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Abstract

Background: Earlier research has shown that the experiencarbf ehronic interpersonal
trauma (ECIP) is related to insecure attachmentrtmantic partners in adulthood. However,
it has not been tested to date whether this isfepéar early-onset trauma and what the
exact relationship is between trauma type, adtdthtment and posttraumatic stress disorder
(PTSD). The aims of this study were (1) to comatelt attachment in an ECIP group to
that in individuals who experienced a late-onsetearly single or a non-interpersonal
trauma, and (2) to test whether adult attachmenliates the relationship between the
experience of interpersonal trauma and PTSD sympgearity.

Material and methods: Two hundred and sixty English-speaking Internetsisecruited
through trauma-or health-related websites, comglatset of online questionnaires assessing
trauma history, adult attachment security, intespeal problems, PTSD symptom severity,
as well as screenings of depression and bordgréreonality disorder. Attachment security
was assessed with the Experiences in Close RethimRevised scale (Fraley et al., 2000)
which taps the two adult attachment dimensionsdaraie and anxiety.

Results: Following the application of exclusion criterid)®individuals (190 women)
remained in the sample. The early chronic intexqaabktrauma groum(= 130), which
included individuals sexually or physically abusedhildhood, reported significantly more
attachment avoidance and anxiety than the latep@tsonal it = 31) and the non-
interpersonal trauma group € 24). However, no difference was found betweetyesdort-
term = 24) and early chronic traumas. Furthermore, aattdichment showed to be a partial
mediator of the association between trauma typePar®D symptom severity.

Conclusion: Attachment-related avoidance and anxiety in adollhmay be a consistent
sequel of early interpersonal trauma and may duutiito the development of PTSD. Future
research needs to test whether insecure adulhattat is a unique sequel of interpersonal
trauma or whether it stems from increased PTSD symseverity following interpersonal

trauma.

Keywords:interpersonal trauma, childhood abuse, adult attacit, interpersonal problems,

posttraumatic stress disorder, online study
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Adult attachment and interpersonal problems among @rvivors of early chronic
interpersonal trauma

Early chronic interpersonal trauma, such as phisicaexual abuse in childhood, constitutes
a drastic threat to an individual’s physical anggb®logical integrity (Briere & Elliott,

1994). Experiences of abuse have the potentigaeel a wide range of detrimental traces in
the affected individual's mind and behavior. Thesema sequelae may be both short- and
long-termed and they are likely to interfere widirieus aspects of an individual’s
psychosocial functioning. The association betwdwldiscood abuse and posttraumatic stress
disorder (PTSD) has been supported by many in&giigs and among a wide variety of
community and clinical samples (e.g., Briggs & Jgyt997; Cloitre, Scarvalone, & Difede,
1997; van der Kolk, Roth, Pelcovitz, Sunday, & $zirola, 2005). However, apart from
experiencing PTSD, childhood abuse survivors ofidditionally face more complex
symptoms which affect various domains of their p®gocial functioning (van der Kolk et
al., 2005).

Early and long-standing traumatic experiences imtarpersonal context, such as the parent-
child relationship, are assumded to have partibuttrimental effects on a child’'s
developing view of the self in interpersonal redaghips (Cole & Putnam, 1992) and on their
attachment patterns (Limke, Showers, & Zeigler-t#010). Therefore, the impact of these
traumatic experiences is likely to be reflectethsecure attachment and interpersonal
problems. The fact that disturbances in attachraennot restricted to parent-child
attachment but are often carried on to adulthodwrevthey can affect an individual’s
intimate partner relationships, makes them pasditylkevere. Some authors suggest that
interpersonal traumas which occurred repeatedlyandh began at an early point of the
child’s life are more likely to be associated wiitkerpersonal problems, compared to non-
interpersonal traumas (e.g., disasters), or trawmhash occurred only once or which had a
late onset (e.g., van der Kolk et al., 2005). Hosveto the author’s knowledge, there are no
published studies to date comparing the impaciftdrdnt types of interpersonal trauma on
attachment security. Hence, one of the aims opthseent thesis is to clarify the association
between different forms of traumatic experiences agtult attachment patterns. Besides, this
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study intends to investigate the role of PTSD waitthie relationship of traumatic experiences
and adult attachment security.

The introduction of this thesis includes a theaadtreview of the research on early chronic
interpersonal trauma, its effects on mental healtld, its relationship with attachment
security and interpersonal problems in adulthoadtifermore, methodological aspects
concerning the study of complex sequelae of edmgrac interpersonal trauma will be
discussed followed by methodological and ethicalsterations regarding Web-based data
collection. The second part of the present thesisides the description of the empirical
study which emerged from the analysis of the cuditarature on the consequences of

interpersonal trauma.
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1 Introduction

1.1 The concept of interpersonal trauma

1.1.1 Definition of a traumatic stressor

The diagnostic and statistical manual of mentadrdisrs IV (DSM-IV-TR, 4" ed., American
Psychiatric Association [APA], 2000) provides cridefor stressors that can potentially evoke
PTSD. These requirements include (1) that an idd&fi was exposed to one or more events
that involved actual death or the threat of deatbeoious injury of oneself or others, or a
threat to one’s own or others’ physical integribdg?2) that the individual responds to these
events with intense fear, helplessness, or hdmarhildren this response may instead involve

disorganized or agitated behavior.

Briere (2004) postulated that a stressor’s potettiavoke PTSD largely depends on
whether it involves unintended acts (e.g., motdiasle accidents) and non-human origins
(e.g., floods, earthquakes) or whether it resutimifintended interpersonal violence.
Violence and abuse is associated with more postiaia symptomatology than unintended
acts or natural disasters (Briere & Elliott, 200D)e following two sections review different
approaches to a categorization of traumatic evatsare of interpersonal nature. First, a
dichotomous concept is described. Subsequentbtcansl approach is introduced which

takes into account more than two types of integeabktrauma.

1.1.2 Type I versus type Il childhood trauma

In a review of characteristics of traumatic expeces in childhood, Lenore Terr (1991)
defined childhood trauma as “the mental resultred sudden, external blow or a series of
blows, rendering the young person temporarily lesipland breaking past ordinary coping
and defensive operations” (p. 323). Besides, irdedinition of childhood trauma, the author
also includes conditions that are “marked by prgexhand sickening anticipation” (p. 324)
on the part of the child that result from the exgrered abuse. Terr postulates four sets of
consequences of childhood abuse that are unrelatee child’s age at the time of abuse: (a)
strongly visualized or otherwise repeatedly peregimnemories, (b) repetitive behaviors
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(e.q., play and behavioral re-enactments of theieg, (c) trauma-specific fears, and (d)
changed attitudes about people, aspects of litkflanfuture (e.g., sense of a limited future,

mistrust in people) (p. 324).

