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The purpose of this study was to examine and compare 

individuals that had survived a single incidence trauma, the 

Luby's massacre in Killeen, Texas. Participants answered 

questions regarding various facets of social support 

following the trauma, and were also screened for a diagnosis 

of PTSD. Participants' level of symptoms, specifically 

depression, anxiety, and phobic anxiety was measured over 

time with the SCL-90-R. 

The results of this study indicate that, while women 

initially experience a higher level of depression and phobic 

anxiety, there is no gender difference in rate of symptom 

change over time. This study also found that women were 

significantly higher than men on desirability, utilization 

and usefulness of social support. Of the target symptoms, 

however, only depression correlated with any facet of social 

support, specifically, desirability. 

Finally, this study questioned whether individuals would 

share more similarities with others based on gender or 

diagnosis. It is suggested by the current data that 

diagnosis is the better indicator of similarity. 
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CHAPTER I 

INTRODUCTION 

On October 16, 1991, George Hennard drove his pick-up 

truck into a Luby's cafeteria in the small Texas town of 

Killeen and began shooting people for a reason known only to 

himself. Ultimately, he killed 24 people, including him-

self, committing the largest mass murder to date in the 

history of the United States. The small community was 

devastated that such a horrific event could take place in a 

town such as Killeen. The tragedy touched the lives not 

only of the surviving families of the victims who were 

coldly murdered, but also of friends and other townspeople 

who did not know the victims personally. In fact, the grief 

was so massive and almost tangible that researchers for this 

project were deeply moved and touched. 

All were left with the unanswered question of "why". 

Why would a person behave so mercilessly? Killeen houses a 

major army base, and is accustomed to the idea of killing 

within the constructs of war and defense. But to have such 

random violence within the confines of their safe haven was 

unthinkable and, even months or years later, 

incomprehensible. 



Many questions will never be answered. Hopefully, 

however, some good—some knowledge—can be born from this 

tragedy. That was the goal of the current study—to learn 

some useful pieces of information from the tragedy. 

The literature review of this paper is divided into 

four main sections. The first is an overview of single 

incidence trauma. Examples, effects, and relevant research 

of this type of trauma are discussed. Next is a review of 

research related to social support and how it affects 

physical and emotional illness. Specifically, the 

differences between how men and women benefit from social 

support will be reviewed. 

Following is a more in-depth review of the gender 

differences in exhibition of physical and emotional symptoms 

of illness following trauma. Included in the review are 

descriptions of various theories to account for these 

differences. Finally, an overview of the literature 

addressing women and Post Traumatic Stress Disorder is 

presented. Traumas such as rape, sexual abuse, and war are 

discussed in relation to how women react to these events. 

Following the literature review, a study will be presented 

that compared the reactions to trauma between men and women, 

examined the effects of social support on PTSD, and 

investigated the symptoms consistently displayed by women 

after trauma. 



Single Incidence Trauma 

Definition and Description 

Single incidence trauma is distinct in that the 

traumatic event is limited to one exposure. That is, unlike 

ongoing traumas such as witnessing many horrors during 

wartime, or repeated sexual abuse in childhood, the victims' 

reactions can be linked to a particular situation. Examples 

of this are natural disasters, rape, or other tragedies with 

explicit boundaries. 

Single incidence traumas are often capable of producing 

a psychological "crisis." Dufka (1988) describes crisis as 

a time-limited period of disequilibrium 

that follows the introduction of an external 

hazard; it is characterized by the 

ineffectiveness of one's customary means 

of coping. The external situation is 

conceptualized as the hazard, whereas 

the inner, subjective experience is 

referred to as the crisis. The hallmark 

of a crisis is the existence of tension 

that, left unresolved, results in 

the disorganization of the personality and 

solidification of dysfunctional behaviors 

and symptoms. (p. 163) 

Disaster situations, the external situation or hazard, 

include both natural occurrences (e.g., hurricanes, 



tornadoes, storms, floods, earthquakes, fires) as well as 

human-made catastrophes (e.g., nuclear accidents, war, 

internment in prison/concentration camps). Both natural and 

human-made disasters may elicit acute and overwhelming 

reactions (fears, anxieties, physical symptoms, etc.). Such 

events would be expected to call into play actual coping 

behaviors people employ in response to realistic stressors 

(Zeidner & Ben-Zur, 1993). 

Horowitz (1976) claimed that "any event is appraised 

and assimilated in relation to the past history and current 

cognitive and emotional set of the person who experiences 

it" (p. 22-23). He further stated that the level of stress 

that triggers disorder and leads to dysfunction is different 

for each individual. 

Effects 

Disasters can precipitate both short- and long-term 

mental health problems. The short-term effects, occurring 

within days or weeks, can include anxiety, confusion, shock, 

and a sense of isolation. The shock caused by disaster is 

thought to break through one's defenses and temporarily 

render the individual ineffective. Long-term effects, such 

as a generalized heightened level of anxiety, depression, 

and impairment of certain cognitive functions have been 

noted up to several years after a disaster. Although some 

individuals do develop serious symptoms and experience long-

term reactions, most disaster victims recover from the 



initial shock, disorganization, and emotional disturbance 

(Dufka, 1988). 

Research 

Over the past two decades or so, stress researchers 

have paid increased attention to individuals' psychological 

and somatic reactions to community crisis and disaster 

situations. Much of the previous research on the 

psychological effects of exposure to a community disaster 

situation has focused on individuals' immediate and long-

term psychological or somatic reactions to the disastrous 

events (Zeidner & Ben-Zur, 1993). 

Examples of this line of research include (a) reports 

of depression, anxiety, demoralization, and fear among 

nearby residents of the Three Mile Island Nuclear Plant 

following the nuclear accident (Baum, Gatchel, & Schaeffer, 

1983) ; (b) reports of sadness, fatigue, anxiety and 

depression among survivors and observers of the collapse of 

the Kansas City Hyatt Regency skywalk (Wilkinson, 1983) ; (c) 

reports of symptoms (jumpiness, trouble sleeping) among 

observers following the Baldwin Hills fire (Maida et al., 

1989) ; and (d) the incidence of depression, anxiety and 

posttraumatic stress (intrusive thoughts, insomnia and 

numbing of responsiveness) among victims following the Mount 

St. Helens volcanic eruption in 1980 (Shore, Tatum, & 

Vollmer, 1986). 



Only recently is attention being directed to 

understanding what specific coping processes people use in 

adjusting to community disaster or traumatic experiences. 

One study (Wilkinson, 1983) focused on the reactions of 

victims, hotel guests, and rescue workers at the collapse of 

the Hyatt Regency Hotel skywalk in Kansas City. Thirty-

seven percent of participants stated that venting their 

emotions by talking about the disaster was their principal 

method of coping, while 18% felt that getting back to the 

routine of work was most helpful. 

Collins et al. (1983) studied the Three Mile Island 

nuclear accident in a two year follow-up. They showed that 

residents in the affected area employed primarily emotion-

focused coping strategies. They proposed that this strategy 

predominated because little could be done to change what had 

occurred. 

In 1985, Mexico City experienced an earthquake that 

registered 8.1 on the Richter scale. Thirty-six hours 

later, another earthquake of almost equal magnitude hit the 

same area. Total damages left 20,000 dead, 500,000 homeless 

and 100,000 without jobs. In the first two weeks, area 

residents generally reported being preoccupied with 

gathering information on family and friends; securing food, 

shelter, and clothing for family and neighbors; and taking 

part in rescue operations. By the second week, anxiety was 

the most prevalent response. Anxiety in combination with 



difficulties in eating, sleeping, or both, and a sensation 

of dizziness, nausea, or both, were reported in 

approximately 75% of participants who received social work 

intervention. However, depression was the most common 

complaint of adults 46 years or older. Fear or anticipation 

of another earthquake was most often identified as the 

primary source of anxiety. The occurrence of two major 

earthquakes within a 36 hour time period, as well as 

numerous aftershocks in the following weeks significantly 

increased the intensity of the trauma. 

In some instances among Mexico City earthquake 

survivors, the trauma stimulated a willingness to explore 

current psychosocial and family problems for which 

professional help had not been previously sought. Whether 

this willingness was due to sudden availability of mental 

health workers or because the earthquakes had tipped a 

precarious emotional balance is not completely clear (Dufka, 

1988). 

Several reports have examined children and disaster 

(Lonigan et al., 1991). After the Buffalo Creek dam in West 

Virginia collapsed, most of the children who survived were 

found to have experienced psychological impairment (Newman, 

1977). The children's perception of family reactions and 

disaster exposure were considered to be related to degree of 

impairment. For example, the children more directly exposed 

to the incident and those who experienced their families as 
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being excessively anxious, were more likely to exhibit 

greater pathology. 

In contrast, Ziv and Israeli (1973) found no 

differences in self-reported anxiety between children 

exposed to heavy artillery shelling following the Six Day 

War in Israel and children without that experience. 

Similarly, Yule and Udrin (1991) found no higher levels of 

anxiety in a group of girls that survived the sinking of a 

cruise ship versus a comparison group of girls. 

Terr (1981) interviewed many of the children who had 

been kidnapped by three gunmen and buried in a trailer truck 

in Chowchilla, California. Terr noted that every child 

exhibited symptoms of "psychic trauma"—many of which were 

consistent with DSM-III symptoms of PTSD. All of the 

children had kidnapping fears. Most of the children 

evidenced re-enactment of the kidnapping during 

"posttraumatic play," and many experienced nightmares, 

hypervigilance, and panic attacks associated with trauma-

related stimuli. Four years after the kidnapping, all the 

children continued to suffer from elements of a 

posttraumatic stress response. 

The limited research that has focused on women 

exclusively, or men and women comparatively after a single 

incident trauma, will be addressed in later sections of this 

paper. 



Social Support 

Definition and Description 

A commonly used definition of social support was 

provided by Cobb (1976). He stated that social support is 

information received by an individual under stress that 

leads him or her to believe that he or she is loved and 

cared for, esteemed and valued, and has a network of friends 

that can be counted on during stressful times. Ideally, this 

is a network of communication and mutual obligation. Powell 

and Doan (1992) operationally defined social support as 

emotional support which refers to trust, caring, and 

intimacy, or societal acceptance referring to feedback that 

affirms one's self-worth. Mcintosh (1991) stated that 

social support can be defined as "resources (actual or 

perceived by a focal person) available from one or more 

others to assist the focal person in the management of 

stress experiences and to increase the experience of well-

being" (p. 202). 

Most researchers agree that structure and function of 

social support are crucial to the measurement of its 

effects, but the definition of the term varies widely. Most 

definitions lack specificity in their conceptualization, 

making social support difficult to research. 

When defining the structure of social support, Mcintosh 

(1991) took into consideration the existence of 

relationships, the integration into a social network, the 
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density, homogeneity, and range of the support network, and 

the content and quality of the support. Function can be 

defined in terms of "extent to which one's interpersonal 

relationships provide particular resources" (Cohen & Wills, 

1985, p. 310). 

Theories 

A popular theory of the effects of social support is 

the buffering hypothesis; that is, social support may act as 

a protector variable, mediating the relation between life 

events and disorder (Compas et al., 1986). The buffering 

hypothesis suggests that psychological distress will be 

substantially higher under conditions of high stress and low 

support than high stress and high support. 

Whether or not social support is found to serve as a 

stress buffer is possibly influenced by the nature of the 

support measure, the subject population, the types of 

stressors, as well as the criterion variables that are 

examined (Sandler & Barrera, 1984). 

Effects on Symptoms 

Compas et al. (1986) stated that perceived social 

support was found to be associated with symptoms. Lower 

levels of satisfaction with social support were 

significantly related to symptoms of depression, 

somatization, interpersonal sensitivity and anxiety. The 

actual number of individuals reported available as sources, 

however, was not related. Mcintosh (1991) found that the 
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effects of support suppress the negative impact of the 

workload on physical symptoms, and that social support has a 

direct effect on emotional exhaustion, but not on physical 

symptoms. Cobb (1976) stated that social support can reduce 

the amount of medication required, accelerate recovery, and 

facilitate compliance with prescribed medical regimens in 

those who are physically ill. 

