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This study was designed to test a regression model of event centrality and contingencies 

of self-worth as predictors of posttraumatic growth (PTG), drawing from Constructivist Self 

Development Theory (CSDT; Saakvitne et al., 1998). In order to participate in the study, 

participants had to experience at least one adverse childhood experience (ACE) and had to be 18 

years or older. Individuals who experienced sexual abuse before 18 years old were excluded 

from the study to prevent significant discomfort to these individuals (Mersky et al., 2019). Due 

to conducting the study during a global pandemic, COVID-19 questions were included in the 

study and used in the correlations, regression model, and post-hoc analyses. Significant results 

included event centrality and God’s love were positively correlated with PTG. Other 

contingencies of self-worth were not significantly correlated with PTG. Two demographic 

variables (marital status and education level) were significantly correlated with PTG and used as 

covariates in the regression model. One result indicated COVID-19 impacting participant’s 

answers was significantly correlated with PTG, and thus, this also was used as a covariate in the 

regression model. Event centrality and God’s love were found to significantly predict PTG in a 

sequential multiple regression. Post-hoc analyses suggested ACEs affected participants’ coping 



PREDICTED	POSTTRAUMATIC	GROWTH	 	 	3	

	

skills during the COVID-19 pandemic, changes in self-worth occurred as a result of the 

pandemic, and participants made meaning of their traumatic experiences. 
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CHAPTER I 

Predicted Posttraumatic Growth  

Based on Event Centrality and Contingencies of Self-Worth 

Childhood experiences had lasting effects in adulthood, especially when those 

experiences involved adversity such as abuse, neglect, or other household challenges (Felitti et 

al., 1998; Kalmakis & Chandler, 2015). Adverse childhood experiences (ACEs) were potentially 

traumatic events happening before 18 years of age (Felitti et al., 1998). In the original ACE 

study, Felitti and colleagues (1998) defined ACEs as experiencing at least one of ten adverse 

events before a participant’s 18th birthday. These ten ACEs included emotional abuse, physical 

abuse, sexual abuse, emotional neglect, physical neglect, mother or stepmother treated violently 

by father or stepfather or boyfriend, substance abuse in the household, mental illness in the 

household, parental separation or divorce, or incarcerated household member (Centers for 

Disease Control and Prevention [CDC] & Kaiser Permanente, 2016). In this study, 63.9% of the 

participants reported at least one ACE, and 37.9% of respondents had two or more ACEs. 

Additionally, ACE categories had a graded dose-response relationship with several adult health 

risk behaviors and diseases, such as drug abuse, smoking, and ischemic heart disease. 

Many studies documented the commonality of ACEs with 36.1% to 97.6% of participants 

reporting experiencing at least one ACE (CDC & Kaiser Permanente, 2016; Merrick et al., 2018; 

Mwakanyamale et al., 2018; Riedl et al., 2020). Furthermore, 12.5% (CDC & Kaiser 

Permanente, 2016) to 36.7% (Mwakanyamale et al., 2018) of participants reported having 4 or 

more ACEs. These common difficult events in childhood were significantly associated with 

negative social, psychological, and physical changes enduring throughout adulthood (Kalmakis 

& Chandler, 2015). Some of these related negative changes included cancer (Brown et al., 2013; 
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Holman et al., 2016), chronic obstructive pulmonary disease (Anda et al., 2008; Cunningham et 

al., 2014), posttraumatic stress symptoms (Kalmakis et al., 2020), alcohol and drug abuse (Stein 

et al., 2017; Strine et al., 2012), and depression (Chapman et al., 2004; Remigio-Baker et al., 

2014). 

Posttraumatic Growth (PTG) 

ACEs also could be traumatic experiences, or highly stressful or challenging events in 

one’s life (Tedeschi & Calhoun, 2004). After experiencing an ACE, a person possibly felt 

challenged in their fundamental assumptions about their family or how the world worked, which 

could lead to a trauma response. One outcome of trauma was posttraumatic growth (PTG). 

Tedeschi and Calhoun (2004) defined PTG as experiencing positive psychological changes after 

struggling with highly challenging, traumatic events. PTG encompassed deeper relationships, 

greater personal strength, greater appreciation of life, recognizing new possibilities or paths, and 

spiritual-existential development (Tedeschi et al., 2017). If someone experienced an ACE and 

the ACE was not a traumatic event to them, then the person would not experience PTG, because 

a traumatic experience severely challenged one’s fundamental assumptions and PTG arose from 

this challenge (Tedeschi & Calhoun, 2004). 

This type of growth became established as an outcome of trauma in empirical literature. 

In two meta-analyses, PTG was demonstrated across age level and across trauma types 

(Shakespeare-Finch & Lurie-Beck, 2013; Liu et al., 2017). PTG also changed across time since 

the trauma; Liu and colleagues (2017) found PTG and posttraumatic stress disorder (PTSD) had 

a curvilinear, inverted-U shaped relationship across all time points. Specifically, the authors 

discovered as time since the trauma progressed, PTSD and PTG were initially positively 

correlated until 18 months after the trauma, when this correlation reached a critical point and 
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decreased. Other authors supported the malleability in trauma reactions occurring within the first 

three months after trauma exposure, and these trauma reactions stabilized after three months 

(Bryant et al., 2017; Rothbaum et al., 1992). When experiencing a trauma reaction to an ACE, 

the person would need to experience severe enough distress about it that they also would find 

PTG, because they struggled with integrating the ACE into their assumptions about their life. 

PTG allowed people to have benefits beyond their pretrauma functioning after struggling with 

the meaning of the trauma within their life narrative. Constructivist self development theory 

(CSDT) was one possible explanation of how the PTG process unfolds for people with disrupted 

assumptive worldviews after an ACE. 

Constructivist Self Development Theory (CSDT) 

The essential basis of CSDT described the ongoing process of personality development 

and how trauma unsettled one’s development. People’s personalities shaped their perceptions 

and experiences because there was an interaction between core self-capacities and constructed 

schemas and beliefs (Saakvitne et al., 1998). A traumatic event could occur at any personality 

developmental stage in CSDT, and people may or may not explicitly be aware of how the 

traumatic event influenced their personality. The trauma disrupted the person’s schemas, because 

the trauma was a non-normative, possibly highly distressing experience that did not fit within the 

person’s existing schemas. The person had to modify their current schemas and beliefs to 

accommodate for the meaning of the traumatic event (McCann & Pearlman, 1990). A person 

could reinterpret and reconstruct any past meanings of trauma based on current schemas and 

beliefs, whether this happened in their own reflections or through psychotherapy (Saakvitne et 

al., 1998). If the meaning of trauma focused on greater personal strength, greater appreciation of 
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life, recognizing new possibilities or paths, spiritual-existential development, or deeper 

relationships, then PTG occurred (Tedeschi et al., 2017). 

Event Centrality 

After living through a trauma, people possibly altered the narrative of their lives because 

they changed their schemas and beliefs to integrate the trauma into their identity. This was 

known as event centrality, or the degree to which a survivor’s self-perception of identity 

changed, from pre-trauma, to make the trauma critical to their post-trauma identity (Boals & 

Murrell, 2016). If someone experienced an ACE and did not have a change in their self-

perception due to the ACE, then they would not experience event centrality. Event centrality may 

explain how people developed a sense of self through the PTG experience because they had to 

struggle with integrating their trauma into their life narrative. Additionally, higher event 

centrality led to worsened psychological well-being. Wamser-Nanney and colleagues (2018) 

found higher event centrality had significant, small-moderate, negative correlations with four 

components of psychological well-being (environmental mastery: r = -.23, positive relations with 

others: r = -.22, purpose in life: r = -.14, and self-acceptance: r = -.20). However, Wamser-

Nanney et al. (2018) also discovered event centrality significantly predicted PTG (B = .62, p < 

.001). This indicated people must struggle with their traumatic experiences to find positive 

psychological benefits and adapted their identity in healthy ways. Furthermore, Tranter and 

colleagues (2021) found event centrality positively mediated the relationship between ACEs and 

PTG (β = .44, p < .001). This meant for PTG to occur after an ACE, the person would need to 

perceive the ACE as severe enough to warrant a change in their self-perceptions of their identity. 

Trauma survivors needed to consider the impact of an adverse event on their identity, in order to 

create positive changes within their schemas and beliefs. 
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Contingencies of Self-Worth 

In addition to event centrality, a person’s sense of self-worth could affect the PTG 

process. Self-worth was not merely high or low—rather, it mattered on what domains of life a 

person based their self-worth. Crocker and colleagues (2003) studied where college students 

tended to base their self-worth, or what they called contingencies of self-worth. They found the 

common life domains were appearance, approval, competition, family support, God’s love, 

academic competency, and virtue (Crocker et al., 2003). A Russian version of Crocker and 

colleagues’ scale validated these seven areas (Molchanova & Nekrasova, 2013). For college 

students maltreated as children, Kim and Williams (2009) discovered self-worth contingencies 

mediated the role between childhood maltreatment and substance use. In particular, they found 

God’s love and virtue related to lower substance use for both male and female students. This 

finding explained other studies reporting alcohol and drug use connected to ACEs (Stein et al., 

2017; Strine et al., 2012). Within CSDT, an ACE could disrupt someone’s development, and 

contingencies of self-worth could explain how people created schemas and beliefs about their 

worth after an adverse event, which could lead to maladaptive coping skills such as substance 

use. 

In particular, God’s love, virtue, family support, and others’ approval seemed to predict 

PTG. For women who exited the sex industry and had previous traumatic experiences, their 

positive religious coping was significantly, positively correlated with PTG (r = .514; Su, 2013). 

Similarly, Shand et al. (2015) found spirituality was moderately related to PTG in a systematic 

review and meta-analysis with oncology patients (r = 0.33). Positive religious coping and 

spirituality likely meant people based some of their worth on God’s love, but this distinction of 

finding one’s worth in God’s love to predict PTG needed to be clarified. Regarding virtue in 
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McCormack and Ell’s (2017) study, veterans experienced challenges to their moral integrity 

during post-deployment, because they perpetrated, failed to prevent, or witnessed actions in 

conflict with their deeply held moral beliefs. Veteran participants in this study described how 

they found growth through strengthening or enhancing their values, beliefs, and understanding of 

the world. People who experienced an adverse event in childhood also could benefit from finding 

growth through adhering to their moral code and virtues. Besides God’s love and virtue, family 

support was important for PTG. Women with limb amputations reported family support and 

spirituality made experiencing posttraumatic growth easier (Stutts et al., 2015). In another study 

of those who experienced childhood victimization, family support was a protective factor of 

finding adaptive outcomes because family support predicted higher resilience (Schaefer et al., 

2018). Lastly, the concept of approval from others needed further exploration amidst adults who 

found PTG after ACEs. Cancer survivors reported acceptance from others within their in-group 

and acceptance from facilitators led to PTG (Morris et al., 2011). Contingencies of self-worth 

could influence one’s schemas and beliefs, which in turn could impact how they develop over 

time. Consequently, event centrality and domains of self-worth could reveal how some adults 

naturally progressed toward PTG after an ACE. 

Present Study 

Rationale 

 Event centrality and domains of self-worth separately predicted PTG, but it was unknown 

how event centrality and self-worth produced PTG in an adult population who experienced 

ACEs. Researchers attempted to understand how some people develop posttraumatic stress or 

posttraumatic growth through discovering various protective and risk factors (e.g., MacPherson 

et al., 2014; Straub et al., 2018). This research on protective and risk factors was insufficient to 
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explain how people reinterpret and reconstruct their traumatic events to gain posttraumatic 

growth. Using CSDT as a template for how growth occurred in developmental stages, further 

research on changes in self-understanding after ACES (such as event centrality and self-worth) 

was necessary to understand the process of PTG. Centralizing identity around a trauma and self-

worth could influence how someone reinterpreted and reconstructed their traumatic history, 

which possibly impacted future developmental stages. If the process of how PTG developed 

could be better understood, then the results of this investigation could relate to fostering PTG in 

individuals who experienced childhood adversity.  

I sought to investigate how event centrality and domains of self-worth predicted PTG in 

an adult population who experienced at least one ACE, as a way to use CSDT to explain the PTG 

process. The research questions for the present study included: 1) how did perceiving ACEs as 

central to one’s life story impact an adult’s posttraumatic growth from these experiences? 2) 

from where did an adult who experienced ACEs draw their worth, and how did this predict 

posttraumatic growth? 3) was event centrality or contingencies of self-worth a better predictor of 

posttraumatic growth?  

In the past, researchers separately investigated event centrality and self-worth, and both 

variables predicted PTG. However, no prior research explored how event centrality and domains 

of self-worth both produced PTG in the same adult sample. Regarding event centrality, prior 

research showed event centrality had positive effects on PTG (Boals & Ruggero, 2016; Brooks et 

al., 2017; Cook, 2017; Wamser-Nanney et al., 2018). Thus, I hypothesized people with higher 

event centrality would have significantly more PTG than people with lower event centrality.  

The literature review revealed that although there were studies investigating self-

worth/self-esteem and PTG, there were no studies specifically evaluating the seven contingencies 
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of self-worth as related to posttraumatic growth. Specifically, past research with a variety of 

populations investigated the individual factors thought to comprise the domains of self worth. 

This research suggested people who drew their self-worth from God’s love, virtue, family 

support, or approval experienced more PTG (McCormack & Ell, 2017; Morris et al., 2011; 

Shand et al., 2015; Stutts et al., 2015). Therefore, I predicted specific domains of self-worth 

would predict PTG with adults: God’s love, virtue, family support, and approval.  

Past research already documented event centrality as a unique predictor of PTG (Groleau 

et al., 2013) and as a mediating factor between ACEs and PTG (Tranter et al., 2021) to uniquely 

explain variance in PTG, but contingencies of self-worth had not been studied as a predictor of 

PTG from ACEs. Furthermore, event centrality was directly tied to a past aversive experience, 

whereas self-worth domains caused people to behave in certain ways on a daily basis for success 

within that domain (Buckingham et al., 2012). People may not have explicit awareness of how 

their daily behaviors for self-worth related to their traumatic experiences, but they held explicit 

awareness of defining a traumatic event as central to their identity (Boals & Murrell, 2016). 

Accordingly, I predicted event centrality would be a stronger predictor of PTG than the self-

worth domain correlated the highest with PTG. 

Definition of Terms 

 For the purposes of this study, the following terms were defined as follows: 

1. Adverse Childhood Experiences (ACEs) – potentially traumatic events occurring before 

someone’s 18th birthday (Felitti et al., 1998). The ten ACEs included emotional abuse, physical 

abuse, sexual abuse, emotional neglect, physical neglect, mother or stepmother treated violently 

by father or stepfather or boyfriend, substance abuse in the household, mental illness in the 

household, parental separation or divorce, or incarcerated household member (CDC & Kaiser 
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Permanente, 2016). The construct of ACEs also was referred to as potentially damaging 

childhood experiences, potential childhood trauma, adverse childhood exposures, childhood 

abuse, childhood neglect, and household dysfunction during childhood (Felitti et al., 1998). In 

the present study, ACEs was operationally defined as a dichotomous variable of inclusion or 

exclusion into the study, determined by a participant’s responses on the ACEs Scale (CDC & 

Kaiser Permanente, 2016). 

2.  Posttraumatic Growth (PTG) – experiencing positive psychological changes after 

struggling with highly challenging life events (Tedeschi & Calhoun, 2004). Other words used to 

describe the same construct of a highly challenging life event were trauma, traumatic experience, 

traumatic event, highly stressful events, crisis, and other similar words (Tedeschi & Calhoun, 

2004). Similar words used to describe PTG were perceived benefits, transformation of trauma, 

positive aspects, construing benefits, positive psychological changes, flourishing, thriving 

(Tedeschi & Calhoun, 2004) and benefit-finding (Cook et al., 2020). PTG was operationally 

defined in this study as a continuous variable measured from the total score on the Posttraumatic 

Growth Inventory Extended (PTGI-X; Tedeschi et al., 2017). 

3. Event Centrality – how much a survivor’s perception changed to make the trauma crucial 

to their identity (Boals & Murrell, 2016). Similar words to describe the construct of event 

centrality were centrality to identity, centrality of event (Boals et al., 2010), or trauma-centrality 

(Keshet et al., 2019). In the current study, event centrality was operationally defined as a 

continuous variable measured by the overall score on the Centrality of Events Scale (CES; 

Berntsen & Rubin, 2006).  

4. Contingencies of Self-Worth – a person staked their self-esteem in a domain or category 

of outcomes, and their perception of their value or worth depended on perceived successes, 
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failures, or adherences to self-standards within that domain (Crocker & Wolfe, 2001). 

Contingencies of self-worth also were known as domains of self-worth (Crocker & Wolfe, 

2001). This construct was operationally defined in the current study as the mean score in each of 

the seven domains on the Contingencies of Self-Worth Scale (CSW; Crocker et al., 2003). 

Hypotheses 

1a. Event centrality, as measured by the CES (Berntsen & Rubin, 2006), would be positively 

correlated with PTG on the PTGI-X (Tedeschi et al., 2017). 

1b.  Contingencies of self-worth, as measured by the CSW (Crocker et al., 2003), would be 

positively correlated with PTG on the PTGI-X (Tedeschi et al., 2017). 

 1b1. In the relationship between contingencies of self-worth and PTG, the highest 

correlations of PTG with CSW subscales were likely God’s love, virtue, family support, and 

approval. 

2a. Higher event centrality, as measured by the CES (Berntsen & Rubin, 2006), would 

predict greater PTG on the PTGI-X (Tedeschi et al., 2017). 

2b. Higher scores on the highest correlated self-worth domain (likely God’s love, virtue, 

family support, or approval) from the CSW (Crocker et al., 2003) would predict greater PTG on 

the PTGI-X (Tedeschi et al., 2017). 

2c. Event centrality measured by the CES (Berntsen & Rubin, 2006) would be a stronger 

predictor of PTG measured by the PTGI-X (Tedeschi et al., 2017) than the self-worth domain 

(likely God’s love, virtue, family support, or approval) on the CSW (Crocker et al., 2003). 

 Because this study was conducted during the global COVID-19 pandemic, additional 

questions were added to find if the pandemic was a confounding factor on the results. Several 

studies reported increases in PTG in response to the COVID-19 pandemic (Lau et al., 2021; Sun 
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et al., 2021; Vazquez et al., 2021; Yan et al., 2021). One question defined to what degree did the 

COVID-19 pandemic influence a participant’s responses. A post-hoc analysis on other questions 

outlined how ACEs influenced coping during the COVID-19 pandemic, event centrality between 

COVID-19 and ACEs, meaning-making from traumatic experiences, and changes in self-worth 

during the COVID-19 pandemic. 
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CHAPTER II 

Methods 

This chapter detailed the methods used in the present study. First, I described the 

participants for the sample. Next, I gave a description of the procedures, which included the 

method of participant recruitment and process of completing surveys. Third, I detailed the 

instruments used in the study: Adverse Childhood Experiences Scale (ACEs), Centrality of 

Events Scale (CES), Contingencies of Self-Worth Scale (CSW), and Posttraumatic Growth 

Inventory Extended (PTGI-X), COVID-19 Questions, and Demographic Questionnaire. Lastly, I 

outlined the data analyses. 

Participants 

Inclusion/Exclusion Criteria  

Adults who endorsed experiencing emotional abuse, physical abuse, emotional neglect, 

physical neglect, mother or stepmother treated violently by father or stepfather or boyfriend, 

substance abuse in the household, mental illness in the household, parental separation or divorce, 

and/or incarcerated household member before their 18th birthday were eligible for the study. 

Participants who were younger than 18 years old, who did not endorse any ACEs, and/or who 

endorsed sexual abuse were excluded from the study. Mersky et al. (2019) found participants 

who endorsed a sexual abuse history on the ACEs reported significantly higher rates of 

discomfort than other participants while completing questionnaires about their sexual abuse. 

Thus, participants who endorsed experiencing sexual abuse before their 18th birthday were 

excluded to limit the likelihood of a participant feeling triggered and encountering an adverse 

reaction. As this was a remote survey without opportunity for ensuring immediate support, this 

limitation seemed prudent. 
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Present Study 

This study included two different methods of recruitment. In phase 1, 121 people began 

the study. Regarding ineligibility, 19 people were ineligible because they endorsed sexual trauma 

before 18 years old, and 1 was ineligible because they did not endorse experiencing any ACEs. 

Twenty-five participants were eliminated from analysis due to not completing the survey and 

having missing data from the CES, CSW, or PTGI-X total scale. After removing these potential 

participants, phase 1 of the study included 76 individuals. In phase 2, 301 people began the 

study. Concerning ineligibility, 2 were ineligible because they endorsed “no” to the informed 

consent form, 128 were ineligible because they endorsed sexual trauma before 18 years old, and 

46 were ineligible because they did not experience any ACEs. Regarding an incomplete survey, 

25 individuals were eliminated from analysis because they had missing data from the CES, 

CSW, or PTGI-X. With these potential participants removed, phase 2 included 100 people in the 

study. 

With the two phases combined, the final sample included 176 participants. Regarding 

number of reported ACEs, 36 participants (20.5%) reported experiencing 1 ACE, 24 participants 

(13.6%) endorsed experiencing 2 ACEs, 26 participants (14.8%) reported experiencing 3 ACEs, 

and 90 participants (51.1%) endorsed experiencing 4 or more ACEs. See Table 1 and Table 2 for 

additional descriptive statistics about endorsed ACEs in the current study. Participants were 

primarily White (80.1%; see Table 3) and employed for wages (73.9%). For gender identity, 104 

participants (59.1%) were female, 62 participants were male (35.2%), 1 participant (0.6%) was 

non-binary, and 9 participants (5.1%) chose not to answer. Regarding highest level of education 

achieved, most participants had an undergraduate degree or graduate degree (Bachelor’s degree 

= 81, 46.0%; Master’s degree = 30, 17.0%; Doctorate degree = 19, 10.8%). Several minority 
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statuses were endorsed, and participants could choose more than one minority status: bisexual 

(21.6%), asexual (5.1%), gay/lesbian (4.5%), pansexual (2.3%), questioning (1.7%), queer 

(1.7%), intersex (1.7%), and agender (0.6%). Eighty-two individuals (46.6%) endorsed N/A on 

minority status, and 28 participants (15.9%) chose not to answer this question. Regarding 

relationship status, participants could endorse multiple categories, and endorsed categories 

included married/partnered (48.3%), single (24.4%), serious dating or committed relationship 

(18.2%), divorced (4.5%) and widowed (0.6%), with 9 participants (5.1%) choosing not to 

answer this question. Religious identity was an open-ended question and included the following: 

Christian or Christianity (31.8%), Catholic (13.1%), Agnostic (8.0%), Atheist (7.4%), Protestant 

(1.7%), Roman Catholic (1.7%), Buddhist (1.1%), Agnostic but interested in eastern spirituality 

(0.6%), Agnostic raised Christian (0.6%), Baptist (0.6%), Black (0.6%), Christian—Presbyterian 

(0.6%), Church of God (0.6%), Conservative (0.6%), Evangelical Christian (0.6%), Islam 

(0.6%), Jewish (0.6%), Lutheran (0.6%), Methodist (0.6%), Polytheist pagan Druid (0.6%), 

Previously Catholic—not practicing now—would say Christian and spiritual more than religious 

(0.6%), Questioning religious faith/Christian (0.6%), Raised Christian (0.6%), Raised Christian 

more spiritual now (0.6%), Spiritual (0.6%), Spiritual not religious (0.6%), Traditional Christian 

(0.6%), Unitarian Universalist (0.6%), United States (0.6%), White (0.6%), Wiccan (0.6%). 

Twenty-one participants (11.9%) wrote N/A, None, None Specifically, Nonreligious, or Not 

religious in the religious identity question, and 17 participants (9.7%) chose not to answer this 

question. 

Procedures 

Ball State University’s full Institutional Review Board (IRB) approved the study 

procedures before the study began. In phase 1, an adult, non-clinical sample received a virtual 
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recruitment letter (Appendix B). The recruitment letter was sent out using convenience sampling 

and referral/reverse snowball sampling. I emailed the recruitment letter to each training director 

within the Association of Psychology Postdoctoral and Internship Centers (APPIC) and 

requested they forwarded the recruitment letter on their respective electronic mailing lists. I also 

posted the recruitment letter on social media sites (Facebook, Twitter, Reddit, and Tumblr). In 

phase 2, I posted a recruitment description for the study (Appendix C) on Amazon Mechanical 

Turk (MTurk). 

