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Abstract 

 

The study of posttraumatic stress disorder (PTSD) and its effects on an individual is 

relatively robust; however, the research is scant from an organizational, performance, and 

leadership perspective. Based on the prevalence of PTSD, expanding the research into 

understanding the relationships of PTSD symptom severity toward perceived organizational 

support (POS), trauma-exposed employee work performance, and whether or not Authentic 

Leadership (AL) strengthens those relationships has come into view. Using the snowball 

technique and Amazon’s Mechanical Turk (MTurk), the study found that as PTSD symptom 

severity was reduced, trauma-exposed employee work performance increased. Further, as 

PTSD symptom severity decreased, POS increased; moreover, as POS increased, trauma-

exposed employee work performance also improved. Finally, AL did not prove to affect the 

relationships between PTSD symptom severity and trauma-exposed employee work 

performance, nor was it a significant interaction between PTSD symptom severity toward 

POS. Based on the findings, this study is an essential first step in bridging the understanding 

of PTSD with organizational support, performance, and leadership research.
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Introduction 

  

Since the United States engaged in Operation Enduring Freedom (OEF; Afghanistan) in 

2001 and Operation Iraqi Freedom (OIF; Iraq) in 2003, the psychological, physiological, and 

cognitive impacts on service-members who participated in the wars have reinvigorated the 

discussion regarding the invisible toll suffered by veterans. Studies such as the ones conducted 

by RAND Corporation examined the psychological and cognitive impact of the recent conflicts 

and suggested that over 25 percent of service-members who returned from combat may have a 

diagnosable mental health condition (Tanielian et al., 2008b). Of that estimate, posttraumatic 

stress disorder (PTSD) is one of the primary concerns.  

According to the American Psychiatric Association (APA, 2013), PTSD symptoms can 

begin immediately after a traumatic event but can also occur with delayed onset, not manifesting 

for years. Further, exposure to trauma that can result in PTSD may occur before employment, 

when they are new to a firm, or during the individual's time working for the organization. The 

disorder is complicated by intrusion symptoms, avoidance behaviors, changes in cognition and 

mood, as well as changes in arousal and reactivity (APA, 2013). Adverse outcomes are 

associated with potential negative attitudinal responses, as well as social and work impairments 

that add to the individual burden of the trauma-exposure. These symptoms may contribute to the 

perception of supervisors, the organization, and a reduction in work functioning and lower work 

performance. Surprisingly little attention has considered the impact of symptoms, organizational 

support, employee work performance (Adler et al., 2011), and how leadership can affect the 

relationships. 

This study is primarily informed by Organizational Support Theory (OST), which 

contends that employees’ develop a perception of how the organization cares about their well-
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being and values their contributions; this employee perception is known explicitly as Perceived 

Organizational Support (POS) (Eisenberger et al., 1986; Eisenberger & Stinglhamber, 2011; 

Shore & Shore, 1995).  Leveraging Social Exchange Theory, which is the exchange of effort and 

loyalty for the benefits and social resources of the organization (Cropanzano & Mitchell, 2005), 

POS elicits the norm of reciprocity. Norm of reciprocity has been found to enable increased 

performance by employees to support the organization (Kurtessis et al., 2017), and is consistent 

with building the perception that an organization supports the employee. POS is essential when 

considering how an employee views the employee-organizational relationship; however, 

consideration is also needed for those employees who suffer from a trauma-exposure that may 

impact their perception. Due to this consideration, Kurtessis et al. (2017) identified the 

importance of researching how POS can provide the emotional support needs for employees, 

especially during stressful times. This argument is especially relevant when considering that as 

employees increase positive orientation toward the organization, there is an increase in work 

performance and psychological well-being. 

When an employee’s well-being and work performance is effected in a work setting, 

research often turns to leadership. This is due, in part, to a leader's ability, or lack thereof, to 

influence an employee's actions and psychological processes toward inspiration and motivation 

(Gill, 2006), and with the end of reaching positive individual and organizational outcomes. 

Arguably, Authentic Leadership (AL), which comprises a leader's ability for self-awareness, 

internalized moral perspective, balanced processing, and relational transparency (Walumbwa et 

al., 2008), is well poised to affect work performance and perceptions of organizational support. 

This is due to an authentic leader’s ability to promote well-being and fairness (Avolio et al., 

2009; Walumbwa et al., 2008). What is interesting is the consideration of how a leader, 
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particularly one that is authentic, can affect the relationship of an individual who was exposed to 

trauma and their work performance. Further, how an authentic leader affects the relationship 

between a trauma-exposed individual and their perception of the organization.  

More recently, investigators approximate an annual PTSD prevalence of 3.6 percent 

(NIMH, 2018), with a lifetime estimate of 7 to 8% of the adult population within the United 

States (APA, 2013; NIMH, 2018; VA, 2019). Of OEF and OIF combat veterans, an estimated 15 

percent have been diagnosed with the disorder (Tanielian et al., 2008a). Of this percentage, it is 

reasonable to assume individuals who have been exposed to trauma, or those diagnosed with the 

disorder are employed; therefore, the necessity to initiate research into how PTSD impacts 

trauma-exposed employee work performance and POS is needed. Additionally, based on the 

trauma-exposed employee’s work function limitations and difficulty with authority, it is also 

essential to begin the dialog on how leadership, particularly AL, may affect the linkages between 

PTSD and trauma-exposed employee work performance and PTSD and POS.  

To assess the objectives of this paper, employed trauma-exposed individuals were 

contacted, leveraging the snowball technique and Amazon’s Mechanical Turk (MTurk). Initial 

contact was made through outreach on two PTSD social media sites and propagated through 

participants' informal social networks. The demographic factors include participants' sex, age, 

marital status, education (Arslaner & Boylu, 2017), and the source in which the respondent 

accessed the survey. Understanding organizational support, work performance, and the impact 

leadership on those who experienced trauma with POS are arguably highly relevant to those with 

PTSD, as well as to the organizations that employ trauma-exposed individuals. Fortunately, 

based on the limited research on the subject area, there is ample opportunity for future studies.  
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Literature Review 

 

Posttraumatic Stress Disorder 

The recent wars in Iraq and Afghanistan have reinvigorated the discussion of PTSD, as 

well as consideration for how to support those impacted by the disorder. To begin to understand 

the totality of the human toll, RAND Corp. published a study in 2008, whereby it suggested that 

over 25 percent of service-members returning from combat may have a diagnosable mental 

health condition (Tanielian et al., 2008)—PTSD is one of the primary conditions. Recent 

estimates of warzone-related PTSD are 15 percent of combat veterans from OEF and OIF 

conflicts (Tanielian et al., 2008). More recently, it was estimated that nearly 500,000 OEF and 

OIF veterans have been diagnosed with the disorder (Thompson, 2015). Vietnam veterans 

demonstrate a similar percentage as OEF and OIF (Schlenger et al., 1992); however, according 

to the U.S. Department of Veterans Affairs (VA), the prevalence rate for Vietnam veterans was 

as high as 30 percent (VA, 2018). Regardless of the conflict, U.S. combat veterans experience 2-

4 times the prevalence rate of PTSD as their civilian counterparts (Richardson et al., 2010). 

Although PTSD is commonly associated with military combat, many civilian occupations 

regularly include trauma exposure, which may also result in a PTSD diagnosis. First responders 

have prevalence rates of PTSD as high as 32 percent (McFarlane et al., 2009), and approximately 

20 percent of police officers qualify for a diagnosis (Halpern et al., 2009). Indeed, those 

occupations place employees at risk for physical, mental, and emotional trauma; however, PTSD 

is not exclusive to high-stress professions. Most PTSD results from civilian experiences such as 

childhood sexual and physical abuse, rape, domestic violence, terrorism, motor vehicle accidents, 

and natural disasters (Blanchard et al., 1994; Green et al., 1993; Kessler et al., 1995; Mayou et 

al., 1993). 
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Annually, millions of women are plagued by domestic violence, as well as millions of 

women and men are subjected to intimate partner rape (Kazdin, 2011; Tjaden & Thoennes, 

2000). It was assessed that between 3 to 4 percent of the general adult population (non-military) 

within the United States had been diagnosed with PTSD (Hoge et al., 2004; Narrow et al., 2002; 

NIMH, 2018; Santiago et al., 2013). Validating that assessment for the same period, the National 

Institute of Mental Health (NIMH, 2018) published the general population current prevalence 

rate of PTSD at 3.6 percent, with a lifetime prevalence of 6.8 percent (NIMH, 2018). This 

percentage translates to approximately 5,744,122 (NIMH, 2018; United States Census, 2018) 

working adults in 2018 between the ages of 25 and 61 that have been diagnosed with or have 

symptoms consistent with the disorder (Brucker et al., 2015).  

Symptoms may begin immediately after a traumatic event, or symptoms may occur with 

delayed onset, not manifesting for years (APA, 2013). Regardless of when symptoms commence, 

PTSD begins post-stressor. Per the Diagnostic and Statistical Manual of Mental Disorders-5 

(DSM-5), a qualifying stressor is an exposure to trauma that involves the death, threatened death, 

actual or threatened serious injury, or sexual violence (p. 271) to the individual, a close friend, or 

relative (APA, 2013). Events that are not an immediate threat to life or physical injury, 

regardless of the circumstance (i.e., divorce, cancer diagnosis, etc.) do not qualify for a PTSD 

diagnosis (APA, 2013). Finkelhor et al. (2005) have established the prevalence of trauma; other 

researchers suggest that the majority of persons will experience some form of a traumatic event 

in their lifetime (Breslau & Kessler, 2001; Copeland et al., 2007; Kessler et al., 1995; 

McLaughlin et al., 2013). While the expectation for individual trauma is present, the variability 

of whether or not a person manifests a mental health disorder is quite large (APA, 2017). That is 
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to say that simply because a person experiences a traumatic event or a series of traumatic events, 

the outcome may or may not conclude with a mental health diagnosis (Bonanno, 2004).   

In many instances, the individual reaction to the trauma will remit within the first month 

resulting only in a diagnosis of acute stress disorder (Nugent et al., 2009; Orcutt et al., 2004; 

Rothbaum et al., 1992); however, it is when the symptoms persist longer than a month that those 

symptoms may meet the criteria for PTSD (APA, 2013).  When this occurs, the DSM-5 identifies 

additional specific criteria that establish baseline characteristics. The categories of symptoms are 

intrusion, avoidance, negative alterations in cognitions and mood, and alterations in arousal and 

reactivity (APA, 2013). Intrusion symptoms include flashbacks, bad dreams, and frightening 

thoughts, whereas avoidance – as its name implies – captures an individual’s attempts to evade 

places, events, objects, and even thoughts or feelings that are related to the trauma (NIMH, 

2019). Alterations in cognition and mood symptoms manifest as trouble remembering key 

features of the event, negative self-perception, lost interest in those activities the individual once 

enjoyed, and a distorted thought or feeling of guilt or blame about the traumatic event (NIMH, 

2019). Arousal and reactivity symptoms include being easily startled, difficulty sleeping, feeling 

tense, and angry outbursts (NIMH, 2019). Each of the categories are relatively broad due to the 

complex nature of the disorder, and more specifically, symptom manifestation may impact the 

individual in varying degrees based on symptom severity.  

PTSD is also associated with symptoms such as emotional dysregulation of 

hypervigilance and emotional withdrawal in the form of numbing, alexithymia, and dissociation, 

and physiological effects of hyperarousal and beliefs about self (e.g., alienation and mistrust; 

APA, 2013; Dalgleish & Power, 2004; Herman, 1992; Pearlman & Saakvitne, 1995; Rasmussen 

& Shalev, 2014). PTSD symptoms coincide with evidence of physical and emotional pain, 
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demonstrated through increased risk to safety and well-being, substance and behavioral 

addictions, physical injury and medical conditions, and relational distress and discord (e.g., 

challenges developing and maintaining trusting and intimate relationships; APA, 2013; APA, 

2017). Further, epidemiologic research found that those diagnosed may have co-occurring 

disorders with substance abuse, anxiety, and major depressive disorder, as well as a variety of 

other social, medical and mental health issues, and early death (Felitti & Anda, 2010). 

Additionally, those individuals with the comorbid disorders of PTSD and substance abuse – 

particularly, alcohol abuse disorder (AUD) – have a probability of comorbidity with major 

depression (39.1%) and anxiety (43.5%; Norman et al., 2018). Finally, individuals with PTSD 

symptoms experience work and education functioning impairment, as well as social impairment 

as part of the disorder (APA, 2013). This limitation is in part because of personality traits such as 

negative affectivity, which results in reduced economic attainment based on individual 

underemployment, job loss, anger, and difficulty with authority (APA, 2017). 

The literature regarding PTSD, while robust, focuses on prevalence, diagnostics, 

epidemiology, symptomatology, and treatment; however, the research is sparse toward work 

performance, organizational impact, and leadership. This gap is particularly noticeable in a 

military setting, where higher rates of diagnosis are present. As noted by Adler et al. (2011), the 

broader understanding of work functioning for those with the disorder is under-investigated. 

Given the underdeveloped body of knowledge in these areas, there are limitations to current and 

relevant literature. Due to these limitations, the need for current empirical research on PTSD in a 

work setting is necessary. 
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Trauma-Exposed Employee Work Performance 

Organizational success is not merely the result of an organizational strategy, but rather, it 

is a result of its employees’ productivity and performance (Amabile et al., 2004; Cadwallader et 

al., 2010) to meet the firm’s organizational objectives. Further, scholars and managers agree that 

organizational effectiveness is attributed to those same employees’ work outcomes (Hartline & 

Ferrell, 1996; Larkin, 1996; Rucci et al., 1998). However, what is inconsistent are the definitions 

of productivity and performance. 

In academic literature, productivity and performance are often used interchangeably, as 

well as with operations terms such as efficiency, effectiveness, and profitability (Campbell & 

Wiernik, 2015; Chew, 1988; Jackson & Petersson, 1999; Koss & Lewis, 1993; Sink & Tuttle, 

1989; Sumanth, 1994; Tangen, 2005; Thomas & Baron, 1994). Given the lack of consistency, it 

is paramount to establish these definitions, particularly as the discussion continues with trauma-

exposed employees. Therefore, we turn to Tangen (2005) for the definition of productivity (p. 

36): 

The relation between output quantity (i.e., correctly produced products that fulfill their 

specifications) and input quantity (i.e., all resources that are consumed in the 

transformation process). 

Campbell et al. (2015), however, cautions the conflation of productivity with performance 

because, while productivity is essential, it is associated with work input and output. Whereby, 

performance is an individual employee’s work behavior that generates value to achieve the 

organization’s goals (Campbell et al., 1993; Campbell & Wiernik, 2015; Carpini et al., 2017); 

and, therefore, more appropriate moving forward in this study. 

Individual employee’s work performance is one of the most highly studied topics in 

management research (Campbell & Wiernik, 2015; Cascio & Aguinis, 2008; Dalal et al., 2014) 
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and is the foundational building block for the entire economy (Kim & Ployhart, 2013). While 

research into performance is robust, an investigation into mental health associated employee 

work performance, such as PTSD, is underdeveloped. Nearly 7 to 8 percent of the adult 

population within the United States will be diagnosed with the disorder over their lifetime (APA, 

2013; NIMH, 2018, VA, 2019); studying those trauma-exposed individuals’ work performance is 

essential. Employees with a current mental health condition have noticed a substantial negative 

impact on their work functions (Adler et al., 2011). Reduced work functioning has a significant 

impact on an employee’s well-being and performance. Work is a pivotal component to individual 

well-being, and next to sleep is the most time-consuming activity in a person’s life (Kemp & 

Kleinplatz, 1985).  

Annually, more than 44 million adults are affected by mental illness (Sanderson & 

Andrews, 2006), while, according to the National Institute of Mental Health (2018), 3.6 percent 

of the overall general population has been diagnosed with PTSD. This number of diagnosed 

employees is particularly interesting in the organizational context given that mental illness 

typically demonstrates unique interactions and perspectives, particularly when compared to those 

who have not been diagnosed with a disorder (Follmer & Jones, 2018). These interactions can 

manifest through diminishing work performance. Individuals exposed to trauma are faced with 

challenges such as finding and keeping a job, difficulties with coworkers, and high rates of 

presenteeism and absenteeism. Absenteeism is defined as not present at work, accounts for 3.6 

workdays lost by those diagnosed with the disorder every month and is comparable to other 

disorders, such as major depression, and is negatively attributed to performance outcomes. 

