trauma
occur, all expressions of social support within gbkected sessions will be coded and analyzed in
the context of the session. Therefore, for theppses of coding client expressions of social
support in this study that may not concern a thiegahysical integrity, social support will also
be defined as client experiences within or belgfsut interpersonal networks and relationships
that are anticipated, offered or received to pre\ndn or her with either positive or negative
helping behaviors.

Social support codes and their definitions and gtamare presented in the table below for the
researcher-participant to use in coding transcraessions. However, given the conceptual
overlap that occurs amongst constructs of soc@ban, it is likely that many expressions of
social support may be coded in more than one cate@mce identified, expressions of social
support should be placed in any of the applicabllewing categories (they are not mutually
exclusive): (a) Received support; (b) Perceivegsup (c) Extended support; (d) Support
functions; (e) Support content; (f) Other.

Coding System for ldentifying Client Expressions ofSocial Support
In Psychotherapy Sessions that Involve Discussion$ Trauma

Client Expressions of Social SupportReceived Support

Codes Descriptions Examples
Positive received support: The client reports on C: “I don’t know what |
(Code RS1) support that was provided | would have done without

and describes it as positive my sister’s help. Her
(e.g., helpful, beneficial, or| encouragement was suck

useful). a blessing!”
Negative received support | The client describes supparC: “My brother thought he
(Code RS2) that was given and was being such a big help

describes it as negative but he just made it worse
(e.g., unhelpful, unwanted,| His words were so
or damaging). critical.”

241



Recelved support: Not
Otherwise Specified
(Code RS3)

The client discusses suppar€C: “The church gave us

that was received and
describes it as neither
positive or negative (e.g.,
ambivalent, impartial).

food and clothes.”

Client Expressions of Social SupportPerceived Support

Codes

Descriptions

Examples

Positive perceived support
(Code PS1)

The client speaks about
beliefs about support that
are positive (e.qg.,
expectations for support to
be available and effective).

C: “l just know my
friends will always be
there for me, ready to
help me out.”

Negative perceived support
(Code PS2)

The client describes beliefs
about support that are
negative (e.g., expectation
that support will not be
available or will not be
effective).

5 C: “l can’t rely on anyone
and | doubt | ever will.”

5

Perceived support: Not
Otherwise Specified
(Code PS3)

The client reports beliefs
about support that are
neither positive nor
negative or unspecified
beliefs about support.

C: “Sometimes you can
count on your friends and
sometimes you can’t.”

Client Expressions of Social SupportExtended Support

Codes

Descriptions

Examples

Positive extended support:
(Code ES1)

The client reports on
support that he or she
provided to others and
describes the experience 4
positive (e.g., beneficial,
fulfilling, meaningful).

C: “It felt so good to be
needed for once! | was
the person she talked to
sand counted on.”

Negative extended support
(Code ES2)

The client describes supporC: “Everyone is always

that he or she gave to othe
and describes it as negatiyv
(e.g., unhelpful,

burdensome, or stressful).

rselying on me for
eeverything. I'm so sick of
constantly taking care of
everyone else.”

Extended support: Not
Otherwise Specified
(Code ES3)

The client discusses suppd
that he or she provided to
others and does not
distinctly specify the quality
of the experience (e.qg.,
mixed feelings,
ambivalence, vague

rC: “I get so annoyed that
have to help him but | feel
better after doing it.”

C: “I took over the
childcare duties for them.

descriptions, factual or non
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| emotional descriptions). |

Client Expressions of Social SupportSupport Functions

Codes

Descriptions

Examples

Support function: Esteem
(Code F1)

The client reflects on word
of encouragement or
communication from others
intended to enhance self-
esteem or self-worth.

5 C: “Receiving that card
from her let me know how
y special | am.”

s

Support function:
Emotional
(Code F2

The client shares that othe
acknowledged or otherwise
were responsive to his/her
affective experience and
expressions.

r<: “He was just so
> understanding when |
cried.”

Support function:
Advice/informational
(Code F3)

The client
acknowledges/listens to or
discusses guidance,
instructions or directions
received from others.

C: “She told me that what
happened was illegal and
should talk to a lawyer.”

Support function:

The client talks about

C: “My best friend told

Feedback others’ evaluations of me I'm getting better
(Code F4) his/her progress. every day.”

Support function: The client reports on C: “My mother let us stay
[ nstrumental material aid or stress-relatedt her place and borrow
(Code F5) task offered and/or providedher car.”

by others.

Support function: Social
companionship

The client describes the
affiliation, belongingness,

C: “When we were at the
beach and laughing

(Code F6) or time spent with others. | together, | totally forgot
about how bad everything
has been.”

Client Expressions of Social SupportSupport Content

Codes Descriptions Examples

Support content: Primary
kin

The client describes
experiences with members

C: “I have a hard time
talking to my parents

(Code C1) of his/her family of origin, | about it.”
spouse/partner, or children,.

Support content: The client speaks about | C: “My wife’s parents

Secondary kin experiences with members stayed with us after the

(Code C2) from his/her extended accident.”

family system (e.g., aunts,
uncles, cousins, in-laws).

