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This study examined the potentially differing emotional consequences of sexual versus 

non-sexual traumas in both a student and a community residing treatment seeking sample of 

women.  The extent to which a trauma survivor considers the traumatic event central to her 

identity (CES) was examined as a potential mediator between traumatic events and PTSD.  

Additionally, the extent to which a women views herself and her body as a sexual object, to be 

valued based on her appearance and sexual usefulness to others (sexual self-objectification: 

OBCS), was examined as a potential mediator between traumatic event and event centrality.  

Study results showed survivors of sexual assault reported greater CES and PTSD symptoms 

(PCL-S) than non-sexual trauma survivors in the student population.  Mediation results showed 

sexual self-objectification (OBCS-Shame) significantly mediated the relationship between 

trauma type and CES, and CES significantly mediated the relationship between type of trauma 

and PTSD symptoms in the student population only.  Data from the community sample did not 

support these conclusions as women from this sample reported higher PCL-S, CES, and OBCS-

Shame scores across categories of trauma.   
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CHAPTER 1  

INTRODUCTION 

       Estimates of lifetime trauma exposure vary greatly depending on the methodology 

employed.  Breslau, Davis, Andrewski, and Peterson (1991) found 43% of men and 36% of 

women surveyed reported exposure to one or more traumatic events in their lifetime. Some 

studies show even higher trauma exposure percentages, 92% for males and 87% for females 

(Breslau, Chilcoat, Kessler, Peterson, and Lucia, 1999), and 74% for males and 65% for females 

(Norris, 1992).  A significant number of trauma victims (7.7 million American adults) continue 

to experience symptoms related to trauma exposure and develop a troubling condition known as 

posttraumatic stress disorder (PTSD; Kessler, Chiu, Demler, & Walters, 2005).   

       PTSD, as defined by the DSM-IV-TR (American Psychological Association, 2000), 

involves the direct experience or witness of actual or threatened death or bodily harm or learning 

of these events experienced by a family member or close associate (Criterion A1) and intense 

fear, helplessness, or horror (Criterion A2). PTSD also involves persistent re-experiencing of the 

traumatic event (B), avoidance/general numbing response (C), and persistent increased arousal 

(D). Symptoms must be present for more than one month (E) and significant distress or 

impairment in social, occupational or other important areas must occur (F). 

       PTSD, then called “shell-shock,” was first used to describe the trauma reactions of 

soldiers returning from battle during World War I and World War II.  Since its discovery, 

scientists and practitioners have conducted extensive investigations into correlates and predictors 

of PTSD in an effort to clarify the progression of the disorder and to understand the differential 

effects of the multitude of potentially traumatic experiences that can be seen as instigating the 

disorder.  Consequently, “shell-shock” is no longer seen as a disorder stemming exclusively from 
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combat experiences and is now know to result from situations as varied as natural disasters, 

sexual assaults, motor vehicle accidents, and even viewing dangerous or life-threatening 

experiences.   

       The hallmarks of PTSD include three broad categories of distressing symptoms: (1) re-

experiencing the trauma, (2) avoidance and numbing, and (3) increased arousal (American 

Psychological Association, 2000).  PTSD is associated with poor quality of life, depression, 

anxiety, suicidal behavior, physical disorders, and disability (Sareen et al., 2007). Predictors for 

PTSD include a psychiatric history, reported childhood abuse and childhood adversity, previous 

trauma and younger age at the time of previous trauma, education level, gender, race, (Brewin, 

Andrews, & Valentine, 2000), anxiety disorders, lower intelligence (Breslau, Lucia, & Alvarado, 

2006),  low extraversion, high impulsivity (Pozgain, Mandic, Filakovic, & Antolovic-Pozgain, 

2003), lower optimism, higher neuroticism (Denson, Marshall, Schell & Jaycox, 2007), and 

shameful, angry, or sad emotions following a trauma (Andrews, Brewin, Rose, & Kirk, 2000; 

Hathaway, Boals, & Banks, in press). Higher depression and anxiety have been related to PTSD 

symptoms in college students, particularly with those students who had experienced multiple 

traumas (Vrana & Lauterbach, 1994) and community samples (Brandes, et al., 2002).  

       Lack of social support following traumatic experience also predicts PTSD (Neria, 

Solomon, & Dekel, 1998; Schlenger, et al., 1992).  Analysis by Brewin, Andrews, and Valentine 

(2000), found social support to be a risk factor for development of PTSD, above and beyond 

several other pre-trauma risk factors such as gender, age, previous trauma, and general childhood 

adversity.  

       Some studies have found minorities are more likely to develop PTSD (Gill & Page, 

2006), but Denson et al. (2007) found contradictory findings for minority status, specifically, 
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minority status (Hispanic) was related to decreased PTSD symptoms.  A review by Gill and Page 

(2006) found African Americans, Native American, and Hispanic populations were 20-80% 

more likely to develop PTSD than Caucasian populations, although this relationship is yet to be 

clearly established in the research. 

Post-Traumatic Stress Disorder in Women 

  Factors unrelated to trauma exposure are known to contribute to the disorder.  Notably, 

being female is often found to be a significant predictor in the development of trauma related 

symptoms (Berwin, Andrews, & Valentine).  Compared to men, women are twice as likely to 

develop PTSD (Gill & Page, 2006), are likely to experience PTSD symptoms twice as long 

(Nemoreff, et al., 2006), and experience increased levels of distress, self-blame, and social 

withdrawal (Gill & Page, 2006).  According to their quantitative review of the last 25 years of 

PTSD research, Tolin and Foa (2006) concluded females were approximately twice as likely to 

meet full criteria for PTSD diagnosis as males, although they were significantly less likely to 

have had potentially traumatic experiences (PTE).  Hypothesized causes of this disparity include: 

(1) differences in the type of trauma experienced, (2) methodological gender bias in diagnosis 

and data collection, (3) biological differences in stress response systems, (4) socially defined 

roles and social stressors, (5) differences in cognitive perceptions of traumatic events (Simmons, 

2007). Several of these hypotheses are explored below as they provide the rationale for the 

present study. 

  Gilligan’s (1982) classic work on female development highlighted how the different roles 

women play in society affect emotional development.  Although little empirical data exists to 

confirm the theory, Simmons (2007) postulates female parenting and family roles may adversely 

impact the stress response after a traumatic event for women.  Due to their multiple roles, women 
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may not have the time to seek social support post-trauma (Simmons, 2007), thereby increasing 

their overall risk for PTSD, as lack of social support is a significant predictor of PTSD (Berwin  

et al., 2000; Ozer et al., 2003).  Wagner et al. (2000) proposed the cumulative effects of societal 

stressors including sexual harassment, parenting roles, unfair pay, and domestic abuse might be 

to blame for the greater risk of PTSD in women.   

       Social expectations influence what is seen as appropriate emotional behavior for 

members of each gender (Eagly, 1987).  Thus, a trauma experience may simply highlight the pre-

existing gender specific scripts for response to distress wherein women are more likely to display 

anxious and depressive behavior and, men aggressive and belligerent behavior (Tolin & Foa, 

2008), externalizing disorders, conduct disorders, or substance abuse (Kessler, Chiu, Demler, & 

Walters, 2005).  Thus, the tendency toward this differential expression of distress, often resulting 

in a diagnostic label of PTSD and not necessarily more distress, may partially explain gender 

differences in reaction to stressful and traumatic events (Craske, 2003). 

       The innate tendency for women to “tend and befriend” in response to stress instead of the 

typically male “fight or flight” response has been likened to an avoidant coping style wherein 

women are less likely to directly learn effective ways dealing with threats in the environment, 

and are less likely to develop self-efficacy (Craske, 2003).   This increase in socialization is 

hypothesized to lead to increased verbal communication (though not with a professional helper 

[Hyde, 1986]), but also to an increase in worry and more avoidant behavior (Craske, 2003).  This 

type of avoidant coping, or trying to forget about or block out the event, has been associated with 

poorer recovery from trauma in cases of sexual assault (Ullman, 1996; Valentiner, Riggs, Foa & 

Gershuny, 1996).  However, these data on social support seeking behavior are perplexing, given 
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that more symptomatic women may simply be seeking the most support (Ullman, Filipas, 

Townsend, Starzynski, 2007).    