Terr (1991) divides traumatic experiences in clolalthinto two broad categories nantgde

| andtype llchildhood traumas. Type | trauma indicates an ucigated single distressing
event that typically leads to reactions that meetdriteria of PTSD (re-experiencing,
avoidance, and physiological hyperarousal). Eveasclassify as type | traumas are, for
example, a single accident, a circumscribed natlisalster, or a single assault by another
person. Children affected by type | trauma arerasslto exhibit complete, detailed
memories of the traumatic event, retrospective tivgrreappraisals and reinterpretations, as

well as misperceptions, visual hallucinations angktdistortions.

Contrary to this, traumas that Terr (1991) classifis type Il traumas are characterized by
exposure to multiple, repeated, long-standing,exitemely stressful events. Childhood
physical and sexual abuse represent two of thetseneg events. The symptoms exhibited by
children who were affected by type Il trauma arsuased to be different from those

following type | traumas. According to Terr, whaintributes to the particular sequelae of
type Il trauma is the continuous anticipation atlier distressing events which is evoked by
repeated exposure to traumatic situations. In daprotect themselves, the affected children
employ various coping strategies and defense méerharthat become manifest in the
posttraumatic symptoms frequently observed in wistof long-standing trauma.

Furthermore, these defense operations are usymgilied over a long period of time and thus
often lead to profound changes in the individuehiaracter. The disturbances caused by type
Il trauma are assumed to extend beyond the onkesvialy type | trauma in that they include
denial and psychic numbing, depersonalization assbdiation (which may result in multiple
personality disorder), and aggression turned agathsrs or the self. According to Terr, type
| traumas do not have the same detrimental efiethe child’s personality, because their

sequelae appear to be restricted to experiencearthaonnected to the initial trauma.

Finally, Terr (1991) described traumas that dofitetnambiguously into one of the two
categories but rather appear as crossover conslitietween type | and type Il. These
scenarios occur when a single psychological bl@avds ongoing consequences (e.g., death
of a parent, handicap following an accident, prgkdhhospitalization). In summary, Terr’s
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distinction between acute and chronic traumatic®/suggests that the intensity, frequency,
and duration of a traumatic stressor may have @pna impact on both the nature and

severity of the survivor’'s subsequent posttraunraictions.

While Terr (1991) points out important differendedween single traumas and long-
standing, repeated traumatic events, she providigdwo categories to describe the various
manifestations of interpersonal trauma. Arguing tine categories do not suffice to cover
the entire range of interpersonal traumas, SoloamzhHeide (1999) suggested a third
category named type Il trauma in order to accdonimultiple events of extreme sexual or
physical violence experienced early in childhoothathands of one or more perpetrators.
There is a possibility that the application of ot categories masks meaningful
differenceswithin the group of long-standing interpersonal traurhas ¢ould explain
differential effects of interpersonal trauma on ma¢health (e.g., age at the onset of the
trauma, duration of the trauma). Terr’s type lLirea category is likely to comprise a number
of aspects of traumatic experiences that shoultisismguished in order to get a clearer

picture of how these particular trauma characiesstlate to posttraumatic stress symptoms.

In the present investigation, traumatic experienadide distinguished according to three
dimensions: interpersonal versus non-interperswwaaima, single versus repeated/chronic
trauma, and the survivors’ age at the onset ofrthema. The next section provides a closer
look at this distinction.

1.1.3 Types of interpersonal trauma

For the present investigation it is particularlypiontant to distinguish clearly between
interpersonal and non-interpersonal traumas asasdetween different types of
interpersonal trauma. The empirical study thatig pf this thesis tests the prediction that
different types of interpersonal trauma have défeial effects on an individual’s
psychosocial functioning, thus an unambiguous teofogy and clear definitions of the
examined trauma types are needed. To the authoo\wlkdge, however, the literature does
not contain established and widely accepted defmstof the various forms of interpersonal
trauma. Therefore, the present section providesritexia according to which interpersonal

traumas are distinguished in the present invesbigat
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In the literature, there is no clear definition fisterpersonal traumaln this thesis, it will be
defined as a collective term for traumatic eveh& bccur in an interpersonal context,
meaning that the traumatic event is deliberatelysed by another individual while engaging
in a direct interaction with the traumatized perdéxamples are sexual and physical assault
and abuse. Interpersonal traumas are often dissingd from accidental traumas such as
traffic accidents or natural disasters.

Furthermore, traumatic events can be classifigdrims of the survivor's age when they
experienced the trauma for the first time. The tearly traumaindicates that the traumatic
experience occurred at an early point of physi@algand psychological development, which
refers to childhood or adolescence. In a numbstufies, traumas that occurred before the
age of 14 were defined as early traumas, wherese tinat occurred at the age of 14 or later
were labeledate traumage.g., Liem & Boudewyn, 1999; Noll, Horowitz, Banao,

Trickett, & Putnam, 2003; van der Kolk et al., 2D@3owever, some authors applied
different age limits to distinguish between earyl date onset, such as the age of 13 (Roth,
Newman, Pelcovitz, van der Kolk, & Mandel, 1997,(Limke et al., 2010), or 18 (Briere &
Elliott, 2003; Cloitre, et al., 1997; DiLillo & Lagp 1999).

Finally, traumatic events can be classified asletwer they occurred once or repeatedly. A
single traumas a circumscribed traumatic event that a givelividual has experienced only
once. Note, however, that one person can expergnegal single traumas that belong to
different trauma categories (e.g., a car accidedtaa earthquake). The terapeated
traumais thus used to refer to one particular type of traicrexperience which has occurred
several or many times throughout a person’s li@n& repeated traumas are labealbobnic,
suggesting that the person was exposed to theatespevents regularly over an extended
period of time. Herman (1992) characterizes praodohgepeated trauma (as opposed to a
circumscribed traumatic event) as a situation inctvithe affected person is in a “state of
captivity, unable to flee, and under the contralhaf perpetrator” (p. 377). According to this
author, such conditions are found in prisons, cotraéon camps, slave labor camps, some
religious cults, brothels and other institution®ajanized sexual exploitation, as well as in
some families (p. 378). As Herman further notes, skate of captivity is characterized by a

special type of relationship between victim andppéator which is marked by “coercive
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control” (p.378). This control may be of physieal well as economic, social, and

psychological nature.

