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a b s t r a c t

Background: Posttraumatic stress disorder (PTSD) and major depressive disorder (MDD) are highly
comorbid (Elhai et al., 2008. J. Clin. Psychiatry, 69, (4), 597–602). Rumination is a cognitive mechanism
found to exacerbate and maintain both PTSD and MDD (Elwood et al., 2009. Clin. Psychol. Rev. 29, (1), 87–
100; Olatunji et al., 2013. Clin. Psychol.: Sci. Pract. 20, (3), 225–257).
Aims: Assess whether four rumination subtypes moderate the relationship between comorbid PTSD and
MDD symptoms.
Method: We consecutively sampled patients (N¼45) presenting to a mental health clinic using self-
report measures of PTSD and MDD symptoms, and rumination in a cross-sectional design.
Results: Repetitive rumination moderates the relationship between PTSD and MDD symptoms at one
standard deviation above the mean (β¼ .044, p¼ .016), while anticipatory rumination moderates the
relationship between PTSD and MDD symptoms at mean levels and higher levels of anticipatory
rumination (mean β¼ .030, p¼ .042; higher β¼ .060, p¼ .008).
Discussion: Repetitive and anticipatory rumination should be assessed in the context of comorbid PTSD
and MDD and interventions should focus on reducing these rumination subtypes.
Limitations: Results should be replicated with other trauma populations because the number and
complexity of traumatic events may impact the assessed symptoms. Constructs should also be assessed
longitudinally, in order to establish causality. We are unable to confirmwhy rumination styles moderated
the relationship between PTSD and depression or why counterfactual thinking and problem-focused
thinking did not moderate the relationship between the two constructs.

& 2015 Elsevier B.V. All rights reserved.

1. Introduction

Posttraumatic stress disorder (PTSD) and major depressive
disorder (MDD) are highly comorbid, with 48–55% of individuals
with a lifetime diagnosis of PTSD also meeting the criteria for a
diagnosis of MDD (Elhai et al., 2008). This high comorbidity rate
persists even after controlling for overlapping symptoms (Elhai
et al., 2008; Grubaugh, et al., 2010). Thus, it is important to
investigate constructs that could play a role in the relationship
between these highly comorbid diagnoses; our current study
focuses on rumination.

Rumination, the tendency to have repetitive, persistent, uncontrol-
lable and intrusive thoughts (Brinker and Dozois, 2009; Rippere, 1977),
is a cognitive mechanism found to exacerbate andmaintain both PTSD

and MDD (see Elwood et al. (2009)) for review on rumination and
PTSD; see Olatunji et al. (2013) for review on rumination and
depression). Despite research on the role rumination plays separately
in both PTSD and depression, little known research has examined the
way rumination affects the relationship between the two disorders;
particularly whether subtypes of rumination impact the relationship
differently.

1.1. Rumination and PTSD

Rumination is a maladaptive form of cognitive coping (Brewin
and Holmes, 2003). Rumination is a distinct construct separate from
PTSD theorized to maintain PTSD symptoms by cognitively avoiding
thinking of traumatic memories (Ehlers and Clark, 2000). According
to Ehlers and Clark's cognitive model of PTSD (Ehlers and Clark,
2000), which was reviewed in Brewin and Holmes (2003), rumina-
tion is a cognitive strategy that is utilized to reduce levels of distress
that result from negative interpretations of intrusive traumatic
memories. Therefore, rumination has been deemed a cognitive
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avoidance strategy in which a person perseverates on the causes,
consequences, and meaning of the trauma without fully processing
the traumatic memory itself (Ehlers and Steil, 1995; Michael et al.,
2005). Rumination results in the faulty processing of information
and increases PTSD symptom severity (Ehring et al., 2008).

Rumination has been found to longitudinally predict PTSD
symptoms up to six months following a traumatic event (Ehring
et al., 2008). Michael et al.(2007) found that assault survivors with
PTSD reported significantly more rumination than assault survi-
vors without PTSD. Furthermore, several types of rumination
appear to affect PTSD severity, such as ineffective thinking,
perseveration over why something happened and what would
have happened had circumstances been different, and continued
pressure to ruminate (Michael et al., 2007).