Presenteeism is the loss or impaired work performance while present at work by those 

considered as ill (Johns, 2010; Koopman et al., 2002; Laing & Jones, 2016). A decrease in work 
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performance has been assessed as two to three times higher of a cost than absenteeism in those 

diagnosed with certain mental health disorders, such as major depression (Bailey et al., 2016; 

Lerner et al., 2010), and therefore the focus of this study is toward the performance of those how 

have been exposed to trauma who attend work. 

 

Perceived Organizational Support  

 Organizational Support Theory (OST) (Eisenberger et al., 1986; Eisenberger & 

Stinglhamber, 2011; Shore & Shore, 1995) is the organization's ability to meet the 

socioemotional needs and reward the performance of an employee. By doing so, fosters the 

perception of the organizational interest in employee contributions and well-being. It is the 

employees’ perception that the organization values their contributions and their well-being, and 

is known as POS. Kurtessis et al. (2017) suggest that OST’s rise in prominence is due to the 

potential value of viewing the employee-organizational relationship from the employees’ 

viewpoint, the clarity of the construct, and the strong associations of POS with affective 

organizational commitment, job satisfaction, and other attitudinal outcomes, which have been 

confirmed through various studies (Riggle et al., 2009). POS theoretical construct suggests an 

essential linkage between favorable treatment by the organization and employees’ positive 

orientation toward the firm, as well as increased individual psychological well-being, and 

performance (Kurtessis et al., 2017). 

Supporting OST, POS strongly depends on employee attribution, which establishes social 

exchange and improves self-enhancement (Aselage & Eisenberger, 2003; Baran et al., 2012; 

Eisenberger & Stinglhamber, 2011; Kurtessis et al., 2017; Wayne et al., 2009). Employee 

attribution is if an employee attributes favorable treatment from the organization as a benefit to 
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meet the employee’s needs, rather than some forced external regulation outside the 

organization’s control (Eisenberger et al., 2004a; Gouldner, 1960). Social exchange, or social 

exchange theory, suggests an employee expects a tradeoff between effort and loyalty for the 

social resources from the organization (Cropanzano & Mitchell, 2005), which promotes 

performance and enabled by either positive or negative norm of reciprocity (Eisenberger et al., 

2004b; Gouldner, 1960; Uhl-Bien & Maslyn, 2003). Self-enhancement enables an employee to 

meet their socioemotional needs of approval, self-esteem, affiliation, and emotional support, 

thereby enabling identification with the organization and organizational commitment through 

shared values (Meyer et al., 2006). 

According to Kurtessis et al. (2017), multiple antecedents and outcomes are associated 

with POS. From an antecedent perspective, the list includes treatment of supervisor 

supportiveness, abusive supervision, leader consideration, transformational and transactional 

leadership, psychological contracts, and fairness. While each of the constructs impacts the 

overall perception of organizational support, particular attention of this study is toward 

perceptions of, or actual abusive supervision. Abusive supervision is the employee’s subjective 

perspective that a supervisor is non-physically hostile; this hostility can either be through 

perceived verbal or non-verbal actions (Tepper, 2000). POS outcomes promote orientation 

toward the organization and work through a social exchange, trust, affective organizational 

commitment, job involvement, subjective well-being, and behavioral outcomes. These POS 

outcomes appear to be in direct corrective alignment with the deficiencies identified in 

employees exposed to trauma because Brown et al. (2005) found that individuals with 

unresolved issues have distorted occupational outlooks and lowered self-confidence. Further, 

individuals with psychiatric diagnoses experience cognitive impairments, diminished social and 
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family support, greater isolation, which can lead to occupational alienation, negative self-

appraisals, and deprivation (Busuttil, 2006; Lopez, 2011; McFarlane & Bryant, 2007; Schkade & 

Schultz, 1992); therefore, POS as an antecedent to trauma-exposed employee performance 

should be explored.  

 

Authentic Leadership 

Leadership research continues to widen in popularity. In fact, by the mid-2000s, Smith, 

Montagno, and Kuzmenko (2004) noted that the previous two decades saw considerable growth 

in scholarly research; however, interest in leadership is not a new topic. Safferstone (2005) found 

that the discussion of leadership can be seen as early as the Old Testament era, as well as in 

ancient Chinese and 16-century Italian literature. To this day, research has found that the benefits 

and nature of leadership remain topics of considerable interest (Barling et al., 2011). 

Wren (1995) suggests that leadership is an individual’s ability to exert influence and 

power to engender compliance. Gill (2006) takes that idea a step further and argues that effective 

leadership is more than influencing employees, it is leveraging the psychological processes that 

arouse, direct, and maintain an employee’s willingness to support and achieve an objective 

through inspiration and motivation. A leader’s ability to control their influence and power to 

motivate employees is sought after for individual and organizational outcomes.  

A causal relationship has been identified between leaders and their ability to impact 

employee behavior and attitude (Avolio et al., 2009). Good leadership can double the likelihood 

of achieving positive attitudinal and behavioral employee outcomes (Avolio et al., 2009), and 

have a positive impact on employee health and well-being (Theorell et al., 2010). Moving 



 

 

13 

effective leadership research a step further to the organizational context, Carmeli, Schaubroaeck, 

and Tisler (2011) found support for the positive relationship between leadership and 

organizational performance. Moreover, evidence supports a leader’s ability to promote an 

employee’s organizational commitment (Walumbwa et al., 2008). 

While leadership behaviors account for the variance in group performance, employee job 

satisfaction, satisfaction with the leader, and the employee’s judgment of the leader’s 

effectiveness (Derue et al., 2011), it became clear to researchers that leader authenticity required 

further examination. Authentic or trustworthy leadership became especially important in the 

wake of recent corporate scandals—primarily, to identify a leadership construct of a leader that 

is considered genuine, or ‘real’ (Northouse, 2018). After a long history of leadership research, 

Kernis (2003) posits that the culminating theory for all positive and effective leadership styles is 

AL. This perspective is particularly interesting when considering how an authentic leader can 

strengthen relationships between those with mental health diagnoses and POS and work 

performance. 

Being genuine, or authentic suggests that a leader will not necessarily make a decision 

that is most popular, instead, the leader will take a systematic approach to evaluate alternatives 

and create a balanced decision that is just and fair, and without undue advantage (May et al., 

2003). This approach does not include an ersatz interest, but rather a genuine interest in other 

people’s welfare and well-being (Shamir & Eilam, 2005). Michie and Gooty (2005) postulate 

that authentic leaders have a real interest in other viewpoints and aspirations, which also 

demonstrates a genuine interest in other people’s well-being. Kernis (2003) argues that the 

genuineness stems from authentic self-esteem, resulting in the authentic leader behaving 

honestly, regardless if it is considered socially acceptable. Other scholars claim that authentic 
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leaders exhibit an intrapersonal perspective, which aids a leader’s self-knowledge, self-

regulation, and self-concept, and affords the authentic leader to display genuine leadership, 

originality, lead from conviction, and build trust (Northouse, 2018; Shamir & Eilam, 2005). 

When developing trust, authentic leaders are consistently transparent in their values and 

beliefs (Luthans & Avolio, 2003) and are genuine in each interaction with their employees 

(Kernis, 2003). They are open and transparent and encourage their employees to behave the same 

way; thereby, enabling an open organizational climate (Henderson & Hoy, 1983). These 

transparent actions build an appreciation of the leader’s intentions (Luthans & Avolio, 2003) and 

foster a relationship of trust between the employees and the leader (Norman et al., 2010). 

Further, authenticity, through transparency, allows a leader show what is right and good for the 

organization and society (Northouse, 2018), rather than potential leading employees down a 

destructive path as seen in with the charismatic nature of transformational leadership (Conger, 

1999; Howell & Avolio, 1993; Northouse, 2018). 

Through transparency, George (2003) claims that authentic leaders develop a healthy 

relationship by opening themselves up and establishing a connection with others—their actions 

are based on truth and what is right (Owusu-Bempah et al., 2011). Authentic leaders are willing 

to share their own experiences, thoughts, and feelings, but they also genuinely listen to others, 

and through mutual disclosure, the leader and employees develop a sense of trust and closeness 

(George, 2003; Northouse, 2018). More recently, research shows that employees desire access to 

their leaders to build a trusting relationship (i.e., employees want to feel they are supported, 

recognized, and developed by leaders; Harter et al., 2002; Walumbwa et al., 2008), and in 

exchange, employees are willing to provide leaders with greater loyalty and commitment 

(George, 2003).  
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Trust between leaders and the employees can be powerful—it affords leadership the 

capability to enable employees’ performance in high risk, time-sensitive, and dynamic conditions 

(Burke et al., 2007). Further, it demonstrates stronger communication and consistency, which 

results in mutual trust, respect, and obligation toward the leader-employee relationship, as well 

as enables strong relationships, greater understanding, and higher performance (Northouse, 

2018). Consistency is based on authentic leaders’ ability to remain calm and collected due to 

self-discipline (Northouse, 2018) and positive psychological capacities (Luthans & Avolio, 

2003).  

In response to positive attributes, characteristics, capacities, and the need to extend 

authentic transformational leadership (Bass, 1990b; Bass & Steidlmeier, 1999), the discussion 

regarding the theoretical components of AL came into view (Northouse, 2018). While there have 

been multiple definitions over the construct’s development, the definition set forth by 

Walumbwa et al. (2008) is the most complete and validated. This AL definition discusses a 

pattern of supportive leadership behavior that draws upon and promotes positive well-being, 

fairness, and favorable ethical climate, fosters greater self-awareness, an internalized moral 

perspective, balanced processing of information, and relational transparency on the part of 

leaders working with employees, and promotes positive self-development (Avolio et al., 2009; 

Walumbwa et al., 2008).  

 

Self-awareness 

The first component of AL is self-awareness, which is when individuals know themselves 

and have a clear understanding of who they are and what they stand for (Gardner, Avolio, & 

Walumbwa, 2005)—this includes their appreciation for their strengths and weaknesses and their 
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impact on others (Northouse, 2018). Self-awareness requires personal insight about their core 

values, identity, emotions, motives, goals, cognitions, an understanding of who they are at the 

core, as well as being aware of and trusting their feelings (Kernis, 2003; Northouse, 2018; 

Zamahani et al., 2011). This component also includes the inherent contradictions in one’s 

thoughts, feelings, actions, and behaviors (Ilies et al., 2005). Ultimately, researchers have found 

that those leaders who have self-knowledge and self-consistency have a positive impact on 

employees’ satisfaction with leaders, organizational commitment, and perceived team 

effectiveness (Leroy et al., 2015; Peus et al., 2012). 

 

Internalized moral perspective 

 Internal moral perspective is a component of AL, whereby leaders align their values with 

their intentions and actions (Zamahani et al., 2011). This self-regulatory process is the baseline 

for internal moral standards and values that authentic leaders use to vector their behavior rather 

than allowing external expectations to pressure them to conform (Northouse, 2018). The critical 

aspect of this component is that this self-regulatory process is internally driven (Avolio & 

Gardner, 2005; Deci & Ryan, 1995; Deci & Ryan, 2000), and the leaders are true to themselves 

(Mazutis & Slawinski, 2008). In this component, authentic leaders are open about their baseline 

motives, goals, and values with their employees (Avolio & Gardner, 2005). 

 

Balanced processing 

Balanced processing addresses a leader’s abilities to analyze information objectively and 

explore opinions from others before making final decisions (Northouse, 2018). This component 

is based on personal integrity and character, which significantly influences an authentic leader’s 
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decision making and strategic action (Ilies et al., 2005). A person with balanced processing pays 

equal attention to positive and negative narratives about themselves (Gardner, Avolio, Luthans, 

et al., 2005); moreover, they avoid favoritism and biases and solicit perspectives from those 

whom they disagree to maintain a leveled understanding before taking action (Northouse, 2018), 

which is essential to fairness. It is suggested that to gain balanced processing, a leader should use 

introspection and external evaluations, while simultaneously avoiding over exaggerating, or 

ignoring, the information collected (Kernis, 2003).  

 

Relational transparency 

The final theoretical component of AL is relational transparency. This component claims 

that a leader is open and honest about one’s thoughts, motives, and core feelings in an 

appropriate manner, regardless if it is positive or negative—in essence, being true to self and 

others (Kernis, 2003; Northouse, 2018). These characteristics encompass self-awareness, internal 

moral perspective, and balanced processing, which is relayed by a leader openly and truthfully to 

their employees (Ilies et al., 2005). By leveraging relational transparency, the leaders open 

themselves to employee analysis and positive or negative feedback (Mazutis & Slawinski, 2008). 

This component results in building trust and intimacy and fosters teamwork and cooperation 

among employees (Gardner, Avolio, Luthans, et al., 2005).  
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Model and Hypotheses 

Measuring the relationship between PTSD Symptom Severity, Trauma-Exposed Employee 

Work Performance, and POS, and moderated by AL 

 

 Research into PTSD symptom severity, trauma-exposed employee work performance, 

POS, and AL are at various levels of maturity. Therefore, more research is required, particularly 

into how PTSD impairs work performance, the disorder’s impact on POS, and leadership 

influence on those relationships. Currently, the limited research into trauma-exposed employee 

work performance suggests individuals have increased difficulties dependent on symptom 

severity (APA, 2013) and in meeting time, physical, mental and interpersonal, and output 

demands (Lerner et al., 2001). These reductions are exhibited by those employees abilities to 

maintain a job, difficulty with supervisors, and presenteeism and absenteeism (Hoge et al., 2007; 

Pietrzak et al., 2009; Wald, 2009). Lopez (2011) argues that strained workplace relations, poor 

morale, and dissatisfaction with employers exacerbate symptoms of the disorder, which is 

marked by hypervigilance to and avoidance of perceived threat and conflict. Further, Adler et al. 

(2011) found that employees with PTSD symptoms have a higher loss of work productivity by a 

mean range of 9 to 10 percent over those without, and calling for organizational support 

strategies to improve performance in those exposed to trauma, which is also a special problem 

for the military. 

 As POS research further develops the understanding of organizational support of 

employee contribution and well-being, Kurtessis et al. (2017) and other scholars have identified 

several new areas for research. Of note, the organization’s intent to aid the employee during the 

time of need and to the extent that it benefits the employee rather than the organization 

(Eisenberger et al., 1986; Gouldner, 1960). Moreover, several other veins of research have been 



 

 

19 

identified, such as POS to increase well-being through self-enhancement (Laszarus & Folkman, 

1984) and meeting the emotional support needs of those employees during stressful times 

(Armeli et al., 1998). To do so, leadership interaction is required.  

 AL was initially discussed in transformational leadership research but was not fully 

developed (Bass, 1990a; Bass & Steidlmeier, 1999; Burns & Stalker, 1961; Howell & Avolio, 

1992). As research progressed, AL emerged and is now argued to be the ‘root construct’ for all 

other positive leadership behaviors (Avolio & Gardner, 2005; Gardner et al., 2005), and the 

essence of positive approaches to leadership (Spitzmuller & Ilies, 2010). AL’s effectiveness is 

suggested through its interrelationship between the leader and the employee; therefore, creating a 

bi-directional relationship flow rather than merely a unidirectional, as seen in other leadership 

theories (Owusu-Bempah et al., 2011), and assessed through the leader’s self-awareness, 

internalized moral perspective, balanced processing, and relational transparency.  

 Due to the necessity for support of trauma-exposed employee well-being, loss in work 

performance, the negative impact on perceptions of organizational support by those members 

exposed to trauma, and the positive leadership attributes of authentic leaders, the linkage of each 

construct must be explored.  

 

PTSD Symptom Severity and Trauma-Exposed Employee Work Performance 

 

PTSD is a complex disorder with a wide array of symptoms that vary in the degree of 

severity. A diagnosis is not isolated to combat veterans, but rather it can affect those who have 

been in a car accident, experienced abuse or assault, or other incidents such as actual or 

threatened sexual violence (APA, 2013; NIMH, 2019). Symptoms are categorized into multiple 

criteria. Those criteria, or categories, are identified as intrusion, avoidance, negative alteration in 
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cognition and mood, and alterations in arousal and reactivity (NIMH, 2019), and found to 

negatively affect work performance based on the strength of symptom severity. 

 When discussing trauma-exposed employee symptom severity and work performance and 

the lack of research in this area, it is essential to consider the significant relationship between 

PTSD and comorbid disorders. Based on the findings of Norman et al. (2018), there is a higher 

prevalence of comorbidity with depression and anxiety when PTSD and substance abuse, 

particularly alcohol abuse is present (APA, 2013; Felitti & Anda, 2010; Ginzburg et al., 2010). 

