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ABSTRACT OF THE DISSERTATION 

 

How We Talk About It: 

Stressful Life Events, Family Communication, and PTSD among Public School Adolescents 

 

 

By 

 

Maria Alejandra Acuña 

Doctor of Philosophy in Social Welfare 

University of California, Los Angeles, 2014 

Professor Todd Franke, Chair 

 

 

Guided by the theory of inhibition and confrontation, this dissertation examines the 

relationship between stressful life events, family communication and PTSD development 

among diverse (46.9% Latina/o, 18.4% Armenian, 18.4% White, and 16.3% other) west 

coast public school adolescents (n=98) referred for counseling in schools.  Secondary 

analysis of a cross-sectional survey was conducted and revealed that all adolescents in this 

sample endorsed at least one stressful event in their lifetime with an average of 7 lifetime 

events, including illness, death, and indirect and direct violence exposure.  Exactly half of 

the sample reported PTSD symptoms in the clinical range with re-experiencing and arousal 

symptoms the most commonly endorsed. Adolescents reported both open and problem 
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family communication with higher open family communication scale scores than problem 

family communication. Bivariate relationships showed that open family communication 

was negatively associated to PTSD symptom severity, the number of lifetime stressful 

events and problem family communication was positively associated to PTSD symptom 

severity, and family storytelling style was negatively associated to avoidance symptoms.  

However, in the full regression model only the number of life events and problem family 

communication appeared to have an independent effect on PTSD symptom severity scores.  

Testing for potential moderation effects of family communication found no interaction 

terms significant in this sample. Implications and directions for future research are 

discussed, including the importance of reducing problem family communication in order 

for the protective effects of open family communication to flourish and the potential 

benefits of PTSD screening in schools. 
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Chapter 1: Introduction 

Scope and nature of problem 

Adolescents are exposed to events that are stressful or traumatic (Kiser, 2007; 

Cooley-Strickland et al., 2009; Stein et al., 2003). Stressful events may be defined as 

those “that upset an organism’s equilibrium and require a righting response” (Kiser, 

2007, p. 212). Traumatic stressors involve “direct personal experience of an event that 

involves actual or threatened death or serious injury, or other threat to one’s physical 

integrity; or witnessing an event that involves death, injury, or a threat to the physical 

integrity of another person; or learning about unexpected or violent death, serious harm, 

or threat of death or injury experienced by a family member or other close associate” 

(American Psychiatric Association, 2000, p. 463).  

A comprehensive national survey conducted in the U.S. among children and 

youth ages two to 17 found that more than half had experienced a physical assault in 

the study year, more than one in eight had experienced a form of child maltreatment, 

and more than one in three had been a witness to violence or experienced another form 

of indirect victimization (Finkelhor et al, 2005). The prevalence of post-traumatic stress 

disorder (PTSD) in the National Survey of Adolescents was 3.7% for boys and 6.3% for 

girls (Fairbank & Fairbank, 2009).  Further, evidence indicates 23-29% of youth 

exposed to traumatic events develop Post-Traumatic Stress Disorder (PTSD) (Kiser, 

2007).   

While it is common for adolescents to experience exposure to traumatic events 

and develop mental health symptoms, others do not (Cooley-Strickland et al., 2009).  

Indeed, 40% to 50% of students in the general population at Los Angeles Unified 
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School district reporting exposure to multiple stressful events reported sub-clinical or 

mild levels of PTSD symptoms, that is at levels that do not necessitate mental health 

treatment (Pia Escudero, personal communication, September, 16, 2013). 

Impact of youth exposure to traumatic events. The negative consequences of 

exposures to traumatic events include short-term and long-term effects on the mental 

health, behavior, and academic performance of urban youth.   

Mental health. Exposure to stressful or traumatic events puts youth at increased 

risk for developing mental health problems, such as PTSD (Aisenberg & Herrenkohl, 

2008; Mazza, 2004; Buka, 2001; Lambert, 2005; Lambert, 2010; Osofsky, 1999; 

Rasmussen, 2004; Lynch, 2003), depression and anxiety (Bringewatt, 2010; Gopalan, 

2010; Coatsworth, 2006).  A strong positive dose-response relationship was found 

between exposures to a higher number lifetime of traumatic events and rates of mental 

health disorders (Fairbank & Fairbank, 2009).   

Aggressive Behavior. Exposure to repetitive violence may increase risk of 

aggressive behavior (Aisenberg & Herrenkohl, 2008).  Witnessing and being the victim 

of violence in the community appears to lead to future aggression (Cooley-Strickland et 

al., 2009; Stein et al., 2003).    Particularly among African American and Latino male 

children, exposure to community violence has been linked with increased aggressive 

behavior (Cooley-Strickland et al., 2009; Lambert, Nylund-Gibson, Copeland-Linder, 

Ialongo, 2010).    Additionally, traumatized children are more likely to be involved in 

violent relationships, either as victims or perpetrators (Gopalan et al., 2010, p. 189).   

Academic.  Ongoing exposure to community violence may disrupt cognitive 

development (Cooley-Strickland et al., 2009) and be related to decreased academic 
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functioning (Lambert, Nylund-Gibson, Copeland-Linder, Ialongo, 2010; Aisenberg & 

Herrenkohl, 2008; Grogger, 1997; Lynch, 2003) and decreased rates of high school 

graduation (Stein et al., 2003). 

Protective Factors  

Factors exist that mediate or moderate the relationship between exposure to 

traumatic events and PTSD development.  These may be individual, family or 

community level protective factors.  The risk factors and impact of exposure to traumatic 

events have been well documented but there are few studies about family-level 

protective factors associated with exposures to traumatic or stressful events and mental 

health outcomes (Kliewer et al., 2004; Ozer, 2005; Cooley-Strickland et al., 2009), 

particularly factors amenable to change (Gudino, Nadeem, Kataoka & Lao, 2011; 

Cooley-Strickland et al., 2009; Howard, 1996; Aisenberg & Herrenkohl, 2008).  The lack 

of research on these factors has slowed the development of strengths-based prevention 

programs that address context over individual risks.  Indeed, research on the 

interpersonal context of children and parents coping with stressful events is particularly 

sparse, which limits our understanding of the role of parents as potential mediators of 

the effects of stressful events on children’s emotional and behavioral health (Cooley-

Strickland et al., 2009). 

Family Communication & PTSD. The relationship between parent-adolescent 

communication has been linked to the mental health outcomes of adolescents after 

exposure to stressful events, but has been studied primarily among African-American 

and Caucasian youth (Howard et al., 2002; LeBlanc et al., 2011; Houck et al., 2007; 

Huizinga et al., 2005). In most of these studies, more open parent-adolescent 
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communication was associated with lower anxiety and distress symptoms. Open family 

communication may be described as the exchange of information and freedom in 

communication, as well as comprehension and satisfaction about communication 

(Huizinga et al., 2005).  

Significance of study 

An overarching goal of the study is to identify malleable family risk and protective 

factors that can be targeted through prevention and intervention programs. This 

research is important for both theoretical and practical reasons; it addresses basic 

research questions about the variability of PTSD development among youth in stressful 

environments while providing empirical evidence to target interventions to support youth 

as they negotiate these stressors (Ozer, Richards & Kliewer, 2004; Resnick & 

Taliaferro, 2011).  Put another way, this study seeks to understand why some youth 

develop post-traumatic stress symptoms and others do not despite exposure to 

traumatic events.   This study focuses on a presumed family-level moderator, open and 

problem family communication, and seeks to understand what type of family 

communication is protective for adolescents.   

The proposed study will expand the understanding of the relationship between 

traumatic or stressful events, family communication, and the psychological functioning 

of adolescents.  First, I propose to examine parent-adolescent communication as a 

protective factor for adolescents.  As detailed in the literature review, studies have not 

specifically examined the nature of family communication about traumatic events as a 

moderator between trauma exposure and PTSD development.  Briefly, family 

communication may be a protective factor amenable to intervention due to its potential 
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role as a form of disclosure and confrontation with substantial evidence indicating that 

talking about event details and associated emotions, as well as using positive and 

negative emotion words associated with distressing events is linked to psychological 

well-being, improved functioning, better self-reported health, and better immune 

responses (Pennebaker, 1986).  These findings may be instrumental in the future 

development of culturally appropriate and relevant messaging for a social marketing 

campaign (universal preventive intervention) promoting the benefits and elements of 

protective family conversations in the aftermath of traumatic events among urban 

families. 

Study overview and purpose. This study examined the impact of exposure to 

traumatic events on the mental health outcomes (posttraumatic stress symptoms) of 

adolescents in a cross-sectional survey of public school middle and high school 

students.  The questionnaires analyzed in the current study represent responses from a 

targeted student population, meaning students referred for counseling by school staff 

due to concerns about student attendance, grades, and/or behavior. Additionally, the 

presumed moderating effect of perceived family communication between exposure to 

traumatic events and adolescent mental health outcomes will be examined. 

The current study has the following primary goals:   

(1) To examine the relationship between the lifetime number of traumatic events 

reported by adolescents and their likelihood of reporting PTSD symptoms. 

(2) To assess open family communication as a moderator of the relationship between 

exposure to traumatic events and the development of PTSD symptoms among 

adolescents. 
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(3) To examine the effect that talking about traumatic events has on the relationship 

between exposure to traumatic events and the development of PTSD symptoms among 

adolescents. 

Organization of the current study. Chapter one gives a brief overview of the 

nature and scope of traumatic events and their impact as well as the study overview 

and purpose.  Chapter two reviews the current literature on the effects of exposure to 

traumatic events on the mental health and trajectories of adolescents.  Also reviewed is 

the role of family communication in relation to adolescent mental health outcomes.  

Chapter three examines the theoretical framework guiding this study.  Specifically, the 

theory of inhibition and confrontation will be discussed.  The conceptual model, 

hypotheses, research design, and data analysis techniques are presented in chapter 

four. Chapter five summarizes results and findings related to hypotheses.  Chapter six 

discusses findings in the context of previous literature, the strengths and limitations of 

the study, implications for practice and suggestions for future research. 
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Chapter 2: Literature review  

The purpose of this chapter is to provide an overview of what is known about 

adolescent PTSD after exposure to traumatic or stressful events and the role of family 

communication.  

Prevalence and impact of exposure to traumatic even ts  

 Findings consistently show that a majority of residents in the US have 

experienced one or more traumatic events (Breslau et al., 2004). In California, most 

adults (61.7%) report having experienced at least one traumatic event (Center for Youth 

Wellness, 2014). Adolescents specifically, are exposed to multiple stressors (Kiser, 

2007; Cooley-Strickland et al., 2009; Stein et al., 2003), including dangers to physical 

health (e.g., accidents, natural disasters, illness), loss of or separation from a parent, 

and direct or indirect violence exposure.  As a result of exposures to these events, 

some youth develop psychopathology (Jaycox, 2002) while others do not (Cooley-

Strickland et al., 2009).   

Death and illness. In an epidemiological sample (n=2,311) of urban adolescents 

(65.5% African-American) in the US (surveyed at age six and then again at ages 20-22), 

51.9% had experienced the unexpected death of a close relative or friend by age 21 

making it the most common negative life event (Breslau et al., 2004). In the same 

sample, 14.1% had been in a serious car accident, 8.6% in a natural disaster, 4.4% had 

been exposed to a life-threatening illness (close family member or self) and yet most did 

not develop PTSD (Breslau et al., 2004).  

Parents with a chronic medical condition make up about 4 and 12% of the world’s 

population (Sieh et al., 2010). Having a seriously ill family member may be considered a 
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traumatic event with increased risk for stress response symptoms, including intrusive 

thoughts, avoidance and distress (Huizinga et al., 2005; Houck et al, 2007).  Indeed, 

adolescents with ill parents report more mental health symptoms (e.g., anxiety, 

depression, behavior problems) than adolescents of healthy parents (Huizinga et al., 

2005; Houck et al., 2007).  In a meta-analysis, acute emotional problems among 

children with chronically ill parents were shown to be as high as 55% and to persist into 

adulthood (Sieh et al., 2010).  