       Researchers suggest higher rates of PTSD in women may be due to women’s cognitive or 

affective processing of the traumatic experience (Tolin & Foa, 2006).  The social cognitive 

processing (SCP) model of adjustment to trauma (Lepore, 2001) suggests adjustment depends on 

discussing trauma-related thoughts and feelings with supportive others.  Negative, insensitive, or 

unsupportive social responses to trauma disclosure, termed social constraints, have been linked 

to poor adjustment and more PTSD symptoms (Lepore, 2001).  Research suggests social 

constraints lead to poorer post-trauma outcomes by limiting cognitive processing (Belsher, 

Ruzek, Bonger & Cardove, 2011).  Essentially, the trauma survivor may attempt to verbally 

express and process their feelings and experience with members of their social network.  But 

when these efforts are met with negative reactions, processing efforts stop and any dysfunctional 

cognitions remain and may even be validated by the unsupportive reactions.  Negative social 

reactions of others are related to severity of PTSD as well (Ulman, Filipas, Townsend, & 

Starzynski, 2007). 

       As mentioned above, coping strategies often differ between male and female trauma 

survivors (Vingerhoets & Van Heck, 1990), and these immediate post-trauma strategies have 

been found to be predictive of the onset of PTSD (Clohessy & Ehlers, 1999; Valentiner, Foa, 

Riggs, & Gershuny, 1996).  One study of male and female paramedics found the female 

participants more likely to use wishful thinking, mental disengagement and suppression of 

trauma memories as coping strategies.  These strategies were found to correlate highly with 

PTSD in both male and female participants (Clohessy & Ehlers, 1999).  
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       Ehlers and Clark’s (2000) cognitive model suggests distressing beliefs about oneself, 

others, and the world may lead to development of PTSD.  Dysfunctional beliefs about the self in 

relation to trauma are predictive of distress in recent trauma literature (Foa, Ehlers, Clark, Tolin 

& Orsillco, 1999).  Similarly, physical and sexual assault survivors’ peri- and post-trauma 

cognitive appraisals were predictive of PTSD symptoms at follow-up (Dunmore, Clark, & 

Ehlers, 1999, 2001).  Similar results have been found for motor vehicle accident survivors 

(Mayou, Ehlers, & Bryant, 2002), and ambulance service workers (Steil & Ehlers, 2000).  

Sexual Assault and PTSD 

Although gender-specific risk is found regardless of the type of event experienced 

(North, Nixon, Shariat, Mallonee, McMillian, Spitznagel & Smith, 1999), disparity in rates of 

severe trauma symptoms is thought to be at least partially due to the differing types of trauma 

experienced by women and girls.  Women tend to experience more interpersonal types of trauma 

including domestic violence, rape, and childhood sexual assault (Breslau, Kessler, Chilcoat, 

Schultz, Davis, Andreski, 1998).  Meta-analyses support this theory, citing females report 

significantly more adult and childhood sexual assaults than males, while males report more 

accidents and combat experiences (Tolin & Foa, 2008).  However, when controlling for the type 

of traumatic event, the data concerning symptom development is less clear.  Some studies have 

shown that when accounting for the variance attributable to sexual abuse, gender differences in 

the prevalence of anxiety disorders are reduced, but not eliminated (Fergusson, Swain-Campbell, 

& Horwood, 2002).  Tolin and Foa (2008), found no significant differences between males and 

females within the category of sexual assault.  This finding may be due to data suggesting adult 

male victims of sexual assault experienced more brutal attacks (Kaufman, Divasto, Jackson, 

Voorhees, & Christy, 1980; Pino & Meier, 1999), due to having similar size and body strength to 
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their male assailants.  Given these and other complexities in understanding the development of 

PTSD in victims of differing types of assault, Tolin and Foa (2008) warn against grouping male 

and female trauma victims together within the same category of potentially traumatic events 

(PTE), as doing so can obfuscate victims’ experiences.  For the purposes of this study, only 

female subjects were surveyed and particular attention was placed on carefully delineating the 

type of traumatic experience being reported.  

       Ehlers and Clark’s (2000) cognitive model of PTSD, wherein peritraumatic and 

posttraumatic cognitive beliefs about self, others and the world contribute to distress, is 

particularly relevant when conceptualizing trauma responses in female survivors of sexual 

assault.  Research has shown men and women differ in their perceptions of stressful events.  

Ehlers et al. (1998) found male PTE survivors rated motor vehicle accidents as less frightening 

than female PTE survivors.  Specific to sexual assault, male childhood sexual abuse survivors 

described their experience as less negative than did female childhood sexual abuse survivors 

(Fritz et al., 1981; Nash & West, 1985; Schultz & Jones, 1985).  Additionally, Vrana and 

Lauterbach (1994) found only 11% of male participants rated their sexual assault as their worst 

event experienced, as opposed to 53% of female participants.   

       With regard to the aftermath of trauma, individual differences exist in survivors’ 

appraisals of their reactions to and recovery from the trauma as well as their perceptions of their 

ongoing safety.  Ehlers and Clark (2000) posit those individuals who suffer from disturbing 

trauma symptoms do so because of negative idiosyncratic appraisals of the event and/or its 

sequelae and that these interpretations lead to an ongoing sense of danger.  As trauma 

experiences can impact many areas of life, including intimate and social relationships, job 

opportunities, physical health, functioning and attractiveness, the survivors’ appraisals of all 
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areas of the trauma experience are important.  Fairbrother and Rachman (2006) give an example 

of a sexual assault victim who comes to believe all men are dangerous.  This appraisal would 

have far-reaching implications for the victim’s future, including her beliefs about her ability to 

ever marry or have children.  They cite similar cognitive distortions resulting from trauma 

experiences including “because I couldn’t fight him off I am weak,” “I am a target,” and “I will 

never be able to trust a man again.” This type of negative belief about the self or the world has 

been shown to be related to PTSD symptoms at 6-month follow up (Dumnore, Clark & Ehlers, 

2001), and accounted for 35% of the variance in PTSD symptom severity in a study of sexual 

assault survivors (Fairbrother & Rachman, 2006). 

       Blaming oneself for the trauma is one type of cognitive distortion seen in sexual assault 

cases that may also be conceptualized as a negative belief about the self, if utilizing Ehlers and 

Clark’s (2000) cognitive model of PTSD.  In a sample of adult sexual assault survivors, Littleton 

and Breitkopf (2006) found self-blame predictive of disengagement coping, which they suggest 

leads to poor outcome because these self-blame beliefs are difficult to resolve in isolation.  A 

longitudinal study by Frazier et al. (2005) found behavioral self-blame led to the maladaptive 

coping strategy of social withdrawal, which then predicted symptoms of depression, hostility and 

anxiety.  Without respect for the type of trauma, research has shown that female trauma 

survivors are more likely to blame themselves for the trauma, to hold more negative views of 

themselves,  to view the world as a dangerous place (Tolin & Foa, 2002), and to believe they 

were incompetent or damaged (Foa, Ehlers, Clark, Tolin, & Orsillo, 1999), more than their male 

counterparts.  

       DePrince and Freyd (2002) assert that women are more likely to encounter betrayal as a 

result of trauma.  In the case of nonsexual assault, women are more likely than men to have been 
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assaulted by a family member, intimate partner (Singer, Anglin, Song, & Lunghofer, 1995; 

Vrana & Lauterbach, 1994), or someone they consider to be “close” (Freyd & Goldberg, 2004), 

and to have acquired more serious injuries from such assaults (Cantos, Neidig, & O’Leary, 

1994).  The betrayal trauma theory (BTT; DePrince & Freyd, 2002) conceptualizes trauma 

differently when the perpetrator of trauma is a person or institution on which the victim depends 

for survival.  Psychological responses to betrayal trauma are thought to be different in that 

victims may experience “betrayal blindness,” a type of partial awareness or disengagement from 

memories of the trauma, designed to allow the victim to preserve their relationship with the 

abuser when their survival depends on that relationship (Freyd, DePrince, Gleaves, 2007). Thus, 

conscious appraisals of the trauma are likely inhibited while the victim is dependent on the 

perpetrator.  DePrince and Freyd (2002) assert that survivors of betrayal trauma may create new 

conceptual schemas that may eventually become apparent with the development of PTSD.  High-

betrayal abuse (i.e., where the perpetrator was a family member or person living in the home) has 

been shown to correlate with depression, anxiety, suicidality, panic, anger, poor health and poor 

social and emotional functioning in a large sample of sexually abused children (Edwards, Freyd, 

Dube, Anda & Felitti, 2006).   