As found in the Ginzburg et al. (2010) study, and consistent with previous research (Engdahl et 

al., 1998; Franko et al., 2005; Kessler et al., 1995), trauma is a causal risk for PTSD, anxiety, 

depression, and substance abuse. Understanding that PTSD is more stable over time (Ginzburg et 

al., 2010), Lerner et al. (2004), observed PTSD diagnosed individuals faced more severe work 

limitations (also known as presenteeism) than those with major depression and those with both 

depression and anxiety (Dew et al., 2005; Sanderson et al., 2007). Therefore, trauma-exposed 

employee symptom severity should be seen through the primary lens of PTSD, but also with the 

consideration of the impact of performance in those diagnosed with depression, anxiety (Alonso 

et al., 2004; Sanderson & Andrews, 2006; Sanderson et al., 2007), and substance abuse (APA, 

2013). 

 When researching topics that have an association with a medical diagnosis, there is a 

growing consensus that functional recovery, such as work performance (presenteeism), and 

symptomatology should be measured (Hollifield et al., 1997). Not surprisingly, work 

performance is restricted by an employee’s work limitations, which is impaired work 

performance due to an employee being ill or upset (Dew et al., 2005). To examine these 

limitations, Lerner et al. (2001) identified four components, or demands, limitations: time 
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management, physical, mental and interpersonal, and output (Lerner et al., 2001). As each name 

implies, the demand assesses a trauma-exposed employee’s limitation in managing their time, 

physical restrictions, mental ability and interpersonal interaction, as well as their work 

performance capability.  

 When considering the little research on the negative impact of trauma-exposed employee 

work performance, investigators must look toward comorbid disorders. Studies have shown that 

individuals with anxiety have more work performance impairments than those without a 

diagnosis (Kessler et al., 2001; Sanderson & Andrews, 2006; Sanderson et al., 2007). More 

specifically, those who suffer from high levels of anxiety experience a greater decrease in work 

performance compared to those found with low anxiety on their output, physical, and mental and 

interpersonal demands (Erickson et al., 2009). Similarly, researchers found that more severe 

depression had a greater impact on work performance than those with moderate or mild 

symptoms severity (Adler et al., 2006; Lerner et al., 2001). Further, symptom severity had a 

higher significant effect on work functioning than physical symptom severity (Greco et al., 

2004). Not surprisingly, depression was significantly associated with decreased work 

performance and productivity (Adler et al., 2004; Adler et al., 2006; Burton et al., 2004; Kessler 

& Frank, 1997; Kessler et al., 2006; Rost et al., 2004; Wang et al., 2004). Those individuals with 

depression had greater work performance deficits in managing their time, physical demands, 

mental and interpersonal, and output than those without a depression diagnosis (Adler et al., 

2004; Adler et al., 2006; Lerner et al., 2004). Lerner and Henke (2008) found that a depression 

diagnosed individual’s time management and output was impaired a minimum of 35% of the 

time, physical demands impaired the individual by 20%, and mental and interpersonal demands 

impairment was the same as time but could be as high as 60% of the time (Lerner & Henke, 
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2008). Those individuals who experience substance abuse problems, face social and 

interpersonal, occupational difficulties, and other negative work outcomes (Anderson & Larimer, 

2002; Gill, 1994; Hoffmann & Larison, 1999; Institute of Medicine, 1990). For example, those 

employees who abuse alcohol are 25 to 40% less productive than those who do not have the 

disorder (Gill, 1994). Finally, similarly to anxiety and depression, one researcher found that 

individuals diagnosed with PTSD had work performance deficits in time, mental and 

interpersonal, and output demand (Adler et al., 2004; Wald, 2009). 

 Considering that higher symptom severity for anxiety, depression, and substance abuse is 

associated with decreased work performance and their co-occurrence with PTSD, it is reasonable 

to conclude that as symptoms subside, work performance should increase in those exposed to 

trauma. Depression researchers found that work performance improves with a decrease in 

symptom severity, though performance may not reach the performance gap between healthy and 

improved-symptom individuals (Adler et al., 2006; Berndt et al., 1998; Rost et al., 2004). 

Further, given the multiple symptom clusters associated to PTSD, we cannot exclude participants 

with co-occurring depression, anxiety, or substance abuse because these symptoms are also 

symptoms of PTSD (e.g., negative mood, hypervigilance, and avoidance symptoms 

respectively). Removing the effects of these frequently co-occurring diagnoses both fails to 

capture the complex symptom picture of PTSD and inappropriately restricts variance in PTSD 

severity in analyses. Therefore, given that research has demonstrated the association of negative 

cross-domain impairments impact on work performance demands, as well as the variability 

across careers and variation in symptoms severity, and the reduction of symptom severity 

associated with an increased work performance for anxiety and depression, the following 

hypothesis is developed: 



 

 

23 

H1: PTSD symptom severity is negatively related to trauma-exposed employee work 

performance. 

  

Figure 1: Conceptual Model - Hypothesis 1 

 

 

PTSD Symptom Severity and Perceived Organizational Support 

Leaders and employees are understood to be agents of the organization, and as such, 

viewed as the organization (Eisenberger et al., 1986). Kelley et al. (2014) posit that if an 

organization cares for the well-being of its employees, there should be a reduction in PTSD 

symptoms and negatively associated with workplace stress (Rhoades & Eisenberger, 2002). 

Other scholars have found that POS strongly influences stress symptoms, and therefore, higher 

levels of stress are associated with lower perceptions of support (Barnes et al., 2013). It is also 

suggested that dissatisfaction with POS is associated with increased manifestations of PTSD 

symptoms (Carlier et al., 1997), and Barnes et al. (2013) found that those diagnosed with PTSD 

who had increased levels of POS had reduced symptoms of the disorder. While these findings 

suggest a potential relationship of POS outcomes and PTSD reduction, limited research into 

when those exposed to trauma experience symptoms that impair the employees perception of 

organizational support (Barnes et al., 2013). 

Given that PTSD symptoms can manifest at any point after a traumatic experience, 

merely focusing on established POS outcomes as each relates to trauma-exposed symptom 

severity is limiting. Whether a trauma-exposed employee is new to a role within the same 
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organization, begins a position at a different firm, encounters leadership turnover, or experience 

symptoms that impair the existing supervisor-subordinate relationships, PTSD symptoms should 

affect the employee’s perception of organizational support. This perspective is rooted in the 

negative alterations in cognitions and mood (APA, 2013) exhibited by the diagnosed, particularly 

through negative affectivity (Watson & Clark, 1984), negative norms of reciprocity (Gouldner, 

1960; Uhl-Bien & Maslyn, 2003), and perceived or actual abusive supervision (Tepper, 2000). 

According to Tepper (2000), abusive supervision, an antecedent of POS, is an 

employee’s subjective view of supervisor behavior and defined as ‘the sustained display of 

hostile verbal and non-verbal behaviors, excluding physical contact’ (p. 178). The central 

understanding is that abusive supervision is the subjective assessment by the employee and that it 

can be merely perceived rather than actual hostility toward the subordinate. Subordinate reaction 

to abusive supervision is based on the asymmetry of control over rewards and resources, which 

affords supervisors the opportunity to inflict actual or perceived non-physical injury (Aryee et 

al., 2007). When present in an organization, abusive supervision is salient (Tepper et al., 2007). 

The reason is based on the increased stress to subordinates, which results in fear of negative 

consequences (Duffy et al., 2002; Keashly et al., 1994; Tepper, 2000), as well as feelings of 

work alienation (Ashforth, 1997), workplace withdrawal (Tepper et al., 2007), and positively 

related to negative affectivity (Zhang & Bednall, 2016). Kurtessis et al. (2017) found that both 

the perception of abusive supervision and negative affectivity outcomes result in reduced POS.  

The negative alterations in cognitions and mood criteria associated with PTSD (APA, 

2013) include the personality trait negative affectivity and shape an individual’s perception of 

self and their supervisor (Martinko et al., 2013). This personality dimension is a consistent 

tendency toward aversive moods (Watson & Clark, 1984), a pessimistic view of the world, as 
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well as negative emotions consisting of anger, guilt, fear, and anxiety (Watson et al., 1988). It 

has been found that those with negative affectivity recall more negative events (Aquino & Thau, 

2009) and are prone to classify ambiguous supervisor behavior as abusive (Tepper et al., 2007; 

Zhang & Bednall, 2016), and therefore, potentially confirming subjective rather than objective 

perceptions. The negative perception about the supervisor promotes mistrust and enables social 

interaction toward the negative norm of reciprocity (Gouldner, 1960; Uhl-Bien & Maslyn, 2003). 

When considering social exchanges in the workplace (Cropanzano & Mitchell, 2005; 

Emerson, 1976), the norm of reciprocity comes into view. It is the process of reciprocal 

repayment of favorable treatment, as well as a retaliation of an injury between individuals during 

social interaction (Gouldner, 1960). While positive repayment was the focus of Gouldner’s 

(1960) research, the door was open to the negative norm of reciprocity, which is when 

individuals act in a manner to correct the wrongs conducted against them (Uhl-Bien & Maslyn, 

2003). Negative norms are more than mere lack of trust, respect, and loyalty (Liden et al., 1997; 

Uhl-Bien & Maslyn, 2003), and it is associated with undesirable behavioral outcomes that 

promote social undermining (Duffy et al., 2002; Tepper, 2000) and consistent with perceived 

abusive supervision (Uhl-Bien & Maslyn, 2003), which may initiate responses toward balancing 

of the trauma-exposed employees perceived injustice. Furthermore, the negative norm of 

reciprocity results in significantly lower POS (Uhl-Bien & Maslyn, 2003). 

Considering the negative affectivity trait associated with PTSD, its connection with the 

negative norm of reciprocity, and the POS antecedent of abusive supervision, the following 

hypothesis is developed:  

H2: PTSD symptom severity will be negatively related to POS. 
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Figure 2: Conceptual Model - Hypothesis 2 

 

 

Perceived Organizational Support and Trauma-Exposed Employee Work Performance 

POS suggests that an organization values employees’ contributions and cares for each 

employee’s well-being (Eisenberger et al., 1986). This perceived support from the organization 

has been found to increase employees’ overall sense of well-being (Kurtessis et al., 2017), as 

well as reduce employees’ negative affectivity (George et al., 1993) and harmful behaviors 

(Kurtessis et al., 2017; Shanock & Eisenberger, 2006). Instances where low POS is present, the 

perception of the organizational environment appears to espouse the lack of concern for the 

employee and leads to employee anger toward supervisors, coworkers, and clients (Armeli et al., 

1998; Ford et al., 2011). Further, low POS is related to absenteeism, and likely the reduction in 

trauma-exposed employee work performance on time, physical, mental and interpersonal, and 

output demands. 

Understanding that industrial-organizational psychology and management literature is 

underdeveloped toward mental health in the workplace (Follmer & Jones, 2018), an exploration 

into the relationship between POS and trauma-exposed employee work performance extends to a 

PTSD co-occurring disorder such as depression (APA, 2017). When organizational leadership 
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promotes a culture of reduced well-being for those diagnosed with depression, there is a 

perception that the organization is not committed to its workers (Jain et al., 2013). The reduction 

in POS increases workplace stress and poses physical, as well as mental and interpersonal 

challenges (Arnold & Dupre, 2012; Biron et al., 2006; Calnan et al., 2001; Lowe et al., 2003). 

Further, research shows that reduced POS demonstrates a decrease in physical and mental health 

and output demands (Andrea et al., 2003; Boles et al., 2004; Chang et al., 2015; Hilton et al., 

2010; Suzuki et al., 2015). Additionally, Byrne and Hochwarter (2006) examined the connection 

between POS and performance as it related to chronic pain and found that low POS exhibited 

increased chronic pain (Decker & Meyer, 1999) and low performance (Byrne & Hochwarter, 

2006); whereas, high POS in those with chronic pain was associated with increased performance 

(Byrne & Hochwarter, 2006). Similar results were found toward mental and interpersonal 

demands. 

It is well understood that employees’ decreased sense of well-being reduces work 

performance for those diagnosed with mental health disorders; however, research also supports 

positive work performance outcomes for PTSD comorbid disorders, such as depression and 

anxiety when POS is present (Grant-Vallone & Ensher, 2001; Haar & Broughman, 2010; Liu et 

al., 2013). Therefore, based on the importance of well-being to a PTSD co-occurring disorder to 

work performance, the following is hypothesized: 

H3: POS will be positively related to trauma-exposed employee work performance. 
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Figure 3: Conceptual Model - Hypothesis 3 

 

 

Moderating Influence of Authentic Leadership 

  

An authentic leader has been found to create an environment that strengthens the 

relationship between trust and affective commitment (Xiong et al., 2016), which is present in 

social exchange and foundational for increased performance (Klein et al., 2009; Meyer & Allen, 

1997; Meyer et al., 2002). Through self-awareness, an authentic leader promotes an atmosphere 

of trust and performance by their knowledge of self (Gardner, Avolio, Luthans, et al., 2005; 

Leroy et al., 2015; Peus et al., 2012) and consistency through self-regulation (Sparrowe, 2005). 

Self-regulation promotes positive relationships through social exchange (Little et al., 2016) and 

optimism, which increases performance (Mccoll-Kennedy & Anderson, 2002). Individuals 

diagnosed with PTSD suffer from avoidance, which is reduced when optimism is present (Carver 

et al., 2010). Further, authentic leaders adhere to their internal moral standards, which fosters an 

atmosphere of ethical decision-making (Walumbwa et al., 2008). Although PTSD diagnosed 

individuals observe ambiguous behavior as abusive, or negative (Tepper et al., 2007; Zhang & 

Bednall, 2016), an environment that promotes ethical standards has a significantly negative 

effect on abusive leadership views (Brown et al., 2005). Authentic leaders also espouse a setting 
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absent from bias and favoritism through balanced processing of information from those leaders 

willing to listen to varying perspectives (Gardner, Avolio, Luthans, et al., 2005) and promoting 

fairness (Avolio et al., 2009; Walumbwa et al., 2008). Those diagnosed with PTSD experienced 

trauma-related stressors, such as actual or threatened death, which makes them more acutely 

aware of fairness and have a stronger positive response to perceived fairness (Van den Bos, 

2001). Finally, leaders’ openness through relational transparency promotes an environment of 

trust (Xiong et al., 2016). When higher levels of trust are present, PTSD symptomatology is 

reduced (Kopacz et al., 2018), and performance is increased (Walumbwa et al., 2008).  

As seen in hypothesis one, PTSD symptom severity is to have a negative relationship 

with trauma-exposed employee work performance. Due to the environment AL creates, AL is 

expected to influence the relationship in that the relationship between PTSD symptom severity 

and trauma-exposed employee performance will be stronger when AL is low. As an employee’s 

PTSD symptom severity increases, the employee is more likely to have reduced work 

performance. AL is argued to promote an atmosphere of trust, optimism, fairness, and work 

performance. If an individual exposed to trauma observes the leader as having low AL 

characteristics, this will strengthen the relationship between PTSD symptom severity and the 

trauma-exposed employee’s work performance; therefore, given a person’s level of PTSD 

symptom severity, trauma-exposed work performance will be lower in low AL situations.  

Regarding higher levels of AL, the relationship between PTSD symptom severity and trauma-

exposed employee work performance will weaken; therefore, given a person’s level of PTSD 

symptom severity, trauma-exposed employee work performance will be higher in high AL 

situations. It is because of the relationships established that the following is hypothesized: 
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H4a: The relationship between PTSD symptom severity and trauma-exposed employee 

performance, moderated by AL, will be weaker when AL is high and stronger when AL is 

low. 

  

Figure 4: Conceptual Model - Hypothesis 4a 

 

As argued in hypothesis two, PTSD symptom severity will have a negative relationship 

with POS. AL may influence in a manner that the relationship between PTSD symptom severity 

and POS will be stronger when AL is low. As with PTSD symptom severity and trauma-exposed 

work performance, when an employee’s PTSD symptom severity increases, the employee is 

more likely to have reduced POS. AL is argued to provide supportive leadership, rather than 

abusive supervision (Kurtessis et al. 2017); moreover, authentic leaders have a genuine interest 

in employees’ welfare and well-being (Shamir & Eilam, 2005) and demonstrate fairness (Avolio 

et al., 2009; Walumbwa et al., 2008) and trust (Gardner, Avolio, Luthans, et al., 2005; Leroy et 

al., 2015; Peus et al., 2012). Because of the supportive relationship and fairness AL provides, if a 

trauma-exposed employee perceives the leader as having low AL, the relationship between 

PTSD symptom severity and POS will become stronger. In other words, given a person’s level of 

PTSD symptom severity, POS will be lower in low AL situations. Inversely, when higher levels 

of AL is present, the relationship between PTSD symptom severity and POS will reduce; 



 

 

31 

therefore, given a person’s level of PTSD symptom severity, POS will be higher in high AL 

situations. Due to these relationships, the following is hypothesized: 

H4b: The relationship between PTSD symptom severity and POS, moderated by AL, will 

be weaker when AL is higher and stronger when AL is low.  