Immigration and separation from parents. As a school social worker the Los 

Angeles Unified School District, this investigator worked with newly arrived immigrant 

students from Latin America.  Some came to the US to be reunified with parents who 

had arrived years before them.  These students had been left behind as infants or 

young children with relatives in their country of origin.  Other students made the trek to 

the US on their own, separated from one or both parents, and live with extended family 

members in the US. Separation from a parent or parents itself is a common form of 

trauma experienced by urban adolescents.  

Cervantes & Shelby (2013) discuss various stressors among immigrant youth 

such as minority status, border crossing experiences, legal status, family separation, 

language and communication, education and economic disadvantage and their impact 

on mental health. A study examining the impact of violence exposure and immigrant 

stressors on psychopathology among urban Latino youth (n=164), ages 11 to 13, in 

Southern California found acculturative stress positively associated with 

psychopathology, separation from either parent associated with externalizing symptoms 

and PTSD, and lifetime violence exposure strongly related to all forms of 
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psychopathology (Gudino, Nadeem, Kataoka & Lau, 2011). (Gudino, Nadeem, Kataoka 

& Lau, 2011). In a longitudinal study of diverse newly immigrant youth (N=407; 53% 

female; 9 to 14 years old), from both East and West Coast cities, children separated 

from their parents due to immigration were more likely to report depressive symptoms 

than children who had not been separated (Suarez-Orozco, 2002).   

Leaving for reasons of survival comes at a cost in the form of multiple losses 

such as family and friends, community ties, social roles, customs, jobs, money, hobbies, 

their home/house, and many other important personal possessions.  Separation from an 

established support system places Latinos at increased risk for mental health problems 

(Cervantes & Shelby, 2013).  The double-bind for immigrant youth is feeling vulnerable 

in traumatic situations given the fact that their parents or guardians are themselves 

overwhelmed or far away and unable to attend to their emotional needs (Pumariega, 

2007).   

Direct or indirect violence exposure. A high level of violence exposure among 

youth has been identified as a major public health concern on a national level (Gudino, 

Nadeem, Kataoka & Lau, 2011; Cooley-Strickland et al., 2009; Aisenberg & Herrenkohl, 

2008).   In the U.S., nearly 40% of adolescents report witnessing community violence 

(LeBlanc, Self-Brown, Shepard & Kelley, 2011).  Further, in a recent study conducted by 

the Office of Juvenile Justice and Delinquency Prevention, more than 60% of children in 

the United States reported witnessing violence in the past year (Gopalan et al., 2010). 

It is estimated that 23-29% of youth exposed to traumatic events develop PTSD 

and this increases to 70% if youth are victimized by violence (Kiser, 2007).  Both cross-

sectional and longitudinal studies with urban youth find a relationship between 
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community violence exposure and an increased risk for symptoms of depression and 

anxiety (Cooley-Strickland et al., 2009; Gopalan, 2010; Kliewer et al., 2004; Bringewatt, 

2010; Coatsworth, 2006); PTSD (Gopalan, 2010; Kliewer et al., 2004; Fowler, 2009; 

Aisenberg & Herrenkohl, 2008; Mazza, 2004; Buka, 2001; Lambert, 2005; Lambert, 

2010; Osofsky, 1999; Rasmussen, 2004; Lynch, 2003); aggressive and delinquent 

behavior (Cooley-Strickland et al., 2009; Kliewer et al., 2004); drug initiation, use, and 

dependence (Cooley-Strickland et al., 2009; Gopalan, 2010; Kliewer et al., 2004); and 

poor academic performance (Cooley-Strickland et al., 2009; Gopalan, 2010; Kliewer et 

al., 2004;  (Kliewer et al., 2004).    

Exposure to Multiple Types of Traumatic Events  

It appears that cumulative adversity has a negative impact on mental health, over 

and above the occurrence of specific life events or traumas. Indeed, Finkelhor et al., 

(2007) assert that their findings, if confirmed in other studies, raise questions about the 

previous literature concerning the impact of single or specific traumatic events.  That is, 

studies about single types of events may overestimate their unique association with 

negative outcomes, because they did not adequately control for other kinds of traumatic 

events.  Further, these researchers found that different types of traumatic events are 

interrelated and children exposed to one type are likely to be exposed to other types as 

well. 

According to a statewide survey of 22,545 adults (ages 18 to 65+; 50.8% female, 

44.4% White, 5.9% Black, 33.1% Latino, 16.6% Asian/Pacific Islander/other), it is 

estimated that 61.7% of California adults experienced at least one adverse childhood 

experience (physical, emotional or sexual abuse; physical or emotional neglect; or 
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household dysfunction such as mental illness, incarcerated relative, mother treated 

violently, substance abuse or divorce) and 16.7% have experience four or more (Center 

for Youth Wellness, 2014).  According to this statewide survey, the most common types 

of adverse childhood experiences (ACES) among California adults were: Emotional 

abuse (34.9%; “parent swore, insulted, or put them down during their childhood,” p. 5), 

parental separation/divorce (26.7%), substance abuse by household member (26.1%), 

physical abuse (19.9%), witness to domestic violence (17.5%), household member with 

mental illness (15.0%), sexual abuse (11.4%), neglect (9.3%) and incarcerated 

household member (6.6%). Further, a person with four or more adverse childhood 

experiences (ACEs) were more likely to suffer from health and mental health-related 

problems such as chronic obstructive pulmonary disease, asthma, arthritis, and 

depression, and to engage in negative health behavior such as smoking and binge 

drinking (Center for Youth Wellness, 2014).  A groundbreaking study of Southern 

California adults (n=17,000; 74.8% White; 75.2% college-level education or higher) had 

similar findings with 63.9% of participants reporting at least one adverse childhood 

experience and 12.5% reporting four or more ACES (CAHMI, 2014).   Additionally, there 

was a strong dose-response relationship between ACEs and poor outcomes; as the 

number of ACEs increased, the risk of negative health outcomes increased too (CAHMI, 

2014).    

Protective Factors and Adolescent Resilience  

Although many adolescents experience the negative effects of exposure to 

stressful events, some report few harmful effects.  Numerous studies have examined 

individual and environmental protective factors that may moderate or mediate the 
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impact of traumatic or stressful events on child outcomes. After decades of resilience 

research, we know that the following factors are protective (Bailey, Hannigan, Delaney-

Black, Covington & Sokol, 2006): 

Individual Protective Factors. 

• Child characteristics such as IQ  

• Temperament  

• Self-concept 

• Locus of control  

Environmental Protective Factors. 

• Parental education and socioeconomic status (SES)  

• Positive parenting and family cohesion 

• Social support  

Other research-based protective factors that moderate or mediate development 

of PTSD after exposure to traumatic events, include parenting, good parental mental 

health, and good child somatic health history (Qouta, Punamäki & Sarraj, 2008); pre-

morbid emotional health and adjustment prior to exposure; highly functioning parents 

and good family relations (e.g., communication, bonding and warmth); intelligence, 

school involvement, participation in activities outside the home, religion, and self-

competence; internal strength manifested by religious beliefs and practices: meaning or 

purpose in life; inner peace; connection to others and a community (Cooley-Strickland 

et al., 2009). 

With regards to community violence as a specific type of traumatic event, Lynch 

(2003) notes that studies examining the resilient outcomes of youth have identified three 
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factors:  parent support, school support, and peer support.  Parent support was a strong 

predictor of resilience in youth but became less important over time while support from 

school increased over time as a predictor of resilience.  Peer support had the weakest 

impact on resilience and a negative impact on substance abuse and misconduct.   

Family-Level Protective Factors and Adolescent Resi lience 

The family is the most influential factor on adolescent development (LeBlanc, 

2011).   Parents influence the development of behavior in children that may moderate 

the impact of stress (Masten, 2001).  Thus, it makes sense to focus on family 

functioning in interventions because protective factors at the family level are more likely 

to endure (Luthar & Zelazo, 2003).   

Hardaway & McLoyd (2012) studied a sample of 391 low-income youth ages 13-

17, primarily African-American (60%) and Latino (30%) and found positive parent-child 

relations to be negatively related to externalizing problems and moderated the 

relationship between exposure to community violence and externalizing problems – that 

is, they weakened the association but did not completely ameliorate the association 

between exposure to violence and externalizing problems.  However, positive parent-

child relations were not significantly related to internalizing problems.  These 

researchers point out that this finding is consistent with other studies that show 

internalizing problems may be more difficult to overcome than externalizing problems 

and recommend that attention should be paid to finding ways to mitigate the effects of 

exposure to violence on internalizing problems. 

Ozer (2005) found that adolescents’ perceived support from family members, 

particularly mothers, showed protective effects in the relationship between exposure to 
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violence and psychological functioning, however, these effects were not found 

consistently across all psychological outcomes.  Based on the findings of this study, the 

researcher asserts that family support provides protective effects to urban adolescents 

and points to the significant role that family members may have in dealing with 

community violence, particularly because adolescents expressed concerns about 

trusting people outside of the family with personal business.   

Kliewer (2004) found that a child’s emotion regulation skill, felt acceptance from 

the caregiver, observed quality of caregiver-child interaction, and caregiver’s emotion 

regulation skill were all protective for children exposed to community violence, but the 

pattern of protection differed across outcome.  Felt acceptance had a strong, inverse 

association with both internalizing and externalizing symptoms and interacted with 

violence exposure to influence internalizing symptoms.  This study was conducted with 

101 pairs of African-American female caregivers and one of their children (ages 9-13) 

residing in public housing communities in high crime neighborhoods of Richmond, 

Virginia. 

O’Donnel (2002) found that both parent and school support factors were 

significantly positively associated with resilience in children who had been exposed to 

community violence, peer support was negatively associated with resilience in the 

domains of substance abuse and school misconduct.  The sample in this study included 

2,600 sixth, eighth, and tenth graders (30.6% White, 42.2% Black, 20% Hispanic) from 

an urban public school system.   

Lynch (2003) notes there is evidence that certain family factors moderate, in a 

positive or negative direction, the relationship between community violence and poor 
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youth outcomes.  For example, family conflict and domestic violence exacerbate poor 

outcomes among community violence exposed youth.  While family support and 

cohesion appear to ameliorate the impact of community violence as evidenced by fewer 

externalizing problems.  

In a normative sample of 508 families with adolescents in the Netherlands, 

Dekovic (1999) found that family factors (support, monitoring, and attachment) seem to 

be important for the development of both internalizing and externalizing problems.  

Individual adolescent factors were important, in terms of risk and protection, for the 

development of internalizing but not externalizing problems.    

Family communication and adolescent well-being.   Openness in discussing 

one’s emotions is often described as an essential component in coping with anxiety that 

may be associated with stressful events (Lutz, Hock & Kang, 2007).  Open 

communication between parent and adolescent about traumatic events and related 

feelings may be avoided because it is distressing for both although the benefits of open 

communication in families are numerous and well documented.   

Open communication about emotions within the family is related to children’s 

socio-emotional competence, social interactions and relationships with peers, children’s 

emotional resilience and the ability to cope constructively with challenging situations 

(Lutz, Hock & Kang, 2007).  In general, higher quality parent-adolescent communication 

is related to multiple areas of adolescent adjustment, including greater life satisfaction, 

fewer depressive symptoms and less self-harm, reduced sexual risk taking in 

adolescence, improved health in diabetic adolescents, better social skills, and more 

positive attitudes, enhanced academic motivation and higher academic performance 
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(LeBlanc, 2011; Houck, Rodrigue, Lobato, 2006; Green, 2008).  On the other hand, 

poor communication skills have been associated with adolescent aggression, lower 

academic achievement, social incompetence and suicidal behavior (LeBlanc, 2011). 

Good communication assists in the adaptation process and is a key to family resilience, 

while poor communication increases the family’s risk (Greef & Wentworth, 2009). 

Communication processes foster resilience by bringing clarity to crisis situations, 

encouraging emotional expression, and fostering collaborative problem solving (Walsh, 

2003). Studies of children’s coping with disasters indicate that open communication in 

families allows the parents to sympathize with the children’s fears, to reassure them that 

their fears are normal, and to help them to understand the problems in their 

environment (Duncan, 1996). 