There are multiple examples of social support aiding in 

the recovery from trauma as well as the improvement of day 

to day living. They are reviewed below. 

Parker et al. (1987) described the Head Start program 

for underprivileged children as an institution that is 

supportive to the degree that parents utilize it. That is, 

the mothers' gains in psychological well-being were related 

to their participation in the supportive activities offered 

by Head Start. Specifically, the mothers experienced 

decreased psychological symptoms, increased feelings of 

mastery, and improved overall satisfaction with their 

current quality of life. 

North et al.(1989) stated that emotional social support 

was cited as the most frequent coping method for people 

dealing with the aftermath of a tornado. However, when 

respondents with PTSD after a natural disaster were compared 

to those without the diagnosis, no differences were noted 

for the amount of social support (Madakasira & O'Brien, 

1987) . In a more detailed comparison in the same study, 
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those diagnosed with severe PTSD had less adequate social 

support than those diagnosed as non-severe PTSD. 

Veterans have been a popular subject pool for PTSD 

research in general, but the body of work that has focused 

specifically on social support is somewhat limited. Stretch 

(1986) offered the following argument. PTSD might involve 

the failure of a social support system to promote the 

catharsis of stressful combat experiences. Without 

validation of these experiences, combat veterans may be 

unable to cope successfully with the transition to civilian 

life. Supporting their argument, they noted that veterans 

who did not receive positive social support while in Vietnam 

tended to have more severe PTSD symptom levels than veterans 

who had such support. However, the degree of significance 

of these differences has been debated. Stretch (1986) 

stated that the difference was not statistically 

significant, although Barrett and Mizes (1988) presented 

results to the contrary. 

The amount of social support received after coming home 

from combat, particularly in the first year, appears to have 

greatly influenced PTSD symptoms (Powell & Doan, 1992; 

Stretch, 1986). Social support received during the first 

year back from Vietnam was shown to contribute more to the 

attenuation of PTSD symptomatology than combat experience 

alone (Stretch, 1986). Quality of support was important as 

well. Social support received during the first year back 
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appeared to operate as a moderator variable in that negative 

social interactions exacerbated symptoms of PTSD and 

positive social support acted to alleviate PTSD symptoms. 

In another example of quality of support, Egendorf et al. 

(1981) found that married veterans were better adjusted than 

those unmarried. However, those who were married and 

received minimal spousal support fared worse than men not 

married at all. 

Types of Social Support 

Social support is multidimensional and might function 

in a stressor-specific manner. Different types of support 

provide different coping resources. Because stressors vary 

in adaptational demands, a given type of support might be 

effective only when the coping resources it provides are 

matched to the demands of the stressor (Cohen & Wills, 

1985). More simply put, various types of support appear to 

differ in usefulness as coping resources depending on the 

particular stressor. For example, "reassurance of worth" 

support offers positive feedback related to competency and 

has found to be helpful in preventing burnout among school 

teachers and nurses. The same type of support, however, was 

not as useful to first-time mothers who valued "guidance" 

support, or someone to share authoritative advice 

(Mallinckrodt, 1989). As it can help to increase the 

effectiveness of therapy groups, information about which 

types and sources of social support are particularly 
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beneficial to group therapy members (Mallinckrodt, 1989). 

Such data can also be useful to inform those working with 

trauma survivors in attempting to garner useful social 

support. 

Gender Differences 

In general, women and men seem to have different 

patterns of social support and social integration (Ensminger 

& Celantano, 1990). Both women and men who wished they knew 

more people to talk with reported more psychological 

symptoms (Ensminger & Celantano, 1990). However, in most 

circumstances, it has been found that women are more likely 

than men to develop and depend on social networks in times 

of stress (Mallinckrodt & Leong, 1992; Nelson & Quick, 

1991). There are various explanations for this difference. 

Nelson and Quick (1991) suggested that the difference in 

availability and utilization of social support may reflect 

different needs for support. Nelson and Quick (1991) 

hypothesized that in the workplace (where much of this 

research has taken place), women may be more open than men 

to receiving help in adjusting to a new job. Also, it is 

possible that more established workers might be more willing 

to take the initiative in assisting female newcomers. 

The tendency for females to seek and accept social 

support more than males begins early in the socialization 

process. Relative to boys, girls reported greater use of 

social support and stronger investment in close friends 
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(Kurdek, 1987). This holds true in times of peace as well 

as during and after trauma (Seiffge-Krenke, 1990). 

Although a variety of factors may underlie observed 

gender differences in emotion-focused social support, 

evidence suggests a strong influence of gender-role 

stereotypes (Zeidner & Ben-Zur, 1993). For example, whereas 

women tend to be evaluated more positively when they express 

emotions and disclose a personal problem, men tend to be 

evaluated more negatively and are also viewed as less well 

adjusted when they engage in these behaviors (Derluga et 

al., 1981). Furthermore, this reflects Western societal 

values which encourage men not to express their emotions, 

but to keep their feelings to themselves (Folkman & Lazarus, 

1980). Relatedly, women may be able to better ask for help 

from others whereas men might feel more constrained to be 

independent (Ensminger & Celantano, 1990). Overall, women 

hold more positive attitudes towards seeking and receiving 

help, and actually seek and receive higher levels of support 

than do men (Hill, 1991). 

Perhaps these patterns reflect basic differences in 

females' and males' preferences for using social 

relationships as coping resources. That is, under 

conditions of stress, women may be more adept at seeking and 

using social support (Mallinckrodt & Leong, 1992). 

Incidentally, this gender difference might explain the 

over-representation of women in counseling support groups. 
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Although participation in these groups has been associated 

with increased social support and significant improvement in 

states of symptoms (Mallinckrodt & Leong, 1992), there are 

also limitations. Mallinckrodt (1989) found that some types 

of social support within group therapy were correlated with 

depression. He hypothesized that some clients, especially 

women, can invest increased efforts in nurturing others 

while their own psychological well-being suffers. 

Clearly, one's personality is intertwined with the 

perception of social support (Popiel & Susskind, 1985). An 

individual's ability to elicit, perceive, and accept support 

might be, in part, influenced by his or her personal 

characteristics and traits. Procidano and Heller (1983) 

noted that an individual's perception of support is 

different from, and perhaps more important than, the amount 

of support objectively available from their network. This 

is echoed by the research of Henderson, Byrne, and 

Duncan-Jones (1981) who emphasize the differences in 

individual needs for support. Additionally, they stated 

that perceived adequacy of support is of more importance 

than perceived amount. Overall, the variable of social 

support requires more study and clearer and more widely 

accepted definitions. Next, gender differences both in 

general psychological symptomatology, as well as in specific 

post-trauma reactions will be reviewed in order to more 
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clearly differentiate the uniqueness of trauma related 

sequelae. 

Gender and Symptom Differences 

Physical Symptoms 

Women consistently report more physical problems and 

symptoms, as well as more frequent utilization of medical 

services than men (Newcomb & Bentler, 1987). These 

differences are apparent from a young age, and a greater 

divergence appears to occur with increasing age. Some say 

that gender roles lead men and women to perceive health 

differently, to display differential illness behavior, and 

to report symptoms differently (Mechanic, 1976); that is, 

women tend to perceive and report symptoms more freely 

whereas men under-report them. 

Among the homeless, Ritchey et al. (1990) found 

symptoms that were quite frequent for both genders, but 

especially for women, included stress related symptoms such 

as frequent headaches, chest pains, stomach cramps, trouble 

sleeping, and weight change. Respiratory conditions such as 

trouble breathing, sore throat/repeated cough, and sinus 

trouble or hay fever were also common. Among women, the 

strongest predictors of these symptoms were previous mental 

hospitalizations, recent victimization, short duration of 

homelessness, and lack of recent contact with relatives. 

Among men, the strongest predictors were a report of serious 
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illness, low educational level, previous physical abuse, and 

substance addiction as cause for homelessness. 

The relation between physical health and mental health 

is more pronounced for males than for females. It is 

possible that the difference might be due, in part, to the 

greater likelihood of males to hold maladaptive or 

dysfunctional beliefs about the causes and consequences of 

ill health (Hale & Cochran, 1986). Older individuals, 

particularly, older males, who believe themselves to be in 

poor physical health are more likely to report symptoms of 

depression, anxiety, and other forms of psychological 

distress (Brink, 1979; Jarvik, 1983; Zung, 1980). 

Gender can temper the effects of stressful life events 

(Toves et al., 1981). Negative events have been shown to be 

more strongly associated with physical problems for males 

than for females; but such events were more strongly 

associated with psychological problems for females than for 

males (Johnson & McCutcheon, 1980). 

Psychological Symptoms 

Gender is an important predictor of psychological 

disturbances (Shepperd & Kashani, 1991). In general, 

psychological disorders, such as depression and anxiety, 

appear to be more common in women than in men. However, the 

validity of the diagnoses is debatable. Some feel that 

there may be a gender bias in the diagnosis and treatment of 

mental disorders (Ashton, 1991), as there are approximately 
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twice as many females than males on psychotropic medications 

such as anti-depressants and tranquilizers at all age 

ranges. 

Greenblatt et al. (1975) found that among hospital 

admissions for somatic diseases (gastrointestinal, 

cardiovascular, etc.), women were twice as likely as men to 

be taking psychotropic drugs. Brozovic (1989) suggested 

that male physicians diagnose physical symptoms as 

psychiatric disorders in women because they have a need to 

assert a paternalistic role that characterizes women as 

weak, vulnerable, and emotional. Brozovic also offered an 

opposing theory that physicians need reassurance that women 

are strong and indestructible—that all they need to do is 

"pull themselves together" and continue with their role of 

nurturing supporter and caregiver. 

The possibility also exists that physicians are 

influenced by advertising. In a study of medical 

advertisements, Prather and Fidell (1975) found that 

advertisements for psychoactive drugs showed a significantly 

higher number of women, whereas those for non-psychoactive 

drugs were significantly more likely to feature men. This 

poses the question of whether women are featured more often 

because they are the highest consumers of psychotropic 

medications, or that they are more likely to have these 

medicines prescribed to them because the physicians have 

been influenced by the advertisements. 
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In support of the validity of the diagnoses, it could 

be argued that women are more prone to develop psychological 

complications along with physical problems and diseases 

specific to females. There does not, however, seem to be a 

corresponding proportion of psychotropic prescriptions for 

purely masculine complaints such as prostate enlargement or 

erectile dysfunction (Ashton, 1991). 

The theories as to why women exhibit a higher 

prevalence of psychological distress than men are countless. 

Included among them are ideas that suggest that the nature 

and accumulation of women's social roles are more stress 

provoking and less fulfilling than those of men (Weissman & 

Klerman, 1977); women are exposed to more stressful life 

events (Cleary & Mechanic, 1983); women are more vulnerable 

to the impact of stressful life events (Kessler, 1979) ; 

women's traditional nurturing roles entail a cost of caring 

(Kessler, 1979); women's socialization makes them more 

likely than men to respond to life difficulties with self-

blame or helplessness and hopelessness (Seligman, 1974); and 

men and women have distinct styles of expressing mental 

disorders such that women are more likely to internalize 

distress and men are more likely to have personality 

disorders and substance abuse problems (Dohernwend & 

Dohernwend, 1976). Thoits (1987) stated that men and women 

have unique sets of facts that relate to psychological 

distress. This fits with the general feminist theory that 
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women react to life events based on universal experiences 

that are not shared by men. 

Gender Related and Gender Specific Symptoms 

Certain psychiatric disorders and symptoms are found to 

be more prevalent in females or males. Males have been 

found to be more at risk for alcohol and drug disorders 

(Bland et al., 1988). Females are more likely to develop 

major depression (Bland et al., 1988), Obsessive Compulsive 

Disorder (Karno & Golding, 1991), phobias (Eaton et al., 

1991) and anxiety (Shepperd & Kashani, 1991). This holds 

true for young girls compared to same age boys, as well as 

in adulthood (McGee et al., 1990). 

The gender differences among the above-listed disorders 

carry implications for PTSD diagnoses. PTSD has been found 

to correlate with any affective or anxiety disorder; chronic 

PTSD, specifically, correlates with mania and dysthymia 

(Breslau & Davis, 1992). Further, in a study of battered 

women at a shelter, West et al. (1990) found a high 

correlation between major depression and PTSD. 