       A woman’s sense of self is thought to be organized around her ability to maintain and 

create intimate relationships (Miller, 1986).  Thus, traumatic assaults by loved ones, or a loved 

one’s unsupportive reactions to an assault disclosure, may cause women to internalize traumatic 

events and feel more personally betrayed by events than a man (Simmons, 2007).  

Centrality of Events 

PTSD predictor identification has helped researchers and clinicians not only better 

understand the concept of PTSD, but also increase the specificity and efficiency in screening, 
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prevention, intervention, and follow-up procedures/treatment.  It is perplexing that data suggest 

female survivors of traumatic events, and in particular survivors of sexual assaults, suffer more 

than males.  Despite a great deal of effort, the mechanisms by which female sexual assault 

survivor peri- and posttraumatic cognitions differentially lead to posttraumatic symptoms are 

poorly understood.  One area of potential clarity comes from an emerging body of literature on 

event centrality, or the extent to which a person believes an event or memory is part of their 

identity.   Boals (2010) showed a relationship between scores on the centrality of event scale 

(CES), traumatic memory intensity, and depression.  More importantly, the study also showed 

females were more likely than males to perceive a stressful event as central to their identity, 

possibly clarifying reasons for the gender differences often seen in PTSD symptoms.  

       The extent to which the memory of a stressful event acts as a reference for personal 

identity and offers  meaning to experiences within an individual’s life can have a significant 

effect on a person’s mental health (Bernsten, Willert, & Rubin, 2003). Bernsten and Rubin 

(2006) found centralized trauma (CES) scores were positively correlated with PTSD symptoms, 

dissociation, and depression.  The tendency for females to integrate negative and traumatic 

memories into their identity at a higher rate than positive memories may begin to explain why 

females are more likely to develop PTSD after trauma exposure (Olff et al., 2007).    

Boals (2010) proposed the gender differences in event centrality found in his study of 

young adults were likely due to different processing styles taught to boys and girls wherein 

females allocate more attention to emotional events and experiences. However, the reasons why 

this relationship only holds for negative events is unclear.  A potential explanation for these 

observed differences in trauma response may be related to how women experience and process 

sexual trauma.  Pilot data at collected from undergraduate students at the University of North 
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Texas showed higher CES scores for a broad category of traumas which included both physical 

and sexual assault (M = 19.7, SD = 7.9) than other traumas (M = 17.5, SD = 8.8), t (2301) = 4.1, 

<.001 (Cohen’s d = .26; eta squared = .017).  PTSD symptoms, as measured by PCL-S, were also 

more severe in the physical and sexual assault category (M = 34.9, SD = 14.2) than in other 

traumas (M = 27.8, SD = 12.9), t (2296) = 8.69, <.001, (Cohen’s d = .52; eta squared = .063).  

While these results were as expected, the types of trauma were poorly delineated with physical 

and sexual assaults falling into a single category.  

       Additionally, prior data collected for an unrelated study in a small clinical population of 

women (N= 48) also found significant differences in event centrality between those reporting 

sexual assaults (M = 29.6, SD = 5.1) and nonsexual assaults (M = 25.8, SD = 5.5), t (46) = 2.26 < 

.05.  (Cohen’s d = .72; eta squared = .116).   No significant differences in the severity of their 

trauma symptoms were found between the groups in the clinical sample, as measured by the 

PCL-S.   

       The purpose of this study was to identify and clarify the relationship between event 

centrality and traumatic events in women.  As prior research has shown event centrality to be 

related to PTSD symptoms, this study sought to replicate these findings, and those of Boals 

(2010), wherein women found negative events more central to their identity, and to explore 

variables that may be unique to sexual assault.  

       This study also sought to expand on prior knowledge by investigating the impact of 

sexual self-objectification in female victims of sexual assault.  Self- objectification is the 

tendency to view one’s own body through a sexually objectified lens and to treat one’s self as an 

object to be valued on the basis of appearance and sexual desirability (Fredrickson, Roberts, 

Noll, Quinn & Twenge, 1998).  Self-objectification is thought to be the result of sexually 
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objectifying experiences (objectifying gazes, cat calls, sexual harassment, sexual abuse, and 

experiences related to cultural pressure forwards thinness and youth including media messages 

(Moradi & Huang, 2008)),  and results in vigilance over one’s own personal safety (Fredrickson 

& Roberts, 1997), and a type of  heightened anxiety and self-consciousness about the physical 

self, prompting constant appearance monitoring, both of which are thought to deplete mental 

resources (Fredrickson, Roberts, Noll, Quinn & Twenge, 1998).  Experimental manipulations, 

such as trying on a swimsuit have been used in the laboratory setting to prompt self-

objectification.  These experiments have found self-objectification led women (but not men) to 

feel shame about their bodies and perform more poorly on advanced math tests (Fredrickson, 

Roberts, Noll, Quinn & Twenge, 1998).  Additionally, self-objectification seems to be related to 

important mental health outcomes including poor self-esteem, low life satisfaction, low 

relationship satisfaction, low global well-being, risk taking, self-harm, negative attitudes toward 

breastfeeding and menstruation (Breines, Crocker & Garcia, 2008; Harper & Tiggemann, 2008; 

Mercurio & Landry, 2008; Moradi & Huang, 2008).   

       Prior studies have found extreme forms of sexual objectification (sexual assault, rape and 

incest) in young women predict later substance abuse (Moran, Vuchinich & Hall, 2004), major 

depression and PTSD (Kilpatrick et al., 2003).  Interestingly, in one qualitative study, heroin 

abusers consciously connected their objectifying sexual experiences (rape, prostitution, and 

sexual abuse) with their psychological distress and heroin use (Streicher-Bremer, 2001). Much of 

the research in the area follows the following line of reasoning: Objectifying experiences lead to 

self-objectification; which leads to body shame, anxiety and diverted mental resources; which 

leads to depression (eating disorders, or substance abuse) (Szymanski, Moffitt & Carr, 2010).  

This study was designed to investigate a similar line of reasoning wherein the centrality (CES) of 
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a sexual assault is assessed in relation to the victim’s self-objectification and adjustment post-

trauma (PTSD symptoms).  It was hypothesized that not only do sexual traumas lead to PTSD 

symptoms, but the level of PTSD is contingent on the victim’s self-objectification in that sexual 

traumas will be interpreted as more central to the identity of women who view themselves, and 

their worth, as related to their attractiveness and desirability.  
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CHAPTER 2 

METHODS 

       This project required two smaller studies utilizing different populations. The first utilized 

the undergraduate research pool at the University of North Texas.  The second study sought a 

treatment seeking population from Denton County Friends of the Family, a local non-profit 

organization offering legal, psychological, and shelter services to victims of domestic violence 

and sexual assault.   

       This project was designed to add to pilot data findings in both an undergraduate and 

clinical population, wherein sexual traumas were rated as more central to the identities of the 

survivors and led to greater severity of PTSD symptoms than non-sexual trauma, and bolster the 

evidence relating CES to sexual trauma by improving the noted flaws in the pilot study data.  

Specifically, the data collection procedures related to trauma identification were altered for 

greater differentiation between types of trauma.  The study also investigated the hypothesized 

mediating role of event centrality in the relationship between sexual trauma and PTSD 

symptoms, and the hypothesized mediating role of self-objectification in the relationship 

between sexual trauma and event centrality.  