Parents vary in their capacity to assist their children with emotional expression. 

Parents, who are aware of emotions, particularly negative emotions, can talk about and 

accept these emotions in themselves. These parents also are aware of emotions in their 

children and have the ability to assist their children in understanding their emotions 

(Lutz, 2007).  Parents who perceive themselves as being capable of coping with danger 

are better able to transmit a sense of security and confidence to their children (Duncan, 

1996).  LeBlanc (2011) suggests that family communication skills are protective, 

understanding their role in buffering the effects of community violence exposure might 

be important for primary prevention and intervention, particularly because these skills 

might be more easily amenable to change than other empirically supported family 

factors. 
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Open, flexible communication could help families to develop a “cognitive 

framework” or ‘healing theory’ – a rational explanation of the reasons for the traumatic 

events that gives meaning to those events (Duncan, 1996).  For those children and 

young people who manage to be resilient in the face of stressful events, the literature 

suggests that parent-child communication about the events is helpful in “digesting” or 

confronting the experience and preventing PTSD symptoms (McCarty & McMahon, 

2003).  Yet very few researchers have examined the role of family communication in 

moderating the association between community violence exposure and the mental 

health outcomes of urban youth (LeBlanc, 2011).  

Based on this investigators review of nine studies examining the impact of family-

level factors that affect the mental health outcomes of youth exposed to traumatic or 

stressful events, published between 1999 and 2012, only four examined family 

communication more specifically. Three studies examining family communication and 

post-traumatic resilience primarily studied this relationship among African-American 

youth.  None specifically explored family communication about the traumatic memories 

of youth as a potential moderator.   

LeBlanc (2011) found that after controlling for demographic variables and 

violence exposure in the home, communication and problem-solving skills moderated 

the association between school and neighborhood violence exposure and psychological 

distress among 90 adolescents (91% African-American) in grades 7-12.  Taking a 

behavioral family-systems approach, LeBlanc (2011) asserted that positive problem-

solving and communication skills are viewed as important aspects of family functioning. 
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Howard et al. (2002) found that problematic family communication was related to 

intrusive thoughts, distraction, feeling a lack of belonging, and expressions of emotional 

numbing in cross-sectional survey study of 349 youth (96% African-American), ages 9 

to 15, residing in East Coast low-income public housing communities.  These 

investigators point out that little research has been focused on family communication as 

a risk or protective factor in the relationship between violence and distress although 

evidence suggests that family communication style plays an important role in 

determining a child’s risk for delinquency, depression, and self-destructive physical 

behavior (Howard et al., 2002). 

Howard (1999) found a strong relationship between (1) the degree to which 

parent and youth report about youth violence exposure and distress symptoms was 

similar vs. over or underestimated and (2) parent and youth report of adolescent 

psychosocial indicators.  This study examined a sample of predominantly (96%) African-

American youth (n=333) living in east coast urban housing developments.  The 

researchers in this study point to a mechanism potentially at play; open communication 

may increase the opportunity for parents to act protectively by monitoring their children 

more closely and providing resources for coping (Howard et al, 1999).   

A cross-sectional study examined the relationship between parent-adolescent 

communication and psychological symptoms among 38 families of adolescents with 

chronically ill parents.  It found that adolescents with severely ill parents reported 

clinically significant posttraumatic stress symptoms in reaction to parental illness and 

that the quality of communication between the adolescent and their healthy, but not ill, 

parent was small to moderately significantly negatively associated with measures of 
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adolescent psychological functioning. The study researchers suggest that making 

communication between adolescents and their healthy parent a potentially useful target 

for clinical intervention (Houck, Rodrigue, Lobato, 2006).  

Unfortunately, parent-child agreement on reports of community violence has 

been poor – that is, youth report higher levels of violence exposure than other 

informants, including parents (Cooley-Strickland et al., 2009; Howard et al., 1999).  

Caregivers consistently underestimate the frequency of their children’s exposure to 

violence and thereby are believed to be less able to protect them (Cooley-Strickland et 

al., 2009).  The lack of similarity in reports of exposure between parent and youth may 

signal that parents and adolescents do not talk much about the stressful and traumatic 

events to which youth are exposed. Gopalan et al. (2010) points out the “caregivers 

may fear that children could be re-traumatized if asked to discuss the trauma” (p. 190).    

Age, LES, family communication and PTSD 

One study that reported younger adolescents were more likely than older 

adolescents to report OFC (Howard et al., 2002). Other findings have been mixed – two 

studies found no relationship between age and PTSD (LeBlanc et al., 2011; Huizinga et 

al., 2005), one study (the largest sample size) found a negative relationship (Howard et 

al., 2002) and one study (the smallest sample size) found a modest positive relationship 

(Houck et al., 2007).    

Gender, family communication and PTSD.  Findings about the relationships 

among gender, family communication and PTSD have been mixed.  One study found 

males were more likely to report intrusive thoughts (Howard et al., 2002).  Another study 

found no relationship between gender and post-traumatic stress symptoms (LeBlanc et 
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al., 2011). Two studies found female gender to have an independent effect on distress 

(Huizinga et al., 2005; Houck et al., 2007). 

Race/ethnicity and PTSD.  The studies mentioned above did not report any 

relationship between race/ethnicity and PTSD.  Two studies examined primarily African-

American youth.  One study examined Dutch youth in the Netherlands.  Another study 

examined primarily Caucasian students. 

Table 1 and 2 summarize the studies and their findings related to family 

communication, age and gender. 
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Table 1. Stressful Life Events, Open Family Communication (OFC), Problem Family Communication (PFC) and PTSD 
Author  Life 

Event 
Mean 
Age 

Race / 
ethnicity 

Geo-
graphy 

SES Sample 
Size 

Findings  

Howard et 
al., 2002 

Indirect & 
Direct 
Violence 
Exposure 

12 96% 
African-
American 

East coast 
city 

Low-
income 
urban 

n=349 ·OFC positively associated with hyper-vigilance 
and emotional numbing. 
·PFC contributor to reports of a lack of belonging 
and important predictor of distress. 

LeBlanc et 
al, 2011 

Violence 
Exposure 

16  91% 
African- 
American 

Southern 
city 

Low-
income 
urban 

n=114 ·Family communication moderated violence 
exposure-distress relation.  
·Better communication associated with lower 
levels of distress. 
·No differences between distress and violence 
exposure with high PFC. 
·Family communication moderated the 
association between school violence exposure & 
distress. 

Huizinga 
et al., 
2005 

Parent 
with 
Cancer 

15 100% 
Dutch 

Nether-
lands 

 n=212 ·OFC with ill or healthy parents not sig 
associated with intrusion, avoidance or total 
distress of sons. 
·PFC with ill parents was positively related to 
intrusion, avoidance and total distress in sons, 
and to avoidance and total distress in daughters. 
·PFC with healthy parents was positively 
associated with intrusion, avoidance and total 
distress in both sons and daughters. 
·More PFC with ill parent had unique effects on 
avoidance. 

Houck et 
al., 2007 

Chronic 
Illness of 
Parent 

15 84% White 
13% 
African-
American 

East coast 
city 

Middle-
class 
sub-
urban 

n=38 ·Better total communication was associated with 
fewer adolescent reports of PTSD. 
·No interaction terms to indicate OFC moderator 
effects on PTSD. 
·PFC associated with more adolescent PTS and 
anxiety. 
·No moderator effects of family communication 
on PTS. 
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Table 2. Stressful Life Events, Family Communication, Age, Gender and PTSD 
Author  Age Gender  

Howard et al., 
2002 

·Younger students were more likely to report 
OFC and symptoms associated with distraction 
than older students. 
·Younger youth were more likely to report 
intrusive thoughts. 

·Males were more likely to report intrusive thoughts. 

LeBlanc et al, 
2011 

·No relationship found between age and PTS 
symptoms. 

·No relationship found between gender and PTS 
symptoms. 

Huizinga et al., 
2005 

·No relationship found between age and PTS 
symptoms. 

·Girls had higher mean scores on intrusion, 
avoidance and total distress. Female gender had an 
independent effect on total distress. 

Houck et al., 
2007 

·There was a modest positive correlation 
between age and PTSD. 

·Multivariate analyses showed that communication 
patterns particularly affected PTSS of daughters. 



 

23 

 

Chapter 3: Guiding theory and empirical association s 

The purpose of this chapter is to examine the general theory of inhibition and 

disclosure, which is used to guide this study.  An elaboration of the theory and empirical 

evidence will be discussed to explain why family communication may be related to the 

mental health outcomes of adolescents after exposure to stressful and traumatic events.   

Theory of inhibition and confrontation 

In summary, the general theory of inhibition and disclosure tells us that 

experiencing any type of traumatic event is associated with increased rates of illness 

but not talking about the traumatic event (inhibition) further elevates the risk. 

Additionally, putting the experience into words (confrontation) – both the emotions and 

thoughts related to the event – promotes physical health. Pennebaker (1989) developed 

the theory of inhibition and confrontation based on several studies about individuals who 

face traumatic experiences and was influenced by studies in psychoanalysis, social 

cognition, psychophysiology and animal research.  In this theory, two processes are 

delineated – active inhibition and confrontation.   

Active Inhibition.  Individuals tend to want to talk to others about psychological 

traumas unless they are unable to disclose due to fear of punishment, embarrassment 

or disapproval (Pennebaker & Susman, 1988).   If an experience is threatening, the 

memory may be suppressed to avoid distressing emotions but the associated feelings 

continue to exist as chronic anxiety (Pennebaker & Beall, 1986).  The concept, active 

inhibition, refers to physiological and psychological effort exerted to hold back or not 

think, feel, or behave – it implies an active inhibition process used as an approach to 

coping with trauma and not an automatic response (Pennebaker, 1989).  The short-term 
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benefit of this approach is that it avoids the psychological pain and physical arousal of 

confronting upsetting experiences. The tendency to inhibit or confide may reflect a 

personal style or a situational constraint (Pennebaker, Colder & Sharp, 1990).   

However, inhibition runs risks in the long term.  First, a risk of this approach is 

that the work of inhibition puts stress on the body.  Like all cumulative or chronic 

stressors, inhibition over time increases the likelihood of illness and other stress-related 

health and mental health problems (Pennebaker & Beall, 1986; Pennebaker & Susman, 

1988, Pennebaker, 1989).  Instead of translating thoughts and feelings associated with 

the event into language, traumatic events that are inhibited are likely to re-surface as 

PTSD symptoms such as unwanted or intrusive thoughts, nightmares, rumination and 

other cognitive symptoms (Pennebaker, 1989; Pennebaker, Colder & Sharp, 1990).   

Confrontation.  If there is a range of ways to cope with traumatic events, active 

inhibition lies on one end of the spectrum and confrontation lies on the other end.  

Confrontation refers to actively thinking and/or talking about traumatic memories and 

associated feelings.  Doing this reduces the psychological work of inhibition and 

decreases the stress on the body (Pennebaker, 1989).  More importantly, confronting a 

trauma helps individuals understand and process the event fully and decrease 

ruminations (Pennebaker & Susman, 1988).  From an interpersonal perspective, talking 

about trauma allows for social comparison and coping information from others 

(Pennebaker & Beall, 1986).  From a cognitive perspective, talking about or confronting 

a traumatic event, may help to organize, assimilate, or give meaning to the trauma 

(Pennebaker & Beall, 1986).  Indeed, talking or writing about traumas can promote 

adaptive psychological responses to these memories by facilitating habituation and 
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extinction (Pennebaker & Susman, 1988).  Pennebaker (1997) contends that disclosure 

itself is a powerful therapeutic agent that may predict the variability in health outcomes.  

Further, a guiding assumption is that the act of forming a story is a natural human 

process that helps individuals to understand their experiences and themselves – to 

organize and remember events in a coherent fashion while integrating thoughts and 

feelings.  Providing structure and meaning to an experience allows the emotional 

aspects of the experience more manageable (Pennebaker & Seagal, 1999).  

Pennebaker & Seagal (1999) conclude that forming a story about one’s experiences in 

life is associated with improved physical and mental health across a variety of 

populations.  Indeed, evidence suggests that having a coherent, organized format is a 

way to give meaning to an event and manage the emotions associated with it.    