1.2. Rumination and depression

Most research investigating rumination has been examined in the
context of depression. The Nolen-Hoeksema (1991) Response Styles
Theory (RST) of rumination posits that rumination plays a role in
onset and maintenance of depression because people who ruminate
focus on the causes, meanings, and consequences of their depressive
symptoms. Indeed, it appears that rumination exacerbates negative
mood in depressed individuals, and increases negative thinking about
the future (Lavender and Watkins, 2004). Longitudinal research has
shown that rumination predicts the onset of depression in various
samples, such as college students (Just and Alloy, 1997), community
samples (Huffziger et al., 2009), and adolescents (Wilkinson et al.,
2013). A recent meta-analysis by Olatunji et al. (2013) found that
participants with depressive disorders reported significantly higher
rumination levels than participants with anxiety disorders. In regard
to types of rumination, depression has shown a stronger relationship
with brooding rumination (comparing one's current situation to an
idealized alternative) over reflective rumination (engaging in cogni-
tive problem-solving through internal reflection; see review in
Olatunji et al. (2013).

1.3. Rumination in comorbid depression and PTSD

To date, there are few studies that have investigated rumination's
role in both PTSD and depression. A recent study by Birrer andMichael
(2011) found that rumination is heightened in individuals with both
PTSD and depression, in contrast to depressed-only individuals;
additionally, ruminationwas a trigger for intrusive images. Rumination
also was multidimensional, taking the form of “what-if” types of
thoughts, thoughts of depressive content, and thoughts about the
original distressing event (Birrer and Michael, 2011).

1.4. Study aims

Because of the limited research examining rumination's rela-
tionships with PTSD and depression, it is important to investigate
rumination's impact on these diagnostic constructs. This study is
important in several areas.

First, it utilized a relatively new measure of rumination, the
Ruminative Thought Style Questionnaire (RTSQ; Brinker and
Dozois, 2009). This measure is notable because it was initially
developed to measure a broader style of ruminative thinking than
traditional measures of rumination, and is not biased due to
variables such as specific emotional states, the content of items,
and information that was time-specific (Brinker and Dozois, 2009).
The RTSQ was found to have four subtypes of rumination, includ-
ing problem-focused thoughts, repetitive thoughts, counterfactual
thinking, and anticipatory thoughts (Tanner et al., 2013).

Problem-focused thoughts were defined as recurrent thoughts
about solving problems, and believed to be associated with deficits

in problem-solving ability and information processing (Tanner
et al., 2013). Counterfactual thinking was defined as thoughts
about alternative outcomes (Tanner et al., 2013). Tanner et al.
(2013) postulated this to be related to feelings of regret, shame,
guilt, disappointment, and relief. Repetitive thoughts were defined
as repetitive, intrusive, and involuntary thoughts. Anticipatory
thoughts were defined as intrusive thoughts and perseveration
over future possible events (Tanner et al., 2013). Tanner et al.
(2013) purported that this style would be protective against
mental disorders because of the possible hopefulness of the
cognitions. For example, if someone who is depressed begins
ruminating on “in the future I will have a great time with my
friends,” s/he may begin to feel better in the moment, and
therefore reduce their depressive symptoms. However, this result
is in contrast to other findings, which have found that rumination
results in more negative future thinking (Lavender and Watkins,
2004); thus, someone who anticipates the future to be bleak may
actually have exacerbated depressive symptoms.

Second, this study goes beyond past research to investigate
subtypes of rumination and their relative impact on the relation-
ship between PTSD and depressive symptoms. Indeed, it is
important to recognize that rumination is a complex cognitive
construct (Birrer and Michael, 2011) with several facets that can
have differential impacts on different disorders.

We hypothesized that the four subtypes of rumination from the
RTSQ would all significantly moderate the relationship between
PTSD and depressive symptoms, meaning that the presence of
subtypes of rumination in individuals with PTSD will result in
greater depressive symptoms. We believe this for the following
reasons: 1) Counterfactual thinking subscale will moderate this
relationship, given the evidence for “what-if” types of thinking in
both PTSD and depression (Birrer and Michael, 2011), 2) Antici-
patory thoughts subscale will moderate this relationship, given
evidence that rumination exacerbates negative mood in depressed
individuals and leads to increased negative future thinking
(Lavender and Watkins, 2004), 3) Repetitive thoughts subscale,
given the evidence for intrusive thinking/uncontrollable negative
thoughts in both PTSD and depression (Birrer and Michael, 2011),
will also moderate this relationship, and 4) Lastly, problem-
focused rumination subscale will moderate the relationship, given
that models of PTSD (Ehlers and Clark, 2000) posit that rumination
results in deficiencies in adaptive problem-solving; and rumina-
tion is associated with poor problem-solving in depression
(Donaldson and Lam, 2004).