Support content: Primary
friend
(Code C3)

The client discusses
platonic relationships whick

C: “My three closest
1friends are the guys | grew

he or she considers to be

up with.”
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significant (e.g., close
friends).

Support content: The client reports on distal| C: “I don't really talk

Secondary friend platonic relationships (e.g.,| about personal stuff with

(Code C4) acquaintances). the other moms at the
playgroup.”

Support content: The client talks about C: “I've been dating this

Sexual/Romantic relationships that are sexualgirl for about six months.’

(Code C5) or romantic.

Support content: Affiliative
(Code C6)

The client reflects on
relationships that stem fron
group organizations and
affiliation (e.g., religious,
political, recreational,
professional).

C: “The people in my
nhiking group have been s
understanding when I've
had to cancel.”

o

Support content: Mutual
aid
(Code C7)

The client reports on
relationships that were
established specifically to
exchange support (e.qg.,
support/self-help groups;
relationships with other
survivors that did not pre-
exist the traumatic
event(s)).

C: “The women in my
support group have sharg
so much.”

2d

Support content: Service
(Code C8)

The client describes
relationships with

C: “l just didn’t connect
with my previous

professional service therapist.”
providers.
Client Expressions of Social SupportOther

Codes

Descriptions

Examples

Expression of social
support not otherwise
specified

(Code SS)

The client expresses socia
support in a way that is not
captured by any of the
aforementioned codes.

“Even though my mother
passed away, | still get sc
much strength from

thinking of and talking to

her.”

C. Cultural Worldviews
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The third step of the coding process involves dsearcher-participants coding client
discussions of cultural worldviews. In this stu@ultural Worldviewis defined asA humanly
constructed symbolic conception of reality that i life with order, permanence, and stability;
a set of standards through which individuals c#airat sense of personal value; and some hope
of either literally of symbolically transcendingath for those who live up to these standards of
value (Pyszczynski, Greenberg, & Solomon, 199835).



Cultural worldview codes and their definitions aamples are presented in the table below for
the researcher-participant to use in coding tradiseussions in the transcribed sessions: (a)
Religion, (b) Ethnicity, (c) Political Affiliation(d) Nationality, and (e) Other.

Coding System for Identifying Client Discussions o€ultural Worldviews

Identifying Discussions of Cultural Worldviews: Religion

Codes Descriptions Examples
Religious Group or The client refers to hisor | C: “As a Christian, I feel
Denomination her religious identification | that giving to charity is
(Code R1) important.”
Religious Practice The client discusses an C: “T am fasting because
(Code R2) event or practice that he it's Ramadan.”

or she engages in for

religious purposes
Vague Reference to The client uses a generic C: “T am thankful for my
Religion term when referring to his | faith because I feel like it
(Code R3) or her religious ideology has helped me get

through this hard time.”

Others’ Religion The client discusses the C: “My friend and his
(Code R4) religious identification or | family believe in

practices of others in a reincarnation.”

neutral or positive

manner
Religious Derogation The client speaks C: “I think people who
(Code R5) negatively about the believe in God are just

religious views or unintelligent and easily

practices of others manipulated.”
Religious Discussion Not | The client discusses C: “Lately, I have found
Otherwise Specified religion in a way that is myself intrigued by
(Code R6) not captured by any of the | various religions.”

aforementioned codes

*Note: This study is interested in discussionsaswning religion rather than spirituality.
However, some statements could be considered distissof beliefs or practices that are both
spiritual and religious (e.g. prayer). Client staents that seem to convey a belief or practice
that is both religious and spiritual will be codeith the appropriate religious code.

Identifying Discussions of Cultural Worldviews: Ethnicity

Codes Descriptions Examples
Ethnic Identification The client references his C: “Since I am an African
(Code E1) or her ethnic group or American, I feel like I
identification have had to work hard to
overcome certain
stereotypes.”
Ethnic Cultural Practice | The client discusses an C: “I am excited to visit
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(Code E2)

event or practice that he
or she engages in because
he or she is a member of a
specific ethnic group

my family for our annual
Chinese New Year
celebration.”

Vague Reference to

The client uses a generic

C: “My people have been

Ethnicity word or term when through so many

(Code E3) referring to his or her struggles that continue to
ethnic group affect our behaviors.”

Others’ Ethnicity The client discusses other | C: “I visited my friend,

(Code E4) ethnic populations in a and she is Native
neutral or positive American and makes
manner really good traditional

fry bread.”
Ethnic Derogation The client speaks C: “Those people
(Code E5) negatively about an ethnic | (referring to an ethnic

group or groups that are
different from the client’s
ethnic identification

group) are responsible
for most of the crime in
this country.”

Ethnic Discussion Not
Otherwise Specified
(Code E6)

The client discusses
ethnicity in a way that is
not captured by any of the
aforementioned codes

C: “I wish people could
see past the color of a
person’s skin.”

Identifying Discussions of Cultural Worldviews: Political Affiliation

Codes Descriptions Examples

Political Party or The client references his C: “As a libertarian, I
Identification or her political party or think the government
(Code P1) identification should be limited.”

Political Action or
Practice
(Code P2)

The client discusses an
event or practice that he
or she engages in for
political purposes

C: “I am planning to
attend the governor’s
rally this weekend.”