Women appear to be at greater risk for PTSD even though 

they are no more likely than men to be exposed to traumatic 

events (Breslau & Davis, 1992). Women may be four to five 

times more likely than men to develop chronic PTSD after 

exposure to traumatic events (Breslau & Andreski, 1991; 

Reinherz et al., 1993). Women tend to report more PTSD 
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symptoms in general, particularly nightmares, jumpiness, and 

sleep problems (Cottier et al., 1992). 

It is possible that the symptoms of PTSD can be divided 

in significance across gender, cultural, and trauma lines. 

For instance, PTSD seen among Jewish concentrations camp 

survivors and Japanese survivors of the atomic bomb differ 

from the PTSD seen in combat veterans (Solomon, 1989). The 

former experience higher levels of survivor guilt than the 

latter. Further, the combat-related PTSD takes on more 

numerous and subtle expressions than the DSM system offers 

as criteria. 

In a study of male veterans, Solursh (1988) proposed 

the idea of "combat addiction"1 being a possible explanation 

for why some PTSD symptoms are maintained in males. Solursh 

stated that although veterans reported flashbacks of combat 

as being fearful or threatening, they were also often seen 

as exciting, powerful, and desirable. Some men seek further 

excitatory states through hunting, firing of weapons, 

collecting weapons, entering recurrent fighting situations, 

or substance abuse. The repetitive expression leads to 

maintenance and extension of symptoms. When the excitatory 

state has de-escalated, the men return to feelings of 

powerlessness, helplessness, and frustration. 

Women and men may have different symptoms of PTSD. 

Root (1991) stated that eating disorders may be a gender 

specific response to trauma, particularly sexual trauma. In 
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one study of disordered eating in women, sexual abuse and/or 

rape were reported in approximately 50% or more of cases 

(Pyle et al., 1988). 

Binge-eating, starving, and vomiting are particularly 

addictive within the context of post-trauma because they can 

serve as dissociative coping mechanisms, enabling the 

individual to escape intrusive memories. This is easily 

extended to avoidance of other negative states. The 

disordered eating works to suppress, redirect, or dissociate 

from these intrusions and, thus, is reinforced. Disordered 

eating occurs more frequently in women for psychological and 

socio-emotional reasons. The ability to diet successfully, 

as marked by achieving thinness, has been held as a key to 

power, acceptance, and control in women—a triad that can be 

shattered by sexual assault (Root, 1991). 

Women and PTSD in Current Literature 

War 

Veterans of any war including and prior to Vietnam are 

generally assumed to be male, despite women's growing 

presence in wars. At least 7500 American women, most of 

them nurses, are veterans of the Vietnam conflict, but 

female veterans were not eligible for full veterans' 

benefits until the mid-1960's. Since then, women have 

fought the Veterans Administration system to be recognized 

as suffering from post-combat related illnesses such as PTSD 

despite findings that show nearly one-half of women veterans 
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of Vietnam as meeting criteria for full or partial PTSD 

(Wolfe, 1990). Regardless of their proximity to the 

battleground, (which, for MASH unit nurses, could be as 

close as a few yards away) it was generally believed that 

women were not on the front lines and were, therefore, not 

experiencing any trauma. Although, at the time of the 

Vietnam conflict, women did not carry guns or engage in 

hostile attacks and raids, they instead dealt with the 

mangled bodies and dying soldiers that came in "an endless 

procession — across the operating table" (Enloe, 1983, 

p. 109). 

There is a small source of information on women from 

Southeast Asia, particularly Cambodia, and how they have 

responded to the war traumas they experienced in their 

homeland. There are limited clinical reports that describe 

the trauma-related symptoms, despite the fact that over 

700,000 refugees from Southeast Asia have settled in America 

since 1975 (Mollica et al., 1987). 

Of the refugees that Mollica studied, they were fairly 

evenly divided between males and females. Based on a Life 

Events and Social History Questionnaire, it was determined 

that, on the average, females suffered a greater number of 

traumatic and torture experiences than did men. In fact, 

they experienced an average of 50% more traumatic events 

(e.g., deprivation, physical injury, incarceration or 

re-education camps, and witnessing killing or torture) and 
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almost 100% more torture experiences (e.g., imprisonment, 

solitary confinement, and other tortures self-defined by 

patient). Many of the women in the study had been raped 

repeatedly and/or lost their husbands and children through 

violent death and torture. 

It was found that patients diagnosed with PTSD 

experienced twice as many traumatic events and torture 

experiences as those diagnosed with other disorders. In all 

cases but one, PTSD was diagnosed along with another DSM-III 

diagnosis, typically a major affective disorder. Although 

nightmares are usually a symptom of PTSD (van der Kolk et 

al., 1984), these sleep disturbances bothered more than half 

of the non-PTSD group. Mollica suggested that this may 

indicate a correlation of sleep disturbance with war trauma, 

regardless of the presence or absence of PTSD. 

A subset of the overall group, Cambodian women without 

spouses emerged as demonstrating more frequent and more 

serious psychiatric diagnoses than the rest of the group 

(Mollica, 1987). There have been reports of a high 

incidence of non-organic, functional blindness in female 

Cambodian refugees (Rozee-Koker & Von Boemel, 1987). The 

women reported and appeared to have suffered a higher number 

and more intense degree of traumas and tortures than other 

refugee groups. In extermination centers similar to Nazi 

concentration camps, women would often be tortured with 



26 

electrical shocks, beatings, and having breasts cut off or 

their vaginas burned with hot pokers (Becker, 1986). 

It is generally believed by involved mental health 

professionals that the non-organic blindness is a reaction 

to the horrors experienced in Cambodia (Rada, Meyer, & 

Kellner, 1978). The medical community, however, is not as 

convinced (Keltner et al., 1985). The idea of symptoms not 

being believed because of the cultural background fits with 

the way women in general have been treated. Unfortunately, 

this sets this particular group of women up for a "double 

whammy." What credibility they retained from their culture, 

they lost in their gender in the eyes of many, especially 

those in the medical profession. Some psychiatrists dismiss 

the symptoms as being phony, and still others use the 

symptoms as evidence that women are "especially suggestible" 

(Kathol et al., 1983). This idea not only minimizes the 

pain that these women have suffered, but also seems to 

discount the fact that the female survivors must possess 

great endurance, determination, and character to have 

escaped and survived at all. 

Rape 

Common symptoms following a sexual assault include 

exaggerated startle responses, depression, anger and 

hostility, loss of memory and/or concentration, nightmares, 

and withdrawal from personal relationships. Most of these 

can be understood and categorized within the three main 
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components of PTSD: intrusive, avoidant, and hyperarousal 

symptoms. 

In a study of rape victims, Kramer and Green (1991) 

sought to predict frequency and severity of PTSD symptoms 

based on specific premorbid and post-assault characteristics 

of the victims as well as characteristics of the actual 

assault. It was found that premorbid characteristics such 

as age, employment status, recent illness, or death of a 

family member were not related either to diagnosis of PTSD 

or to the severity of PTSD symptoms, whereas a previous 

history of sexual assault was positively related. Kramer 

and Green found no relation between any characteristics of 

the assault to short-term (six to eight weeks post-assault) 

diagnosis and severity. Variables studied included victims' 

relationship to the offender, number of sexual acts 

involved, injuries incurred during the assault, presence of 

weapons, and number of assailants. 

Foa et al. (1991), however, stated that rape victims 

with PTSD report stronger use of force during their attack 

than non-PTSD victims. As this information was obtained 

retrospectively, it is possible that victims with PTSD 

either have a different perception of what is considered to 

be force against them. It is also possible that the victims 

with PTSD have relived the event more than the non-PTSD 

victims and have enhanced the mental emphasis of the 

violence and force involved in the assault. 
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The only factor in the Foa et al. (1991) study that 

negatively correlated with severity of symptoms, but not 

with the diagnosis, was the presence of an informal support 

network. This did not extend to more formal contacts, such 

as with a rape crisis center. It was not clear how informal 

support systems alleviated symptoms, but three hypotheses 

were offered. First, the obvious: it might have been the 

mere presence of the support system helped absorb the trauma 

(i.e., the buffer hypothesis discussed above). The other 

two hypotheses gave more weight to the characteristics of 

the individual victims. It is possible that a woman 

reporting decreased symptoms found it easier to discuss her 

assault and depend on her support system more effectively 

than someone who had the support available, but was unable 

to fully utilize it. Somewhat related to this was the third 

hypothesis that some women had premorbid characteristics 

that enabled them to maintain support systems despite any 

life circumstances that they were experiencing. It is these 

same premorbid characteristics that also allowed them to 

cope with the after-effects of a trauma. In other words, 

whatever traits helped these women develop social supports 

happened to be the same traits that helped them deal with 

disaster (Popiel & Susskind, 1985). 

Foa and Kozak (1986) proposed that the 

hypersensitivity aspect of rape victims with PTSD is related 

to anxiety disorders and can be treated as such. They 
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claimed that as the anxiety disorder is treated, and the 

woman modifies her fear structure, that the selective 

processing of threat related aterial decreased. It would 

follow, therefore, that mental health professionals would 

need to be aware of the various components of PTSD and be 

able to treat the separate categories of symptoms as well as 

stay aware of "the big picture." 

Battered Women 

Most studies of psychopathology in battered women seem 

to focus on Battered Women's Syndrome (BWS) more than on 

PTSD. Some say that BWS is a widely accepted subcategory of 

PTSD (Walker, 1989); others only discuss similarities 

between the categories (Levitt, 1991). 

As BWS is seen by some as a subcategory of PTSD, the 

features of PTSD are intrinsically part of BWS (Levitt, 

1991). Both disorders include the existence of trauma, 

nightmares, the possibility of an amnesic period, intense 

pain, discomfort, grief, agitation, and depression. Often 

present are also feelings of panic, partial denial of the 

trauma, impairment of judgment, and disruption in normal 

logical thought processes. There is a risk of suicide and 

some of the immediate symptoms can simulate a functional 

psychosis. Walker (1989) stated that other diagnostic 

criteria for BWS not included within PTSD include reduced 

coping skills, minimization and/or denial of serious 

violence, dissociation, appearance of compliance and 
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willingness to please, fear of confrontations or, 

conversely, frequent confrontations. 

West (1990) has looked specifically at PTSD in battered 

women to attempt to identify potentially treatable 

disorders. In studying a group of women in a San Francisco 

women's shelter, it was found that 47% were experiencing 

PTSD. The diagnosis of PTSD did not appear, however, to be 

associated with the degree of abuse the women endured in 

their marriage. 

Unfortunately, there are still unanswered questions 

about battered women and the presence of PTSD because the 

women who are still in abusive situations, those with a 

potentially high risk of PTSD, are typically unavailable for 

study. Hence, any inferences made obviously do not take 

into account women who are still being abused and living 

with the abuser, only those who have ended the abuse either 

by leaving the situation or through homicide of the abuser. 

Child Sexual Abuse 

The general definition of sexual abuse in most studies 

is described as any sexual experience occurring when the 

victim is younger than 15, with the abuser being at least 

five years older than the victim, and at least 16 years old 

(Greenwald & Leitenberg, 1990). Of women seeking service at 

mental health clinics, estimates of sexual abuse victims 

range from 33% (Rosenfeld, 1979) to 44% (Briere & Runtz, 

1987). Donaldson and Gardner (1985) claimed that 96% of 
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women seeking treatment for sexual abuse meet PTSD criteria; 

Lindberg and Distad (1985) raised this to a full 100%. West 

et al. (1990) found that 78% of women at a battered women's 

shelter that were diagnosed with PTSD had a history of abuse 

as children. 

The average age of sexual abuse onset is prepubertal. 

At least 50% of victimized children are younger than nine. 

When Greenwald and Leitenberg (1990) compared similar levels 

of abuse, the victims with the most severe PTSD had been 

victimized by their fathers instead of other family or 

non-family members. Women who had experienced attempted or 

completed intercourse had a higher chance of PTSD than those 

who had experienced only genital or no physical genital 

contact. There was no difference in prevalence of PTSD in 

the latter two groups. Kempe (1978), however, stated that 

the effects of sexual abuse are damaging regardless of the 

type of abuse, the number of times it occurred, or the 

nature of the act. 

