UNDERSTANDING THE EXPERIENCE OF POSTTRAUMATIC
GROWTH FOLLOWING LIFE THREATENING PHYSICAL
ILLNESS

KATE HEFFERON

DEPARTMENT OF PSYCHOLOGY
STRATHCLYDE UNIVERSITY

Submitted for the degree of PhD

September 2008



AUTHOR’S DECLARATION

This thesis 1s the result of the author’s original research. It has been composed by the

author and has not been previously submitted for examination which has lead to the

award of a degree.

The copyright of this thesis belongs to the author under the terms of the United Kingdom
Copyright Acts as qualified by University if Strathclyde Regulation 3.50. Due

acknowledgement must always be made of the use of any material contained, or derived

from, this thesis.

Signed: Date:



ABSTRACT

Diverging from the pathological focus of 1950°’s psychology, positive
psychologists have concentrated on the potential for people to grow and enhance their
quality of life following adversity, a phenomenon coined as “posttraumatic growth”

(PTG) (Tedeschi & Calhoun, 1996). Although there has been significant advancement in

PTG research, there are limitations in the current models, theories and methods of

assessment. Therefore, the aim of this thesis was to attain an in-depth insight into the
nature of PTG following breast cancer diagnosis using interpretative phenomenological
analysis. The participants were ten female breast cancer survivors who were self selected
as having experienced posttraumatic growth, as well as participated in an exercise
programme during their cancer treatment (Mutrie et al., 2007). They participated in one
open-ended interview at their one year follow-up, the primary focus being to understand
their experience of PTG. The analyses yielded seven main themes: the body, exercise
class, existential re-evaluation, self-identity, philosophy change, society and narrative
from growth-to-growth. Four of these have been extensively reported within the
literature, thereby justifying the decision to further analyse the themes of ‘narrative from
growth-to-growth’, ‘exercise class’ and ‘the body’ as they contributed the most to the
expansion of PTG theory.

The results suggest a reconfiguration of the Transformational Model of growth
(Tedeschi & Calhoun, 2006) in terms of its proposed temporal sequences of initiation of
growth and exclusivity upon rumination. Additionally, two other themes suggest that the
facilitation of growth, and certain PTG outcomes, were the result of both the women’s
participation in an exercise class and a reconnection to their own body; previously these
two elements have not been linked. Overall, the thesis provides in-depth and novel
additions to the PTG research within illness related trauma. Future research could extend

the findings to develop more definitive links between thought processes, physical

activity interventions and the body in the experience of PTG.
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CHAPTER ONE

INTRODUCTION

1.1 Positive psychology

The shift in research towards systematically studying the positive outcomes of
trauma stems from the development and increased popularity of positive psychology.
Diverging from the traditionally led pathological focus of 1950s psychology, positive
psychologists believe that society can benefit as much, if not more, from studying the
good in the general population as was done by studying the bad (Seligman, Parks, &
Steen, 2004). In order to do so, researchers have focused on identifying and fostering
people’s strengths and encouraging positive functioning (Snyder & Lopez, 2007).

The areas with sufficient amounts of research and interest to the well-being of
the self and society are: happiness, positive affect, hope, optimism, resilience and
posttraumatic growth (Snyder & Lopez, 2007). The practical applications of positive
psychology are infinite and have been used within corporate organisations, schools,
health centres and therapeutic surroundings, all intent on fostering the occurrence of
positive well-being and building strengths. The coupling of positive psychology and
physical activity has begun to take speed due to the multiple ways in which physical
activity can increase well-being, self-efficacy, self-confidence and positive emotions and
in turn enhance macro societal levels of functioning (Mutrie & Faulkner, 2004). Thus,
the philosophical underpinning of positive psychology has sparked a ‘referendum’
against the negative side of human behaviour and is therefore ever present throughout
the question, method selection, analysis and discussion within this thesis. Specifically,
this thesis will focus upon the ironic phenomenon of finding positive benefits, or

posttraumatic growth (PTGQG), in the aftermath of breast cancer diagnosis.
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Growing from adversity is not a new concept; however it is a relatively new area

of scientific research. Early examples of growth come from the sociological and

anthropological disciplines, which focused on narratives' documenting illness as ‘an
opportunity, though a dangerous one’ (Frank, 2002, p.1). In the 1990’s, American illness
narrative literature began to focus on the idea of illness as a chance for self-development
and transformation, “out of the badness of illness comes something good, as people
attempt to rescue valued life, against the onslaught of symptoms and their effects on the
self and others’ (Bury, 2001, p. 277). This shift of illness narratives brought heavy

religious connotations with it as people begin to speak of themselves in romanticised

versions of strength through suffering.

Since then, the experience of chronic illness has become rhetoric of self-change;
an epiphany like experience allowing the person to reflect upon ‘who they have always
been’ and ‘who they might become’ (Frank, 1993, p. 42). Bury (1982) proposed that
chronic illness was indeed a disruptive event in which ‘the relations between body, mind
and everyday life is threatened’ (Bury, 2001, p. 264). Specifically, Bury argued that the
‘biographical disruption’ could lead to a re-examination of both personal and social
worlds. Thus, following illness, a person’s strengths and capabilities are brought to the
forefront, highlighting their potential to become something greater or further develop
something they already had within them (Frank, 1993; 1995).

Both Frank. (1993; 1995) and Bury (1982; 2001) purported three types of

narratives used to describe a person’s experience with illness. Bury’s proposed
narratives are: contingent, moral and core (epic and heroic) narratives, the latter of
which focuses on the concept of growth from adversity. The epic and heroic core
narratives generally proclaim ‘heroism in illness’ (p. 279), thus perpetuating the label of
the chronically tll as a fighter against the disease. Frank’s (1993; 1995) narratives,
restitution, chaos and quest, appear to be more detailed and relevant than Bury’s

definitions. First of all, the ‘restitution narrative’ involves the person narrating their

experience from being healthy, to sick and back to healthy again; there 1s always a

' Narratives are defined as “the most general storyline that can be recognised underlying the plot and
tensions within a particular story” (Frank, 1995, p. 75).
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fixation on returning to the way they were before the illness appeared. The ‘chaos

narrative’ 1S what Frank would describe as the opposite of his restitution narrative as
there 1s a clear sense of ‘life never getting any better’ (p. 97). This narrative has no
clarity, sequence or structure and this reflects the chaos of constructing life around an
ilIness. Finally, Frank proposed a final narrative, the quest narrative, which parallels the
concept of growth from adversity, ‘quest stories meet suffering head on; they accept
illness and seek to use it’ (p.115). Basically, the quest narrative follows the belief that
1lIness 1s the commencement of a journey, giving a sense of purpose to the patient.

There are three facets to the quest narrative: memoir, manifesto and
automythology. The memoir is simply the author’s reflection and narration of their
IlIness in conjunction with other areas of the author’s life. Quest narratives that are
manifestos provide much more impact for social change. Manifestos are focused upon
mass communication of suffering and illness experiences and the authors tend to feel
responsibility for facilitating social change. An example of this comes from Thomas-
MacLean (2004) in which one of her participants published pamphlets on ‘how to speak
to the 1lI’ and started a support group in her area for people with breast cancer. Finally,
the third type of quest narrative, automythology, represents the story of reinvention and
rebirth following trauma and illness, ‘the phoenix, reinventing itself from the ashes of
the fire of its own body’ (Frank, 1995, p. 122). Similar to the manifesto, the
authomythology is preoccupied with strong stories of change and rebirth via suffering,
however the latter is more ‘personal than political’ (p. 123).

Despite the incredibly compelling narrative work completed within the
humanities on the potential for growth from adversity, this thesis will attempt to delve
deeper into the possible psychological, physical and emotional experiences and
processes that can occur as a result of trauma and misfortune. This following chapter
will briefly review the relevant concepts, facilitators, and considerations of PTG as well
as identify the gaps within the current literature, thereby justifying the rationale for the
present study. The follov\}ing section, 1.2, commences with a reflection of the proposed

physiological and psychological responses to trauma.
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1.2 Stress and trauma

First of all, it must be acknowledged that there is a large discrepancy between
stress and trauma, and this thesis is focused on the positive psychological phenomenon

following the latter. Exposure to acute and intermittent episodes of stress can actually be
beneficial in the creation of stronger, more resilient individuals (Epel, McEwen, &
Ickovics, 1998). However, when events are perceived as chronic or traumatic, the stress
put upon the person can have varying potential outcomes. A traumatic event can be:
“when challenges occur suddenly and unexpectedly (thus making them more likely to
threaten our psychological well being); events that are out of the ordinary and the degree

to which it creates long lasting problems” (Tedeschi & Calhoun, 19935, pp. 16-17). Thus,
a person’s narrative has to be substantially interrupted (Tedeschi & Calhoun, 2006)
creating a sense of life ‘before and after’ the ‘event occurred. Psychologists believe that

there is a threshold of cognitive disruption in each individual which will determine
whether or not the event is seismic enough to be considered traumatic. The potential
outcomes are also dependent on when the traumatic events occur along the life spectrum
(Tedeschi & Calhoun, 1995). Therefore, this thesis is focused on the experience of

trauma, not stress, upon the body and mind.