Regarding survey completion, eligible participants completed the survey online using 

Qualtrics Survey Software, anonymous format. First, participants read the informed consent form 

detailing the study procedures, study benefits, incentive for participation, and mental health 

resources and information about how to access local resources. The survey required them to 

choose “yes” for consenting to participate in order to continue onto the study. If they chose “no,” 

then they were immediately taken to the last page with the debriefing statement. The debriefing 

statement thanked participants for seeking involvement in the study, provided contact 

information for online mental health resources and information about how to access local 

resources, and encouraged participants to access these resources if any part of the study caused 

issues for them. 

Next, the Adverse Childhood Experiences Questionnaire (ACE-Q) was first, to act as a 

screener for inclusion or exclusion into the study. Item 3 on the ACE-Q was first because it 

asked about sexual abuse before one’s 18th birthday. If a participant endorsed this item, then the 

participant was immediately taken to the debriefing statement at the end of the survey. If a 

participant selected “no” to each item on the ACE-Q, they also moved to the final page with the 

debriefing statement. For participants who were eligible to continue, the survey prompted them 
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to choose their one worst ACE to focus on for the study, which two of the instruments required. 

Next, the Centrality of Events Scale (CES), Contingencies of Self-Worth Scale (CSW), and 

Posttraumatic Growth Inventory Extended (PTGI-X) were given in a counterbalanced order. 

After these three scales, participants answered the COVID-19 Questions, which included 

questions about how the COVID-19 pandemic affected their responses on the previous scales. 

The Demographics Questionnaire was presented last to prevent any self-evaluation effects 

(Nakamura, 1959).  

After completion of the questionnaires, participants read the debriefing statement, and 

this statement included information about receiving incentives for participating in the study. In 

phase 1, the incentive for participating was the opportunity to choose between one of two 

incentives: an equal opportunity to receive one of 10 electronic $10 gift cards or having $3 

donated to an organization focused on preventing adverse childhood experiences. For the latter 

incentive, I spilt the donations evenly between Prevent Child Abuse America and the Fort 

Wayne Children’s Foundation, Inc. Participants were directed to a separate Qualtrics survey to 

choose their incentive and input their email if they chose the first incentive. In phase 2, I 

compensated participants who met inclusion criteria and completed the questionnaires with 

$2.00, as MTurk required a monetary amount given to participants for completing surveys. The 

survey provided a code to the participants after completing the questionnaires to input into 

MTurk for receiving the $2.00. Study data and survey responses are securely kept on the 

principal investigator's password-protected personal computer in an encrypted, password-

protected file. 

The monetary incentives were intentionally small in order to not distort participants’ 

perceptions of the risk-benefit ratio. The small amounts for incentives also would not cause one 
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sample group to have a substantial monetary gain over the other sample group for participating 

in the survey. This followed de Leeuw and colleague’s (2008, p. 88) recommendations for 

ethical survey research. Additionally, past research supported different incentives do not change 

response rates or quality of responses. Litman et al. (2015) found US-based MTurk participants 

produced high-quality data, despite differences in monetary incentives for participation. 

Furthermore, Busby and Yoshida (2015) researched the impact of different incentive conditions 

on research response rates. They discovered no significant differences in response rates between 

a monetary amount condition (e.g., receiving a standard amount for any participant) and lottery 

system conditions (e.g., one participant receiving a reward among all of the participants). Lastly, 

Robertson and Bellenger (1978) found a charity incentive significantly increased response rates 

when compared to an equal cash incentive or no incentive. Therefore, the different incentives 

likely increased response rates depending on the mode of recruitment without sacrificing the 

quality of the data. 

Instruments 

Adverse Childhood Experiences Questionnaire (ACE-Q) 

For inclusion/exclusion into the study and to clarify the most challenging ACE for the 

CES and PTGI-X, the study used the ACEs Questionnaire (ACE-Q), which was a measure of 

exposure to childhood abuse, neglect, and/or household dysfunction (Felitti et al., 1998). There 

were 10 items on this assessment (CDC & Kaiser Permanente, 2016). Participants checked “yes” 

or “no” if they experienced each event prior to their 18th birthday. A sample item was “Prior to 

your 18th birthday: Was a household member depressed or mentally ill, or did a household 

member attempt suicide?” Adding together different categories of ACEs (from 0 to 10) produced 

the total number of ACEs. As described previously, participants who endorsed experiencing 
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sexual abuse on the ACE-Q were excluded from the study. The study included participants who 

endorsed at least one of the other nine ACEs on the ACE-Q. Additionally, the present study 

required participants to identify their most challenging ACE at the end of the ACE-Q and 

consider this ACE while answering items on the CES and PTGI-X (per CES and PTGI-X 

instructions).  

 For developing the ACEs Questionnaire, the authors conducted the original ACEs study 

in two survey waves from 1995 to 1997, with a total 17,337 participants (CDC & Kaiser 

Permanente, 2016). Wave I included eight categories of ACEs on the scale: abuse (physical, 

sexual, and psychological) and household dysfunction (violence against mother/stepmother, 

substance abuse, mental illness or suicidality, imprisonment, or parental separation/divorce). 

Wave II included additional questions analyzed in Wave I and shown to be important, such as 

adding questions about neglect on the ACEs Questionnaire. Test-retest reliability was assessed 

on 658 participant responses completed during both waves of the survey, and 20 months was the 

average time interval between surveys. The ACE-Q demonstrated good test-retest reliability for 

each category of childhood abuse and household dysfunction, with kappa coefficients ranging 

from .46 to .86 (Dube et al., 2004). In another study of the ACE-Q, ACE responses from 75 

urban women maintained good internal consistency with a Cronbach’s alpha of .88 (Murphy et 

al., 2014). The ACE-Q also demonstrated excellent internal consistency (α = .95) and strong 

convergent validity with the Child Abuse and Trauma Scale, Child Trauma Questionnaire, and 

the World Health Organization’s Adverse Childhood Experiences International Questionnaire 

(Dobson et al., 2021).  
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Centrality of Events Scale (CES) 

Event centrality was measured using the CES (Berntsen & Rubin, 2006). There were 20 

items on the full CES scale. The CES directions asked participants to focus on the one ACE-Q 

event they felt was most challenging for them when answering questions. Items were scored on a 

5-point Likert-type scale ranging from 1 (“Totally Disagree”) to 5 (“Totally Agree”). A sample 

item was “I often see connections and similarities between this event and my current 

relationships with other people.” Scores were summed for an overall score, and higher scores 

indicated a higher impact of the traumatic event on identity development (Berntsen & Rubin, 

2006). In the present study, I derived a mean CES score to address missing data on the CES prior 

to analyses, and I used the CES total score as the measure of event centrality in the analyses. 

 The validity and reliability of the CES was good. Cronbach’s alpha for the scale was 0.94 

for a combined sample of 707 undergraduate students from four North American universities. 

Regarding validity, participants with a trauma history who felt intense horror, fear, or 

helplessness had significant differences from those who did not experience intense horror, fear, 

or helplessness. On the other hand, participants who reported the traumatic event included 

threatened or actual death or injury were not significantly different from those who reported no 

threatened or actual death or injury (Berntsen & Rubin, 2006). These results suggested the CES 

was sensitive to the emotional response stemming from the trauma, and it was not sensitive to 

the event itself (Cook, 2017). Furthermore, the CES was significantly correlated with 

posttraumatic stress disorder symptoms (r = 0.23, p < 0.01) and significantly correlated with 

depression (r = 0.38, p < .0001) (Berntsen & Rubin, 2006). 
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Contingencies of Self-Worth Scale (CSW) 

Contingencies of self-worth were measured using the CSW (Crocker et al., 2003). There 

were 35 items on this scale. Items were scored on a 7-point Likert-type scale ranging from 1 

(“Strongly Disagree”) to 7 (“Strongly Agree”). A sample item was “My self-esteem depends on 

the opinions others hold of me.” There was no overall score given in this measure when the 

scores were calculated, and there were seven subscales. The seven subscales were Academic 

Competence, Appearance, Approval From Others, Competition, Family Support, God’s Love, 

and Virtue. Each subscale had five items on it, and seven items on the whole scale were reverse 

scored. Scores on each subscale were summed and then divided by five for mean subscale 

scores, with a range from 1 to 7. Higher scores suggested more self-worth was placed within that 

domain than other domains (Crocker et al., 2003). In the current study, I used mean subscale 

scores for all seven subscales to assess a participant’s contingencies of self-worth and to address 

missing data. 

 The reliability and validity of the CSW was good. Cronbach’s alpha for the subscales 

ranged from 0.86 to 0.97 (Crocker & Wolfe, 2001). Test-retest reliability ranged from .68 to .92 

over a 3-month interval, and test-retest reliability ranged from .51 to .88 for an 8.5-month 

interval. Regarding convergent validity, the CSW subscales were significantly correlated with 

collective self-esteem (measured via the Collective Self Esteem scale), as expected. Concerning 

divergent validity, the CSW subscales were each empirically distinct from narcissism, social 

desirability, and parents’ income (Crocker et al., 2003). 

 In the current study, I adapted the items on the Competency subscale. In Crocker et al.’s 

(2003) study about the CSW, they defined competence as, “Self-esteem is derived in part from 

evaluations of one’s specific competencies or abilities” (p. 895). The CSW was created using a 
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college student sample, and all of the items on this subscale referred to academic competency. 

Per the sampling procedures in the current study, I expected not all participants were students 

that could relate to current academic competence. Accordingly, I adapted each item on the 

Academic Competence subscale to “academic/work” to expand how participants could relate to 

these items while remaining within Crocker et al.’s definition of competency. I intended to 

conduct a confirmatory factor analysis on the CSW in the current sample to ensure the adapted 

items maintained the same factor structure, if there were enough participants. Multiple sources 

suggested a rule of thumb as having at least 10 participants per item in order to conduct a 

confirmatory factor analysis (Boomsma et al., 2001; Nunnally, 1967; Wolf et al., 2013). The 

CSW had 35 items, which would require a sample size of at least 350 participants. As the sample 

size was too low (n = 176), a confirmatory factor analysis was not completed in the current 

study. 

Posttraumatic Growth Inventory Extended (PTGI-X) 

Posttraumatic growth was measured using the PTGI-X, a measure assessing the positive 

psychological changes people reported after a traumatic experience (Tedeschi et al., 2017). There 

were 25 items on this assessment. Items were scored on a 6-point Likert-type scale ranging from 

0 (“I did not experience this change as a result of my crisis”) to 5 (“I experienced this change to a 

very great degree as a result of my crisis”). A sample item was “Indicate for each of the 

statements below the degree to which this change occurred in your life as a result of the 

crisis/disaster: I have greater clarity about life’s meaning.”  Five subscales and a total score could 

be calculated. The five subscales were Appreciation of Life (three items), Relating to Others 

(seven items), Personal Strength (four items), New Possibilities (five items), and Spiritual-

Existential Change (six items). There was no reverse scoring. Total scores ranged from 0 to 125, 
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with higher scores indicating more posttraumatic growth (Tedeschi et al., 2017). The current 

study used the total score as the measure of PTG to test the hypotheses, and subscale scores were 

only used to calculate a mean score on each subscale to address missing data. 

In samples from the U.S., Turkey, and Japan, the PTGI-X maintained the same five-

factor structure as the original PTGI and improved the internal consistency of the entire scale. In 

the U.S. sample, Cronbach’s alpha for the Spiritual Change subscale changed from 0.83 to 0.91 

in the new Spiritual-Existential Change subscale. In the Turkish sample, Cronbach’s alpha for 

the Spiritual Change subscale changed from 0.76 to 0.90 in the Spiritual-Existential Change 

subscale. In the Japanese sample, Cronbach’s alpha for the Spiritual Change subscale changed 

from 0.61 to 0.82 in the Spiritual-Existential Change subscale. In the whole PTGI-X scale, 

internal reliability values were satisfactory in the U.S. sample (α=0.97), Turkish sample, 

(α=0.96), and Japanese sample (α=0.96). Regarding concurrent validity, PTGI-X scores were 

significantly associated with conceptually related constructs, and these were deliberate 

rumination (measured by the Event-Related Rumination Inventory) and core belief examination 

(assessed from the Core Beliefs Inventory). Concerning discriminant validity, PTGI-X scores 

were not significantly related to intrusive rumination (measured via the Event-Related 

Rumination Inventory), which was consistent with theoretical predictions (Tedeschi et al., 2017). 

See Appendix J for permission to use the scale in the current study. 

COVID-19 Questions 

Because I conducted this study during a global pandemic, it seemed important to assess 

whether or not participants felt the current situation may or may not be related to their responses. 

Nine questions related to the variables in the study and COVID-19 were created, and participants 

answered these questions at the end of the other questionnaires and before the demographic 
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questionnaire. Four questions were on a 0 (“Not at All”) to 100 (“Quite a Bit”) scale. An 

example of one of these questions was “How much were your current responses influenced by 

the current pandemic? Indicate your response using the slider from Not at All to Quite a Bit.” 

One question was on a 0 (“COVID-19”) to 100 (“Adverse Childhood Experiences”) scale. This 

question was “What do you think will be more central to your life story moving forward? 

Indicate your response using the slider from COVID-19 to Adverse Childhood Experiences.” 

The other four questions had short answer responses. An example of a short answer question was 

“Please elaborate on what you perceived caused the changes within your self-worth during the 

COVID-19 pandemic.” Participants were not required to answer each question before moving on 

to the demographic questionnaire. See Appendix K for all of the COVID-19 Questions used in 

the present study. 

Demographic Questionnaire 

Lastly, the demographic questionnaire included questions regarding gender, age, 

race/ethnicity, relationship status, minority status, religious orientation, amount of previous 

counseling, highest level of education achieved, and professional/employment status. 

Data Analysis 

I conducted descriptive analyses on the demographic questionnaire (Table 3) and each of 

the instruments for means, standard deviations, and Cronbach’s alphas for the combined sample 

(Table 4). I screened the data prior to analysis for identifying outliers, checking statistical 

assumptions, and finding missing data. The hypotheses and data analyses addressed the research 

questions: 1) how did perceiving ACEs as central to one’s life story impact an adult’s 

posttraumatic growth from these experiences? 2) from where did an adult who experienced 

ACEs draw their worth, and how did this predict posttraumatic growth? 3) was event centrality 
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or contingencies of self-worth a better predictor of posttraumatic growth? Lastly, I used Pearson 

r correlations and a sequential multiple regression to test the following hypotheses: 

1a. Event centrality, as measured by the CES (Berntsen & Rubin, 2006), would be positively 

correlated with PTG on the PTGI-X (Tedeschi et al., 2017). 

1b.  Contingencies of self-worth, as measured by the CSW (Crocker et al., 2003), would be 

positively correlated with PTG on the PTGI-X (Tedeschi et al., 2017). 

 1b1. In the relationship between contingencies of self-worth and PTG, the highest 

correlations of PTG with CSW subscales were likely God’s love, virtue, family support, and 

approval. 

2a. Higher event centrality, as measured by the CES (Berntsen & Rubin, 2006), would 

predict greater PTG on the PTGI-X (Tedeschi et al., 2017). 

2b. Higher scores on the highest correlated self-worth domain (likely God’s love, virtue, 

family support, or approval) from the CSW (Crocker et al., 2003) would predict greater PTG on 

the PTGI-X (Tedeschi et al., 2017). 

2c. Event centrality measured by the CES (Berntsen & Rubin, 2006) would be a stronger 

predictor of PTG measured by the PTGI-X (Tedeschi et al., 2017) than the self-worth domain 

(likely God’s love, virtue, family support, or approval) on the CSW (Crocker et al., 2003). 

Regarding the post-hoc analysis for the additional COVID-19 questions, I used a 

combination of quantitative and qualitative research methods to analyze the results. For the 

quantitative participant responses, means and standard deviations were reported for five COVID-

19 questions (Table 4). I included the first COVID-19 question (i.e., to what degree did the 

COVID-19 pandemic influence a participant’s response to the survey) in the Pearson r 

correlations and in the sequential multiple regression as a covariate. For the qualitative 
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participant responses, I used consensual qualitative research-modified (CQR-M; Spangler et al., 

2012) to analyze the four short answer responses in the COVID-19 questions. CQR-M was an 

adapted approach from consensual qualitative research (CQR; Hill et al., 2005), which was an 

inductive research method for collecting and analyzing qualitative survey data. The original 

CQR approach involved semi-structured, open-ended interviews to gather qualitative participant 

perspectives. Before analyzing data, members of the research team explored their biases and 

expectations of the research study. From here, raters assessed the qualitative responses for large 

domains and created categories within those domains, and then they coded participant responses 

into these categories. If there were any discrepancies in coding between raters, then they were to 

discuss each discrepancy until they came to a consensus, which allowed for a more reliable 

interpretation of participants’ responses (Hill et al., 2005). CQR-M was developed to use the 

CQR methodology with succinct, simple, qualitative data and with a larger sample size (Spangler 

et al., 2012). Thus, the CQR-M approach was an effective strategy for exploring novel 

phenomena and was frequently used in counseling psychology research (Anderson et al., 2014). 

 In the current study, the qualitative research team consisted of two members. I was one 

member, and the other member was a counseling psychologist who was familiar with this study 

since its beginning. Before coding began, the research team met to process initial biases and 

expectations of the qualitative results, such as both members working as mental health therapists 

and holding an expectation of finding growth in others. We determined self-reflective questions 

to cogitate upon before coding and before each research team meeting. Thirdly, we explored how 

we could minimize and prevent our potential expectations and biases while coding. Next, the 

team individually reviewed approximately 30 participant responses across the four questions to 

identify broad domains in the data. The two members met to compare each of our identified 
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domains, and we had consensus about the broad domains and edited the wording of the domains 

together. The research team used the same process for identifying categories in each domain, and 

we discussed potential categories until we came to an agreement. In the final step of the CQR-M 

data analysis, both members independently reviewed every participant response and coded the 

responses into our created categories. We attempted to code each response into only one 

category that best encapsulated the response, but we also coded complex responses into multiple 

categories. Afterward, I examined both sets of ratings for each participant and identified 

discrepancies between our ratings. The research team met again to discuss the discrepancies until 

we came to a consensus on the ratings. Lastly, I evaluated the response frequencies of each 

category. 
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CHAPTER III 

Results 

Missing Data  

Participants who had missing data from the COVID-19 Questions or Demographic 

Questionnaire were included in the analyses. Thirty of these 176 participants were missing 1-5 

items across the CES, CSW, and PTGI-X. I performed Little’s MCAR test on the missing data to 

determine if the missing data mechanism classified as missing completely at random (MCAR). If 

the result of this test was non-significance, then it was assumed the missing data were MCAR 

and did not matter for the analysis (Garson, 2015, p. 12). With MCAR data, the mean value from 

the subscale or total scale can be substituted, if the questionnaire had no subscales (Aljuaid & 

Sasi, 2016). For the present study, Little’s MCAR test was non-significant with χ² (2041, N = 

176) = 1949.992, p = .924. Accordingly, I substituted missing items with the participant’s mean 

from the appropriate subscale on the CSW and PTGI-X or from the total scale on the CES. 

After addressing missing data, I examined the observed variables to determine 

multivariate normality and internal consistency (Table 4). Cronbach’s alpha results for the 

current sample were acceptable for all observed variables. An alpha level of 0.05 was set prior to 

all analyses. I tested hypotheses using Pearson r correlations and a sequential multiple regression 

in SPSS Statistics 28 software. 

Correlations Between Demographic Variables, COVID-19 Impacting Answers, and PTG 

 In order to ensure there were no significant relationships between demographic variables 

and PTG possibly affecting the results, I conducted Pearson r and point-biserial correlations 

(Table 5) on the following demographic variables: age, phase (Phase 1/Phase 2), gender 

(male/female), race/ethnicity, marital status, minority status (yes/no), highest level of education 
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achieved, and employment status. Race/ethnicity was dummy coded for Black/African-

American, American Indian/Native American or Alaskan Native, Asian/Asian-American, 

Hispanic/Latinx, and Multiracial/Multiethnic, with White as the reference group. Marital status 

was dummy coded for married/partnered, divorced, and widowed, with single or in a serious 

dating/committed relationship as the reference group. Education level was split between those 

who had a bachelor’s degree or higher (i.e., master’s degree or doctorate) and those who did not 

have a bachelor’s, master’s, or doctorate degree. Employment status was dummy coded for those 

who were employed for wages or self-employed and those who were not currently employed for 

wages or self-employed. Pourhoseingholi and colleagues (2012) recommended using potential 

confounding variables as covariates in a linear regression, in order to reduce confounding effects 

and isolate the relationships of interest. They defined confounding variables as extraneous 

variables correlating with the criterion variable. To follow this recommendation in the current 

study, I added significant correlations between demographic categories and PTG into the first 

step of the regression analysis to reduce its impact on the results. 

 Among all of the demographic variables, only married/partnered (rpb = .23, p < .01) and 

highest level of education achieved (rpb = .20, p < .01) were significantly correlated with PTG. 

Accordingly, I added marital status (married/partnered, divorced, and widowed) and highest 

level of education achieved into the first step of the regression analysis. Age (r = -.11, p = .17), 

phase (rpb = .09, p = .24), gender (rpb = .03, p = .69), Black/African-American (rpb = .05, p = .49), 

American Indian/Native American or Alaskan Native (rpb = -.14, p = .07), Asian/Asian-

American (rpb = -.12, p = .12), Hispanic/Latinx (rpb = .08, p = .31), Multiracial/Multiethnic (rpb = 

.01, p = .86), divorced (rpb = -.09, p = .24), widowed (rpb = -.03, p = .75), minority status (rpb = 
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.16, p = .06), and employed for wages/self-employed (rpb = .12, p = .13) were not significantly 

correlated with PTG. 

The variables of interest also correlated with the first COVID-19 question (Table 6), 

which asked participants to what degree did the current pandemic influence their responses 

during this study (M = 30.74, SD = 32.16). Similarly to the demographic variables, I planned to 

add the first COVID-19 question to the first step of the regression analysis if it was significantly 

correlated with PTG, in order to reduce this confounding impact on the results (Pourhoseingholi 

et al., 2012). After running a Pearson r correlation, this COVID-19 question was significantly 

correlated with PTG (r = .28, p < .01). Thus, I added it to the first step of the sequential multiple 

regression. 

Correlations to Test Hypotheses 

The primary purpose of using Pearson r correlations among the variables (Table 6) was to 

test hypotheses 1a, 1b, and 1b1, along with evaluating the strengths of the relationships between 

the domains of self-worth and PTG. This guided the regression analyses, because the self-worth 

domain with the highest correlation to PTG would be used in the sequential multiple regression. 

As expected, Event Centrality was positively correlated with PTG (r = .35, p < .01). Only one 

domain of self-worth was significantly correlated with PTG, which was God’s Love (r = .33, p < 

.01). This partly met hypothesis 1b that expected contingencies of self-worth would be positively 

correlated with PTG, and it met hypothesis 1b1 that expected the highest correlation between 

contingencies of self-worth subscales and PTG would be from God’s Love, Virtue, Family 

Support, or Others’ Approval. The contingencies of self-worth subscales not significantly 

correlated with PTG were Appearance (r = -.09, p = .21), Competency (r = -.11, p = .14), 
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Competition (r = .11, p = .16), Family Support (r = .11, p = .16), Other’s Approval (r = -.13, p = 

.09), and Virtue (r = .10, p = .20). 

Sequential Multiple Regression 

 For hypotheses 2a, 2b, and 2c, I used a sequential multiple regression to test these 

hypotheses. Assumptions of a multiple regression also were checked and were met. I used the 

Durbin-Watson statistic to detect the presence of non-independence of residuals. It should be 

close to 2 in order to have uncorrelated residuals, and a Durbin-Watson value less than 1 or 

greater than 3 would be cause for concern (Field, 2009). The Durbin-Watson statistic was 2.264 

in the current study. Additionally, I assessed tolerance values for indications of problematic 

multicollinearity between predictors. Tabachnick and Fidell (2001) recommended a tolerance 

value above .10 was acceptable, while Menard (1995) recommended a tolerance value of .20 or 

higher suggested multicollinearity was not detected. In the current study, all tolerance values of 

the predictors did not indicate multicollinearity (Table 7): married/partnered = .80, divorced = 

.92, widowed = .96, education level = .86, COVID-19 Question 1 = .64, Event Centrality = .87, 

and God’s Love = .74. 