The previous specification of interpersonal traugpees makes clear that the teearly

chronic interpersonal traumeefers to a long-standing experience of traumatenes which

are deliberately caused by another individual ahetlwhad their first occurrence during an
early period of the affected individual’'s physiolcg) and psychological development. For
the purpose of conceptual clarity, in the presewiew the term early chronic interpersonal
trauma is restricted to cases of long-standinglbbibd sexual abuse or childhood physical
abuse which are characterized by an early onsebrdingly, the research data presented in
this review are drawn from studies of physical aagual abuse. Experiences covered by the
termchildhood sexual abuseclude attempted and actual intercourse, oraltgeoontact,
fondling of genitals, exposing children to sexuaiaty of adults or pornography,
exhibitionism, and the use of children for progtdo or pornography (Putnam, 2003). The
definition of physical abuse provided by Johnsd@0@ includes (a) the use of an instrument
on any part of the body and (b) tissue damage (mey@mporary redness due to a slap) by a
hand which was caused by impact, pinching, shaliagetration, heat, a caustic substance or
a drug. This definition specifies that this dameggeaused by a parent guardian, or custodial
caretaker.

1.2 Epidemiology of early chronic interpersonal trauma

Prevalence data for childhood abuse are often baseetrospective accounts of adults about
their childhood experiences. Data regarding prexaend incidence can also be obtained
from public records or records of professionalgetitutions that offer support to abuse
survivors. However, these numbers may be rathesezgative estimates of the actual
frequencies because the officially reported casebitihood abuse presumably represent
only a fraction of the actual number. Furthermdne,reported rates for sexual abuse among
men are likely to underestimate the actual prewaen the male population (Romano & De
Luca, 2001). Romano and De Luca (2001) noted dsarch has paid less attention to male
survivors of sexual abuse which may be due todbethat girls appear to be more at risk of
being assaulted. Furthermore, these authors net¢doys and men seem to be reluctant to
report sexual abuse. According to these authoesyeason for this may be the fact that

society perceives victimization and the need fdp las unmasculine. A second reason which
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may prevent some affected men to report their egpees could be the association of sexual
abuse by a male perpetrator with homosexualityaliinclinicians seem to rarely ask male
clients about histories of childhood sexual ablsd ( Feigenbaum, de Silva, 2000).

In 2008 (most recent data available), 16.1% ofdtlubd maltreatment survivors were
affected by physical abuse and 9.1% by sexual atihSe Department of Health and Human
Services, 2008). The remaining abuse survivorseix@erienced other forms of maltreatment.
Approximately half of the childhood abuse survivarare female. 32.6% of all affected
children were younger than 4 years old. 23.6% Were7 years old, and 18.9% were in the
age group from 8 to 11 years. In approximately @)gercent of all cases, the perpetrators
were parents, out of which approximately 90.0% weodogical parents. Other relatives
made up for 6.5% of cases. Based on reports tGlild Protective Services in the United
States, van der Kolk et al. (2001) reported thdtidn who were living in single-parent

families had a greater risk of being affected bygital and sexual abuse.

In a random civilian sample from the United StaBrsere and Elliott (2003) obtained
prevalence rates for sexual abuse of roughly 14%mEn and 32% for women.
Approximately 22% of men and 19.5% of women mdeada for physical abuse in
childhood. Individuals who had experienced sexbaka were more likely than non-
traumatized individuals to have been exposed tsiphlyabuse as well, and vice versa.
Regarding victimization in adults, Briere and Bili?003) reported that 36% of their
participants (32% of men, 36% of women) have bdgssipally or sexually abused at least at
one occasion at the age of 18 or later. In thigstigation, adult victimization occurred more
often in individuals with histories of childhoodxsml or childhood physical abuse than in

individuals without prior experience of abuse.

In accordance with the numbers provided by Briewd &lliott (2003), a review of the
literature suggested that girls are more likelythays to be affected by sexual abuse. Rates
for female children ranged from 1% to 51% versust@%4% for male children (Pereda,
Guilera, Forns, & Gomez-Benito, 2009b). Similaryalence rates with regard to childhood
sexual abuse were reported by random community lssnmom Canada (Hébert, Tourigny,
Cyr, McDuff, and Joly, 2009), Australia (Dunne, &ig; Cook, Boyle, and Najman, 2003),
and the United Kingdm (May-Chahal & Cawson, 20@x)e exception is a study by Dunne
et al. (2003) who found that more men than womennted unwanted non-penetrative
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sexual contact before the age of 16 (9.2% vs. 2ré%pectively), whereas more women than
men reported unwanted penetrative sexual contd&%o(vs. 3.3%, respectively).

The reviewed epidemiological studies indicate thaignificant proportion of the general

adult population report exposure to childhood ptsisbr sexual abuseHowever, in this
context it is important to bear in mind that pdrtree reported data reflects the prevalence of
childhood sexual abuse as from several decadesimge, the respondents were already
adults at the time of assessment. The obtainedlemrce rates show substantial variation
which is likely to be determined by discrepanciethie definition of childhood abuse, the
sample studied (e.g. clinical vs. non-clinicalg #issessment methods, as well as the context
in which data were collected (Pereda et al., 200@itnam, 2003).

The following section addresses several promirtegtretical conceptualizations of
mechanisms through which interpersonal traumaiidiobod is assumed to disrupt the
formation of interpersonal bonds and representatainnterpersonal situations.
Subsequently, results of empirical studies wilpbesented that investigated the long-term
consequences of interpersonal trauma. In thiswegfdhe evidence, special attention will be

paid to consequences in the interpersonal domain.

1.3 Hypotheses regarding the impact of early chronic iterpersonal trauma on
attachment and interpersonal representations

A number of authors hold the view that the natdrevents classified as early chronic
interpersonal trauma differs substantially fromt thistraumas which do not involve an
interpersonal context, occur only once or happenlater point in life (e.g., Cloitre, Miranda,
Stovall-McClough, & Han, 2005; van der Kolk, 200%n der Kolk et al., 2005). Early
chronic interpersonal trauma in the form of proledghysical or sexual abuse in childhood
is most often committed by the child’s parent oother family member (van der Kolk,
Hopper, & Crozier, 2001). Therefore, it is assunted physical and sexual abuse in
childhood or early adolescence affects the indiaidin a crucial phase and in a crucial

context for the development of social skills angipersonal bonds (Briere & Elliott, 1994;

! Note that the presented studies only referredpufations in particular Western English-speakiogrtries.
Prevalence rates in other countries, and partigulaiother culture groups, may be substantialifedent.
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Cole & Putnam, 1992; van der Kolk, 2005). Van detk{(2005) postulates that physical or
sexual abuse that is committed by a caregivertpetaffected child in a situation in which
the person who is supposed to be a source of st)jgadety, and protection, at the same time
becomes a cause of distress, pain, humiliationrageturity. This view is shared by Cole and
Putnam (1992) who assume that sexual abuse byeatpaiolates the child’s basic beliefs
about safety and trust in relationships, disturtiboth the sense of self and the ability to have

satisfying relationships in which one feels loved @rotected” (p. 175).