 

Figure 5: Conceptual Model - Hypothesis 4b 

  

Figure 6 is the consolidated conceptual framework. 

 

  
Figure 6: Conceptual Model 
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Methods 

Participants, Design, and Procedures 

The population of participants used in this study are those individuals and veterans who 

have experienced trauma consistent with the DSM-5, Criteria A – Stressor (APA, 2013) and 

were currently employed. A total of 374 participants accessed the survey, of which 122 

connected to it through the snowball technique and 252 through Amazon MTurk, with 213 

completing the study. Of the total, 53 were recruited using the snowball technique, and 160 were 

collected using MTurk. The average age of the participants was 38.8 (SD = 9.3), with 104 

(52.5%) being male and 94 (47.5%) female. The age ranged from 19 to 55 years or older. Further 

demographic details are found in Table 1 and Table 2, and each of the corresponding sub-tables.  

Initially, the data collection method selected was the snowball technique, which asked 

participants who completed the survey to recruit future subjects with the disorder among their 

friends, associates, and acquaintances. This is done by connecting with veterans via email, text 

messaging, through social media websites supporting those diagnosed with PTSD or exposed to 

trauma but without a diagnosis, and in person. The snowball technique is a non-probability 

method that was selected given the personal and professional stigma associated with the disorder. 

It has been utilized in various academic (Gosserand & Diefendorff, 2005; Grant & Mayer, 2009; 

Martins et al., 2002; Tepper, 1995) and PTSD research (Momartin et al., 2003; Stevanović et al., 

2016) and is a way to reach difficult-to-reach and hidden populations (Faugier & Sargeant, 1997; 

Hendricks & Blanken, 1992). While there is the potential for methodological drawbacks (Faugier 

& Sargeant, 1997), more recent academic studies suggest that the snowball technique allows for 

broad organizational and industry samples, which may contribute to generalizability (Demerouti 

& Rispens, 2014; Frazier & Tupper, 2018; Frieder et al., 2015). The snowball technique 
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articulates that subject one will provide the names of two individuals for the researcher to 

contact, then those individuals will provide two names, and so on, based on the potential for 

military assignment moves, separations, retirements, and job turnover, the model used is for the 

subjects to pass the survey to individuals they know with the disorder. Unfortunately, based on 

the novel Coronavirus Disease 2019 (COVID-19), issues with the disease appeared to impact 

data collection negatively.  

The first two weeks of data collection using the snowball method resulted in 

approximately 40 participants completing the survey. Those individuals were contacted by email, 

text messages, and social media outlets such as Twitter, Facebook, and LinkedIn. At the end of 

the third week, I had a trip scheduled to meet with over a hundred individuals at an event. 

Unfortunately, the event was canceled due to the novel disease. At that same time, the 

government began to direct a shutdown of businesses and restrict travel. Concerns of insufficient 

power started to come into view as subject participation began to stall. The challenges with 

response continued for approximately six weeks when I collected the final 13 participants. 

Using Amazon MTurk, I collected the final 160 participants within four days from when 

the MTurk project was launched on the platform. The use of crowdsourcing respondents has 

started to see growth over the last few years. For example, Chandler and Shapiro (2016) found 

that from 2011 to 2015, the number of social science publications grew from 50 to 550, and the 

number of psychology and psychiatry publications from zero to 50. With that rise, so does the 

concern of quality and representativeness of those subjects. While a major depression study 

using MTurk found higher prevalence, instances of inattentiveness, and fake respondents (Ophir 

et al., 2020), Engle, Talbot, and Samuelson (2020) found that the prevalence rate for PTSD was 

not significantly different than other samples. To mitigate for the concerns of inattentiveness and 
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quality, I used tactics identified by Ophir et al. (2020), such as IP validation, as well as Google’s 

reCAPTCHA, and a review of questions responses for validity and straightlining (Kim et al., 

2018). 

 

Measures 

 

The questionnaire developed for this study consists of four empirically validated surveys 

to measure the study’s constructs: PTSD symptom severity (PTSD Checklist for DSM-5 - PCL-

5), trauma-exposed employee work performance (Work Limitation Questionnaire – WLQ), 

Survey of Perceived Organizational Support (SPOS), and Authentic Leadership Questionnaire 

(ALQ). The instrument is segmented into two sections: the first asks the subject for preliminary 

information and demographic data. The second section are those survey instruments addressing 

research construct: PCL-5 (Weathers et al., 2013), WLQ (Lerner et al., 2001), 8-item SPOS 

(Eisenberger et al., 1986), and ALQ (Walumbwa et al., 2008). The subject is asked to answer a 

total of 69 Likert-type scale questions and sub-questions. Figure 7 provides an overview of the 

four surveys that are part of the instrument. 
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Figure 7: Survey Overview and Sub-Components 

 

 

 

The PTSD Checklist for DSM-5 

 

 The PCL-5 measures the symptom severity of those individuals diagnosed with PTSD 

(Weathers et al., 2013). The survey consists of 20-items that focus on individual feelings over the 

past month, and in response to an initial stressful, or a non-specific, cumulative number of 

events. The instrument has an internal validity of .95, which validates Blevins et al. (2015) 

assessment of .94. Per the National Center for PTSD (National Center, 2018), this self-reported 

measure assesses symptom severity with a recommended cutline of 33, which warrants clinical 

support for PTSD related symptoms. In the 20-item PCL-5, the questions all begin with “In the 

past month, how much were you bothered by:,” a five-point Likert-type scale ranging from ‘Not 

at all’ (0) to ‘Extremely’ (4) (Weathers et al., 2013). 
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The Work Limitation Questionnaire© 

 

 The Work Limitation Questionnaire (WLQ) measures the on-the-job impact of those 

individuals diagnosed with chronic health problems (Lerner et al., 2001). It consists of five 

questions, each with sub-questions, totaling 25-items for the questionnaire. Lerner et al. (2001) 

found the Cronbach alphas greater than, or equal to .90. The internal validity calculated using the 

WLQ on the four dimensions was: (1) time demand, .87; (2) physical demands, .90; (3) mental-

interpersonal demands, .92; and (4) output demands, .90. The time demand dimension examines 

items such as work pacing, the number of hours and days worked, and showing to work on time. 

This section focuses on individuals’ time management skills. The physical demand dimension, as 

its name indicates, examines the individual’s ability to meet the physical requirements of their 

job. The next section is mental-interpersonal demand. This dimension assesses how an individual 

interacts with their coworkers and their mental ability and how they process information in their 

role. The final section is output demand, which studies how a person completes their duties. 

Given that the WLQ measures an individual’s work limitations, as individuals score higher on 

the measure, they demonstrate greater limitations when performing their job, which results in 

lower work performance. 

 

The Survey of Perceived Organizational Support 

 

 The Survey of Perceived Organizational Support (SPOS) has two instruments measuring 

the member’s Perceived Organizational Support: the long-form 36-item SPOS, and short-form 8-

item SPOS. The long-form SPOS has a high level of internal reliability, Cronbach’s alpha, .93 

(Eisenberger et al., 1986). Rhoades and Eisenberger (2002) noted that because the 36-item SPOS 

version is unidirectional and highly reliable, there should be little concern using the shortened 8-
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item SPOS, which is confirmed in this study with a Cronbach’s alpha of .95. Of particular note, 

the 8-item SPOS, like the 36-item SPOS, has a representation of care of employee well-being 

and valuation of employee contributions (Rhoades & Eisenberger, 2002). The instrument 

selected for this study is the 8-item SPOS. The reasoning is to reduce concerns about survey 

fatigue. In the 8-item SPOS, four questions of the eight are reverse scored, and the instrument is 

measured on a seven-point Likert-type scale ranging from ‘Strongly Disagree’ (0) to ‘Strongly 

Agree’ (6). 

 

The Authentic Leadership Questionnaire© 

 

Walumbwa et al. (2008) developed the Authentic Leadership Questionnaire (ALQ) to 

measure the four dimensions identified in the AL construct: (1) self-awareness, (2) internal moral 

perspective, (3) balanced processing, and (4) relational transparency.  The ALQ is a 16-item 

scale instrument, using a five-point Likert-type scale ranging from ‘Not at all’ (0) to ‘Frequently, 

if not always’ (4). The self-awareness component consists of four items and has a Cronbach 

alpha of .92 (Walumbwa et al., 2008). The self-awareness dimension establishes when a leader 

has a clear understanding of who they are, what they stand for, as well as a keen appreciation of 

their strengths and weaknesses, and how others see them and how their actions and the leader 

understands the influence they have over others (Gardner, Avolio, Luthans, et al., 2005; 

Northouse, 2018; Walumbwa et al., 2008). Internal moral perspective is a four-question 

dimension with an estimated internal consistency alpha of .76 (Walumbwa et al., 2008). When a 

leader exhibits an internal moral perspective, their values align with their intentions and actions 

(Zamahani et al., 2011); moreover, the leader embodies internal self-regulation (Avolio & 
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Gardner, 2005; Deci & Ryan, 1995; Deci & Ryan, 2000) and is clear, open, and honest about 

their motives, goals, and values (Avolio & Gardner, 2005). 

The third component of AL is balanced processing, which is composed of three questions 

and a Cronbach alpha of .81 (Walumbwa et al., 2008). Balanced processing is a leader’s ability 

to pay equal attention to the positive and negative (Gardner, Avolio, Luthans, et al., 2005), 

without showing favoritism and biases, and maintaining leveled understanding before taking 

action (Northouse, 2018). The last dimension of AL is relational transparency. This component 

of the construct is a five-question measure, with an estimated internal consistency alpha of .87 

(Walumbwa et al., 2008), and measures the openness and honesty of the leader (Kernis, 2003; 

Northouse, 2018). Moreover, this component measures the leader’s willingness to put one’s self 

on display for others to analyze and judge, regardless if it is positive or negative (Mazutis & 

Slawinski, 2008). This study found similar Cronbach alpha levels as Walumbwa et al. (2008), 

with self-awareness at .93, an internal moral perspective of .91, .84 for balanced processing, and 

relational transparency at .90. 

 

Control Variables 

Given the limited research toward trauma-expose employee work performance, the 

control variables derived in part by the research by Arslaner and Boylu (2017), who assessed 

POS and limitations while at work (presenteeism). The demographic factors used in the study 

included participants' sex, age, marital status, and education. In a similar study, Yang et al. 

(2019) leveraged comparable controls, with the addition of position, title, duration of employed 

years, and department. The use of gender (sex) was further validated in the PTSD studies by 

Adler et al. (2009), as well as PTSD and POS studies by Kelley et al. (2014).  Considering age, 
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Magruder et al. (2004) found that age is a statistically significant control factor when assessing 

PTSD; moreover, age, marital status, and education are appropriate demographic control 

measures (Wilson et al., 2011). An additional variable was added to account for differing means 

between data collection methods of the snowball technique and MTurk. 

 

Data Analysis 

Upon the completion of data collection, the following procedures were conducted to 

ensure the information was ready for testing the hypotheses. The first step required data cleaning, 

transforming, and recoding the data, as well as properly addressing any cells with missing 

information. If data is missing from a respondent’s survey, mean imputation was leveraged 

(Karanja et al., 2013; Peng et al., 2006). Next, I ensured that the sample was normally 

distributed, linearity was verified, and I ensured there is not a concern with homoscedasticity and 

multicollinearity. That stated, there were instances of higher correlation, and while it did not 

reach the .80 threshold (Field, 2013), I ran a confirmatory factor analysis (CFA) to ensure 

measurement uniqueness. The thresholds recommended by Hu and Bentler (1999), suggested 

cutoff scores of comparative fit index (CFI; ≥ .95), root mean square error of approximation 

(RMSEA; < .06), and standardized root mean square residual (SRMR; ≤ .08). Based on the need 

for two data collection methods, a Welch’s t-test was conducted to test the means between 

samples. Once the data is confirmed to have met the underlying assumptions, Ordinary Least 

Squares (OLS) was used to investigate the relationships.  

 Due to the multivariate nature of the instruments with the sub-components of the various 

measures, I used a hierarchical regression to test H1, H2, and H3. This study also testing the 
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moderation effect of AL strength between PTSD symptom severity and trauma-exposed 

employee work performance (H4a), as well as AL between PTSD symptom severity and POS 

(H4b). To do so, I defined the predictors of PTSD symptom severity, and AL, and the interaction 

term of PTSD symptom severity with Authentic Leader for both trauma-exposed employee 

performance and POS (Baron & Kenny, 1986; Hayes, 2018). After running the regression, the 

interaction was plotted for greater understanding (Aiken & West, 1991; Cooper, 2015). It is 

important to note that moderation was measured using the PROCESS macro developed by 

Andrew Hayes in SPSS. 

 

Hypothesis Testing 

 This study uses OLS to test each hypothesis. Hypotheses 1, 2, and 3 investigated the main 

effects of the variables, while hypotheses 4a and 4b tested the moderating role of AL. For 

hypotheses 1, 2, and 3, the main effects were tested using Field (2013), which articulates the 

importance of fit. This consists of analyzing the scatterplot of the data, and if it lacks linearity, 

then the data requires transformation. The data is also tested to ensure it is not autocorrelated, 

homoscedasticity is present, and is normally distributed (i.e., skewness and kurtosis). Other 

considerations are uncorrelated predictors with external variables, variable types, non-zero 

variance, and multicollinearity. Multicollinearity is a strong correlation between two variables, 

which may potentially inflate the variance (Williams, 2020), limit the size of R, and make it 

challenging to understand the significance of a predictor variable. To test for multicollinearity, 

the variance inflation factor (VIF) was used, which should have an output close to 1. Leveraging 

hierarchical regression, particular attention was toward descriptive statistics, Pearson 

Correlation, how much variability is accounted for in R2, the generalizability with Adjusted R2, 
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the assumption of independent errors with Durbin-Watson, and coefficient -values, standard 

Betas, and significance. Finally, the residuals must be assessed to ensure there was not an 

instance that affected the regression model. Hypothesis 1, which argues that PTSD symptom 

severity is negatively related to trauma-exposed employee work performance, the equation is as 

follows:  

(1) Trauma-Exposed Employee Work Performancei = 0 + 1Sexi + 2Agei + 

3Educationi + 4Marital Statusi +  5Sourcei + 6PTSD Symptom Severityi + i 

Where subscript “i” is the individual who completed the survey. 

Hypothesis 2, posits that PTSD symptom severity will be negatively related to POS, and the 

formula is as follows: 

(2) POSi = 0 + 1Sexi + 2Agei + 3Educationi + 4Marital Statusi +  5Sourcei + 

6PTSD Symptom Severityi + i 

Hypothesis 3, suggests that POS will be positively related to trauma-exposed employee work 

performance, and demonstrated as:  

(3) Trauma-Exposed Employee Work Performancei = 0 + 1Sexi + 2Agei + 

3Educationi + 4Marital Statusi +  5Sourcei + 6POSi + i 

Hypothesis 4a argues that AL moderates the relationship between PTSD symptom severity and 

trauma-exposed employee work performance. The following is the equation that was used: 

(4) Trauma-Exposed Employee Work Performancei = 0 + 1Sexi + 2Agei + 

3Educationi + 4Marital Statusi +  5Sourcei + 6PTSD Symptom Severityi + 

7Authentic Leadershipi + 8PTSD Symptom Severityi * Authentic Leadershipi + i 
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Hypothesis 4b will test the moderating role of AL between PTSD symptom severity and POS. 

The equation for that test is as follows: 

(5) POSi = 0 + 1Sexi + 2Agei + 3Educationi + 4Marital Statusi +  5Sourcei + 

6PTSD Symptom Severityi + 7Authentic Leadershipi + 8PTSD Symptom Severityi * 

Authentic Leadershipi + i 

Conducting a moderation analysis, I first transformed the predictors using grand mean centering 

(Aiken & West, 1991). By transforming the data, it controls the effects of multicollinearity 

between the predictor and interaction term (Aiken & West, 1991; Field, 2013). The interaction 

term is the predictor variable multiplied by the moderator variable, and when significant, there is 

a moderation present. Once moderation is confirmed, a slope analysis is conducted to examine 

the relationship between the independent and dependent variables (Aiken & West, 1991). 
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Results 

Participant Demographics 

 

A total of 374 participants accessed the survey, with the completed number of surveys 

totaling 213 through two delivery methods: snowball method (53) and MTurk (160). Of the 213, 

participants were removed due to unemployment (10) and when a discrepancy was present 

between years of service and rank withheld (3). For example, due to promotion regulations and 

retainability, an individual with the military grade of E-2 are not likely to have 20 years of 

military service. Finally, two respondents were removed due to straightlining their responses. 