2. Method

2.1. Procedures

This study was approved by a university Institutional Review
Board prior to data collection and was conducted in accordance
with the Declaration of Helsinki. Participants seeking mental
health services were recruited by trained staff in the waiting room
at a community mental health center in the Midwestern U.S. This
study utilized a cross-sectional study design. Participants were
provided an informed consent statement and then were asked to
complete a web survey of questionnaires at their initial intake
appointment or second therapy appointment at the clinic. The
survey took 30 min to complete and included other measures not
assessed in this paper.

2.2. Participants

The sample consisted of 45 adults (76% female; 18–71 years old,
M¼34.09, SD¼11.52; 91% Caucasian; 16% Latino) who indicated
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having had prior trauma exposure. Participants were selected from
a larger sample of 100 individuals consecutively seeking treat-
ment. Participants represented a wide income distribution: 44%
made less than $15,000 (n¼20), 9% made $15,000–$24,999 (n¼4),
16% made $25,000–$49,999 (n¼7), 13% made $50,000–$79,999
(n¼6), and 18% made $80,000 or more (n¼8). They represented
diverse education levels: 11% had less than a high school diploma
(n¼5), 29% had a high school diploma and no college (n¼13), 38%
had some college (n¼17), 11% had a college degree (n¼5), 9%
sought graduate level training (n¼4), one individual did not report
their education level.

2.3. Questionnaires

The 20-item RTSQ assessed rumination (e.g., “I tend to replay
past events as I would have liked them to happen”) with a 7-point
response scale (“1¼does not describe me at all” to “7¼describes me
very well”; Brinker and Dozois, 2009). This study utilized the four
subscales of rumination found by the Tanner et al. (2013) factor
analysis of the RTSQ. These subscales consisted of the following:
problem-focused thoughts (items 1–4; with a 0–28 range of scores),
repetitive thoughts (items 5–8; with a 0–28 range of scores),
counterfactual thinking (items 9, 11–14; with a 0–35 range of
scores), and anticipatory thoughts (items 17 and 20; with a 0–14
range of scores). Only those 15 items were used in the analyses
because five items from the original scale did not converge onto
their identified factors (Tanner et al., 2013). Cronbach's alphas
ranged from .86 to .94, demonstrating excellent internal consistency
of the four subscales in the present study. The RTSQ has shown good
convergent validity with the Response Style Questionnaire and the
Global Rumination Scale (rs¼ .396 and.602, respectively), and has
shown excellent internal consistency (Brinker and Dozois, 2009).

The Patient Health Questionnaire (PHQ-9) is a 9-item self-
report measure of depressive symptoms. Responses range from 0
(“Not at all”) to 3 (“Nearly every day”); higher scores indicate more
severity. The PHQ-9 has a high sensitivity and specificity for major
depression (Kroenke et al., 2001) as well as excellent internal
consistency (α¼ .87; Goodman et al., 1998). In the present study
the PHQ-9 had excellent internal consistency (α¼ .93).

The Stressful Life Events Screening Questionnaire (Goodman
et al., 1998), a self-report measure, assessed for lifetime traumatic
event exposure by inquiring about eleven specific traumas and
two catch-all items. The response scale has two options (“yes“ or
“no“). At the end of the questionnaire, participants were asked
which of their endorsed events is causing the most distress.
Participants were then instructed to answer the PTSD Checklist
for DSM-5 while thinking about the most distressing traumatic
event. The SLESQ has shown an 85% specificity rate, as well as
excellent concurrent validity and test–retest reliability (Goodman
et al., 1998).