In the context of secure attachment, caregiversialieeto help children regulate their
emotional states and maintain or restore theiresehsafety and control in situations of
danger or distress. However, if the caregivers gedwes are the source of distress due to
their violent, neglectful, inconsistent or emotitpabsent behavior, they cannot serve as a
source of security and emotional relief (van delkK@a005).This results in a breakdown of
the child’s ability to regulate their own interrsthtes which van der Kolk and Courtois
(2005) claim to be “the core of traumatic stre$s"386). At the same time it is hypothesized
that abused children become unable to rely on stioehelp because they do not experience
their immediate environment as a source of sugpart der Kolk, 2005). Ford (2009)
postulated that continuous efforts to cope witlureang experiences of maltreatment affect
the development of core self-regulatory abilitidsgekh emerge in childhood and are carried
on to adulthood. One of these self-regulatory addiis secure attachment.

According to attachment theorists, the way a cadgeriences the availability, support, and
acceptance provided by its caregiver has a stroiiigence on the way it will approach social
situations later in life (Bartholomew, 1990; Battthoew & Horowitz, 1991). Therefore,
individuals who were assaulted during an early pledgpsychosocial development and who
did not have the opportunity to experience a loxangd supportive relationship with a
caregiver are expected to face difficulties in abbehavior and relationships later in life. In
particular, the loss of a sense of predictabilitg aontinuity of other people’s behaviors may
result in a lack of impulse control, distrust itets, problems with intimacy and eventually
social isolation (van der Kolk, 2005). Banyard le{2001) provided a theoretical explanation
of the effects of childhood abuse that is basetkaming theory. Inadequate coping
mechanisms that are elicited by early chronic pgesonal trauma are assumed to turn into

generalized dysfunctional coping strategies inawgisituations which may result in
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increased psychological distress later in lifeséation 1.4, empirical studies will be

described that tested these predictions.

Based on the described theoretical concepts, dafeaentally sensitive analysis of the
impact of interpersonal trauma has been callethftranalyzes the impact of early-onset
interpersonal trauma as a function of the chilésedlopmental stage and the particular
developmental tasks they are confronted with (€gle & Putnam, 1992; van der Kolk,
2005; van der Kolk & Courtois, 2005). The followisgction gives an overview of the
research that aimed to test predictions regardiagtiverse effects of early-onset

interpersonal trauma.

1.4 Evidence regarding long-term consequences of eartyronic interpersonal trauma

A substantial amount of empirical evidence suggisstsinterpersonal trauma, especially if it
occurred early in childhood and was chronic in ratis linked to a wide array of adult
psychopathology. Apart from causing immediate drattsterm effects in childhood (for a
review, see Briere & Elliott, 1994), abuse alsoegp to be linked to long-term
consequences that last throughout adulthood (feviaw, see Briere & Spinazzola, 2005).
Given the substantial heterogeneity in acts cleskds childhood abuse, as well as a host of
mediating and moderating survivor-related, trauelated, and environmental variables, a
large variety in individuals’ psychosocial adjustrh# the trauma is observed. The sections
of this chapter will review several themes from éxésting literature on emotional and
cognitive long-term effects of early chronic interponal trauma. First, the field of
posttraumatic stress disorder will be addresséldwed by a description of more complex
and diverse symptom clusters related to interpaisoauma.

1.4.1 Posttraumatic stress disorder

Several studies have shown that early chronicpetspnal trauma is linked to posttraumatic
stress disorder (PTSD) and PTSD symptoms (Brigdeyee, 1997; Cloitre et al., 1997,
Ford, Stockton, Kaltman, & Green, 2006; Griffingagt 2006; van der Kolk et al., 2005).
Feerick and Snow (2005) found that traumas invghatiempted or completed intercourse
are associated with more PTSD symptoms than traunaalving fondling (but no attempted

or actual intercourse), or non-contact exposureegpces. A similar result was reported by
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Briggs and Joyce (1997). Moreover, these authaye/eti that the association between
childhood sexual abuse by intercourse and PTSD mmypremained significant when
general psychopathology was controlled for. Inghme publication, Briggs and Joyce also
found that the number of abusive episodes involuitgrcourse was associated with the

likelihood of experiencing PTSD symptoms.

Diagnostic criteria of PTSDSince the inclusion of posttraumatic stress disofd&SD) in

the diagnostic and statistical manual of mentadrdiers IV (DSM-III, 3 ed., American
Psychiatric Association [APA], 1980), this diagnostategory has been revised twice, but its
fundamental diagnostic criteria were not substépntiaodified. According to DSM-IV-TR,
posttraumatic stress disorder (PTSD) comprisesachenistic symptoms following exposure
to an extreme traumatic event which are defineddwen diagnostic criteria. Criterion Al
and A2 define which criteria an event need to na@etwhich reactions the person needs to
show in order for this event to be called a trauensttessor. These two criteria were
introduced in section 1.1.1. PTSD is an exceptoother disorders described in DSM-IV-TR
in that the presence of a defined cause (i.e.,jarmfressor) is a necessary (but not
sufficient) requirement for the diagnosis. The ¢hecentral symptom clusters of PTSD are
defined by criteria B, C, and D. The first descsilpersistent re-experiencing of the traumatic
event (B), the second is concerned with persigteoidance of trauma-associated stimuli (C),
and the third criterion is related to persistemhpioms of increased arousal that were not
present before the trauma (D). Criterion E spesifieat, for PTSD to be diagnosed, these
symptoms (criteria B, C, and D) need to persistiore than one month and criterion F
requires the disturbances to cause clinically figamt distress or impairment in social,

occupational, or other important areas of functigni

In the 10" revision of the International Statistical Classition of Diseases (ICD-10, World
Health Organization [WHO], 1992), the diagnostiitesta for posttraumatic stress disorder
are found in chapter V in the section ‘neuroticess$-related and somatoform disorders’. In
this classification, criterion A requires the expiesto a “stressful event or situation (either
short or long lasting) of exceptionally threatenorgcatastrophic nature, which is likely to
cause pervasive distress in almost anyone” (p.. 2@grion B refers to re-experiencing and
intrusion, and criterion C is concerned with actgpreferred avoidance of situations that

are associated with the stressor. Criterion D reguat least one of two symptoms: either (1)
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the inability to recall aspects of the exposurthstressor, or (2) persistent symptoms of
increased psychological sensitivity or arousal Wwie@re not present prior to the traumatic
experience (e.g., difficulty in falling or stayimgleep). Finally, criterion E indicates that
criteria A, B, and C should have occurred withixmsionths following a traumatic event or

the end of a traumatic phase.