The useable total number of responses was 198, which equates to a 52.9 completion percentage. 

Considering the control variables, 104 (52.5%) were male, and 94 (47.5) female. The age 

ranged from 19 to 55 years or older, with the highest number of respondents was in the 55+ 

category, with 20 respondents (10.1%). Examining marital status, there were 57 (28.8%) 

participants that identified themselves as currently single (never married), 106 (53.5%) were 

married or had a domestic partner, 7 (3.5%) were separated, 25 (12.6%) were divorced, and 3 

(1.5%) were widowed. Subjects educational responses included 12 high school graduate 

(diploma or GED; 6.1%), there were 28 with some college credit, but no degree (14.1%), 34 

(17.2%) had an associate degree, the highest was those with a bachelors degree at 83 (41.9%), 25 

(17.7%) had a masters degree, 4 (2.0%) had a professional degree, and 2 (1.0%) had a doctorate 

degree. Finally, the number of individuals who accessed the survey via the snowball method was 

50 (25.3%), and the remaining 148 (74.7%) accessed the instrument through MTurk. See Table 1 

below for full control variable demographic information. 
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Table 1: Demographic Information – Control Variables 

Frequencies of Sources for Collection Method, (N = 198) 

Source ƒ Rel ƒ cƒ Percentile  

Snowball 50 0.25 198 100.00 

Mturk 148 0.75 148 74.75 

 

Frequencies of Age for Respondents, (N = 198) 

Age ƒ Rel ƒ cƒ Percentile  

55+ 20 0.10 198 100.00 

54 1 0.01 178 89.90 

53 2 0.01 177 89.39 

52 4 0.02 175 88.38 

51 1 0.01 171 86.36 

50 3 0.02 170 85.86 

49 6 0.03 167 84.34 

48 4 0.02 161 81.31 

47 6 0.03 157 79.29 

46 3 0.02 151 76.26 

45 5 0.03 148 74.75 

44 4 0.02 143 72.22 

43 5 0.03 139 70.20 

42 11 0.06 134 67.68 

41 4 0.02 123 62.12 

40 6 0.03 119 60.10 

39 9 0.05 113 57.07 

38 8 0.04 104 52.53 

37 11 0.06 96 48.48 

36 10 0.05 85 42.93 

35 11 0.06 75 37.88 

34 5 0.03 64 32.32 

33 4 0.02 59 29.80 

32 6 0.03 55 27.78 

31 7 0.04 49 24.75 

30 7 0.04 42 21.21 

29 3 0.02 35 17.68 

28 8 0.04 32 16.16 

27 5 0.03 24 12.12 

26 4 0.02 19 9.60 

25 5 0.03 15 7.58 

24 5 0.03 10 5.05 
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23 3 0.02 5 2.53 

22 0 0.00 2 1.01 

21 0 0.00 2 1.01 

20 1 0.01 2 1.01 

19 1 0.01 1 0.51 

 

Frequencies of Sex for Respondents, (N = 198) 

Sex ƒ Rel ƒ cƒ Percentile  

Male 104 0.53 198 100.00 

Female 94 0.47 94 47.47 

 

Frequencies of Marital Status for Respondents, (N = 198) 

Marital Status ƒ Rel ƒ cƒ Percentile  

Single (never married) 57 0.29 198 100.00 

Married or domestic partnership 106 0.54 141 71.21 

Separated 7 0.04 35 17.68 

Divorced 25 0.13 28 14.14 

Widowed 3 0.02 3 1.52 

 

Frequencies of Education for Respondents, (N = 198) 

Education ƒ Rel ƒ cƒ Percentile  

High school graduate (diploma or GED) 12 0.06 198 100.00 

Some college credit, no degree 28 0.14 186 93.94 

Associate degree 34 0.17 158 79.80 

Bachelors degree 83 0.42 124 62.63 

Masters degree 35 0.18 41 20.71 

Professional degree 4 0.02 6 3.03 

Doctorate degree 2 0.01 2 1.01 

 

 A requirement to participate in the research was employment; therefore, after data 

cleaning, 198 (100%) of the respondents were found to be currently working. Segmenting the 

industry in which the subjects were employed, 22 (11.1%) were currently in the military, 49 

(24.7%) were government civilians (not first responders), there was also 19 (9.6%) that were 

employed as a first responder (e.g., law enforcement, firefighter, paramedic, etc.), and 108 

(54.5%) categorized their industry as other. Regarding military service, 80 (40.4%) have 

identified themselves as a veteran (i.e., active-duty, reservist, guard, retired, separated, etc.). Of 
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those veterans, 4 (2.0%) were from U.S. Coast Guard, 21 (10.6%) were U.S. Air Force, 41 

(20.7%) were U.S. Army, 7 (3.5%) were from the U.S. Marine Corps, 7 (3.5%) were U.S. Navy 

and 0 from the U.S. Space Force. The current or last rank held by the veteran, 60 (66.7%) were 

enlisted and 20 (33.3%) were commissioned officers, with a range of time in service between 

under two years and 28 years. Table 2 is a further articulation of the industry and military service 

of the respondents. 

Table 2: Demographic Information – Industry and Military Service 

Frequencies of Industry for Respondents, (N = 198) 

Industry ƒ Rel ƒ cƒ Percentile 

Military 22 0.11 198 100.00 

Government Civilian (not first responder) 49 0.25 176 88.89 

First Responder 19 0.10 127 64.14 

Other 108 0.55 108 54.55 

 

Frequencies of Military Service for Respondents, (N = 198) 

Military Service ƒ Rel ƒ cƒ Percentile 

Yes 80 0.40 198 100.00 

No 118 0.60 118 59.60 

 

Frequencies of Branch of Service for Respondents, (N = 80) 

Branch of Service ƒ Rel ƒ cƒ Percentile 

United States Coast Guard 4 0.05 80 100.00 

United States Air Force 21 0.26 76 95.00 

United States Army 41 0.51 55 68.75 

United States Marine Corps 7 0.09 14 17.50 

United States Navy 7 0.09 7 8.75 

United States Space Force 0 0.00 0 0.00 

 

Frequencies of Years of Service for Respondents, (N = 80) 

Years of Service ƒ Rel ƒ cƒ Percentile 

30+ 0 0.00 80 100.00 

28 1 0.01 80 100.00 

26 1 0.01 79 98.75 

24 2 0.03 78 97.50 

22 3 0.04 76 95.00 

20 12 0.15 73 91.25 
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18 4 0.05 61 76.25 

16 4 0.05 57 71.25 

14 5 0.06 53 66.25 

12 3 0.04 48 60.00 

10 5 0.06 45 56.25 

8 10 0.13 40 50.00 

6 8 0.10 30 37.50 

4 14 0.18 22 27.50 

2 4 0.05 8 10.00 

<2 4 0.05 4 5.00 

 

 Table 3 articulates the respondents’ information as it relates to PTSD. Of the 198 

participants, 122 (61.6%) self-report having been diagnosed with the disorder; whereas, 76 

(38.4%) did not report having a formal diagnosis. However, all 76 of those respondents without a 

diagnosis met the APA (2013) definition of trauma required by Criterion A of the PTSD 

diagnostic checklist. For respondents who previously have been diagnosed with PTSD, they 

identified the cause as combat-related (39; 19.7%), noncombat-related (71; 35.9%), and both 

combat- and noncombat-related (12; 6.1%).  

Table 3: Demographic Information – PTSD 

Frequencies of PTSD Diagnosis for Respondents, (N = 198) 

PTSD Diagnosis ƒ Rel ƒ cƒ Percentile 

Yes 122 0.62 198 100.00 

No 76 0.38 76 38.38 

 

Frequencies of Experienced Trauma for Respondents, (N = 198) 

Experienced Trauma ƒ Rel ƒ cƒ Percentile 

Yes, but not diagnosed 76 0.38 198 100.00 

Diagnosed with PTSD 122 0.62 122 61.62 

 

Frequencies of Cause of PTSD Diagnosis for Respondents, (N = 198) 

Cause of PTSD Diagnosis ƒ Rel ƒ cƒ Percentile 

Combat-related 39 0.20 198 100.00 

Noncombat-related 71 0.36 159 80.30 

Combat- and noncombat-related 12 0.06 88 44.44 
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Not Diagnosed 76 0.38 76 38.38 

 

 

 

Descriptive Statistics, Correlations, and Independent Measures 

 

 The descriptive statistics for each of the four measurement variables, PTSD symptom 

severity (PCL Total), work performance (WLQ Total1), POS (POS Total), and Authentic 

Leadership (ALQ Total), provides the mean, standard deviation, and range of the cumulative 

responses provided by the study participants. The higher the PTSD symptom severity score 

results in the greater probability that an individual has PTSD. Work performance, measured by 

WLQ, assess work limitations; therefore, the higher the work limitation score, the greater the 

limitations a respondent experiences on the job, and the lower the employee’s work performance. 

The perception of the organizational support dimension suggests that the higher the score, the 

more a participant subjectively believes they are supported by their organization. Finally, the 

higher the AL score, the more the respondent believes their leader is authentic. 

 The cumulative responses are found in Table 4; however, to provide an overall 

understanding of the results, the sample’s average self-reported PTSD symptom severity score 

was 30.71 with a standard deviation of 17.10, which approaches the National Center for PTSD 

(2018) recommended cutoff score of 33 to indicate the likely presence of diagnosable PTSD. The 

range of responses from all participants was from 0 on the PCL-5 to a score of 69. Those 

individuals with a low score, such as 0, remained in the study due to their experience with 

trauma or a previous diagnosis of PTSD. Examining the responses toward work performance, the 

 
1 The cumulative score was used by aggregating the four WLQ clusters (i.e., Time Demand, Physical Demand, 

Interpersonal-Mental Demand, and Output Demand), rather than leveraging the WLQ Index. The cumulative score 

was used for interpretability; moreover, WLQ Index, which uses weights, does not fundamentally change the 

outcome. When I contacted the author about the weights, I was not provided information on how each was derived, 

nor the meaning of the weights (D. Lerner, personal communication, July 17, 2020).   
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cumulative response average was 114.90, with a standard deviation of 80.82. It was observed 

that the minimum work performance response was 0.00, suggesting they did not have any 

limitations at work, and the maximum was 337. Individuals’ average perception of 

organizational support was 29.86, with a standard deviation of 13.05. The range in response 

spanned the minimum and maximum scores of the scale, 0 to 48. The responses to the authentic 

leadership assessment demonstrated the mean score of authenticity at 37.84 (SD = 16.76). 

Perceived organizational support, similarly to AL, responses range the entirety of the scale from 

0 to 64. 

Table 4: Descriptive Statistics 

Descriptive Statistics for Independent, Dependent, and Moderator Variables 

Measures M SD Range 

PCL Total 30.71 17.10 0 - 69 

WLQ Total 114.90 80.82 0 - 337 

POS Total 29.86 13.05 0 - 48 

ALQ Total 37.84 16.76 0 - 64 

Note: N = 198. 

 

 The correlation matrix output consists of the control variables of sex, age, education, 

marital status, and source. Also present are the independent, dependent, and moderating 

cumulative totals for PTSD symptom severity, work performance, POS, and AL. Upon review of 

the correlation matrix, two control variables have a demonstrated significance with other 

variables: marital status and source. The first of the two is reasonable, which is that marital status 

is positively correlated with age, r(189) = .36, p < .001. This perspective suggests that as an 

individual increase in age, it also increases the propensity of marriage, separation, and so on.  

The second variable with multiple significant correlations is source. This variable 

identifies the nominal data collection method of snowball and MTurk. The correlations of source 

with age, r(189) = .30, p < .001, source with marital status, r(189) = -.30, p < .001, as well as the 
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correlation between source and PTSD symptom severity, r(189) = -.32, p < .001, and source and 

work performance, r(189) = -.32, p < .001. After further analysis of means for PTSD symptom 

severity outcome, it was found that the snowball samples’ mean, M = 40.16 (SD = 15.99), was 

numerically higher than MTurk, M = 27.51 (SD = 16.31). The snowball mean is consistent with 

Wortmann et al. (2016) results, a study involving a referral-based sample of military veterans, 

which ranges from 40.12 to 43.97. The MTurk mean is higher than those PCL-5 scores found in 

the Frewen et al. (2017) MTurk study, which ranged between 20.93 and 23.44 across three 

MTurk samples.  The means for work performance outcome was similar, in that the snowball 

mean, M = 159.57 (SD = 79.84), was numerically higher than MTurk, M = 99.80 (SD = 75.64). 

Analysis of each of the independent, dependent, and moderating cumulative variables 

demonstrate a significance of p < .001. Further review of the variable output shows both positive 

and negative relationships. Each relationship will be further explored during the hypothesis 

testing section. That stated, particular interest is toward correlation value of work performance 

and PTSD symptom severity, r(189) = .74, p < .001, as well as AL and POS, r(189) = .75, p < 

.001. While both are within an acceptable range of below .80 (Field, 2013), both results have a 

relatively high Pearson correlation coefficient, which may indicate multicollinearity and warrant 

further investigation.  The variance inflation factor (VIF) and tolerance will be assessed upon 

hypothesis review. 

Table 5: Correlation Matrix 

Correlation Matrix for Control, Dependent, Independent, and Moderator Variables 

    1 2 3 4 5 6 7 8 9 

1. Sex --         

2. Age .03 --        

3. Education .05 .07 --       

4. Marital Status .04 .36*** .06 --      

5. Source .30*** -.11 -.07 -.30*** --     
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6. PCL Total .00 -.14 .02 .1 -.32*** --    

7. WLQ Total -.13 -.12 .04 .1 -.32*** .74*** --   

8. POS Total .01 .1 .05 .03 .05 -.29*** -.34*** --  

9. ALQ Total -.04 -.01 .01 -.02 .14 -.29*** -.31*** .75*** -- 

 Note: *p<.05, **p<.01, ***p<.001, two-tail, and N=198. For sex, 1=male and 2 = female. For 

age, 19-55+. For education, 1=High school graduate (diploma or GED), 2=Some college credit, 

no degree, 3=Associate degree, 4= Bachelor degree, 5= Master degree, 6= Professional degree, 

7= Doctorate degree. For marital status, 1=Single (never married), 2= Married or domestic 

partnership, 3= Separated, 4=Divorced, 5=Widowed. For source, 1=Snowball and 2=MTurk. 

 

 Based on the high correlation between work performance and PTSD symptom severity 

and AL with POS, multiple CFAs were carried out to ensure the uniqueness of the measures. The 

criteria used to assess goodness of model fit as articulated by Hu and Bentler (1999) suggests the 

cutoff thresholds of comparative fit index (CFI; ≥ .90 for traditional, ≥ .95 for good), root mean 

square error of approximation (RMSEA; < .06 for good, <.10 for moderate), and standardized 

root mean square residual (SRMR; ≤ .08) among other indices. The two-factor model of work 

performance and PTSD symptom severity fit fairly well on most indices at 2 = 1714.07 (df = 

933), CFI = .87, RMSEA = .06, SRMR = .07. Given the high correlation between the two 

measurements, the indicators were loaded on the single latent variable of PTSD symptom 

severity. By doing so, a reduction in model fit was observed 2 = 1858.36 (df = 934), CFI = .85, 

RMSEA = .07, SRMR = .08, which supports the distinctiveness of the two measures.  

 The second two-factor CFA model assessed AL and POS. This model resulted in a good 

fit 2 = 568.51 (df = 247), CFI = .93, RMSEA = .08, SRMR = .04. Similar to the high correlation 

between work performance and PTSD symptom severity, AL and POS required additional 

analysis; therefore, the questions for each were loaded on the single latent variable of POS. The 

model demonstrated a reduction in fit indices with a 2 = 996.82 (df = 248), CFI = .84, RMSEA 

= .12, SRMR = .08. Again, the results support the distinctiveness of the two measures. While 

conducting the CFA’s, a Harman’s one factor test was conducted using a one-factor exploratory 
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factor analysis (EFA) to test for common method variance (Padsakoff et al., 2003). The first 

factor accounted for 34.95 percent of the variance, and therefore not a concern for common 

method bias. 

As discussed previously, data collection was conducted through two methods: snowball 

(N = 50) and MTurk (N = 148), and while the methodology for the collection was different, the 

surveys used were identical. Based on the same variables, with different participant groups, and 

independent sample t-test was selected for analysis. More specifically, the Welch t-test due to the 

different sample sizes (Ruxton, 2006). The test variables used were PTSD symptom severity, 

work performance, POS, and AL in relation to the source group variable. 