Empirical evidence. Significant life events and trauma are associated with 

negative health effects in both retrospective and prospective studies (Pennebaker & 

Susman, 1988).  There is also evidence that a positive support network can buffer the 

effects of stressful transitions although it is difficult to determine which components of 

social support contribute to this protective effect (Pennebaker & Susman, 1988).  Over 

the course of several years, a pattern of findings with different populations and types of 

stressful events helped in the development of this theory of active inhibition and 

confrontation.   

Correlational evidence. The following correlational studies suggest the benefits 

of confiding, but they are subject to alternative interpretations (Pennebaker & Susman, 

1988) including potentially confounding variables such as social support, cognitive style 

or individual differences (Pennebaker, 1989). 



 

26 

 

Pennebaker & O’Heeron (1984) found in a survey of 19 individuals (ages 25 to 

45) whose spouses had died unexpectedly, that the more they talked about the death, 

the less they reported ruminating about it; conversely, the less individuals confided, the 

more they ruminated about the death.  Also, the more they talked about their spouse’s 

death, the fewer health problems they had in the following year. Interestingly, spouses 

of car accident victims were worse off than spouses of suicide victims – they talked less, 

ruminated more, and had more health problems. 

Another study found that among white-collar workers (n=204), childhood traumas 

were far less likely to be confided than were traumas they experienced as adults.  In 

fact, experiencing childhood trauma, but not discussing it with others was associated 

with current health problems – both major and minor (Pennebaker & Susman, 1988).   

In these studies, the strength of the relationship between confiding and health 

was either unaffected or became stronger when social support was statistically 

controlled (Pennebaker, 1989).  As a result of these findings, Pennebaker (1989) 

suggests there is a beneficial role to talking about traumatic experiences and a danger 

in not confiding. 

Experimental studies. In a series of “laboratory confession experiments,” 

researchers sought to direct subjects to disclose about traumatic events in order to 

identify the long-term health effects of psychologically confronting or disclosing 

traumatic events through storytelling (Pennebaker & Susman, 1988; Pennebaker, 

1989).  Various outcome measures were used in these studies including a comparison 

of the number of physician visits for illness before and after the writing, physiological 

markers (CD-4 levels, skin conductance, heart rate), grade point average, work 
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attendance, and self-reports about physical and mental health symptoms (Pennebaker, 

1997).   

Pennebaker (1986) randomly assigned college students (n=46) to one of four 

conditions.  Participants in the control condition wrote about a trivial topic on four 

consecutive days for 15 minutes each day.  The other three groups were asked to write 

about their most upsetting or traumatic life event in one of three ways:  the facts of the 

trauma only, the emotions associated with the trauma only, and a combination of the 

facts and emotions associated with the trauma.  Overall, writing about both the facts 

and emotions surrounding a traumatic event was associated with short-term increases 

in physiological arousal (higher blood pressure and negative moods) and long-term 

decreases in health problems (fewer health center visits in the six months after the 

experiment).  There was overlap in effects between this group and the group that was 

told to only write about their emotions associated with the event.  Study participants who 

received directions to write only about the events and not their emotions fared similarly 

to participants in the control condition on most physiological, health and self-report 

measures. 

In another similar study, undergraduates (n=50) were randomly assigned to one 

of two conditions – control or writing about both the facts and emotions of a traumatic 

life event (trauma-combination).  Participants wrote on four consecutive days for 20 

minutes each day.  Those in the trauma-combination group showed a significant 

improvement in immune system functioning and these differences were maintained at 

six week follow up.  They also visited the student health center for illness significantly 
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less after the experiment as compared to participants in the control condition 

(Pennebaker & Susman, 1988). 

Pennebaker, Colder & Sharp (1990) studied the coping process among college 

freshmen (n=130) by randomly assigning them to a control condition or an experimental 

condition – writing about basic thoughts and feelings about coming to college.  Once 

again, physician visits for illness were lower in the months after writing for the 

experimental than the control group.   

Across several surveys, college students and adults who reported having 

experienced one of several types of childhood traumatic events were more likely to 

report current health problems if they had not disclosed the trauma to others than if they 

had revealed it (Pennebaker & Hoover, 1986; Susman, 1986).  Compared to 

participants in control conditions, those writing about trauma reported being more sad, 

depressed, frustrated and guilty.  This suggests that disclosing traumatic events is not 

immediately uplifting (Pennebaker, 1989), however most (98%) participants also report 

that the writing experience was valuable and meaningful in their lives (Pennebaker, 

1997). 

Studies conducted with populations in the US and abroad (Mexico, Belgium, New 

Zealand, Netherlands) have yielded similar findings (Pennebaker, 2000).  Also, benefits 

have been found despite level of education, social class, ethnicity, or native language 

(Pennebaker, 1997).  Positive effects have been found with maximum-security 

prisoners, medical students, distressed crime victims, and chronic pain sufferers 

(Pennebaker, 1999).   
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Protective elements & factors.  A significant aspect of coping with stressors that 

may be underlying protective factors such as social support and the ability to find 

meaning in the events is the extent to which individuals talk about or otherwise 

psychologically confront traumatic memories (Pennebaker, 1989).   

How individuals disclose about traumatic events or to who seems to be 

significant too.  Pennebaker & Susman (1988) assert that, all things being equal, 

benefits of disclosure are most likely if the target of disclosure is perceived as accepting 

and trustworthy.  Also, Pennebaker (1997) found common elements in the narratives of 

subjects talking or writing about traumatic events that predicted better health and mental 

health outcomes – these included: 

• The more individuals used positive emotion words (happy, laugh), the better their 

subsequent health. 

• A moderate number of negative emotion words (sad, angry) predicted health.  

• Both very high and very low levels of negative emotion words correlated with poorer 

health. 

• Most important, an increase in causal (because, reason) and insight words 

(understand, realize) over the course of writing was strongly associated with 

improved health.  

• People who benefited from writing began with poorly organized descriptions and 

progressed to coherent stories by the last days of writing. 

The researchers suggest that individuals that tend to use few negative emotion 

words are likely “repressive copers,” (poor at being able to identify and label their 

emotional states) while those who overuse negative emotion words may be “neurotic or 
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high negative-affect” (ponder negative emotions in exhaustive detail and so complain 

without achieving closure).   A high rate of positive emotion word use with some 

negative emotion words suggests an acknowledgment of problems along with a sense 

of optimism (Pennebaker & Seagal, 1999).   

These patterns lead Pennebaker (1997) to wonder if a coherent story about a 

trauma produce improvements in health by reducing ruminations or flashbacks?  Does a 

story ultimately result in the assimilation of an unexplained experience, thereby allowing 

the person to get on with life?  Researchers conclude that it is critical to confront 

anxieties and problems by creating a story to explain and understand past and current 

life concerns.  Further, they contend that the act of constructing stories is associated 

with mental and physical health improvement and it helps to organize the emotional 

effects of an experience and the experience itself (Pennebaker & Seagal, 1999).    

Trees & Kellas (2009) assert that narratives help people make sense of difficult 

experiences.  A number of characteristics of story construction (i.e., organized 

sequences, identifying emotions) explain these benefits for individuals.  Stories are 

created in conversations with others, making them joint constructions - often told in the 

context of personal relationships.  When the difficulty is shared, either because all 

members of the relationship experienced the stressor or because one person’s hardship 

impacts interdependent others, stories about those stressors also become shared.  The 

processes of narrative that contribute to well-being, such as articulating experiences in 

an organized way, then, become joint accomplishments.  The research on family 

storytelling typically has not focused on stories about difficult experiences, although one 
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of the important functions of families is to provide social support and share in the 

process of coping with stressful experiences (Trees & Kellas, 2009). 

 The evidence of dozens of studies over a decade of research strongly suggests 

that there are significant, positive, consistent, and identifiable relationships between 

writing and speaking about difficult or emotional experiences and health (Pennebaker, 

2000).  Researchers are now exploring how people naturally talk about emotional 

events in the real world in hopes of tying naturally occurring discussions about 

distressing experiences to long-term memories of them (Pennebaker & Seagal, 1999).   
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Chapter 4: Methodology 

Study design & purpose 

The purpose of the study was to test the presumed moderating role of adolescent 

perceived family communication on PTSD symptoms after exposure to traumatic and 

stressful events.  The study conducted secondary data analysis of a cross-sectional 

questionnaire administered to diverse public school adolescents.  

Conceptual framework for the current study 

The current study uses the general theory of inhibition and confrontation to 

examine the link between family communication and the mental health outcomes of 

adolescents exposed to multiple traumatic events.  The conceptual model depicts the 

presumed moderating roles of family communication – both general and trauma-specific 

- on the relationship between exposure to traumatic events and the mental health 

outcomes of adolescents.  Exposure to traumatic events among adolescents increases 

the likelihood of mental health problems.  However, not all adolescents exposed 

develop mental health problems.  In order to add to the literature about protective 

factors that are amenable to intervention and change, this study proposes to examine 

the extent to which family communication is protective among adolescents.   

It is expected that both adolescent perceived parent-adolescent communication 

and family storytelling style about the traumatic memories of adolescents would have an 

impact on PTSD symptom severity.  Family communication has already been shown to 

have a relationship between exposure to traumatic events and the mental health 

symptoms of urban African-American adolescents. It is suspected that this relationship 

will be consistent among diverse adolescents.   
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Family communication about the traumatic memories of adolescents is presumed 

to have an impact if adolescents share traumatic event details and associated positive 

and negative feelings.  The studies confirming the theory of inhibition and confrontation 

found these elements of storytelling to be related to well being.  Resilience has been 

called an “ordinary” process (Masten, 2001) that relies on “basic adaptation systems” 

(Resnick & Taliafierro, 2011, p.302). Family conversations about traumatic events may 

be such ordinary and basic interactions.  Is there something we can we learn about how 

resilient adolescents talk about traumatic memories in their families that may be 

protective and thus promoted in universal, selective and intensive prevention 

interventions?
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Model Examining the Relationship Between Exposure t o Traumatic Events, 

Family Communication and PTSD Symptoms 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Demographics of 
Student  
• Age 
• Gender 
• Race/Ethnicity 
 

Life Events 
Scale (LES), 
Adolescent 
Report 
 
Number of 
Events (0-17)  
 
 

Child PTSD Symptom 
Scale (CPSS), 
Adolescent Report 
 
1. Symptom Severity 
Score  (0-51) 
 
2. Sub-scales 

• Re-experiencing 
• Avoidance 
• Hyperarousal  

 

Parent -Adolescent 
Communication Scale (PACS), 
Adolescent Report 
 
Subscales: 

• Open Communication  
• Problem Communication 

 

Family Storytelling Style 
(FSS) about Stressful 
Events, Adolescent Report 
 
• Details 
• Feelings 
• Unpleasant and Pleasant 

Feelings 
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Summary of Hypotheses 

1) It is expected that the number of stressful life events reported on the Life Events 

Scale (LES) will be positively associated with the Child PTSD Symptom Scale (CPSS) 

severity score.  

2) It is expected that there will be an inverse relationship between open family 

communication and adolescent PTSD symptom severity.  That is, adolescents reporting 

higher levels of perceived open family communication will be more likely to report lower 

PTSD symptom severity scores compared to adolescents reporting lower levels of 

perceived family communication.   

3) It is expected that a more integrated family storytelling style regarding stressful 

events will be inversely related to adolescent PTSD symptom severity and subscale 

scores. 

Participants 

This study analyzed questionnaires collected from a sample of 98 secondary 

school students from four middle schools and two high schools in a large Southern 

California urban/suburban public school district with total enrollment of approximately 

27,000 students.  The questionnaires were collected during the 2013-14 school year.   

Middle school #1 is a high-poverty school located in an urban neighborhood. 