Vague Reference to

The client uses a generic

C: “All of us on the left

Political Affiliation word or term when are upset over the plan to

(Code P3) referring to his or her decrease spending on
political affiliation education.”

Others’ Political The client discusses the C: “My dad is an

Affiliation political identification of | independent so he

(Code P4) others in a neutral or doesn’t really tend to
positive manner have extreme political

views.”
Political Derogation The client speaks C: “If it wasn'’t for the
(Code P5) negatively about the democrats trying to

political parties or
affiliations of others

corrupt the values that
we grew up with, this
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country would be in a
better place.”

Political Affiliation The client discusses C: “Thave been arguing
Discussion Not Otherwise | politics in a way that is not | with my wife a lot
Specified captured by any of the because [ am very pro-
(Code P6) aforementioned codes life and she is pro-
choice.”
Identifying Discussions of Cultural Worldviews: Nationality
Codes Descriptions Examples

Nationality Identification
(Code N1)

The client references his
or her nationality

C: “Tam proud to be an
American and to have
certain freedoms that
people in other countries
might not have.”

Nationalistic Practice
(Code N2)

The client discusses an
event or practice that he
or she engages in because
he or she seems connected
to a particular country

C: “T'will visit my family
in Mexico to celebrate
Cinco De Mayo.”

Vague Reference to

The client uses a generic

C: “It will be nice to go

Nationality word or term when home and spend time

(Code N3) referring to his or her with some other Kiwis.”
nationality

Others’ Nationality The client discusses other | C: “In general, [ found the

(Code N4) nationalities in a neutral Canadians to be very

or positive manner

polite and friendly.”

Nationalistic Derogation
(Code N5)

The client speaks
negatively about
nationalities that are
different from the client’s
nationalistic identification

C: “After the terrorist
attacks, I don’t think we
should let anyone from
Afghanistan into our
country.”

Nationality Discussion
Not Otherwise Specified
(Code N6)

The client discusses
nationality in a way that is
not captured by any of the
aforementioned codes

C: “Ilove watching the
Olympics and seeing
most of the world’s
countries come together

in sport.”

Identifying Discussions of Cultural Worldviews: Other (Explicit)

Codes Descriptions Examples
Geographic Region The client refers to a region C: “I'm from the South, so
(Code OE1) within a country as a | was raised to always hol

cultural characteristic

the door for women.”

Occupational Affiliation

The client refers to a job,

C: “Us psychologists
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(Code OE2)

career, or occupation as &

1 always seem to have a

cultural characteristic hard time avoiding treating
our loved ones like
clients.”
I nstitutional Affiliation The client refers to an C: “All the students at
(Code OE3) affiliation with and State University are only
organized institution as a | in school for the parties.”
cultural characteristic
Gender The client refers to gender| C: “l was taught from a
(Code OE4) as a cultural characteristic | very early age that men a
supposed to be strong and

not cry.”

Sexual Orientation
(Code OED)

The client refers to sexual
orientation as a cultural
characteristic

C: “Since I'm gay, | am
expected to be more
sensitive and effeminate.”]

Cultural Affiliation Not
Otherwise Specified
(Code OES6)

The client refers to any
cultural characteristic not
captured by any of the
aforementioned codes as 4
way of seems consistent
with the study’s definition
of a cultural worldview

C: “People on my planet
think it’s ridiculous that
you earthlings feel the

1 need to work 40 hours a
week.”

Identifying Discussions of Cultural Worldviews: Other (I mplicit)

Codes Descriptions Examples
Physical Universe The client refers to a belief| C: “I was walking outside
(Code OI1) about the ontology or on a clear night and felt

purpose of the physical
universe or the cosmos

very small as | looked up
at the stars and thought
about how we all started
from the same cosmic
event.”

Communalism

The client refers to a belief

C: “It's my responsibility

(Code OI12) about the role of individualsto succeed in as much as
in influencing to the welfare can so | can honor my
of others in society or the | family.”
client’'s community
Mortality The client refers to a belief| C: “Even though she
(Code OI3) about the afterlife or the | passed away, | know my

spiritual soul after life on
earth

mother is looking down or
me from somewhere and
she is proud of me.”

Human Nature
(Code O14)

The client refers to a belief
about the essence of huma
nature

C: “People are born good
rand they learn evil ways
from the world around
them.”

N
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Meaning of Life
(Code OI5)

The client refers to a belief
about life’'s purpose or an
explanation of the nature o
the world

C: “I think life is just a
series of random events,
fand | don’t believe in
destiny.”

Implicit Cultural
Worldview Not Otherwise
Specified

(Code OI6)

The client refers to any
implicit cultural beliefs not
captured by any of the
aforementioned codes

C: “Any negative or evil
energy in the world is
originally created by
kittens.”

Coding Steps for Researcher-Participants

1. Watch the selected videotaped session containirapea discussion(s) and read the

transcript entirely to make sure that the transasigccurate. Familiarize yourself with
the content and process of the session.

. When coding, try to balance attention to detailhvan ability to think abstractly and see
the bigger picture. It is also important to maintiicus by pacing yourself carefully. It is
difficult to code accurately when you are rushedae in binges. In the discussion
meetings, it helps to present your questions anfusmns and to agree with others only
when the consensus makes sense. Coding requigggeaness and flexibility but not
acquiescence.