 In the sequential multiple regression, marital status (married/partnered, divorced, and 

widowed), education level, and the first COVID-19 question were added to the first block of the 

regression model as covariates. The second block of the regression model comprised Event 

Centrality and God’s Love. In a sequential multiple regression, Darlington and Hayes (2016) 

recommended adding predictors in separate blocks if the predictors were highly correlated with 

each other, which would reduce multicollinearity issues. Because Event Centrality and God’s 

Love were not significantly correlated with each other (r = .14, p = .07), these two predictors 
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were added in the same block. The criterion variable was the total score for PTG on the PTGI-X 

scale. 

 Hypotheses 2a, 2b, and 2c were met as predicted in the sequential multiple regression 

(Table 8 and Table 9). After accounting for confounding variables, the overall regression model 

explained a significant amount of variance in PTG, R2 = .27, F(7, 136) = 7.09, p < .01. Both 

Event Centrality and God’s Love were significant predictors of PTG. Higher Event Centrality 

predicted greater PTG, as indicated from the significant, positive slope (β = .30, p < .01). Higher 

scores of God’s Love also predicted greater PTG, with a significant, positive slope (β = .25, p < 

.01). In order to find the strongest predictor in a sequential multiple regression, Darlington and 

Hayes (2016) advised reviewing the standardized beta coefficients, and the highest standardized 

beta coefficient would be the strongest predictor of the criterion variable. Event Centrality (β = 

.30) was a stronger predictor of PTG than God’s Love (β = .25), as it had a higher standardized 

beta coefficient in the final regression model.  

Post-Hoc Analyses on COVID-19 Questions 

 For the post-hoc quantitative analysis, I calculated means and standard deviations for four 

quantitative COVID-19 questions. The second COVID-19 question (Did your adverse childhood 

experiences hinder your coping during the COVID-19 pandemic?) was scaled from 0 (“Not at 

All”) to 100 (“Quite a Bit”). The mean response on this question was 32.89 (range = 0 to 100), 

with a standard deviation of 32.24. The fourth COVID-19 question (Did your adverse childhood 

experiences make it easier to cope during the COVID-19 pandemic?) was on a scale of 0 (“Not 

at All”) to 100 (“Quite a Bit”). On this question, the mean was 45.42 (range = 0 to 100), and the 

standard deviation was 33.52. To assess event centrality between ACEs and COVID-19, the sixth 

COVID-19 question (What do you think will be more central to your life story moving forward?) 



PREDICTED	POSTTRAUMATIC	GROWTH	 	 	40	

	

was scaled from 0 (“COVID-19”) to 100 (“Adverse Childhood Experiences”). Scores ranged 

from 0 to 100, with a mean response of 65.91 and standard deviation of 30.93. The eighth 

COVID-19 question (Did your level of self-worth change during the COVID-19 pandemic?) was 

from 0 (“Not at All”) to 100 (“Quite a Bit”). The mean on this question was 37.33 (range = 0 to 

100), with a standard deviation of 32.58. 

 For the post-hoc qualitative analysis, I used CQR-M (Spangler et al., 2012) to analyze the 

four qualitative COVID-19 questions into domains, categories, and proportion of responses 

(Table 10). Twenty-six participants did not provide any qualitative comment for any question 

and were excluded from the CQR-M analysis. Additionally, another 11 participants gave 

responses commenting on the study or provided responses that did not clearly fit into any 

domain. The research team agreed to not code these responses and excluded these participants 

from the CQR-M analysis, as these responses were unrelated to the aims of the post-hoc analysis. 

The other 139 participants offered relevant, qualitative responses that we coded into domains and 

categories. The research team decided on three domains, with two of the qualitative COVID-19 

questions in one domain and the other two questions each in a single domain. Example 

participant quotes of each category were outlined in Table 10. Regarding proportions in 

categories, Spangler et al. (2012) recommended combining or dropping any small, less relevant 

categories occurring infrequently, which they defined as < 1% of responses. The research team 

decided not to drop or combine any categories. We agreed the smallest categories were 

substantially different than other categories, and all categories were above 1% to follow Spangler 

et al.’s recommendation. 

One domain was “ACEs Affecting Coping Skills During the COVID-19 Pandemic” and 

included two COVID-19 questions (Please elaborate on how your adverse childhood 
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experiences made it more difficult to cope during the current pandemic and Please explain how 

your adverse childhood experiences influenced your coping skills during the current pandemic). 

There were four categories in this domain with 129 participant responses: “Contributed to 

Adaptive Coping Skills” (54.26%), “Increases in Emotional Pain” (38.76%), “Perceived No 

Relationship Between ACEs and the COVID-19 Pandemic” (30.23%), and “Contributed to 

Dysfunctional Coping Skills” (18.60%). Spangler et al. (2012) suggested important differences 

were a 30% difference or more between category proportions. An important difference in CQR-

M was a robust distinction between categories, where one category significantly contributed 

more to a domain than another category. Accordingly, Contributed to Adaptive Coping Skills 

was more important than Contributed to Dysfunctional Coping Skills, when considering how 

participants’ ACEs affected their coping skills in the pandemic. 

The next domain was “Meaning Making in One’s Life Story from Traumatic 

Experiences.” This was based off the seventh COVID-19 question (Please explain how your 

adverse, traumatic experiences (past and present) have helped you find meaning in life). A large 

category of “PTG” was found, and we coded responses into the five aspects of PTG as 

subcategories (“PTG: Appreciation of Life” = 17.36%, “PTG: New Possibilities” = 15.70%, 

“PTG: Relating to Others” = 14.88%, “PTG: Personal Strength” = 13.22%, and “PTG: 

Spiritual/Existential Changes” = 6.61%). Other categories in this domain included “Awareness 

of Changed Identity/Worldview” (28.10%), “Negative Meanings Made” (8.26%), “No Meaning 

Made” (7.44%), and “Sought Out Meaning Making” (3.31%). 

The third domain was “Changes in Self-Worth Due to the COVID-19 Pandemic,” which 

stemmed from the ninth COVID-19 question (Please elaborate on what you perceived caused 

the changes within your self-worth during the COVID-19 pandemic). Four broad categories were 
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found, and two of the four categories had multiple subcategories. One broad category, “Positive 

Change,” included the following subcategories: “Increased Self-Love/Self-Care” (9.52%), 

“Increased Adaptability” (6.67%), “Awareness of Contingency of Self-Worth” (4.76%),  

“Increased Connections Including Therapy” (4.76%), and “Universality of Experience” (1.90%). 

The broad category of “Negative Change” had four subcategories: “Work/School Issues” 

(15.24%), “Increased Loneliness/Isolation/Losses” (14.29%), “Increased Stress/Mental Health 

Symptoms” (11.43%), and “Concerns about Weight and Appearance” (6.67%). The other two 

categories in this domain were “No Changes” (36.19%) and “Unrelated Changes” (1.90%). 

Using the 30% difference threshold between categories (Spangler et al., 2012), No Changes was 

more important to self-worth during the COVID-19 pandemic than Awareness of Contingency of 

Self-Worth, Increased Connections Including Therapy, Universality of Experience, and 

Unrelated Changes. 
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CHAPTER IV 

Discussion 

 The purpose of this study was to examine the role of event centrality and contingencies of 

self-worth in posttraumatic growth (PTG), as a way to explain how constructivist self-

development theory (CSDT) helped to understand the processes contributing to PTG. To do so, 

correlations and a sequential multiple regression tested how event centrality and contingencies of 

self-worth predicted PTG. I hypothesized event centrality would be positively related with PTG, 

and higher event centrality would predict greater PTG. Additionally, I hypothesized 

contingencies of self-worth would be positively associated with PTG. I predicted the highest 

correlated self-worth domain with PTG (specifically, God’s love, virtue, family support, or 

others’ approval) would predict greater PTG in a sequential multiple regression. Lastly, I 

hypothesized event centrality would be a stronger predictor of PTG than the self-worth domain 

in the regression. Demographic variables (i.e., marital status and education level) and a question 

about COVID-19 impacting the results were included as covariates in the regression, thereby 

reducing this confounding impact on the results. Results indicated event centrality was a 

significant, positive predictor of PTG. Furthermore, God’s love was the only self-worth domain 

significantly correlated with PTG, and God’s love was a significant, positive predictor of PTG. 

As expected, event centrality was a stronger predictor of PTG than God’s love. 

 In the current study, it is important to note the specific relationships between variables 

that became apparent. Event centrality from adverse childhood experiences (ACEs) correlated 

with PTG (r = .35, p < .01) and predicted PTG (β = .30, p < .01). Event centrality in this study 

represented how an individual’s perception changed to make the ACE crucial to their identity. 

Within CSDT, ACEs were disruptive events to one’s schemas and caused the individual to 
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attribute meaning to the experience, and this helped them integrate the ACE into their 

understanding of themselves, others, and the world (Saakvitne et al., 1998). The degree to which 

this integration became core to their life story was their level of event centrality. Event centrality 

also explained how the ACE contributed to PTG within one’s internal narrative of their life. 

Individuals (who greatly struggled with making sense of the ACE) were able to redeem the ACE 

through discovering positive psychological changes afterwards in their story. In addition, event 

centrality consistently predicted PTG in several studies (Barton et al., 2013; Brooks et al., 2017; 

Cook, 2017; Wamser-Nanney et al., 2018). The current results aligned with the past literature, 

especially with Tranter and colleagues’ (2021) study that found event centrality mediated the 

relationship between ACEs and PTG. For those who have experienced ACEs, the higher 

centrality of these events predicted greater PTG. 

 In addition to event centrality, only one domain of self-worth was predictive of PTG. For 

participants who found more of their worth in God, God’s love was both positively correlated 

with PTG (r = .33, p < .01) and predictive of PTG (β = .25, p < .01). No participants were 

eliminated from this subscale on the Contingencies of Self-Worth Scale (CSW). If a participant 

did not hold a belief system that included a concept of God or God’s love, then they would have 

the lowest scores on this scale. For participants who scored higher on this scale, they were people 

who staked their worth on God’s love and would find their worth from believing they were 

loved, unique, and valued in God’s eyes (Crocker et al., 2003). In CSDT, contingencies of self-

worth referred to an individual holding constructed schemas and beliefs that their worth 

depended upon a particular domain of their life, such as God’s love. One area of personality 

development in CSDT where posttraumatic responses could create growth was in frame of 

reference, or a person’s usual way of comprehending their identity, worldview, and spirituality 
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(Saakvitne et al., 1998). This could explain why God’s love held the only significant relationship 

with PTG of all seven contingencies of self-worth. God’s love could be a framework for how an 

individual understands why their ACEs occurred and how they could grow from this experience 

with the help of a higher being. For those who did not believe in the concept of God, these 

participants may instead have an existential framework that connected their ACE to their growth. 

This likely was demonstrated in their spirituality/existential subscale of the PTGI-X. In addition 

to theory, Shand et al. (2015) discovered spirituality and religious coping were associated with 

PTG in a systematic review and meta-analysis. While spirituality and religious coping were not 

assessed in the current study, finding worth in God’s love meant people were likely motivated to 

invest in this domain to maintain their worth, such as through praying, attending religious 

services, or reading their spiritual texts. Individuals who believed they held inherent value and 

believed their God loved them, in turn, could struggle with the spiritual/existential meaning of 

their ACEs and had PTG as a result. Furthermore, God’s love could have been the only 

significant relationship with PTG among all domains of self-worth because one key part of PTG 

was spiritual/existential development. Tedeschi et al. (2017) suggested the center of PTG could 

be existential/spiritual/religious changes, as these types of concerns led to a transformation of the 

self and the trauma survivor’s understanding of their place in the universe. People who have 

faced ACEs and found their worth in God’s love transformed their understanding of themselves 

and of their place in the world to cultivate PTG. 

 The strength of event centrality and contingencies of self-worth as predictors of PTG also 

were considered in the current study. For the last hypothesis comparing event centrality and 

God’s love, the strongest predictor was based upon the standardized beta coefficients in the 

sequential multiple regression (Darlington & Hayes, 2016). Event Centrality (β = .30) was a 
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stronger predictor of PTG than God’s Love (β = .25). This result suggested event centrality 

contributed more to one’s trauma narrative and the disruption to their personality development in 

CSDT to predict PTG. While God’s love also predicted PTG, this contingency of self-worth 

explained the reconstruction of one’s trauma narrative to a lesser degree. Those who found their 

self-worth in God’s love would behave in ways contributing to success in this domain every day 

(Buckingham et al., 2012). When they needed to consider how their ACE event has impacted 

them, their ACE changing their central identity was stronger to predict PTG than their daily 

behaviors toward having God’s love. Notably, the difference in the standardized beta coefficients 

between event centrality and God’s love was not largely different. In another sample, the 

stronger of the two PTG predictors could switch and reveal these predictors hold similar 

influence on PTG. Perhaps it is not the strength of the predictors that matters—what is important 

for PTG is event centrality and God’s love as a contingency of self-worth both contribute to the 

reconstruction of one’s life narrative after ACEs.  

 It must be noted that the current study was conducted during the global COVID-19 

pandemic. Some participants, particularly younger ones who were students, might have been in 

lockdown with the source of their ACE while completing this study. This likely would cause the 

items about their trauma to be much more salient. Other participants who were more removed 

from their ACEs could still feel a similar sense of neglect or household dysfunction during 

mandated quarantines, which also could heighten their awareness of their trauma-based 

reactions. Time since the ACE also might have an impact on participants accurately recalling 

how their ACE influenced them. Older participants might not have the event centrality of their 

ACE as easily accessible as younger participants. They likely had other traumatic experiences 

that could conflate their responses on this study about their ACEs beyond COVID-19, such as 



PREDICTED	POSTTRAUMATIC	GROWTH	 	 	47	

	

significant car accidents, being in war zones in the Armed Forces, or life-threatening illnesses 

like cancer. Older participants also could have more memory decline about their ACE. Assessing 

age in the current study could serve as a proxy for time since the ACE, because ACEs only 

included what happened before one’s 18th birthday. However, there was not a significant 

relationship between age and PTG after ACEs in this study (r = -.11, p = .17). This likely 

reflected how the malleability in trauma reactions occurred within the first three months after 

trauma exposure, and these trauma reactions stabilized after three months (Bryant et al., 2017; 

Rothbaum et al., 1992). Participants’ reactions to their ACEs appeared to have stabilized 

regardless of age, as the youngest participant was 20 years old and well beyond three months 

since their 18th birthday. Nonetheless, all participants were actively experiencing the ongoing 

COVID-19 pandemic while completing the study. Data collection began in September 2020, 

which was approximately 6 months from than the beginning of the global shutdown. Thus, 

participants’ reactions to COVID-19 were likely stabilized and could be explained in the current 

study. 

Accordingly, one of the COVID-19 questions in the study asked participants to what 

degree did the current pandemic influence their responses. This question held a significant, 

small-medium, positive association with PTG (r = .28, p < .01). Thus, the greater a participant 

perceived the COVID-19 pandemic affected their answers, the more PTG they also reported. 

This aligned with multiple studies reporting increased PTG in response to the COVID-19 

pandemic (Lau et al., 2021; Sun et al., 2021; Vazquez et al., 2021; Yan et al., 2021). 

Furthermore, meaning making was not directly studied, or the process of reconciling 

incongruences between one’s global meaning system and possible meanings derived from 

trauma (Park, 2010). However, meaning making was often a part of the PTG process, and it also 
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was described as having persistence in cognitive processing of a traumatic experience (Tedeschi 

& Calhoun, 2004). The COVID-19 pandemic was a collective trauma experience disrupting how 

people perceived their life would continue. As people persisted in cognitively processing this one 

type of traumatic experience, they also re-processed their ACEs and reported in the current study 

that ACEs were slightly more important than COVID-19 in their life narrative (M =65.91, SD = 

30.93). To illustrate this point, one participant wrote, “I think COVID-19 just forced me to face 

my issues with my self-worth. It forced me to reflect on the damage my parents choices and 

actions did to me.”  

Additionally, participants also described aspects of post-traumatic growth in their 

qualitative responses about making meaning of their present and past traumatic experiences. 

Some participants (28.10%) reported awareness of their traumatic experiences altering their 

identity and/or worldview, and other participants described positive, negative, or no meanings 

made. More than half of the responses were coded as the five aspects of PTG: “PTG: 

Appreciation of Life” = 17.36%, “PTG: New Possibilities” = 15.70%, “PTG: Relating to Others” 

= 14.88%, “PTG: Personal Strength” = 13.22%, and “PTG: Spiritual/Existential Changes” = 

6.61%. This finding supported the quantitative findings of PTG in the current study, as 

participants found positive, growth-oriented meanings to redeem their traumatic experiences. On 

the other hand, 8.26% of participant responses included “Negative Meanings Made” from their 

traumatic experiences, and 7.44% of participant responses were coded as “No Meaning Made.” 

Not finding meaning or finding negative meanings also could be a part of the meaning-making 

process in one’s life story. Those who centralize their trauma in their development were at a 

higher risk for worsened psychological outcomes (Wamser-Nanney et al., 2018), and these 

highly accessible schemas from one traumatic experience were readily available for successive 
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traumatic events (Berntsen & Rubin, 2006). This could explain the negative meanings, because 

participants may have held a higher awareness of their worsened psychological outcomes from 

their ACEs to the COVID-19 pandemic. For those who have not made meaning, they may not 

have sought out meaning making like a few others in the study (3.31%), or their outcome of 

trauma could be that they perceived themselves as the same person before and after the traumatic 

event, which did not hold much meaning for them (Schubert et al., 2016). Despite negative or no 

meanings made, more than half of participant responses in this domain (67.26%) indicated PTG 

was a part of making meaning. Like Tranter et al. (2021) discovered, ACEs served as a catalyst 

for PTG through event centrality. In the current study, both quantitative and qualitative responses 

suggested cognitive processing of one’s centralized traumatic experiences also appeared to serve 

as a catalyst for PTG. 

Along with meaning making, ACEs appeared to influence coping skills during the 

COVID-19 pandemic. Quantitative results revealed ACEs somewhat hindered coping (M =32.89, 

SD = 32.24) and also made coping easier (M = 45.42, SD =33.52) during the COVID-19 

pandemic. This was further explained in the qualitative analysis showing ACEs contributed to 

Adaptive Coping (54.26%), Increases in Emotional Pain (38.76%), No Relationship (30.23%), or 

Dysfunctional Coping (18.60%) in the COVID-19 pandemic. Regarding perceived growth in the 

COVID-19 pandemic, Asmundson et al. (2021) found a real growth pattern and an illusory 

growth pattern in participants. Those with illusory growth reported high growth and also higher 

uses of alcohol, worsening symptoms, and high disability since the onset of the pandemic. In the 

present study, Increases in Emotional Pain and Dysfunctional Coping may have related to 

illusory growth. However, it also may have connected to people experiencing both PTG and 

PTSD at the same time, which was beyond the scope of the current study (Liu et al., 2017; 
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Shakespeare-Finch & Lurie-Beck, 2013). Furthermore, ACEs Contributed to Adaptive Coping 

Skills (54.26%) during the COVID-19 pandemic was more important than Contributed to 

Dysfunctional Coping Skills (18.60%), with a 35.66% response difference between these 

categories. This suggested people’s coping skills were better in current adversity because of their 

past adverse experiences. This also supported PTG as a contributing factor to subsequent 

resilience in a subset of people (Lee et al., 2020). Based on the results of the current study, 

people were able to bring good out of their ACEs through using adaptive coping skills during a 

global pandemic. 

The final post-hoc analysis was to assess changes in self-worth during the COVID-19 

pandemic. Quantitative results indicated some participants endorsed changes in their self-worth 

during the global pandemic (M = 37.33, SD = 32.58). Participants described negative changes 

(47.63%), no changes (36.19%), positive changes (27.61%), and unrelated changes (1.90%) in 

their qualitative responses about their self-worth changing in the pandemic. For the responses 

coded as positive changes, these positive changes included Increased Self-Love/Self-Care 

(9.52%), Increased Adaptability (6.67%), Awareness of Contingency of Self-Worth (4.76%), 

Increased Connections, Including Therapy (4.76%), and Universality of Experience (1.90%). 

These results suggested participants found improvement in their self-worth when they invested in 

themselves, became more aware of where they draw their worth from, improved their 

adaptability, and invested in connecting with others. Other participants reported negative 

changes, such as Work/School Issues (15.24%), Increased Loneliness/Isolation/Losses (14.29%), 

Increased Stressed/Mental Health Symptoms (11.43%), and Concerns about Weight and 

Appearance (6.67%). Adverse changes during the COVID-19 pandemic also were reported in 

other studies: personal economic anxiety (Mann et al., 2020), negative emotional reactions and 
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elevated levels of loneliness (Besser et al. 2020), and higher body appearance evaluation in 

women (Baceviciene & Jankauskiene, 2021). Notably, about a third of participants (36.19%) 

perceived no changes in their self-worth during the pandemic. This likely revealed some 

participants had trait resilience, or an ability to rebound after experiencing trauma (Bensimon, 

2012). While studying resilience went beyond the present study, resilience developed as a 

potential outcome of adversity (Carver, 1998)--such as an outcome after ACEs—and frequently 

overlapped with PTG (Lepore & Revenson, 2006). Resilience may explain why some 

participants experienced changes in their self-worth and others experienced relatively little to no 

changes in their self-worth. 

Strengths and Limitations 

 The present study had multiple strengths and limitations to note. One strength of the 

methods/analysis was using a regression study instead of an experimental study. It would be 

unethical to have participants endure ACEs and complete other questionnaires, when ACEs were 

linked to many negative outcomes (Kalmakis & Chandler, 2015). Thus, it was important to 

assess past ACEs, the centrality of the ACEs, and contingencies of self-worth in a regression 

model to predict PTG. Another strength of the study was construct validity, or how well chosen 

variables captured the essence of the hypothetical construct (Shaddish et al., 2002). In particular, 

constructs were explicitly described to ensure correct inferences were made about the 

relationship between the construct itself and the operation of the construct in the study. While 

limitations included mono-method bias and mono-operation bias from using only one self-report 

measure for each construct, the instruments in the study held strong convergent validity with 

other instruments intended to measure similar constructs. This indicated support for the chosen 

instruments in measuring their intended constructs and in reducing measurement error.  
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A third strength of the study was adding COVID-19 questions to the instruments and 

analyses. These questions reduced the threat of a concurrent historical event on the internal 

validity of the study. The COVID-19 pandemic was an ongoing event at the time of data 

collection. This pandemic impacted participants to differing degrees, yet there was a significant 

relationship between COVID-19 affecting participants’ answers on the study and PTG. Some 

demographic variables (i.e., educational level and martial status) were significantly correlated 

with PTG too. Due to these significant relationships, COVID-19 and other demographic 

variables were confounding factors and added into the first step of the regression model to 

reduce this impact on the results. Moreover, the COVID-19 post-hoc analyses provided more 

information about ACEs impacting coping skills in a pandemic, internal narratives and meaning 

making between ACEs and COVID-19, and self-worth changing because of the pandemic. These 

analyses helped detail the interaction between this historical event and the results, along with 

providing avenues for potential future research about the COVID-19 pandemic. 

 Besides the strengths of the current study, several limitations need considered. The first 

limitation of the study was in the design of the COVID-19-related questions and CQR-M 

analysis. Due to its nature as an online survey that was completed before any analyses, the CQR-

M raters were unable to ask follow-up questions to any confusing COVID-19 answers. This 

follow-up would allow for greater accuracy in interpreting participants’ responses. To mitigate 

this issue, the CQR-M raters freely discussed our biases while interpreting confusing responses, 

and we agreed to code ambiguous responses as N/A. For example, one participant rated an 82 out 

of 100 about their changed self-worth as a result of the COVID-19 pandemic, but their attributed 

cause to this change was “work from home.” Other participant responses on these questions were 

easily categorized as positive, negative, unrelated, or no changes. This example response 
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revealed the participant noticed quite a bit of change to their self-worth, but it was unclear if 

working from home contributed to positive or negative self-worth changes. Thus, we coded this 

response as N/A. If the design of the study had allowed for a semi-structured interview during 

the COVID-19 questions, then the study may have uncovered additional themes or categories. If 

nothing else, an additional COVID-19 question—one directly asking if self-worth changed in a 

positive or negative way—could have improved interpretation of ambiguous responses. 