1.2.1 Physical responses to trauma

In order to comprehend the potential psychological responses to trauma, it is
important to first deliberate upon the physical reactions to trauma as this thesis will

continually demonstrate and reflect upon the body’s inevitable connection with, and

influence upon, the mind. When faced with a traumatic situation, the human and animal
body will respond in one of two ways; fight or flight. This simplistic view of

physiological responses to trauma highlights what has been long forgotten within trauma

therapy and recovery, that the body is affected as well as the mind. The following is a

review of the physiological responses to trauma and how these relate to this thesis.
Epel et al. (1998) propose that it is the balance between anabolic and catabolic
hormones that will determine whether the body will thrive or succumb following trauma.

Rothschild (2000) uses the term ‘survival centre’ when regarding the limbic system as 1t

is responsible for the release of hormones via the hypothalamic-pituitary-adrenal axis
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when confronted with extreme stress, threats, danger or trauma. The sympathetic branch
of the nervous system activates via the hypothalamus and readies the body for ‘fight or

flight’. During this stage the body is prepared to act when challenged and a surge of
cortisol, norepinephrine and epinephrine are released to increase catabolic processes.

Relaxation and cessation of the autonomic nervous system is manipulated via
anabolic hormones (growth hormone, insulin, etc.) released by the parasympathetic
nervous system. The body needs to secrete a substantial amount of cortisol to signal to
the body it is no longer under threat. Post-traumatic stress disorder tends to occur when
there is an insufficient amount of anabolic hormones re-released and the body continues
to believe that i1t 1is under‘ attack (Rothschild, 2000). Thus the cycles mentioned
previously are still in continuance well after the trauma has occurred.

Ideally, the body should be able to respond and adapt to stress within different
environments with little to no problems, leaving the body healthy and without damage.
This is called allostasis. However, following trauma, the overload of catabolic hormones
can cause damage to the physical self and health of the body, creating what 1s known as
‘allostatic load’ (Charney, 2004; Epel et al., 1998). Separate occasions of acute stress

can build up ‘resilience’ and create ‘tight allostasis’ however chronic stress and trauma

can have a detrimental affect on the body.
1.2.2 Psychological responses to trauma

As the body is reacting to and recovering from the traumatic event, the mind is
also in a state of flux and can respond in multiple manners. The following is a review of
three main psychological responses to trauma: posttraumatic stress disorder/succumbing,
resilience/recovery and how they are similar to and different from the third

psychological response on which this thesis is based, posttraumatic growth.

1.2.2.1 Posttraumatic stress disorder

War, accidents and illness create an anxiety-inducing environment in which the
person is faced with stressors that are outside of their control. For some, this anxiety can
produce long lasting psychological disorders and inhibit the return of normal
functioning. Until recently, the common belief in psychological practices was that

following these traumatic events, people were at risk of mild to severe episodes of
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negative adjustment, including depression, general anxiety disorders, excessive
ruminative thoughts or what is commonly known as post-traumatic stress disorder
(PTSD) (Rothschild, 2000). Following the diagnosis of cancer, PTSD has been found to
occur within 5%-35% of the population as a result of the imbalance between threat and
resources to cope with the disease (Cordova, 2008; Kangas, Henry, & Bryant, 2002).
Typical symptoms of the disorder result from hyper-arousal of the autonomic nervous
system (as discussed previously), constant re-experiencing of the trauma, and the need to
avoid all things associated with trauma (Rothschild, 2000). Most of the earlier models of
responses to trauma (discussed in section 1.3.4) had distinct levels of ‘recovery’ which
included what could be constituted as PTSD. O'Leary & Ickovics (1995), Carver (1998),
Miller and C’deBaca (1994) and Aldwin (1994) proposed multiple levels of responses to

trauma (which will be subsequently discussed) within their models of change following

adversity. At the bottom was survival, downward slide, new lower level of functioning
and negative transformational coping. Within this response, it is assumed that the person

would either submit to the adversity and give up or never reach the same level of

functioning as was present before the trauma occurred. The next level of potential

psychological responses to trauma is resilience/recovery.

1.2.2.2 Resilience/recovery

Resilience is a closely related concept to posttraumatic growth (PTG), defined as
“the flexibility in response to changing situational demands, and the ability to bounce
back from negative emotional experiences” (Tugade, Fredrickson, & Barrett, 2004b, p.
1169). Resilience has been further subdivided into three separate terms: recovery,
resistance and reconfiguration (Lepore & Revenson, 2006). Recovery is simply the
return to pre-stressor levels of functioning. Within the models Quantum Change (Miller

& C'deBaca, 1994), Resilience and Thriving (O'Leary, Alday, & Ickovics, 1998) as well
as Transformational Coping (Aldwin, 1994) there is the belief that people can in fact

return to baseline or homeostasis following trauma, and regain their previous levels of

functioning. Recovery is separate from resilience based on the timeline from trauma to

homeostasis, therefore those who recover immediately, or are not as affected by the

trauma, would have been assumed to exhibit resilience (Bonanno, 2004). However,
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Lepore and Revenson (2006) argue that it is not the timeline that defines resilience, but
the simple fact that they return to homeostasis. Resistance is when a person shows no
signs of disturbance (low distress) following a traumatic event. Reconfiguration is the
phenomenon of returning to homeostasis in a different formation than that previously
existed. This changed shape implies that the person has adapted themselves from the
trauma to become more resilient in the face of future stressors (preparedness). Lepore
and Revenson (2006) state that this type of resilience 1s similar to PTG as both theories

imply that some positive change, transformation or reconfiguration has resulted from the

trauma.

Resilience research has not only reviewed the ability to bounce back following
trauma, but the potential for the experience to make a person more resilient in the face of

future traumas. These theories include elements of psychological preparedness,

hardiness, desensitization and stress inoculation, Psychological preparedness posits that
a person can become better prepared for future traumatic events by experiencing stress
and adversity (Janoff-Bulman, 2004). The Theory of Hardiness (Kobasa, Maddi,
Puccetti, & Zola, 1985) proposes that personality traits (commitment, control and
challenge) can act as buffers for stressful events and aid in the perception of events as

less threatening. Commitment refers to a person’s ability to interact and submerge (as
opposed to alienate) themselves in society and social situations. They also must feel as if

they have control (as opposed to powerlessness) over their situation and life
circumstances as well as relish in the challenge of life (as opposed to the threat of life)

and the developmental lessons it will teach along the spectrum (Kobasa et al., 19385).
Desensitization and enhanced recovery potential theory (Carver, 1998) posits
that after multiple stressors, a person becomes desensitized to the stressor/adverse event
over time. Similar to O’Leary and Ickovics’ (1995) model, (discussed in detail in section
1.3.4) the dip in level of functioning lessens each time and recovery occurs faster than
originally experienced. The person then builds up resilience to the stressful occurrence.
Finally, stress inoculation takes on a biological viewpoint which states that, like

vaccinations, intermittent and easy to handle stressful situations, which are successfully
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dealt with, can increase tolerance levels for stress, thus leaving the person better

equipped for future traumas (Tedeschi, Park, & Calhoun, 1998).

Finally, the next section will focus upon the third, and most important to this

thests, psychological response to trauma, PTG.

1.3 Posttraumatic growth

PTG is the phenomenon of surpassing previous level of functioning which would

not have been possible if the traumatic event had not occurred (Carver, 1998). Although
research has now agreed upon the term PTG, earlier research completed under the same
theory used differing terms, including: benefit finding, positive changes, growth from
adversity, thriving, and psychological growth (Tennen & Affleck, 2004).

Positive psychologists and philosophers have been arguing for decades that
although trauma does induce stress and negative emotions, the person is not doomed to
inevitably suffer for the rest of their lives and can find benefits and growth from their
traumatic experience (Carver, 1998; Frankl, 1963; Nolen-Hoeksema & Davis, 2004b;
Widows, Jacobsen, Booth-Jones, & Fields, 2005). Therefore, people who undergo
significant trauma and suffering can not only recover from their episode but thrive in the
face of tragedy, “It is through this process of struggling with adversity that changes may
arise that propel the individual to a higher level of functioning than which existed prior
to the event” (Linley & Joseph, 2004b, p. 11).