The PTSD Checklist for DSM-5 (PCL-5) was used to assess PTSD
symptoms(Weathers et al., 2013). The PCL-5 is a 20-item measure
with a 5-point response scale ranging from 0¼“Not at all” to
4¼“Extremely.” In this study, internal consistency was excellent
(α¼ .97). The PCL-5 is the latest version of the measure reflecting
the DSM-5 diagnostic changes. The initial PCL demonstrated
adequate to excellent reliability (α¼ .94; test–retest r¼ .88) and
has shown similar psychometric properties across diverse popula-
tions including adult civilians seeking outpatient care (Cook et al.,
2005). The original PCL's psychometric properties have been
reviewed in McDonald and Calhoun (2010) and Wilkins et al.
(2011) articles. Preliminary validity work on the PCL-5 has shown
that the cut-off score of 38 points reflects probable PTSD
(Weathers et al., 2013). In our study, the mean for trauma-
exposed victims (n¼45) was 48.31, which suggests that this was
a PTSD symptomatic sample.

2.4. Analytic plan

First data were screened. Then demographic and trauma exposure
data were assessed in order to understand the sample descriptively.
The analyses were completed using only the participants who had
indicated prior trauma exposure (n¼45). All variables were found to
be normally distributed. Rumination subscales were found not to be
collinear. To assess the hypotheses that the subscales of rumination
would moderate the relationship between PTSD and depressive
symptoms, four multiple regression analyses were completed using
SPSS v.21. Variables were centered, and then interaction terms were
calculated prior to entering them into the regression equations. In all
of the regressions, PTSD was entered in the first step, followed by a
rumination subscale, and in the final step the interaction term was
entered. After finding statistically significant moderation effects, the
authors probed the moderation analyses to determine at what level
the moderation occurred using the MODPROBE SPSS macro (Hayes
and Matthes, 2009).

2.5. Exclusions and missing data

From the 100 participants who took part in the study, 10 were
excluded from analyses in the initial screening phase, 8 of which
started the survey but did not complete any measures and two did
not fill out the depression measure. Missing data were found to be
missing completely at random and were estimated using max-
imum likelihood (ML) estimation.

3. Results

Participants endorsed exposure to a range of traumatic events
with an array of traumas that cause the most current distress.
Multiple traumas could be endorsed by each participant, but only
one trauma could be listed as causing the most current distress.
More than half of the sample reported multiple trauma exposures.
The most prevalent traumatic events experienced included 80%
having a loved one die by accident, suicide, or homicide (n¼36),
followed by 62% reporting physical abuse (n¼28), and 56% in a
life-threatening accident (n¼25). Among the most distressing
traumatic events reported, 31% of the sample indicated witnessing
a loved one die was most distressing (n¼14), 16% found being in a
life-threatening accident was most distressing (n¼7), and 13%
reported being a victim of childhood sexual abuse was most
distressing (n¼6).

Results further indicated that 53% (n¼24) of the sample had a
probable PTSD diagnosis based on the DSM-5 PTSD algorithm
wherein probable diagnosis persists when one symptom on
Cluster B and C and two symptoms on Cluster D are endorsed
moderately or higher (Weathers et al., 2013). Thirty-six percent
(n¼16) of the participants had a probable MDE diagnosis based on
the DSM-5 criteria that five of the nine items be endorsed at a two
or greater, including either the first or second question on the
PHQ-9 and four other items (Andrews et al., 2007). The cut-off
score used was a total score of 10 or greater. Noteworthy is that
20% (n¼9) had a comorbid PTSD-MDE diagnosis. Additionally, the
overall rumination scale averaged 74.53 (SD¼33.49), with the
subscales of problem-focused rumination, counterfactual rumina-
tion, repetitive rumination, and anticipatory rumination averaging
16.40 (SD¼8.85), 15.76 (SD¼7.29), 17.00 (SD¼7.73), and 6.76
(SD¼4.07) respectively.

3.1. Multiple regression analyses

Results, found in Tables 1 and 2, revealed that only anticipatory
rumination and repetitive rumination significantly moderated the