Student Population: Study 1 

Participants 

 Participants were recruited from the undergraduate research pool at the University of 

North Texas. Five hundred thirty-seven undergraduates completed the online collection of 

measures between fall 2011 and March 2012.  For the purposes of this study, only data from 

female participants was used resulting in a sample size of 350. The mean age of the female 

participants was 20.61 years old (standard deviation 3.92).  Of these women 56.3% reported their 
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ethnicity as White/non-Hispanic, 10% African American, 7.4% Asian/Pacific Islander, 19.4% 

Hispanic, 2.6% Native American, and 4.3% endorsed the ‘Other’ category. 

Procedure 

 UNT student participants completed the online informed consent form (Appendix A), set 

of self-report questionnaires and measures of behavior and affect, and debriefing (Appendix B).  

The data was collected through Surveymonkey.com.  Students received partial course credit for 

completion of the online survey.   

Community Sample: Study 2 

Participants 

 Participants were recruited from the client waiting area at a local organization serving 

victims of domestic violence and/or sexual assault who are seeking therapeutic services.  Fifty-

six women completed the survey between January and April 2012.  Two participant packets were 

thrown out; one for being an obvious duplicate of a previously collected packet, and the second 

for having incomplete information.  The mean age of the female participants was 33.22 years old 

(standard deviation 10.24).  Of these women 70.4% reported their ethnicity as White/non-

Hispanic, 13% African American, 3.7% Asian/Pacific Islander, 7.4% Hispanic, 1.9% Native 

American, and 3.7% endorsed the ‘Other’ category. 

Procedures 

 The community sample was retained by posting recruitment flyers (see Appendix D) in 

the client services waiting area at Denton County Friends of the Family offices in Corinth, 

Texas.  Each flyer was attached to a copy of the entire questionnaire packet.  After noticing the 

flyer, which listed the criteria for participation, the participant completed the packet of 

questionnaires.  After completing the surveys and demographic questionnaires, each participant 
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was given $5 by a student research assistant for her participation.  Unlike the undergraduate data 

collection, only the measures listed here were included in this research packet. 

Materials 

Objectified Body Consciousness Scale  

 The Objectified Body Consciousness Scale (OBCS; McKinley & Hyde, 1996) is a 24-

item measure assessing the extent to which women take the perspective of an external observer 

on their own bodies.  Each item is measured on a 7-point response scale, ranging from 1 = 

strongly disagree, to 7 = strongly agree. The OBCS has three subscales intended to measure 

different components of women’s relationships with their bodies: Self-Surveillance, Body-

Shame, and Control Beliefs (also called appearance control).  Internal consistency was reported 

for each subscale: Surveillance (alpha = .76 - .89), Body Shame (alpha = .70 - .75), and 

appearance Control Beliefs (alpha = .68 - 76), and test-retest reliability was demonstrated over a 

two-week period.  As several studies have found the Self-Surveillance and Body Shame 

subscales to be highly correlated with one another, it is recommended the measure be treated as 

two subscale scores, one for Surveillance and Body Shame (a proxy for valuing the body) and 

one for Control Beliefs (a proxy for behaviorally investing in the appearance of the body), 

instead of a total scale score (Calogero, 2011).  In the UNT data set, the Cronbach alpha 

coefficient was .79 for the Surveillance scale, .83 for Body Shame, .79 for Control Beliefs, and 

.85 for the proxy total score for valuing the physical body containing the Body Shame and 

Surveillance items.  In the community sample, the Cronbach alpha coefficient was .64 for the 

Surveillance scale, .78 for Body Shame, .79 for Control beliefs, and .83 for the proxy total score 

for valuing the physical body containing the Body Shame and Surveillance items. 
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Self-Objectification Questionnaire  

 The Self-Objectification Questionnaire (SOQ; Noll & Fredrickson, 1998) assesses the 

degree to which individuals value observable physical attributes (weight, sex appeal, 

measurements) over non-observable competence-based body attributes (strength, health, physical 

fitness). Respondents are asked to rank 10 body attributes in order of their impact on physical 

self-concept, from 0 to 9. The difference between scores given to the five appearance-based 

items minus those given to the five competence-based items represents the emphasis given to 

physical appearance.  More positive scores reflect greater emphasis on physically observable 

attributes, while more negative scores indicate emphasis on physical competence.  Construct 

validity was demonstrated by Noll and Fredrickson (1998), as the SOQ was shown to correlate 

with appearance anxiety (r = .52) and body-size dissatisfaction (r = .46) suggesting self-

objectification is meaningfully related to body image variables without being an overlapping 

construct.  Unfortunately, the rank order scoring system of the SOQ makes traditional measures 

of internal consistency difficult.  Although imperfect, Hill and Fischer (2008) reported a strong 

negative correlation between sets of rankings on the two sets of attributes (r = .81) as a proxy for 

reliability of respondents’ rankings (Calogero, 2011). 

Stressful Life Events Screening Questionnaire-Revised  

 The Stressful Life Events Screening Questionnaire-Revised (SLESQ-R; Goodman, 

Corcoran, Turner, Yuan, & Green, 1998) is a 13-item self-report measure of lifetime exposure to 

traumatic events.  For each event, respondents are asked to indicate whether the event occurred 

(“yes” or “no”), their age at time of the event, as well as other specific items related to the event, 

such as the frequency, duration, and whether anyone died or was hospitalized as a result of the 

trauma.  This questionnaire was chosen because it distinguishes between physical and sexual 
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assault, and between childhood and adult sexual assault. If respondents report asexual assault in 

their SLESQ, they will be asked to consider that event when answering these and other trauma-

related questions.  If they do not have a history of sexual assault, they will be asked to answer 

subsequent trauma questions in reference to their most traumatic experience. 

PTSD Checklist-Specific  

 The PTSD Checklist-Specific (PCL-S; Weathers, Litz, Herman, Huska, & Keane, 1993) 

measures intrusive thoughts and avoidance of the trauma. The PCL-S contains 17-items on a 

scale from 1 (not at all) to 5 (extremely). Participants rate the intensity of each trauma induced 

PTSD B-criteron symptom (e.g. ‘‘Repeated, disturbing memories, thoughts, or images of the 

stressful experience’’), C-criteron symptom (e.g. ‘‘Avoiding activities or situations because they 

reminded you of the stressful experience’’), and D-criteron symptom (e.g. ‘‘Feeling jumpy or 

easily startled’’) during the past month. A score of 44 or higher is indicative of probable PTSD. 

Test-retest reliability was r = .96 (Blanchard et al.), and internal consistency alphas were 

acceptable, with symptom subscale alphas ranging from .92 - .93, and total PCL-S alpha = .97.  

Reported convergent validity was strong with the PK scale of the MMPI-2 (r = .77), Impact of 

Event Scale (IES; r = .90). Convergent validity for the PCL-S and CAPS (Clinician 

Administered PTSD Scale) subscales were also substantial, ranging from r = .58 to .92 

(Blanchard, Jones-Alexander, Buckley, & Forneris, 1996; Palmieri, Weathers, Difede, & King, 

2007; Weathers, Litz, Herman, Huska & Keane, 1993). In the UNT sample the Cronbach alpha 

coefficient was .97, community sample Cornbach alpha was .94.   

Centrality of Events Scale  

 The Centrality of Events Scale (CES; Berntsen & Rubin, 2006) measures the extent the 

traumatic event has been incorporated into an individual’s identity.  The CES contains seven 
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items on a scale from 1 (totally disagree) to 5 (totally agree).  Internal reliability on the CES for 

an individual’s most traumatic event was α = .88.  In the UNT sample the Cornbach alpha 

coefficient was .96.  In the community sample, the 7-item the short form version was used 

producing a Cornbach alpha coefficient of .86.  There are no validity scores for this measure. 
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CHAPTER 3 

RESULTS 

Study 1: Undergraduate Sample 

  Demographics and descriptive statistics for Study 1 are displayed in Table 1.  

Descriptive statistics for variables of interest are displayed in Table 2.  