Epidemiology of PTSD in adulthoodn a replication of the National Comorbidity Surgey
Kessler et al. (2005a) reported that 6.8% of Ehggtigeaking people in the United States
aged 18 years or older have experienced symptomhsnbet the diagnostic criteria of PTSD
as defined by DSM-IV. For the 12-month prevalentBTSD, the authors obtained a rate of
3.5%. In the European Study of the Epidemiologilehtal Disorders, certain types of
stressors were more likely than others to be agtamtwith PTSD. The events most
frequently linked to PTSD were rape, being beaggbyia spouse or a romantic partner, an
undisclosed private event (e.g., incest), haviogilel who is affected by a serious illness,
being beaten up by a caregiver, and being stalRadvés-Bornoz et al., 2008). In a
prospective investigation, Widom (1999) found ttlaitdren who were sexually and/or
physically abused had an increased risk for PTSBrvthey were followed-up

approximately 20 years after the abuse had occurred

PTSD following interpersonal trauma: The influencef intervening factors As mentioned

in the previous section, 20% of women and 10% af mko were exposed to a traumatic
event develop PTSD. But this also means that therityaof people (80-90%) who were
affected by a traumatic stressor do not developDP{K®ssler et al., 2005b). This suggests
that the occurrence of a traumatic stressor icassary but not a sufficient contributor to the
emergence of PTSD (Ford, 2009). As with the majaiftmental disorders, various
biological, psychological, and social factors seerbe involved in the development of PTSD

following a traumatic experience as well as inrbglience towards posttraumatic stress.

Among the factors associated with a greater likeldhof developing PTSD following
interpersonal trauma, empirical studies found $&xd, 2009), an early onset of the trauma
(Kaplow & Widom, 2007; van der Kolk et al., 20050tR et al., 1997), severity of the

2 The National Comorbidity Survey was the first oatlly representative survey of mental health antbeg
general population. Structured psychiatric intemgavere used to assess DSM-III-R (APA, 1987) diesd
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traumatic stressor (Brewin, Andrews, & Valentin@0Q), prior traumatic experiences (Ozer,
Best, Lipsey, & Weiss, 2003), general violencehia tamily (Ford, 2009), as well as race,
socioeconomic status, and psychological functiopingr to the trauma (for a review, see
Briere, 2004). Feerick and Snow’s (2005) findingggest that an early age of onset may be
associated with lower levels of PTSD in adulthdddwever, the more frequent findings are
the ones indicating that an early trauma onsetss@ated with a greater risk for mental
disorders compared to late-onset traumatic expegge(e.g., Kaplow & Widom, 2007; van
der Kolk et al., 2005; Roth et al., 1997). Charasties of stressors that have shown to
increase the likelihood or severity of PTSD incluakentional acts of violence (as opposed to
non-interpersonal events), presence of life thygagsical injury, unpredictability and
uncontrollability, and sexual (as opposed to noatah victimization (Briere, 2004).
Assuming that these characteristics apply to edmgnic interpersonal trauma, one can

conclude that affected individuals may be especjaibne to developing PTSD.

Just as there are factors that appear to be as=evgh an increased risk of PTSD, other
factors have been found to be linked to lower rafd3TSD. In a review of findings
regarding potential protective factors, Ford (20@@ntions coping self-efficacy, social
support, and intellectual capacities and educgbenause they are linked to socioeconomic
resources which may increase a person’s accesbdotwo protective factors). Ford
suggests that these resources help the distresdigdlual resist or resiliently recover from
PTSD. In particular the third protective factore tvailability of social support, is
consistently reported to be linked to lower rateBBSD following interpersonal trauma
(Brewin at el., 2000; Vogt, King, & King, 2007).

1.4.2 Complex psychopathology following interpersonal trama

The diagnostic criteria for PTSD as described Herfirst time in DSM-III (American
Psychiatric Association [APA], 1980) were derivedn the study of reactions experienced
by American combat troops who were exposed to vaanta in Vietnam. Despite being a
very useful diagnostic category for a number afitnatic events, PTSD has shown to be but
one part of the difficulties experienced by survesof child abuse, domestic violence, and
other forms of prolonged interpersonal trauma (®ri& Spinazzola, 2005; Ford et al., 2006;
van der Kolk, 2007, van der Kolk & Courtois, 2008)substantial number of investigations

indicated that adults and adolescents who werggattaf interpersonal violence in childhood
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are often affected by difficulties that are postimatic in nature but that extend beyond the
range of PTSD-symptoms specified by DSM-1V or ICD{&.g., Briere & Elliott, 2003;
Briere & Spinazzola, 2005; Ford et al., 2006, M#nid2009).

Briere and Elliott (2003) applied the Trauma Symptoaventory (TSI; Briere, 1995) to
assess psychological sequelae among adults pHyscaexually abused as children. The
TSI consists of the following 10 clinical scaleaxaus arousal, depression, anger-irritability,
intrusive experiences, defensive avoidance, diatioai, sexual concerns, dysfunctional
sexual behavior, impaired self-reference, and tenséduction behavioAmong adults with

a history of sexual abuse in childhood, Briere Bhatt (2003) found elevated degrees on all
10 scales of the TSI. Physical abuse in childhoad associated with all TSI scales except
the ones related to sexual symptoms and tensiarctied behavior. A study using data
collected for the National Comorbidity Survey (seetion 1.4.1) showed that female adult
survivors of childhood sexual abuse were affectethbod disorders, anxiety disorders
(including agoraphobia, panic disorder, social papposttraumatic stress disorder), and a
number of substance disorders including drug acchal problems and dependence (Molnar,
Buka, & Kessler, 2001). In the same study, chiladhsexual abuse of boys was significantly
related to posttraumatic stress disorder, alcobpeddence, drug problems, and drug
dependence. In addition to these symptoms, a relwyeMianiglio (2009) includes reports of
dissociative, somatoform, and personality disordsreell as self-injurious behavior and
suicidal ideation. Additionally, childhood sexudluse appears to be linked to borderline
personality disorder (Zlotnick, Mattia, & Zimmerm&001b). Apart from psychiatric
diagnoses, several other psychosocial disturbamessfound in survivors of early
interpersonal trauma, such as impaired sense foligéiculties with affect regulation,
dysfunctional interpersonal relations, inadequatmiive schemata, and avoidance reactions
(for a review, see Briere & Spinazzola, 2005). Briand Jordan (2009) assigned long-term
psychological outcomes of childhood maltreatmentit@ categories: posttraumatic stress
(intrusive reliving experiences, avoidance, hypauaal), cognitive disturbance (e.g.,
negative mental representations leading to lowestlfem, expectation of rejection, etc.),
mood disturbance (anxiety, depression, anger), Spatian (e.g., chronic pelvic pain,
genitourinary problems), disturbance of identitg @elf-awareness, chronic interpersonal
problems, difficulties with emotion regulation, anske of avoidance as a coping mechanism