 A second limitation of the present study was a threat to external validity due to the 

demographic makeup of the participants. Participants were primarily White (80.1%), employed 

for wages (73.9%), and earned at least a bachelor’s degree (73.8%). This limits generalizing the 

results to the greater U.S. population and across cultures. In the 2020 census, the U.S. population 

was 76.3% White, 63.0% were employed in the civilian labor force, and 32.1% earned a 

bachelor’s degree or higher (United States Census Bureau, n.d.). The majority of participants in 

this study were somewhat similar to the 2020 U.S. population, but they were different than those 

who typically experience ACEs. Adult members of the following identity groups reported 

experiencing significantly more ACEs than other identity groups: Black (compared to White), 

Hispanic (compared to White), multiracial (compared to all other races/ethnicities), sexual 

minority individuals, females, 25-34 years olds, and those with lower income/educational 

attainment (Giano et al., 2020). Accordingly, the majority of participants in the current study 

were at less risk of experiencing ACEs than other identity groups, which also decreases other 

health risks associated with ACEs (CDC & Kaiser Permanente, 2016). Further research with 

participants holding minority identities may reveal differences in event centrality, contingencies 

of self-worth, and PTG. In particular, recruitment should seek out areas with higher rates of 

minority groups. This can include specific neighborhoods, homeless shelters, LGBTQIA 
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resource centers, international resource centers, mosques and other religious temples, among 

others. In this way, representation of minority and underrepresented groups can be expanded in 

future studies. 

In addition, 50 participants were eligible for the study and began the study, but they did 

not complete it. It was possible these participants were significantly different than those who 

completed the study. They likely could not withstand focusing on their ACEs and chose to 

discontinue to the study. However, this attrition also could show which individuals struggled 

with and made meaning of their ACEs, and those individuals who did not care enough about this 

to complete a research study. 

 Another limitation included the design of the spiritual/religious identity question on the 

demographic questionnaire. This question was open-ended, which allowed for misspellings of 

religions and possible confusion about what question was being asked and answered. For 

example, some responses to this question were “Black,” “Conservative,” “United States,” and 

“White,” and these responses were not any clearly identifiable religion, if a religion at all. A 

clearer way to assess spiritual/religious identity would be a multiple-choice question that listed 

the major religions of the world and an other category for write-in responses. 

 Finally, it is important to remember past research uncovered many significant predictors 

of PTG not assessed in the current study. These predictors included currently receiving 

psychotherapy interventions (Owen, 2016; Roepke, 2015), making meaning of adverse 

experiences (Zeligman et al., 2018), resilience (Duan et al., 2015), higher social support (Brooks 

et al., 2018), and lower negative religious coping (Thomas & Savoy, 2014), among others. 

Including these predictors as confounding variables in the present study would have revealed the 

unique addition of event centrality and God’s love to predict PTG. On the other hand, including 
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too many variables in a regression model would make the model complex and would lead to 

overfitting issues. Overfitting a regression model greatly explains the variance in one data set, 

but it also describes random error in the data and quirks in the sample, rather than reflecting the 

population (Darlington & Hayes, 2016). Furthermore, these predictors of PTG included studies 

of participants with traumatic experiences during adulthood, instead of solely focusing on 

predictors between ACEs and PTG. It may be more productive when studying ACEs to assess 

relevant risk factors and protective factors for potential confounding variables on the results. 

Implications for Theory, Research, and Practice 

 The present study could hold multiple implications on theory, research, and practice. For 

theory, the present study was based on CSDT and can result in empirical evidence to support 

how PTG occurs after adverse, potentially traumatic experiences in CSDT. CSDT provides a 

conceptual framework for understanding how a traumatic experience disrupts a person’s schemas 

and beliefs about their identity and worldview, which further impacts how their personality 

develops across time (Saakvitne et al., 1998). The current study adds to the theoretical 

understanding of PTG through demonstrating how adverse experiences in childhood contribute 

to growth reported in later developmental stages. Higher disruption of one’s schemas and beliefs 

can solidify higher event centrality, as the person struggles to make sense of what their ACEs 

mean to their identity and ways of perceiving the world. In turn, this leads to the person 

evaluating how they have experienced positive psychological benefits and re-integrated their 

schemas and beliefs into their life story because of the ACEs disruption. Likewise, the concept of 

contingencies of self-worth is important in the conceptual understanding of PTG because 

someone could alter their domain of self-worth after having ACEs. In particular, they may 

perceive a challenge to their schemas and beliefs about their spirituality, especially for those who 
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believe in the concept of God. For example, a person may struggle to understand how their 

loving God did not prevent their ACEs from occurring. In this struggle, they may come to realize 

how their suffering has allowed them to connect more meaningfully with others, and they may 

have a greater awareness of the multiple ways God showed them love throughout the ACEs. In 

this way, finding their worth in God’s love predicts their PTG. 

 While this study focused on CSDT as the central theory, the variables of event centrality 

and God’s love on PTG also could be studied through attachment theory. In attachment theory, 

infants quickly formed a bond with their caregivers, and the quality of this bond contributed to 

the infants’ later attachment style (Bowlby, 1973). A secure attachment style could be formed as 

a child with their parents, or secure attachments could be built from one’s social support, like 

from care workers (Virat & Dubreil, 2020). Having an insecure attachment with one’s parents 

because of ACEs, yet a secure attachment with another adult, could contribute to one’s event 

centrality while still preventing worsened outcomes. Among male offenders in a court-ordered 

diversion program, insecure attachment was positively correlated with ACEs and PTSD 

symptoms, but secure attachment was negatively correlated with ACEs and PTSD symptoms 

(Quinones, 2020). The results of Quinones’s study emphasized how important secure 

attachments were in preventing worsened outcomes. These results also aligned with the results of 

a study about children living in residential foster care facilities in Japan. These children’s secure 

attachment scores negatively predicted depressive symptoms, and ambivalent attachment and 

avoidant attachment had a direct path of positively predicting depressive symptoms (Suzuki & 

Tomoda, 2015). In general, secure attachment with parents or social support could mitigate the 

adverse impact of ACEs. Attachment theory could be expanded to include how God’s love might 
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serve as a proxy for participants who do not have strong, secure, positive attachments with their 

primary caregivers. 

Another implication is in the realm of future research. This study was originally designed 

for adults currently receiving psychotherapy services, until it needed to be modified because the 

COVID-19 pandemic stopped in-person psychotherapy sessions. In my extensive literature 

search, contingencies of self-worth were never studied in a clinical population with trauma 

histories or with ACEs, and future researchers should validate if the same domains of self-worth 

are found in a clinical sample. After validating the Contingencies of Self-Worth Scale in this 

sample, replicating the current study in a clinical population can help determine if predictors of 

PTG are different across various types of participant samples. Furthermore, the current study 

adapted the Contingencies of Self-Worth Scale from academic competency items to 

academic/work competency items, in order for the Competency domain to apply to more 

participants. Due to a small sample size preventing a confirmatory factor analysis in the current 

study, future studies should continue exploring the concept of competency in self-worth and use 

a large enough sample to conduct a confirmatory factor analysis about changing the wording on 

the items to academic/work competency. This type of research may reveal if academic 

competency is substantially different than work competency in finding one’s worth.  

In addition to studying the competency aspect of self-worth, further research should 

continue studying God’s love as a contingency of self-worth for those with a religious 

orientation. There may be nuances between participants investing in God’s love for their self-

worth, which may change if God’s love is predictive of PTG. For example, God’s love as a 

construct needs studied across religions, in order to uncover which religious identities are more 

directly tied to this domain of self-worth. However, this type of research is likely not enough to 
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explain this contingency of self-worth, because two participants could both identify as Catholic 

and have drastically different scores on the God’s love subscale on the CSW. This needs studied 

alongside one’s daily investment (or engagement) in their religious practices associated with 

their religion, as this investment/engagement may explain the differences in perceptions of God’s 

love.  

Additionally, psychotherapy intervention studies could seek to change where clients draw 

their worth from and assess how these changes impact PTG. In a psychotherapy intervention 

study with event centrality, Boals and Murrell (2016) identified how decreasing event centrality 

using a modified version of Acceptance and Commitment Therapy led to significant decreases in 

PTSD symptoms. Another clinical study in the future could assess how changing event centrality 

impacts changes in PTG scores. Future research also could match participants on either centrality 

of event scores or self-worth domains and examine if demographic variables add new, significant 

differences for PTG growth. This will add how an individual’s diverse identities relate to the 

PTG process.  

For another research implication, COVID-19-related studies are ongoing and are likely to 

be a part of research for several years, if not decades longer. Future researchers could investigate 

why participants perceive their ACEs or COVID-19 is more central to their identity, along with 

exploring various influencing factors on this perception of event centrality. In the results of this 

study, some participants reported their sense of self-worth changed because of the COVID-19 

pandemic. Future studies could be designed to assess how COVID-19 isolation periods and 

quarantines have impacted self-worth, reflections on one’s previous traumatic experiences, and 

PTG. 
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Besides theory and research, results from the present study could have numerous clinical 

implications. Therapists may better understand how ACEs change clients’ developmental paths, 

and therapists can help clients process the impact of ACEs through exploring how it has changed 

the person’s internal life narrative. Based on the current results, therapists may want to ask about 

ACEs and the COVID-19 pandemic during intake sessions—specifically while assessing trauma 

history and outcomes. The ongoing COVID-19 pandemic is a public health crisis and can be 

considered a collective trauma, or “…a trauma that is experienced by numerous individuals 

simultaneously” (Dekel & Tuval-Mashiach, 2012, p. 56). It likely will be important for therapists 

to process the COVID-19 pandemic and how this disrupted clients’ schemas and beliefs about 

their worth, identity, work, connections with others, and spirituality. Following processing 

clients’ event centrality, the present study could inform therapists that they need to focus on self-

worth and the religious/spiritual identities of clients. Drawing one’s self-worth from an external 

source was linked to narcissism, lower self-esteem, more neuroticism, and worsened well-being 

(Crocker et al., 2003). For those score higher on the God’s love subscale on the CSW, God’s 

love is an internal contingency of self-worth and thus is intrapersonal and resilient in nature 

(Crocker et al., 2003). On a positive note, contingencies of self-worth are malleable, so a 

therapist could seek to change where a client derives worth (Buckingham et al., 2012). Based on 

the current results, religious clients benefit from drawing their worth from God’s love, which in 

turn makes them more likely to gain PTG. In general, therapists could use results from the 

present study to improve outcomes in therapy and be more informed when helping clients work 

toward growth. 
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Conclusion 

 Investigations of the prevalence of ACEs suggested 36.1% to 97.6% of adults 

experienced at least one ACE (e.g., CDC & Kaiser Permanente, 2016; Merrick et al., 2018; 

Mwakanyamale et al., 2018; Riedl et al., 2020). Various studies consistently linked ACEs to 

negative psychological, social, and physical changes enduring throughout adulthood (Kalmakis 

& Chandler, 2015). Furthermore, PTG positively correlated with spirituality, centralizing one’s 

identity around a traumatic experience, and self-worth in independent studies of these factors 

(Boals & Ruggero, 2016; Brooks et al., 2017; Cook, 2017; Maschi & Gibson, 2012; Shand et al., 

2015; Vanhooren et al., 2017). Accordingly, I designed the current study to test a regression 

model of event centrality and contingencies of self-worth as predictors of PTG, drawing from 

CSDT (Saakvitne et al., 1998). Results indicated event centrality and God’s love positively 

correlated with PTG. Thus, event centrality and God’s love were predictor variables in the 

sequential multiple regression, and these variables significantly predicted PTG in the model. 

Other contingencies of self-worth did not significantly correlate with PTG. Due to conducting 

the study during a global pandemic, an instrument included COVID-19 related questions, and 

these questions were used in the regression model and post-hoc analyses. One result indicated 

PTG was significantly correlated with COVID-19 impacting participant’s answers. Thus, this 

COVID-19 question was used in the regression model as a covariate, along with other 

demographic variables that held a significant relationship with PTG. Post-hoc analyses suggested 

ACEs affected participants’ coping skills during the pandemic, changes in self-worth occurred as 

a result of the pandemic, and participants made meaning of their traumatic experiences. 

 The findings of this study demonstrate the importance of finding growth after adverse 

experiences in childhood. For those who believe in the concept of God, God’s love was the only 
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Contingencies of Self-Worth subscale significantly related with PTG. Future researchers should 

continue studying this concept and discover if it continues to be predictive of PTG across 

religions and across different levels of spiritual investment. The concept of finding one’s worth 

in their competency needs further studied because it often only includes academic competency 

and thus limits studying this concept. In addition, event centrality positively correlated with 

depression, PTSD, and PTG (Wamser-Nanney et al., 2018), and event centrality was predictive 

of PTG in the current study. Clinical interventions aimed at event centrality likely could decrease 

depression and PTSD, while also improving PTG after ACEs. Finally, the COVID-19 pandemic 

is ongoing and likely will be the subject of future research and clinical interventions for many 

years. Hopefully the results of this study will be a beginning point for researchers and clinicians 

to understand how a global pandemic impacts adults with ACEs. 
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Table 1 

Descriptive Statistics for Endorsed ACEs by Number of ACEs 

Number of ACEs Endorsed n Percentage of Sample 

1 36 20.5 

2 24 13.6 

3 26 14.8 

4 26 14.8 

5 23 13.1 

6 19 10.8 

7 6 3.4 

8 8 4.5 

9 8 4.5 

 



PREDICTED	POSTTRAUMATIC	GROWTH	 	 	63	

	

Table 2 

Descriptive Statistics for Endorsed ACEs by Type of ACE 

Type of ACE Endorsed n Percentage of Sample 

Sexual Abuse 

     Chose not to answer 

0 

1 

0.0 

0.6 

Emotional Abuse 98 55.7 

Physical Abuse 72 40.9 

Emotional Neglect 

    Chose not to answer 

90 

1 

51.1 

0.6 

Physical Neglect 

     Chose not to answer 

50 

1 

28.4 

0.6 

Parental Separation/Divorce 

      Chose not to answer 

103 

1 

58.5 

0.6 

Mother/Stepmother Treated Violently 53 30.1 

Substance Abuse in the Household 80 45.5 

Mental Illness in the Household 93 52.8 

Incarcerated Household Member 34 19.3 
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Table 3 

Descriptive Statistics for Demographic Variables 

Demographic Attribute n Percentage of Sample 

Gender 

     Female 

     Male 

     Non-Binary 

     Chose not to answer 

 

104 

62 

1 

9 

 

59.1 

35.2 

0.6 

5.1 

Race/Ethnicitya 

     African-American/Black 

     Asian-American/Asian 

     American Indian/Native American or Alaskan Native 

     Hispanic/Latinx 

     White 

     Native Hawaiian or Pacific Islander 

     Multiracial/Multiethnic 

     Chose not to answer 

 

6 

5 

1 

4 

141 

0 

9 

10 

 

3.4 

2.8 

0.6 

2.3 

80.1 

0.0 

5.1 

5.7 

Relationship Statusa 

     Single 

     Serious dating or committed relationship 

     Married/Partnered 

     Separated 

 

43 

32 

85 

0 

 

24.4 

18.2 

48.3 

0.0 
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     Divorced 

     Widowed 

     Chose not to answer 

8 

1 

9 

4.5 

0.6 

5.1 

Minority Statusa 

     Gay/Lesbian 

     Bisexual 

     Asexual 

     Pansexual 

     Questioning 

     Queer 

     Intersex 

     Agender 

     Transgender 

     N/A 

     Chose not to answer 

 

8 

38 

9 

4 

3 

3 

3 

1 

0 

82 

28 

 

4.5 

21.6 

5.1 

2.3 

1.7 

1.7 

1.7 

0.6 

0.0 

46.6 

15.9 

Religious Identity 

     Agnostic 

     Agnostic but interested in eastern spirituality 

     Agnostic, raised Christian 

     Atheist 

     Baptist 

     Black 

 

14 

1 

1 

13 

1 

1 

 

8.0 

0.6 

0.6 

7.4 

0.6 

0.6 
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     Buddhist 

     Catholic 

     Christian or Christianity 

     Christian—Presbyterian 

     Church of God 

     Conservative  

     Evangelical Christian 

     Islam 

     Jewish 

     Lutheran 

     Methodist 

     Polytheist pagan Druid 

     Previously Catholic—not practicing now—would 

               say Christian and spiritual more than religious 

     Protestant 

     Questioning religious faith/Christian 

     Raised Christian 

     Raised Christian, more spiritual now 

     Roman Catholic 

     Spiritual 

     Spiritual, not religious 

     Traditional Christian 

2 

23 

56 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

 

3 

1 

1 

1 

3 

1 

1 

1 

1.1 

13.1 

31.8 

0.6 

0.6 

0.6 

0.6 

0.6 

0.6 

0.6 

0.6 

0.6 

0.6 

 

1.7 

0.6 

0.6 

0.6 

1.7 

0.6 

0.6 

0.6 
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     Unitarian Universalist 

     United States 

     White 

     Wiccan 

     N/A or None or None Specifically or Nonreligious or 

          Not religious  

     Chose not to answer 

1 

1 

1 

1 

21 

 

17 

0.6 

0.6 

0.6 

0.6 

11.9 

 

9.7 

Highest Level of Education Achieved 

     Some high school, no diploma 

     High school graduate (diploma or equivalent [GED]) 

     Some college credit, no degree 

     Trade/technical/vocational training 

     Associate degree 

     Bachelor’s degree 

     Master’s degree 

     Doctorate degree 

     Chose not to answer 

 

1 

12 

18 

1 

5 

81 

30 

19 

9 

 

0.6 

6.8 

10.2 

0.6 

2.8 

46.0 

17.0 

10.8 

5.1 

Professional/Employment Statusa 

     Employed for wages 

     Self-employed 

     Out of work and looking for work 

     Out of work but not currently looking for work 

 

130 

15 

3 

2 

 

73.9 

8.5 

1.7 

1.1 
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     A homemaker 

     A student 

     Military 

     Retired 

     Unable to work 

     Chose not to answer 

6 

18 

2 

5 

1 

9 

3.4 

10.2 

1.1 

2.8 

0.6 

5.1 

 
Note. n = 176. Participants were on average 33.9 years old (SD = 9.7) and ranged from 20 years 
old to 70 years old, with 9 participants (5.1%) choosing not to answer about their age. 
 
a Participants were able to choose more than one response in the category. 
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Table 4 

Descriptive and Reliability Statistics for Observed Variables 

Instrument Cronbach’s 

Alpha 

n of Items Mean Standard 

Deviation 

Skewness Kurtosis 

CESa 0.95 20 72.15 17.12 -0.89 0.61 

CSW APPa 0.74 5 4.97 1.08 -0.08 -0.69 

CSW Ca 0.76 5 5.53 0.97 -0.61 0.03 

CSW COMPa 0.86 5 5.02 1.12 -0.94 1.16 

CSW FAMa 0.77 5 5.20 1.05 -0.89 1.52 

CSW GODa 0.96 5 3.88 1.97 -0.24 -1.31 

CSW OAa 0.73 5 4.38 1.26 0.03 -0.29 

CSW VIRTa 0.83 5 5.42 1.03 -0.90 0.40 

PTGIXa 0.94 25 57.00 26.60 -0.01 -0.62 

COV1b - 1 30.74 32.16 0.52 -1.22 

COV2 c - 1 32.89 32.24 0.36 -1.46 

COV4 d - 1 45.42 33.52 -0.04 -1.32 

COV6 e - 1 65.91 30.93 -0.81 -0.37 

COV8 f - 1 37.33 32.58 0.18 -1.49 

 
Note. CES=Centrality of Events full scale; CSW APP=Appearance subscale on the 
Contingencies of Self-Worth Scale (CSW); CSW C= Competency subscale on the CSW; CSW 
COMP=Competition subscale on the CSW; CSW FAM=Family Support subscale on the CSW; 
CSW GOD=God’s Love subscale on the CSW; CSW OA=Others’ Approval subscale on the 
CSW; CSW VIRT=Virtue subscale on the CSW; PTGIX=Posttraumatic Growth Inventory-
Extended full scale; COV1=COVID-19 first question; COV2=COVID-19 second question; 
COV4=COVID-19 fourth question; COV6=COVID-19 sixth question; COV8=COVID-19 eighth 
question. 
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a n = 176. b n = 144. c n = 152. d n = 148. e n = 162. f n = 150. 
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Table 5 

Pearson r and Point-Biserial Correlations Between Demographic Variables and PTG 

Demographic Variable PTGIX 

Age -.11 

Phase .09 

Gender .03 

Race/Ethnicity 

     Black/African-American 

     American Indian/Native American or Alaskan Native 

     Asian/Asian-American 

     Hispanic/Latinx 

     Multiracial/Multiethnic 

 

.05 

-.14 

-.12 

.08 

.01 

Marital Status 

     Married/Partnered 

     Divorced 

     Widowed 

 

.23** 

-.09 

-.03 

Minority Status .16 

Highest Level of Education Achieved (Bachelor’s Degree or Higher) .20** 

Employment Status 

     Employed for Wages/Self-Employed 

 

.12 

 
Note. PTGIX=Posttraumatic Growth Inventory-Extended full scale 
 
*Correlation is significant at the 0.05 level (2-tailed). **Correlation is significant at the 0.01 
level (2-tailed).
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Table 6 
 
Pearson r Correlations Among Observed Variables 

Variable PTGIX CES CSW 

APP 

CSW 

C 

CSW 

COMP 

CSW 

FAM 

CSW 

GOD 

CSW 

OA 

CSW 

VIRT 

COV1 

CES .35**          

CSW 

APP 

-.09 .17*         

CSW  

C 

-.11 .13 .35**        

CSW 

COMP 

.11 .28** .18* .34**       

CSW 

FAM 

.11 .08 .35** .39** .23**      

CSW 

GOD 

.33** .14 -.22** -.10 .23** .07     

CSW 

OA 

-.13 .18* .62** .26** .06 .31** -.21**    

CSW 

VIRT 

.10 .09 .03 .40** .17* .31** .23** .10   

COV1 .28** .34** -.24** -.15 .20* .03 .49** -.20* .02  

 
Note. CES=Centrality of Events full scale; CSW APP=Appearance subscale on the 
Contingencies of Self-Worth Scale (CSW); CSW C= Competency subscale on the CSW; CSW 
COMP=Competition subscale on the CSW; CSW FAM=Family Support subscale on the CSW; 
CSW GOD=God’s Love subscale on the CSW; CSW OA=Others’ Approval subscale on the 
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CSW; CSW VIRT=Virtue subscale on the CSW; PTGIX=Posttraumatic Growth Inventory-
Extended full scale; COV1=COVID-19 first question. 
 
*Correlation is significant at the 0.05 level (2-tailed). **Correlation is significant at the 0.01 
level (2-tailed). 
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Table 7 

Coefficients Table with Collinearity Statistics of Variables to Predict PTG in the Sequential 

Multiple Regression 

Model Unstandardized 

Coefficients 

Standardized 

Coefficients 

Beta 

t Sig. Collinearity 

Statistics 

B Standard 

Error 

Tolerance VIF 

1 (Constant) 42.62 4.82  8.85 <.01   

Married 9.72 4.65 .18 2.09 .04 .81 1.24 

Divorced -2.33 9.49 -.02 -.25 .81 .93 1.08 

Widowed 5.38 25.58 .02 .21 .84 .97 1.03 

Education  7.11 5.29 .11 1.34 .18 .87 1.15 

COV1 .16 .07 .19 2.28 .02 .87 1.15 

2 (Constant) 1.73 9.77  .18 .86   

Married 10.76 4.34 .20 2.48 .01 .80 1.25 

Divorced -5.10 8.81 -.04 -.58 .56 .92 1.08 

Widowed -7.43 23.88 -.02 -.31 .76 .96 1.05 

Education 4.73 4.93 .08 .96 .34 .86 1.16 

COV1 -.03 .08 -.03 -.34 .74 .64 1.56 

CES .48 .13 .30 3.78 <.01 .87 1.16 

CSW GOD 3.39 1.16 .25 2.92 <.01 .74 1.35 

 
Note. Married: 1=yes, 0=no; Divorced: 1=yes, 0=no; Widowed: 1=yes, 0=no; Education: 
1=bachelor’s degree or higher (master’s and doctorate), 0=do not have a bachelor’s, master’s, or 
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doctorate degree; COV1=COVID-19 first question; CES=Centrality of Events full scale; CSW 
GOD=God’s Love subscale on the CSW; Criterion variable=Posttraumatic Growth Inventory-
Extended full scale. 
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Table 8 

Sequential Multiple Regression Summarya 

Model R R2 Adjusted 

R2 

Std. Error 

of the 

Estimate 

Change Statistics 

R2 

Change 

F 

Change 

df1 df2 Sig. F 

Change 

1b .37 .13 .10 25.13 .13 4.24 5 138 <.01 

2c .52 .27 .23 23.27 .13 12.46 2 136 <.01 

 

a Criterion Variable: Posttraumatic Growth Inventory-Extended full scale. b Predictors: 
(Constant), married, divorced, widowed, education level, and COVID-19 first question. c 
Predictors: (Constant), married, divorced, widowed, education level, COVID-19 first question, 
CES full scale, and God’s Love subscale on the CSW. 
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Table 9 

ANOVA Table for the Sequential Multiple Regressiona 

Model Sum of 

Squares 

df Mean 

Square 

F Sig. 