Confirmatory Findings 

 A series of independent-samples t-tests were conducted to add to the findings from pilot 

data, showing increased centrality of events (CES) and posttraumatic stress disorder (PTSD) 

scores in those reporting sexual traumas, and to replicate findings of Lindberg, Grabe, and Hyde 

(2007), wherein survivors of sexual victimization reported more self-objectification and body 

shame.  Results are displayed in Table 3.  Cohen’s d was used as the index of effect size for t-

tests with r values of .20, .50, and .80 representing small, medium, and large effect sizes.  As 

expected, significant differences were found between sexually abused and assaulted women and 

non-sexually abused and assaulted women in the predicted direction on all variables of interest in 

Study 1.  

Mediation Analyses 

  As suggested by Szymanski et al. (2011), several process analyses were conducted in an 

attempt to further clarify the self-objectification-mental health link.  Mediation analysis was 

conducted to determine if self-objectification partially mediates the relationship between sexual 

trauma and event centrality. For clarity this is referred to as Mediation A.  The following results 

were found using Study 1 data.   

 The first step in mediation analysis, as suggested by Barron and Kenny (1986), was to 

establish a relationship exists between sexual trauma and event centrality.  A statistically 
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significant correlation was found between scores on the CES and reports of rape or attempted 

rape (r = -.16, n = 330, p = .004) in Study 1; wherein those reporting rape or attempted rape 

reported greater event centrality for the event.  Correlation coefficients for Study 1 can be found 

in Table 4.  A significant correlation was not found between CES scores and reports of traumatic 

events being of a ‘sexual nature’ (r = -.11, n = 179, p = .152), thus only the sexual abuse 

variable, which described rape or attempted rape, was used in further mediation analyses.  

 The second step in mediation analysis was to establish a relationship between sexual 

trauma and sexual self-objectification.  Strong correlations were found between sexual assault 

and abuse and the predicted measures of sexual self-objectification, although levels of statistical 

significance did vary across measures of sexual self-objectification. See Table 5.   

 The third step in this mediation analysis was to establish a relationship between sexual 

self-objectification and CES.  As can be seen in Table 5, significant correlations were found for 

two measures on sexual self-objectification, OBCS Shame (r = .19, n = 243, p = .003) and OBCS 

Shame/Surveillance (r = .14, n = 231, p = .029).  Upon inspection it became clear the power of 

OBCS Shame/Surveillance measure was predominately due to the inclusion of OBCS Shame, 

thus, only the independent OBCS Shame scale was considered in further analysis.  

 The final step in mediation analysis was to control for the hypothesized mediator sexual 

self-objectification.  The partial correlation between CES and sexual assault, when controlling 

for sexual self-objectification (OBCS Shame) (r = -.13, n = 258, p = .041) was smaller than the 

correlation between CES and sexual abuse without partialing out sexual self-objectification (r = -

.16, n = 330, p = .004).  Thus, a mediating variable was detected in Mediation A.  See Figure 1.   

 Opinions on determining the significance or meaningfulness of a mediator differ between 

those examining the product of coefficients (Barron & Kenney, 1986; Sobel, 1982), product 
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distribution methods (MacKinnon, Fritz, Williams, and Lockwood, 2007), and bootstrapping 

(Preacher & Hayes, 2004).  Table 6 shows results of this mediation analysis, and subsequent 

mediation analyses conducted with Study 1 data, along with relevant parameter estimates for 

each of the Barron and Kenny (1986), pathways,  results of the Sobel test of significance, and 

upper and lower confidence intervals for the indirect effect resulting from 10,000 bootstrap 

resamples. 

 The second mediation analysis, called Mediation B, conducted with Study 1 data was 

conducted to test the hypothesis that event centrality partially mediates the relationship between 

sexual trauma and PTSD symptoms.  When the independent variable assessing rape or attempted 

rape was utilized and contrasted with non-sexually abused women, this hypothesis was supported 

as well. See Figure 2 for a visual diagram of the mediation.  Table 5 shows the results and 

significance tests of the relationship between sexual abuse and PTSD symptoms with CES as the 

mediating variable.  Table 6 shows Barron and Kenny (1986) parameter estimates and 

significance tests for Mediation B with Sample 1. 

 As suggested with all causal models, alternative explanations and confounding factors for 

the proposed path must be explored.  The Mediation B was reexamined using neuroticism or 

closure as potential mediating variables in the relationship between type of assault and PCL-S 

and neither mediation proved successful.  Alternative models were also tested for Mediation A, 

between sexual abuse and CES, with self-objectification as the mediating variable, using other 

measures collected in this study.  Alternative mediating pathways were not detected.   

Study 2: Community Treatment Seeking Sample 
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Confirmatory Findings 

      As with the first data set, a series of independent-samples t-tests were conducted to add to the 

findings from pilot data, and to replicate findings of Lindberg, Grabe, and Hyde (2007), wherein 

survivors of sexual victimization reported more self-objectification and body shame.  Results of 

t-tests are shown in Table 4.  Study 2 responses were complicated in that only six of the fifty-five 

women surveyed denied having a sexual abuse history.  Additionally, since data collection was 

conducted with paper-and-pencil surveys, errors occurred as many participants reported sexual 

abuse and rape in their trauma history, but failed to designate any of their sexual assaults as the 

trauma used to complete the centrality of events questionnaire.  For the purpose of t-tests, in 

Table 7, only data from women who identified their sexual assault when completing their CES, 

as instructed, were considered and compared to those who did not report any sexual assaults in 

their histories.  Analysis of this very limited sample (n = 6 with no sexual abuse history, and n = 

30 with a sexual abuse history who correctly listed sexual trauma on the CES) showed women in 

this treatment seeking community sample, who reported sexual assaults differ significantly in 

their endorsement of PTSD symptoms, producing a moderate effect size; t (31) = 1.33, p = .04 

(two-tailed), Cohen’s d = .576.  However, the hypothesized differences in sexual self-

objectification between sexually and non-sexually abused women were not seen in this sample.  

For the purpose of correlations in Table 8 and 9, only data from women reporting sexual assaults 

in their CES were used for correlations involving event centrality.  

Mediation Analyses 

 Results of mediation analyses for Study 2 can be seen for Mediation A in Figures 3 and 

Mediation B in Figure 4, along with coefficients and significance tests in Table 10.   

Hypothesized mediating variables were not supported by this data.  
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Exploratory Analysis 

   Although hypothesized mediating variables were not detected in this sample, exploratory 

analyses were conducted to attempt to gain a rudimentary understanding of the relationship 

among self-objectification, event centrality and trauma symptoms in the treatment-seeking 

population and to compare the data from Sample 2 to that from Study 1.   Although many 

differences exist between the two samples, including age and number of traumatic experiences, 

which make formal statistical comparisons unsuitable, mean scores and correlations on most all 

measures followed a similar pattern, with sexually abused women showing more PTSD 

symptoms than non-sexually abused women within their respective sample; and women in Study 

2 showing more distress than those in Study 1.   Participants in Study 2 endorsed greater event 

centrality than those women in Study 1 for both sexual and nonsexual traumas, possibly because 

they were a self-referred clinical sample and therein self-identifying the trauma, or at least its 

sequelae, as impacting their lives.  Slightly more event centrality was seen in sexually abused 

women in both samples. 

 Table 11 shows correlations between PCL-S and CES and partial correlations between 

PCL-S and CES, controlling for OBCS Shame in the different samples of women used in these 

studies.  The relationship between CES and PCL-S decreased when controlling for OBCS Shame 

in the Study 1 sexually abused sample, as the mediation modes showed.  However, controlling 

for OBCS Shame had little impact on the other groups.  

 Regression equations predicting PCL-S were created to determine the relative 

contributions of several predictor variables for only rape or attempted rape victims in both 

datasets.  Study 1 model explained 39% of the variance in PCL-S scores, while the Study 2 

model explained 45% of the variance in PCL-S scores.  Model details along with squared part 
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correlation values can be seen in Table 14.  While CES proved to be the largest individual unique 

contributor to the model for the Study 1 data set, accounting for approximately 10% of the 

variance in PCL-S, closure was the largest and only statistically significant unique contributor to 

the Study 2 model, accounting for approximately 14.8% of the variance in PCL-S scores in this 

self-referred treatment seeking population.  Interestingly, neuroticism accounted for 

approximately 5% of the variance in the Study 2 sample, but was of little use in predicting PCL-

S scores in the student population.  This finding only adds to the ongoing debate about the 

possible direction of causality between neuroticism and PTSD symptoms (Engelhard, van den 

Hout, & Kindt, 2003; Miller, 2003). 
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CHAPTER 4 

DISCUSSION 

 This project sought to add to pilot study data noting elevated event centrality (CES) and 

Posttraumatic Stress Disorder Checklist – Specific (PCL-S) scores in victims of sexual traumas.  