Events that have been found to trigger PTG are “bereavement, breast cancer,
mastectomy, bone marrow disease, heart attack, rheumatoid arthritis, spinal chord injury,
MS, shipping disaster, tornado, plane crash, rape, childhood sexual assault, incest,
shooting, HIV, infertility, chemical dependency, military combat and bombing” (Joseph,
Linley, & Harris, 2005, pp. 263-264). The five main elements of growth recorded are
“perceived changes in self (becoming stronger, more confident); developing closer
relationships with family, friends, neighbours, fellow trauma survivors and even

~ strangers; changing life philosophy/increased existential awareness; changed priorities

and enhanced spiritual beliefs” (Tedeschi & Calhoun, 1995, p. 456).
It must be noted that the aim of this thesis is not to advocate suffering as a

situation worth striving for, but rather to examine the phenomenon in which suffering
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and grief can co-exist with enlightenment and growth. Linley and Joseph (2004a)

suggest that these two entities, suffering and growth, are independent of each other and

that society must not assume that highly traumatized people are not capable of growing

at the same time.

1.3.1 Considerations of PTG

Issues surrounding the theory of PTG stem from the argument that in order for
people to function in the aftermath of crises they must deny or ‘trick’ themselves into
finding some benefit from their trauma in order to make sense of it. These critiques have
come in the form of cognitive dissonance, positive illusions and a contrarian view of
PTG.

Festinger’s Cognitive Dissonance Theory states that fake positive outlooks or the
rejection of negative thinking could be detrimental avoidance oriented coping tactics
used following traumatic events (Fromm, Andrykowski, & Hunt, 1996). Theretore, any
PTG expressed could simply be an attempt to reduce any dissonance of the negative
experiences . of the trauma. Psychologists have also questioned whether or not this
phenomenon is in fact a self-protective illusion, Taylor and Brown (1988) posited that
the phenomenon of growth is indeed a positive illusion in which a person attempts to
gain a sense of control over their circumstances by altering their perceptions (Ford,
Tennen, & Albert, 2008, p. 306). Ford et al. (2008) argue that evidence of PTG, from
quantitatively based research, has been confounded by its lack of méthodological rigour,
discrepancy of operationally defined constructs and solid theoretical models. Ford et al.
(2008) offer a contrarian view of growth and suggest that what is typically regarded as
growth is nothing more than the fabricated by-product of survivor’s attribution
processes, another form of coping strategy, and perhaps a trait and not a state of

existence. These in turn make the person ‘believe’ that they have experienced PTG.

However, PTG researchers argue that it may not be the objective and quantifiable
evidence of growth that is the priority in research, but the “subjective sense that one has
been bettered by their experience in some fundamental way” (Thornton, 2002, p. 162).

Calhoun and Tedeschi (2008) argue that despite research contesting the existence of
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growth, there are no measurement tools or agreed upon definitions for identifying
illusions or distortions. They also argue that illusions of self-enhancement have been

found to be evident in very small numbers of participants and that the current
quantitative measurements of growth do not correspond with social desirability
measures. Furthermore, Giorgi and Giorgi (2003) argue that error (memory or

perception) 1n recounting phenomena, such as growth, is not as big an issue as critics

believe due to the fact that what phenomenologists are trying to understand is a
subjective, not objective, account of the individual’s experience. Therefore, how the

person remembers the phenomena, correctly or incorrectly, to the objective researcher is

not of importance. What is important is how the individual remembers and experienced

that phenomenon.

1.3.3 Facilitators and determinants of PTG

It 1s still not clear as to what internal and extraneous factors contribute to the
facilitation of growth. Within cancer related PTG, factors that have been found to assist
are: higher socio-economic status (Bower et al., 2005; Carpenter, 1999, Cordova, Chang
et al., 2001); higher education (Sears, Stanton, & Danoff-Burg, 2003); ethnicity (Bower,
Kemeny, Taylor, & Fahey, 1998); age (Carpenter, 1999; Kurtz, Wyatt, & Kurtz, 1995);
trauma se;/erity (Lechner et al.,, 2003); more/less time since diagnosis (Cordova,

Cunningham, Carlson, & Andrykowski, 2001; Weiss, 2004b); personality traits (Antoni
et al.,, 2001); positive emotions (Linley & Joseph, 2004a); social support (Cadell,
Regehr, & Hemsworth, 2003); coping process styles (Urcuyo, Boyers, Carver, & Antoni,
2005) gnd group based therapies (Cordova, 2008; Lechner, Stoelb, & Antoni, 2008b).

Although each factor has been recognised, the results are quite inconsistent with the
majority of these factors having a large amount of data presenting no significant

association with PTG (Stanton, Bower, & Low, 2006). The next section will review each

proposed factor in greater detail.

Women from higher socio-economic status (SES) backgrounds have been found

to exhibit greater levels of growth than with lower SES. This could be due to the fact

that they have greater economic resources with which to fight the disease (Stanton et al.,
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2006). Minority race populations (e.g. Hispanic and black) have been associated with

higher levels of PTG and benefit finding which has been reasoned to be the result of

cultural, spiritual and socioeconomic factors. associated with non-white populations
(Lechner et al., 2008D).

There are conflicting results surrounding the effects of age in relation to PTG,

with research reporting higher levels of PTG in younger (Bower et al., 1998; Carpenter,
1999; Lechner et al., 2003; Manne et al., 2004; Widows et al., 2005) and the middle
aged (Kurtz et al., 1995). Reasons for this could be that older populations may have

developed resistance to stressful situations or have already come across trauma and
achieved elements of growth already (Lechner, Stoelb, & Antoni, 2008a).
The impact of the severity of the trauma on the attainment of growth has been

proposed to exist in a linear fashion. The majority of studies in the literature have

reported that increased severity of disease is associated with increased PTG, however,
research also recognises that if the disease is perceived as too stressful, then anxiety will

overwhelm the patient, inhibiting the growth process (Lechner et al., 2008a). In short,

the diagnosis and severity of the trauma must be significant enough to affect the person
and facilitate PTG.

Time since diagnosis has produced similar conflicting reports as there must be

enough time to process and reflect upon the trauma and the results of that trauma in
order to gain authentic benefits from the experience. Cordova, Cunningham, Carlson and

Andrykowski (2001) found an association between more time since diagnosis and PTG
whereas Weiss (2004b) found the opposite was true. The majority of studies have,

however, reported non-significant results.

Personality traits, such as optimism, have been found to be beneficial in the

facilitation of PTG. Tennen and Affleck (2004) found that the majority of their
optimistic participants in 20 studies found some benefit to their suffering and this benefit

finding was subsequently associated with better adjustment (emotionally and physically)

in follow-up sessions months and years later. Overall, those who underwent traumatic

experiences tended to emerge with a greater sense of knowledge, closer familial and

social relationships, and increased spirituality than they felt they possessed before the

24



incident. These people tended to use their optimism to positively reappraise their
situation and turn bad situations into good ones.

PTG is not merely the abundance of positive emotions following trauma and,
interestingly, the existence of these feeling has recently been linked to facilitating PTG
(Joseph & Linley, 2008b; Linley & Joseph, 2004a). Evidence to support this stems from
the extensive amount of data generated from resilience research, specifically the theory
that positive emotions may be key predictors of a person’s ability to cope and become
resilient to stressors (Fredrickson, Tugade, Waugh, & Larkin, 2003; Zautra, Johnson, &
Davis, 2005). Tugade, Frederickson and Barrett (2004a) found that people who
experienced positive emotions rebounded faster from cardiovascular acceleration after
encountering negative emotions and that these positive emotions can contribute to
psychological well-being via more effective coping. The Broaden and Build Theory of
positive emotions ‘“attempts to understand the functional significance of positive
emotions in health...positive emotions have the potential to quell autonomic arousal
generated by negative emotions and broaden ones attention thinking and behavioural
repertoires” (Tugade et al., 2004a, p. 1166). Thus, there is a broadening of a person’s
cognitive functioning associated with positive emotions. With regards to PTG, the
broadening of cognitive thinking patterns may enable survivors to see and think of
alternative viewpoints regarding their traumatic experience, thus creating an avenue for
thinking of the potential benefits, and eventual growth (Joseph & Linley, 2008b). This
theory 1s discussed in further detail within Chapters Five, Six and Eight.