. While coding and analyzing the data, the reseasc$lgould provide a detailed account of
the analysis process so that the auditor can Bseta the reliability of the study (Lincoln
& Guba, 1985). This meticulous description of tegarch process, or audit trail, should
include accounts of the decision processes regatmresearch design and data
collection procedures as well as the actions takeen analyzing and reporting the data.
The following information should be included in thedit trail as recommended by
Halpern (1983; as cited in Lincoln & Guba, 198%)wrdata, products of data reduction
and analysis (e.g. notes and qualitative summade$d synthesis and reconstruction
notes (e.g. definitions and themes of emerginggeaies), reports on literature
supporting decisions, process notes (e.g. methguabalonotes and rationale), and
trustworthiness notes.

. Each of the researchers should also record thesopal expectations and potential biases
using a technique for qualitative research knowhrasketing. Bracketing is used to
minimize the influence of personal assumptionshendata collection and analysis
processes by reflecting and recording potentiadeen biases (Ahern, 1999). As part of
the bracketing process, the researchers shouldrkéleptive journals which may include
the following: (a) potential assumptions regardilegnographic variables such as race,
gender, age, and socioeconomic status; (b) hisropérsonal values that are thought to
potentially interfere with objectivity; (c) issuesgarding potential role conflict; (d) his or
her interests in the data and the extent to wiebké interests may dispose him or her to

249



o

interpret findings favorably; and (e) personal iflegs that may suggest a lack of
neutrality (Ahern, 1999).

Depending on whether you are coding expressiohsimior, social support, or cultural
worldviews, familiarize yourself with the corresgiimg coding system(s). Then, begin
the coding process, simultaneously reading thdemgession transcriptions and
watching the corresponding session videotape.

Individually, read the transcript again in detajllboking at each statement (C1, C2, etc.)
and write your coding impressions on the right heoldmn of the transcript sheet.

Meet with team of coders to discuss codes andméterinter-rater reliability. Codes that
meet (66%) agreement will be chosen as final caddsrecorded on data tracking sheet.

Provide auditor with final codes to determine wieettine data reflective of the codes has
been adequately captured by the coders. Also pedhiel auditor with audit trail

materials and reflective journals (described ipstg and 4). The auditor will facilitate
discussion with the coders regarding discrepartbegsarise with the team’s judgment
and any potential biases that have been notedléctige journals and will provide
suggestions for changes.

. Final codes will be entered into the Excel detaking sheet for further analysis.

APPENDIX D
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Client Information Adult Form

ID #

CLIENT INFORMATION **A DULT FORM

THIS FORM IS INTENDED TO SAVE YOU AND YOUR INTAKE INERVIEWER TIME AND IS IN THE INTEREST OF PROVIDINGOU WITH THE
BEST SERVICE POSSIBLEALL INFORMATION ON THIS FORM IS CONSIDERED CONFIDENAL. |F YOU DO NOT WISH TO ANSWER A QUESTIONPLEASE
WRITE “D O NOT CARE TO ANSWER AFTER THE QUESTION

TODAY’S DATE

FuLL NAME

HOW WOULD YOU PREFER TO BE ADDRESSED

REFERRED BY.

MAY WE CONTACT THIS REFERRAL SOURCE TO THANK THEM FROTHE REFERRA? [] YES []No

IF YES PLEASE PROVIDE CONTACT INFORMATION FOR THIS PERSOAGENCY

Personal Data

ADDRESS
TELEPHONE ~ (HOME): BST TIME TO CALL CAN WE LEAVE AMESSAGE? []Y [N
(WORK): BST TIME TO CALL CAN WE LEAVE AMESSAGE? []Y [N
AGE: TE OF I/
BIRTH

MARITAL STATUS:

[COMARRIED [JSINGLE How LONG?
[JDivorceD [JCoHABITATING PREVIOUS MARRIAGES?
[JSeEPARATED Owipowebp HOW LONG SINCE DIVORCE

LIST BELOW THE PEOPLE LIVING WITH YOU

NAME RELATIONSHIP AGE OCCUPATION

PERSON TO BE CONTACTED IN CASE OF EMERGENCY
NAME:
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ADDRESS

TELEPHONE

RELATIONSHIP TO YOU.

Medical History

CURRENTPHYSICIAN:
ADDRESS

CURRENTMEDICAL PROBLEMS.

MEDICATIONS BEING TAKEN:

PREVIOUSHOSPITALIZATIONS (MEDICAL OR PSYCHIATRIC)

DATE

OTHER SERIOUSILLNESSES

DATE

PREVIOUSHISTORY OFMENTAL HEALTH CARE (PSYCHOLOGIST PSYCHIATRIST, MARRIAGE COUNSELING GROUP THERAPY ETC.)