Results from the undergraduate population confirm these findings.  And although the data lacked 

the power of statistical significance, mean scores from the treatment-seeking sample also suggest 

a similar pattern.  As previously noted, event centrality is the extent to which a memory of an 

event or trauma acts as a reference for personal identity and meaning of life experiences 

(Bernsten and Rubin, 2006).  If a trauma is seen as “emblematic” for a person’s life story, this 

may create internal, stable, and global attributions (Abramson & Seligman, 1978), or attributions 

that the trauma is related to personal characteristics consistent across situations.  According to 

these results, female victims of sexual assault seem to be making personal and internal life 

schemas based on their experience of rape or attempted rape. 

 Prior studies have found event centrality, as related to traumatic events,  can have a 

significant detrimental effect on a person’s mental health (Berntsen, Willert, & Rubin, 2003), 

showing strong relationships with posttraumatic stress disorder (PTSD) and depressive 

symptoms.  Results from both the undergraduate and treatment-seeking populations reaffirmed 

the relationship between elevated event centrality and post traumatic symptoms as measured by 

the PCL-S.  Thus, reiterating the potentially negative consequences of integrating a traumatic 

event into one’s own personal identity and highlighting the need to fully understand the pathway 

to post-traumatic distress. 

 Noting the statistical limitations of the comparisons in Table 10, Study 2 participants 

scored, on average, much higher on OBCS Shame than either category of trauma in Study 1, 
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indicating more overall sexual self-objectification (body shame) in the community treatment-

seeking population.  This could potentially be explained by true differences in how well 

members of each of these samples live up to culturally specified body ideals (weight, size, 

measurements), particularly considering Sample 1 participants were a great deal younger, and 

thus better ‘fit’ with the cultural ideal.   However, it is also possible that the women in the 

treatment seeking community sample endorsed more OBCS Shame because of their more 

extensive abuse histories.  Specifically, these participants were all seeking services for victims of 

sexual abuse and/or domestic violence.  Further research should consider the possibility that 

many forms of intimate abuse or violence, including domestic battery and partner emotional 

abuse may influence sexual self-objectification. 

 While controlling for OBCS Shame was not expected to impact the non-sexually abused 

women, it was still surprising that controlling for OBCS Shame had little impact on the CES and 

PCL-S correlation in sexually abused women in Study 2.  This lack of predicted impact is most 

likely due to lack of power, but could also have resulted from the influence of neuroticism seen 

in the regression equations predicting PTSD symptoms. See Table 13. 

  Certain limitations must be considered when assessing this study’s contribution to 

trauma literature. Although college students have experienced a comparable amount of trauma to 

the general population (Bernat, Ronfeldt, Calhoun, & Arias, 1998), their age and stage in life 

made them less likely to have experienced adult sexual assaults as older populations.  While 

access to a treatment-seeking population is highly desirable in trauma research, data from the 

Study 2 population was less informative than anticipated due to the overwhelming percentage of 

respondents with a sexual abuse history.  Additionally, all measures were self-report, where 

observation or peer/family report may have yielded different results.  Future longitudinal 
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research is suggested to pin-point the trajectory of the models shown here and to apply treatment 

modalities accordingly in an effort to develop a sexual trauma recovery pathway that does not 

lead to PTSD.   

 While mediation models are causal in nature, the temporal relationship between trauma 

exposure and sexual self-objectification cannot be established in this study, although prior 

research has demonstrated a link between stranger sexual harassment and lesser forms of sexual 

assault and self-objectification (Fairchild & Rudman, 2008).  However, it is also possible that the 

causal link operates in the opposite direction to that proposed (i.e., women with higher sexual 

self-objectification are more likely to have been sexually assaulted).    

 The results of Study 1 further expound our understanding of the internalization of 

traumatic experiences and the development of PTSD.  Results of Mediation A indicate that rape 

and attempted rape victims may be influenced by the sexual nature (or possibly the intimate 

nature) of the traumatic event, causing an increase in their sexual self-objectification.  Partially 

because of this sexual self-objectification, these women incorporate the trauma as central to their 

identities, as  gender identity and sexual orientation are highly influential aspects of self-concept 

(Martin & Ruble, 2009), and our experiences.  Research documenting the link between event 

centrality and post-traumatic symptoms was furthered in its application to sexual trauma as seen 

in Mediation B.  Although these two mediation models taken together paint a disturbing picture 

explaining why women ‘get’ more PTSD than men, the models are intended to inform treatment 

of the victims of sexual assault. By understanding the pathway from the traumatic experience 

through self-objectification and event centrality to PTSD, practitioners can more appropriately 

tailor treatments by incorporating feminist therapies, challenging gender stereotypes, or 
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addressing personal narratives when they may be most beneficial in combating the onset of 

PTSD.    
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Table 1 

Demographic Statistics 
 
Variable  n %       n % 
__________________________________________________________________________ 
Study 1    Study 2   
 
Rape/Attempt  72 21.8  Sexual Abuse (recorded correctly)  28 51.9 

 
Sexual Nature  69 19.7 Sexual Abuse (reported, but incorrectly) 20 37 

 
Ethnicity  
 
Caucasian  197 56.3       38 70.4 
  
Hispanic   68 19.4       4  7.4 
 
African American 32 10       7 13 
 
Asian American 26 7.4       2  3.7 
   
Native American 9 2.6       1 1.9 
   
Other   15 4.3       2 3.7  
 
 
Variable  M  SD  Min  Max 
Study 1   
Age   20.61  3.92  18  52 
 
Study 2  
Age   33.22  10.24  18  54 
______________________________________________________________________________  
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Table 2 

Descriptive Statistics 

Measure/Variable n M  SD  Min  Max 

Study 1 

CES                     330 83.74  30.37  28  150 

PCL-S                      331 47.48  22.28  28  120 

SOQ                     265    -.30     11.72  -25  25 

OBCS Shame  258 26.03   9.61   9  54                     

OBCS Surveillance 253 37.60           8.21  13  56    

OBCS Shame/Surv 246 63.40  14.9  30  106                      

Study 2 

CES (short)                51 29.35  6.77  12  39 

PCL-S                      51 55.43  17.15  17  85   

SOQ                     51 -1.22  13.17  -33  21 

OBCS Shame  52 34.67  8.09  14  46   

OBCS Surveillance 53 38.66  9.37  16  56 

OBCS Shame/Surv 51 73.33  15.71  38   99      
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Table 3 

Study1 t-Test Results                                                                                                                      
   n M SD  df  t p Cohen’s d 
CES 
Rape/Attempt     
  Yes  72 92.80 27.53  328 2.89 .004 .398   
  No  258 81.21 30.69   
Sexual Nature    
  Yes  65 95.32 27.62  177 1.43 .152 .226 
  No  114 88.84 29.74 
PCL-S 
Rape/Attempt     
  Yes  72 58.75 22.67  329 5.03 .004 .657   
  No  259 44.35 21.17 
Sexual Nature    
  Yes  63 61.33 22.14  178 3.66 .000 .571 
  No  117 48.68 22.11  
SOQ  
Rape/Attempt     
  Yes  57 3.14 13.47  79.63 2.38 .02* .380   
  No  188 -1.52 10.92 
Sexual Nature    
  Yes  55 4.16 12.9  158   3.74 .000 .603 
  No  105 -3.01 10.76  
OBCS Shame 
Rape/Attempt     
  Yes  57 28.89 10.17   243 2.66 .008 .392   
  No  188 25.09 9.18 
Sexual Nature    
  Yes  52 28.92 9.46  147 2.57 .011 .440 
  No  97 24.83 9.14   
OBCS Surveillance 
Rape/Attempt     
  Yes  57 40.60 8.77  243 3.34 .001 .489   
  No  188 36.54 7.79 
Sexual Nature    
  Yes  52 40.65 8.94  147 2.68 .008 .454 
  No  97 36.75 8.21 
OBCS Shame/Surveillance 
Rape/Attempt     
  Yes  57 69.49 16.15  243 3.57 .000 .520   
  No  188 61.63 14.01 
Sexual Nature    
  Yes  52 69.87 15.54  147 3.18 .002 .557 
  No  97 61.59 14.14        
*equal variances not assumed 
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Table 4 