High-poverty schools are defined as those schools with student eligibility of 

approximately 40 percent or more in the free and reduced price meals program. Low-

poverty schools are those with student eligibility of approximately 39 percent or less in 

the free and reduced price meals program (School Accountability Report Card, 2012-

13). The school serves 826 students of which 88% are categorized as 
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socioeconomically disadvantaged (qualify for free and/or reduced lunch), 49.2% are 

English learners, and 13.4% are students with disabilities. The ethnic/racial breakdown 

is as follows: 34.7% White, 51.6% Latino, 11.1% Filipino, 1.1% Asian, 1% African-

American, 0.4% two or more races, and 0.1% other (American Indian) (SARC, 2012-

13).  Nearly 90% of the students speak a language in addition to English, which 

includes 290 English Language Learners. The primary languages spoken by middle 

school #1 students include, but are not limited to, Armenian, Spanish, Tagalog, and 

Korean (middle school website, 2014).  

Middle school #2 is a high-poverty school located in a suburban neighborhood.  

The school serves 1,326 students of which 66.5% are socioeconomically 

disadvantaged, 41.3% are English learners, 7.1% are students with disabilities.  The 

ethnic/racial breakdown is as follows: 61.8% White, 21.4% Latino, 7% Filipino, 6.9% 

Asian, 2% African-American, 0.7% two or more races, and 0.3% other (American Indian 

or Pacific Islander) (SARC, 2012-13).   

Middle school #3 is a high-poverty school located in a suburban neighborhood. 

The school serves 1,135 students of which 62.4% are socioeconomically 

disadvantaged, 37.9% are English learners, 7.1% are students with disabilities.  The 

ethnic/racial breakdown is as follows: 62.4% White, 20.2% Latino, 8.5% Filipino, 5.3% 

Asian, 2% African-American, 1.2% two or more races, and 0.3% other (American Indian 

or Pacific Islander) (SARC, 2012-13).   

Middle school #4 is a low-poverty school located in a suburban neighborhood. 

The school serves 1,241 students of which 21% are socioeconomically disadvantaged, 

16.8% are English learners, 8.6% are students with disabilities.  The ethnic/racial 



 

37 

 

breakdown is as follows: 54.7% White, 13.4% Latino, 3.4% Filipino, 27.2% Asian, 0.6% 

African-American, 0.5% two or more races, and 0.2% other (American Indian or Pacific 

Islander) (SARC, 2012-13).   

High school #1 is a high-poverty school located in an urban neighborhood. The 

school serves 2,796 students of which 70.1% are categorized as socioeconomically 

disadvantaged, 41.9% are English learners, and 9.3% are students with disabilities. The 

ethnic/racial breakdown is as follows: 48.1% White, 34% Latino, 12.6% Filipino, 3.1% 

Asian, 1.6% African-American, 0.5% two or more races, and 0.2% other (American 

Indian or Pacific Islander) (SARC, 2012-13).   

High school #2 is a low-poverty school located in a suburban neighborhood. The 

school serves 2,796 students of which 18.6% are categorized as socioeconomically 

disadvantaged, 14% are English learners, and 6.1% are students with disabilities. The 

ethnic/racial breakdown is as follows: 53.4% White, 12.1% Latino, 3.2% Filipino, 29.2% 

Asian, 0.7% African-American, 0.8% two or more races, and 0.6% other (American 

Indian or Pacific Islander) (SARC, 2012-13).   

Students in this sample are ethnically, racially and socioeconomically diverse and 

had been referred to school-based graduate-level social work interns for counseling due 

to attendance, grades, social-emotional or behavioral concerns.  

Procedures  

Using a four-page self-report questionnaire (57-items; described in next section), 

adolescents were screened for:  (1) exposure to life events, (2) posttraumatic stress 

symptoms, (3) parent-adolescent communication (open and problem family 

communication), and (4) family storytelling style about stressful events. A cross-section 
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of students (grades 6-12) completed the questionnaires as part of the assessment 

phase of counseling or targeted trauma screening.  Targeted screening is rapid 

assessment using brief paper and pencil questionnaires about trauma exposure and 

symptoms conducted with targeted students, in this case students with attendance 

problems. Due to the sensitive nature of the questions, active parental consent was 

obtained to administer the survey to students at school. That is, parents were informed 

about the screening or assessment and gave their consent to proceed. The 

questionnaire was administered in either individual (interview in a counseling office) or 

group format (in school classrooms or libraries), depending on time constraints. 

Students were informed that the survey was completely voluntary and would be kept 

confidential. An intern read each questionnaire item aloud while students marked 

responses on their individual forms. When the questionnaire was administered in a 

group format, students sat spaced apart from one another to allow privacy. 

Administration of the questionnaire usually took 15 to 20 minutes. When it appeared 

that a student might be underreporting stressful life experiences or symptoms, some 

were asked to complete the questionnaire again on another day and in a private setting 

without the assistance of adult interviewers and no fear of peer onlookers. It was 

observed that student responses changed using this alternative method of 

administration. That is, students endorsed exposure to a higher number of life events 

and/or a greater severity of symptoms when completing the survey in a more private 

setting.   

The administration of the questionnaire began in the fall, 2013 and continued well 

into winter, 2014.  The questionnaire was administered for clinical purposes as part of a 
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screening or assessment process to guide treatment planning. The social work interns 

offered students trauma-specific evidence-based treatment if students reported clinically 

significant PTSD symptoms.  By early spring, 2014 a few parents at Middle School #4 

expressed strong concerns about some of the items (those pertaining to gun or knife 

violence exposure) and the school district responded by prohibiting the use of the 

questionnaire at any school for any purpose.  At that point, 98 questionnaires had been 

administered. 

This researcher provided training as a field instructor and consultant to this public 

school district in the 2013-14 school year. In January 2014, this researcher approached 

the school district’s Assistant Superintendent of Student Support Services to request 

secondary data for analysis. The school district provided this researcher with copies of 

the completed student questionnaires, without identifying information. The UCLA’s 

Institutional Review Board (IRB) approved this study. The de-identified student 

responses were entered into an SPSS database for research analysis by this 

researcher.  

Measures 

School based social work interns administered the 57-item adolescent self-report 

questionnaire.  The following is a description of each of the components of the 

questionnaire used in this study. Items included exposure to life events (independent 

variable), traumatic stress symptoms (dependent variable) and perceived family 

communication (presumed moderator variable).   

Dependent variable. 
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PTSD symptoms. Adolescents completed 17-items about PTSD symptoms 

using the Child PTSD Symptom Scale (CPSS) (Foa, Johnson, Feeny, & Treadwell, 

2001; see Appendix B). This measure is appropriate for children ages 8 to 18. The 17 

items correspond to the DSM-IV criteria and are rated on a severity scale from 0 to 3.   

Thus, the total symptom severity score ranges from 0 to 51 and provides a total score 

and subscale scores for re-experiencing, avoidance and hyper-arousal. These items 

can also be scored dichotomously to determine clinical and sub-clinical level symptoms.  

Cutoff scores indicate degree of severity of posttraumatic symptoms.  The minimum 

score indicating a mild degree of post-trauma reaction is 11 (Foa, Johnson, Feeny, & 

Treadwell, 2001).  In this study, it will be used as a continuous scale as designed, and 

also use cut-points to determine clinically significant symptoms as in prior work 

(Kataoka et al., 2003; Stein et al., 2003).    

Using a 4-point scale (0=Not at all, 1=Once in a while, 2=Half the time, 3=Almost 

always), adolescents report how often certain “problems” (from a list) have bothered 

them in the past two weeks.  Some of the “problems” listed include: “Have you been 

trying to avoid activities, people, or places that remind you of the event (for example, not 

wanting to play outside or go to school?)” “Have you had much less interest or not 

wanting to do things you used to?” “Have you not felt close to people around you?”  

These items are measuring posttraumatic stress symptoms and map onto the DSM-IV 

PTSD symptom criteria. A sum of the responses to these items yields a total symptom 

score.    

The CPSS has been validated in several studies.  Foa, Johnson, Feeny, & 

Treadwell, (2001) administered it to 75 school-age children two years after the 1994 
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Northridge, California earthquake. The population studied in validating the scale 

included 11% non-white school children (ages 8-15). A cutoff score of 11 or more on the 

CPSS total severity score yielded 95% sensitivity and 96% specificity.  A cutoff score 

was established by visually inspecting the distribution of total scale scores for children 

high and low for PTSD symptoms (Foa, Johnson, Feeny, & Treadwell, 2001).  In the 

literature the clinical cut-off for the Child PTSD Symptom Scale (CPSS) is equal to or 

greater than 11 (Foa et al., 2001; Jaycox et al., 2002; Jaycox et al., 2009). However, 

clinical experiences suggest that a cutoff of equal to or greater than 15 (Jaycox & 

Cohen, 2010) is more appropriate for determining PTSD. The CPSS has also been 

utilized clinically with diverse populations in Los Angeles and around the country (Sheryl 

Kataoka, personal communication, September 16, 2013).  Internal consistency (a 

reliability test that requires only one testing session) ranged from .70 - .89 for the total 

and subscales symptom scores. Test-retest reliability (a correlation of two sets of scores 

of the same measure with the same people at different times) was good to excellent 

(.84 for the total score, .85 for reexperiencing, .63 for avoidance and .76 for 

hyperarousal). Convergent validity (the degree to which two measures that should be 

related are in fact related) was high: the CPSS correlated .80 with a valid PTSD index 

for children (Foa, Johnson, Feeny, & Treadwell, 2001).  In other studies using the 

CPSS, scale internal consistency was high (Cronbach’s alpha = 0.89; Jaycox et al., 

2002).  

The use of self-report by adolescents may raise concerns about validity and 

reliability.  However, concerning mental health outcomes, adolescents are considered to 

be the most sensitive reporters of their own internalizing symptoms (Ozer, 2005).  In 
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fact, parents tend to underestimate the exposure to traumatic events and the 

internalizing symptoms of adolescents (Howard, 1999).  Further, individual child reports 

of exposure to violence are correlated with objective crime reports (Hardaway, 2012). 

Independent variables. 

Exposure to traumatic life events. Adolescents completed an adapted version 

of the Modified Life Experiences Survey (LES; Singer et al., 1995; Singer, Miller, Guo, 

Slovak, & Frierson, 1998; see Appendix B).  The adapted version has been used in prior 

studies with similar populations (Jaycox et al., 2002; Kataoka et al. 2003; Stein et al., 

2003), including a recent study of low-income urban middle school (6th–8th grade) 

students, primarily Latino, in Los Angeles (Jaycox et al., 2009).  The Life Events Scale 

has been shown to have acceptable reliability in secondary schools and diverse urban 

populations (Singer et al., 1995, 1999) but there is no published information about the 

validity and reliability of the adapted version used in this study. The LES is used to 

assess lifetime exposure to violence through direct experience and witnessing of events 

at home, at school, and in the neighborhood.   The modified survey is a 17-item 

measure that collects information that schools have deemed acceptable.  That is, items 

do not specifically refer to domestic violence or child abuse when assessing for violence 

exposure.  Purposely non-specific, students may interpret these questions as referring 

to violence exposure in the home, school and/or neighborhood, for example: “Have you 

seen someone else being slapped, punched, or hit by someone?” “Have you seen 

someone else getting beaten up?”  Adolescents indicate “no” or “yes” to a series of 

statements about experiencing life events such as:  “Have you been in a serious 

accident, where you could have been badly hurt or could have been killed?” “Have you 
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had to be separated from your parent or someone you depend on for more than a few 

days when you didn’t want to be?” “Have you seen someone else being shot at or shot 

with a real gun?”  The number of life event exposures can be summed based on the 

“yes” responses of students.  Adolescents first complete a questionnaire about 

exposure to life events and then respond to items about PTSD symptoms in the same 

survey administration.  

Presumed moderator. 

Family communication. The Parent-Adolescent Communication Scale (PACS; 

Barnes & Olson, 1985; see Appendix A) is a 20-item measure that assesses 

adolescent’s perceptions of their primary caregiver's open and problem communication. 