1b Regression 13393.85 5 2678.77 4.24 <.01 

Residual 87124.84 138 631.34   

Total 100518.69 143    

2c Regression 26886.16 7 3840.88 7.09 <.01 

Residual 73632.53 136 541.42   

Total 100518.69 143    

 

a Criterion Variable: Posttraumatic Growth Inventory-Extended full scale. b Predictors: 
(Constant), married, divorced, widowed, education level, and COVID-19 first question. c 
Predictors: (Constant), married, divorced, widowed, education level, COVID-19 first question, 
CES full scale, and God’s Love subscale on the CSW. 
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Table 10 

Response Frequencies and Proportions of Categories within Domains for the Qualitative 

COVID-19 Questionsa 

Domain/Category Illustrative Quotes  n 

Participant 

Response 

Per Domain 

Frequency 

of 

Category 

Proportion 

in 

Category 

Domain: ACEs Affecting Coping Skills During the COVID-19 Pandemic 

Contributed to 

Adaptive Coping 

Skills 

I learned that I am much 

stronger than I ever thought I 

could be and that, in fact, things 

WILL get better, one way or 

another. I learned this because 

of my traumatic childhood 

experiences. I made it, and am 

now stronger for it. 

129 70 54.26% 

Contributed to 

Dysfunctional Coping 

Skills 

I feel like I started to mimic 

avoidant coping mechanisms I 

had seen others use when I was 

younger to a certain degree. 

129 24 18.60% 

Increases in Emotional 

Pain 

It gives me the experience of how 

I was neglected during my 

childhood and therefore, the 

current pandemic seems like I 

129 50 38.76% 
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am being neglected again 

because of isolation. 

Perceived No 

Relationship Between 

ACEs and the 

COVID-19 Pandemic 

I do not see a relation between 

my past experiences and the 

pandemic. 

129 39 30.23% 

Domain: Meaning Making in One’s Life Story from Traumatic Experiences 

PTG: Personal 

Strength 

…It made me feel like a better 

and stronger person for being 

able to deal with everything that 

I've dealt with in a positive way. 

121 16 13.22% 

PTG: New 

Possibilities 

I went to school and became a 

therapist to help others to 

overcome obstacles like I did. 

121 19 15.70% 

PTG: Relating to 

Others 

They’ve really helped me form 

meaningful connections with 

other people who have 

experienced the same things, 

become more empathic towards 

others, and see the world from a 

trauma informed lens… 

121 18 14.88% 

PTG: Appreciation of 

Life 

Helped me realize what is 

actually important in life and the 

goals I should be attempting to 

121 21 17.36% 
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attain to have a successful life. 

PTG: 

Spiritual/Existential 

Changes 

I believe that the experiences 

provided the opportunity to find 

God and understand real love 

and not love based upon getting 

approval or meeting someone's 

unrealistic expectations. 

121 8 6.61% 

Sought Out Meaning 

Making 

I became involved with 

existentialism and logotherapy 

and other models around 

meaning making as a teen in 

large part due to my adverse 

experiences… 

121 4 3.31% 

Awareness of Changed 

Identity/Worldview 

I think the traumatic experiences 

affect me as a person whether I 

want them to or not so they have 

the most influence over it. 

121 34 28.10% 

Negative Meanings 

Made 

My childhood experiences…has 

led me into my adult years 

feeling worthless if I am not at 

the peak of my appearance and 

performance. I see it play out in 

all aspects of my life and it holds 

me back a lot. 

121 10 8.26% 
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No Meaning Made I don’t know that it has. It has 

made me seriously question the 

meaning or lack of meaning. 

121 9 7.44% 

Domain: Changes in Self-Worth Due to the COVID-19 Pandemic 

Positive Change: 

Increased Self-

Love/Self-Care 

I was able to begin to love myself 

for my natural beauty and not 

what I hoped others saw. 

105 10 9.52% 

Positive Change: 

Awareness of 

Contingency of Self-

Worth 

Since my wife and brother both 

lost their jobs, I have been the 

sole provider for two families. 

Though exhausting (and stress-

inducing), I do feel more 

positively about myself. As the 

sole breadwinner, I feel my life 

has more meaning now than ever. 

105 5 4.76% 

Positive Change:  

Increased 

Adaptability 

The only changes in my self-

worth are positive in that I know I 

can get through anything. I just 

adjust to the situation. 

105 7 6.67% 

Positive Change: 

Universality of 

Experience 

I…understand that this is a weird 

time for everyone and that I am 

not the only person struggling 

with similar issues right now. 

105 2 1.90% 

Positive Change: If anything, the pandemic has 105 5 4.76% 
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Increased 

Connections, 

Including Therapy 

pushed me a little more to reach 

out and find people who can 

listen. I have attended 12 Step 

Recovery meetings during 

COVID, and that has really 

reaffirmed my self worth. 

Negative Change: 

Work/School Issues 

Not working impacted my self-

worth and made me feel useless. 

105 16 15.24% 

Negative Change: 

Increased 

Stress/Mental Health 

Symptoms 

I've been more depressed through 

this whole Covid than I can 

remember being ever. 

105 12 11.43% 

Negative Change: 

Increased 

Loneliness/Isolation/

Losses 

It may have went down a bit as I 

can't interact with others as 

frequently as before. I do have a 

somewhat strong need to belong 

and to be looked at as superior in 

some ways and that "supply" is 

hard to get when you're locked 

up. 

105 15 14.29% 

Negative Change: 

Concerns About 

Weight and 

Appearance 

Weight gain lead to changes in 

my self-worth. 

105 7 6.67% 
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Unrelated Changes …My changes in self-worth 

during the pandemic have 

stemmed from current issues with 

my partner as he has been 

struggling with his military 

training. 

105 2 1.90% 

No Changes It made no difference at all. My 

self worth is unrelated to the 

pandemic. 

105 38 36.19% 

 

Note. PTG=Post-traumatic growth. 
 
a Participant responses could be coded in multiple categories within one domain. 



PREDICTED	POSTTRAUMATIC	GROWTH	 	 	84	

	

References 

Aljuaid, T., & Sasi, S. (2016). Proper imputation techniques for missing values in data sets. 

International Conference on Data Science and Engineering (ICDSE), pp. 1-5. 

http://doi.org/10.1109/ICDSE.2016.7823957 

American Psychological Association. (2007). Record keeping guidelines. American 

Psychologist, 62, 993-1004. http://doi.org/10.1037/0003-066X.62.9.993 

Anda, R. F., Brown, D. W., Dube, S. R., Bremner, J. D., Felitti, V. J., & Giles, W. H. (2008). 

Adverse childhood experiences and chronic obstructive pulmonary disease in 

adults. American Journal of Preventive Medicine, 34(5), 396–403. 

https://doi.org/10.1016/j.amepre.2008.02.002 

Anderson, C. A., Leahy, M. J., DelValle, R., Sherman, S., & Tansey, T. (2014). Methodological 

application of multiple case study design using modified consensual qualitative research 

(CQR) analysis to identify best practices and organizational factors in the public 

rehabilitation program. Journal of Vocational Rehabilitation, 41, 87-98. 

http://doi.org/10.3233/JVR-140709 

Asmundson, G. J. G., Paluszek, M. M., & Taylor, S. (2021). Real versus illusory personal 

growth in response to COVID-19 pandemic stressors. Journal of Anxiety Disorders, 81, 

1-8. https://doi.org/10.1016/j.janxdis.2021.102418 

Baceviciene, M., & Jankauskiene, R. (2021). Changes in sociocultural attitudes towards 

appearance, body image, eating attitudes and behaviours, physical activity, and quality of 

life in students before and during COVID-19 lockdown. Appetite, 166, 1-9. 

https://doi.org/10.1016/j.appet.2021.105452 



PREDICTED	POSTTRAUMATIC	GROWTH	 	 	85	

	

Barton, S., Boals, A., & Knowles, L. (2013). Thinking about trauma: The unique contributions of 

event centrality and posttraumatic cognitions in predicting PTSD and posttraumatic 

growth. Journal of Traumatic Stress, 26, 718–726.  

https://doi-org/10.1002/jts.21863 

Bensimon, M. (2012). Elaboration on the association between trauma, PTSD and posttraumatic 

growth: The role of trait resilience. Personality and Individual Differences, 52(7), 782–

787. https://doi.org/10.1016/j.paid.2012.01.011 

Berntsen, D., & Rubin, D. C. (2006). Centrality of Event Scale: A measure of integrating a 

trauma into one’s identity and its relation to post-traumatic stress disorder symptoms. 

Behaviour Research and Therapy, 44, 219-231. 

Besser, A., Flett, G. L., Nepon, T., & Zeigler-Hill, V. (2020). Personality, cognition, and 

adaptability to the COVID-19 pandemic: Associations with loneliness, distress, and 

positive and negative mood states. International Journal of Mental Health and Addiction, 

1-25. Advance online publication. https://doi.org/10.1007/s11469-020-00421-x 

Boals, A., & Murrell, A. R. (2016). I am > trauma: Experimentally reducing event centrality and 

PTSD symptoms in a clinical trial. Journal of Loss and Trauma, 21, 471-483. 

http://doi.org/10.1080/15325024.2015.1117930  

Boals, A., & Ruggero, C. (2016). Event centrality prospectively predicts PTSD 

symptoms. Anxiety, Stress & Coping: An International Journal, 29, 533-541. 

http://doi.org/10.1080/10615806.2015.1080822 

Boals, A., Steward, J. M., & Schuettler, D. (2010). Advancing our understanding of 

posttraumatic growth by considering event centrality. Journal of Loss and Trauma, 15, 

518-533. http://doi.org/10.1080/15325024.2010.519271  



PREDICTED	POSTTRAUMATIC	GROWTH	 	 	86	

	

Boomsma, A., & Hoogland, J. (2001). The robustness of LISREL modeling revisited. In R. 

Cudeck, S. du Toit, & D. Sörbom (Eds.), Structural equation modeling: Present and 

future (pp. 139-168). Scientific Software International, Inc. 

Bowlby, J. (1973). Attachment and loss: Separation, anxiety and anger. Basic Books. 

Brooks, M., Graham-Kevan, N., Lowe, M., & Robinson, S. (2017). Rumination, event centrality, 

and perceived control as predictors of post-traumatic growth and distress: The Cognitive 

Growth and Stress model. British Journal of Clinical Psychology, 56, 286-302. 

http://doi.org/10.1111/bjc.12138 

Brooks, M., Graham-Kevan, N., Robinson, S., & Lowe, M. (2018). Trauma characteristics and 

posttraumatic growth: The mediating role of avoidance coping, intrusive thoughts, and 

social support. Psychological Trauma: Theory, Research, Practice, and Policy, 11, 232-

238. http://doi.org/10.1037/tra0000372 

Brown, M. J., Thacker, L. R., & Cohen, S.A. (2013). Association between adverse childhood 

experiences and diagnosis of cancer. PLoS One, 8(6), e65524. 

Bryant, R. A., Creamer, M., O’Donnell, M., Forbes, D., McFarlane, A. C., Silove, D., & Hadzi-

Pavlovic, D. (2017). Acute and chronic posttraumatic stress symptoms in the emergence 

of posttraumatic stress disorder: A network analysis. JAMA Psychiatry, 74(2), 135–142. 

https://doi.org/10.1001/jamapsychiatry.2016.3470 

Buckingham, J. T., Weber, A. M., & Sypher, A. K. (2012). Self-esteem and self-perpetuating 

effects of threat on contingencies of self-worth. Self and Identity, 11, 360-385. 

http://doi.org/10.1080/15298868.2011.591537 



PREDICTED	POSTTRAUMATIC	GROWTH	 	 	87	

	

Busby, D. M., & Yoshida, K. (2015). Challenges with online research for couples and families: 

Evaluating nonrespondents and the differential impact of incentives. Journal of Child and 

Family Studies, 24(2), 505–513. https://doi.org/10.1007/s10826-013-9863-6 

Carver, C. S. (1998). Resilience and thriving: Issues, models, and linkages. Journal of Social 

Issues, 54(2), 245-266. http://doi.org/10.1111/j.1540-4560.1998.tb01217.x 

Centers for Disease Control and Prevention, & Kaiser Permanente. (2016). The ACE Study 

Survey Data [Unpublished Data]. Atlanta, GA: U.S. Department of Health and Human 

Services, Centers for Disease Control and Prevention. 

https://www.cdc.gov/violenceprevention/aces/about.html 

Chapman, D. P., Whitfield, C. L., Felitti, V. J., Dube, S. R., Edwards, V. J., & Anda, R. F. 

(2004). Adverse childhood experiences and the risk of depressive disorders in 

adulthood. Journal of Affective Disorders, 82(2), 217–225. 

https://doi.org/10.1016/j.jad.2003.12.013 

Clausen, J. A. (1995). Gender, contexts, and turning points in adults’ lives. In P. Moen, G. H. 

Elder, & K. Luscher (Eds.), Examining lives in context: Perspectives on the ecology of 

human development (pp. 365–389). American Psychological Association. 

https://doi.org/10.1037/10176-010 

Cook, C. A. (2017). Posttraumatic growth development: Core belief disruption, event centrality, 

and time since trauma [Doctoral dissertation, University of South Carolina]. University 

of South Carolina Scholar Commons. 

https://scholarcommons.sc.edu/cgi/viewcontent.cgi?article=5045&context=etd 



PREDICTED	POSTTRAUMATIC	GROWTH	 	 	88	

	

Cook, J. L., Russell, K., Long, A., & Phipps, S. (2020). Centrality of the childhood cancer 

experience and its relation to post‐traumatic stress and growth. Psycho-Oncology, 30, 

564–570. https://doi.org/10.1002/pon.5603 

Crocker, J., & Knight, K. M. (2005). Contingencies of self-worth. Current Directions in 

Psychological Science, 14, 200-203. http://doi.org/10.1111/j.0963-7214.2005.00364.x 

Crocker, J., Luhtanen, R. K., Cooper, M. L., & Bouvrette, A. (2003). Contingencies of self-worth 

in college students: Theory and measurement. Journal of Personality and Social 

Psychology, 85, 894-908. http://doi.org/10.1037/0022-3514.85.5.894 

Crocker, J., & Wolfe, C. T. (2001). Contingencies of self-worth. Psychological Review, 108, 

593-623. http://dx.doi.org/10.1037/0033-295X.108.3.593 

Cunningham, T. J., Ford, E. S., Croft, J. B., Merrick, M. T., Rolle, I. V., & Giles, W. H. (2014). 

Sex-specific relationships between adverse childhood experiences and chronic 

obstructive pulmonary disease in five states. International Journal of Chronic 

Obstructive Pulmonary Disease, 9, 1033–1042. https://doi.org/10.2147/COPD.S68226 

Darlington, R. B., & Hayes, A. F. (2016). Regression analysis and linear models: Concepts, 

applications, and implementation (1st ed.). The Guilford Press. 

Dekel, R., & Tuval-Mashiach, R. (2012). Multiple losses of social resources following collective 

trauma: The case of the forced relocation from Gush Katif. Psychological Trauma: 

Theory, Research, Practice, and Policy, 4, 56–65. http://doi.org/10.1037/a0019912 

de Leeuw, E. D., Hox, J. J., & Dillman, D. A. (Eds.). (2008). International handbook of survey 

methodology. Taylor & Francis Group/Lawrence Erlbaum Associates. 



PREDICTED	POSTTRAUMATIC	GROWTH	 	 	89	

	

Dobson, K. S., Pusch, D., Poole, J., & McKay, M. (2021). The assessment of adverse childhood 

experiences: Factor structure and convergent validity of multiple measures. American 

Journal of Preventive Medicine and Public Health, 7, 181-196. 

Duan, W., Guo, P., & Gan, P. (2015). Relationships among trait resilience, virtues, post-

traumatic stress disorder, and posttraumatic growth. Plos ONE, 10, 1-13. 

Dube, S. R., Williamson, D. F., Thompson, T., Felitti, V. J., & Anda, R. F. (2004). Assessing the 

reliability of retrospective reports of adverse childhood experiences among adult HMO 

members attending a primary care clinic. Child Abuse & Neglect, 28(7), 729–737. 

https://doi.org/10.1016/j.chiabu.2003.08.009 

Elliott, D. (2012). Integrated theory. In Oxford bibliographies online. 

http://doi.org/10.1093/OBO/9780195396607-0135 

Felitti, V. J., Anda, R. F., Nordenberg, D., Williamson, D. F., Spitz, A. M., Edwards, V., Koss, 

M. P., & Marks, J. S. (1998). Relationship of childhood abuse and household dysfunction 

to many of the leading causes of death in adults. The Adverse Childhood Experiences 

(ACE) Study. American Journal of Preventive Medicine, 14, 245–258. 

http://doi.org/10.1016/S0749-3797(98)00017-8 

Field, A. (2009). Discovering statistics using SPSS (3rd ed.). Sage Publications. 

Garson, G. D. (2015). Missing values analysis & data imputation. Statistical Associates 

Publishing. 

Giano, Z., Wheeler, D. L. & Hubach, R. D. (2020). The frequencies and disparities of adverse 

childhood experiences in the U.S. BMC Public Health, 20, 1-12. 

https://doi.org/10.1186/s12889-020-09411-z 



PREDICTED	POSTTRAUMATIC	GROWTH	 	 	90	

	

Grasso, D. J., Cohen, L. H., Moser, J. S., Hajcak, G., Foa, E. B., & Simons, R. F. (2012). Seeing 

the silver lining: Potential benefits of trauma exposure in college students. Anxiety, Stress 

& Coping: An International Journal, 25, 117-136. 

http://doi.org/10.1080/10615806.2011.561922 

Groleau, J. M., Calhoun, L. G., Cann, A., & Tedeschi, R. G. (2013). The role of centrality of 

events in posttraumatic distress and posttraumatic growth. Psychological Trauma: 

Theory, Research, Practice, and Policy, 5, 477–483. http://doi.org/10.1037/a0028809 

Hill, C. E., Knox, S., Thompson, B. J., Williams, E. N., Hess, S. A., & Ladany, N. (2005). 

Consensual qualitative research: An update. Journal of Counseling Psychology, 52, 1-25. 

http://dx.doi.org/10.1037/0022-0167.52.2.196 

Holman, D. M, Ports, K. A, Buchanan, N., Hawkins, N., Merrick, M. T., & Trivers, K. (2016). 

The association between adverse childhood experiences and risk for cancer in adulthood: 

A systematic review of the literature. Pediatrics, 138, S81-S91. 

Janoff-Bulman, R. (1989). Assumptive worlds and the stress of traumatic events: Applications of 

the schema construct. Social Cognition, 7, 113-136. 

Kalmakis, K. A., & Chandler, G. E. (2015). Health consequences of adverse childhood 

experiences: A systematic review. Journal of the American Association of Nurse 

Practitioners, 27, 457–465. http://doi.org/10.1002/2327-6924.12215  

Kalmakis, K. A., Chiodo, L. M., Kent, N., & Meyer, J. S. (2020). Adverse childhood 

experiences, post-traumatic stress disorder symptoms, and self-reported stress among 

traditional and nontraditional college students. Journal of American College Health, 68, 

411–418. http://doi.org/10.1080/07448481.2019.1577860 



PREDICTED	POSTTRAUMATIC	GROWTH	 	 	91	

	

Keshet, H., Foa, E. B., & Gilboa-Schechtman, E. (2019). Women’s self-perceptions in the 

aftermath of trauma: The role of trauma-centrality and trauma-type. Psychological 

Trauma: Theory, Research, Practice, and Policy, 11(5), 542-550. 

http://doi.org/10.1037/tra0000393 

Kim, J., & Williams, S. (2009). Linking childhood maltreatment to substance use in college 

students: The mediating role of self-worth contingencies. Journal of Aggression, 

Maltreatment, & Trauma, 18, 88-105. http://doi.org/10.1080/10926770802616399 

Lau, B. H. P., Chan, C. L. W., & Ng, S. M. (2021). Post-traumatic growth in the first COVID 

outbreak in Hong Kong. Frontiers in Psychology, 12, 675132. 

http://doi.org/10.3389/fpsyg.2021.675132 

Lee, D., Yu, E.-S., & Kim, N. H. (2020). Resilience as a mediator in the relationship between 

posttraumatic stress and posttraumatic growth among adult accident or crime victims: 

The moderated mediating effect of childhood trauma. European Journal of 

Psychotraumatology, 11, 1-8. https://doi.org/10.1080/20008198.2019.1704563 

Lepore, S. J., & Revenson, T. A. (2006). Resilience and posttraumatic growth: Recovery, 

resistance, and reconfiguration. In L. G. Calhoun & R. G. Tedeschi (Eds.), Handbook of 

posttraumatic growth: Research & practice (pp. 24–46). Lawrence Erlbaum Associates 

Publishers. 

Litman, L., Robinson, J., & Rosenzweig, C. (2015). The relationship between motivation, 

monetary compensation, and data quality among US- and India-based workers on 

Mechanical Turk. Behavior Research Methods, 47(2), 519–528. 



PREDICTED	POSTTRAUMATIC	GROWTH	 	 	92	

	

Liu, A., Wang, L., Li, H., Gong, J., & Liu, X. (2017). Correlation between posttraumatic growth 

and posttraumatic stress disorder symptoms based on Pearson correlation coefficient: A 

meta-analysis. Journal of Nervous and Mental Disease, 205, 380-389. 

http://doi.org/10.1097/NMD.0000000000000605 

MacPherson, H. A., Algorta, G. P., Mendenhall, A. N., Fields, B. W., & Fristad, M. A. (2014). 

Predictors and moderators in the randomized trial of multifamily psychoeducational 

psychotherapy for childhood mood disorders. Journal of Clinical Child and Adolescent 

Psychology, 43, 459-472. http://doi.org/10.1080/15374416.2013.807735 

Mann, F. D., Krueger, R. F., & Vohs, K. D. (2020). Personal economic anxiety in response to 

COVID-19. Personality and Individual Differences, 167, 1-7. 

https://doi.org/10.1016/j.paid.2020.110233 

Maschi, T., & Gibson, S. (2012). Schema behind bars: Trauma, age, ethnicity, and offenders’ 

world assumptions. Traumatology, 18, 8-19. http://doi.org/10.1177/1534765610395626 

McCann, I. L., & Pearlman, L. A. (1990). Constructivist self development theory. In 

Psychological trauma and the adult survivor: Theory, therapy, and transformation (pp. 

10-34). Brunner/Mazel.  

McCormack, L., & Ell, L. (2017). Complex psychosocial distress postdeployment in veterans: 

Reintegration identity disruption and challenged moral integrity. Traumatology, 23, 240-

249. http://doi.org/10.1037/trm0000107 

Menard, S. (1995). Applied logistic regression analysis: Sage University series on quantitative 

applications in the social sciences. Sage. 



PREDICTED	POSTTRAUMATIC	GROWTH	 	 	93	

	

Merrick, M. T., Ford, D. C., Ports, K. A., & Guinn, A. S. (2018). Prevalence of adverse 

childhood experiences from the 2011-2014 Behavioral Risk Factor Surveillance System 

in 23 states. JAMA Pediatrics, 172(11), 1038-1044. 

Mersky, J. P., Lee, C.-T. P., & Gilbert, R. M. (2019). Client and provider discomfort with an 

adverse childhood experiences survey. American Journal of Preventive Medicine, 57(2), 

e51–e58. https://doi.org/10.1016/j.amepre.2019.02.026 

Molchanova, O. N., & Nekrasova, T. Y. (2013). Adaptation of J Crocker’s Contingencies of 

Self-Worth Scale. Cultural-Historical Psychology, 4, 65–73. 