PTSD was added to DSM-III to describe Vietnam veterans 

with similar patterns of symptoms after that war (Blake-

White & Kline, 1985). Though Lindberg and Distad (1985) 

stated that victims of incest, rape, war, and terrorism have 

characteristic ways of reacting to stress, incest victims 

are different from veterans of wars because, for the 

veterans, the trauma occurred as adults and they had most 

likely experienced control over their lives previously in 
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other situations. This is not the case with children, who 

often have no idea that things could be different. As the 

abuse worsened or continued, an available method of coping 

could have been to dissociate. The child experiences fear 

and pain, as well as feelings of abandonment from parents 

who are abusing, or at least failing to protect the child. 

These emotions are too overwhelming for a child, so they are 

denied and pushed further and further into the subconscious 

(Blake-White & Kline, 1985). Often, little nurturing or 

protection is available in an incestuous environment and, 

sadly, sexual abuse may be the only form of "affection" that 

the child has known. 

The betrayal, powerlessness, and stigmatization 

experienced in sexual abuse can lead to problems that fall 

outside the range of PTSD. Non-clinical studies suggest a 

higher degree of self-destructive behaviors in sexual abuse 

victims than non-abused women. Some of these behaviors 

include delinquency, promiscuity, compulsive sexual 

behavior, sexual dysfunction, attempted suicides, self-

mutilation, becoming dependent on drugs and alcohol, and 

engaging in prostitution (Edwards & Donaldson, 1989; Peters 

et al., 1986). In clinical studies, victims of sexual abuse 

have been found to experience depression, guilt, self-blame, 

poor self-esteem, and feelings of inferiority and 

worthlessness (Briere & Runtz, 1987; Lindberg & Distad, 

1985). Interpersonal problems such as isolation, 
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alienation, distrust, fear of men, transient and/or negative 

relationships, and repeated victimization are often a 

pattern in these women (Herman, 1981) . Some of these 

symptoms can lead clinicians to diagnose these women as 

having personality disorders, especially Borderline 

Personality Disorder. 

Trauma victims who experience PTSD display long-term 

effects and problems such as chronic fear, anxiety, and 

rage. This leaves them vulnerable to escapes such as 

substance abuse (Van der Kolk & Herman, 1987). In trying to 

avoid the anxieties that return with the memories, the adult 

victim of incest can use total denial, alcohol, and 

prescription and non-prescription drug abuse to lessen the 

pain. It is possible that alcohol and drugs induce a 

chemical state of dissociation (Lindberg & Distad, 1985). 

Women with PTSD may often re-experience the abuse when they 

are touched physically, when they view sexual encounters on 

television or in the movies, or when personal memories 

remind them of the abuse (Lindberg & Distad, 1985). 

Donaldson and Gardner (1985) stated that the actual 

diagnosis of PTSD is helpful in treatment of incest 

survivors. This conceptualization may help women gain 

control over the disorder, reasoning that disturbing 

symptoms such as nightmares and intrusive thoughts are more 

controllable and less fearful if seen in the context of a 
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"psychobiological process experienced by anyone encountering 

severe trauma" (Edwards & Donaldson, 1989, p. 108). 

Attempts to study long term psychological effects of 

incest have been hampered by lack of valid, standardized 

assessment instruments (Edwards, 1989). Other problems with 

existing studies include small or biased samples, absence of 

appropriate control groups and/or inadequate or insufficient 

follow-up. Although these flaws do not necessarily negate 

the findings of the studies, they do demonstrate a need for 

more structured and empirical studies on long term effects 

of incest. 

Natural and Human-made Disasters 

There appears to be limited research on traumatic 

situations that are not related to war, rape, or 

physical/sexual abuse. Of the studies that are available, 

few differentiate between a PTSD diagnosis in men versus 

women. This is likely at least partially a function of 

circumstances of the traumas. For instance, situations like 

rape lend themselves easily and almost exclusively to 

studying women; but more global tragedies, like natural 

disasters, do not. Hence, most studies either focus on only 

one gender, or they lump them both together, rarely 

comparing the two directly. This is unfortunate in that 

differences are not able to be explored in identical 

situations and assumptions and generalizations continue to 

be the main source of information. 
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Two communities that were struck by different disasters 

(a flood in West Virginia and a tornado in Pennsylvania) 

were studied in order to compare short-term versus long-term 

reactions and to see if both communities responded 

similarly. Steinglass and Gerrity (1990) found significant 

differences in levels of PTSD symptoms between men and 

women. They found that women in both communities 

consistently displayed more symptoms, especially intrusive 

symptoms, as well as feelings of guilt for surviving. In 

the Pennsylvania community that experienced tornados, 88% of 

the PTSD cases identified were women. In the flooded West 

Virginia community, 73% of PTSD cases were women. Although 

the gender differences were similar across the board, the 

specifics between the two groups of women were not. They 

found that the women who survived the tornado were 

significantly more disturbed by intrusion symptoms than were 

their husbands, but this did not hold true in the flooded 

families. They also found that the rate of recovery from 

avoidance symptoms was slower for women in the tornado 

community, but not for the flood women. The authors 

reported that there were no obvious factors accounting for 

the gender differences in this study. 

Other investigators have found much less of a 

difference between genders. Helzer et al. (1987) reported 

that twice as many females as males have PTSD in the general 

population. Shore et al. (1986) reported significant gender 
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differences in PTSD rates of people "highly exposed" to the 

Mount St. Helens eruption, with women being more likely to 

have a diagnosis. Madakashira and O'Brien (1987) found no 

gender differences in PTSD rates in a rural community of 

North Carolina damaged by tornados. 

A group of Mexican American women in San Ysidro, 

California were surveyed to determine their emotional 

reactions six months after the McDonald's massacre in 1984 

(Hough et al., 1990). The most common PTSD symptom, 

reported by 76% of the participants, was the experience of 

painful memories. Other common symptoms were exaggerated 

startle responses, experiencing sleep difficulties, and 

other symptoms becoming stronger when reminded of the event. 

The least commonly occurring symptoms were "feeling ashamed 

or guilty about surviving the event" and having memory 

problems. Overall, approximately 25% of the women who 

reported he event had a significant impact on them reported 

a high degree of PTSD symptoms. Of these women, 74% 

reported that symptoms began within one month of the event. 

Only 31%, however, were still experiencing symptoms six to 

nine months after the McDonald's shooting. 

In the Hough et al. (1990) study, severe symptoms 

seemed to be more prevalent among women with relatives or 

friends involved in the event. The next highest rates were 

found in women with the fewest resources to deal with the 

stress. Mild symptoms were highest among women in their 
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early 40's with fair to poor health and three or more 

children at home. Most of the women in the study felt that 

they had been competent in helping their children deal with 

the trauma. In the most seriously affected women, it was 

found that many of them had a history of prior mental health 

problems related to a previous trauma. The McDonald's 

massacre seemed to revive these problems. Also, at the time 

of the massacre, many women were dealing with generally 

stressful circumstances in their lives. The massacre may 

have served as a catalyst for strong reactions in some 

cases. 

A limitation in the Hough et al. (1990) study is that 

there was no comparison to the reactions of men in the 

community, so it is not known if the reactions from the 

women are based on gender, culture, or other unknown 

factors. There was no actual explanation of study results 

offered. Hough et al. (1990), however, did state that in 

the case of the McDonald's massacre, the continued and 

extended media coverage kept the trauma alive for some 

women. Conversely, it was the same coverage that allowed 

the women to grieve as a community and made even wider 

community support available. 

Women's issues need to be seen as relevant to the 

general population, and the research must expand to include 

both genders. The definition of PTSD has become more 

clearly delineated through recent revisions of the DSM. 
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Once they are understood and can be categorized, methods of 

coping and counseling can continue to be to be developed. 

THE PRESENT STUDY 

The following hypotheses are based on prior research 

that indicates that women and men are distinct in their 

psychological and physical symptoms, regardless of the 

presence of trauma. Further, women are more often diagnosed 

with depressive and anxiety disorders than men. In 

comparing the individuals involved in the Luby's massacre, 

the following was predicted: 

Hypothesis 1 

From prior to the massacre to one month after the 

massacre, females will report a greater increase than 

males in: 

A. Depression 

B. Anxiety 

C. Phobic Anxiety 

Hypothesis 2 

From one month after the massacre to three months after 

the massacre, females will report a greater decrease than 

males in: 

A. Depression 

B. Anxiety 

C. Phobic Anxiety 
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The next hypotheses look at the data cross-sectionally: 

Hypothesis 3 

At one month after the massacre, females will be higher 

than males on: 

A. Depression 

B. Anxiety 

C. Phobic Anxiety 

Hypothesis 4 

At month after the massacre, females will be higher than 

males on the following areas of social support: 

A. Desirability 

B. Availability 

C. Utilization 

D. Usefulness 

The following hypotheses were based on research that 

has demonstrated that social support can have significant 

implications on recovery from physical or mental trauma: 

Hypothesis 5 

At one month after the massacre to three months after the 

massacre, there will be a positive correlation between 

desirability of social support and the rate of decrease 

in: 

A. Depression 

B. Anxiety 

C. Phobic Anxiety 
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Hypothesis 6 

From one month post-massacre to three months post-

massacre. there will be a positive correlation between 

availability of social support and rate of decrease in: 

A. Depression 

B. Anxiety 

C. Phobic Anxiety 

Hypothesis 7 

At one month after the massacre to three months after 

the massacre, there will be a positive correlation 

between utilization of social support and rate of 

decrease in: 

A. Depression 

B. Anxiety 

C. Phobic Anxiety 

Hypothesis 8 

At one month after the massacre to three months after 

the massacre, there will be a positive correlation 

between the usefulness of social support and the rate 

of decrease in: 

A. Depression 

B. Anxiety 

C. Phobic Anxiety 

Additionally, to more closely examine the possibility 

that women are experiencing symptoms disparate from men, the 

following questions were explored in the data: 
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Research Question 1 

At one month after the massacre, is there a significant 

difference between women diagnosed, and women not 

diagnosed with PTSD on each of the following symptoms? 

A. Somatization 

B. Obsessive-Compulsive 

C. Interpersonal Sensitivity 

D. Depression 

E. Anxiety 

F. Hostility 

G. Phobic Anxiety 

H. Paranoid Ideation 

I. Psychoticism 

Research Question 2 

At one month after the massacre, is there a significant 

difference between women diagnosed with PTSD and women 

not diagnosed with PTSD on each of the following symptoms 

or presentations? 

A. Flashbacks 

B. Work Interference 

C. Family Worry 

D. Social Interference 

E. Medication 

F. Hospitalization 

G. Intrusive Thoughts 

H. Nightmares 
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I. Trigger Thoughts 

J. Feelings of Weakness/Helplessness 

K. Anhedonia 

L. Desire for Physical Isolation 

M. Emotional Isolation 

N. Feelings of Emptiness/Numbness 

0. Feelings of Hopelessness for the Future 

P. Jumpiness, Nervousness or Irritability 

Q. Decreased Quality of Sleep 

R. Decreased Concentration and/or Memory 

S. Avoidant of Reminders of Massacre 

T. Feelings of Guilt or Shame 

U. Generalization of Experience 

Research Question 3 

At one month after the massacre, is there a significant 

difference between women diagnosed with PTSD and men 

diagnosed with PTSD on each of the following symptoms? 

A. Somatization 

B. Obsessive-Compulsive 

C. Interpersonal Sensitivity 

D. Depression 

E. Anxiety 

F. Hostility 

G. Phobic Anxiety 

H. Paranoid Ideation 

1. Psychoticism 
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Research Question 4 

At one month after the massacre, is there a significant 

difference between women diagnosed with and men 

diagnosed with PTSD on each of the following symptoms? 