DATE

Educational and Occupational History

HIGHEST LEVEL OF EDUCATION ATTAINED

Ll ELEMENTARY/MIDDLE SCHOOL LIST GRADE
O HicH scHooL: LIST GRADE

O Gep

(| HSDIPLOMA

|
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VOCATIONAL TRAINING: LIST TRADE

COLLEGE: LIST YEARS

GRADUATE EDUCATION: LIST YEARS OR DEGREE

EARNED



CURRENTLY IN SCHOOL? SCHOOL/LOCATION:

|

CURRENT AND PREVIOUSJOBS:

JoB TITLE EMPLOYERNAME & CITY DATES/DURATION
HOUSEHOLD INCOME
[0 UNDER $10,000
[0 $11,000-30,000 OCCUPATION,
O $31,000-50,000
O $51,000-75,000
[0 over$75,000
Family Data
ISFATHER LIVING ?
Yes [ IF YES CURRENTAGE:
RESIDENCE(CITY): OCCUPATION:

HOW OFTEN DO YOU HAVE CONTACT?

No [

IF NOT LIVING, HIS AGE AT DEATH:.

CAUSE OFDEATH:

YOUR AGE AT HIS DEATH

IS MOTHER LIVING?

Yes [ IF YES CURRENTAGE:

RESIDENCE(CITY):

HOW OFTEN DO YOU HAVE CONTACT?

OCCUPATION:

No [

IF NOT LIVING, HER AGE AT DEATH

YOUR AGE AT HER DEATH

CAUSE OFDEATH:

BROTHERS ANDSISTERS

NAME AGE OCCUPATION

RESIDENCE CONTACT HOW OFTEN?

LIST ANY OTHER PEOPLE YOU LIVED WITH FOR A SIGNIFICAT PERIOD DURING CHILDHOOD
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NAME RELATIONSHIP TO YOU STILL IN CONTACT?

THE FOLLOWING SECTION WILL HELP US UNDERSTAND YOU R NEEDS AND FACTORS THAT MAY IMPACT YOUR LIFE OR TR EATMENT . BELOW
IS A LIST OF EXPERIENCES WHICH MAY OCCUR IN FAMILIE S. PLEASE READ EACH EXPERIENCE CAREFULLY . PLEASE INDICATE WHETHER
ANY OF THESE EXPERIENCES HAVE HAPPENED TO YOU OR Y OUR FAMILY . SOME OF THESE MAY HAVE BEEN TRUE AT ONE POINT FO R YOU
OR IN YOUR FAMILY BUT NOT TRUE AT ANOITHER POINT . IF THE EXPERIENCE NEVER HAPPENED TO YOU OR SOMEONE IN YOUR FAMILY ,
PLEASE CHECK THE “NO” BOX. IF YOU ARE UNSURE WHETHER OR NOT THE EXPERIENCE OCCURRED FOR YOU OR IN YOUR FAMILY AT
SOME TIME , PLEASE CHECK THE “UNSURE’ BOX. IF THE EXPERIENCE HAPPENED TO YOU OR IN YOUR FAM ILY AT ANY POINT , PLEASE

CHECK THE “YES” BOX.

SELF FAMILY

a [a)

w w

z o zZ [a)

w w w w

a zZ o zZ

o w o w

£ & I &

o % » %
WHICH OF THE FOLLOWINIG HAVE FAMILY MEMBERS i I i "

w o z o @ z
INCLUDING YOURSELF, STRUGGLED WITH Z 2 5 Z 3 | PLEASEINDICATE WHICH

o z w o z w

z - > Z 5 > FAMILY MEMBER(S)
SEPARATIONDIVORCE O 0O O O O 0O
FREQUENT RELOCATION O 0O O O O 0O
EXTENDED UNEMPLOYMENT O 0O O O O 0O
ADOPTION O O O O O 0O
FOSTER CARE O O O O O 0O
MISCARRIAGE OR FERTILITY DIFFICULTIES O O O O O 3d
FINANCIAL STRAIN OR INSTABILITY O 0O O O O 0O
INADEQUATE ACCESS TO HEALTHCARE OR OTHER SERVICES  [1 [ O O O 3d
DISCRIMINATION (INSULTS, HATE CRIMES ETC.) O O O O 0O 0O
DEATH AND LOSS O O O O O 0O
ALCOHOL USE OR ABUSE O 0O O O O 0O
DRUG USE OR ABUSE O 0O O O O 0O
ADDICTIONS O O O O O 0O
SEXUAL ABUSE O O O O O 0O
PHYSICAL ABUSE O 0O O O O 0O
EMOTIONAL ABUSE O 0O O O O 0O
RAPE/SEXUAL ASSAULT O 0O O O O 0O
HOSPITALIZATION FOR MEDICAL PROBLEMS O O O O O 3d
HOSPITALIZATION FOR EMOTIONAUPSYCHIATRIC PROBLEMS [ [0 O O O O
DIAGNOSED OR SUSPECTED MENTAL ILLNESS O O O O O 3d
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SUICIDAL THOUGHTS OR ATTEMPTS

SELF HARM (CUTTING, BURNING)

DEBILITATING ILLNESS, INJURY, OR DISABILITY

PROBLEMS WITH LEARNING

ACADEMIC PROBLEMS(DROP-OUT, TRUANCY)