Morris, B. A., Campbell, M., Dwyer, M., Dunn, J., & Chambers, S. K. (2011). Survivor identity 

and post-traumatic growth after participating in challenge-based peer-support 

programmes. British Journal of Health Psychology, 16, 660-674. 

http://doi.org/10.1348/2044-8287.002004 

Murphy, A., Steele, M., Dube, S. R., Bate, J., Bonuck, K., Meissner, P., Goldman, H., & Steele, 

H. (2014). Adverse Childhood Experiences (ACEs) questionnaire and Adult Attachment 

Interview (AAI): Implications for parent child relationships. Child Abuse & Neglect, 

38(2), 224–233. https://doi.org/10.1016/j.chiabu.2013.09.004 

Mwakanyamale, A. A., Wande, D. P., & Yizhen, Y. (2018). Multi-type child maltreatment: 

Prevalence and its relationship with self-esteem among secondary school students in 

Tanzania. BMC Psychology, 6, 1-8. 

Nakamura, C. Y. (1959). Salience of norms and order of questionnaire items: Their effect on 

responses to the items. Journal of Abnormal and Social Psychology, 59, 139-142. 

Nunnally, J. C. (1967). Psychometric theory. McGraw-Hill. 



PREDICTED	POSTTRAUMATIC	GROWTH	 	 	94	

	

Owen, S. E. (2016). The effect of psychological interventions on posttraumatic growth: A meta-

analytic review. Dissertation Abstracts International, 77, 1-16. 

Overstreet, N. M., & Quinn, D. M. (2012). Contingencies of self-worth and appearance 

concerns: Do domains of self-worth matter? Psychology of Women Quarterly, 36(3), 314-

325. http://doi.org/10.1177/0361684311435221 

Park, C. L. (2010). Making sense of the meaning literature: An integrative review of meaning 

making and its effects on adjustment to stressful life events. Psychological Bulletin, 136, 

257-301. https://doi.org/10.1037/a0018301 

Park, L. E., & Maner, J. K. (2009). Does self-threat promote social connection? The role of self-

esteem and contingencies of self-worth. Journal of Personality and Social 

Psychology, 96, 203-217. http://doi.org/10.1037/a0013933 

Pourhoseingholi, M. A., Baghestani, A. R., & Vahedi, M. (2012). How to control confounding 

effects by statistical analysis. Gastroenterology and Hepatology from Bed to Bench, 5, 

79-83. 

Quinones, M. (2019). Adverse childhood experiences, attachment, and PTSD symptoms among 

male offenders in court-ordered diversion [Doctoral dissertation, Nova Southeastern 

University]. NSUWorks. 

Remigio-Baker, R. A., Hayes, D. K., & Reyes-Salvail, F. (2014). Adverse childhood events and 

current depressive symptoms among women in Hawaii: 2010 BRFSS, Hawaii. Maternal 

and Child Health Journal, 18, 2300–2308. https://doi.org/10.1007/s10995-013-1374-y 



PREDICTED	POSTTRAUMATIC	GROWTH	 	 	95	

	

Riedl, D., Lampe, A., Exenberger, S., Nolte, T., Trawöger, I., & Beck, T. (2020). Prevalence of 

adverse childhood experiences (ACEs) and associated physical and mental health 

problems amongst hospital patients: Results from a cross-sectional study. General 

Hospital Psychiatry, 64, 80–86. https://doi.org/10.1016/j.genhosppsych.2020.03.005 

Robertson, D. H., & Bellenger, D. N. (1978). A new method of increasing mail survey 

responses: Contributions to charity. Journal of Marketing Research, 15(4), 632–633. 

https://doi.org/10.2307/3150635 

Roepke, A. M. (2015). Psychosocial interventions and posttraumatic growth: A meta-analysis. 

Journal of Consulting and Clinical Psychology, 83, 129-142. 

http://doi.org/10.1037/a0036872 

Rothbaum, B. O., Foa, E. B., Riggs, D. S., Murdock, T., & Walsh, W. (1992). A prospective 

examination of post-traumatic stress disorder in rape victims. Journal of Traumatic 

Stress, 5(3), 455–475. https://doi.org/10.1002/jts.2490050309 

Saakvitne, K. W., Tennen, H., & Affleck, G. (1998). Exploring thriving in the context of clinical 

trauma theory: Constructivist self development theory. Journal of Social Issues, 54, 279-

299. http://doi.org/10.1111/0022-4537.661998066 

Schaefer, L. M., Howell, K. H., Schwartz, L. E., Bottomley, J. S., & Crossnine, C. B. (2018). A 

concurrent examination of protective factors associated with resilience and posttraumatic 

growth following childhood victimization. Child Abuse & Neglect. 

https://doi.org/10.1016/j.chiabu.2018.08.019 



PREDICTED	POSTTRAUMATIC	GROWTH	 	 	96	

	

Schubert, C. F., Schmidt, U., & Rosner, R. (2016). Posttraumatic growth in populations with 

posttraumatic stress disorder—A systematic review on growth-related psychological 

constructs and biological variables. Clinical Psychology & Psychotherapy, 23, 469-486. 

http://doi.org/10.1002/cpp.1985 

Shadish, W. R., Cook, T. D., & Campbell, D. T. (2002). Construct validity and external validity. 

In Experimental and quasi-experimental designs for generalized causal inference (pp. 

64-102). Houghton Mifflin. 

Shakespeare-Finch, J. E., & Lurie-Beck, J. K. (2013). A meta-analytic clarification of the 

relationship between posttraumatic growth and symptoms of posttraumatic distress 

disorder. Journal of Anxiety Disorders, 28, 223-229. 

Shand, L. K., Cowlishaw, S., Brooker, J. E., Burney, S., & Ricciardelli, L. A. (2015). Correlates 

of post-traumatic stress symptoms and growth in cancer patients: A systematic review 

and meta-analysis. Psycho-Oncology, 24, 624-634. http://doi.org/10.1002/pon.3719 

Spangler, P. T., Liu, J., & Hill, C. E. (2012). Consensual qualitative research for simple 

qualitative data an introduction to CQR-M. In C. E. Hill (Ed.), Consensual qualitative 

research: A practical resource for investigating social science phenomena (pp. 269-283). 

American Psychological Association. 

Stein, M. D., Conti, M. T., Kenney, S., Anderson, B. J., Flori, J. N., Risi, M. M., & Bailey, G. L. 

(2017). Adverse childhood experience effects on opioid use initiation, injection drug use, 

and overdose among persons with opioid use disorder. Drug and Alcohol Dependence, 

179, 325-329. https://doi.org/10.1016/j.drugalcdep.2017.07.007 



PREDICTED	POSTTRAUMATIC	GROWTH	 	 	97	

	

Straub, K. T., McConnell, A. A., & Messman-Moore, T. L. (2018). Internalized heterosexism 

and posttraumatic stress disorder symptoms: The mediating role of shame proneness 

among trauma-exposed sexual minority women. Psychology of Sexual Orientation and 

Gender Diversity, 5, 99-108. http://doi.org/10.1037/sgd0000263 

Strine, T. W., Dube, S. R., Edwards, V. J., Prehn, A. W., Rasmussen, S., Wagenfeld, M., 

Dhingra, S., & Croft, J. B. (2012). Associations between adverse childhood experiences, 

psychological distress, and adult alcohol problems. American Journal of Health 

Behavior, 36(3), 408–423.  

Stutts, L. A., Bills, S. E., Erwin, S. R., & Good, J. J. (2015). Coping and posttraumatic growth in 

women with limb amputations. Psychology, Health & Medicine, 20, 742-752. 

http://doi.org/10.1080/13548506.2015.1009379 

Su, J. Y. (2013). Spirituality, religion, and mental health of women exiting the sex industry 

(Publication No. 3535623) [Doctoral dissertation, Regent University]. ProQuest 

Dissertations & Theses Global. 

Sun, W., Chen, W.-T., Zhang, Q., Ma, S., Huang, F., Zhang, L., & Lu, H. (2021). Post-traumatic 

growth experiences among COVID-19 confirmed cases in China: A qualitative study. 

Clinical Nursing Research, 30, 1079-1087. http://doi.org/10.1177/10547738211016951 

Suzuki, H., & Tomoda, A. (2015). Roles of attachment and self-esteem: Impact of early life 

stress on depressive symptoms among Japanese institutionalized children. BMC 

Psychiatry, 15, 1-11. https://doi.org/10.1186/s12888-015-0385-1 

Tabachnick, B. G., & Fidell, L. S. (2001). Using multivariate statistics (4th ed.). Allyn and 

Bacon. 



PREDICTED	POSTTRAUMATIC	GROWTH	 	 	98	

	

Tedeschi, R. G., & Calhoun, L. G. (1996). The posttraumatic growth inventory: Measuring the 

positive legacy of trauma. Journal of Traumatic Stress, 9, 455-471. 

Tedeschi, R. G., & Calhoun, L. G. (2004). Target article: 'Posttraumatic growth: Conceptual 

foundations and empirical evidence'. Psychological Inquiry, 15, 1-18. 

http://doi.org/10.1207/s15327965pli1501_01 

Tedeschi, R. G., Cann, A., Taku, K., Senol-Durak, E, & Calhoun, L. G. (2017). The 

Posttraumatic Growth Inventory: A revision integrating existential and spiritual change. 

Journal of Traumatic Stress, 30, 11-18. http://doi.org/10.1207/s15327965pli1501_01 

Thomas, E., & Savoy, S. (2014). Relationships between traumatic events, religious coping style, 

and posttraumatic outcomes. Traumatology: An International Journal, 20, 84-90. 

http://doi.org/10.1037/h0099380 

Tranter, H., Brooks, M., & Khan, R. (2021). Emotional resilience and event centrality mediate 

posttraumatic growth following adverse childhood experiences. Psychological Trauma: 

Theory, Research, Practice, and Policy, 13(2), 165–173. 

https://doi.org/10.1037/tra0000953 

United States Census Bureau. (n.d.). Quickfacts. 

https://www.census.gov/quickfacts/fact/table/US/RHI125219 

Vanhooren, S., Leijssen, M., & Dezutter, J. (2017). Ten prisoners on a search for meaning: A 

qualitative study of loss and growth during incarceration. The Humanistic 

Psychologist, 45, 162-178. http://doi.org/10.1037/hum0000055 



PREDICTED	POSTTRAUMATIC	GROWTH	 	 	99	

	

Vazquez, C., Valiente, C., García, F. E., Contreras, A., Peinado, V., Trucharte, A., & Bentall, R. 

P. (2021). Post-traumatic growth and stress-related responses during the COVID-19 

pandemic in a national representative sample: The role of positive core beliefs about the 

world and others. Journal of Happiness Studies, 1–21. Advance online publication. 

https://doi.org/10.1007/s10902-020-00352-3 

Virat, M., & Dubreil, C. (2020). Building secure attachment bonds with at-risk, insecure late 

adolescents and emerging adults: Young people’s perceptions of their care workers’ 

caregiving behaviors. Children and Youth Services Review, 109, 1-14. 

http://doi.org/10.1016/j.childyouth.2020.104749 

Wamser-Nanney, R., Howell, K. H., Schwartz, L. E., & Hasselle, A. J. (2018). The moderating 

role of trauma type on the relationship between event centrality of the traumatic 

experience and mental health outcomes. Psychological Trauma: Theory, Research, 

Practice, and Policy, 10, 499-507. http://doi.org/10.1037/tra0000344 

Wolf, E. J., Harrington, K. M., Clark, S. L., & Miller, M. W. (2013). Sample size requirements 

for structural equation models: An evaluation of power, bias, and solution propriety. 

Educational and Psychological Measurement, 73(6), 913-934. 

https://doi.org/10.1177/0013164413495237 

Yan, S., Yang, J., Ye, M., Chen, S., Xie, C., Huang, J., & Liu, H. (2021). Post-traumatic growth 

and related influencing factors in discharged COVID-19 patients: A cross-sectional 

study. Frontiers in Psychology, 12, 658307. http://doi.org/10.3389/fpsyg.2021.658307 



PREDICTED	POSTTRAUMATIC	GROWTH	 	 	100	

	

Zeigler-Hill, V., Holden, C. J., Enjaian, B., Southard, A. C., Besser, A., Li, H., & Zhang, Q. 

(2015). Self-esteem instability and personality: The connections between feelings of self-

worth and the big five dimensions of personality. Personality and Social Psychology 

Bulletin, 41, 183-198. http://doi.org/10.1177/0146167214559719 

Zeligman, M., Varney, M., Grad, R. I., & Huffstead, M. (2018). Posttraumatic growth in 

individuals with chronic illness: The role of social support and meaning making. Journal 

of Counseling & Development, 96, 53-63. http://doi.org/10.1002/jcad.12177 

 

 



PREDICTED	POSTTRAUMATIC	GROWTH	 	 	101	

	

Appendix A: Review of Literature 

Living through abuse, neglect, or other household challenges in childhood have resulted 

in lasting effects into adulthood (Felitti et al., 1998; Kalmakis & Chandler, 2015). Adverse 

childhood experiences (ACEs) were potentially traumatic events occurring before one’s 18th 

birthday (Felitti et al., 1998). Living through these types of experiences and readjusting to life 

after an ACE was common. Across multiple studies, 36.1% to 97.6% of individuals reported 

experiencing at least one ACE (CDC & Kaiser Permanente, 2016; Merrick et al., 2018; 

Mwakanyamale et al., 2018; Riedl et al., 2020). In addition, 12.5% (CDC & Kaiser Permanente, 

2016) to 36.7% (Mwakanyamale et al., 2018) of individuals reported exposure to 4 or more 

ACEs. Some individuals could experience an ACE, but they may not have had a trauma response 

if their fundamental assumptions were not severely challenged after the experience (Tedeschi & 

Calhoun, 2004). Others perceived their ACEs as highly stressful or challenging, and the ACE 

became central to the internal narrative of their lives (Tranter et al., 2021). These common, 

challenging childhood experiences were significantly related to negative social, psychological, 

and physical changes enduring throughout adulthood, but people also could experience growth 

after ACEs (Kalmakis & Chandler, 2015).  

It is important to understand how people reached posttraumatic growth after ACEs, 

which was having positive psychological changes in life after living through highly challenging, 

traumatic occasions (Tedeschi & Calhoun, 2004). However, it was unclear which individuals 

would develop posttraumatic growth because they became stronger people in their identity and 

self-worthiness. Past research had not provided enough knowledge to explain how people 

centralized the trauma to their identity and how they drew their worth from particular domains, 

which in turn, related to their posttraumatic growth process. The current study was focused on 
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answering how individuals merged ACEs to their core identity and how they assessed their worth 

in certain areas to predict posttraumatic growth. 

In this literature review, the constructivist self development theory provided a conceptual 

model for understanding the roles of event centrality and self-worth on PTG. First, constructivist 

self development theory was defined and related to ACEs and traumatic events. Next, event 

centrality was summarized to clarify the link between a trauma and one’s identity. Third, the 

unique role of self-worth was explored and related to posttraumatic growth. Finally, research 

regarding posttraumatic growth was investigated and how ACEs related to this growth was 

outlined. 

Defining ACEs and Trauma 

 In the original ACE study, Felitti and colleagues (1998) defined ACEs as experiencing at 

least one of ten adverse events before a participant’s 18th birthday. The authors crafted the ACE 

study questionnaire from adapting questions from the Conflicts Tactics Scale, the Wyatt Sexual 

History Questionnaire, and the 1988 National Health Interview Survey (Felitti et al., 1998). 

These ten ACEs included emotional abuse, physical abuse, sexual abuse, physical neglect, 

emotional neglect, mother or stepmother treated violently by father or stepfather or boyfriend, 

substance abuse in the household, mental illness in the household, parental separation or divorce, 

or incarcerated household member (CDC & Kaiser Permanente, 2016). They found 63.9% of the 

participants reported at least one ACE, and 37.9% of respondents had two or more ACEs. In 

addition, they discovered ACE categories had a graded dose-response relationship with several 

adult health risk behaviors and diseases, such as drug abuse, smoking, and ischemic heart 

disease. 
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Because a traumatic experience disrupted one’s schemas and beliefs, ACEs needed to be 

further understood, as some people may have seen their ACE as a traumatic experience and 

others did not perceive it as a traumatic exposure. As a term in the literature, a traumatic event 

could be substituted with the following words and describe the same construct: trauma, traumatic 

experience, highly stressful events, crisis, and other similar words (Tedeschi & Calhoun, 2004). 

Tedeschi and Calhoun (2004) defined trauma as an experience or set of experiences where 

fundamental assumptions were severely challenged. As a part of struggling to understand an 

adverse experience, people reconstructed and reinterpreted their identity, worldview, and 

spirituality after the trauma (Saakvitne et al., 1998). Clausen (1995) argued people had a need to 

sustain consistency and coherence, and turning points in people’s lives could disrupt how they 

met their needs. When people viewed an experience as a turning point in their lives, they 

organized their sense of self and views of the world around this event, in order to create meaning 

of the disruption in their assumptions (Boals et al., 2010). This was known as event centrality, 

and event centrality was a mediating factor between ACEs and PTG in one study (Tranter et al., 

2021). Similarly, PTG only occurred after struggling with traumatic experiences (Tedeschi & 

Calhoun, 2004). Thus, an ACE was a traumatic exposure when someone experienced event 

centrality and/or PTG, as both referred to struggling with the experience and facing changes 

within themselves because of that experience.  

Constructivist Self Development Theory (CSDT) 

 One theory used to understand the process of posttraumatic growth after ACEs that 

became traumatic events was Saakvitne and colleagues’ (1998) constructivist self development 

theory (CSDT). This theory incorporated aspects of the self, cognitions, and perceptions to 

provide a template that identified both damage and growth after trauma. CSDT also integrated 
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personality theory, clinical theory, and trauma theory into its theoretical framework (Saakvitne et 

al., 1998). Using multiple types of theories within CSDT would provide a stronger argument for 

using CSDT to explain posttraumatic growth, because a combination of theories increased 

explanatory power (Elliott, 2012). CSDT was an idiographic approach to studying people. There 

were relationships among variables within an individual, and from assessing these variables, the 

unfolding change processes over time for an individual could be understood (Saakvitne et al., 

1998). Thus, the present study was based upon CSDT to discover the process of posttraumatic 

growth. 

Specifically, the core foundation of CSDT explained the ongoing process of personality 

development and how one’s personality shaped their perceptions and experiences. Personality 

development was the interaction between core self-capacities and constructed schemas and 

beliefs at any specific moment in one’s life. Beginning in childhood, core self-capacities were 

connected to early relationships, secure attachments, and ego resources. The other portion of 

personality development—constructed schemas and beliefs—was related to one’s cumulative 

experiences and how they attributed meaning to those experiences. People could further develop 

their personalities and explore any part of the personality development process at any point in 

their lives (Saakvitne et al., 1998). 

According to CSDT, a traumatic event could occur at any personality development stage, 

and people may or may not explicitly be aware of the traumatic event influencing their 

personality. CSDT was a cognitive perspective on trauma because the trauma disrupted the 

person’s schemas, whereas other theories focused on a biological perspective to trauma. The 

trauma was a non-normative, possibly highly distressing experience that did not fit within the 

person’s existing schemas. The person had to modify their current schemas and beliefs to 
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accommodate the meaning of the traumatic event (McCann & Pearlman, 1990). A person could 

reinterpret and reconstruct any past meanings of trauma based on their current schemas and 

beliefs (Saakvitne et al., 1998). In some cases, people could have experienced multiple ACEs 

and traumatic events in their lifetime that continued to shape their schemas and beliefs. Multiple 

traumatic exposures could create a “loss spiral” that hastened the loss of resources and imminent 

impairment (Grasso et al., 2012). Regardless if a person experienced one trauma or multiple 

traumas, they could develop acute stress disorder or posttraumatic stress disorder (PTSD), 

maintain their previous level of functioning, or develop PTG (Schubert et al., 2016). In CSDT, 

traumatic experiences could have lifelong effects because it changed subsequent developmental 

stages (Saakvitne et al., 1998). Thus, an ACE could have lifelong impacts on a person’s 

personality and on their health (CDC & Kaiser Permanente, 2016; Felitti et al., 1998; Kalmakis 

& Chandler, 2015). It was integral to people’s health and well-being if they could develop PTG 

after ACEs.  

Within each developmental stage, the trauma survivor’s symptoms were adaptive 

approaches to managing feelings and thoughts threatening the safety and integrity of the self. 

These symptoms were likely impacting five aspects of personality development to create damage 

or growth: frame of reference, self-capacities, ego resources, central psychological needs, and 

perceptual and memory system (Saakvitne et al., 1998). Frame of reference referred to one’s 

typical way of comprehending the self and world, which included one’s identity, worldview, and 

spirituality. Second, self-capacities were described as the ability to recognize, tolerate, and 

incorporate affect. Self-capacities also included the ability to maintain a benevolent inner 

connection with oneself and others. Next, ego resources were necessary for people to fulfill 

psychological needs in mature ways. In particular, ego resources included abilities to be self-
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observing and to use cognitive and social skills that balanced relationships and protected oneself. 

Fourth, central psychological needs referred to the disrupted cognitive schemas in safety, trust, 

intimacy, esteem, and control. Lastly, one’s perceptual and memory system included biological, 

neurochemical, and sensory adaptations and experiences. Traumatic events were expected to 

affect each of these five areas of the self because a person reinterpreted and reconstructed their 

beliefs about oneself after an experience threatened their safety and integrity (Saakvitne et al., 

1998). 

Within and across each of the five areas of development in CSDT, people could learn 

how to grow through reinterpreting and reconstructing their traumatic experience in healthy, 

adaptive ways. One of these ways was through using safe, supportive relationships to explore 

oneself, like with a close loved one, caring community member, or therapist. People could use 

these relationships as a laboratory to develop alternative models of the self and self in relation to 

others. Specifically, they could develop other models of themselves using the relationship to 

build safety, explore what the trauma meant to their identity, reconstruct their belief in their self-

worth, and become aware of new ways to interpret their trauma to find growth. Each specific 

aspect of the self could be altered and hopefully strengthened as the individual found healing 

from the trauma. These changes in meaning, beliefs, and actions were the posttraumatic growth 

process. Notably, some people automatically moved through the posttraumatic growth process 

without needing therapy. Others needed therapy to learn how to gain awareness of their 

underlying beliefs and to generate major shifts in these beliefs for PTG. CSDT could explain this 

phenomenon from the way their personalities developed over time led them to find growth on 

their own or through additional help, like through therapy (Saakvitne et al., 1998). A significant 

limitation in the research literature was a lack of defining how ACEs were conceptually 
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understood in CSDT. Some people were more likely to naturally progress toward posttraumatic 

growth after ACEs due to their broad identity and self-worth.  On the other hand, others may 

have needed help to decrease distress from aversive experiences, as they negatively built their 

identity and self-worth around their ACE. Therefore, more research was needed to understand 

people’s ACEs and how their reconstructed beliefs about their identity and self-worth influenced 

posttraumatic growth. 

Event Centrality 

After surviving a trauma, people could change their schemas and beliefs to interpret, 

understand, and incorporate the traumatic experience into the narrative of their life. All of these 

changes were called narrative centrality, and it led to event centrality. Event centrality referred to 

how much a survivor’s perception changed to make the trauma crucial to their identity (Boals & 

Murrell, 2016). Other words used to describe the same concept of event centrality were centrality 

to identity, centrality of event (Boals et al., 2010), or trauma-centrality (Keshet et al., 2019). 

Event centrality became a reference point in one’s life, and it could be a turning point to define 

one’s personality development (Wamser-Nanney et al., 2018). High event centrality meant 

survivors construe the trauma as the core of their life story, and they organized their sense of self 

and perception of the world based on the trauma (Boals et al., 2010). Event centrality could 

become a defining moment in one’s life, but it did not have to completely change one’s identity. 

People who centralized the trauma in their development were at an increased risk for 

worsened psychological outcomes (Wamser-Nanney et al., 2018). They solidified traumatic 

experiences into highly accessible schemas, and these schemas were readily available for 

subsequent traumatic experiences (Berntsen & Rubin, 2006). Wamser-Nanney and colleagues 

(2018) studied event centrality and psychological well-being in 429 young adults who had 
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experienced at least one trauma. The authors found greater event centrality had significant, 

small-moderate, negative correlations to four components of psychological well-being 

(environmental mastery: r = -0.23, positive relations: r = -0.22, purpose in life: r = -0.14, and 

self-acceptance: r = -0.20) (Wamser-Nanney et al., 2018). Similarly, higher event centrality 

significantly predicted higher PTSD symptoms in several studies (Boals & Ruggero, 2016; 

Brooks et al., 2017; Cook, 2017). Rebuilding one’s identity around a traumatic experience could 

substantially worsen one’s psychological well-being, which might explain the negative health 

changes in adulthood after ACEs.  