M.E. Roley et al. / Journal of Affective Disorders 180 (2015) 116–121118



relationship between PTSD and depressive symptoms. Further
clarification of the moderation analyses revealed PTSD signifi-
cantly predicts depressive symptoms at mean levels of anticipa-
tory rumination (β¼ .030, p¼ .042), as well as at one standard
deviation above the mean (β¼ .060, p¼ .008). For repetitive
rumination moderation analyses, moderation was only statistically
significant at one standard deviation above the mean. That is, at
higher levels of repetitive rumination, greater PTSD symptoms
predict greater depressive symptoms (β¼ .044, p¼ .016). Problem-
focused rumination (β¼ .112, p¼ .118) and counterfactual rumina-
tion (β¼ .160, p¼ .071) did not significantly moderate the relation
between PTSD and depression symptoms. There were statistically
significant main effects found for both problem-focused rumina-
tion (β¼ .736, po .001, R2 ¼ .748) and counterfactual rumination
(β¼ .492, po .001, R2¼ .526). This means that adults who have
greater PTSD symptoms and who engage in repetitive rumination
or anticipatory rumination are at greater risk for depressive
symptoms, while engagement in other forms of rumination did
not increase the risk for depressive symptoms above and beyond
having elevated PTSD symptoms. The statistically significant inter-
actions are illustrated in Figs. 1 and 2.

4. Discussion

Consistent with our hypotheses, we found that anticipatory rumina-
tion and repetitive rumination moderated the relationship between
PTSD and depressive symptoms. Inconsistent with our hypotheses,
problem-focused rumination and counterfactual rumination did not
moderate the relationship between PTSD and depressive symptoms.

Anticipatory rumination, defined as intrusive thoughts and perse-
veration over future possible events, moderated the relationship
between PTSD and depressive symptoms at themean and one standard
deviation above the mean level of anticipatory rumination. This means
that when anticipatory rumination is at an average level or higher and
someone has PTSD symptoms, they are likely to also have greater
depressive symptoms. We argue that anticipatory rumination among

individuals with PTSD who have intrusive memories about their
traumatic events, which are painful and shocking to experience and
can happen at any time, may exacerbate co-occurring depressive
symptoms. That is, if individuals ruminate on the trauma or on the
possibility of more traumatic experiences happening in the future, they
may feel more depressed. Though the causal nature of the relationship
between PTSD symptoms, rumination, and depressive symptoms could
not be assessed in the current study, thus we are only able to conclude
that when individuals have intrusive PTSD symptoms, and anticipatory
rumination at moderate and high levels, co-occuring depressive symp-
toms are elevated. This is consistent with Lavender andWatkins' (2004)
findings. Further, research has found that individuals with PTSD have
altered worldviews wherein they view themselves, others, and the
world negatively (Fischer and Ayoub, 1994; Iverson et al., 2011; Janoff-
Bulman and Frieze, 1983). Likewise, people with depression tend to
have more negative views of themselves and their future (Iverson et al.,
2011). Thus, if someone ruminates about the possibility of more
negative future events, his/her depressive symptoms would be greater
than if they did not have PTSD. Tanner et al. (2013) hypothesized that
anticipatory rumination would be protective against depressive symp-
toms. Our results show the contrary when PTSD and depression
symptoms co-occur. In a longitudinal study examining rumination's
predictive ability for depression in a match-paired sample of formerly
hospitalized and community adults, Huffziger et al. (2009) found that
across both samples, individuals who ruminate about their depressive
symptoms are at higher risk for future depressive episodes. This lends
support to the current authors' view that anticipatory rumination may
be tapping into rumination about depressive symptoms, which appears
to put people at higher risk for problems.

Repetitive rumination, consistent with more traditional conceptua-
lizations of rumination (Nolen-Hoeksema et al., 1993), is repetitive and
intrusive thoughts that occur involuntarily (Brinker and Dozois, 2009).
Our analyses found that repetitive rumination only moderates the
relationship between PTSD and depression when repetitive rumination
is high. As discussed, the intrusive nature of traumatic memories lends
itself to more depressogenic thoughts. It would make sense that
someone with higher levels of repetitive rumination would have worse
PTSD symptoms and depressive symptoms given the overlap in
dysphoric symptoms between the two disorders (Biehn
et al., 2013; Contractor et al., 2014; Elklit et al., 2010). Additionally,
cognitive symptoms associated with PTSD may play an important role
with repetitive rumination. Cognitive symptoms include when a
person's view of the world, themselves, or others is altered negatively;
in accord with the Theory of Shattered Assumptions (Janoff-Bulman
and Frieze, 1983), such that after trauma exposure they view the world
as scarier and more dangerous. If individuals with PTSD have the
cognitive symptoms, repetitive rumination may serve to exacerbate
those negatively altered cognitions.