FREQUENT FIGHTS AND ARGUMENTS

INVOLVEMENT IN LEGAL SYSTEM

CRIMINAL ACTIVITY

INCARCERATION

Current Difficulties

PLEASE CHECK THE BOXES TO INDICATE WHICH OF THE FOL@WING AREAS ARE CURRENT PROBLEMS FOR YOU AND REASGNFOR COUNSELING

I I I o A O

I I I o A O
I I I o A O

PLACE TWO CHECK MARKS TO INDICATE THE MOST IMPORTANT REASO(S).

|

OO0 00000 oOo0ooooooooooogaoao

FEELING NERVOUS OR ANXIOUS
UNDER PRESSURE FEELING STRESSED
NEEDING TO LEARN TO RELAX
AFRAID OF BEING ON YOUR OWN
FEELING ANGRY MUCH OF THE TIME
DIFFICULTY EXPRESSING EMOTIONS
FEELING INFERIOR TO OTHERS
LACKING SELF CONFIDENCE
FEELING DOWN OR UNHAPPY
FEELING LONELY

EXPERIENCING GUILTY FEELINGS
FEELING DOWN ON YOURSELF
THOUGHTS OF TAKING OWN LIFE

CONCERNS ABOUT EMOTIONAL STABILITY

FEELING CUT-OFF FROM YOUR EMOTIONS

WONDERING“WHO AM [?”

HAVING DIFFICULTY BEING HONEST/OPEN
DIFFICULTY MAKING DECISIONS

FEELING CONFUSED MUCH OF THE TIME

DIFFICULTY CONTROLLING YOUR THOUGHTS

BEING SUSPICIOUS OF OTHERS

GETTING INTO TROUBLE
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I I I o A O
I I I o A O
I I I o A O

DIFFICULTY WITH SCHOOL OR WORK
CONCERNS ABOUT FINANCES

TROUBLE COMMUNICATING SOMETIMES
CONCERNS WITH WEIGHT OR BODY IMAGE
FEELING PRESSURED BY OTHERS
FEELING CONTROLLED'MANIPULATED
PRE-MARITAL COUNSELING

MARITAL PROBLEMS

FAMILY DIFFICULTIES

DIFFICULTIES WITH CHILDREN

DIFFICULTY MAKING OR KEEPING FRIENDS
BREAK-UP OF RELATIONSHIP
DIFFICULTIES IN SEXUAL RELATIONSHIPS
FEELING GUILTY ABOUT SEXUAL ACTIVITY

FEELING CONFLICTED ABOUT ATTRACTION
TO MEMBERS OF SAME SEX

FEELINGS RELATED TO HAVING BEEN
ABUSED OR ASSAULTED

CONCERNS ABOUT PHYSICAL HEALTH

DIFFICULTIES WITH WEIGHT CONTROL

USE/ABUSE OF ALCOHOL OR DRUGS

PROBLEMS ASSOCIATED WITH SEXUAL
ORIENTATION

CONCERNS ABOUT HEARING VOICES OR
SEEING THINGS



ADDITIONAL CONCERNS (IF NOT COVERED ABOVE ):

Social/Cultural (Optional)

1. RELIGION/SPIRITUALITY:

2. ETHNICITY OR RACE

3. DISABILITY STATUS?
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APPENDIX E

Telephone Intake Form
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APPENDIX F

Intake Evaluation Summary
Pepperdine Psychological and Educational Clinic
Intake Evaluation Summary

Client: Intake Therapist:
Intake Date(s): Date of Report:

I Identifying Information
(Name, age/D.O.B., gender, marital status, # déiodm, occupation/employment status, educatiomieitly, and
current living arrangements)

Il Presenting Problem/Current Condition
(Description of client’s current difficulties, amehy s/he is seeking help at this time; describepgms and impact
on current functioning, including onset, frequeiacyl duration)

Il History of the Presenting Problem & History ©ther Psychological Issues

(Trace development of present problem, includireyjmus psychological treatment, hospitalizationsdivation;
discuss other significant psychological difficustiand prior treatment. Address history of substatese, suicidal
ideation/attempts, & aggressive/violent behavior)

\Y, Psychosocial History
A Family History

(Family constellation, family of origin and curreiamily, family dynamics, domestic violence/abuse;
Include family psychiatric, medical and substanoesa history)

B Developmental History
(Note progression of development milestones, abasgbarticular strengths or areas of difficulty)

C Educational/\Vocational History
(Highest grade completed, strengths/weaknessenjigdssues/interventions; Work history, includisgy
work related difficulties)

D Social Support/Relationships
(Current social support network; Intimate relatioips and their history, especially as related &spnting
problem)

E Medical History
(When was client last seen by a doctor? Describewtipast medical conditions, injuries, medicadion
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Vi

procedures/surgeries)

F Cultural Factors and Role of Religion in thee@tis Life

(Cultural group identification/identity, accultui@n issues relevant to presenting problems/therapy)
(Religious affiliations, strength of commitmentand/or involvement in religion, view of spiritugliand
its role in emotional problems/suffering and intamtion)

G Legal History

(Arrests, incarcerations, parole/probation, curtawsuits, child custody. Is the client court ortkinto
therapy?)