On the other hand, people who centralized the traumatic experience to their identity also 

could experience positive psychological outcomes (Wamser-Nanney et al., 2018). Tranter and 

colleagues (2021) studied how ACEs could serve as a catalyst for PTG through event centrality 

and emotional resilience. Their sample included 167 participants using opportunity sampling, 

and on average, participants experienced 2.37 adverse events. Results indicated there was not a 

significant, direct effect of ACEs on PTG (p = .636). This supported how ACEs alone did not 

equal a traumatic exposure that would produce PTG, and other factors needed understood for the 

connection between ACEs and PTG. Regarding event centrality, results showed event centrality 

was a significant mediator between ACEs and PTG, exerting a small, positive, indirect effect on 

PTG (abcs = .06, p < .001). The authors argued this result indicated people who strongly identify 

with their ACEs felt motivated to contemplate the meaning behind these events and moved 

toward positive psychological changes (Tranter et al., 2021). 

Along with Tranter and colleagues’ study (2021), the majority of literature suggested 

event centrality predicted PTG (Barton et al., 2013; Brooks et al., 2017; Cook, 2017; Wamser-

Nanney et al., 2018). However, Barton et al. (2013) did not find event centrality predicted PTG 
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in a treatment-seeking sample. This study seemed to be an outlier, and the authors suggested this 

result was due to a restricted range of event centrality scores and a small sample size. In general, 

people could grow and experience positive outcomes after making their ACEs integral to their 

life narrative, and they may have experienced negative psychological changes due to this 

phenomenon potentially lasting into adulthood. 

Contingencies of Self-Worth 

 Along with event centrality, identifying and changing someone’s sense of self-worth 

could hold the key to moving people from a traumatic event to posttraumatic growth. In 1890, 

William James brought to light the importance of self-worth. He noticed people would base their 

self-worth in particular domains, but not in others (as cited in Park & Maner, 2009). Crocker and 

Wolfe (2001) built upon James’ work and defined finding self-worth in specific domains as a 

contingency of self-worth, or: 

A domain or category of outcomes on which a person has staked his or her self-esteem, 

so that person’s view of his or her value or worth depends on perceived successes or 

failures or adherence to self-standards in that domain. (p. 594)   

Crocker et al. (2003) studied what domains were common through developing the Contingencies 

of Self-Worth Scale. Using factor analysis, the authors found the typical domains were 

appearance, approval, competition, family support, God’s love, school competency, and virtue. 

Appearance was evaluating one’s worth based on physical appearance. Approval was having 

worth when receiving approval and acceptance from others. Competition was judging oneself to 

hold worth when outdoing others in competition or being superior to others. Family support was 

deriving worth from family love and family support. God’s love was finding worth from 

believing one was valued, loved, and unique in God’s eyes. School competency, or academic 
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competency, was evaluating one’s worth based on academic outcomes (e.g., school grades, 

teachers’ evaluations, passing a competency test, etc.). Lastly, virtue was having worth when 

adhering to one’s moral code (Crocker et al., 2003). A few years later, Crocker and Knight 

(2005) described contingencies of self-worth as what people believed they needed to do or 

needed to be to have worth. Where people placed their self-worth mattered and could affect their 

self-schemas and beliefs, similar to event centrality.  

Furthermore, past researchers conducted studies to determine if self-worth relied upon 

these seven domains and if the domains could change. In particular, Overstreet and Quinn (2012) 

sought to understand how some of the self-worth domains connected to body surveillance and 

appearance satisfaction. The authors found increased body surveillance and decreased 

appearance satisfaction linked to participants investing their self-worth in the domains of 

appearance and approval from others. Alternatively, they also discovered decreased body 

surveillance and increased appearance satisfaction was associated with the domains of school 

competency, family support, and God’s love. Based upon their research, it seems important to 

help people move their self-worth domains from appearance and others’ approval to domains of 

love and support. Buckingham et al. (2012) investigated if contingencies of self-worth could be 

moved between domains. These authors argued contingencies of self-worth were malleable 

because their results revealed participants with low self-esteem had higher fluctuations of self-

worth domains (Buckingham et al., 2012). Even though the authors did not have an intervention 

targeted at changing self-worth domains (which would strengthen their argument), it is notable 

domains of self-worth could be flexible, and self-esteem seemed connected to self-worth. 
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Self-Worth as Separate from Self-Esteem 

 Self-esteem was a frequently used term that ties to self-worth, but it was a separate 

construct. Crocker and Wolfe (2001) defined self-esteem as a global judgment of self-worth. 

They argued trait self-esteem, or this global judgment of self-worth, had little motivational 

power because it was not impacted from daily successes and failures. Instead, the authors stated 

contingencies of self-worth impacted behavior and motivated people to behave in certain ways to 

meet their self-standards (Crocker & Wolfe, 2001). William James also discussed in 1890 how 

instability of self-esteem was the result of having one’s ego involved in events, or having 

contingent self-worth (as cited in Crocker & Knight, 2005). James’ argument supports 

Buckingham and colleagues’ (2012) finding that it was self-worth, not instable self-esteem, 

which drove a person to behave in certain ways. Likewise, Zeigler-Hill et al. (2015) supported 

defining self-esteem instability as variations in moment-to-moment perceptions of self-worth. 

Combining all of these arguments and studies, contingencies of self-worth would occur before 

self-esteem. Contingencies of self-worth regulated behavior and shaped self-esteem, and self-

esteem influenced other areas of life. The present study focused on self-worth over self-esteem 

because people had the ability to directly change self-worth domains, self-esteem was a result of 

self-worth, and people could change their self-worth beliefs and schemas about themselves to 

impact personality development in CSDT. 

Self-Worth and Event Centrality 

 Where people staked their self-worth could influence their schemas and beliefs, which in 

turn might impact how centralized a trauma was in their personality development. People’s 

perceptions of where they staked their worth builds over many years, and their core self-worth 

domain would fit into their larger assumptions about how the world works. Centralizing a trauma 
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event suggested a change in the person’s assumptive world, and survivors must have reworked 

their schemas and beliefs about their worth to fit in the details of the traumatic experience 

(Janoff-Bulman, 1989). Keshet and colleagues (2019) found trauma-centrality eroded self-

perceptions after a trauma, which suggested event centrality changed one’s schemas and beliefs. 

From a significant change in self-perceptions, a person could re-evaluate where they drew their 

worth from, or they may have felt more distressed about where they previously drew their self-

worth. Janoff-Bulman (1989) discovered significant mean differences between trauma victims 

and non-victims on assumptions of self-worth. Victims saw themselves as less worthy in their 

assumptive world, and Janoff-Bulman suggested this was due to victims’ basic theories about 

themselves and their world changing because of the trauma. Regardless of what domain someone 

drew their self-worth from before or after a traumatic experience, greater event centrality seemed 

to create larger changes in self-development. Event centrality focused on growth and finding 

self-worth in controllable domains could promote the best well-being for a person. 

Posttraumatic Growth (PTG)  

After a traumatic event occurred, a person could move toward a phenomenon known as 

PTG. PTG referred to experiencing positive psychological changes after struggling with highly 

challenging, traumatic events (Tedeschi & Calhoun, 2004). People with trauma histories might 

have originally experienced posttraumatic stress or stayed the same as before the trauma, but 

they were capable of gaining PTG as another outcome of a traumatic exposure (Schubert et al., 

2016). Tedeschi and Calhoun (1996) investigated how to quantify and empirically define PTG. 

The authors developed the Posttraumatic Growth Inventory (PTGI) after conducting interviews 

and reviewing the trauma literature to create PTG items (Tedeschi & Calhoun, 1996). The PTGI 

had five major domains derived from a factor analysis: greater appreciation of life, deeper 
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relationships, greater personal strength, recognizing new possibilities or paths, and spiritual 

development (Tedeschi & Calhoun, 2004). As of 2017, the PTGI was the most widely used 

measure for assessing the positive changes people reported after a traumatic experience 

(Tedeschi et al., 2017). 

One significant issue with the PTGI was it measured spiritual development with only two 

items. These items described religiosity and spiritual understanding, and this lacked the 

existential development across less religious cultures. Tedeschi et al. (2017) investigated how to 

widen the assessment of spiritual growth to include existential development. The authors 

developed new spiritual-existential items within the posttraumatic growth construct to create the 

PTGI-X. In samples from the U.S., Turkey, and Japan, the PTGI-X maintained the same five-

factor structure and improved the internal consistency of the entire scale. In the U.S. sample, 

Cronbach’s alpha changed from 0.83 to 0.91. In the Turkish sample, Cronbach’s alpha changed 

from 0.76 to 0.90. In the Japanese sample, Cronbach’s alpha changed from 0.61 to 0.82 

(Tedeschi et al., 2017). The PTGI-X allowed for the quantification of PTG within people, and it 

could be used to better understand how people grew from adversity. 

CSDT and PTG 

 The authors of the CSDT noted posttraumatic growth occurred mostly within one’s frame 

of reference. Again, self-development encapsulated how traumatic events impacted one’s frame 

of reference. Personality characteristics and beliefs about self-standards (or self-worth) 

influenced one’s frame of reference. An individual’s frame of reference was a fundamental set of 

beliefs and perspectives incorporating one’s identity, worldview, and spirituality. According to 

Saakvitne et al. (1998), frame of reference was harmonious to PTG’s five domains. One’s 

identity was a part of personal strength and new possibilities. Worldview was akin to relating to 
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others and new possibilities. Finally, spirituality was equal to appreciation of life, new 

possibilities, and spiritual-existential changes (Saakvitne et al., 1998). With the theoretical 

overlap of frame of reference and posttraumatic growth, posttraumatic growth needed to be 

further understood as an output of one’s personality traits and contingencies of self-worth. 

PTG and Event Centrality 

With considering how to move people toward PTG, one way might be through event 

centrality. Groleau et al. (2013) studied if event centrality was a unique predictor of PTG and 

posttraumatic distress, while accounting for other known predictor variables of both trauma 

outcomes. When they controlled for having core beliefs challenged, intrusive rumination, and 

searching for the event’s meaning, the centrality of the event significantly predicted 

posttraumatic distress (β = .19, p < .01). After controlling for deliberate rumination, finding 

meaning in the event, and having core beliefs disrupted, they found event centrality still 

significantly predicted PTG (β = .26, p < .01). In addition, Wamser-Nanney et al. (2018) 

discovered event centrality had a significant, moderate, positive relationship with PTG (r = 

0.39). These findings indicated people needed some disruption in their assumptive worlds to 

positively integrate the traumatic experience into their pre-existing schemas and beliefs.  

Similarly, greater event centrality significantly predicted greater PTG in several studies 

(Boals & Ruggero, 2016; Brooks et al., 2017; Cook, 2017). As noted earlier, Tranter and 

colleagues (2021) found event centrality was a significant mediator between ACEs and PTG. If 

people organized their perception of self and of the world based on their trauma, they could face 

both psychological suffering and make large strides with finding benefits because of their 

traumatic experience. Furthermore, Boals and colleagues (2010) discovered in high centrality 

groups, PTG scores had a significant, moderate, negative relationship with anxiety (r = -0.36); a 
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significant, small, negative correlation with depression (r = -0.22); and a significant, small, 

negative correlation with global distress (r = -0.23). With those who focused their identity on 

their trauma, it was vital to help them increase their PTG, which in turn, could decrease 

depressive, anxiety, and global distress symptoms. Trauma survivors needed to focus on the 

benefits or adaptive lessons they learned from a traumatic experience in order to improve their 

psychological well-being. Focusing on positive interpretations of the trauma should help the 

person find stability in their development and believe they are worthy people (Janoff-Bulman, 

1989). 

PTG and Self-Worth 

 Since trauma exposure changed the way someone interpreted their identity, worldview, or 

spirituality, a person’s worth and value might change—and PTG showed it could change for the 

better (Saakvitne et al., 1998). Exposure to trauma significantly predicted perceptions of self-

worth for crime offenders (Maschi & Gibson, 2012). In a qualitative study of ten prisoners, 

participants reported their areas of posttraumatic growth included higher self-worth (Vanhooren 

et al., 2017). The common thread between these two studies was people had traumatic 

experiences and then their sense of self-worth was connected to PTG.  

The type of self-worth domain also could predict PTG. For women who had previous 

traumatic experiences and who exited the sex industry, their positive religious coping was 

significantly, positively correlated with PTG (r = .514; Su, 2013). Similarly, Shand and 

colleagues (2015) found spirituality was associated with PTG in a systematic review and meta-

analysis. Regarding virtue, veterans experienced challenges to their moral integrity during post-

deployment, because they failed to prevent, perpetrated, or witnessed actions that went against 

their deeply held moral beliefs. Participants described how they found growth through 
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strengthening or enhancing their values, beliefs, and understanding of the world (McCormack & 

Ell, 2017). Along with God’s love and virtue domains, family support was important for PTG. 

Women with limb amputations reported family support and spirituality made posttraumatic 

growth easier (Stutts et al., 2015). Lastly, the concept of approval from others needed explored 

for PTG. Cancer survivors reported acceptance from others within their in-group and acceptance 

from facilitators led to PTG (Morris et al., 2011). Of all the self-worth domains, God’s love, 

virtue, family support, and approval had previous research support for predicting PTG. 

Summary of Literature Review 

Many people had at least one adverse experience in their childhood (CDC & Kaiser 

Permanente, 2016; Merrick et al., 2018; Mwakanyamale, 2018; Riedl et al., 2020). In CSDT, an 

adverse event became a traumatic experience when someone drastically altered their schemas 

and beliefs to make sense of the event, which impacted future developmental stages (Saakvitne 

et al., 1998). The trauma could become the central core of one’s identity, but this could lead to 

worsened well-being or positive psychological changes because of the disruption to one’s self-

perceptions and beliefs (Berntsen & Rubin, 2006). In a similar way, people drew their self-worth 

from particular domains, and experiences within the domain could quickly change what they 

believe about themselves (Buckingham et al., 2012). Event centrality and domains of self-worth 

change a person’s assumptive world, and this could lead to changes in finding PTG after ACEs. 

Finding PTG was important to help redeem the trauma and experience positive psychological 

changes (Tedeschi & Calhoun, 2004). 
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Appendix B: Recruitment Letter 

Hello, 
 
My name is Chelly Neuenschwander, and I am a fourth-year doctoral candidate in the 
Department of Counseling Psychology, Social Psychology, and Counseling at Ball State 
University.  I am conducting a study to evaluate the effects of trauma within childhood (or 
adverse childhood experiences) and what helps people learn to cope with the trauma.  It should 
take approximately 15 to 30 minutes to complete. This study has received Institutional Review 
Board (IRB) approval through Ball State University (IRB #1432316-3). 
 
Please consider participating in this study by following the link below if you are: 

1) Ages of 18 and over, and 
2) Experienced at least one of the following adverse childhood experiences before your 18th 

birthday: emotional abuse, physical abuse, emotional neglect, physical neglect, mother or 
stepmother treated violently by father or stepfather or boyfriend, substance abuse in the 
household, mental illness in the household, parental separation or divorce, or incarcerated 
household member 

3) Did not experience sexual abuse prior to your 18th birthday 
 
https://bsu.qualtrics.com/jfe/form/SV_29V0xdQvb4YZwAB	
 
**If you are aware of other individuals who meet the study’s criteria listed above, please 
forward this letter to them. 
 
Upon completion of the questionnaires, you will be given an opportunity to choose one of two 
incentives: 

a) You may enter your information for an equal opportunity to receive one of 10 electronic 
$10 gift cards, OR 

b) You may select to have $3 donated to an organization focused on preventing adverse 
childhood experiences 

 
Your participation is completely voluntary, and all responses will be anonymous and 
confidential. You may withdraw from the study at any time without penalty. 
 
For questions regarding the study or sharing this letter with others, please do not hesitate to 
contact me (Principal Investigator) at ceneuenschwa@bsu.edu, or Dr. Theresa Kruczek, Faculty 
Advisor, at tkruczek@bsu.edu. I greatly appreciate your assistance and support. 
 
Thank you for your time and consideration! 
 
Chelly Neuenschwander, M.A. 
Principal Investigator 
 
Theresa Kruczek, Ph.D., HSPP 
Faculty Advisor	
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Appendix C: MTurk Recruitment Description 
 
Title: Survey About Adverse Childhood Experiences 
 
Description:   Inclusion criteria: 1) Ages of 18 and over, and 2) Experienced at least one adverse 
childhood experiences before your 18th birthday (see survey link instructions for examples) 3) 
Did not experience sexual abuse prior to your 18th birthday 
 
Keywords: survey, adverse childhood experiences 
 
Reward per response: $2.00 
 
Number of respondents: 100 
 
Time allotted per Worker: 1 hour 
 
Survey expires in: 7 days 
 
Auto-approve and pay Workers in: 7 days 
 
Require that Workers be Masters to do your tasks: No 
 
--------------------------------------------------------------------------------------------------------------------- 
 
Survey Link Instructions: 
 
Hello, 
 
My name is Chelly Neuenschwander, and I am a fourth-year doctoral candidate in the 
Department of Counseling Psychology, Social Psychology, and Counseling at Ball State 
University.  I am conducting a study to evaluate the effects of trauma within childhood (or 
adverse childhood experiences) and what helps people learn to cope with the trauma.  It should 
take approximately 15 to 30 minutes to complete. This study has received Institutional Review 
Board (IRB) approval through Ball State University (IRB #1432316-3). 
Please consider participating in this study by following the link below if you are: 

1) Ages of 18 and over, and 
2) Experienced at least one of the following adverse childhood experiences before your 18th 

birthday: emotional abuse, physical abuse, emotional neglect, physical neglect, mother or 
stepmother treated violently by father or stepfather or boyfriend, substance abuse in the 
household, mental illness in the household, parental separation or divorce, or incarcerated 
household member 

3) Did not experience sexual abuse prior to your 18th birthday 
 
Upon completion of the questionnaires, you will be compensated for $2.00 from Amazon. 
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Your participation is completely voluntary, and all responses will be anonymous and 
confidential. You may withdraw from the study at any time without penalty. 
 
For questions regarding the study or sharing this letter with others, please do not hesitate to 
contact me (Principal Investigator) at ceneuenschwa@bsu.edu, or Dr. Theresa Kruczek, Faculty 
Advisor, at tkruczek@bsu.edu. I greatly appreciate your assistance and support. 
 
Thank you for your time and consideration! 
 
Chelly Neuenschwander, M.A. 
Principal Investigator 
 
Theresa Kruczek, Ph.D., HSPP 
Faculty Advisor 
 
Make sure to leave this window open as you complete the survey. When you are finished, you 
will return to this page to paste the code into the box. 



PREDICTED	POSTTRAUMATIC	GROWTH	 	 	120	

	

Appendix D: Informed Consent Form 

Dear potential participant, 
 
You are being asked to participate in a study on posttraumatic growth among those who had 
adverse childhood experiences.  Participation is completely voluntary, and all responses will be 
anonymous.  You may withdraw from the study at any time without penalty.  Ball State 
University’s Institutional Review Board has approved this study (IRB #1432316-3).  Please read 
the information below before deciding if you want to participate.  
 
Study Purpose and Rationale  
The overall purpose of this study is to examine predictors of post-traumatic growth in adults.  
Traumatic events are experiences in people’s lives where they are concerned about their safety 
and well-being or about the safety and well-being of those they care about.  Adverse childhood 
experiences involve experiencing abuse, neglect, and/or family disruption/dysfunction within 
one’s home before their 18th birthday.  Post-traumatic growth is experiencing positive 
psychological changes after struggling with highly challenging, traumatic events. 
 
Inclusion/Exclusion Criteria 
Adults who are 18 years or older, have experienced at least one adverse childhood experience 
before their 18th birthday, and did not experience sexual abuse before their 18th birthday are 
eligible to participate in this study. 
 
Participation Procedures and Duration 
You will complete several questionnaires about your adverse childhood experiences, how you’ve 
dealt with those experiences, and some thoughts you have about yourself.  Mental health and 
crisis resources will be provided in case you have any discomfort or difficulty in the informed 
consent and at the end of the study.  It will probably take 15-30 minutes to complete the 
questionnaires. 

Data Confidentiality or Anonymity 
All data will be maintained as anonymous and no identifying information such as names will 
appear in any publication or presentation of the data. 
 
Storage of Data and Data Retention Period 
All data collected will be stored in an encrypted, password-protected file on a password-
protected laptop.  The study records will only be accessible to the principal investigator and 
faculty advisor.  The data will be kept for 7 years as recommended by the American 
Psychological Association (APA).  At that time, all data relating to this study will be securely 
deleted following APA guidelines. 
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Risks or Discomfort 
As part of this study, you will be asked to identify and briefly reflect on your most challenging 
adverse childhood experience(s).  As such, you may experience some discomfort when you think 
about your past traumatic life experiences.  Mental health and crisis resources will be provided in 
case you experience any discomfort or difficulty since we will be asking you to think about 
traumatic life events. 
 
Who to Contact Should You Experience Any Negative Effects from Participating in this 
Study 
Should you experience any negative effects while reflecting on your experience or while 
completing the questionnaires, mental health services are available to you.  You may locate 
mental health services in your area by visiting the National Institute of Mental Health's website 
at http://www.nimh.nih.gov/health/topics/getting-help-locate-services/index.shtml.  Other 
community resources include: 

• National Suicide Prevention Lifeline 1-800-273-8255 
• National Hopeline Network 1-800-784-2433 
• Trevor Lifeline (LGBTQIA+ Community) 1-866-488-7386 
• Text 741-741 when in crisis for a live, trained crisis counselor 
• www.crisischat.org (national chat network providing online support) 
• www.halfofus.com 
• www.jedfoundation.org 
• www.thetrevorproject.org 

 
Benefit for Participation 
There is not a direct benefit for participating in this study.  One indirect benefit is that your 
participation will contribute to the growing body of research on post-traumatic growth.  The 
information gathered in this study is expected to help practitioners and researchers better 
understand the factors that contribute to positive outcomes resulting from difficult childhood 
experiences.   
 
Incentive for Participation 
There is one potential incentive for participating in this study.  Upon completion of the 
questionnaires, you will be given an opportunity to choose between one of two incentives: 1) you 
may enter your information for an equal opportunity to receive one of 10 electronic $10 gift 
cards, or 2) you may select to have $3 donated to a organization focused on preventing adverse 
childhood experiences, which will be split evenly between Prevent Child Abuse America and 
Fort Wayne Children’s Foundation, Inc.  Your answers to the survey will not be linked or 
associated with your compensation choice or compensation information. 
 
Voluntary Participation 
Your participation in this study is completely voluntary and you are free to withdraw your 
permission at any time and for any reason without penalty or prejudice from the investigator. 
Please feel free to ask any questions of the investigator before signing this form and at any time 
during the study.  
 



PREDICTED	POSTTRAUMATIC	GROWTH	 	 	122	

	

IRB Contact Information: 
For questions about your rights as a research subject, please contact the Office of Research 
Integrity, Ball State University, Muncie, IN 47306, (765) 285-5052 or at orihelp@bsu.edu. 
 
If you have any comments, concerns, or questions regarding the conduct of this research, please 
contact the research team listed below. 
 
Researcher Contact Information  
 
Principal Investigator:   
Chelly Neuenschwander, Doctoral Candidate 
Counseling Psychology, Social Psychology,   
and Counseling 
Ball State University      
Muncie, IN 47306      
Telephone: (765) 285-8047  
ceneuenschwa@bsu.edu  
 
Faculty Advisor: 
Theresa Kruczek, Ph.D., HSPP 
Educational Studies 
Ball State University 
Muncie, IN 47306 
Telephone: (765) 285-8049 
tkruczek@bsu.edu 
 
****************************************************************************** 

Consent 
 

By selecting “Yes” below, I agree to participate in this research project.  I have had the study 
explained to me and my questions have been answered to my satisfaction.  I have read the 
description of this project and give my consent to participate.  I understand that I can receive a 
copy of this informed consent form to keep for future reference.  To the best of my knowledge, I 
meet the inclusion/exclusion criteria for participation (described on the previous pages) in this 
study. 
 
Do you agree to the information above and consent to participate in this study? 