 Assessing the results, snowball group and PTSD symptom severity relationship 

accounted for M = 40.16 (SD = 15.99), which is numerically larger than MTurk, M = 27.51 (SD 

= 16.31). Welch’s t-test in the independent samples t-test the mean values were found to be 

statistically significantly different, t(85.92) = 4.81, p < .001, d = .78, and therefore, snowball 

method participants were associated with a larger mean PTSD symptom severity than those 

accessing the survey through MTurk. Similarly, snowball group and work performance 

relationship accounted for M = 159.57 (SD = 79.84), numerically larger than MTurk, M = 99.80 

(SD = 75.64). In Welch’s t-test the mean values were found to be statistically significantly 

different, t(80.15) = 4.64, p < .001, d = .77. Again, the snowball method participants were 

associated with a larger mean work performance reduction than those accessing MTurk. Due to 

statistically significant differences between the mean, an additional control variable was added to 

account for two collection methods. 

 Exploring the snowball group and POS relationship accounted for M = 28.70 (SD = 

13.40), which is numerically similar to MTurk, M = 30.25 (SD = 12.25). Welch’s t-test in the 
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independent samples t-test the mean values were not found to be statistically significantly 

different, t(82.11) = -.713, p = .478, d = -.12. Therefore, the snowball method was associated 

with a similar mean POS as those accessing MTurk. Likewise, snowball group and AL 

relationship accounted for M = 33.88 (SD = 19.45), which is numerically similar to MTurk, M = 

39.18 (SD = 15.59). In Welch’s t-test the mean values were not found to be statistically 

significantly different, t(71.44) = -1.75, p = .085, d = -.30. Finding, the snowball method was 

associated with a similar mean AL as those accessing MTurk. 

Table 6: Independent Sample T-Test 

Correlation Matrix for Variables 

    Snowball   Mturk           

  (N = 50)  (N = 148) Mean 

difference 

   
Cohen's 

d     M SD   M SD df t-test sig. 

Variables 
          

 PCLtot 40.16 15.99  27.51 16.31 12.65 85.92 4.81*** 0.00 0.78 

 WLQtot 159.57 79.84  99.80 75.64 59.76 80.75 4.64*** 0.00 0.77 

 POStot 28.70 13.40  30.25 12.95 -1.55 82.11 -0.71 0.48 -0.12 

 ALQtot 33.88 19.46  39.18 15.59 -5.30 71.44 -1.75 0.09 -0.30 

Note: *p<.05, **p<.01, ***p<.001, two-tail, and N=198. 

 

 

 

Results of Hypothesis Tests  
 

PTSD Symptom Severity and Trauma-Exposed Employee Work Performance 

 

 Hypothesis 1 is that PTSD symptom severity is negatively related to trauma-exposed 

employee work performance. As stated in the correlation section, the observed correlation 

coefficient of r(189) = .74 was within an acceptable range by being below the recognized .80 

threshold (Field, 2013), and a CFA confirmed the distinctiveness of the two measures. Further, 

the results of tolerance and VIF have been added to Table 7. The VIF should not be greater than 

10 (Bowerman & O’Connell, 1990; Cohen et al., 2003; Field, 2013; Myers, 1990), and the 
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average VIF must not be substantially greater than 1 (Bowerman & O’Connell, 1990; Field, 

2013). The tolerance below .10 indicates a problem (Field, 2013) and below .20 suggest a 

potential issue (Menard, 1995). The examination of PTSD symptom severity, the tolerance is 

0.85, and VIF was 1.17; therefore, further validating that multicollinearity is not a concern. 

Review of the normal P-P plot of regression standardized residual formed an approximately 

straight line, the data is not autocorrelated (Durbin-Watson = 1.95), a scatter plot of regression 

standardized residual and standardized predicted values appears to have homoscedasticity, and 

the normally distributed errors appear approximately normally distributed (Field, 2013). 

 To test H1, control variables were added in step 1, and PTSD symptoms severity was 

added in step 2. The results found in Table 7 display the relationship between PTSD symptom 

severity and work performance. The relationship is positive and significant (b = 3.38, p < .001; 

R2
Adjusted

  = .44). Further, the overall regression is statistically significant (F(6,191) = 41.45, p < 

.001, R2 = .57, R2
Adjusted  = .55). The WLQ measures work performance by examining the on-the-

job impact of chronic health problems (Lerner et al. 2001). The results show that as PTSD 

symptom severity increases, on-the-job impact (i.e., work limitations) also increases which 

reduces performance. In other words, as PTSD symptom severity increases, work performance 

decreases; therefore, the hypothesis is supported.   

Table 7: H1 Regression 

Hierarchical Regression of PTSD Symptom Severity toward Work Performance 

Variable B SE df t-test p-value Tolerance VIF F sig. R2
Adj. 

Step 1      
  

   

 Constant 265.41 39.34 192 6.75 0.00   5.82 0.00 0.11 

 Sex -6.48 11.52  -0.56 0.58 0.889 1.125  
 

 

 Age -1.50* 0.63  -2.40 0.02 0.868 1.152  
 

 

 Education 1.76 4.49  0.39 0.70 0.985 1.015  
 

 

 Marital Status 5.27 6.23  0.85 0.40 0.786 1.272  
 

 

 Source -57.06*** 13.89  -4.11 0.00 0.807 1.239  
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Step 2 
        

 
 

 Constant 56.79 31.72 191 1.79 0.08   41.45 0.00 0.55 

 Sex -19.03* 8.22  -2.32 0.02 0.878 1.139    

 Age -0.25 0.45  -0.55 0.58 0.834 1.199    

 Education 1.62 3.18  0.51 0.61 0.985 1.015    

 Marital Status 1.62 4.43  0.37 0.72 0.784 1.276    

 Source -9.72 10.43  -0.93 0.35 0.72 1.389    

  PCL Total 3.38*** 0.24   13.82 0.00 0.851 1.176       

Note: *p<.05, **p<.01, ***p<.001. The beta coefficients are unstandardized. 

 

 

 

PTSD Symptom Severity and Perceived Organizational Support 

 

Hypothesis 2 states that PTSD symptom severity will be negatively related to POS. To 

test H2, control variables were measured in step 1, and POS was added in step 2. An assessment 

of the normal P-P plot of regression standardized residual formed an approximately straight line, 

the data is not autocorrelated (Durbin-Watson = 1.50), a scatter plot of regression standardized 

residual and standardized predicted values appears to have homoscedasticity, and the normally 

distributed errors appear approximately normally distributed (Field, 2013). Additionally, the 

results found in Table 8 display the relationship between PTSD symptom severity and POS. The 

relationship is negative and significant (b = -0.23, p < .001; R2
Adjusted

  = .07). Further, the overall 

regression is statistically significant (F(6,191) = 3.26, p < .001, R2 = .09, R2
Adjusted  = .06). The 

results show that as PTSD symptom severity increases, POS decreases, and therefore, H2 is 

supported. 

Table 8: H2 Regression 

Hierarchical Regression of PTSD Symptom Severity toward Perceived Organizational Support 

Variable B SE df t-test p-value F sig. R2
Adj. 

Step 1         

 Constant 19.24 6.76 192 2.85 0.01 0.62 0.69 -.01 
 Sex -0.63 1.98  -0.32 0.75    

 Age 0.13 0.11  1.24 0.22    
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 Education 0.51 0.77  0.65 0.51    

 Marital Status 0.23 1.07  0.21 0.83    

 Source 2.33 2.39  0.98 0.33    

Step 2         

 Constant 33.45 7.40 191 4.52 0.00 3.26 0.00 .06 
 Sex 0.23 1.92  0.12 0.91    

 Age 0.05 0.11  0.46 0.65    

 Education 0.52 0.74  0.69 0.49    

 Marital Status 0.48 1.03  0.46 0.65    

 Source -0.89 2.43  -0.37 0.71    

  PCL Total -0.23*** 0.06   -4.03 0.00       

Note: *p<.05, **p<.01, ***p<.001. The beta coefficients are unstandardized. 

 

 

 

Perceived Organizational Support and Trauma-Exposed Employee Work Performance 

 

 Hypothesis 3 posits that POS will be positively related to successful trauma-exposed 

employee work performance. Similar to H1 and H2, control variables were added in step 1, and 

POS was added in step 2. Review of the normal P-P plot of regression standardized residual 

formed an approximately straight line, the data is not autocorrelated (Durbin-Watson = 2.04), a 

scatter plot of regression standardized residual and standardized predicted values appears to have 

homoscedasticity, and the normally distributed errors appear approximately normally distributed 

(Field, 2013). The results found in Table 9 demonstrate the relationship between POS and work 

performance. The association is negative and significant (b = -1.97, p < .001; R2
Adjusted

  = .10). 

Further, the overall regression is statistically significant (F(6,191) = 9.56, p < .001, R2 = .23, 

R2
Adjusted  = .21). An important note, the work performance instrument examines the on-the-job 

impact of chronic health problems (Lerner et al. 2001) such that higher scores indicate more 

limitations and worse performance; therefore, an inverse relationship would be expected with 

measures in which a higher score indicates more functional outcomes. The results demonstrate 

that as POS increases, on-the-job impact (i.e., work limitations) decreases which indicates 
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increased work performance. In other words, as POS increases, work performance increases; 

therefore, the hypothesis is supported.   

Table 9: H3 Regression 

Hierarchical Regression of Perceived Organizational Support toward Work Performance 

Variable B SE df t-test p-value F sig. R2
Adj. 

Step 1         

 Constant 265.41 39.34 192 6.75 0.00 5.82 0.00 .11 
 Sex -6.48 11.52  -0.56 0.58    

 Age -1.50* 0.63  -2.40 0.02    

 Education 1.76 4.49  0.39 0.70    

 Marital Status 5.27 6.23  0.85 0.40    

 Source -57.06*** 13.89  -4.11 0.00    

Step 2         

 Constant 303.27 37.90 191 8.00 0.00 9.56 0.00 .21 
 Sex -7.71 10.87  -0.71 0.48    

 Age -1.24* 0.59  -2.09 0.04    

 Education 2.75 4.24  0.65 0.52    

 Marital Status 5.71 5.88  0.97 0.33    

 Source -52.48*** 13.14  -3.99 0.00    

  POS Total -1.97*** 0.40   -4.97 0.00       

Note: *p<.05, **p<.01, ***p<.001. The beta coefficients are unstandardized. 

 

 

 

Moderating Influence of Authentic Leadership 

 

 Prior to running the analysis for H4a and H4b, PTSD symptom severity and AL were 

grand-mean centered, and then an interaction term was created by multiplying the newly created 

grand-mean centered predictor and moderator variables. The transformation was accomplished to 

control for the effects of multicollinearity between the predictor and the interaction term (Aiken 

& West, 1991; Field, 2013); moreover, when the interaction is statistically significant, a 

moderation is present. Hypothesis 4a suggests that AL moderates the relationship between PTSD 

symptom severity and trauma-exposed employee work performance. To test H4a, control 

variables, as well as the grand-mean centered variables were added in step 1, and the interaction 
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between PTSD symptom severity and AL was added in step 2. The results found in Table 10 

shows that the interaction between PTSD symptom severity and AL is not statistically significant 

(b = 0.01, p = .40; R2 = .00), and therefore, H4a is not supported. It is also important to note 

that an assessment of each of the WLQ’s demand clusters was completed. After review, none 

were found to be statistically significant; therefore, they were not assessed further. 

Table 10: H4a Moderation 

Moderation of AL between PSTD Symptom Severity and Work Performance 

Variable B SE df t-test p-value F sig. R2 

Step 1         

 Constant 159.86 28.63 190 5.58 0.00 36.91 0.00 .58 

 Sex -20.22* 8.16  -2.48 0.01    

 Age -0.30 0.45  -0.67 0.50    

 Education 1.79 3.15  0.57 0.57    

 Marital Status 2.14 4.39  0.49 0.63    

 Source -8.11 10.36  -0.78 0.44    

 PCL  3.23*** 0.25  12.88 0.00    

 ALQ  -0.52* 0.24  -2.18 0.03    

Step 2         

 Constant 163.89 29.05 189 5.64 0.00 32.33 0.00 .58 

 Sex -19.98* 8.17  -2.45 0.02    

 Age -0.31 0.45  -0.69 0.49    

 Education 1.71 3.16  0.54 0.59    

 Marital Status 2.05 4.40  0.47 0.64    

 Source -9.66 10.52  -0.92 0.36    

 PCL  3.22*** 0.25  12.82 0.00    

 ALQ  -0.53* 0.24  -2.21 0.03    

  PCL x ALQ 0.01 0.01   0.84 0.40       

Note: *p<.05, **p<.01, ***p<.001. The beta coefficients are unstandardized. 

 

When considering Hypothesis 4b, interest was toward the correlation value of AL and 

POS, r(189) = .75, p < .001, that test was ran. As identified in Field (2013), the correlation 

threshold is .80, and while the correlation for AL and POS was sub-threshold, further review of 
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the tolerance and VIF was conducted. The review of AL for tolerance is 0.90, and VIF was 

1.109; therefore, multicollinearity was not a concern.  

Hypothesis 4b suggests that AL moderates the relationship between PTSD symptom 

severity and POS. To test H4b, control variables, as well as the grand-mean centered variables of 

PTSD symptom severity and AL were added in step 1, and the interaction between PTSD 

symptom severity and AL was added in step 2. The results found in Table 11 show that the 

interaction between PTSD symptom severity and AL is not statistically significant (b = 0.00, p = 

.21; R2 = .00), and therefore, H4b is not supported. 

Table 11: H4b Moderation 

Moderation of AL between PSTD Symptom Severity and POS 

Variable B SE df t-test p-value Tolerance VIF F sig. R2 

Step 1 
          

 Constant 27.06 4.61 190 5.87 0.00   37.28 0.00 0.58 

 Sex 1.53 1.31  1.17 0.25 0.874 1.144    

 Age 0.11 0.07  1.48 0.14 0.831 1.203    

 Education 0.33 0.51  0.65 0.51 0.985 1.015    

 Marital Status -0.09 0.71  -0.13 0.90 0.781 1.28    

 Source -2.66 1.67  -1.59 0.11 0.716 1.396    

 PCL Tot Dev -0.07 0.04  -1.78 0.08 0.791 1.264    

 ALQ Tot Dev 0.57*** 0.04  14.80 0.00 0.904 1.107    

Step 2 
          

 Constant 26.09 4.67 189 5.59 0.00   32.91 0.00 0.58 

 Sex 1.47 1.31  1.12 0.26 0.873 1.146    

 Age 0.11 0.07  1.51 0.13 0.831 1.204    

 Education 0.35 0.51  0.69 0.49 0.984 1.016    

 Marital Status -0.07 0.71  -0.10 0.92 0.781 1.281    

 Source -2.29 1.69  -1.35 0.18 0.694 1.44    

 PCL Tot Dev -0.07 0.04  -1.73 0.09 0.79 1.266    

 ALQ Tot Dev 0.57*** 0.04  14.86 0.00 0.902 1.109    

  PCL x ALQ 0.00 0.00   -1.25 0.21 0.964 1.037       

Note: *p<.05, **p<.01, ***p<.001. The beta coefficients are unstandardized.  
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Post Hoc Sub-Facet Analysis 

Additional analysis was conducted to investigate the component clusters of the WLQ: 

time management demand, physical demand, mental-interpersonal demand, and output demand, 

to further assess the effects on trauma-exposed employee work performance. Each of the 

components comprises the work limitations of the employee with a scale between 0 – 100. The 

WLQ total cumulative scale score is a sum of each cluster. As seen in Table 12, the mean 

descriptive statistics for time management is 33.34 (SD = 24.89); whereas, the mean physical 

demand limitation is 23.97 (SD = 24.04). Further, the mean for mental-interpersonal and output 

demand limitations are 29.77 (SD = 21.27) and 27.82 (SD = 24.02), respectively.  

Table 12: Descriptive Statistics - Clusters 

Descriptive Statistics for WLQ Clusters 

Measures M SD Range 

WLQtm 33.34 24.89 0 - 95 

WLQpt 23.97 24.04 0 - 95.83 

WLQmit 29.77 21.27 0 - 83.33 

WLQot 27.82 24.02 0 - 100 

Note: N = 198. WLQtm = Time Management Demand, WLQpt = Physical Demand, WLQmit = 

Mental-Interpersonal Demand, and WLQot = Output Demand. 

 

The WLQ component clusters were added to the correlation matrix for control, 

independent, dependent, and moderator variables to determine the association with the primary 

model’s variables. Each is significant to the p < .001, with the exception of output demand and 

POS, which is p < .01. Reviewing the clusters, each demand is significantly negatively correlated 

with source, which is consistent with PTSD symptom severity and work performance totals. 