Social support has been one of the main predictors and outcomes of PTG since
its conception. Increased social support (friends, medical staff, groups) marital support
and support of other patients can have a significant impéct of the facilitation of growth
(Cadell et al., 2003). Particularly, Weiss (2004) reported that increased contact with
another person who had experienced PTG increased probability of them experiencing it
as well. The mechanisms by which social support is said to help facilitate PTG is that it
enables the patient to disclose fears and worries and work through problems while

receiving an outside perspective (Lechner et al., 2008a; Mayers, Naples, & Nilsen,
2003).
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Originally, PTG was viewed as a method of coping during traumatic times and
not as an outcome of trauma in itself (Tedeschi et al., 1998). Today however, researchers
have declared that it may well be the coping mechanisms used during and after the
trauma that can lead to achieving PTG. The two main types of coping styles used in the
facilitation of growth are approach and avoidance (Linley & Joseph, 2004a; Stanton et
al., 2006). Examples of approach oriented coping styles that have been found to be
beneficial are: active coping (Bellizzi & Blank, 2006; Urcuyo et al., 2005), problem
focused (Collins, Taylor, & Skokan, 1990; Sears et al., 2003; Widows et al., 2005),
positive reappraisal (Collins et al., 1990; Linley & Joseph, 2004a; Sears et al., 2003;
Widows et al., 2005), acceptance, seeking social support, contemplating reason and
emotional approach coping styles (see Stanton et al.,, 2006). Greater emotional
expression in the immediate aftermath of trauma has also been found to predict
enhanced benefit finding (Manne et al., 2004).

Surprisingly, avoidance coping styles, during certain periods of the trauma
recovery spectrum, have also been found to enhance the occurrence of PTG.
Specifically, Collins et al. (1990) found that the use of escape and avoidance coping was
beneficial in the attainment of growth, however only during the immediate aftermath of

diagnosis. In addition, Thornton and Perez (2006), Urcuyo et al. (2005) and Lechner,
;Antoni and Zakowski (in press) found that more distraction type coping, in the
immediate aftermath, was positively influential on their participants attainment of
growth. In summary, coping mechanisms (approach and avoidance) are most beneficial
when used in a dynamic fashion over the course of illness to growth (Lechner et al., in
press; Stanton et al., 20006). |

Finally, a very recently proposed facilitator in the attainment of growth is the
participation within group based therapies. Psychologists have reasoned this connection
to be the result of the group environments’ ability to foster the previously discussed
facilitators, such as social support, disclosure, etc. (Lechner et al.,, 2008a). The
possibilities of group based therapies for facilitating growth and the use of a physical

activity programme in this facilitation is discussed thoroughly within Chapters Six and
Eight.
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In conclusion, despite interesting preliminary results and support for additional
investigation into these proposed facilitators, there are similar numbers of contrasting
studies that have found non-si)gniﬁcant associations between these factors and the
occurrence of growth. This ultimately highlights the need for further research into the

determinants of PTG and a focus on the development, and not simply the outcomes, of

growth from adversity.
1.3.4 Models of PTG

Predicting human behaviour following change, whether intentional or
unintentional, has been of interest to psychologists for decades (O'Leary et al., 1998).
However, it 1s only recently that the models of change following trauma have included
the outcome of ‘growth’. The following is a review and critique of the most prominent
theories and models of PTG, commencing with the earlier, less detailed models to the
current, more comprehensive models of growth. From this, it will be easier to ascertain

limitations within the theories and how this thesis provides evidence to add to the

present understandings of PTG.
1.3.4.1 Earlier models of PTG

The Life Crisis and Personal Growth Model proposed by Schaefer and Moos
(1992) consists of feedback loops and predicts that following a traumatic event, it 1s the
person’s own resources prior to the crisis (personal, environmental and coping) that will
ultimately determine their psychological outcome. Although Schaefer and Moos have
provided evidence to support their model (O'Leary et al., 1998) there are limitations in
terms of their neglect of post-trauma influences, suggesting that the ability to achieve
growth is pre-determined, like fate, and could therefore also lead a person to resign or
learn helplessness in their pursuit of recovery following trauma.

In contrast, the Model of Quantum Change, as proposed by Miller and C’deBaca
(1994), focuses more on the process than the outcome of PTG. Unexpected change
(trauma) catapults the person into one of two new levels of fuﬁctioning, either lower or
higher than prior to the trauma. They liken this rapid jump or change from one state to
another to conversion and learning experiences (as cited in O'Leary et al., 1998) and that

these sudden changes are controlled and facilitated by “decision making, moral
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imperatives and changes in attitudes” (p.136). Miller and C’deBaca (1994) propose that
there are four potential components to facilitating this rapid change following adversity:
self-regulation, perceptual shift, value conflict and transcendence. First of all, they
suggest that a person may be consciously able to regulate their behaviour following a
significant event. Secondly, quantum change can result from a clash of previous world
views to current world views which force the person to re-prioritise and re-evaluate their
lives. Thirdly, rapid change can result from the realisation of value conflict, which
forces the person to change their behaviour more accordingly. Finally, quantum change
can be the result of a belief in encountering a supernatural force or experience.
Criticisms of this model stem from difficulties in testability, predictabiliiy and its
reliance on retrospective reporting. In addition, the four proposed mechanisms of
quantum change have not been properly deconstructed in order to validate this model of
change (O'Leary et al., 1998).

The natural progression of these theories is the Resilience and Thriving Model
(O'Leary & Ickovics, 1995) which is similar to the previous two models, except for the
fact that it includes an additional potential level of functioning following trauma:
survival, recovery and thriving (O'Leary et al., 1998). Survival simply infers that the
person is no longer functioning at their previous levels of performance. Recovery
implies that the person has returned to their pre-trauma levels and obtained homeostasis.
Thriving, however, implies that some element of the person (emotional, psychological,
spiritual, etc.) has become enhanced, or surpassed the level of functioning than which
existed before the trauma occurred. Although this model has had a huge impact on
thriving and PTG research, criticisms of this model stem from the fact that the
population used to construct the model was solely female. The researchers acknowledge
that trauma and challenges will be perceived differently for each gender, creating
potentially differential roads to thriving (O'Leary, 1998). Finally, due to its simplicity,
the model simply outlines the potential outcomes of trauma and not the intricate
processes of how thriving occurs.

Nerken’s (1993) dyadic Model of Resolution and Growth describes changes to |

the core-self and reflective-self following bereavement. The core-self consists of the
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resources of identity and is not affected by the loss of a loved one. The reflective side

however is the more pensive and interpretive part of the self (Nerken, 1993) and
responsible for meaning making and is on the objective side of the core. By working on

and nurturing this reflective side, the individual is able to overcome their loss and
become an enhanced and secure person (Nerken, 1993). Nerken proposed that the

strength of her model was situated in its clarity in explaining the process of growth

which could therefore be studied and manipulated in order to enhance the likelihood of

growth in patients (Nerken, 1993). However, the model’s uni-focus and intense reliance
on the reflective-self and no other influential components to the process of growth is
inconsistent with the more developed theories of PTG which posit that social and
cultural factors have a large influence on the attainment of growth (see above Cadell et
al., 2003; Tedescht & Calhoun, 2006; Weiss, 2004b).

The Transformational Coping Theory by Aldwin (1994) states that trauma can
lead to minor or major transformation of the self. Aldwin recognised the dual existence
of growth and distress and believed that following trauma there are three levels of
functioning: negative transformational coping, homeostasis and positive
transformational coping. Problems with Aldwin’s model stem from the fact that it was

created through literature reviews of other researchers work and not on first-hand
empirical evidence (O'Leary et al., 1998).

A Cusp Catastrophe Model of Aldwin’s (1994) bifurcation process was proposed
by Carver and Scheier (1998) which explained thriving as a result of confidence
(high/low) and importance (high/low) on engagement (effort/giving up). Thus, when
importance increases, effort and confidence to engage also increase and likewise, if
importance is high and confidence is low, the person will engage in giving up. Cusp
catastrophe models have been used throughout psychology and have been lauded as the
answer to linear models and analyses which can not fully explain discontinuous change
(Clair, 1998). However, Carver and Scheier’s (1998) Cusp Catastrophe Model seems to

be an over simplification of the components of personality and detailed processes In

which a person must endure in order to achieve growth.
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Hager’s (1992) Model of Chaos and Growth posits that chaos can create a
pathway for enlightenment and development and is not to be ignored within

psychotherapeutic environments. Hager proposed that these chaotic states (episodes of

conscious awareness of repressed thoughts, realisations) are not a signal of psychosis but
rather “indicative of progress” (p.383) and are gestation states in which the person is
using their chaos and disorganisation to lead to self-development. Ultimately, Hager
proposed that it was the therapist that had the most control over whether the person
found meaning and growth from their gestation state or reverted back to previous, under-

developed selves. Drawbacks of Hager’s theory are that it places an enormous amount of
expectation upon the therapist and meaning making in the process of growth, thus
neglecting important social/cultural components of the process.

Dynamic Systems Theory posits that “the behaviour of a system over time can be
characterised in terms of a landscape of ‘attractors’, configural regions in which the
system spends most of it time” (Carver, 1998, p. 254). The whole point of therapy is to
move the person or system from one attractor to preferably, though not always, a more
optimal attractor, closer to optimal functioning. This is done in therapy by tnducing a re-
organisation of the person current levels of functioning and must be severe enough to
shake up the system in order to move it from one attractor to another. Again the
difficulty in subscribing to this type of model is that it does not explain the intricate

nature of the moving from attractor to attractor, the reason why some people get ‘stuck’

and how to transition successfully.