This measure has two subscales, Open Family Communication and Problems in Family 

Communication, which emerged from factor analytic analyses. The scale has good 

internal consistency (alpha = .88) and test-retest reliability (r = .60) for the total score 

(Grossman et al., 1992). The Open Family Communication (OFC) subscale (10 to 50 

points) measures degree of openness and a higher score indicates better 

communication between parent and adolescent. Items evaluating OFC include: “My 

mother/father is always a good listener” and “I can discuss my beliefs with my 

mother/father without feeling awkward or embarrassed.”  The Problem Family 

Communication (PFC) subscale (10 to 50 points) measures the extent of problems and 

a higher score indicates more problems in parent-adolescent communication (Barnes & 

Olson, 1985). Items evaluating PFC include: “I don’t think I can tell my mother/father 

how I really feel about some things” and “There are topics I avoid discussing with my 

mother/father.” Respondents use a five-point Likert scale to indicate the extent of their 
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agreement with the items, where 1 represents “almost never” and 5 represents “almost 

always.”  Higher scores reflect greater adolescent perceived parent-adolescent 

communication.   

The FSS scale (see Appendix A) asks three questions about how families talk 

about stressful events (details, feelings, pleasant and unpleasant feelings).  This 

researcher developed the additional questions regarding the nature of adolescent 

perceived family storytelling style about the traumatic memories of youth, such as: “I tell 

my mother/father about the details of the stressful things that happen,” “I tell my 

mother/father about my feelings after stressful things happen,” and “My mother/father 

and I talk about both my pleasant and unpleasant feelings after stressful things 

happen.”  These three additional items used the same five-point Likert scale to indicate 

the extent of their agreement with the items, where 1 represents “almost never” and 5 

represents “almost always.”  Higher scores indicate a more integrated family storytelling 

style about stressful events as perceived by adolescents.  

These items were inspired by the findings that provided empirical support for the 

theory of inhibition and confrontation.  That is, essays or disclosures about traumatic 

events that included details, as well as negative and positive emotion words, predicted 

better health and mental health outcomes (Pennebaker, 1986). Family communication 

may be a protective factor amenable to intervention due to its potential role as a form of 

disclosure and confrontation with substantial evidence indicating that talking about 

event details and associated emotions, as well as using positive and negative emotion 

words associated with distressing events is linked to psychological well-being, improved 
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functioning, better self-reported health, and better immune responses (Pennebaker, 

1986).   

Control variables. 

Demographics. School district staff provided this researcher with basic 

demographics for each student surveyed such as age, gender (male or female), and 

race/ethnicity (Latino, Armenian, African-American, White/Caucasian, Korean, Other). 

Analysis Plan 

The data were analyzed using descriptive statistics, including means and 

standard deviations for continuous variables and percentages for categorical variables.  

Cronbach’s alpha test was conducted for each scale to evaluate internal consistency. A 

table of correlations and associations was developed to show the bivariate relationships 

between outcome variables (PTSD severity and subscales) and other study variables 

(age, gender, race/ethnicity, OFC, PFC, and FSS).  Exploratory analysis utilized a 

general linear modeling approach (e.g., linear regression) to test the main effects and 

interactions.  A series of regressions were conducted.  First, a bivariate regression for 

each independent variable on PTSD was conducted.  Second, a regression of 

independent variables relevant to the study on PTSD, controlling for demographic 

variables was conducted.  Third, all relevant study variables were entered into the 

regression on PTSD. Prior to any analysis, assumptions were checked using descriptive 

information and graphs.  Reliability of scales was assessed using Cronbach’s alpha.   
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Chapter 5: Results 

Characteristics of Sample 

 This study examined the self-report data of 98 adolescents in middle 

school (grades 6-8) and high school (grades 9-12), ages 11 through 17, with a mean 

age 13.05 years (SD = 1.17).  In this sample, 44.9% were girls and 55.1% were boys.  

The racial/ethnic composition of the sample was as follows: 46.9% Latino/a, 18.4% 

Armenian, 18.4% White/Caucasian, and 16.3% other.  The “other” category is 

comprised of:  Eight Asian/Pacific Islander (Filipino, Korean and Vietnamese) students, 

four African-American students, three bi-racial/bi-ethnic (Japanese-Mexican, Armenian-

Mexican) students and one Persian student.  Most students were born in the US 

(89.7%) and 10.2% were born in other countries including, Mexico, Philippines, El 

Salvador, Iran and Armenia.  Most students (65.9%) had parents born in other countries 

(Mexico, Japan, Guatemala, Vietnam, Brazil, Iraq, Russia, Colombia, Nicaragua, 

Holland, Armenia, Philippines, Russia, Iran, and El Salvador).  The remainder of 

students (34.4%) had parents born in the US.  Table 1 shows the demographic 

variables of the sample in the model.  
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Table 3 

Characteristics of Sample 
 
 n=98 
Age 13.05 (1.17) 
  
Gender    

Female 44 (44.9%) 
Male 54 (55.1%) 

  
Race/Ethnicity  

Latino 46 (46.9%) 
Armenian 18 (18.4%) 
White/Caucasian 18 (18.4%) 
Other  16 (16.3%) 
  

No. of Lifetime Traumatic Events 6.67 (3.05) 
  
Child PTSD Symptom Scale (CPSS)  15.51 (9.50) 
     Re-experiencing (0-15) 4.59 (3.14)  
     Avoidance (0-21) 5.46 (4.20) 
     Arousal (0-15) 5.46 (3.81) 
  
Open Family Communication (10-50) 36.10 (9.87) 
  
Problem Family Communication (10-50)  28.81 (8.43) 
  
Family Storytelling (3-15) 9.72 (3.84) 
Note.  For continuous variables, numbers represent the mean (SD).  For categorical 
variables, numbers represent raw totals (%). 
 

Life Events Scale (LES).  All adolescents in this sample endorsed at least one 

traumatic event in their lifetime with an average number of 6.67 (SD = 3.05) lifetime 

events. Table 3 shows the mean and standard deviation of the number of life events for 

this sample.   
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Figure 1. The bar graph depicts the percentage of students reporting each 

type of stressful life event.  



 

 

Figure 2. The stacked bar chart shows the types of stressful life events by 

number of life events reported by
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Adolescent Communication Scale (PACS).   The average 
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three questions about how families talk about stressful events (details, feelings, 
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Reliability of Scales 

Coefficient alphas calculated for all adolescent-completed measures 

ranged from .78 to .90 suggesting adequate internal consistency for all 

instruments. The coefficient alphas for the PACS subscales, OFC (.90) and PFC 

(.78), in the current study suggest adequate internal consistency for these 

instruments and are consistent with those reported previously in the literature 

(Barnes et al., 1992; Houck, 2007; Huizinga, 2005). The Cronbach’s alpha 

coefficients for scales used in this study are reported in Table 2. 

Table 2  
 
Cronbach’s Alpha for Scales (n=98) 

 

 

 

 

 

Analysis of bivariate relationships between all stu dy variables 

Age.  There was no relationship between age and the number of life 

events in the sample (n=98). As shown in Table 3, age was only significantly 

negatively correlated with family storytelling style.  Older students were less likely 

than younger students to report an integrated family storytelling style about 

stressful events. Younger students were more likely than older students to report 

an integrated family storytelling style.  

Gender. Females were more likely than males to be associated with 

variables in the model except age, number of life events, family storytelling style 

 Cronbach’s Alpha 
Child PTSD Symptom Scale (17 items) .87 
  
Open Family Communication (10 items) .90 
  
Problem Family Communication (10 items) .78 
  
Family Storytelling Style (3 items) .86 
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and re-experiencing symptoms.  Girls were more likely to endorse a greater 

degree of both open and problem family communication and higher total PTSD, 

avoidance and arousal symptom scores. 

Race/Ethnicity. Race/ethnicity was not significantly associated with any 

of the variables in the model. 

Family Communication. The family communication scales (OFC, PFC, 

and FSS) were all significantly correlated with each other.  OFC and FSS 

showed a significant and strong positive relationship to each other and both 

showed a significant and strong negative relationship to PFC. Students reporting 

a higher degree of open communication and a more integrated family storytelling 

style about stressful events were less likely to endorse problem family 

communication.  Put another way, students reporting higher levels of problem 

family communication were less likely to report more open family communication 

and integrated family storytelling styles. 

PTSD. Gender, number of life events, open family communication, 

problem family communication, and family storytelling style were significantly 

correlated with total PTSD symptom severity scores.  The correlation coefficients 

for these significant relationships were weak to strong (-.16 to .52), with number 

of life events (.52) and problem family communication (.47) showing the 

strongest relationships. Correlations were in the expected directions with OFC 

and FSS significantly and negatively correlated with PTSD symptom severity 

scores and LES significantly and positively correlated with PTSD symptom 

severity scores. 
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Table 3 Analysis of bivariate relationships between all study variables (n=98) 

Variable 1 2 3 4 5 6 7 8 8a 8b 8c 
1. Age            
2. Gender .02           
3. Race/Ethnicity .02 .32*          
4. No. of Life Events .03 .09 .03         
5. Open Family Communication -.16 .27** .06 -.10        
6. Problem Family Communication .02 .23* .02 .22* -.50***       
7. Family Storytelling Style -.24* .19 .10 -.03 .74*** -.42***      
8. PTSD Symptom Severity .04 .23* .05 .52***1 -.28**1 .47*** -.161     
     8a. Re-experiencing  -.09 .15 .02 .55*** -.111 .28** -.031 .83***    
     8b. Avoidance  .17 .20* .04 .42*** -.33**1 .47*** -.25**1 .90*** .67***   
     8c. Arousal  -.00 .24** .14 .39*** -.26**1 .41*** -.111 .82*** .51*** .58***  
*p < .05, **p < .01, ***p < .001 
 
1One-tail correlation analysis due to directional hypotheses.  The remaining correlations are two-tailed.
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Regression analyses  

Bivariate Regressions for PTSD.  As shown in Table 4, a series of regressions 

were conducted to test the relationship between each independent variable 

(demographics and scales) in the model and PTSD symptom severity scores for 

simple/unadjusted effects, not controlling for other variables in the study, including 

demographic variables.  Gender, number of life events, open family communication, and 

problem family communication were found to be significant predictors. 
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Table 4 
 
Bivariate Regressions for PTSD (n=98) 
 

 B SE B 95% CI Power 
Age 0.36 0.83 -1.28, 2.01 .072 
R2=.00     
F1, 96=.19     
      
Female .01* .00 .00, .02 .643 
R2=.05     
F1, 96=5.53*     
      
Race/Ethnicity     
White -1.03 2.49 -5.98, 3.91 .070 
R2=.00     
F1, 96=.17     
Armenian -.28 2.49 -5.23, 4.66 .051 
R2=.00     
F1, 96=.01     
Other -1.95 2.60 -7.12, 3.21 .115 
R2=.01     
F1, 96=.56     
      
Number of Life Events 1.64*** .27 1.09, 2.17 .999 
R2=.28     
F1, 96=36.59***     
      
Open Family Communication -.27** .09 -.46, -.09 .817 
R2=.08     
F1, 96=8.37***     
      
Problem Family 
Communication 

.53*** .10 
.32, .73 

.999 

R2=.22     
F1, 96=26.72***     
     
Family Storytelling Style -.41 .25 -.90, .09 .369 
R2=.03     
F1, 96=2.69     
*p < .05, **p < .01, ***p < .001 
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Regressions for Independent variables on PTSD, cont rolling for 

demographic variables.  A series of regressions were conducted to test the 

relationship between each predictor variable and PTSD symptom severity scores while 

controlling for demographic variables (age, gender and race/ethnicity).  The first multiple 

regression model was significant with adolescent report of the number of lifetime 

stressful events found to be a significant predictor of Child PTSD symptom severity 

scores. Controlling for demographic variables, open family communication and problem 

family communication also significantly predicted PTSD symptom severity scores. 