Regarding our findings that were contrary to our hypotheses, it may
be that problem-focused rumination is impairing at all levels of PTSD
and depressive symptoms. Thus, it may be better understood as having
a direct effect on problem-solving ability and information processing,
as opposed to an indirect effect. Indeed, studies have found evidence
for the direct impact of rumination on problem-solving ability
(Lyubomirsky and Nolen-Hoeksema, 1995; Nolen-Hoeksema et al.,
2008). We too found problem-focused rumination to have a direct
effect on both PTSD and depression symptoms.

Counterfactual thinking, defined as thoughts about alternative out-
comes, was projected to relate to feelings of regret, guilt, and relief
(Tanner et al., 2013) by the authors of the RTSQ. It is possible that
individuals who are depressed have a difficult time engaging in
thinking about alternative outcomes. In this vein, research has found
that depressed individuals tend to get stuck in a “tunnel vision.” Thus,
while research has found individuals with PTSD to have a high level of
guilt/regret (Okulate and Jones, 2006), it may be that those with co-
occurring depression do not engage in counterfactual thinking.

Table 1
Regression analysis of repetitive rumination moderating the relationship between
PTSD and depression.

Predictors B SE B β t p ΔR2

Step 1
PTSD .030 .016 .189 1.905 .06 .036
Step 2
PTSD .015 .012 .090 1.577 .118
Repetitive rumination .593 .072 .622 8.161 .000 .394nn

Step 3
PTSD� repetitive rumination .003 .001 .171 2.239 .027 .028n

n po .05.
nn p o .01.

Table 2
Regression analysis of anticipatory rumination moderating the relationship
between PTSD and depression.

Predictors B SE B β t p ΔR2

Step 1
PTSD .030 .016 .189 1.905 .060 .036
Step 2
PTSD .024 .014 .147 2.060 .105
Anticipatory rumination .834 .167 .441 4.849 .000 .193nn

Step 3
PTSD� anticipatory rumination .008 .004 .193 2.154 .034 .036n

n p o .05.
nn p o .01.
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4.1. Implications

There are important clinical implications stemming from this
study. First, our findings highlight the need for assessment of
rumination, especially anticipatory and repetitive rumination in
patients with comorbid PTSD and depressive symptoms. Second, it
will be important for interventions to target anticipatory rumina-
tion and repetitive rumination in the treatment of co-occurring
PTSD and depressive symptoms. Specifically, cognitive-behavioral
interventions, which successfully reduce depressive symptoms
(Feng et al., 2012; Hans and Hiller, 2013; Vittengl et al., 2007),
however are 81% effective at reducing relapse in the first year and
only 46% effective in reducing relapse in the second year post-
treatment (Vittengl et al., 2007). For individuals who ruminate,
cognitive-behavioral interventions can focus on reducing rumina-
tion in order to reduce the barriers to effective cognitive restruc-
turing. Thus, rumination, which maintains/exacerbates depressive
thought cycles, can be targeted by disputing beliefs on the utility
of rumination. Once rumination is reduced, thought restructuring
can then be more effectively targeted. Finally, results highlight the
importance of assessing for subscales of rumination rather than
the overall rumination construct given differences in findings
associated with different rumination subscales.

4.2. Limitations and future research

Our study had limitations. Although it was a strength of our study to
collect data from a community-based clinical population, our results
should be replicated with other trauma populations (for example,
military war veterans) due to the possibility that the number and com-
plexity of traumatic events may impact PTSD symptoms, rumination,
and co-occurring depressive symptoms. Another limitation is that we
used the PCL-5, which has preliminary validity with only forty-five
participants, thus the measure's generalizability may be limited, how-
ever this measure is the only known validated measure of PTSD for the
DSM-5 (Weathers et al., 2013). The PCL-5 has shown excellent psycho-
metric properties (Weathers et al., 2013), and more research is needed
to confirm these validity findings. Further, wewere unable to assess the
content of participants' rumination. Thus, we are unable to confirmwhy
rumination styles moderated the relationship between PTSD and
depression or why counterfactual thinking and problem-focused think-
ing did not moderate the relationship between the two constructs. Fut-
ure research should assess the content of participants' rumination as
well as the style of rumination that participants' engage in. Lastly, we
used self-report measures that may lead to response biases and social
desirability effects. Future research can benefit from multimethod
assessments.

Fig. 1. Repetitive rumination moderates relationship between PTSD and depressive symptoms.

Fig. 2. Anticipatory rumination moderates relationship between PTSD and depressive symptoms.
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