(including dissociation, substance abuse, anddansiduction behaviors).
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Trauma characteristics related to complex posttraatic symptomsThe current section
addresses several aspects of traumatic experidmasave shown to be related to trauma
symptom complexity in empirical studies. It is infamt to note, however, that the term
‘symptom complexity’ has not been clearly definedhe literature. The various studies
investigating this phenomenon employed differer@raponalizations to assess the degree of
complexity of posttraumatic symptoms. While somengel symptom complexity as the
number of different types of symptomatology repoite.g., Briere, Kaltman, & Green,

2008), others referred to systematic concepts wiptex trauma-related symptoms, such as
DESNOS which will be described later in this chagéeg., Ford et al., 2006).

Trauma type.Briere et al. (2008) showed that early interpeastraumas, such as child rape,
child physical abuse, threats with a weapon, attechpape and other forms of sexual contact
in childhood are more strongly associated with symmpcomplexity than other forms of
childhood trauma (e.g., a life-threatening accidestibery or mugging with a weapon,
physical assault other than physical abuse). lm@ysonducted by Ford et al. (2006), even a
single incident of interpersonal trauma was sugfitito raise levels of complex posttraumatic

symptoms, whereas a single non-interpersonal tralichaot have this effect.

Cumulative traumaBriere et al. (2008) reported that the number aditna types an

individual has experienced is related to the complef trauma-related symptoms (defined
as the simultaneous experience of different kirfdsymptoms). Cumulative trauma remained
a predictor of complex posttraumatic symptomatoleggn when the traumas with a
presumably significant impact, such as rape anid giiysical abuse, were controlled for. In
turn, childhood rape and physical abuse remairgdfgiant predictors of symptom
complexity, even when cumulative trauma was takém account, suggesting that these two
types of assault by themselves constitute sevesatthto psychological functioning. Similar
findings regarding the connection between the nurababuse incidents and complex

posttraumatic symptoms were reported by BriereEhdtt (2003) and Cloitre et al. (2009).

Age of onsetven though complex posttraumatic symptoms areesiticted to those who
were physically or sexually abused as childrend@wte indicates that interpersonal trauma
at an early age is more likely to be linked to thesmplex adaptations than late onset

interpersonal victimization (e.g., Cloitre et 41997; Kaplow & Widom, 2007; van der Kolk
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et al., 2005). Cloitre et al. (1997) reported tvatnen who were assaulted both in childhood
and in adulthood were at a higher risk of develgmomplex symptoms such as alexithymia,
dissociation and suicide attempts compared to wontenwere assaulted as adults or who
were not assaulted at all. At the same time, tgeseps did not differ regarding the severity
of PTSD symptoms they reported. Similarly, vanidelk et al. (2005) reported that, in an
early-onset interpersonal trauma group, there wagher prevalence of PTSD together with
complex posttraumatic symptoms than PTSD alon¢hésame time, no such difference was
found for late-onset interpersonal traumas. Conti@these findings, Roth et al. (1997) did
not find an association between age of onset angrdisence of complex symptomatology.
The same applies to an investigation by BriereHEdtt (2003). Instead, in this study,
sexual abuse at a later age predicted a higheedeficomplex psychopathology. It is
possible that a short period between the traumarantime of assessment contributed to the
increase in symptoms in this study. However, tbistiadiction in the evidence indicates that
we still do not have a clear understanding of ttecerelationships between posttraumatic

symptom complexity and various aspects of the tatimexperience.

To sum up the evidence, the literature on psychcébgrauma suggests that the diagnostic
category of PTSD is a valuable and useful conaapthie description of posttraumatic
reactions following single stressful events. At saene time, there is empirical evidence
suggesting that early chronic interpersonal trawmsaally in the form of childhood sexual or
physical abuse, is connected to a more complex ®ymgiology, which is not covered by the
conventional PTSD diagnosis, and which is assumeseftect the impact of the trauma on
the development of self and social functioning. ldger, it should be pointed out that there is
some ambiguity in the results of the studies tha¢stigated complex posttraumatic
symptoms. For example, as mentioned previousiy,nbt clear whether an early- or a late-
onset interpersonal trauma is more likely to beofeeéd by complex symptomatology. To
date, there are only very few studies that haveesyatically compared different types of
interpersonal trauma with regard to complex traualated psychopathology and that have
taken into account the age of onset and differegteks of trauma chronicity (e.g., van der
Kolk et al. 2005). Further research is needed deoto understand the exact nature of the
relationship between complex trauma-related symptana particular characteristics of

interpersonal trauma.
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Complexity versus comorbidityrhere are different points of view as to whethanptex
posttraumatic symptoms that co-occur with PTSD titute an independent and consistent
adaptation to interpersonal trauma or whether geyld be viewed as comorbid conditions
in addition to PTSD. The International Consensusu@ron Depression and Anxiety came to
the conclusion that PTSD is associated with aresmed risk of comorbid disorders
(Ballenger et al., 2000). According to this grougtatement, a diagnosis of PTSD without
comorbid conditions does not adequately describéyjhical reactions observed among
individuals seeking treatment for psychologicalitrea Similarly Spinazzola, Blaustein, and
van der Kolk (2005) postulated that PTSD rarelyussén “pure” form, without comorbid
disordersThe Australian National Comorbidity Study (Creantguygess, & McFarlane,
2001) reported that 88% of individuals with PTSfesufrom at least one other disorder,
typically major depressive disorder (48%) and atd@use (52%). This study also showed
that Axis Il diagnoses were significantly more wegt among people with PTSD as
compared to people without PTSD.