Controlling for demographic variables, family storytelling style about stressful events 

was not significant.   
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Table 5 
 
Regressions for Independent Variables Controlling for Socio-demographic 
Characteristics on PTSD (n=98) 
 

 B SE B 95% CI Power 
      
Age .34 .72 -1.09, 1.77 .076 
Female 3.37 1.75 -.104, 6.85 .479 
White -1.26 2.30 -5.82, 3.31 .084 
Armenian -.40 2.38 -5.13, 4.33 .053 
Other -.96 2.42 -5.77, 3.86 .068 
LES 1.58*** .27 1.04, 2.12 .999 
R2=.32     
F6, 91=6.97***     
     
Age .23 .82 -1.41, 1.87 .059 
Female 3.31 2.03 -.72, 7.34 .365 
White -.56 2.61 -5.76, 4.63 .055 
Armenian 1.81 2.74 -3.62, 7.25 .101 
Other -1.42 2.75 -6.88, 4.04 .081 
Open Family Communication -.24* .10 -.44, -.04 .651 
R2=.12     
F6, 91=2.02     
     
Age .61 .74 -.86, 2.08 .128 
Female 2.20 1.85 -1.47, 5.87 .218 
White -2.53 2.39 -7.28, 2.21 .183 
Armenian 1.82 2.46 -3.06, 6.70 .113 
Other -3.66 2.53 -8.69, 1.37 .298 
Problem Family 
Communication .55*** .11 .33, .76 

.999 

R2=.27     
F6, 91=5.64***     
     
Age .27 .86 -1.43, 1.98 .062 
Female 3.94 2.05 .13, 8.02 .476 
White -.61 2.68 -5.94, 4.72 .056 
Armenian .97 2.76 -4.52, 6.46 .064 
Other -1.85 2.82 -7.46, 3.76 .099 
Family Storytelling Style -.33 .27 -.86, .20 .231 
R2=.08     
F6, 91=1.28     

*p < .05, **p < .01, ***p < .001 
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Full model.  As shown in Table 6, age, gender, race/ethnicity (dummy coded as 

Armenian, Caucasian, Other, with Latino as the reference group), number of life events, 

open family communication, problem family communication, and family storytelling style 

were included in the full model regression analysis.  The full model was significant but 

only the number of life events and problem family communication appeared to have an 

independent effect on PTSD symptom severity scores. The number of life events, as a 

criterion variable, accounted for 32% of the variance in PTSD symptoms. Problem 

family communication, as a criterion variable, accounted for 27% of the variance. 

PTSD symptom severity scores tend to be higher among adolescents with more 

lifetime stressful events and in families with a greater degree of problem family 

communication.  A three-point increase in the problem family communication score 

corresponds to a 1.3 predicted increase in PTSD symptom severity score. A one-point 

increase in the number of stressful life events corresponds to a 1.3 predicted increase in 

the PTSD symptom severity score. The strength of the linear association is moderate 

and positive (R2=.44).  That is, the full model explains 44% of the variability in PTSD 

symptom severity scores.  
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Table 6 
 
Full model including all socio-demographic and independent variables on PTSD (n=98) 
 

 B SE B 95% CI Power 
Age 52 68 -.84, 1.88 .118 
Male     
Female 1.75 1.66 -1.54, 5.05 .182 
Latino     
White -2.54 2.16 -6.83, 1.76 .213 
Armenian .94 2.23 -3.48, 5.36 .070 
Other -2.40 2.29 -6.95, 2.16 .179 
LES 1.30*** .26 .79, 1.81 .999 
Open Family 
Communication 

-.11 .12 -.35, .14 .141 

Problem Family 
Communication 

.42*** .11 .20, .64 .964 

Family 
Storytelling 
Style 

.28 .31 -.32, .89 .150 

 
***p < .001 
 

Interactions.   Interaction terms were created with all of the independent 

variables.  Of particular interest in the current study, were the interaction terms of LES x 

OFC, LES x PFC, and LES x FSS to test for potential moderation effects.  A series of 

regressions were performed with the full model (demographic variables and scales) and 

each interaction term.  None of the hypothesized interaction terms were significant.  

Only Age x LES was significant when added to the full model.  

Hypotheses 

H1: It is expected that the number of stressful life events reported by adolescents 

will be positively associated with Child PTSD symptom severity scores.  

The hypothesis was supported.  In every analysis conducted, a higher number of 

lifetime stressful events were associated with increased Child PTSD symptom severity 
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scores. 

H2: It is expected that there will be a negative relationship between parent-

adolescent communication and PTSD symptom severity and subscale scores. That is, 

adolescents reporting higher levels of open family communication will be more likely to 

report lower PTSD symptom severity scores compared to adolescents reporting lower 

levels of perceived open family communication.   

The hypothesis was partially supported. At low levels of problem family 

communication, in the bivariate analysis and in the adjusted regression, open family 

communication had a negative relationship with PTSD symptom severity scores. 

However, controlling for demographic and theoretically relevant variables, only problem 

family communication was found to be significantly and positively associated with CPSS 

severity scores and all three CPSS subscale severity scores. 

H3: It is expected that the family storytelling style about stressful events will be 

negatively related to Child PTSD symptom severity and subscale scores. That is, 

adolescents reporting more integrated family storytelling about stressful events (event 

details, pleasant and unpleasant emotions) will be more likely to report lower PTSD 

symptom severity scores compared to adolescents reporting less integrated family 

storytelling styles. 

The hypothesis was partially supported. There was a weak negative correlation 

between FSS and the PTSD symptom severity subscale score for avoidance but this 

relationship was not significant in the full model. 
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Chapter 6: Discussion 

Summary of findings  

The primary purpose of the present research has been to examine the degree to 

which family communication and family storytelling style are associated with post-

traumatic stress symptom severity after exposure to numerous types of stressful events 

in a sample of secondary students. The study findings indicate that female gender, 

number of life events, and problem family communication are significantly positively 

correlated with PTSD symptom severity scores and open family communication and 

family storytelling style are significantly negatively correlated with PTSD symptom 

severity scores.  However, controlling for the demographic and theoretically relevant 

variables in the model, only the number of life events and the extent of problem family 

communication endorsed by adolescents significantly positively predict PTSD symptom 

severity scores.  

Family Communication and PTSD 

One of the questions that this study aimed to address is:  Does the rate of self-

reported PTSD symptoms among youth tend to be lower among families with a higher 

degree of open family communication and more integrated family storytelling style? It 

was hypothesized that more open family communication would be predictive of lower 

levels of PTSD symptoms.  Findings suggest that a lower degree of problem family 

communication, but not more open family communication or family storytelling style, is 

predictive of lower levels of self-reported PTSD symptoms. Further, it appears that the 

effect of open family communication disappears in the full model, even though open 
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family communication showed a significant negative, albeit weak, relationship with 

PTSD symptom severity scores, even after controlling for demographic variables.  

Overall, several of the findings of the current study were consistent with prior 

research.  Specifically, there are four studies that examine the relationship between 

stressful event exposure, family communication and post-traumatic stress among 

adolescents (Howard et al., 2002; LeBlanc et al., 2011; Huizinga et al., 2005; Houck et 

al., 2007). Consistent with most of these studies (except Howard, et al, 2002 who found 

the opposite), in the current study, more open family communication was significantly 

positively associated with lower PTSD symptoms.  Consistent with most of the previous 

studies, there were no significant interaction terms to indicate moderator effects of 

family communication on PTSD. Only one study found that family communication 

moderated the association between exposure to traumatic events at school and youth 

distress (LeBlanc, et al., 2011).  Interestingly, that study was the only of the four to use 

the Parent-Adolescent Relationship Questionnaire (PARQ) instead of the PACS. 

Consistent with most of the studies (except LeBlanc et al, 2011 who found no significant 

differences between distress and violence exposure with high PFC), problem family 

communication was significantly positively associated with and a significant contributor 

of youth distress.   

Emmy Werner, a pioneer of longitudinal resilience research, noted that findings 

from her research and “those by other American and European investigators with a life-

span perspective suggest that these [protective] buffers make a more profound impact 

on the life course of children who grow up under adverse conditions than do specific risk 

factors or stressful life events.  They appear to transcend ethnic, social class, 
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geographical, and historical boundaries (Werner & Ruth, 1992, p. 202).”  Protective 

factors may be more powerful than risk factors over the long-term, but at least in the 

short-term, a risk factor like problem family communication appears to overwhelm a 

potential protective factor like open family communication and the theory of inhibition 

and confrontation may offer an explanation about why. 

Perhaps understanding the results of this study may be informed by the theory of 

inhibition and confrontation, which asserts that individuals tend to want to talk to others 

about psychological traumas unless they are unable to disclose due to fear of 

punishment, embarrassment or disapproval (Pennebaker & Susman, 1988).  In this 

study, the most common problem family communication items included items about 

inhibition (vs. confrontation) in communication.   

Problem family communication in this sample may represent constrained 

disclosure - a pattern of coping through avoidance - preventing the potentially beneficial 

effects of open family communication and disclosing details and feelings about stressful 

events.   I suspect that if the majority of adolescents in this sample are endorsing “being 

careful about what I say” or “there are topics I avoid discussing,” then it is likely that 

adolescents may have learned this avoidant approach to conflict from parent modeling 

and it may represent a family pattern and value. It is one thing for youth to be hesitant to 

communicate if they wonder, “I want to tell them but I don’t know how they will react.”  

However, if the family pattern of communication is problematic then youth probably 

think, “I want to tell them but I know how they will react.” 

On the contrary, a parent talking about emotions is related to children's 

relationships with peers, children's emotional resilience and ability to cope constructively 
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with challenging situations.  Parents, who are aware of emotions - particularly negative 

emotions - can talk about and accept these emotions in themselves. These parents are 

aware of emotions in their children and have the capacity to assist their children in 

understanding their own emotions (Lutz, 2007). 

Pennebaker (1995) asserts that talking about traumatic experiences or stressful 

events is beneficial as it allows individuals to translate their experiences into words and 

may force some kind of structure of the experiences themselves.  Indeed, failure to talk 

about or acknowledge significant experiences is associated with increased health 

problems, autonomic activity, and ruminations. Others have offered that communication 

processes foster resilience by bringing clarity to crisis situations, encouraging open 

emotional expression, and fostering collaborative problem solving (Waltz, 2003). 

Pennebaker & Beall (1986) suggest that if an experience is threatening, the 

memory may be suppressed but the associated feelings continue to exist as anxiety. 

Not only are the memories of traumatic events threatening, but the fear of parental 

reaction is as well. These concerns may contribute to inhibition (versus disclosure), 

which would create suppressed feelings associated with the stressful events.  This 

chain of events may contribute to PTSD development.  

Problem family communication may not only inhibit adolescent disclosure, but 

also act as a type of stressor.  PFC may both inhibit the potentially beneficial impact of 

open communication after a traumatic event and represent an additional stressor adding 

to the dose-response effect on PTSD.  

Pennebaker, Colder & Sharp (1990) noted that the tendency to inhibit or confide 

might reflect a personal style or a situational constraint (in this case, problem family 
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communication as an example).  Since the measures were adolescent self-report, it 

may be that adolescent perceptions about problematic family communication represent 

a personal style.  Adolescents predisposed to negative attributions (due to shyness, 

pre-existing depression or anxiety symptoms, for example) may have a tendency to 

inaccurately predict negative parental reactions, thereby inhibiting disclosure and its 

benefits. 

Stressful life events and PTSD 

The results indicate that a higher number of stressful life events is significantly 

related to higher PTSD symptom severity scores.  In fact, the part correlation 

indicates that LES (.16) makes the largest unique contribution to predicting the PTSD 

severity scores even compared to PFC (.09). 

This finding is consistent with the literature showing the significant positive 

relationship between multiple adverse events and poor outcomes; as the number of 

adverse events increases – even two or more – health and mental health-related 

outcomes worsen (Turner, Finkelhor & Ormrod, 2006; Finkelhor, Ormrod & Turner, 

2007; CAMHI, 2014). The significant positive and strong relationship between the 

number of stressful life events and Child PTSD symptom severity scores found in this 

study is consistent with results from a nationally representative study of 2,030 children 

and adolescents (ages 2-17) in the U.S. (76% White, 11% Black, 9% Hispanic) 

suggesting that cumulative exposure to multiple forms of traumatic events over a child’s 

life-course represents a substantial source of mental health risk (Turner, Finkelhor & 

Ormrod, 2006).   

In contrast to previous studies that examined the relationship between family 
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communication and PTSD development in relation to single and/or specific life events, 

the current study examined adolescent report about exposure to 17 different stressful 

events, including indirect and direct violence victimization and illness of someone close.  