A. Flashbacks 

B. Work Interference 

C. Family Worry 

D. Social Interference 

E. Medication 

F. Hospitalization 

G. Intrusive Thoughts 

H. Nightmares 

I. Trigger Thoughts 

J. Feelings of Weakness/Helplessness 

K. Anhedonia 

L. Desire for Physical Isolation 

M. Emotional Isolation 

N. Feelings of Emptiness/Numbness 

0. Feelings of Hopelessness for the Future 

P. Jumpiness, Nervousness or Irritability 

Q. Decreased Quality of Sleep 

R. Decreased Concentration and/or Memory 

S. Avoidant of Reminders of Massacre 

T. Feelings of Guilt or Shame 

U. Generalization of Experience 



CHAPTER II 

METHOD 

Subjects 

Table 1 displays the demographic characteristics of the 

entire sample. Most of the participants (69%) were female; 

31% were male. The percentage of participants between 36 

and 50 years of age was the largest group (39%). Twenty-

seven percent were between 20 and 35 years of age, and 15% 

were under 20. 

The majority of participants were Caucasian (62%), with 

Mexican-Americans being the next ethnicity that was highly 

represented at 15%. 

Overall, the majority of participants were married (58%), 

employed full-time outside of the home (73%) or as a 

homemaker (15%), and had at least a high school diploma. A 

full 50% of participants were Catholic, and 31% reported 

themselves as Protestant. 

Instruments 

All participants were present in Luby's during the 

massacre, and none had family members that had been killed. 

Participants were given a series of questionnaires, along 

with structured and semi-structured interviews. For this 

study, however, only the results from a social support 

questionnaire, the revised Symptom Checklist (SCL-90-R), and 
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the PTSD module of the Psychiatric Diagnostic Interview were 

examined. Additionally, a questionnaire written by Kenneth 

Sewell, Ph.D. and Sharon Jenkins, Ph.D. was utilized to 

obtain basic demographic information. 

The Social Support Questionnaire was originally tested 

and administered to 103 individuals newly diagnosed with 

AIDS and AIDS-Related Complex (ARC) (Zich & Temoshok, 1987). 

The questionnaire was designed as a gross measure of 

perception of support; there is no inclusion of objectivity. 

This, however, captures the individuals' pure perception, 

considered by many to be the most important. The 

questionnaire is a multidimensional measure of social 

support. It gives eight categories of support with 

examples. In each category, participants rate on a scale of 

1 to 5 how desirable they found that type of help, how 

available it was, how often it was used, and how useful it 

was to the individual in the month following an index event 

(in this case, the massacre). 

The four scales, along with their separate standardized 

coefficient alpha reliabilities were as follows: total how 

desirable, .89; total how available, .88; total how often 

used, .85; total how useful, .84 (Zich & Temoshok, 1987). 

Zich and Temoshok found a negative correlation between 

availability of support reported and number of physical 

symptoms in the AIDS participants. Availability and 

Utilization scores were negatively correlated with 
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depression and hopelessness in both the AIDS and ARC 

patients. 

The Psychiatric Diagnostic Interview (PDI) (Othmer, 

Penick, & Powell, 1981) is a structured interview that 

systematically records patients' reports of past or present 

occurrence of symptoms associated with 18 selected 

psychiatric syndromes. The present study utilized the PTSD 

module exclusively. On a test-retest study of the PDI 

syndromes, agreement across the basic and additional 

syndromes was 93.1% (Othmer et al., 1981). Reliability 

studies have indicated excellent interrater and intrarater 

diagnosis agreement and stable diagnostic base rates across 

independent patient samples, even when the PDI has been 

administered by non-clinicians (Othmer et al., 1981). When 

compared to the Diagnostic Interview Schedule, the agreement 

across syndromes ranged from 80% to 100%, with the median 

syndrome agreement at 90.5%. This was found to be true 

regardless of the gender of the patient. Overall agreement 

was 72% when the principal diagnoses from each interview 

were compared (Weller et al., 1985). 

The SCL-90-R (Derogatis, 1976) provided a more general 

index of psychological distress than the PTSD instrument. 

Although less specific than instruments designed to detect 

PTSD only, the SCL-90-R is highly sensitive to broad items. 

The SCL-90-R is a 90 item, self-report measure that 

instructs participants to rate a series of broadbased 
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psychological symptoms on a scale of 0 (no distress) to 4 

(very distressed). Scoring yields nine symptom scales: 

somatization, obsessive-compulsive, interpersonal 

sensitivity, depression, anxiety, hostility, phobic anxiety, 

paranoid ideation and psychoticism. 

There are three dimensions of the SCL-90-R that will be 

examined in the present study. The first, the depression 

scale, reflects a broad range of the concommitants of a 

clinical depressive syndrome. Symptoms of a dysphoric mood 

and affect are represented, as are signs of withdrawal of 

life interest, lack of motivation, and loss of vital energy. 

Feelings of hopelessness, thoughts of suicide, and other 

cognitive and somatic correlates are also included. The 

anxiety dimension is comprised of a set of symptoms and 

behaviors associated clinically with higher manifest 

anxiety. General indicators such as restlessness, 

nervousness, and tension are represented, as are cognitive 

signs of anxiety. Symptoms reflecting free-floating anxiety 

and panic are also included. Finally, the phobic anxiety 

scale reflects avoidance behaviors and disruptive 

manifestations of a specific fear response (Derogatis & 

Cleary, 1977). 

Formal published norms for the SCL-90-R are based on 1002 

psychiatric outpatients. A high degree of similarity has 

been found between males and females in their respective 

definitions of the symptom constructs. Scale construct 
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validity has been researched, and all nine symptom 

dimensions display moderate to high theoretical-empirical 

agreement and stability across variation in subject sample 

(Derogatis & Cleary, 1977). Internal consistency 

reliabilities have been found for the Depression dimension 

at .90, for the Anxiety dimension at .85, and for the Phobic 

Anxiety dimension at .78. 

In comparison to the MMPI depression scale, the SCL-90 

Depression dimension showed high convergent validity at .75. 

The SCL-90 Anxiety dimension showed .57 convergent validity 

with MMPI anxiety research scales, while the Phobic Anxiety 

dimension showed .50 convergence (Derogatis, Rickels, & 

Rock, 1976). 

Procedure 

Participants were contacted by phone and asked if they 

would participate in research concerning their reactions to 

the Luby's massacre. Individuals who agreed came to the 

United Way office in Killeen, Texas, at scheduled times, 

approximately one month after the incident. There, they 

were met by University of North Texas faculty members and 

their research team members. 

After written consent was explained and obtained, 

participants were administered a series of psychometric 

questionnaires and interviews. During the formal and 

semi-structured interviews, they answered questions to the 

PTSD module of the Psychiatric Diagnostic Interview. 
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For administration of the SCL-90-R, participants were 

instructed to answer the form first for their current 

experience (i.e., since the incident), and then for how they 

would have responded for the month prior to the Luby's 

massacre. Participants also completed several 

questionnaires including the demographics survey and the 

social support questionnaire used in the present study. 

Two months later (three months post-trauma), participants 

were mailed a follow-up packet of questionnaires. Of the 

information obtained at that time, only the SCL-90-R data 

has been used for this study. During administration, the 

participants were instructed to respond according only to 

their experience over the previous week, up to and including 

the day of testing, as opposed to the method used at initial 

testing. 

Throughout the data collection process, participants were 

reminded that they may discontinue their participation for 

any reason. They were also provided with phone numbers of 

local counseling services should they find it necessary to 

further explore information brought forth during the 

interviews and questionnaires. 

Statistical Analysis of the Data 

To examine results relevant to Hypotheses 1A-1C, that 

pre- to post-massacre females will experience a greater 

increase than males in depression (Hypothesis 1A), anxiety 

(Hypothesis IB), and phobic anxiety (Hypothesis 1C), and 
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Hypotheses 2A-2C which looks at the decrease in the same 

variables from post-massacre to follow-up, a Two-Way Mixed-

Model ANOVA (Walter, Brown & Michels, 1991) was calculated. 

The between-groups factor in these ANOVAs was gender; the 

within-groups factor was time (pre/post for Hypothesis 1, 

post/follow-up for Hypothesis 2). 

Given that each hypothesis examined only one dependant 

variable, MANOVAs were not deemed to be necessary (Harris, 

1985). Additionally, utilizing multivariate statistics with 

the low number of subjects available in this study would 

have resulted in uninterpretable data. It is recognized by 

Marks (1966) that subjects must number at least 200. Others 

feel that this is overly conservative, recommending instead 

that only 80 subjects are necessary for multivariate 

analyses (Cooley & Lohnes, 1971; Dawes and Corrigan, 1974). 

Hypothesis 3 contended that, at one month after the 

massacre, females would be higher than males on depression, 

anxiety, and phobic anxiety. This hypothesis was examined 

with an independent samples t-test. As Hypothesis 4 

predicted social support differences that would also exist 

cross-sectionally at one month post-massacre, the same 

procedure was utilized as for Hypothesis 3. 

Hypotheses 5-8 each made predictions regarding positive 

correlations between the rate of decrease in depression, 

anxiety, and phobic anxiety and various measures of social 

support (Hypothesis 5, desirability; Hypothesis 6, 
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availability; Hypothesis 7, utilization; Hypothesis 8, 

usefulness). To this end, individual change scores for the 

symptom variables were calculated using the method 

recommended by Cohen and Cohen (1983). Using this 

technique, follow-up symptom scores were regressed on post-

massacre symptom scores and the residuals (called residual 

change scores) were then correlated with the support scores. 

Research questions 1 and 3 sought differences between 

females with PTSD and females without PTSD; and females with 

PTSD and males with PTSD, respectively, on the nine symptom 

scales of the SCL-90-R. Independent sample t-tests were 

performed on this section of the data. 

Finally, research questions 2 and 4 inquired about 

differences between females with PTSD and females without 

PTSD; and females with PTSD and males with PTSD, 

respectively, on 21 questions from the PTSD module of the 

PDI. To answer these questions, chi-square analyses were 

computed given that PDI responses are categorical. 



CHAPTER III 

RESULTS 

This chapter contains five sections. The first section 

presents results relative to Hypotheses 1 and 2. In these 

hypotheses, gender differences in three points in time are 

examined. Section 2 contains results pertaining to 

Hypotheses 3 and 4, in which cross-sectional gender 

differences in symptoms and areas of social support are 

examined. In the third section, the correlations pertaining 

to Hypotheses 5 through 8 are presented. These hypotheses 

explore the relation between social support measures and 

rate of decrease in depression, anxiety, and phobic anxiety. 

The fourth section contains results relevant to research 

questions 1 and 2, in which differences between women 

diagnosed with PTSD, and women without PTSD are compared. 

The areas of comparison include SCL-90-R scales and PDI 

results. Similarly, the final section is comprised of the 

results of comparisons between women diagnosed with PTSD and 

men diagnosed with PTSD on the same measures. 

Hypotheses 1 and 2 

Hypothesis 1 predicted that from prior to the massacre to 

one month after the massacre, females would experience a 

greater increase than males in depression, anxiety, and 

phobic anxiety. Similarly, Hypothesis 2 predicted that from 
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one month after the massacre to three months after the 

massacre, women would experience a greater decrease than 

males in the same symptoms. 

Tables 2-4 display results for Hypotheses 1A-1C and 

Tables 5-7 present results for Hypotheses 2A-2C. The 

results presented in the tables were obtained from 

performing three Two-Way Mixed-Model ANOVAs (Walter, Brown & 

Michels, 1991). In each ANOVA the between-groups factor was 

gender; the within-groups factor was time (pre/post or 

post/follow-up) and the interaction term, gender x time. In 

this analysis, the focus is on the F-test for the 

interaction term because it assesses the statistical 

significance of differential gender change from pre- to 

post-massacre. Another way of interpreting the interaction 

term is that it tests whether the mean for females' change 

(post-pre) significantly differed from the males' change. 

The full ANOVA results are shown in Appendix C. Tables 2-7 

present means and the gender x time F-tests. 

From Tables 2-4, it can be seen that there were no 

statistically significant gender differences in the rate of 

change from pre-massacre to post-massacre on depression, 

anxiety or phobic anxiety. Thus, Hypotheses 1A-1C were not 

supported by the data. Tables 5-7 present similar results, 

for the period from post-massacre to the follow-up. Again, 

no significant differences were obtained, therefore, 

Hypotheses 2A-2C were not confirmed by this data. 
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Hypotheses 3 and 4 

Hypothesis 3 predicted that at one month after the 

massacre, females would be higher than males on depression, 

anxiety and phobic anxiety. Hypothesis 4 predicted that 

there would be the same kind of gender differences, but for 

social support indices. The independent samples t-test was 

computed for these cross-sectional hypotheses. 