1.3.4.2 Comprehensive models of PTG

Following from the earlier models, the next three models of growth include a
more intricate concept of trauma as a seismic event, which prompts the shattering of
former selves, and the reconnection and growth of another. The following section will
review Shattered . Assumptions Theory (Janoff-Bulman, 1992), Organismic Valuing
Theory (Joseph & Linley, 2005) and the Transformational Model (Tedeschi & Calhoun,
2006) and how they perceive the process of growth from adversity.

Janoff-Bulman’s (1992) Shattered Assumptions Theory claims that at the core of

our inner world or personal narrative there are fundamental assumptions of a sense of
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safety and security. Trauma occurs when these assumptions are tested and our sense of
security 1s ‘shattered’. PTG is therefore defined as the process of rebuilding around the
traumatic experience and thus acknowledging the trauma in a non-anxious way. Janoff-
Bulman (2004) further posits that there are three explanatory models of PTG (following
shattering of assumptions): Strength through suffering, psychological preparedness and
existential re-evaluation. The first of these, strength through suffering, is based on the
belief that ‘whatever does not kill us only makes us stronger’ and supports Tedeschi and
Calhoun’s (2006) five domains of personal strength and new possibilities. The second
model, psychological preparedness, states that by suffering, people can create a
tolerance for future adversity, whilst the third model, existential re-evaluation, states that
trauma kicks starts existential re-evaluation and a quest for understanding why it
happened to them:

“At the most fundamental level of our inner world, we believe that who

we are and how we act determine what happens to us: if we are good

people (iuétice) and we engage in appropriately precautionary behaviours

(control) bad things will not happen to us.” (Janoff-Bulman, 2004, p. 33).

Therefore people need to make sense and find value within their own lives and
the occurrence of trauma and tragedy creates an environment in which to do so. There
has been a lot of support for the theory of Shattered Assumptions with many of the
subsequent theories and models stemming from this belief in trauma as a ‘shattering’ of

the former-self. However, some researchers have criticised the model for over

exaggerating the deleterious impact of trauma upon the self (Campbel I, Brunell, &

Foster, 2004; McMillen, 2004). This is discussed further within this section and in
Chapter Five.

The Organismic Valuing Theory stems from a person-centred approach and
states that all humans are oriented towards growth “there is an innate, biological need to

reproduce, self-regulate and grow from trauma” (Joseph & Linley, 2005, p. 269). People

who regulate themselves to achieve well-being are more likely to achieve self-

actualisation and become fulfilled. Joseph and Linley posit that those who have
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undergone growth from adversity are identical to Rogers (1959) definition of fully

function people:

“accepting of themselves; value all aspects of themselves; including their
strengths and their weaknesses; are able to live fully in the present;
experience life as a process; find purpose and meaning in their life; desire
authenticity in themselves, others and societal organisations; value deep,
trusting relationships; are compassionate towards others and able to receive
compassion from another; and accept that change is necessary and
inevitable.” (Rogers, 1959 as cited in Linley & Joseph, 2005, p. 270).

Joseph and Linley propose that there are three steps in the transition of becoming
a fully functioning or self-actualised person and that obstacles to attaining growth
include the person’s social environment and not necessarily their pre or post-trauma
personality. The completion tendency states that the person is required to incorporate the
trauma into their world view via accommodation or assimilation. Examples of
assimilation are when a person keeps their ‘old world view’ and initiates self-blame
(Joseph & Linley, 2008a). This way the person does not need to reorder their previous
schemas. Accommodation, on the other hand, modifies these pre-existing schemas in
order to accommodate the new information. Accommodation can exist in two ways;
positive or negative, Negative accommodation leaves a person susceptible to depression
and helplessness, whereas positive accommodation leads to growth (Joseph & Linley,
2008a).

Furthermore, this model goes beyond discussing outcomes and attempts to
clarify the cognitive processes following trauma (assimilation, positive accommodation
and negative accommodation). By separating them into three possible directions, the
researchers have attempted to explain the reasoning for why people can become more
vulnerable and not resilient in the aftermath of crisis (Joseph & Linley, 2008a). They
argue that by assimilating the trauma into their cognitive functioning, the person returns
to baseline with feelings of being more vulnerable to future traumas. The model also

accepts that a person can experience accommodation and assimilation within differing

components of the self-structure; a person is not limited to either or.
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The interesting aspect of this model centres on its incorporation of person-
centred philosophies and belief that all people are motivated towards growth. Overall,

the entire model is based around the fact that trauma shatters previous assumptions and

it is the process of rebuilding these assumptions (either through assimilation of

accommodation) which will dictate a person ability to grow from trauma. Chapter Five

will discuss the discrepancy between shattered assumptions and cognitive processing
further.

Finally, although there is mention of some genetic or physiological reasoning for
growth, Joseph and Linley omit the inclusion of the body as part of the process of
growth which is not a criticism exclusive to their model, but to all models within the
current literature (Sabiston, McDonough, & Crocker, 2007). Chapters Six, Seven and
Eight will discuss this lack of body specific elements within the models further.

The Transformational Model (Tedeschi & Calhoun, 1995) is the most complete
and widely used model of growth and proposes PTG results from excessive rumination
(or cognitive processing) following a seismic event. Following the seismic event, the
person is presented with challenges (management of emotional distress, beliefs and
goals and narrative). The next stage is the management of excessive rumination in three
stages: 1) automatic and intrusive thoughts; 2) management of automatic and intrusive
thoughts and 3) deliberate rumination. Throughout this temporal period, the person is
also: engaged in self-disclosure; attempting to reduce emotional distress; disengaging
from previous goals and changing schemas and narrative development. Once these
processes have been completed, the person is able to achieve PTG. In addition, the
person achieves wisdom or ‘preparedness’. Throughout the process the model
acknowledges that distress can co-exist alongside PTG (Tedeschi & Calhoun, 2006).

At the core of this model is the detailed focus on rumination as a deciding factor
of PTG. This intense focus on rumination as the pathway to enlightenment (PTG)
directly contradicts the extensive amount of research completed on rumination and 1its
ability to maintain negative affect and depression (Papageorgiou & Wells, 2003).
Tedeschi and Calhoun (2006) address this and have implored readers to think of

rumination as cognitive processing, or the recently hypothesized adaptive form of
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repetitive thought. Repetitive thought is defined as “the process of thinking attentively,
repetitively or frequently about oneself and one’s world” (Segerstrom, Stanton, Alden,

& Shortridge, 2003, p. 909) and has been deconstructed further into maladaptive and
adaptive repetitive thought.

The majority of psychology’s knowledge of rumination stems from depression
research as rumination is a characteristic of major depression, predicting its onset and
duration (Watkins, Moulds, & Mackintosh, 2005). Following a negative or traumatic
event, there can be a huge chasm between the ideal and real-self spurring the
development of negative repetitive thought. Negative and uncontrollable thoughts are
centred around a certain theme, which is usually past oriented and focused on failure.
They are not goal oriented and the presence of this rumination maintains negative affect
(Papageorgiou & Wells, 1999, 2003; Segerstrom et al., 2003). Rumination has been
broken down into further subtypes. Depressive rumination is featured in the Response
Style Theory of depression which dictates that “rumination is repetitive and passive
thinking about the symptoms of the depression and the causes and consequences of these
symptoms™ (Papageorgiou & Wells, 2003, p. 4). This therefore initiates a cycle of
maintained depressive thoughts that ultimately results in a failure to progress towards a
goal. Stress reactive rumination is similar to depressive rumination in that “it matntains
negative repetitive thought cycles surrounding stress and reasons for that stress thus
restricting the persons ability to problem solve” (Conway, Csank, Holm, & Blake, 2000,
p. 404).

Worry and rumination have historically been harder to define from each other.
Borkovec et al. (as cited in Papageorgiou & Wells, 2003) define worry as:

“a chain of thoughts and images, negatively affect-laden and relatively
uncontrollable; it represents an attempt to engage in mental problem solving
on an 1ssue whose outcome is uncertain but contains the possibility of one or
more negative outcomes” (2003, p. 6).
Therefore the main differences in these maladaptive repetitive thoughts are that worry is
generally future focused and there is the confidence to attempt to problem solve (goal

oriented) (Papageorgiou & Wells, 2003). However, these findings have been contested
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in larger follow-up studies with direct comparison of the two variables (Watkins 1999).
The debate continues between the nature of the two repetitive thought processes as well
as their role in the facilitation of growth (Papageorgiou & Wells, 2003).