Each WLQ demand is significantly positively correlated with PTSD symptom severity, which is 

again consistent with the work performance variable. It is observed that the mental-interpersonal 

demand has a higher correlation at r(185) = .72, p < .001, and while within range, it will be 

reviewed for multicollinearity. The demand cluster relationships with both POS and AL are 
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negatively significant. It is important to note that while WLQ demand components are associated 

with WLQ total and each other, each demand will not be tested against the other due each being 

aggregated as part of WLQ total.
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Table 13: Correlation Matrix – Clusters 

Correlation Matrix for Control, Dependent, Independent, and Moderator Variables 

    1 2 3 4 5 6 7 8 9 10 11 12 13 

1 Sex --             

2 Age .03 --            

3 Education .05 .07 --           

4 Marital Status .04 .36*** .06 --          

5 Source .30*** -.11 -.07 -.30*** --         

6 PCLtot .00 -.14 .02 .10 -.32*** --        

7 WLQtot -.13 -.12 .04 .10 -.32*** .74*** --       

8 POStot .00 .10 .05 .03 .05 -.29*** -.34*** --      

9 ALQtot -.04 -.01 .01 -.02 .14 -.29*** -.31*** .75*** --     

10 WLQtm -.09 -.06 .06 .10 -.35*** .64*** .86*** -.28*** -.28*** --    

11 WLQpt -.11 -.12 .07 .08 -.17* .55*** .77*** -.29*** -.29*** .50*** --   

12 WLQmit -.08 -.10 .00 .08 -.33*** .72*** .91*** -.34*** -.26*** .76*** .55*** --  

13 WLQot -.17* -.11 .00 .07 -.26*** .64*** .90*** -.27*** -.23** .68*** .59*** .83*** -- 

Note: *p<.05, **p<.01, ***p<.001, two-tail, and N=198.  
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The final two-factor CFA model assessed work performance – mental and interpersonal 

demand and PTSD symptom severity. This model resulted in a fairly good fit, with 2 = 770.02 

(df = 369), CFI = .89, RMSEA = .07, SRMR = .06. Testing on the single latent variable of PTSD 

symptom severity, model had a reduction in fit indices with a 2 = 1014.04 (df = 370), CFI = .83, 

RMSEA = .09, SRMR = .08. The results support the distinctiveness of the two measures. 

Adding to the analysis, an assessment was conducted using the four WLQ clusters: time 

management demand, physical demand, mental-interpersonal demand, and output demand. As 

can be seen in Table 14, each WLQ subscale variable shows that the snowball group was 

numerically larger than MTurk. Further, it demonstrates that each is statistically significantly 

different; therefore, snowball method participants were associated with a larger mean PTSD 

symptom severity than those accessing MTurk. 

Table 14: Independent Sample T-Test - Clusters 

Correlation Matrix for WLQ Subscale Variables 

    Snowball   Mturk           

  (N = 50)  (N = 148) Mean 

difference 

   
Cohen's 

d     M SD   M SD df t-test sig. 

WLQ Subscale Variables 
        

 WLQtm 48.29 25.20  28.29 22.74 20.01 77.72 4.97*** 0.00 0.83 

 WLQpt 30.92 24.02  21.63 23.67 9.29 83.42 2.37* 0.02 0.39 

 WLQmit 41.76 21.33  25.72 19.74 16.04 79.23 4.68*** 0.00 0.78 

  WLQot 38.60 23.84   24.17 23.05 14.43 82.11 3.73*** 0.00 0.62 

Note: *p<.05, **p<.01, ***p<.001, two-tail, and N=198. 

Hypothesis 1 Sub-Facet Analysis: PTSD Symptom Severity toward Work Performance 

Based on the work performance limitation measure having four subscale variables: time 

management demand, physical demand, mental-interpersonal demand, and output demand, the 

necessity to have a greater understanding of how each impact work performance was required. 

The following hierarchical regressions were tested in sequence. To test time management, 
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control variables were added in step 1, and PTSD symptoms severity was added in step 2. The 

results found in Table 15 displays the relationship between PTSD symptom severity and work 

performance-time management. The relationship is positive and significant (b = 0.87, p < .001; 

R2
Adjusted = .31). Further, the overall regression is statistically significant (F(6,191) = 24.94, p < 

.001, R2 = .44, R2
Adjusted  = .42). This supports the results found for H1 at the subscale level of 

time management. It demonstrates that as PTSD symptom severity increases, on-the-job impact 

on time management also increases, which reduces an individual’s ability to manage schedule 

and time demands (Lerner et al., 2001). In other words, as PTSD symptom severity increases, 

time management decreases. 

Table 15: H1 Regression – Time Management 

Hierarchical Regression of PTSD Symptom Severity toward Work Performance – TM 

Variable B SE df t-test p-value F sig. R2
Adj. 

Step 1         

 Constant 75.33 12.09 192 6.23 0.00 6.05 0.00 0.11 
 Sex 0.62 3.54  0.17 0.86    

 Age -0.32 0.19  -1.66 0.10    

 Education 0.78 1.38  0.57 0.57    

 Marital Status 0.92 1.92  0.48 0.63    

 Source -20.16*** 4.27  -4.72 0.00    

Step 2         

 Constant 21.62 11.10 191 1.95 0.05 24.94 0.00 0.42 
 Sex -2.62 2.88  -0.91 0.36    

 Age 0.00 0.16  0.03 0.98    

 Education 0.75 1.11  0.67 0.50    

 Marital Status -0.02* 1.55  -0.01 0.99    

 Source -7.98* 3.65  -2.19 0.03    

  PCL Total 0.87*** 0.09   10.16 0.00       

Note: *p<.05, **p<.01, ***p<.001. The beta coefficients are unstandardized. 

 

To test the physical demand, control variables were added in step 1, and PTSD symptoms 

severity was added in step 2. As seen in Table 16, the relationship between PTSD symptom 

severity and work performance-physical demand. The relationship is positive and significant (b = 
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0.77, p < .001; R2
Adjusted

  = .26). Further, the overall regression is statistically significant 

(F(6,191) = 15.11, p < .001, R2 = .32, R2
Adjusted  = .30). This supports the results found for H1 at 

the subscale level of physical demand. It also demonstrates that as PTSD symptom severity 

increases, on-the-job impact on the physical demand scale also increases, which reduces an 

individual’s ability to complete on-the-job functions such as stamina, coordination, flexibility, 

and so on (Lerner et al., 2001). In other words, as PTSD symptom severity increases, physical 

demands decrease. 

Table 16: H1 Regression – Physical 

Hierarchical Regression of PTSD Symptom Severity toward Work Performance – PT 

Variable B SE df t-test 
p-

value 
F sig. R2

Adj. 

Step 1         

 Constant 49.06 12.14 192 4.04 0.00 2.66 0.02 0.04 
 Sex -3.70 3.56  -1.04 0.30    

 Age -0.45* 0.19  -2.33 0.02    

 Education 1.48 1.39  1.06 0.29    

 Marital Status 2.44 1.92  1.27 0.21    

 Source -7.10 4.29  -1.66 0.10    

Step 2         

 Constant 1.31 11.79 191 0.11 0.91 15.11 0.00 0.30 
 Sex -6.57* 3.05  -2.15 0.03    

 Age -0.17 0.17  -0.98 0.33    

 Education 1.44 1.18  1.22 0.22    

 Marital Status 1.61 1.65  0.98 0.33    

 Source 3.73 3.88  0.96 0.34    

  PCL Total 0.77*** 0.09   8.51 0.00       

Note: *p<.05, **p<.01, ***p<.001. The beta coefficients are unstandardized. 

 

To test the mental-interpersonal demand, the concern of potential multicollinearity must 

be addressed. While mental-interpersonal demand had a higher correlation total of r(185) = .72, 

it was sub-threshold. The examination of the mental-interpersonal demand subscale for the WLQ 
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was found to have a tolerance of 0.85, and VIF was 1.18; therefore, multicollinearity is not a 

concern. Further, the assumption for serial correlation has been met (Durbin-Watson = 2.04).  

To complete the assessment, control variables were added in step 1, and PTSD symptoms 

severity was added in step 2. The results found in Table 17 displays the relationship between 

PTSD symptom severity and work performance-mental-interpersonal demand. The relationship 

is positive and significant (b = 0.85, p < .001; R2
Adjusted

  = .41). Further, the overall regression is 

statistically significant (F(6,191) = 35.47, p < .001, R2 = .53, R2
Adjusted  = .51). This supports the 

results found for H1 at the subscale level of mental-interpersonal demand. It also demonstrates 

that as PTSD symptom severity increases, the on-the-job impact on the mental-interpersonal 

demand scale also increases, which reduces cognitive functioning for job tasks and also reduces 

social interaction (Lerner et al., 2001). In other words, as PTSD symptom severity increases, 

mental-interpersonal demands decrease.  

Table 17: H1 Regression – Mental-Interpersonal 

Hierarchical Regression of PTSD Symptom Severity toward Work Performance – MIT 

Variable B SE df t-test p-value Tolerance VIF F sig. R2
Adj. 

Step 1         
  

 Constant 70.66 10.38 192 6.81 0.00   5.60 0.00 0.10 
 Sex 1.16 3.04  0.38 0.70 0.89 1.13    

 Age -0.32 0.17  -1.96 0.05 0.87 1.15    

 Education -0.37 1.19  -0.32 0.75 0.99 1.02    

 Marital Status 0.46 1.65  0.28 0.78 0.79 1.27    

 Source -16.94*** 3.67  -4.62 0.00 0.81 1.24    

Step 2           

 Constant 17.95 8.71 191 2.06 0.04   35.47 0.00 0.51 
 Sex -2.01 2.26  -0.89 0.37 0.88 1.14    

 Age -0.01 0.13  -0.06 0.95 0.83 1.20    

 Education -0.41 0.87  -0.47 0.64 0.99 1.02    

 Marital Status -0.46 1.22  -0.38 0.71 0.78 1.28    

 Source -4.98 2.87  -1.74 0.08 0.72 1.39    

  POS Total 0.85*** 0.07   12.71 0.00 0.85 1.18       

Note: *p<.05, **p<.01, ***p<.001. The beta coefficients are unstandardized. 
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To test the output demand, control variables were added in step 1, and PTSD symptoms 

severity was added in step 2. The results found in Table 18 displays the relationship between 

PTSD symptom severity and work performance-output demand. The relationship is positive and 

significant (b = 0.88, p < .001; R2
Adjusted

  = .34). Further, the overall regression is statistically 

significant (F(6,191) = 24.39, p < .001, R2 = .43, R2
Adjusted  = .42). This supports the results found 

for H1 at the subscale level of output demand. It also demonstrates that as PTSD symptom 

severity increases, on-the-job impact on the output demand scale also increases, which reduces 

an individual’s ability to provide quantity and quality (Lerner et al., 2001). In other words, as 

PTSD symptom severity increases, output demands decrease. 

Table 18: H1 Regression – Output 

Hierarchical Regression of PTSD Symptom Severity toward Work Performance – OT 

Variable B SE df t-test p-value F sig. R2
Adj. 

Step 1         

 Constant 70.36 11.91 192 5.91 0.00 4.22 0.00 0.08 
 Sex -4.55 3.49  -1.31 0.19    

 Age -0.41* 0.19  -2.15 0.03    

 Education -0.13 1.36  -0.09 0.93    

 Marital Status 1.44 1.89  0.76 0.45    

 Source -12.86** 4.21  -3.06 0.00    

Step 2         

 Constant 15.90 10.77 191 1.48 0.14 24.39 0.00 0.42 
 Sex -7.83** 2.79  -2.81 0.00    

 Age -0.08 0.15  -0.53 0.60    

 Education -0.16 1.08  -0.15 0.88    

 Marital Status 0.49 1.50  0.33 0.75    

 Source -0.50 3.54  -0.14 0.89    

  PCL Total 0.88*** 0.08   10.63 0.00       

Note: *p<.05, **p<.01, ***p<.001. The beta coefficients are unstandardized. 

Hypothesis 3 Sub-Facet Analysis: POS toward Work Performance 
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Like H1, the dependent variable, work performance, has four subscale variables that 

assess on-the-job impact. Those demands are time management demand, physical demand, 

mental-interpersonal demand, and output demand. Further review of the impact of each cluster is 

necessary to understand the relationship of POS and each demand that comprises work 

performance.  

POS and Time management were positively related, and similar to H1 and H2, control 

variables were added in step 1, and POS was added in step 2. The results found in Table 19 

demonstrates the relationship between POS and work performance-time management was 

negative and significant (b = -0.49, p < .001; R2
Adjusted

  = .07). Further, the overall regression is 

statistically significant (F(6,191) = 8.01, p < .001, R2 = .20, R2
Adjusted  = .18). This supports the 

results found for H3 at the subscale level of time management demand. It does so by showing 

that as POS increases, on-the-job time management decreases, which increases performance. In 

other words, as POS increases, skills like manage schedule and time demands increase (Lerner et 

al., 2001). 

Table 19: H3 Regression – Time Management 

Hierarchical Regression of Perceived Organizational Support toward Work Performance – TM  

Variable B SE df t-test p-value F sig. R2
Adj. 

Step 1         

 Constant 75.33 12.09 192 6.23 0.00 6.05 0.00 0.11 
 Sex 0.62 3.54  0.17 0.86    

 Age -0.32 0.19  -1.66 0.10    

 Education 0.78 1.38  0.57 0.57    

 Marital_Status 0.92 1.92  0.48 0.63    

 Source -20.162*** 4.27  -4.72 0.00    

Step 2         

 Constant 84.75 11.90 191 7.12 0.00 8.01 0.00 0.18 
 Sex 0.31 3.41  0.09 0.93    

 Age -0.25 0.19  -1.36 0.18    

 Education 1.03 1.33  0.77 0.44    
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 Marital_Status 1.04 1.85  0.56 0.58    

 Source -19.021*** 4.13  -4.61 0.00    

  POStot -0.49*** 0.12   -3.94 0.00       

Note: *p<.05, **p<.01, ***p<.001. The beta coefficients are unstandardized. 

 

The physical demand and POS were positively related. To investigate the effect, control 

variables were added in step 1, and POS was added in step 2. The results found in Table 20 

showed that the relationship between POS and work performance-physical demand was negative 

and significant (b = -0.51, p < .001; R2
Adjusted

  = .07). Further, the overall regression is 

statistically significant (F(6,191) = 5.13, p < .001, R2 = .14, R2
Adjusted  = .11). This supports the 

results found for H3 at the subscale level of physical demand. The results demonstrate that as 

POS increases, on-the-job physical demand decreases, which increases performance. In other 

words, as POS increases, so does employees’ physical demand with attributes like stamina, 

coordination, flexibility (Lerner et al., 2001). 

Table 20: H3 Regression – Physical 

Hierarchical Regression of Perceived Organizational Support toward Work Performance – PT  

Variable B SE df t-test p-value F sig. R2
Adj. 

Step1         

 Constant 49.06 12.14 192 4.04 0.00 2.66 0.02 0.04 

 Sex -3.70 3.56  -1.04 0.30    

 Age -0.45* 0.19  -2.33 0.02    

 Education 1.48 1.39  1.06 0.29    

 Marital_Status 2.44 1.92  1.27 0.21    

 Source -7.10 4.29  -1.66 0.10    

Step 2         

 Constant 58.78 11.93 191 4.93 0.00 5.13 0.00 0.11 

 Sex -4.01 3.42  -1.17 0.24    

 Age -0.38* 0.19  -2.06 0.04    

 Education 1.73 1.34  1.30 0.20    

 Marital_Status 2.55 1.85  1.38 0.17    

 Source -5.93 4.14  -1.43 0.15    

  POStot -0.51*** 0.13   -4.05 0.00       

Note: *p<.05, **p<.01, ***p<.001. The beta coefficients are unstandardized. 
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The mental-interpersonal demand and POS were positively related. In this review, the 

control variables were added in step 1, and POS was added in step 2. The results found in Table 

21 showed that the relationship between POS and work performance-mental-interpersonal 

demand was negative and significant (b = -0.52, p < .001; R2
Adjusted

  = .10). Further, the overall 

regression is statistically significant (F(6,191) = 9.34, p < .001, R2  = .23, R2
Adjusted  = .20). This 

supports the results found for H3 at the subscale level of mental-interpersonal demand. The 

results demonstrate that as POS increases, on-the-job mental-interpersonal demand decreases, 

which increases performance. In other words, as POS increases, so does employees’ mental-

interpersonal demand with skills such as employees’ cognitive ability toward work tasks and 

better social interaction (Lerner et al., 2001). 

Table 21: H3 Regression – Mental-Interpersonal 

Variable B SE df t-test p-value F sig. R2
Adj. 