• Yes 
• No 
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Appendix E: MTurk Informed Consent Form 
 
Dear potential participant, 
 
You are being asked to participate in a study on posttraumatic growth among those who had 
adverse childhood experiences.  Participation is completely voluntary, and all responses will be 
anonymous.  You may withdraw from the study at any time without penalty.  Ball State 
University’s Institutional Review Board has approved this study (IRB #1432316-3).  Please read 
the information below before deciding if you want to participate.  
 
Study Purpose and Rationale  
The overall purpose of this study is to examine predictors of post-traumatic growth in adults.  
Traumatic events are experiences in people’s lives where they are concerned about their safety 
and well-being or about the safety and well-being of those they care about.  Adverse childhood 
experiences involve experiencing abuse, neglect, and/or family disruption/dysfunction within 
one’s home before their 18th birthday.  Post-traumatic growth is experiencing positive 
psychological changes after struggling with highly challenging, traumatic events. 
 
Inclusion/Exclusion Criteria 
Adults who are 18 years or older, have experienced at least one adverse childhood experience 
before their 18th birthday, and did not experience sexual abuse before their 18th birthday are 
eligible to participate in this study. 
 
Participation Procedures and Duration 
You will complete several questionnaires about your adverse childhood experiences, how you’ve 
dealt with those experiences, and some thoughts you have about yourself.  Mental health and 
crisis resources will be provided in case you have any discomfort or difficulty in the informed 
consent and at the end of the study.  It will probably take 15-30 minutes to complete the 
questionnaires. 
 
Data Confidentiality or Anonymity 
All data will be maintained as anonymous and no identifying information such as names will 
appear in any publication or presentation of the data.  The MTurk worker ID will not be shared 
with anyone outside of the research team, and it will be kept confidential and secure.  Your 
MTurk worker ID will be used solely for the purposes of distributing compensation and will not 
be associated with survey responses.  The MTurk Worker ID will be deleted after distributing 
compensation.  
 
Storage of Data and Data Retention Period 
All data collected will be stored in an encrypted, password-protected file on a password-
protected laptop.  The study records will only be accessible to the principal investigator and 
faculty advisor.  The data will be kept for 7 years as recommended by the American 
Psychological Association (APA).  At that time, all data relating to this study will be securely 
deleted following APA guidelines. 
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Risks or Discomfort 
As part of this study, you will be asked to identify and briefly reflect on your most challenging 
adverse childhood experience(s).  As such, you may experience some discomfort when you think 
about your past traumatic life experiences.  Mental health and crisis resources will be provided in 
case you experience any discomfort or difficulty since we will be asking you to think about 
traumatic life events. 
 
Who to Contact Should You Experience Any Negative Effects from Participating in this 
Study 
Should you experience any negative effects while reflecting on your experience or while 
completing the questionnaires, mental health services are available to you.  You may locate 
mental health services in your area by visiting the National Institute of Mental Health's website 
at http://www.nimh.nih.gov/health/topics/getting-help-locate-services/index.shtml.  Other 
community resources include: 

• National Suicide Prevention Lifeline 1-800-273-8255 
• National Hopeline Network 1-800-784-2433 
• Trevor Lifeline (LGBTQIA+ Community) 1-866-488-7386 
• Text 741-741 when in crisis for a live, trained crisis counselor 
• www.crisischat.org (national chat network providing online support) 
• www.halfofus.com 
• www.jedfoundation.org 
• www.thetrevorproject.org 

 
Benefit for Participation 
There is not a direct benefit for participating in this study.  One indirect benefit is that your 
participation will contribute to the growing body of research on post-traumatic growth.  The 
information gathered in this study is expected to help practitioners and researchers better 
understand the factors that contribute to positive outcomes resulting from difficult childhood 
experiences.  
 
Incentive for Participation 
There is one potential incentive for participating in this study.  Upon meeting inclusion criteria 
and completion of the questionnaires, you will be compensated for $2.00 from Amazon. 
 
Voluntary Participation 
Your participation in this study is completely voluntary and you are free to withdraw your 
permission at any time and for any reason without penalty or prejudice from the investigator.  
Please feel free to ask any questions of the investigator before signing this form and at any time 
during the study.  
 
IRB Contact Information: 
For questions about your rights as a research subject, please contact the Office of Research 
Integrity, Ball State University, Muncie, IN 47306, (765) 285-5052 or at orihelp@bsu.edu. 
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If you have any comments, concerns, or questions regarding the conduct of this research, please 
contact the research team listed below. 
 
Researcher Contact Information  
 
Principal Investigator:   
Chelly Neuenschwander, Doctoral Candidate 
Counseling Psychology, Social Psychology,   
and Counseling 
Ball State University      
Muncie, IN 47306      
Telephone: (765) 285-8047  
ceneuenschwa@bsu.edu  
 
Faculty Advisor: 
Theresa Kruczek, Ph.D., HSPP 
Educational Studies 
Ball State University 
Muncie, IN 47306 
Telephone: (765) 285-8049 
tkruczek@bsu.edu 
 
 
****************************************************************************** 

 
Consent 

 
By selecting “Yes” below, I agree to participate in this research project.  I have had the study 
explained to me and my questions have been answered to my satisfaction.  I have read the 
description of this project and give my consent to participate.  I understand that I can receive a 
copy of this informed consent form to keep for future reference.  To the best of my knowledge, I 
meet the inclusion/exclusion criteria for participation (described on the previous pages) in this 
study. 
 
Do you agree to the information above and consent to participate in this study? 

• Yes 
• No 
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Appendix F: Adverse Childhood Experiences Scale 
 

Prior to your 18th birthday: 

 

1.  Did a parent or other adult in the household often or very often… Swear at you, insult you, 
put you down, or humiliate you?  or Act in a way that made you afraid that you might be 
physically hurt? 

No _____  Yes  ____ 

 

2.  Did a parent or other adult in the household often or very often… Push, grab, slap, or throw 
something at you?  or Ever hit you so hard that you had marks or were injured? 

No _____  Yes  ____ 

 

3.  Did an adult or person at least 5 years older than you ever… Touch or fondle you or have you 
touch their body in a sexual way?  or Attempt or actually have oral, anal, or vaginal intercourse 
with you? 

No _____  Yes  ____ 

 

4.  Did you often or very often feel that… No one in your family loved you or thought you were 
important or special?  or Your family didn’t look out for each other, feel close to each other, or 
support each other?  

No _____  Yes  ____ 

 

5.  Did you often or very often feel that… You didn’t have enough to eat, had to wear dirty 
clothes, and had no one to protect you?  or Your parents were too drunk or high to take care of 
you or take you to the doctor if you needed it? 

No _____  Yes  ____ 
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6.  Were your parents ever separated or divorced? 

No _____  Yes  ____ 

 

7.  Was your mother or stepmother:  Often or very often pushed, grabbed, slapped, or had 
something thrown at her?  or Sometimes, often, or very often kicked, bitten, hit with a fist, or hit 
something hard?  or Ever repeatedly hit over at least a few minutes or threatened with a gun or 
knife? 

No _____  Yes  ____ 

 

8.  Did you live with anyone who was a problem drinker or alcoholic, or who used street drugs? 

No _____  Yes  ____ 

 

9.  Was a household member depressed or mentally ill, or did a household member attempt 
suicide?  

No _____  Yes  ____ 

 

10.  Did a household member go to prison? 

No _____  Yes  ____ 

 

When you think about the events you said "yes" to above, I would like to ask you to focus on the 
one traumatic event you feel like was most challenging for you.  If you’re having a hard time 
identifying a single event that was most challenging, it’s ok to think about a cluster of similar or 
related events.  We’d like you to answer the following survey questions based around that event 
or cluster of events.  Please select which event you've chosen to focus on. 
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Appendix G: Centrality of Events Scale 

Please think back upon the most stressful or traumatic event that you chose from the previous 
page and answer the following questions in an honest and sincere way, by choosing a number 
from 1 to 5. 
 
 
1. This event has become a reference point for   totally disagree 1 2 3 4 5 totally agree 
the way I understand new experiences. 
 
2. I automatically see connections and    totally disagree 1 2 3 4 5 totally agree  
similarities between this event and experiences 
in my present life. 
 
3. I feel that this event has become part of my   totally disagree 1 2 3 4 5 totally agree  
identity. 
 
4. This event can be seen as a symbol or mark  totally disagree 1 2 3 4 5 totally agree  
of important themes in my life. 
 
5. This event is making my life different from  totally disagree 1 2 3 4 5 totally agree  
the life of most other people. 
 
6. This event has become a reference point for  totally disagree 1 2 3 4 5 totally agree  
the way I understand myself and the world. 
 
7. I believe that people who haven’t experienced  totally disagree 1 2 3 4 5 totally agree  
this type of event think differently than I do. 
 
8. This event tells a lot about who I am.   totally disagree 1 2 3 4 5 totally agree  
 
9. I often see connections and similarities   totally disagree 1 2 3 4 5 totally agree  
between this event and my current relationships 
with other people. 
 
10. I feel that this event has become a central   totally disagree 1 2 3 4 5 totally agree  
part of my life story. 
 
11. I believe that people who haven’t   totally disagree 1 2 3 4 5 totally agree  
experienced this type of event, have a different 
way of looking upon themselves than I have. 
 
12. This event has colored the way I think and  totally disagree 1 2 3 4 5 totally agree  
feel about other experiences. 
 
13. This event has become a reference point  totally disagree 1 2 3 4 5 totally agree  
for the way I look upon my future. 
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14. If I were to weave a carpet of my life, this   totally disagree 1 2 3 4 5 totally agree  
event would be in the middle threads going out 
to many other experiences. 
 
15. My life story can be divided into two main  totally disagree 1 2 3 4 5 totally agree  
chapters: one is before and one is after this 
event happened. 
 
16. This event permanently changed my life.  totally disagree 1 2 3 4 5 totally agree  
 
17. I often think about the effects this event  totally disagree 1 2 3 4 5 totally agree  
will have on my future. 
 
18. This event was a turning point in my life.  totally disagree 1 2 3 4 5 totally agree  
 
19. If this event had not happened to me, I   totally disagree 1 2 3 4 5 totally agree  
would be a different person today. 
 
20. When I reflect upon my future, I often think  totally disagree 1 2 3 4 5 totally agree  
back to this event. 
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Appendix H: Contingencies of Self-Worth Scale 
 

 
Please respond to each of the following statements by circling your answer using the scale from 
“1=Strongly disagree” to “7=Strongly agree.” If you haven’t experienced the situation described 
in a particular statement, please answer how you think you would feel if that situation occurred. 
 
 
 

  Strongly 
Disagree 

 
Disagree 

Disagree 
Somewhat 

 
Neutral 

Agree 
Somewhat 

 
Agree 

Strongly 
Agree 

1. When I think I look 
attractive, I feel good 
about myself. 

1 2 3 4 5 6 7 

2. My self-worth is based on 
God’s love. 

1 2 3 4 5 6 7 

3. I feel worthwhile when I 
perform better than others 
on a task or skill. 

1 2 3 4 5 6 7 

4. My self-esteem is 
unrelated to how I feel 
about the way my body 
looks. 

1 2 3 4 5 6 7 

5. Doing something I know 
is wrong makes me lose 
my self-respect. 

1 2 3 4 5 6 7 

6. I don’t care if other 
people have a negative 
opinion about me. 

1 2 3 4 5 6 7 

7. Knowing that my family 
members love me makes 
me feel good about 
myself. 

1 2 3 4 5 6 7 

8. I feel worthwhile when I 
have God’s love. 

1 2 3 4 5 6 7 

9. I can’t respect myself if 
others don’t respect me. 

1 2 3 4 5 6 7 

10. My self-worth is not 
influenced by the quality 
of my relationships with 
my family members. 

1 2 3 4 5 6 7 

11. Whenever I follow my 
moral principles, my 
sense of self-respect gets 
a boost. 

1 2 3 4 5 6 7 

12. Knowing that I am better 
than others on a task 
raises my self-esteem. 

1 2 3 4 5 6 7 
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  Strongly 
Disagree 

 
Disagree 

Disagree 
Somewhat 

 
Neutral 

Agree 
Somewhat 

 
Agree 

Strongly 
Agree 

13. My opinion about myself 
isn’t tied to how well I do 
in school/work. 

1 2 3 4 5 6 7 

14. I couldn’t respect myself 
if I didn’t live up to a 
moral code. 

1 2 3 4 5 6 7 

15. I don’t care what other 
people think of me. 

1 2 3 4 5 6 7 

16. When my family 
members are proud of me, 
my sense of self-worth 
increases. 

1 2 3 4 5 6 7 

17. My self-esteem is 
influenced by how 
attractive I think my face 
or facial features are. 

1 2 3 4 5 6 7 

18. My self-esteem would 
suffer if I didn't have 
God’s love. 

1 2 3 4 5 6 7 

19. Doing well in 
school/work gives me a 
sense of self-respect. 

1 2 3 4 5 6 7 

20. Doing better than others 
gives me a sense of self-
respect. 

1 2 3 4 5 6 7 

21. My sense of self-worth 
suffers whenever I think I 
don’t look good. 

1 2 3 4 5 6 7 

22. I feel better about myself 
when I know I’m doing 
well academically/at 
work. 

1 2 3 4 5 6 7 

23. What others think of me 
has no effect on what I 
think about myself. 

1 2 3 4 5 6 7 

24. When I don’t feel loved 
by my family, my self-
esteem goes down. 

1 2 3 4 5 6 7 

25. My self-worth is affected 
by how well I do when I 
am competing with 
others. 

1 2 3 4 5 6 7 

26. My self-esteem goes up 
when I feel that God loves 
me. 

1 2 3 4 5 6 7 



PREDICTED	POSTTRAUMATIC	GROWTH	 	 	132	

	

  Strongly 
Disagree 

 
Disagree 

Disagree 
Somewhat 

 
Neutral 

Agree 
Somewhat 

 
Agree 

Strongly 
Agree 

27. My self-esteem is 
influenced by my 
academic/work 
performance. 

1 2 3 4 5 6 7 

28. My self-esteem would 
suffer if I did something 
unethical. 

1 2 3 4 5 6 7 

29. It is important to my self-
respect that I have a 
family that cares about 
me. 

1 2 3 4 5 6 7 

30. My self-esteem does not 
depend on whether or not 
I feel attractive. 

1 2 3 4 5 6 7 

31. When I think I’m 
disobeying God, I feel 
bad about myself. 

1 2 3 4 5 6 7 

32. My self-worth is 
influenced by how well I 
do on competitive tasks. 

1 2 3 4 5 6 7 

33. I feel bad about myself 
whenever my 
academic/work 
performance is lacking. 

1 2 3 4 5 6 7 

34. My self-esteem depends 
on whether or not I follow 
my moral/ethical 
principles. 

1 2 3 4 5 6 7 

35. My self-esteem depends 
on the opinions others 
hold of me. 

1 2 3 4 5 6 7 
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Appendix I: Posttraumatic Growth Inventory Extended 
 

Indicate for each of the statements below the degree to which this change occurred in your life as 
a result of the crisis/trauma that you indicated on the previous page, using the following scale. 
 
 
0 = I did not experience this change as a result of my crisis. 
1 = I experienced this change to a very small degree as a result of my crisis. 
2 = I experienced this change to a small degree as a result of my crisis. 
3 = I experienced this change to a moderate degree as a result of my crisis. 
4 = I experienced this change to a great degree as a result of my crisis. 
5 = I experienced this change to a very great degree as a result of my crisis. 
 
 

Possible Areas of Growth and Change 0 1 2 3 4 5 
1. I changed my priorities about what is important 
in life. 

      

2. I have a greater appreciation for the value of my 
own life. 

      

3. I developed new interests.       
4. I have a greater feeling of self-reliance.       
5. I have a better understanding of spiritual matters.       
6. I more clearly see that I can count on people in 
times of trouble. 

      

7. I established a new path for my life.       
8. I have a greater sense of closeness with others.       
9. I am more willing to express my emotions.       
10. I know better that I can handle difficulties.       
11. I am able to do better things with my life.       
12. I am better able to accept the way things work 
out. 

      

13. I can better appreciate each day.       
14. New opportunities are available which 
wouldn’t have been otherwise. 

      

15. I have more compassion for others.       
16. I put more effort into my relationships.       
17. I am more likely to try to change things which 
need changing. 

      

18. I have a stronger religious faith.       
19. I discovered that I’m stronger than I thought I 
was. 

      

20. I learned a great deal about how wonderful 
people are. 

      

21. I better accept needing others.       
22. I have a greater sense of harmony with the 
world. 
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 0 1 2 3 4 5 
23. I feel more connected with all of existence.       
24. I feel better able to face questions about life 
and death. 

      

25. I have greater clarity about life’s meaning.       
 



PREDICTED	POSTTRAUMATIC	GROWTH	 	 	135	

	

Appendix J: Permission for Posttraumatic Growth Inventory Extended 

 

From: posttraumaticGrowth@uncc.edu 

To: ceneuenschwa@bsu.edu 

 

   Dear  Chelly, 

   As requested, a copy of the PTGI-X, along with several of our other scales, is attached. You 

have our permission to use any of those scales in your dissertation research. 

 

 Best wishes, 

Posttraumatic Growth Research Center 

UNC Charlotte 

Department of Psychological Science 

9201 University City Blvd 

Charlotte, NC  28223-0001 USA 

Lawrence G. Calhoun (lcalhnjr@uncc.edu) 

Richard G. Tedeschi (rtedesch@uncc.edu) 

Arnie Cann (acann@uncc.edu) 

www.ptgi.uncc.edu 

 http://www.routledgementalhealth.com/books/details/9780415645300/. 
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Appendix K: COVID-19 Questions 

1.)  How much were your current responses influenced by the current pandemic?  Indicate your 
response using the slider from Not at All to Quite a Bit. 

Not at All-------------------------------------------------------------------------------------------Quite a Bit 

 

2.)  Did your adverse childhood experiences hinder your coping during the COVID-19 
pandemic?  Indicate your response using the slider from Not at All to Quite a Bit. 

Not at All-------------------------------------------------------------------------------------------Quite a Bit 

 

3.)  Please elaborate on how your adverse childhood experiences made it more difficult to cope 
during the current pandemic. 

______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 

 

4.)  Did your adverse childhood experiences make it easier to cope during the COVID-19 
pandemic?  Indicate your response using the slider from Not at All to Quite a Bit. 

Not at All-------------------------------------------------------------------------------------------Quite a Bit 

 

5.)  Please explain how your adverse childhood experiences influenced your coping skills during 
the current pandemic. 

______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 
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6.)  What do you think will be more central to your life story moving forward?  Indicate your 
response using the slider from COVID-19 to Adverse Childhood Experiences.  

COVID-19----------------------------------------------------------------Adverse Childhood Experiences 

 

7.)  Please explain how your adverse, traumatic experiences (past and present) have helped you 
find meaning in life. 

______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 

 

8.)  Did your level of self-worth change during the COVID-19 pandemic?  Indicate your 
response using the slider from Not at All to Quite a Bit. 

Not at All-------------------------------------------------------------------------------------------Quite a Bit 

 

9.)  Please elaborate on what you perceived caused the changes within your self-worth during the 
COVID-19 pandemic. 

______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 
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Appendix L: Demographic Questionnaire 

Please fill out the following questionnaire.  This information will be used for the Posttraumatic 
Growth study in order to better understand our findings.  Thank you. 
 
1. Age: ___________ 

2. Gender: ______________________ 

3. Race/Ethnicity:   

___ African-American/Black           ____ Asian-American/Asian 

____ American Indian/Native American or Alaskan Native          ___ Hispanic/Latino/a 

___ White         ___ Native Hawaiian or Pacific Islander  

___ Other (please specify): ______________________ 

4. Relationship Status:  ___ Single    ___ Serious dating or committed relationship 

___ Married/Partnered         ___ Separated       ___ Divorced    ____ Widowed 

5. Sexual Minority Status:      ___Gay/Lesbian        ____ Bi-Sexual      _____ Asexual     _____ 

Pansexual    _____Questioning      _____ Queer    _____Intersex    _____ Agender      ____ 

Transgender   _____ Other: ________________       ____ N/A 

6. Religious Orientation: __________________________________ 

7. Amount of previous counseling: 

How many times have you initiated counseling?  ____________________________________ 

How long were you in counseling during the above times? _____________________________ 

Did you ever focus on your adverse childhood event during counseling?  ____ Yes ____ No 

What types of mental health treatment have you received? __ Individual Counseling (Outpatient)             

___ Couples Counseling ___ Family Therapy ___ Substance Use Treatment  ___ Group Therapy 
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___ Inpatient or Residential Mental Health Treatment ___ Psychiatric Hospitalization 

___Psychiatry Appointments  __ ECT, TMS, and Other Brain Stimulation Therapies 

8. Highest Level of Education Achieved: ____ No schooling completed   

____ Nursery school to 8th grade    ____ Some high school, no diploma    

____ High school graduate (diploma or equivalent [GED])  ___ Some college credit, no degree 

____ Trade/technical/vocational training    ____ Associate degree   ____ Bachelor’s degree 

____ Master’s degree    ____ Professional degree     ____ Doctorate degree 

9. Professional/Employment Status:   ____ Employed for wages   ____ Self-employed 

____ Out of work and looking for work   ____Out of work but not currently looking for work 

____ A homemaker     ____ A student     ____ Military    ____ Retired    _____ Unable to work 
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Appendix M: Debriefing Statement 

Thank you for seeking to be involved in this study and for completing the questionnaires 

about your adverse childhood experiences.  I know it can be difficult to think about past 

traumatic experiences, and we really appreciate your willingness and courage to think about 

these events and share how they affected you.  Your responses will help us understand how 

trauma can affect people’s thoughts and feelings about themselves and how various personal and 

situational factors can help some people cope and grow from traumatic life experiences. We 

hope to use what we learn from this study to future counselors and researchers identify how to 

best help people who have trauma histories.  

If you experienced any negative effects while reflecting on your experience or while 

completing the questionnaires, mental health services are available to you.  You may locate 

mental health services in your area by visiting the National Institute of Mental Health's website 

at http://www.nimh.nih.gov/health/topics/getting-help-locate-services/index.shtml.  Other 

community resources include: 

• National Suicide Prevention Lifeline 1-800-273-8255 

• National Hopeline Network 1-800-784-2433 

• Trevor Lifeline (LGBTQIA+ Community) 1-866-488-7386 

• Text 741-741 when in crisis for a live, trained crisis counselor 

• www.crisischat.org (national chat network providing online support) 

• www.halfofus.com 

• www.jedfoundation.org 

• www.thetrevorproject.org 
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For compensation for participation, please follow the below link to choose between one 

of two incentives: 1) you may enter your information for an equal opportunity to receive one of 

10 electronic $10 gift cards, or 2) you may select to have $3 donated to a organization focused 

on preventing adverse childhood experiences, which will be split evenly between Prevent Child 

Abuse America and Fort Wayne Children’s Foundation, Inc.  Your answers to the previous 

questionnaires will not be linked or associated with your compensation choice or compensation 

information. 

https://bsu.qualtrics.com/jfe/form/SV_9B3uRuXCUNRpr0x 
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Appendix N: MTurk Debriefing Statement 

Here is your ID: ${e://Field/RandomID}    
  
Copy this value to paste into MTurk. 
  
When you have copied this ID, please click the next button to submit your survey.  
 
****************************************************************************** 

Thank you for seeking to be involved in this study and for completing the questionnaires 

about your adverse childhood experiences.  I know it can be difficult to think about past 

traumatic experiences, and we really appreciate your willingness and courage to think about 

these events and share how they affected you.  Your responses will help us understand how 

trauma can affect people’s thoughts and feelings about themselves and how various personal and 

situational factors can help some people cope and grow from traumatic life experiences. We 

hope to use what we learn from this study to future counselors and researchers identify how to 

best help people who have trauma histories.  

If you experienced any negative effects while reflecting on your experience or while 

completing the questionnaires, mental health services are available to you.  You may locate 

mental health services in your area by visiting the National Institute of Mental Health's website 

at http://www.nimh.nih.gov/health/topics/getting-help-locate-services/index.shtml.  Other 

community resources include: 

• National Suicide Prevention Lifeline 1-800-273-8255 

• National Hopeline Network 1-800-784-2433 

• Trevor Lifeline (LGBTQIA+ Community) 1-866-488-7386 

• Text 741-741 when in crisis for a live, trained crisis counselor 

• www.crisischat.org (national chat network providing online support) 
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• www.halfofus.com 

• www.jedfoundation.org 

• www.thetrevorproject.org 

 