Research on adaptive repetitive thought shows support for Tedeschi and
Calhoun’s theory of cognitive processing as vital for adjustment following traumatic
events (Segerstrom et al., 2003). Positive consequences of repetitive thought include
“cognitive and emotional processing, planning and reappraisal and reflection”
(Segerstrom et al., 2003, p. 910). Cognitive processing has the potential to contribute to
recovery as it forces the person to face the negative automatic thoughts and then
overcome them (Janoff-Bulman, 1992). This is the type of repetitive thought that
Tedeschi and Calhoun claim is at work during their stages of PTG in their model.

Emotional processing is another form of adaptive repetitive thought that has been
found to aid in the facilitation of growth by enabling the person to reconnect with their
emotions (Stanton et al., 2006). In addition, by mentally processing the event, a person is
able to focus on and visualise the necessary steps to follow and achieve that said goal.
Reflection is defined as the cognitive processing of the self, their past and existential
issues (Segerstrom et al., 2003). This type of repetitive thought has been posited as
beneficial as the ‘self-examination’ can lead to philosophical and existential reflection
upon the self and lead to positive development. Chapter Five will go into greater detail
surrounding criticisms of this latter model as well as compare and contrast the thesis
results to cognitive processing theories.

In summary, these PTG models have been criticised for their lack of solid
theoretical foundations (Ford et al., 2008); their exclusivity on cognitive processing
(Hobfoll et al., 2008; McMillen, 2004) and lack of acknowledgement for the physical
side to the growth process (Cozzolino, Staples, Meyers, & Samboceti, 2004; Lykins,
Segerstrom, Averill, Evans, & Kemeny, 2007; Sabiston et al., 2007). Considerations for

expanding these models will be discussed throughout the thesis and in more detail in
Chapter Eight.
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1.4 Gaps within the literature

Despite interesting findings, there are limitations within PTG research. In order
to understand the rationale for this thesis, the following section will review the major
gaps within the PTG literature to date, commencing with methods of assessment and

then narrowing down to specific areas that have not yet been explored.

1.4.1 Methods of assessment

Park and Lechner’s (2006) evaluation of the existing questionnaires revealed a

significant problem in the current PTG research: to date, there are only three
psychometrically validated measures: the Stress Related Growth Scale (SRGS) (Park,
Cohen, & Murch, 1996); The Pos;ttraumatic Growth Inventory (PTGI) (Tedeschi &
Calhoun, 1996) and the Benefit Finding Scale (BFS) (Antoni et al., 2001). Although
these measurements are quite high in internal consistency (Cronbachs’s alpha=.94, .90
and .95 respectively), there are potential problems with them. First of all, they are
numerically restrictive (items ranging from 15-21); not validated on more than one
population (college students and/or breast cancer patients); do not address negative
changes leading to the potential for positive response bias and they have been found to
use confusing language (Park & Lechner, 2006).

Stanton, Bower and Low (2006) reviewed the current quantitative assessment
tools for measuring PTG among cancer patients specifically. These consisted of the
Cancer Patient Behaviour Scale (Andrykowski, Brady, & Hunt, 1993; Andrykowski et
al., 1996; Riecker, Edbril, & Garnick, 1985); PTGI (Cordova, Cunningham et al., 2001;
Manne et al., 2004; Oh et al., 2004; Weiss, 2002; Widows et al., 2005), Personal
Changes Scale (Curbow, Somerfield, Baker, Wingard, & Legro, 1993), Meaning
Questionnaire (Giedzinska, Meyerowitz, Ganz, & Rowland, 2004), Benefit Finding
Scale (Antoni et al., 2001; Carver & Antoni, 2004; Cruess et al., 2000; Katz, Flasher,
Cacciapaglia, & Nelson, 2001; McGregor et al., 2004; Schulz & Mohamed, 2004,
Tomich & Helgeson, 2002; Urcuyo et al., 2005) and the Life Evaluation Questionnaire
(Salmon, Manzi, & Valori, 1996). However, these questionnaires have the same

limitations mentioned previously, as well .as the lack of illness specific symptom
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questions, health related benefits, depression and anxiety items, and cultural or religious

differences.

Qualitative approaches provide alternative methods to studying the phenomenon
of PTG. Overall, these approaches can be advantageous in the sense that unlike

deductive quantitative methodologies, limited in their scope to report upon pre-specitied
domains of growth (McMillen, 2004), inductive qualitative methodology allows the
participant to speak freely about the phenomenon in their own words; “because
participants provide their information without being prompted by specific items, the
researcher can be relatively certain that the growth responses that are given are
meaningful and relevant to the participant” (Park & Lechner, 2006, p. 50). Qualitative
methods used in cancer specific PTG research are: semi-structured interviews (Cella &
Tross, 1986; Collins et al., 1990; Daiter, Larson, Weddington, & Ultmann, 1988);
narrative analysis (Carpenter, 1999); phone interview and thematic analysis (Fromm et
al., 1996); and written response (Petrie, Buick, Weinman, & Booth, 1999).

Nevertheless, there are concerns regarding the ‘qualitative purity’ of these
studies. To begin, all of the studies were heavily dependant of the adjunct use of
multiple psychometric and projective testing, with some requiring written assessments
lasting 2-3 hours in length (Cella & Tross, 1986). Daiter (1988) and Fromm et al. (1996)
reported using a semi-structured interview format despite subsequently reporting the use
of a structured question schedule while the latter collected data via the telephone. Petrie
et al. (1999) provided a blank space at the end of their questionnaire assessment for
participants to write their answer to open ended question ‘What positive effects do you
feel may have occurred in your life due to your heart attack/cancer?’ The difficulty with
this form of data collection lies within the limited amount of answer space, the preceding
amount of quantitative questioning and the positive response bias found in the wording
of the question. The focus on ‘positive effects’ leaves no room for negative or
unpleasant recall of the trauma. In addition, Petrie et al. (1999) do not disclose the type
of analysis they used to identify their themes. Carpenter et al. (1999) employed narrative
analysis to review four open-ended questions regarding change and the self. Despite the

open-ended nature of the interview, which allowed for negative and positive elements of
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change to emerge, the problems with this type of analysis lie in the epistemological
structure, leading to many different ideological approaches to this type of qualitative
research (Priest, Roberts, & Woods, 2002). Therefore, due to the dearth of rigorous
qualitative study within the area of PTG and cancer research, the aim of this thesis was

to broaden the understanding of PTG and acknowledge positive changes that are not

addressed by the current scales of assessment.

1.4.2 Health

The presence of PTG has been reported to have a positive influence on health

and physical functioning. Affleck, Tennen, Croog and Levine (1987) reported that heart

attack patients who found benefits immediately after their first attack had reduced re-
occurrence and morbidity statistics eight years after the attack. Epel, McEwen and
Ickovics (1998) found that high levels of PTG were related to lowered cortisol levels in
women exposed to laboratory stress, as did Cruess et al. (2000) who reported lower
cortisol levels through the enhancement of benefit finding among women with breast
cancer. More recently, Dunigan, Carr, and Steel (2007) reported a significant positive
influence of PTG and éuwival within patients with hepatoma, with high PTG scorers
surviving 186 days longer than their lower scoring peers, due to higher peripheral blood
leukocytes.

To explicitly observe the positive effects of PTG on physiological functioning,
researchers have turned. to patients with HIV due to the fact that “HIV... provides a
superior model for studying the influence of positive beliefs of health” (Milam, 2006, p.
220). Bower et al. (1998) reported less AIDS related mortality with self-reported benefit
finding among HIV positive men who had recently had someone close to them die of
AIDS. Milam (2004) also reported greater immune system functioning among HIV
patients with higher levels of PTG. This positive influence of PTG on the body 1s a
neglected area of research and yet an important influence on patients in traumatic

situations.

An unaddressed positive change that has been frequently reported 1s the

adaptation of positive health behaviours or lifestyle changes in the wake of diagnosis of

an illness or disease (Demark-Wahnefried, Peterson, McBride, Lipkus, & Clipp, 2000;
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Milam, Ritt-Olson, & Unger, 2004). Petrie et al. (1999) reported the most salient theme

of change after trauma to be the adoption of a healthy lifestyle. Researchers have

suggested that the diagnosis of an illness has the potential to become ‘a teachable
moment’ defined as “naturally occurring health events thought to motivate individuals to
spontaneously adopt risk-reducing health behaviours” (McBride, Emmons, & Lipkus,
2003, p. 156). Reported health behaviours following the diagnosis of HIV have
included: positive adaptation of diet, stress reduction and better sleeping habits (Siegel
& Schrimshaw, 2000), increased exercise (Collins et al., 1990) and cessation of
smoking, risky sexual activity and substance abuse (Milam et al., 2004). Cancer studies
have also produced similar evidence with positive diet changes with increased intake of
fruit and vegetables and lowered fat, salt and meat intake (Brown et al., 2003); increased
physical activity among breast and prostate cancer survivors (Demark-Wahnefried et al.,
2000); and the possibility of cessation of tobacco and alcohol use among survivors with
related cancers (head, neck, lung) (Demark-Wahnefried, Aziz, Rowland, & Pinto, 2005;
Gritz, Carr, & Rapkin, 1991).