Study 1 Independent Variable with Dependent Variables Correlations 
 
Measure/Variable  Rape/Attempt    Sexual Nature 
_____________________________________________________________________________ 
   n r Sig (2-tailed)  n r Sig.(2-tailed) 
CES                 330 -.16** .004   176 -.11 .152       
 
PCL-S            331 -.26** .000   180 -.26** .000              
 
SOQ                     264 -.17** .006   160 -.29** .000 
 
OBCS Shame  258 -.16* .011   156 -.20* .014  
 
OBCS Surveillance 253 -.22** .001   153 -.25** .002  
 
OBCS Shame/Surv 246 -.23**  .000                       149 -.25* .002 
_____________________________________________________________________________ 
**sig at .01 level  * sig at .05 level  
 
 
Table 5 
 
Study 1 Dependent Variables with Mediator Correlations 
 
Measure/Variable  PCL-S     CES     
______________________________________________________________________________
   n r Sig (2-tailed)  n r Sig.(2-tailed) 
CES                 314 .58** .000      
 
SOQ                     250 .17** .008   250 .03 .692 
 
OBCS Shame  244 .32** .000   243 .19** .003  
 
OBCS Surveillance 239 .15* .022   238 .05 .423  
 
OBCS Shame/Surv 233 .27** .000   231 .14* .029 
______________________________________________________________________________ 
**sig at .01 level  * sig at .05 level  
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Table 6 
 
Results of Study 1 Mediation Analyses A and B with Relevant Parameter Estimates, Results of 
the Sobel Test of Significance and Upper and Lower Confidence Intervals for the Indirect Effect 
Resulting from 10,000 Bootstrap Resamples 
    
   a b c cl Sobel test LLCI ULCI 
_____________________________________________________________________________ 
 
X Sex Abuse 
Y CES 
M OBCS Shame  -3.20  .55 -10.64 -8.88 -1.65  .-4.72 -.006* 
 
X Sex Abuse 
Y PCL-S (PTSD) 
M CES  -11.69 .41 -14.17 -9.40 -2.78  -9.33 -.703** 
______________________________________________________________________________
sig at .01 level  * sig at .05 level  
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Table 7 
 
Study 2 t-Test Results 
    n M SD        df  t p Cohen’s d 

______________________________________________________________________________ 
CES 
Sexual Trauma    
  Yes  28 30.2 7.43  29 .75 .46 .395 
  No   6 27.83 3.87   
  
PCL-S  
Sexual Trauma   
  Yes  27 58.85 16.63  31 1.33 .19 .576 
  No  6 48.67 18.65 
 
SOQ  
Sexual Trauma    
  Yes  27 -1.04 14.39  32 .65 .52 .282 
  No  6 -5.33 15.67 
 
OBCS Shame 
Sexual Trauma    
  Yes  27 34.07 8.31  31 .058 .95 .022  
  No  6 33.83 12.7 
    
OBCS Surveillance 
Sexual Trauma    
  Yes  27 38 9.88  31 .112 .91 .050  
  No  6 37.5 9.97 
  
OBCS Shame/Surveillance 
Sexual Trauma    
  Yes  26 71.96 16.34  30 .082 .936 .001  
  No  6 71.99 19.99 
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Table 8 

Study 2 Independent Variable with Dependent Variables Correlations 

Measure/Variable All Sexual Assault 

____________________________________________________________________________ 

   n r Sig (2-tailed)   
CES                 31 .14 .460      
 
PCL-S            33 .23 .193   
 
SOQ                     33 .12 .519 
 
OBCS Shame  33 .01 .954  
 
OBCS Surveillance 33 .02 .912  
______________________________________________________________________________ 
**sig at .01 level  * sig at .05 level  
 
 
Table 9 
 
Study 2 Dependent Variables with Mediator Correlations 
 
Measure/Variable  PCL-S     CES     
______________________________________________________________________________ 
   n r Sig (2-tailed)  n r Sig.(2-tailed) 
CES                 49 .55 .000**    
 
SOQ                     48 .07 .638   48 .01 .944 
.. 
OBCS Shame  49 .27 .061   50 .32 .023* 
 
OBCS Surveillance 50 .21 .154   50 .27 .060 
_____________________________________________________________________________ 
**sig at .01 level  * sig at .05 level  
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Table 10 
 
Results of Study 2 Mediation Analyses A and B with Relevant Parameter Estimates, Results of 
the Sobel Test of Significance and Upper and Lower Confidence Intervals for the Indirect Effect 
Resulting from 10,000 Bootstrap Resamples 
   
   a b c cl Sobel test LLCI ULCI  
______________________________________________________________________________ 
X Sex Abuse 
Y CES 
M OBCS Shame .69 .33 2.37 2.14 .15  -4.01 4.62 
 
X Sex Abuse 
Y PCL-S (PTSD) 
M CES   2.37 1.18 10.25 7.46 .68  -1.45 14.04 
______________________________________________________________________________
**sig at .01 level  * sig at .05 level  
 
 
Table 11 
 
CES and PCL-S Correlations and Partial Correlations with OBCS Shame  
    
  Zero order correlation  Partial correlation    
  CES & PCL-S    OBCS Shame controlled     OBCS Shame   
______________________________________________________________________________ 
   n r  n r              M SD 
Study 1 
Sexually Abused  72 .59**  48 .42**   28.9 10.2 
No Sex Abuse  112 .54**  86 .55**   25.1 9.2 
 
Study 2 
Sexually Abused 44 .56**  38 .55**   35 7.5 
No Sex Abuse  6 .91*  4 .82   33.8 12.7 
   
______________________________________________________________________________ 
**sig at .01 level  * sig at .05 level (two-tailed) 
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Table 12 
 
OBCS Shame Comparisons Across Samples 
    n M SD 
_____________________________________________________________________________  
Study 1 
Sexually Abused   57 28.9 10.2 
No Sex Abuse   102 25 9.1 
 
Study 2 
Sexually Abused  45 35 7.5 
No Sex Abuse   6 34 12.7  
______________________________________________________________________________ 
 
Table 13 
 
CES Comparisons Across Samples 
    n M SD 
____________________________________________________________________________ 
Study 1 
Sexually Abused   74 21.7 7.8 
No Sex Abuse   121 21.1 8.2 
 
Study 2    
Sexually Abused 
(correctly identified only) 28 27.2 6.9 
No Sex Abuse    6 25.5 3.5 
_______________________________________________________________________ 
CES-S 7-item scale used for comparisons 
 
Table 14 
 
PCL-S (PTSD) Comparisons Across Samples 
    n M SD 
____________________________________________________________________________  
Study 1 
Sexually Abused   75 41.6 16.1 
No Sex Abuse   116 34.7 15.8 
 
Study 2 
Sexually Abused   
(correctly identified only) 28 58.9 16.6 
No Sex Abuse    6 48.6 18.7 
______________________________________________________________________________ 
PCL-S 17-item scale used for comparisons 
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Table 15 
 
Exploratory Regression Predicting PCL-S in Sexually Abused Women 
 
  Study 1   Study 2 
  Undergraduate   Treatment-seeking 
______________________________________________________________________________ 
R2   .39     .45 
 
Adj. R2   .35     .34 
 
Stat. Sig  .000     .015 
 
ΔR2 if omitted   
from model 
 CES  10%     3.6% 
 Neuroticism .006%     5.2% 
 Closure 4.3%     14.8% 
 OBCS Shame 1.1%     1.1% 
_____________________________________________________________________________ 
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      Self-objectification 
            

-.16**                                                                           .23*** 
     
               
   Sexual vs. Nonsexual                -.16** (.13**)              Event Centrality 
  Trauma 
____________________________________________________________________________ 
Figure 1. Study 1: Mediation A (**p  < .05; ***p  < .01; number in parentheses is the correlation 
when Self-Objectification (OBCS Shame) was controlled). 
 