From Tables 8 and 10, and Figure 1, it can be seen that 

women were significantly higher than men on depression 

(t = 2.25, p < .04) and phobic anxiety (t = 2.08, p < .05). 

As seen in Table 9, there was no statistically significant 

difference between genders on anxiety. Thus, Hypotheses 3A 

and 3C were supported by these results, and 3B was not. 

Tables 11-14 and Figure 2 illustrate the outcome relevant to 

Hypotheses 4A-4D. Women were significantly higher than men 

on desirability of social support (t = 2.18, p < .04), 

utilization of social support (t = 2.14, p < .04), and 

usefulness of social support (t = 4.10, p < .001). 

Hypotheses 5. 6. 7 and 8 

Hypotheses 5 through 8 expected positive correlations for 

the entire sample between the rate of decrease in 

depression, anxiety, and phobic anxiety, with the following 

indices of social support: desirability (Hypothesis 5), 

availability (Hypothesis 6), Utilization (Hypothesis 7) and 

usefulness (Hypothesis 8). Individual change scores for the 

symptom variables were calculated using the method 
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recommended by Cohen and Cohen (1983; described earlier). 

Table 15 and Figure 3 reveal the relevant correlations. 

Only one of the correlations, Hypothesis 5A, which examined 

the correlation between depression and desirability of 

social support (r = .49, p < .05) was significant. 

Therefore, Hypothesis 5 was partially supported while 

Hypotheses 6 through 8 were not. Tables 26 and 27, in 

Appendix D display the correlations for the same variables 

for each gender individually. 

Research Questions 1 and 2 

Research Question 1 asked whether there were significant 

differences between women diagnosed with and without PTSD on 

the nine symptom scales of the SCL-90-R. Table 16 and 

Figure 4 display the relevant independent-sample t-tests. 

The mean scores for those with PTSD were higher than the 

mean scores for those without PTSD, and all of the 

differences were statistically significant. 

Research Question 2 asked about the same differences 

among women using the questions of the PDI. To answer these 

questions, chi-square analyses were computed given the 

categorical (yes/no) nature of PDI responses. From Table 17 

and Figure 5, it can be seen that for 16 of the 21 PDI 

questions, a significantly higher percentage of those with 

PTSD answered "yes" as compared with the percentage of those 

without PTSD who answered "yes." In most cases, these 

differences were quite dramatic. For example, all of the 
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PTSD participants had intrusive thoughts, whereas only 20% 

of those without PTSD had such thoughts. Eighty-five 

percent of those with PTSD felt helpless, felt jumpy or 

irritable, had decreased memory or concentration, and 

avoided reminders of the massacre; none of the women without 

PTSD reported such symptoms. 

Research Questions 3 and 4 

Research Question 3 inquired whether there were 

significant differences between women diagnosed with PTSD 

and men diagnosed with PTSD on the 9 symptom scales of the 

SCL-90-R. Table 18 and Figure 6 show the results of the 

independent-sample t-tests. The mean scores for women with 

PTSD were higher than the mean scores for men with PTSD. 

Statistically significant differences were found for levels 

of somatization (t = 3.50, g < .004), depression (t = 4.84, 

E < .001), paranoid ideation (t = 2.75, E < .032) and 

psychoticism (t = 3.65, p < .003). 

Research Question 4 sought information on differences 

between men and women with PTSD, but utilizing the PDI 

questions. Chi-square analyses were performed, and as Table 

19 and Figure 7 outline, the only point on which the 

participants differed significantly was feelings of weakness 

and helplessness. Although 85% of the women affirmed this 

reaction, none of the men reported this response. 



CHAPTER IV 

DISCUSSION 

The purpose of this study was to investigate the unique 

ways in which women respond to a single incident trauma; in 

this case, the Luby's massacre. Research on women has been 

somewhat limited by the popular, yet erroneous, notion that 

"women's issues" are not relevant to the population at 

large. 

The present hypotheses were designed to explore each 

gender's response initially following a trauma, as well as 

examine how their symptoms change across time, and, 

specifically, how levels of social support interact with the 

symptoms. Furthermore, the information gathered here will 

contribute to the narrow body of research available on women 

and PTSD resulting from traumas other than rape or sexual 

and physical abuse. 

From the analysis of these data it was found that the 

majority of the hypotheses were either not supported, or 

only partially supported by the data. 

Gender Differences in Symptoms 

No significant gender differences were found in the rate 

of increase of the target symptoms (depression, anxiety and 

phobic anxiety) from pre- to post-massacre. Further, there 

was no significant difference in the rate of decrease from 
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post-massacre to follow-up. Consistent with expectations, 

however, there was a gender difference between the means on 

depression and phobic anxiety at one month post-massacre, 

with females having a higher level on both. The post-trauma 

symptoms exhibited in the participants of this project are 

similar to those in many other studies of various traumas. 

Specifically, these symptoms include demoralization, 

sadness, and, often, a sense of isolation (Dufka, 1988; 

Baum, Gatchel & Schaeffer, 1983; Wilkinson, 1983; Maida et 

al., 1989; Shore, Tatum & Vollmer, 1986), with an emphasis 

on anxiety and depression. 

As had been demonstrated in other studies (Shepperd & 

Kashani, 1991; Bland et al., 1988), as well as confirmed by 

DSM-III-R (American Psychiatric Association, 1987), women 

showed higher levels of symptomatology than men in 

depression and one form of anxiety—here, phobic anxiety. 

Nevertheless, studies reviewed were not exclusively 

measuring symptoms after a trauma, nor were they measuring 

the rate of change in symptoms. Two studies (Ziv & Israel, 

1973; Yule & Udrin, 1991) suggest that the level of anxiety 

may not be related to the trauma, but offer no alternative 

explanations. It is possible that for these two studies, 

which focused on children, the measures utilized were more 

appropriate for broader measures of anxiety, rather than for 

specific changes after a trauma. 



59 

Social Support 

The gender differences found in social support, 

specifically that the levels of desirability, utilization, 

and usefulness were significantly higher for women than men 

at one month post-massacre, are well corroborated by 

existing studies (Ensminger & Celantano, 1990; Mallinckrodt 

& Leong, 1992; Nelson & Quick, 1991). Unfortunately, other 

studies have not provided as comprehensive an investigation 

of the many facets of social support with gender differences 

as the present study. Instead, they seem to focus on one 

narrow aspect (Desirability, Hill, 1991; Utilization, 

Mallinckrodt & Leong, 1992; Availability, Compas et al., 

1986; Usefulness, Stretch, 1986). 

Upon examination in the present study, there was found to 

be no correlation with any of the four target areas of 

social support (availability, desirability, utilization, and 

usefulness) and the rate of change in any of the target 

symptoms, with the exception of depression and desirability 

of social support. These findings are met with heavy 

opposition from the current social support literature that 

agrees on the positive effect of social support on 

psychological symptoms (Compas et al., 1986; Cobb, 1976; 

Parker et al., 1987). Stretch (1986) suggests that social 

support is not only beneficial in the improvement of 

existing symptoms, but lack of support contributes to the 

development of PTSD. 
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Supporting the findings of this dissertation, however, 

Madakasira and O'Brien (1987) found that, after a natural 

disaster, there was no significant disparity in the amount 

of social support between those diagnosed with PTSD and 

those without. However, of the PTSD participants, a higher 

level of severity was found in those with less adequate 

social support. 

Quality of social support is believed to be of as much, 

if not more, consequence than quantity. In the present 

study, quality of social support was measured in terms of 

desirability and usefulness. These indices did not relate 

to affective symptoms any more strongly than did 

availability or utilization (quantity), thus disagreeing 

with Stretch's (1986) assertion. 

Gender and Diagnosis 

This study compared women with PTSD to women without 

PTSD, then women with PTSD to men with PTSD, to discover 

which two groups were more similar. It was found that 

diagnosis, more than gender appears to be the stronger link. 

That is, of the two female groups, significant differences 

existed in all of the SCL-90-R post-massacre symptom scales, 

and 16 of the 21 PDI questions (no differences were found in 

hospitalization, social interference, desire for solitude, 

feelings of hopelessness and a generalization of the 

experience). In contrast, diagnosed women differed from 

diagnosed men on four SCL-90-R scales (Somatization, 
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Depression, Paranoid Ideation and Psychoticism) and only one 

of the PDI questions (feelings of weakness or hopelessness). 

The results of the comparisons between women with and 

without PTSD, and PTSD victims of both genders were 

surprising when viewed through the feminist idea that women 

are unique in their reactions, despite any common variables 

with a group of men. This ideology could swing the pendulum 

of one stereotypic belief too drastically in the direction 

of a counter, yet just as stereotypic and reactionary, 

belief. That is, the notion that research studies err by 

studying males, then generalizing the results to female 

populations, might be as useless as the opposition, or that 

women and men always will react dissimilarly in reaction to 

events. Although women and men are liable to perceive and 

experience some differences in their reactions and symptoms 

(Bland et al., 1988; Eaton et al., 1991; Mechanic, 1976), 

the similarities must not be overlooked for the sake of an 

extreme argument. The potential for gender conflicts is 

further discussed later in this paper. 

Clinical Implications 

As all of the data collected were based on subjective, 

self-report measures, the accuracy of the answers is 

difficult to estimate. It cannot be known whether any 

gender differences are due to men under-reporting symptoms, 

women over-reporting or being hypersensitive to changes in 

symptoms, or an accurate gender difference. 
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Many diagnostic gender differences are based on a cross-

sectional sample, that is, "at Point X, are women 

significantly higher or lower than men in their presentation 

of Symptom Z?". As it has been thoroughly researched and 

demonstrated repeatedly (including in this study) that women 

are prone to certain symptoms more than men, this does not 

appear to be an accurate measure of reaction. Instead, 

measuring the rate of change gives more explicit information 

as it provides data not otherwise accessible. In this case, 

we know that women, as a group, are likely to be more 

depressed than men both before and after a trauma. The 

challenge lies in studying whether women are increasing 

their own levels of depression at a comparable rate as do 

the men. The answer from this study is "no," not only on 

depression, but on anxiety and phobic anxiety as well. 

This information does not dispel the idea that women and 

men are unique in their reactions to trauma. Instead it 

raises the idea that the important comparisons are within 

each group. In other words, compared to their own levels of 

symptoms prior to a trauma, are they experiencing a 

significant increase? Comparing the answers to men confirms 

that, as humans, both genders are reacting at a similar 

rate, but a difference still exists between genders. 

In a clinical setting, it is important to note the 

differences that do exist for therapeutic benefit. For 

instance, women who have survived a trauma can benefit from 
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therapy with an emphasis on empowerment; men would generally 

find this less useful, as they did not report the same sense 

of helplessness and weakness. Similarly, all female 

victims (without regard for PTSD diagnosis) and males (with 

PTSD) can have treatment plans that focus on symptoms that 

have interfered with their social life and have increased 

their desire for solitude. Nevertheless, of these same 

individuals, the women would be more likely to need to 

address somatization and depression complaints. 

Interestingly, the PDI does not inquire about symptoms 

often clinically presented by women with severe trauma and 

abuse histories, who may or may not yet carry a diagnosis of 

PTSD. Of particular notable absence are dissociation (other 

than flashbacks) and self-mutilation or destruction 

(cutting, burning, purging, etc.). It is possible that, 

although few gender differences exist on the questions 

presented, there are many other gender specific symptoms 

that are disregarded. For instance, do traumatized men 

become more violent or abusive than women, as has been 

observed anecdotally in practice? Does one gender carry 

more cognitive distortions relating to the trauma than the 

other? Although social interference may be comparable for 

both, are women and men consistently confronting distinct 

obstacles? 

The social support aspect of this study holds that women 

were higher than men on all levels of social support with 
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the exception of availability. In other words, men have the 

same support resources as do women, but conceptualize them 

as being less valuable or necessary. The level of social 

support did not prove to be predominantly related to a 

change in symptoms over time, but has been shown in other 

studies to increase quality of life and provide a "buffer 

zone" for when stress and tragedy occurs. Perhaps men could 

be encouraged to defy the ethos of western socialization 

that they should be self-contained and unemotional with 

others. It is feasible that if, in clinical practice, the 

usefulness of a social network were stressed, the 

desirability for, and utilization of, existing supports 

would grow. 