Given these findings, it has been criticized tlmhplex posttraumatic symptoms are often
perceived as secondary to the “core” posttraunpetychopathology (van der Kolk &
Courtois, 2005). Moreover, they are among the rfreguently applied exclusion criteria in
PTSD research (Spinazzola et al., 2005). Spinaztada (2005) concluded that this practice
causes the typical treatment-seeking populatiosgmténg with symptoms that usually come
along with PTSD to be excluded from studies forghke of increasing internal validity.
However, as the authors note, this exclusion opssed confounding variables happens at
the cost of external validity, thereby making iffidult to develop comprehensive and
effective treatments for those who are most seyeatféécted by trauma. Contrary to this
view, in a meta-analysis, Olatuniji, Cisler, andifi@2010) observed that substantial rates of
comorbidity are common in random clinical trialSqRs) of anxiety disorders, including
PTSD. The authors concluded from these resultsrsatments deemed efficacious based on
these RCTs are suited for real life patients affedty anxiety disorders and comorbid
conditions. Furthermore, this study has found iinalhe case of PTSD, the degree of
comorbidity correlated positively with effect sizestreatment outcome studies, suggesting
that comorbidity was associated with more favoratdatment outcomes (of disorder-

specific, mostly cognitive-behavioral interventipfgr patients diagnosed with PTSD.
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Olatunji et al. (2010) suggested that efforts tsigie treatments that simultaneously address
the core anxiety disorder and comorbid conditiomay ilme premature as in particular cases,
treatment of the core symptoms may improve theavaécfor both the anxiety disorder and
comorbid symptoms. However, criticism over the safgmanalysis of PTSD and complex
trauma sequelae has remained strong in the literand has led to the proposition of a
number of systematic descriptions of complex pasttratic psychopathology. These
approaches aim to describe and classify complexnaarelated symptoms in independent

diagnostic categories. The following section rexddhe most prominent of these concepts.

Propositions for a systematic classification of cplax trauma sequeladn this section,
three approaches will be presented that aimedrtdbow the variety of complex
posttraumatic symptoms into single, independergrdiatic frameworks. First, a concept
developed by Herman (1992) will be reviewed, fokalby the categories of developmental
trauma disorder (DTD; van der Kolk, 2005) and DESN@oth et al., 1997; van der Kolk et
al, 1996).

Conceptualization by Herman (1992yguing for the existence of a complex form of
posttraumatic disorder in survivors of early pra@ed trauma, Herman (1992) proposed an
extensive description of three “areas of disturlearip. 379) encountered by individuals who
had been exposed to long-standing traumatic evehesfirst area addresses symptomatic
sequelae (somatic, cognitive, affective, behavjaatl relational) of prolonged victimization,
the second deals with characterological conseqseace the third area is concerned with
survivors’ vulnerability for repeated harm. The @werological aspect includes pathological
changes in relationshi@sd in identity, which are assumed to be conseaseoicthe

coercive control exerted by the perpetrator. Bggies of pathological changes are assumed
to cause the victim to experience insecurity ariglassness and thus offer a possible
explanation for the observation that many survivairshildhood abuse exhibit instable
attachment to others in adulthood and engage em&et but unstable relationships (see
section 1.5.1). The third domain of disturbancesurvivors of prolonged trauma refers to
the repetition of harm following prolonged victinatzon which includes intrusive memories,
as well as somato-sensory and behavioral re-enatiroéthe traumatic experiences.

Furthermore, this domain addresses the observiitadrabuse survivors are at increased risk
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of repeated harm, either self-inflicted or at tlaadis of others (e.g., rape, sexual harassment,
battering). The issue of retaumatization is ad@mess section 1.6.2.

Developmental trauma disorddn case of children survivors, complex symptom#ofeing
repeated abuse have been integrated into the diagieategory of ‘Developmental Trauma
Disorder’(DTD) as proposed by van der Kolk (2005). The dasgs of DTD requires
“multiple or chronic exposure to one or more forofslevelopmentally adverse interpersonal
trauma” (van der Kolk, 2005, p. 14) as well assbbjective experience of rage, betrayal,
fear, resignation, defeat, or shame in responsigettrauma. The diagnostic criteria of DTD
include symptoms of dysregulation (affective, samdtehavioral, cognitive, relational, and
self-attributional) as a response to trauma cuasigtently altered attributions and
expectancies (e.g., reduced expectation to beqteatdy others), and functional impairment

(e.g., of educational and familial functions).

DESNOSWith regard to adult survivors of early interperabimauma, complex
posttraumatic symptoms have been most frequendlgrieed using the conceptsadmplex
PTSD(Herman, 1992) andisorders of extreme stress not otherwise spedibEENOS;

van der Kolk et al, 1996; Roth et al., 1997). Téaiger became a very prominent
systematization of complex posttraumatic psychagatly experienced by survivors of
repeated and prolonged trauma and was studied avaoiogis populations (e.g., Ford, 1999,
2006; Ford & Smith, 2008; van der Kolk et al., 199605; Pelcovitz et al., 1997; Roth et al.,
1997). According to Roth et al. (1997), DESNOS ¢tituiies a clinical presentation which is
rooted in the “profound impact that traumatic exgeces may have on self-regulation, self-
definition, interpersonal functioning, and adaaél style” (p. 540). It consists of seven
symptom clusters which were derived from researcthe effects of chronic interpersonal
trauma. These clusters address alterations irotlenving areas of self-regulation and
psychosocial functioning: (I) regulation of affestd impulses (e.g., modulation of anger,
difficulty modulating sexual involvement), (1) atition or consciousness (e.g., amnesia,
transient dissociative episodes), (Ill) somatizatie.g., chronic pain, conversion symptoms),
(IV) self-perception (e.g., guilt, responsibilishame), (V) perception of the perpetrator (e.g.,
idealization of the perpetrator, preoccupation witinting perpetrator), (V1) relations with

others (e.qg., inability to trust, revictimizatiomnd (V1) systems of meaning (e.g., despair
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and hopelessness). Pelcovitz et al. (1997) develastructured interview for the assessment
of DESNOS symptoms (Structured Interview for Disyedof Extreme Stress, [SIDES]).

In empirical studies, DESNOS symptoms have showattoir more often among survivors

of early childhood abuse, in particular sexual @basid survivors of interpersonal violence
than among individuals who have experienced nogrersonal traumas such as accidents or
illnesses (Ford et al., 2006; van der Kolk, 2006tRet al., 1997). Furthermore, van der Kolk
et al. (2005) found that individuals affected byeamly onset and a longer duration of an
interpersonal trauma reported a combination of PaB®DESNOS symptoms more
frequently than individuals with a late onset argharter duration of the trauma. At the same
time, no association was found between an earlgtarsa long exposure to trauma and
PTSD alone. While van der Kolk et al. (2005) repdmprevalence rates for each DESNOS
symptom cluster, the authors did not provide infation about the prevalence of full
DESNOS in their sample.