 
 
     Event Centrality 
                           -.16***                                                                                   .61*** 
        
                       
            
 Sexual vs. Nonsexual        -.26*** (-.21***)                  PTSD Symptoms 
  Trauma 
____________________________________________________________________________ 
Figure 2. Study 1: Mediation B (**p  < .05; ***p  < .01; number in parentheses is the correlation 
when CES was controlled). 
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        Self-objectification 
                                   
   .01                                                                       .44* 
       
                
   Sexual vs. Nonsexual                .14 (.15)                      Event Centrality 
  Trauma 
____________________________________________________________________________ 
Figure 3. Study 2: Mediation A (**p  < .05; ***p  < .01; number in parentheses is the correlation 
when Self-Objectification (OBCS Shame) was controlled). 
 
 
 
          Event Centrality 
                                      
       .14                                                                                  .48** 
        
                      
  Sexual vs. Nonsexual        .23 (.19)                       PTSD Symptoms 
  Trauma 
______________________________________________________________________________ 
Figure 4. Study 2: Mediation B (**p  < .05; ***p  < .01; number in parentheses is the correlation 
when CES was controlled). 
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University of North Texas Institutional Review Board 

Informed Consent Notice   

Before agreeing to participate in this research study, it is important that you read 
and understand the following explanation of the purpose and benefits of the study 
and how it will be conducted.   

Title of Study: Response to traumatic and stressful events in relation to view of self and event 
centrality.  

Principal Investigator:  Dr. Adriel Boals University of North Texas (UNT) Department of 
Psychology.  

Purpose of the Study: You are being asked to participate in a research study aimed at aiding our 
understanding of individual responses to differing types of trauma. 

Study Procedures: You will be asked to participate by completing a packet of questionnaires 
requiring approximately 30 minutes of your time. Included in the questionnaire packet will be a 
trauma history questionnaire where we will ask you to identify the most traumatic event that you 
have experienced. We will then ask some questions about how this event has affected you, along 
with some personality measures. No further participation or contact will be required. 

Foreseeable Risks: The potential risks involved in this study include possibly feeling 
uncomfortable while answering questions about yourself or traumatic events that you may have 
experienced, possible physical self-injury, increased threats to personal safety, increased 
psychological, social, or economic hardship due to increased PTSD Symptoms. If you do 
become uncomfortable or distressed from completing the questionnaires and wish to speak with 
a professional, there are a number of counselors here in the Denton County Friends of the Family 
office that are available to you.  
 
Please note that medical service or compensation is not provided to participants by Denton 
County Friends of the Family (DCFOF) as a result of injury from participation in this research. 
 
Benefits to the Subjects or Others: The project may benefit you by giving you an opportunity 
to express your thoughts and feelings regarding traumatic events.  This study is expected to 
benefit other adults by helping us to better understand the emotions of adults that have been 
exposed to violence, and hopefully improve treatment options for future trauma survivors. 
 
Compensation for Participants: You will receive $5 for completing the entire packet of 
questionnaires.  
 
Procedures for Maintaining Confidentiality of Research Records: All of your responses will 
be kept completely confidential.  You will not be asked to give your name at any point in the 
research process and you will not be linked to your questionnaire answers in any way.  All records 
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will be kept in a locked filing cabinet within a secure research lab on the UNT campus. Only Dr. 
Boals’ research assistants, who have been trained to maintain participant confidentiality, will have 
access to the research information. The researchers have been instructed not to talk about the 
contents of the study, or anything that may identify you to others outside of Dr. Boals’ research 
group. When the study is over, the information will be kept in a locked cabinet in Dr. Boals’ lab 
indefinitely. The confidentiality of your individual information will be maintained in any 
publications or presentations regarding this study.  

Questions about the Study: If you have any questions about the study you may 
ask the research assistant who is sitting in the office lobby. This student is 
identifiable by his/her green UNT t-shirt and their name tag that reads ‘Research 
Assistant’.   

Review for the Protection of Participants: This research study has been 
reviewed and approved by the UNT Institutional Review Board (IRB).  The UNT 
IRB can be contacted at (940) 565-3940 with any questions regarding the rights of 
research subjects.  

Research Participants’ Rights: Your participation in this study confirms that 
you have read all of the above and that you agree to all of the following:  

• The research assistant has explained the study to you and you have had the 
opportunity to contact her with questions.  You have been told the possible 
benefits and the potential risks and/or discomforts of the study.  

• You understand that you do not have to take part in this study, and your 
decision to not participate in the study will involve no penalty or loss of 
rights or benefits.  The study personnel may choose to stop your 
participation at any time.  

• You understand why the study is being conducted and how it will be 
performed.   

• You understand your rights as the research participant and you voluntarily 
consent to your participation in this study.   

• You understand that you may request a copy of this form. 
• You understand that the questionnaires in this study will ask you about 

potentially sensitive traumatic events you may have experienced. 
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1. ______ Male       
 
    ______ Female 
 

 2. Ethnicity: 
 
   ______ American Indian or Native Alaskan 
 
   ______ Asian or Pacific Islander 
 
   ______ African-American 
 
   ______ Hispanic 
 
   ______ White, Caucasian 
  
   ______ Other 
 
 3. Age   ________ 
 
 4.  Sexual Orientation: 
  
 ______ Heterosexual  
  
 ______ Homosexual 
 
 ______ Bisexual 
 
 5.  Did you seek psychological help in dealing with the trauma? 
  
 _____ Yes 
  
 _____ No 
 
 _____ Presently in treatment for trauma 
 
 6. Was the person or persons responsible for your trauma caught, penalized or punished 
 for the event? 
 ______ Yes 
 
 ______ No 
 
 ______ Not Applicable  
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Thank you for participating in our research study. In this study, we are interested in how 
individuals are affected by the experiencing of stressful or traumatic events. We hope to learn 
several things based on the results of this study.  
 
First, we asked what stressful or traumatic events you have experienced. Our past research has 
consistently found that the more an individual perceives a stressful event as central to their 
identity (as measured by the questionnaire that asked you questions like “I feel that this event has 
become part of my identity” is related to worse outcomes. We specifically asked participants in 
this study if they have experienced a sexual assault. Since a woman’s sexuality is often a central 
piece of her identity, we have reason to believe that the relationship between perceiving an event 
as central to identity if the stressful event is a sexual assault may be particularly toxic to mental 
health.  
 
Second, we are interested in what personality types are more likely to be traumatized after 
experiencing a stressful or traumatic event. This is why we asked participants in this study to 
complete a number of personality questionnaires.  
 
Third, we are interested in what personality types are more likely to experience growth after a 
trauma, as measured by the questionnaire that included items such as “As a result of my crisis, I 
have a greater appreciation for the value of my own life”. This is referred to as “Posttraumatic 
Growth”. 
 
To collect your compensation, locate the Research Assistant.  She is wearing UNT t-shirt and 
‘Research Assistant’ name tag.  Give her the completed packet and she will give you $5. 
 
Thank you again very much for your participation in this study. If you have any questions, please 
email Dr. Adriel Boals at adriel@unt.edu or 940-369-8443. 
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Impact of trauma on PTSD symptoms  

Have you experienced a trauma? 

Would you like to make $5 
Participate in the trauma and PTSD study! 

 

We are examining how different types of traumas affect individuals physically and 
cognitively. This brief paper questionnaire only takes 20 to 30 minutes to fill out.  

Please follow the instructions listed below: 

1. Open the packet and fill out the full set of questionnaires 

2. Place the questionnaires back into the packet 

3. Locate the Research Assistant (wearing UNT t-shirt and ‘Research Assistant’ 
name tag) give her the completed packet. 

4. Collect your $5! 

 

If you have any questions regarding the study please feel free to contact: 

[redacted] 
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