Because of the relationship between cumulative exposure to traumatic events and its 

impact on mental health, Turner, Finkelhor & Ormrod (2006), caution against focusing 

on only one or a few types of events as this may underestimate the burden of exposure 

and fail to adequately capture the impact of traumatic events on child mental health.    

Age, LES, family communication and PTSD.  In the current study, no 

association was found between age and OFC or PFC which stands in contrast to a 

study that reported younger adolescents were more likely than older adolescents to 

report OFC (Howard et al., 2002). In the current study, no significant relationship was 

found between the age of adolescents and self-reported PTSD symptom severity, 

whereas previous findings have been mixed.  

Gender, family communication and PTSD.  In the current study, there was a 

significant positive and weak association between female gender and degree of open 

and problem family communication although previous findings have been mixed.    

Strengths 

The current study adds to what we know about family communication and PTSD 

development among adolescents, specifically among sub-groups not previously studied 

like West Coast adolescents, Latino and Armenian youth. Also, none of the previous 

related studies considered using the theory of inhibition and confrontation to understand 

the underlying mechanisms of family communication on PTSD. 
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In addition to family communication, this study used three items to assess level 

of integration in youth stories about stressful events.  The rationale for this comes from 

the theory of inhibition and confrontation.  The Family Storytelling Style (FSS) scale is a 

new measure developed for the current study and is significantly correlated, with strong 

to moderate correlation coefficients, to the PACS subscales with known reliability and 

validity data.  These correlations with PACS subscales may support the validity of the 

new measure.  Perhaps, an additional item about how often adolescents have told the 

stories about stressful events to family members, friends or caring others in order to 

make sense of what happened might capture another element to story integration 

(moving from disorganized to coherent story) and help to increase the strength of the 

association between FSS and post-traumatic resilience.   

Limitations 

The literature examining protective factors for adolescents who have experienced 

traumatic events is limited and most of the findings are based on cross-sectional 

research.  Longitudinal data would be more useful in determining the direction of effects 

and provide stronger evidence that the protective factor was a moderator and not simply 

a correlate of better functioning (Ozer, 2005).  Correlational studies examining the main 

effects of independent variables help us to identify risk and protective factors to the 

development of an outcome although they cannot show a causal relationship (Masten, 

2001). 

Since the sample represents public school students referred for counseling due 

to social, emotional and academic concerns, the findings of this study are limited to 

similar clinical, and not general, populations. 
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Implications 

As a result of these findings, a valuable message for families and their mental health 

professionals is that family communication needs to be characterized by low problem 

family communication in order for open family communication - and its protective effects 

against PTSD symptoms - to flourish.  Only after problem family communication is 

addressed, will messages about the potential benefits of open communication be 

helpful. Further, these family conversations about stressful events may need to be 

facilitated by mental health professionals. Otherwise, parent and child may be inhibited 

in their communications - like characters in an O. Henry short story – wanting to 

communicate but doing the exact opposite instead. Teens may say - "nothing is wrong," 

"go away," or "I don't want to talk about it." Feeling rejected, unsure and unskilled, 

parents comply.  Some children say, "My mom comes home tired from work, I don't 

want to give her any more problems." Then parents plead with mental health 

professionals, "Will you talk to her, she won't tell me what's wrong."  In order for each 

member of this important dyad to tell each other coherent, integrated stories for post-

traumatic resilience vs. post-traumatic stress, we must first find ways to reduce the 

noise and effects of problem family communication. These findings may be instrumental 

in the development of developmentally appropriate and culturally relevant messaging for 

a social marketing campaign (universal preventive intervention) promoting the benefits 

and elements of protective family conversations in the aftermath of traumatic events. 

The questionnaire used in the current study may be used for the efficient 

identification of PTSD among children and adolescents and can be used in universal 

(e.g., school-wide) and/or targeted (e.g., among primary care or mental health clinic 
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populations) screening.  Although the most common reason for referral to mental health 

treatment is disruptive behavior (Sopko, 2006), mental health professionals may screen 

for and treat PTSD in this population. Students who may be experiencing internalizing 

disorders but not have disruptive behavior disorders may represent an invisible and 

under-served group.  More research is needed to explore the feasibility of screening a 

general population of students at high risk of PTSD, particularly girls and urban 

adolescents. Universal screening may not only be promising for the efficient 

identification of PTSD, but a fair and equitable referral system for the distribution of 

mental health services. Otherwise, only the most disruptive students get referred for 

mental health services. Universal screening provides practical hope for preventing 

children from "falling through the cracks." 

With prevalence of trauma exposure and PTSD at rates of 50-70% in some 

urban schools, it may be appropriate for trauma screening to become a standard of 

care, among clinic-based and general school-wide populations, for the purpose of 

identification, assessment and treatment of PTSD.  PTSD may be overlooked in both 

general and referred populations (Fallot & Harris, 2001), which can limit treatment 

outcomes if PTSD is not identified in the assessment stage and therefore not addressed 

in treatment. Screening is by definition brief (10-15 minutes) and with the high rates of 

PTSD in both general and clinic populations; trauma screening may be cost-effective 

and have a beneficial clinical impact.   

Directions for Future Research 

Questions about the effect of Problem Family Communication on Open Family 

Communication remain.  Is there an interaction to be found with a larger sample size or 
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using the PARQ instead of the PACS? If the inclination is to talk about psychological 

trauma, then how may parents and mental health professionals remove the barriers, like 

problem family communication, that may interfere with this process?  Further, what is it 

about PFC that significantly predicts PTSD - does it inhibit disclosure and/or is it a 

chronic stressor?  
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Appendix A 
Using the scale below, please mark an “X” in the box to show how much you agree or disagree with each of the 

following statements about the communication between you and your mother/father.  If you are not sure 

about the answer in terms of both parents, choose the one to whom you feel closer. 

  Strongly 
disagree 

Moderately 
Disagree 

Neither 
agree 

nor 
disagree 

Moderately 
Agree 

Strongly 
agree 

1 I can discuss my beliefs with my mother/father 

without feeling awkward or embarrassed. 
     

2 Sometimes I have trouble believing everything my 

mother/father tells me 
     

3 My mother/father is always a good listener      

4 I am sometimes afraid to ask my mother/father for 

what I want 
     

5 My mother/father has a tendency to say things to me 

which would be better left unsaid 
     

6 My mother/father can tell how I’m feeling without 

asking 
     

7 I am very satisfied with how my mother/father and I 

talk together 
     

8 If I were in trouble, I could tell my mother/father      

9 I openly show affection to my mother/father      

10 When we are having a problem, I often give my 

mother/father the silent treatment 
     

11 I am careful about what I say to my mother/father      

12 When talking to my mother/father, I have a tendency 

to say things that would be better left unsaid 
     

13 When I ask questions, I get honest answers from my 

mother/father 
     

14 My mother/father tries to understand my point of 

view 
     

15 There are topics I avoid discussing with my 

mother/father 
     

16 I find it easy to discuss problems with my 

mother/father 
     

17 It is very easy for me to express all my true feelings 

to my mother/father 
     

18 My mother/father nags or bothers me      

19 My mother/father sometimes insults me when angry 

with me 
     

20 I don’t think I can tell my mother/father how I really 

feel about some things 
     

21 I tell my mother/father about the details of the 

stressful things that happen 
     

22 I tell my mother/father about my feelings after 

stressful things happen  
     

23 My mother/father and I talk about both my pleasant 

and unpleasant feelings after stressful things happen  
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Appendix B 

Part A. People may have stressful events happen to them. Read the list of stressful things 
below and answer YES for each of them that have EVER happened TO YOU. Answer NO if it 
has never happened to you. Do not include things you may have only heard about from other 
people or from the TV, radio, news, or the movies. Only answer what has happened to you in 
real life. Some questions ask about what you SAW happen to someone else. And other 
questions ask about what actually happened to YOU. 
 

Have any of the following events EVER happened to y ou?  

 

1.   Have you been in a serious accident, where you could have been badly hurt or could have been killed? YES NO 

2.   Have you seen a serious accident, where someone could have been (or was) badly hurt or died? YES NO 

3.   Have you thought that you or someone you know would get badly hurt during a natural disaster such as a 

hurricane, flood, or earthquake? 

YES NO 

4.   Has anyone close to you been very sick or injured? YES NO 

5.   Has anyone close to you died? YES NO 

6.   Have you had a serious illness or injury, or had to be rushed to the hospital? YES NO 

7.   Have you had to be separated from your parent or someone you depend on for more than a few days when 

you didn’t want to be? 

YES NO 

8.   Have you been attacked by a dog or other animal? YES NO 

9.   Has anyone told you they were going to hurt you? YES NO 

10. Have you seen someone else being told they were going to be hurt? YES NO 

11. Have you yourself been slapped, punched, or hit by someone? YES NO 

12. Have you seen someone else being slapped, punched, or hit by someone? YES NO 

13. Have you been beaten up? YES NO 

14. Have you seen someone else getting beaten up? YES NO 

15. Have you seen someone else being attacked or stabbed with a knife? YES NO 

16. Have you seen someone pointing a real gun at someone else? YES NO 

17. Have you seen someone else being shot at or shot with a real gun? YES NO 
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PART B. Below is a list of problems that kids sometimes have after experiencing something scary like we were just 

talking about. Of all the things that we just talked about, try to remember the thing that bothers you the most.  

Now these next questions ask about the thing that bothers you most (whether it was getting hit, beaten up, 

threatened, or anything else). Choose the word that best describes how often these problems have bothered you 

IN THE PAST TWO WEEKS. 

 

  

 0 1 2 3 

1. Have you had upsetting thoughts or images about the event that came 

into your head when you didn’t want them to? 

Not at all Once in 

a while 

Half the 

time 

Almost 

always 

2. Have you had bad dreams or nightmares? Not at all Once in 

a while 

Half the 

time 

Almost 

always 

3. Have you been acting or feeling as if the event was happening again (for 

example, hearing something or seeing a picture about it and feeling as if 

you were there again)? 

Not at all Once in 

a while 

Half the 

time 

Almost 

always 

4. Have you been feeling upset when you think about or hear about the 

event (for example, feeling scared, angry, sad, guilty, etc.)? 

Not at all Once in 

a while 

Half the 

time 

Almost 

always 

5. Have you had feelings in your body when you think about or hear about 

the event (for example, breaking out in a sweat, heart beating fast)? 

Not at all Once in 

a while 

Half the 

time 

Almost 

always 

6. Have you been trying not to think about, talk about, or have feelings about 

the event? 

Not at all Once in 

a while 

Half the 

time 

Almost 

always 

7. Have you been trying to avoid activities, people, or places that remind you 

of the event (for example, not wanting to play outside or go to school)? 

Not at all Once in 

a while 

Half the 

time 

Almost 

always 

8. Have you not been able to remember an important part of the event? Not at all Once in 

a while 

Half the 

time 

Almost 

always 

9. Have you had much less interest or not wanting to do things you used to 

do? 

Not at all Once in 

a while 

Half the 

time 

Almost 

always 

10.  Have you not felt close to people around you? Not at all Once in 

a while 

Half the 

time 

Almost 

always 

11.  Have you not been able to have strong feelings (for example, being unable 

to feel very happy)? 

Not at all Once in 

a while 

Half the 

time 

Almost 

always 

12.  Have you been feeling as if your future plans or hopes will not come true 

(for example, you will not have a job or getting married or have kids or go 

to high school)? 

Not at all Once in 

a while 

Half the 

time 

Almost 

always 

13.  Have you had trouble falling or staying asleep? Not at all Once in 

a while 

Half the 

time 

Almost 

always 

14.  Have you been feeling irritable or having fits of anger? Not at all Once in 

a while 

Half the 

time 

Almost 

always 
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15.  Have you had trouble concentrating (for example, losing track of a story 

on television, forgetting what you read, not paying attention in class)? 

Not at all Once in 

a while 

Half the 

time 

Almost 

always 

16.  Have you been overly careful (for example, checking to see who is around 

you and what is around you)? 

Not at all Once in 

a while 

Half the 

time 

Almost 

always 

17. Have you been jumpy or easily startled (for example, when someone walks 

up behind you? 

Not at all Once in 

a while 

Half the 

time 

Almost 

always 
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