Yet, despite these findings, there is a severe neglect of the role of health benefits
and new adopted health behaviours in the PTG literature with “none of the current scales
of growth assess the dimension of positive health habits and lifestyle change” (Park &
Lechner, 2006, p. 53). This is quite surprising considering the increasing amount of
literature reporting positive health behaviour changes-as well as the potential for PTG to
have a positive effect on health. The topic of health and new health behaviours following

trauma will be discussed in detail within Chapters Six and Eight.

1.4.3 Activity

Continuing from the previous section, one of the most beneficial positive health
behaviour changes reported to emerge from the experience of trauma is increased levels
of physical activity. The physical and psychological benefits of exercise will be

reviewed in detail in Chapter Six as well as the potential links between exercise, group

based interventions and posttraumatic growth.
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1.4.4 The body

At present, research on the physiological contributing factors of PTG has been

undervalued. In particular, the current theories have not considered the body’s role as a
determinant of PTG, with only one study, to date, recognising this potential link
(Sabiston et al., 2007). Tedeschi and Calhoun (2006) posit that PTG research needs a
closer focus upon growth in mortality salient environments. Mortality salience is a
component of the widely accepted Terror Management Theory (TMT). TMT is
embedded in the suggestion that there is an innate, biological need to survive and deals
with the management of the evolutionary cognitive realisation of inevitable death
(Pyszczynski, Greenberg, & Goldenberg, 2002). TMT posits that the way in which
humans deal with this realisation is through the use of:

“a dual-component cultural anxiety buffer consisting of a) a cultural

worldview - a humanly constructed symbolic conception of reality that

imbues life with order, permanence and stability; a set of standards through

which individuals can attain a sense of personal value; and some hope of

either literally or symbolically transcending death for those who live up to

those standards of value; and b) self-esteem, which is acquired by believing

that one is living up to these standards of value inherent in ones own cultural

worldview...” (Pyszczynski, Solomon, & Greenberg, 1999, p. 336)

The Mortality Salience hypothesis suggests that when a person is reminded of
the inevitability of death, their world view defence strengthens and the individual seeks
to conform to the accepted beliefs and behaviours of their culture (Harmon-Jones et al.,
1997). Thus, a traumatic and life threatening event, paired with the lifelong reminder of
a person’s close encounter with death (physical scars, deformity) creates a mortality
salient environment. The person will have a conscious reminder of the inevitability of
their own death and, according to Pyszczynski et al. (1999), utilize proximal defences
and distraction to defend themselves from death related reminders.

Humans are believed to be wired to strive to achieve and maintain adequate
levels of self- esteem (Goldenberg & Shackelford, 2005). TMT suggests that self-esteem

“functions to provide protection from existential concerns associated with the awareness
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of mortality” (p.228). People with high levels of self-esteem are believed to be able to
trick themselves into believing they have “symbolic immortality” while individuals with

low self-esteem do not possess this mind set and exist in mortality salient environment
(Harmon-Jones et al., 1997). The anxiety buffer hypothesis suggests that if self-esteem
protects an individual against death related thoughts and anxiety, then strengthening this
characteristic should improve the individual’s response to death related threats.
Therefore, self-esteem is a critical human characteristic that can create a more hospitable
environment to exist in (Harmon-Jones et al., 1997). The role of the body and TMT
within the PTG process will be thoroughly discussed within Chapters Seven and Eight.
1.5 Rationale for this study

There is universal recognition that the current methods of assessment are limited
in their scope of questions, outcomes and trauma specificity (Cohen, Hettler, & Pane,
1998). In addition, there are certain areas andhpotential contributors of the growth
process that have yet to be demystified such as health, physical activity and the body. It
is important to continue and endorse research on this phenomenon for the positive
psychological, physical and emotional benefits found in survivors exhibiting PTG (Ho,
Chan, & Ho, 2004; Katz et al., 2001; Stanton et al., 2006; Taylor, Lichtman, & Wood,
1984; Urcuyo et al., 2005). Therefore, this thesis is an attempt to highlight the missing
elements of growth within illness specific growth processes in order to close the gaps
within the theories, models and assessment tools utilised within current research. This
was done by using an in-depth method of analysis in order to access the survivor’s
account of their experience. The need for high-quality qualitative research and a
rationale for the method chosen are discussed in detail within Chapter Three.

This thesis commences with a meta-synthesis of the qualitative literature within
PTG and physical illness. This is a novel methodology using the same principles of the
quantitative meta-analysis, however using solely qualitative research. The purpose of the
analysis was to condense and synthesise the literature to date in order to get a coherent
summary of the discipline area. From this, the thesis will present the results of an in-

depth interpretive phenomenological analysis study of ten women with breast cancer and

41



their experience of PTG; concluding with a reflection upon the results and their

contributions to the development of PTG models and theory.
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CHAPTER TWO?

POSTTRAUMATIC GROWTH AND LIFE THREATENING
PHYSICAL ILLNESS:
A SYSTEMATIC REVIEW OF THE QUALITATIVE
LITERATURE

2.1 Abstract

Post-traumatic growth (PTG) is the phenomenon of positive change through the
experience of trauma and adversity (O'Leary & Ickovics, 1995). Research suggests that
the type of trauma sustained could have differing PTG processes and outcomes from
cach other (Demark-Wahnefried et al., 2000; Sabiston et al., 2007). The aim of this
study was to synthesise qualitative data on posttraumatic growth and illness related
trauma. Fifty-seven published journal articles dating from before November 1%, 2007 in
PsychINFO, MEDLINE, EMBASE, Web of Knowledge and from the author’s own
know]edge'of the area were reviewed. Key words included posttraumatic growth; benefit
finding; thriving and positive changes. Key themes included: ‘Reappraisal of life and
priorities’, ‘trauma equals development of self’, ‘existential re-evaluation’ and ‘a new
awareness of the body’. Findings suggest that there are unique elements to iliness related

PTG and a need for additional research into the processes and outcomes of physical

illness related trauma.

2 A paper from this chapter has been published as Hefferon, K., Grealy, M. & Mutrie, N. (In press).

Posttraumatic growth and life threatening physical illness: A systematic review of the qualitative
literature, British Journal of Health Psychology.
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2.2 Introduction

Although traumatic events (e.g. natural disaster, bereavement, war, etc.) can
create stress-inducing environments, positive psychologists and philosophers propose
that some people who undergo significant trauma and suffering can not only recover
from their episode but surpass the level of functioning they had before the traumatic

event occurred (Carver, 1998; Frankl, 1963; Linley & Joseph, 2004a, p. 11; Nolen-
Hoeksema & Davis, 2004a; Widows et al., 2005).

As discussed in Chapter One, section 1.3, previous quantitative and qualitative

research in PTG following multiple traumatic situations has recorded only five main
areas of growth (Tedeschi & Calhoun, 1995, 2006, pp. 456-457). However, the unique
positive benefits reported from survivors of physical life threatening illnesses have been
neglected among posttraumatic growth (PTG) researchers and are absent from the
current quantitative measurement tools (Park & Lechner, 2006). In theory, the process of
growth resulting from the trauma of a natural disaster would not necessarily mimic the
same process of growth as a cancer survivor due to the corporeal nature of the illness
related trauma and the process of physical reconnection with the body. Therefore,

qualitative research is beneficial for exploring under developed areas of research due to

the fact that its “less structured research methods are better suited to eliciting patients
detailed understandings and their perceptions of illness than quantitative studies”
(Emslie, 2005, p. 384).

Systematic reviews have traditionally been products of the quantitative and
statistically based positivist research paradigm. Within health research, the Cochrane
review has become a beacon for quality, evidence based research (mainly randomised
controlled trials) that set out to determine the health interventions that work and those
that do not (Dixon-Woods et al., 2006). Qualitative research has the potential to extract
in-depth data, therefore, the practice of omitting evidence based qualitative research is
dangerous and has been criticised for not giving policy makers and health organisations
the ‘whole picture’ (Dixon-Woods, Argarwal, Jones, Young, & Sutton, 2005). As a
consequence, the systematic review has been very recently adapted for qualitative

research, and attempts to follow the same rigorous structure as the traditional
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randomised controlled trial (RCT) based synthesis. The systematic review differs from

traditional literature reviews as well as secondary analysis and reanalysis in that:

“The purpose of the qualitative synthesis would be to achieve greater
understanding and attain a level of conceptual or theoretical development

beyond that achieved in any individual study. This implies that the

qualitative synthesis would go beyond the description and summarising

associated with a narrative literature review and be quite distinct from a
quantitative meta-analysis in that it would not entail the simple aggregation
of findings.” (Campbell et al. 2003, p. 672)

However there are two main difficulties in adhering to the quantitative
systematic review procedure. First of all, there is the restrictiveness of question
formulation followed by the near impossibility in replication of the search process and
synthesising (Dixon-Woods et al., 2006). Instead researchers have proposed that the
qualitative synthesis 1s more suited towards using “organic, creative and interpretive
approaches to conducting reviews of complex literature” (p.39). This of course
contradicts the very understanding of systematic reviews and thus researchers who adopt
this type of methodology must be transparent and critical in their work in order to
legitimise the use of systematic reviews within qualitative research (Dixon-Woods et al.,

2006).