Mental Status Evaluation

Hygiene & grooming

Interpersonal presentation/behavioral observations

Orientation (person, place, time, situation)

Speech (pitch, pace, tone):

Motor Activity (calm, restless, agitated, retarded

Mood (euthymic, dysphoric, elevated, irritablexiaus):

Affect (appropriate/inappropriate to mood, labé&pansive, blunted, flat):

Thought Processsociations may be logical, tight & coherentpose & tangential):

Thought Contenfappropriate; delusions; odd ideations):

Perceptual Disturbancésallucinations):

Cognitive Functionindintellectual functioning, fund of knowledge):

Concentration, Attention & Memory

Judgment & Insighfintact, good, fair or poor/impaired):

Client Strengths
(Intelligence, personality, internal resources,iegskills, support system, talents and abilitrstivation,
education/vocational skills, health)
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Vil Summary and Conceptualization

(Summarize your understanding of the client’s anssues/symptoms, how these developed, and factor
that maintain them. Present differential diagnosith justification for diagnosis given):

VIl  DSM-IV TR Multiaxial Diagnosis

AXis I:

Axis Il

Axis I

AXis IV:

Axis V: Global Assessment of Functioning (GAF&c
Current GAF
Highest GAF during the past year:

IX Client Goals

X Treatment Recommendations

Be as specific as possible. Note: suggested thereyghalities and frequency of contact, issues to be
addressed, adjunctive services such as psycholdggtang or medication evaluation. Recommendations
should be connected to presenting problem and d&agmn

Intake Therapist Supervisor

Date
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APPENDIX G

Treatment Summary
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APPENDIX H

Participant Selection Tracking Sheet

Research
ID

Total # of
Sessions

Exp of Trauma
Phys/Psych
(CIA; Intake; Tx
Summary; Phoneg
Intake)

Death/Loss; SA,;
PA; Rape/Sexua
Assault;
lliness/Injury/

Disability

IIC

Trauma
Discussion
Session #

Other
Demographic
Factors
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APPENDIX |
Researcher Confidentiality Statement - Coder

As a research coder appointed by Susan Hall, BIDD., | understand that | am expected to
abide by specific principles and responsibilitieghsure effective and proper participation in the
research.

| understand that coders must be sensitive to wgrkiith highly confidential material and act
with appropriate discretion. Although participanimbers are used as the only method of subject
identification, coders may hear names or othertifi@mg information during the course of
observing videotapes. | understand that | am pr@dldrom discussing any information seen or
heard in the videotapes or audiotapes except Mhitbr@oders and researchers involved with the
study. In addition, | will only speak to researtaftabout information on the videotapes in a
confidential environment and never in a public tama | will limit such disclosures to the
minimum information that is necessary and suffitien the purposes of communication. | also
understand that coders may not discuss particifgated or other confidential material even
after their involvement with the research is cortgléwill also not remove any material related
to the study from the office(s) of Dr. Hall or tRepperdine Applied Research Center. In the
highly unlikely event that | recognize one or mpe®ple on a videotape, | will stop the
videotape immediately and inform Dr. Hall.

| will commit to hours per week (to be spiecifoy Dr. Hall) and attend all relevant
coding meetings. First, | will learn a coding systso that | can use it reliably. Then, I will
observe tapes and code them for research purdosedo the intensity of training, | agree to
remain a coder on the research project for months (to be specified by Dr.
Hall).

| have been appointed by Susan Hall, J.D., Pholxotle videotaped and/or audiotaped material
related to research at Pepperdine University, Gasd8chool of Education and psychology. The
expectations of this position have been explainaté by Dr. Hall or a research assistant
working with her. | understand the expectationdioedl above, and agree to abide by them.

Coder Signature:

Date:

Witness Signature:

Date:
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APPENDIX J
Research Assistant Confidentiality Agreement — $caber

As a research assistant (RA) appointed by SusdnHal, Ph.D. and co-supervised by her
dissertation students, Rebecca Dragosits, Ed.Min&€respi-Hunt, M.A., and Christopher
Ogle, M.A., | understand that | am expected to altng specific principles and responsibilities to
ensure effective and proper participation in treeagch program designed to investigate trauma
disclosure in psychotherapy.

| understand that RAs must be sensitive to humbjests issues involved with working with
highly confidential material and act with appropeiaiscretion. Although participant numbers
are used as the only method of subject identificatRAs may hear names or other identifying
information during the course of observing videesd understand that | am strictly prohibited
from discussing any information seen or heard envideotapes, audiotapes or transcripts except
with others involved with the study. In additionwill only speak to research staff about
information on the videotapes in a confidentialiemvment and never in a public location. | will
limit such disclosures to the minimum informatibiat is necessary and sufficient for the
purposes of communication. | also understand tiAa iRay not discuss participant-related or
other confidential material even after their invarivent with the research is complete. | will also
not remove any material related to the study frbendffice(s) of Dr. Hall or the Pepperdine
Applied Research Center or clinic. In the highlyikely event that | recognize one or more
people on a videotape, | will stop the videotapmadiately and inform Dr. Hall.

| will commit to hours per week and atteddelbvant coding meetings. First, | will
complete human subjects and HIPAA training requirgdPepperdine University’s Graduate and
Professional Schools Institutional Review Board] anbmit my certificates of completion to Dr.
Hall. Subsequently, I will learn a transcriptioropedure and/or coding system so that | can use
it reliably. Then, | will observe and transcrib@éa and/or code them for research purposes. Due
to the intensity of training, | agree to remain& & the research project for months.