Problems and Directions for Future Research 

The most important change to be made for a more accurate 

study in the future would be to drastically increase the 

sample size. This task could be difficult, given that 

traumas cannot be experimentally manipulated. A project 

such as this must wait until tragedy and misfortune occur on 

a larger scale. In addition to having more participants, 

having more comparable gender groups (equal numbers of 
/ 

females and males) could present stronger results. 

A larger number of participants would have allowed this 

study to have examined results with a clearer idea of how 

they could be generalized to other trauma affected 

populations. As it stands, the interpretation of current 
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results is somewhat limited due to the small number of 

participants appropriate for this project. As the 

hypotheses were formed on strong studies, it is possible 

that the results of the present study that were 

nonsignificant might have been so by virtue of poor 

statistical power. 

It would be ideal to have taken a baseline measure of 

symptoms before the trauma to avoid the reflective 

subjectivity factor encountered by having participants 

estimate how they had felt weeks before. In lieu of that, 

however, a true control group would suffice, in that a more 

accurate measure of reactions could be obtained. 

In terms of the timing, being able to have administered 

the first set of questionnaires and interviews immediately 

following the massacre would have been the preferred route 

for strict academic adherence, yet impractical in "real 

life" due to the tragic nature of the situation. It was 

important to respect the sensitivity of the subject matter 

of the project, as well as the vulnerable emotional state of 

the victims. Quickly approaching the victims directly 

involved could easily be off-putting to potential 

participants as they focus, appropriately, on their grief 

more than the pursuit of science. The Luby's massacre 

affected the entire community of Killeen to a degree neither 

anticipated nor previously experienced by members of the 

research team. Much time was put into the preparations for, 
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and participation in the funerals for the dead. 

Additionally, many memorial services were offered. The time 

and energy that went into the preparations and grieving 

would not likely have been better served with a rapid 

examination from researchers. Other tragedies, those 

experienced on a more individual basis (such as rape or 

motor vehicle accidents), might better lend themselves to 

prompter investigation. 

Many of the results from this study were found to be 

statistically nonsignificant. However, it is important to 

remember the limitations of the small sample. Nevertheless, 

the results presented are distinct in their area of 

exploration. The current literature is narrow in that 

relatively few researchers compare both genders in a 

specific situation rather than generalize from only one or 

the other. This study attempted to take a comprehensive 

view of the reactions of both genders while trying not to 

sacrifice the uniqueness of either. It is hoped that any 

information learned from these results will not only add to 

the existing body of trauma research, but will somehow 

benefit individuals that have survived a trauma. 
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TABLES OF RESULTS 
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Table 1 

Demographic Characteristics of the Sample (N = 26) 

Characteristic N Percent 

Gender 
Female 18 69 
Male 8 31 

Age 
< 2 0 Years 4 15 
20-35 7 27 
36-50 10 39 
51-65 4 15 
Missing 1 4 

Ethnicity 
African-American 2 8 
Asian 1 4 
Caucasian 16 62 
Mexican-American 4 15 
Native American 1 4 
Other 2 8 

Marital Status 
Single 7 27 
Married 15 58 
Living Together 2 8 
Widowed 1 4 
Missing 1 4 

Employment 
Full-time 19 73 
Self-employed 1 4 
Homemaker 4 15 
Other 1 4 
Missing 1 4 

Reliaious Affiliation 
Catholic 13 50 
Protestant 8 31 
None 1 4 
Other 3 12 
Missing 1 4 

Education Level 
Not High School Grad. 2 8 
High School Graduate 11 42 
Some College/ Tech School 8 31 
College Grad./ Adv. Degree 2 8 
Missing 3 12 
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Table 2 

Comparison of Females and Males on Pre- and Post-

Massacre Measures of Depression (Hypothesis 1A^ 

Mean 
(SD) 

Change 

Pre Post (Post-Pre) F p 

Femalea 0.7 
(0.9) 

1.6 
(1.0) 

0.9 
(1.2) 

1.22 n.s. 

Maleb 0.2 
(0.2) 

0.6 
(0.2) 

0.4 
(0.3) 

Note: F reported in table is Gender x Time F-test. 

aN = 18 

b N = 8 
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Table 3 

Comparison of Females and Males on Pre- and Post-

Massacre Measures of Anxiety (Hypothesis IB) 

Mean 
(SD) 

Change 

Pre Post (Post-Pre) F p 

Female3 0.6 
(1.1) 

2.0 
(1.1) 

1.4 
(1.8) 

0.44 n.s. 

Male*3 0.1 
(0.1) 

1.1 
(0.7) 

0.9 
(0.7) 

Note: F reported in table is Gender x Time F-test. 

aN = 18 

hN = Q 
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Table 4 

Comparison of Females and Males on Pre- and Post-Massacre 

Measures of Phobic Anxiety (Hypothesis 1C) 

Mean 
(SD) 

Change 

Pre Post (Post-Pre) F p 

Female3 0.4 
(0.9) 

1.7 
(1.1) 

1.3 
(1.5) 

0.53 n.s. 

Maleb 0.1 
(0.1) 

0.9 
(0.7) 

0.8 
(0.7) 

Note: F reported in table is Gender x Time F-test. 

aN = 18 

bN = 8 
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Table 5 

Comparison of Females and Males on Post- and Follow-Up 

Massacre Measures of Depression (Hypothesis 2h) 

Mean 
(SD) 

Change 

Post F/U (F/U-Post) F p 

Femalea 1.5 
(1.1) 

0.5 
(0.5) 

-1.0 
(0.9) 

2.48 n.s. 

Male*5 0.6 
(0.2) 

0.3 
(0.1) 

-0.3 
(0.1) 

Note: F reported in table is Gender x Time F-test. 

aN = 18 

hN = 8 
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Table 6 

Comparison of Females and Males on Post- and Follow-Up 

Massacre Measures of Anxiety (Hypothesis 2B) 

Mean 
(SD) 

Change 

Post F/U (F/U-Post) F p 

Female3 1.8 
(1.2) 

0.6 
(0.5) 

-1.2 
(1.0) 

1.34 n.s. 

Maleb 0.8 
(0.4) 

0.2 
(0.2) 

-0.6 
(0.4) 

Note: F reported in table is Gender x Time F-test. 

aAT = 18 

hN = 8 
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Table 7 

Comparison of Females and Males on Post- and Follow-Up 

Massacre_J4easu^s_of_Phobic_An3d:^t^_(H^pothesd;s_2^ 

Mean 
(SD) 

Change 

Post F/U (F/U-Post) F p 

Female3 1.5 
(1.1) 

0.7 
(0.8) 

-0.8 
(0.9) 

0.44 n.s. 

Maleb 0.6 
(0.5) 

0.1 
(0.1) 

-0.5 
(0.4) 

Note: F reported in table is Gender x Time F-test. 

aN = 18 

hN = 8 
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Table 8 

Comparison of Females and Males on Post—Massacre 

Measures of Depression (Hypothesis 3A^ 

Mean 
(SD) 

Femalea 0.7 
(0.9) 

Maleb 0.2 
(0.2) 

aN = 18 

b W = 8 

2.25 <.04 
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Table 9 

Comparison of Females and Males on Post-Massacre 

Measures of Anxiety (Hypothesis 3B) 

Mean 
(SD) 

Femalea 0.6 
( 1 . 1 ) 

Maleb 0.1 
(0.1) 

aN = 18 

hN - 8 

1.88 n.s, 
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Table 10 

Comparison of Females and Males on Post—Massacre 

Measures of Phobic Anxiety (Hypothesis 3C\ 

Mean 
(SD) 

Female3 0.4 
(0.9) 

Maleb 0.2 
(0.1) 

2.08 <.05 

aN = 18 

hN = 8 
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Table 11 

One Month Post-Massacre Comparison of Females and Males on 

Desirability of Social Support (Hypothesis 4A1 

Mean 
(SD) 

Femalea 4.2 
(0.6) 

Maleb 3.8 
(0.4) 

aN = 17 

hN = 8 

2.18 <.04 
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Table 12 

One Month Post-Massacre Comparison of Females and Males on 

Availability of Social Support (Hypothesis 4B1 

Mean 
(SD) 

Femalea 3.8 
(0.7) 

Male*5 3.8 
(0.7) 

a N = 17 

b N = 8 

0.10 n.s, 
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Table 13 

One Month Post-Massacre Comparison of Females and Males on 

Utilization of Social Support (Hypothesis 4C) 

Mean 
(SD) t p 

Femalea 3.2 
( 0 . 6 ) 

Maleb 2.8 
( 0 . 3 ) 

aN = 17 

hN = 8 

2.14 <.04 
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Table 14 

One Month Post-Massacre Comparison of Females and Males on 

Usefulness of Social Support (Hypothesis 4D^ 

Mean 
(SD) 

Female3 4.3 
(0.5) 

Maleb 3.6 
(0.4) 

aN = 17 

hN = 8 

4.10 <.001 
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Table 15 

Correlations Between Measures of Social Support and 

Residualized Change Scores (Post-Massacre to Follow-Upl on 

Depression, Anxiety and Phobic Anxiety in Females and Males 

(Hypotheses 5. 6, 7. and 8) 

Measure of 

Correlation (r) with 
Residualized Change On: 

Hypothesis 
Social 
Support 

Depression Anxiety Phobic 
Anxiety 

5 
(A,B,C) Desirability .49* .28 .10 

6 
(A,B,C) Availability -.13 .01 -.11 

7 
(A,B,C) Utilization .25 .26 -.20 

8 
(A,B,C) Usefulness .31 .14 -.04 

N = 17 
* 

g < .05 
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Table 16 

Comparison of Females Diagnosed with PTSD and Females 

Not Diagnosed with PTSD on Post-Massacre Measures of 

SCL-90-R (Research Questions 1A - II) 

Mean 

m 
SCL-90-R Scale PTSDa No PTSDb t P 

A. Somatization 1.6 0.6 3.92 <.002 
(0.9) (0.1) 

B. Obsessive- 2.0 0.4 4.76 <.0001 
Compulsive (1.1) (0.2) 

C. Interpersonal 1.6 0.5 4.45 <.0001 
Sensitivity (0.8) (0.3) 

D. Depression 2.0 0.5 5.32 <.0001 
(0.9) (0.3) 

E. Anxiety 2.5 0.7 6.96 <.0001 
(0.7) (0.3) 

F. Hostility 1.1 0.2 3.57 <.003 
(0.9) (0.2) 

G. Phobic 2.1 0.6 3.37 <.012 
Anxiety (0.8) (0.9) 

H. Paranoid 1.1 0.3 4.04 <.001 
Ideation (0.7) (0.2) 

I. Psychoticism 1.0 0.2 3.39 <.004 
(0.8) (0.2) 

aN = 13 

hN = 5 



Table 17 

Comparison of Females Diagnosed with PTSD and Females Not 

Diagnosed with PTSD on Post-Massacre Questions of the PDI 

(Research Questions 2A - 2U) 

84 

Percent 

PDI Question PTSDa No PTSD*5 X2 P 

A. Flashbacks Yes 100 40 9.36 <.002 
No 0 60 

B. Work Yes 85 20 6.78 <.009 
Interference No 15 80 

C. Family Worry Yes 69 0 6.92 <.008 
No 31 100 

D. Social Yes 46 0 3.46 n. s. 
Interference No 54 100 

E. Medication Yes 54 0 4.41 <.035 
No 46 100 

F. Hospitalization Yes 8 0 0.41 n. s. 
No 92 100 

G. Intrusive Yes 100 20 13.37 <.001 
Thoughts No 0 80 

H. Nightmares Yes 85 20 6.78 <.009 
No 15 80 

I. Trigger Yes 85 20 6.78 <.009 
Thoughts No 15 80 

J. Feeling Weak/ Yes 85 0 10.88 <.001 
Helpless No 15 100 
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Table 17 (Continued) 

Percent 

PDI Question PTSDa No PTSDb X2 p 

6.92 <.008 

3.46 n.s. 