Secondly, there 1s a huge debate among researchers as to what constitutes good

qualitative research. Therefore, the inclusion of all studies deemed ‘qualitative’ is
necessary to enhance the research (Emslie, 2005). Justification of this stems from
Thomas and Harden’s (2007) work on exclusion procedures which reported that papers

deemed as ‘poor quality’ did not add to the synthesis and as a consequence were not a

large component of the synthesis. Therefore, it is safer to include all papers that deem
themselves qualitative due to the fact that poor quality papers will not affect the results

substantially, however, omitting these papers on poor exclusion criteria, might seriously

affect the credibility of the synthesis.

At present, no qualitative reviews of the PTG process arising from physical or

life threatening illness could be found in the literature. Thus, the aim of this study was to
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synthesise qualitative data on posttraumatic growth and life threatening illness related
trauma. The paper assesses the current PTG research on physical related growth

outcomes/processes of trauma and describes the key themes reported in the literature.

2.3 Methods

Rationale for using Noblit and Hare’s (1988) meta-ethnographic synthesis was
based upon the fact that although, within most qualitative research, a check list or step-
by-step replication plan is not ideal, nor applicable (Dixon-Woods et al., 2005), their
methodology is “perhaps the best developed method for synthesising qualitative data”
(Campbell et al., 2003, p. 673). Due to the fact that meta-ethnography does not have set
sampling guidelines, the use of other published and systemic sampling methods can be
employed (Barroso et al., 2003). Therefore, with the area being so new and the limited
amount of published research in systematic reviews, the use of an established method
seemed well suited. In addition, the interpretative epistemological paradigm on which

this method is based was suitable for the question and existential phenomenon being
assessed (PTG and illness).

2.3.1 Inclusion criteria

Due to the ongoing debate of ‘what constitutes qualitative research’ 1t was
decided that during the searching process all papers that were qualitative in nature were
to be included but then reassessed at the appraisal stage of the review, a technique
followed by other qualitative researchers (Dixon-Woods, Booth, & Sutton, 2007; Emslie
& Hunt, in press). The following specific inclusion criteria were then applied: journal
articles reporting primary research in English before November 1st, 2007 (excluding
theses, reviews, commentaries, books and book chapters), studies which focused on
posttraumatic growth (benefit finding, positive changes, thriving) following the

diagnosis of a life threatening illness (excluding studies which sampled respondents with

PTG from a variety of other traumas® and second-hand growth); unstructured or semi-

structured 1nterviews (excluding structured interviews); studies with men or women; any

age.

3 We argue that the nature of growth following physical illness (internal trauma) will be different to the
process of growth following a trauma that is caused by an external force (e.g. road traffic accident).
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2.3.2 Search strategy

To ensure that as many papers as possible were included search terms were widened

to include specific words, a method which other researchers found to be necessary for
certain databases (Dixon-Woods et al.,, 2007; Emslie & Hunt, in press). Thus, the
literature search strategy included the following: key words related to PTG
(posttraumatic growth, benefit finding, thriving, positive changes); key words related to
qualitative methods (content analysis or discourse* or ethnography or grounded theory

or narrative* or phenomenology or qualitative* or interview* and (depth* or open-ended

or semi-structured or unstructured) or focus group*.

In addition to the search strategies mentioned above, Bates® (1989) search
strategy of ‘berry picking’ (as cited in Barroso et al., 2003) was also employed and this
involved citation searches, area scanning (electronically), author searching and
abstracting and indexing services. Eleven additional papers were added to the search
from the Researcher’s own knowledge of the area and discussion of the topic with a
group of experts who meet regularly to discuss qualitative research.

2.3.3 Screening

Searches in PsychINFO, MEDLINE, EMBASE and Web of Knowledge using
key words relate to PTG and the relevant research methods yieclded eighty-three
references. Following the screening of titles and reading electronic abstracts, papers
were retrieved and reassessed in-depth to determine whether or not they fit the inclusion
criteria. Those that did not fit were excluded and can be seen in Table 1. This has been
commonly cited as a difficult component to the qualitative search strategies (Barroso et
al., 2003; Emslie, 2005) due to the fact that many of the originally chosen papers had
misleading abstracts and titles. Specifically, upon closer review it was found that eleven
papers were actually quantitative in nature (-1 seven focused on the evaluation of
interventions or techniques on PTG (#'®); seven were reviews/editorials and abstracts '

). five were focused on vicarious PTG %39 five were structured interviews following

(31-35)

questionnaires and two focused on different types of trauma (road traffic accidents

and Lazarus syndrome) 7, In total, thirty-seven were removed from the study at this
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stage leaving {fifty-seven papers (including the 11 from the Researcher’s own

knowledge) which form the basis of this review.

Table 1. Omitted papers

ﬂ Reason for omission

T [Lowetal. 2006) | Quentitafivefoous
Quantitative focus

6 | Greenwald & McCorkle (2007) | Quantitative focus

8 | Schwarzeretal. (2006) | Quantitativefocus
9 | Thornton & Perez (2006) | Quantitativefocus
10| Chanetal. (2006) | Quantitativefocus
11| Creswelletal. (2007) | Quantitativefocus
m Assessing intervention

16| Wheelock (1998) | Practical benefitsof surgery
Assessing instruments- quantitative focus
18] Zebracketal. (2006) | Assessing instruments- quantitative focus
19| Affleck & Tennen (1996) ~ |Review |
Review

21| Masscyctal. (1998) _ [Review |

Cheng et al. (2006 Structured and 2™ hand included
Updegraff et al. (2002 Structured and quantitative focus

Turner & Cox (2004) Motor accidents

Brashers et al. (1999

W W] WY W] L) W
“~J| O] W] WL N
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2.3.4 Literature reviewing process

Stemming from the qualitative nature of these studies, the analysis follows
Noblit and Hare’s (1988) interpretive, seven step process of a meta-ethnography. Once
the main question was determined and the relevant papers identified, the authors, aims,
data collection/analysis and sample/inclusion criteria were extracted and placed into
Table 2. for ‘clarity upon analysis’ as suggested by Britten et al. (2002).

The next component of the analysis was to determine how the studies were
related (Britten et al., 2002). This entailed the literal identification of key concepts or

‘first order constructs’ from the original text, followed by a more interpretive ‘second

order interpretation’ (Britten et al., 2002).
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An example of the process is outlined in Table 3., taken from an extract in Parry

and Chesler (2005). The original theme was psychological maturity, which was literally
identified as first order theme cancer creates maturity. From this, the author created an

interpretive continuation (second order) grounded in the original data.

Table 3. Qualitative synthesis process

Concepts  |Firstorder | Secondorder

Psychological Maturity Cancer creates maturity Patients believe that the
‘Cancer did make me trauma of cancer

more mature...it  just experience has potential to
made me grow up. [ had accelerate  psychological

to deal with things that and self development
other people didn’t.’ |

This process was completed for each study and then recorded in a chart/map to
follow key concepts across the papers. Reciprocal translational analysis (RTA), which
has been likened to content analysis (Dixon-Woods et al., 2005) was then undertaken.
This involves a thorough review and identification of the primary researchers’ results
and interpretations of each study and ‘translating’ the studies into one another (Britten et
al., 2002). The concepts were systematically compared across the group of studies to
highlight relatedness, recurring themes and also novel themes.

The next stage of analysis was ‘synthesising translations’ which enabled the
Researcher to identify key relationships or ‘third order interpretations’ (from second
order interpretations) which then became ‘key themes’. Table 4 demonstrates the entire
synthesising of translations for this study. For further detail on the process of
synthesising qualitative research please see Britten et al. (2002).

Once this process was completed for each individual paper, a line of argument
(LOA) was created from both the original concepts of the original papers and the second
order interpretations as well as in comparison to the existing PTG literature (Britten et

al., 2002). Thus the line of argument for this synthesis is that there is a unique PTG

process within life threatening physical illness related trauma.
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