Step 1         

 Constant 70.66 10.38 192 6.81 0.00 5.60 0.00 0.10 

 Sex 1.16 3.04  0.38 0.70    

 Age -0.32 0.17  -1.96 0.05    

 Education -0.37 1.19  -0.32 0.75    

 Marital_Status 0.46 1.65  0.28 0.78    

 Source -16.94*** 3.67  -4.62 0.00    

Step 2 
        

 Constant 80.64 10.00 191 8.06 0.00 9.34 0.00 0.20 

 Sex 0.83 2.87  0.29 0.77    

 Age -0.26 0.16  -1.63 0.11    

 Education -0.11 1.12  -0.10 0.92    

 Marital_Status 0.58 1.55  0.37 0.71    

 Source -15.73*** 3.47  -4.54 0.00    

  POStot -0.52*** 0.11   -4.96 0.00       

Hierarchical Regression of Perceived Organizational Support toward Work Performance – MIT 

Note: *p<.05, **p<.01, ***p<.001. The beta coefficients are unstandardized. 

 

Output demand and POS were positively associated. Further, to measure the relationship, 

the control variables were added in step 1, and POS was added in step 2. The results found in 
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Table 22 demonstrated that the association between POS and work performance-output demand 

was negative and significant (b = -0.45, p < .001; R2
Adjusted

  = .05). Further, the overall 

regression is statistically significant (F(6,191) = 6.02, p < .001, R2 = .16, R2
Adjusted  = .13). This 

supports the results found for H3 at the subscale level of output demand. The results show that as 

POS increases, on-the-job output demand decreases, which is an actual increase in performance. 

To put it another way, as POS increases, so does the employees’ output demand. Output demand 

skills are those tasks that impact employees’ quantity and quality of their production (Lerner et 

al., 2001). 

Table 22: H3 Regression – Output 

Hierarchical Regression of Perceived Organizational Support toward Work Performance – OT  

Variable B SE df t-test p-value F sig. R2
Adj. 

Step 1         

 Constant 70.36 11.91 192.00 5.91 0.00 4.22 0.00 0.08 

 Sex -4.55 3.49  -1.31 0.19    

 Age -0.41* 0.19  -2.15 0.03    

 Education -0.13 1.36  -0.09 0.93    

 Marital_Status 1.44 1.89  0.76 0.45    

 Source -12.86** 4.21  -3.06 0.00    

Step 2 
        

 Constant 79.10 11.78 191.00 6.72 0.00 6.02 0.00 0.13 

 Sex -4.84 3.38  -1.43 0.15    

 Age -0.35 0.19  -1.88 0.06    

 Education 0.11 1.32  0.08 0.94    

 Marital_Status 1.54 1.83  0.85 0.40    

 Source -11.80** 4.08  -2.89 0.00    

  POStot -0.45*** 0.12   -3.69 0.00       

Note: *p<.05, **p<.01, ***p<.001. The beta coefficients are unstandardized. 
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Discussions, Limitations, Future Research, and Conclusion 

Discussion 

According to the American Psychiatric Association (2013), the National Institute of 

Mental Health (2018), and the Department of Veterans Affairs (2019), the United States’ general 

population prevalence rate of PTSD is between 3 to 4 percent in one year; moreover, the lifetime 

prevalence rate of the disorder within the U.S. is 7 to 8 percent (APA, 2013; NIMH, 2018, VA, 

2019). Given that next to sleep, work is the most time-consuming activity in a person’s life 

(Kemp & Kleinplatz, 1985), it is surprising at how little research outside of symptomatology, 

epidemiology, prevalence, and treatment there has been, especially to investigate PTSD and 

organizations. Amabile et al. (2004), as well as Cadwallader et al. (2010) argue that 

organizational success is not merely the result of an organizational strategy, but a result of 

employees’ performance and productivity. This research is that first step to build what should be 

a robust body of literature focusing on the relationships and causes of PTSD with leadership, 

organizational support, and work performance and productivity to better support those suffering 

from the disorder. It is to build the dialog and develop a relational understanding of how PTSD 

symptom severity is associated with employee work performance, perceptions of organizational 

support, and it examines the link between perceived organizational support and employee work 

performance of those exposed to trauma. Further, the study investigates whether or not Authentic 

Leadership moderates those relationships. 

To the best of my knowledge, this dissertation reports the first study evaluating the 

impact of PTSD symptom severity toward trauma-exposed employee work performance, despite 

growing consensus that mental health symptomatology and employee work performance should 

be measured (Hollifield et al., 1997). I found a unidirectional negative change, in that when 
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PTSD symptoms severity increased, trauma-exposed employee performance decreased. This is 

an important finding because this is the first study to empirically validate these findings; 

moreover, it demonstrates strong the relationship of PTSD symptom severity toward 

performance. 

While hypothesis 1 is supported, a greater understanding of the relationship between 

PTSD symptom severity and each of the trauma-exposed employee work performance limitation 

subscales was desired to more effectively posit the importance of the PTSD symptom severity 

and trauma-exposed employee work performance findings. Again, similar to each PTSD 

comorbid disorder outcomes, as PTSD symptom severity increase, trauma-exposed employee 

work performance in the time management, physical, mental and interpersonal, and output 

demands decreases. Therefore, an employer may observe employees’ reduction in their ability to 

manage their schedule, potentially decreased stamina and coordination, have challenges 

understanding their work and difficulty with their supervisor and coworkers, as well as lower 

quality and quantity of their output (Lerner et al., 2001). The inverse is also expected. As PTSD 

symptom severity decreases, trauma-exposed employee work performance is expected to 

increase. Each demand provides a greater understanding of the expected trauma-exposed 

employee work performance limitations and based on the post hoc results, mental-interpersonal 

has the greatest impact, followed by time, output, and physical demands. 

Considering Hypothesis 2, previous research found that POS is an antecedent to PTSD 

symptom severity outcomes (see Kelley et al., 2014; Rhoades & Eisenberger, 2002), other 

research discusses stress as an antecedent to POS (see Barnes et al., 2013; Carlier et al., 1997). 

This study further validates the relationship of PTSD symptom severity toward POS. There are 

numerous scenarios that change the directionality of the linkage. For example, individuals may 
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find themselves in a new position within the same organization, change position location, 

experience leadership turnover, or experience symptom onset that impairs the existing 

supervisor-subordinate relationship. Regardless of the situation, new relationships and 

perceptions are developed. The PTSD criterion of negative alterations in cognitions and mood 

includes negative affectivity (APA, 2013), which influences the perception of self and their 

supervisor toward the negative (Aquino & Thau, 2009), and that sense predisposes the 

perspective to classify ambiguous supervisor behavior as abusive (Tepper et al., 2007; Zhang & 

Bednall, 2016).  

Guided by OST, employees develop a perception of whether or not their organization 

values their contributions and cares about their well-being—that impression is POS (Eisenberger 

et al., 1986; Eisenberger & Stinglhamber, 2011; Shore & Shore, 1995). Considering the 

relationship of POS on PTSD symptom severity while POS’ antecedents include abusive 

leadership, supervisor and coworker supportiveness, transformational and transactional 

leadership, fairness, among others (Kurtessis et al., 2017), previous research has not examined 

trauma and stressor-related disorders, particularly posttraumatic stress. Similar to the Barnes et 

al. (2013) findings, this research supports the relationship that PTSD and Criteria A stressors 

(APA, 2013) may affect the perceptions of organizational support, in that as symptoms become 

worse, an individual’s perception of supportiveness from the organization decreases. This 

finding is interesting because it suggests that an individual’s posttraumatic stress symptom 

severity may influence perceived organizational support, and further validate Barnes et al. (2013) 

findings. POS research concentrates on the organization members' treatment, employee-

organization relationship quality, human resource practices, and job conditions (Kurtosis et al., 

2017). This research suggests that there may be underlying individual disorders that may also 



 

 

75 

influence their perception of organizational support, which is consistent with Barnes et al. 

(2013), and may suggest that those who have higher PTSD symptom severity may also be 

skeptical or find support challenging to accept initially.  

POS and work performance literature is relatively robust. Previous research has found 

that POS increases employees’ overall senses of well-being (Kurtessis et al., 2017), reduced 

negative affectivity (George et al., 1993), as well as harmful behaviors (Kurtessis et al., 2017; 

Shanock & Eisenberger, 2006). Hypothesis 3 takes the previous POS research and extends the 

literature by assessing the relationship between POS and trauma-exposed employee work 

performance. Similar to hypothesis 1 analysis, POS to trauma-exposed employee work 

performance required extending previous research on co-occurring disorders to PTSD. Research 

supports positive work performance outcomes for PTSD comorbid disorders, such as depression 

and anxiety when POS is present (Grant-Vallone & Ensher, 2001; Haar & Broughman, 2010; Liu 

et al., 2013). Previous literature also shows that a reduction in POS increases workplace stress 

and poses physical, as well as mental and interpersonal challenges (Arnold & Dupre, 2012; Biron 

et al., 2006; Calnan et al., 2001; Lowe et al., 2003). It also demonstrates a decrease in physical, 

mental, and output demands (Andrea et al., 2003; Boles et al., 2004; Chang et al., 2015; Hilton et 

al., 2010; Suzuki et al., 2015).  

In this study of people with symptoms of PTSD, I found that as POS increases trauma-

exposed employee work performance limitations decrease or conversely work performance 

increases. This finding suggests that further review into the four subscales is needed to 

understand the importance of the results. In short, when POS increases trauma-exposed 

employee work performance increases. The findings from the sub-analyses show that employees 

diagnosed with the disorders should have better scheduling and time management, increased 
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stamina, coordination, and flexibility, as well as better cognitive ability and social interaction, 

and increase performance and quality output (Lerner et al., 2001). The increase of trauma-

exposed employee work performance demonstrates the importance of its relationship with POS. 

While the moderating effect of Authentic Leadership was not supported in this study, the 

strength of this work is with the new understanding of PTSD symptom severity and its negative 

relationship with trauma-exposed employee work performance, PTSD symptom severity and 

negative association with POS, as well as the positive relationship between POS and trauma-

exposed employee work performance. As Follmer and Jones (2018) stated, industrial-

organizational psychology and management literature is underdeveloped as it pertains to mental 

health in the workplace. While more work is required, this study starts the dialog for 

organizations and the approximately 9.8 to 13.1 million Americans who have experienced 

trauma consistent with DSM-5, Criteria A (APA, 2013), and the symptoms clusters associated 

with the disorder who are employed.  

Below is the graphic depicting the supported and not supported relationships: 

 

Figure 8: Overview of Model Support  
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Practical and Research Implications 

From a practical perspective, organizations should recognize the relationship between 

PTSD symptom severity and trauma-exposed employee performance. Understanding that early 

intervention to support individuals may limit the reduction in work performance. Further, work 

aids may be a real consideration for those who suffered trauma. For example, if time 

management becomes a concern for an employee, software applications that act as reminders 

may reduce tardiness. Organizations should also be cognizant that as PTSD symptom severity 

increases, trauma-exposed employees may have a reduced sense that the organization cares about 

their well-being and contributions. Regardless of whether there has been a change with 

supervisors or peers, the perception of those with higher PTSD symptom severity may indicate 

that the organization does not care, regardless if it is warranted; therefore, the organizations 

should provide genuine and constant affirmation to those who have experienced trauma. As 

individuals increase their belief that the organization values their contribution and cares about 

their well-being, the relationship shows there is also an increase in trauma-exposed employee 

work performance in this sample of respondents with symptoms of PTSD. Each of these 

perspectives should be reinforced by organizational policy and through training programs to 

support those who have experienced trauma, but also to enhance awareness and appreciation for 

what fellow employees experience and how to interact to enable a supportive culture.  

This research also starts the dialog of how PTSD symptom severity affects those 

individuals who experience symptoms, their work performance, and how they perceive their 

organization; however, more investigation is required. While this research demonstrates the 

relationship, consideration for causation is needed. One of the challenges is access to the sample 

population that is currently employed. This may be done through the use of MTurk. While 
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nascent, there is a growing body of literature using the platform to survey those who have 

experienced trauma. This may alleviate the challenges with finding a hard to reach population. 

 

Limitations 

Every study has its limitations, and this research is not exempt from acknowledging its 

constraints. First, this research used a cross-sectional design; therefore, data was collected 

through surveys at one time and does not demonstrate causality. Future consideration toward a 

longitudinal design should be considered for causation. Second, based on the emergence of this 

new area of organizational and performance research, there appears not to be a theory that helps 

articulate trauma-exposed response within the workplace. Outside OST, more work is required to 

understand the trauma-exposed effect on the organization, as well as its effect on performance 

and productivity. 

Finally, data collection was completed by two different methods due to Coronavirus 

Disease 2019 (COVID-19). The original data collection methodology that was selected for this 

study was the snowball technique. It was used to engage hard to reach populations such as those 

diagnosed with PTSD (Faugier & Sargeant, 1997; Hendricks & Blanken, 1992; Momartin et al., 

2003; Stevanović et al., 2016), which may lack randomness, and therefore, limit generalizability. 

That stated, researchers suggest that based on the broad organizational and industry samples, 

there is the potential of greater generalizability than initially thought (Demerouti & Rispens, 

2014; Frazier & Tupper, 2018; Frieder et al., 2015). Another consideration of the snowball 

technique is the bias associated with social networks (Faugier & Sargeant, 1997; Rapoport, 

1957). COVID-19 limited network access to subjects; and therefore, Amazon’s MTurk was used 

to supplement participant interaction. Recent research by Engle, Talbot, and Samuelson (2020) 
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found that Amazon’s MTurk is a viable option, and while it is understood that MTurk is a new 

collection method for trauma-exposed participants, further validation is required for consistency 

across samples is required. 

 

Suggestions for Future Research 

 Based on the discussion, implications, and limitations, there are ample possibilities for 

future research. Beginning with the negative relationship present between PTSD symptom 

severity and trauma-exposed employee work performance, further consideration of PTSD 

clusters in relation to work performance limitations is necessary. Doing so will establish the 

association of the criterion toward the demand, thereby enabling greater emphasis for training 

and employee support opportunities. A similar research option is to test the PTSD symptom 

cluster relationship with POS. Testing the relationship would focus on the perspective that 

particular criterion may provide a greater explanation for the negative relationship. Further, 

adding trust as an indirect effect between PTSD symptom severity and POS, rather than merely 

an outcome of POS, may prove interesting, thereby gaining additional insight into the impact of 

PTSD symptom severity.  

Extending the current construct, consideration of the positive relationship between POS 

and trauma-exposed employee work performance, an assessment of the association between POS 

and each of the work performance limitations would be useful to provide an understanding for 

policy, training, and employee response programs. While AL was not found to have a 

moderating effect in this study, future research should continue to explore the relationship 

between PTSD symptom severity and POS, moderated by leadership constructs at, or above, the 

PCL-5 threshold. Doing so will help to understand if leadership can aid an individual and 
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whether or not the organization cares about their well-being. Additionally, it would be useful to 

understand if POS indirectly affects the relationship between PTSD symptom severity and 

trauma-exposed employee work performance.  

While this study is the beginning of the research on how PTSD symptom severity impacts 

organizations, as well as individual performance and productivity, future research should be 

toward a longitudinal study. By following trauma-exposed employees, practitioners and 

researchers may begin to understand the causation on POS, work performance, and work 

productivity. Future research should also continue to test the relationships between MTurk and 

other in-person data collection methods. MTurk provides an opportunity for timely responses, 

which is more conducive to building the foundational understanding of the impact of PTSD in 

the workplace. 

 

Closing Remarks 

Previous prevalence research shows that PTSD is a problem for those in the military, first 

responders, and law enforcement, and is also certainly an issue for individuals who are not 

employed in high-risk professions. Based on the high risk of trauma-exposure over an 

individual’s lifetime, it is surprising that so little literature is available. Although not included 

until the DSM-3 as a mental health disorder, trauma and its results have existed for millennia. 

Therefore, research into the effects of PTSD symptom severity on organizations and employee 

work outcomes is long overdue. The purpose of this study was to start that dialog and determine 

if relationships exist between PTSD symptom severity, trauma-exposed employee work 

performance and POS. The results have demonstrated that there is a relationship between each 

variable, but more research is required. Organizational Support Theory, through POS, suggests 
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that when an organization values employees’ contributions and cares about employees’ well-

being, performance increases. This research found that the theory holds for those with symptoms 

of PTSD by demonstrating a positive relationship between POS and trauma-exposed employee 

work performance in this group. The results also demonstrate the importance that an organization 

has for its employees. Based on the current literature available, there is an abundance of 

opportunities for future research. Going forward, it is the expectation of this study to be first in 

what is hoped to become a robust area of research focusing on PTSD symptom severity and its 

effects on an organization, employee work performance, and employee work productivity. 
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