By signing this Confidentiality Agreement, you atating your commitment to upholding
research participants’ privacy and confidentiadibd your RA responsibilities, which involves a
commitment to maintaining professional demeanoraitkering to the highest ethical standards.
The expectations of my position as a RA with thpdeedine Applied Research Center at
Pepperdine University, Graduate School of Educatimh Psychology has been explained to me
by Dr. Hall, her dissertation student(s), or anotlesearch assistant working with her. Should |
have any questions whatsoever regarding my posaohits expectations; | agree to discuss
these with Dr. Hall. | understand the expectatiomdined above, and agree to abide by them.

Printed Transcriber Name:

Transcriber Signature:

Date:

Witness Signature:

Date:
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APPENDIX K

Health Insurance Portability and Accountability Artification

Vo W.9 [Hcalth System

Certificate of Completion

This is to certify that
Christopher Ogle

has completed the
HIPAA Training
on

Wednesday, July 07, 2010

Reference No: 108013
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APPENDIX L

Protecting Human Research Participants Certificatio

1 Certificate of Completion

#' The National Institutes of Health (NIH) Office okEEamural Researc
.| certifies thaitChristopher Ogle successfully completed the NIH Web 4

| based training course “Protecting Human Researditipants”.

Date of completion: 05/07/2010

#| Certification Number: 444203
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APPENDIX M

IRB Exemption Notice

PEPPERDINE UNIVERSITY

Graduate & Professional Schools Institutional RevMBoard

December 9, 2011

Christopher Ogle

Protocol #: P1111D08

Project Title: Expressions of Cultural Worldviewsin Psychotherapy with Clients Who
Have Experienced Trauma: A Qualitative Study from aTerror Management Theory
Perspective

Dear Mr. Ogle:

Thank you for submitting your application, Express of Cultural Worldviews in

Psychotherapy with Clients Who Have Experiencediifia A Qualitative Study from a Terror
Management Theory Perspective, for exempt revieReggperdine University’'s Graduate and
Professional Schools Institutional Review Board 83RB). The IRB appreciates the work you
and your faculty advisor, Dr. Susan Hall, have don¢he proposal. The IRB has reviewed your
submitted IRB application and all ancillary matégiaUpon review, the IRB has determined that
the above entitled project meets the requirememteXemption under the federal regulations (45
CFR 46 -_http://www.nihtraining.com/ohsrsite/quidels/45cfr46.htn)lthat govern the
protections of human subjects. Specifically, sectid CFR 46.101(b)(4) states:

(b) Unless otherwise required by Department or Agdreads, research activities in
which the only involvement of human subjects wélibh one or more of the following
categories are exempt from this policy:

Category (4) of 45 CFR 46.101research, involving the collection or study oiséing
data, documents, records, pathological specimeragnostic specimens, if these
sources are publicly available or if the informatie recorded by the investigator in such
a manner that subjects cannot be identified, dyrectthrough identifiers linked to the
subjects.

6100 Center Drive, Los Angeles, California 90045 310-568-5600
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Your research must be conducted according to thyegsial that was submitted to the IRB. If
changes to the approved protocol occur, a revisetqol must be reviewed and approved by
the IRB before implementation. For any proposeghges in your research protocol, please
submit aRequest for Modification Form to the GPS IRB. Because your study falls under
exemption, there is no requirement for continuiR® Ireview of your project. Please be aware
that changes to your protocol may prevent the reedeom qualifying for exemption from 45
CFR 46.101 and require submission of a new IRBiegobn or other materials to the GPS IRB.

A goal of the IRB is to prevent negative occurrendering any research study. However,
despite our best intent, unforeseen circumstancesemts may arise during the research. If an
unexpected situation or adverse event happensglyour investigation, please notify the GPS
IRB as soon as possible. We will ask for a congpéedplanation of the event and your response.
Other actions also may be required depending ondhge of the event. Details regarding the
timeframe in which adverse events must be repaaéde GPS IRB and the appropriate form to
be used to report this information can be founth@Pepperdine University Protection of

Human Participants in Research: Policies and Praged Manualsee link to “policy material”

at http://www.pepperdine.edu/irb/graduate/

Please refer to the protocol number denoted aboa# further communication or
correspondence related to this approval. Shouldhyave additional questions, please contact
me. On behalf of the GPS IRB, | wish you succadhis scholarly pursuit.

Sincerely,

Jean Kang, CIP

Manager, GPS IRB & Dissertation Support
Pepperdine University

Graduate School of Education & Psychology
6100 Center Dr. 5th Floor

Los Angeles, CA 90045
jean.kang@pepperdine.edu

W: 310-568-5753

F: 310-568-5755

cc: Dr. Lee Kats, Associate Provost for Rede&@Assistant Dean of Research, Seaver
College
Ms. Alexandra Roosa, Director Research and Spod$tnegrams
Dr. Yuying Tsong, Interim Chair, Graduate andfBssional Schools IRB
Ms. Jean Kang, Manager, Graduate and Professichalo% IRB
Dr. Susan Hall
Ms. Cheryl Saunders
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