4.41 <.035 

8.65 <.003 

3.46 n. s. 

10.88 <.001 

13.85 <.001 

10.88 <.001 

10.88 <.001 

8.65 <.003 

1.98 n.s. 

K. Anhedonia Yes 70 0 
No 30 100 

L. Desire for Yes 46 0 
Solitude No 54 100 

M. Emotional Yes 54 0 
Isolation No 46 100 

N. Feeling Empty/ Yes 77 0 
Numb No 23 100 

0. Hopeless About Yes 46 0 
Future No 54 100 

P. Jumpy/Nervous Yes 85 0 
Irritable No 15 100 

Q. Decreased Yes 93 0 
Sleep Quality No 7 100 

R. Decreased Yes 85 0 
Memory No 15 100 

S. Avoiding Yes 85 0 
Reminders No 15 100 

T. Feeling Guilty Yes 77 0 
or Ashamed No 23 100 

U. Generalization Yes 31 0 
of Experience No 69 100 

aN = 13 

*>N = 5 
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Table 18 

Comparison of Females Diagnosed with PTSD and Males Diagnosed 

with PTSD on Post-Massacre Measures of 

SCL-90-R (Research Questions 3A - 3 D 

Mean 
(SD\ 

SCL-90-R Scale Female3 Maleb 

A. Somatization 1.6 0.6 
(0.9) (0.2) 

B. Obsessive- 2.0 1.1 
Compulsive (1.1) (0.5) 

C. Interpersonal 1.6 0.8 
Sensitivity (0.8) (0.8) 

D. Depression 2.0 0.5 
(0.9) (0.3) 

E. Anxiety 2.5 1.4 
(0.7) (1.0) 

F. Hostility 1.1 0.8 
(0.9) (0.6) 

G • Phobic 2.1 1.3 
Anxiety (0.8) (0.7) 

H. Paranoid 1.1 0.4 
Ideation (0.7) (0.4) 

I. Psychoticism 1.0 0.1 
(0.8) (0.2) 

3.50 <.004 

2.16 n.s, 

1.74 n.s. 

4.84 <.001 

1.85 n.s, 

0.71 n.s. 

1.63 n.s, 

2.75 <.032 

3.65 <.003 

aN = 13 

hN = 3 



87 

Table 19 

Comparison of Females Diagnosed with PTSD and Males Diagnosed 

with PTSD on Post-Massacre Questions of the PDI (Research 

Questions 4A - 4U) 

Percent 

PDI Question Femalea Maleb X2 P 

A. Flashbacks Yes 100 100 0.00 n. s. 
No 0 0 

B. Work Yes 85 91 0.53 n. s. 
Interference No 15 9 

C. Family Worry Yes 69 100 1.23 n. s. 
No 31 0 

D. Social Yes 46 67 0.41 n. s. 
Interference No 54 33 

E. Medication Yes 54 67 0.16 n. s. 
No 46 33 

F. Hospitalization Yes 8 0 0.25 n. s. 
No 92 100 

G. Intrusive Yes 100 100 0.00 n. s. 
Thoughts No 0 0 

H. Nightmares Yes 85 100 0.53 n. s. 
No 15 0 

I. Trigger Yes 85 100 0.53 n. s. 
Thoughts No 15 0 

J. Feeling Weak/ Yes 85 0 8.12 <.004 
Helpless No 15 100 



Table 19 (Continued) 

Percent 

88 

PDI Question Femalea Maleb 

K. Anhedonia Yes 70 67 0.01 n. s. 
No 30 33 

L. Desire for Yes 46 67 0.41 n. s. 
Solitude No 54 33 

M. Emotional Yes 54 0 2.87 n. s • 
Isolation No 46 100 

N. Feeling Empty/ Yes 77 67 0.14 n. s. 
Numb No 23 33 

0. Hopeless About Yes 46 0 2 .22 n. s. 
Future No 54 100 

P. Jumpy/Nervous Yes 85 100 0.53 IK s. 
Irritable No 15 0 

Q. Decreased Yes 93 100 0.25 n. s. 
Sleep Quality No 7 0 

R. Decreased Yes 85 100 0.53 n. s • 
Memory No 15 0 

S. Avoiding Yes 85 33 3.42 n. s. 
Reminders No 15 67 

T. Feeling Guilty Yes 77 67 0.14 n. s. 
or Ashamed No 23 33 

U. Generalization Yes 31 33 o
 

• o
 

H-*
 

n. s. 
of Experience No 69 67 

aN = 13 

bW = 3 
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Figure 1 

Comparison of Females and Males on Post-Massacre Measures of 

Depression,—Anxiety and Phobic Anxiety (Hypotheses 3A - 3C) 
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Figure 2 

Social Support. 'nYP"'-
tieses da - /in) 



92 

Figure 3 

Correlations Between Measures of Social Support and Target 

Symptoms (Hypotheses 5A - 5C, 6A - 6C, 7A - 7C and 8A - 8C) 
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Figure 4 

Comparison of Females Diagnosed with PTSD and Females Nnt 

Diaqnosed with PTSD on Post-Massacre Measures of scn-on-p 

(Research Questions 1A - IT) 
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Figure 5 

Comparison of Females Diagnosed with PTSD and Females Not 

Diagnosed with PTSD on the PDI (Research Questions 2A - 21M 
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Figure 7 

Comparison of Females and Males Diagnosed with PTSD on the 

PDI (Research Questions 4U - 4U) 
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Table 20 

Means and ANOVA Summary on Pre- and Post- Massacre Depression 

bv Gender (Hypothesis 1A> 

MEANS 
Time 

Gender Pre 
(SD) 

Post 
(SD) 

All 
(SD) 

Female3 0.7 
(0.9) 

1.6 
(1.0) 

1.1 
(1.0) 

Maleb 0.2 
(0.2) 

0.6 
(0.2) 

0.4 
(0.2) 

Allc 0.5 
(1.0) 

1.3 
(1.1) 

ANOVA SUMMARY 

Source 
Sum of 

Squares df 
Mean 

Square F p 

Between Groups 

Gender 6.03 1 6.03 6 .71 <.01 

Error 21.58 24 0.90 

Within Groups 

Time 5.17 1 5.17 10 .68 <.003 

Time x Gender 0.59 1 0.59 1 .22 n. s. 

Error 11.61 24 0.48 

aN = 18 

hN = 8 

CN = 2 6 
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Table 21 

Means and ANOVA Summary on Pre- and Post- Massacre Anxiety bv 

Gender (Hypothesis IB) 

MEANS 
Time 

Gender Pre Post All 
(SD) (SD) (SD) 

Female3 0. 
(1. 

6 
1) 

2.0 
(1.1) 

1. 
(1. 

3 
1) 

Maleb 0. 
(0. 

1 
1) 

1.1 
(0.7) 

0. 
(0. 

6 
4) 

Allc 0. 
(0. 

5 
7) 

1.7 
(4.3) 

ANOVA SUMMARY 

Source 
Sum of 

Squares df 
Mean 

Square F P 

Between Groups 

Gender 5.33 1 5.33 7 .84 <•01 

Error 16.31 24 0.68 

Within Groups 

Time 15.17 1 15.17 13 .85 <•001 

Time x Gender 0.48 1 0.48 0 .44 n. s. 

Error 26.29 24 1.09 

aN = 18 

bN = 8 

CN = 26 
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Table 22 

Means and ANOVA Summary on Pre - and Post- Massacre Phobic 

Anxiety by Gender (Hypothes is 1C) 

MEANS 
Time 

Gender Pre 
(SD) 

Post 
(SD) 

All 
(SD) 

Female3 0.4 
(0.9) 

1.7 
(1.1) 

1. 1 
(1.0) 

Maleb 0.0 
(0.1) 

0.9 
(0.7) 

0.4 
(0.4) 

Allc 0.3 
(0.5) 

1.4 
(4.3) 

ANOVA SUMMARY 

Source 
Sum of 

Squares df 
Mean 

Square F P 

Between Groups 

Gender 4.34 1 4.34 7 .39 <.01 

Error 14.09 24 0.59 

Within Groups 

Time 12.13 1 12.13 13 .41 <•001 

Time x Gender 0.48 1 0.48 0 .53 n. s. 

Error 21.71 24 0.90 

aN = 18 

hN = 8 

CN = 26 
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Means and ANOVA Summary on Post-Massacre and Follow-Up 
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MEANS 
Time 

Gender Post 
(SD) 

F/U 
(SD) 

All 
(SD) 

Female3 1.5 
(1.1) 

0.5 
(0.5) 

1.0 
(0.8) 

Maleb 0.6 
(0.2) 

0.3 
(0.1) 

0.4 
(0.2) 

Allc 1.2 
(0.8) 

0.5 
(0.2) 

ANOVA SUMMARY 

Source 
Sum of 

Squares df 
Mean 

Square F P 

Between Groups 

Gender 2.35 1 2.35 3.04 n. s. 

Error 11.63 15 0.77 

Within Groups 

Time 3.06 1 3.06 9.58 <.007 

Time x Gender 0.80 1 0.80 2.48 n. s. 

Error 4.79 15 0.32 

aN = 12 

hN = 5 

CN = 17 



Table 24 

Means and ANOVA Summary on Post-Massacre and Follow-Up 

Anxiety by Gender (Hypothesis 2B) 
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MEANS 
Time 

Gender Post 
(SD) 

F/U 
(SD) 

All 
(SD) 

Femalea 1.8 
(1.2 

0.6 
(0.5) 

1.2 
(0.9) 

Maleb 0.8 
(0.4) 

0.2 
(0.2) 

0.5 
(0.3) 

Allc 1.5 
(1.7) 

0.5 
(0.7) 

ANOVA SUMMARY 

Source 
Sum of 

Squares df 
Mean 

Square F P 

Between Groups 

Gender 3.53 1 3.53 3 .88 < . 060 

Error 13.63 15 0.91 

Within Groups 

Time 5.26 1 5.26 14 .38 < . 001 

Time x Gender 0.49 1 0.49 1 .34 n. s. 

Error 5.48 15 0.37 

aN = 12 

hN = 5 

CN = 17 
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Table 25 

Means and ANOVA Summary on Post-Massacre and Follow-Up Phobic 

Anxiety bv Gender (Hypothesis 2C) 

MEANS 
Time 

Gender Post 
(SD) 

F/U 
(SD) 

All 
(SD) 

Femalea 1.5 
(1.1) 

0.7 
(0.5) 

1.1 
(0.8) 

Maleb 0.6 
(0.5) 

0.1 
(0.1) 

0.3 
(0.3) 

Allc 1.2 
(1.9) 

0.5 
(0.2) 

ANOVA SUMMARY 

Source 
Sum of 

Squares df 
Mean 

Square F P 

Between Groups 

Gender 4.21 1 4.21 3 .72 <.070 

Error 17.00 15 1.13 

Within Groups 

Time 2.80 1 2.80 8 .40 <.010 

Time x Gender 0.15 1 0.15 0 .44 n. s. 

Error 5.00 15 0.33 

aN = 12 

bN = 5 

CN = 17 
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Table 26 

Correlations Between Measures of Social Support and 

Residualized Change Scores (Post-Massacre to Follow-Up) on 

Depression, Anxiety and Phobic Anxiety in Females 

Measure of 
Social 
Support 

Correlation (r) with 
Residualized Change On: 

Depression Anxiety Phobic 
Anxiety 

Desirability ,63' .15 .03 

Availability 

Utilization 

- . 1 1 

.23 

.01 

.29 

-.07 

-.25 

Usefulness .35 .02 - . 2 2 

N = 17 

2 < .05 
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Table 27 

Correlations Between Measures of Social Support and 

Residualized Change Scores (Post-Massacre to Follow-Up) on 

Depression. Anxiety and Phobic Anxiety in Males 

Measure of 
Social 
Support 

Correlation (r) with 
Residualized Change On: 

Depression Anxiety Phobic 
Anxiety 

Desirability -.64 . 881 .21 

Availability -.51 .22 -.37 

Utilization .96 * * •.40 .53 

Usefulness .48 .22 .79 

N = 5 

* * 

p < . 05 

E < .01 
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