It is apparent, that the DESNOS categories subatiyndiffer from the diagnostic criteria of
PTSD. In DSM-IV-TR, PTSD is classified as an anxidisorder, whereas DESNOS
describes a broader set of impairments which diected in high degrees of emotional
stress, dissociation, loss of trust in relationshipss of a sense of meaning in life, and
chronic health problems without identifiable medlicauses (Ford et al., 2006)owever,

there is evidence that symptoms of DESNOS only oiccaombination with PTSD, and not
by themselves (Pelcovitz et al., 1997; van der Kalkl., 2005) which causes unclarity as to
whether they represent a qualitatively differemtetyf posttraumatic reaction or whether they
are comorbid conditions of PTSD that arise fronadipularly severe trauma. What adds to
the skepticism regarding the concept of DESNOS&adact that Ford et al. (2006) hardly
obtained any cases of full DESNOS (i.e., individuaho endorsed all DESNOS symptoms)
among the participants in their study. Insteady tbarticipants reported rather single
symptom clusters of DESNOS that appeared to bellamgdependent of one another.
Unfortunately, van der Kolk et al. (2005) did neport the prevalence of full DESNOS in
their sample, according to the diagnostic critepacified by Pelcovitz et al. (1997), but only

the frequencies of the single DESNOS symptom dlsiste



ATTACHMENT IN SURVIVORS OF INTERPERSONAL TRAUMA 29

Neither of the described systematizations of compbaptations to trauma has been included
in the DSM-IV or ICD-10 nomenclature. Instead, D$Wintroduced a cluster of complex
posttraumatic symptoms under the term ‘associaatlifes of PTSD’. The ICD-10 refers to
complex posttraumatic reactions with a categomést “enduring personality change after

catastrophic experience”.

Summary and evaluation of the evideriEaly chronic interpersonal trauma appears to be
associated with a particular constellation of syonm which co-occur with PTSD and which
are less frequently found in survivors of late dmsterpersonal or non-chronic trauma or
among individuals exposed to disaster. At the stame, PTSD does not appear to vary as a
function of the trauma type (interpersonal traursadisaster), the age of onset or the
duration of an interpersonal trauma. However, threctusion that sequelae of early chronic
interpersonal trauma are consistent and best thesichy a unitary concept like DESNOS
appears to be premature for several reasons. &rstentioned in this chapter, studies
showed that cognitive or cognitive-behavioral meat of PTSD may be effective even
when comorbid disorders are not taken into acceumtltaneously (Olatuniji et al., 2010).
Second, there appears to be a substantial ovestagen the symptoms of DESNOS and
borderline personality disorder (BPD) (e.g., Dressst al., 2002; Scoboria, Ford, Lin, &
Frisman, 2002) and to the author’s knowledge, rarcjuidelines exist as to how these two
concepts should be distinguished. Third, invesiogatprovide an unclear picture of the
prevalence of full DESNOS. While Roth et al. (1988p)orted that 50% of their sample met
the criteria for DESNOS, it was only 1% in the stiny Ford et al. (2006). Thus, it would be
problematic to establish DESNOS as an independaghdstic category before there is more
certainty about how consistently its symptom clisstge reported by individuals with early-
onset interpersonal trauma. There is a certainegegfr variation in the types of traumas
experienced by the participants of the describedias that may have contributed to this
inconsistency in the results. Perhaps it is theskg of only a particular subtype of early
chronic interpersonal trauma that are adequatedgrdeed by the DESNOS concept. Other
subtypes may be linked to different patterns of pl@xm symptomatology. Therefore, an
alternative approach to the investigation of comptauma-related symptoms could be to
focus on several separate clusters of complex symgpthat emerge following an early
chronic interpersonal trauma rather than on onadoategory such as DESNOS.
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Subsequent to this review of complex posttraungtmptomatology following early chronic
interpersonal trauma, the introduction will focusane particular complex sequel, namely
attachment insecurity in adulthood. There is a wuthgl amount of evidence indicating that
adult attachment is affected by early interperstraaima and, in turn, affects a number of
other psychological processes of trauma survidgosvever, unlike in the case of DESNOS,
there hardly any evidence on how the age of omsgthronicity of interpersonal traumas
affect adult attachment security. As the subsegermirical study compares adult
attachment security in individuals who had beeroseg to different types of interpersonal
trauma, the following sections will give an ovewief the existing theoretical and empirical

literature regarding this phenomenon.

1.5 Attachment in the context of early chronic interpesonal trauma

1.5.1 Applying attachment theory to the study of interpesonal trauma

As was stated before, long-standing interpersaaahta such as sexual or physical abuse
often occurs in an intrafamilial context and isqun@ed to be characterized by a lack of
predictability regarding the perpetrator’s actiamsl an ongoing fear of further assaults (see
section 1.3). Thus, interpersonal violence whictuos at an early age is expected to interfere
with the formation of adequate representationsitdrpersonal relationships and to
undermine the development of a sense of trusttysafed predictability in interactions with
others. In 1992, Pamela C. Alexander publisheckarttical paper with the aim to promote
the application of attachment theory as a framevimrkhe study of the antecedents and
consequences of childhood sexual abuse. AccordiAdeixander (1992), attachment theory
“attempts to explain the development and potenigbrtion of intrapsychic processes such
as emotion and cognition within the context of tielaships” (p. 185). The author argued that
attachment theory can contribute to a more profaurakrstanding of the circumstances that
surround the occurrence of childhood sexual abndeoits long-term effects on
psychological functioning and relationship stylesparticular, she suggested that the
examination of attachment patterns within the affléchild’s family could help investigate
the factors that precede the abuse and variald¢snbdiate its long-term effects on
intrapsychic processes.
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Family dysfunction is a well documented associ&etbr of childhood abuse (Kellogg &
Menard, 2003; Klonsky & Moyer, 2008, Mullen, Martianderson, Romans, & Herbison,
1996; Widom, 1999). Individuals who were abusedhitdhood are more likely to have lived
in a dysfunctional family environment which inclgléor example, being raised by parents
who had been arrested, who received welfare, orhadoalcohol or drug problems (Widom,
1999). Furthermore, adverse family environmenthegacterized by factors such as poor
parenting, family violence, parents’ separationlevktie child is young, physical punishment,
or a lack of parental warmth (for a review, see 8§ei.onghurst, & Mazure, 1999). Further
research that aimed to identify intrafamilial rfsictors for the onset of abuse will not be
reviewed here as this exceeds the thematic scofmsdhesis.

According to the attachment literature, individudil§er in their quality of attachment, with
quality referring to security or insecurity of attenent. Insecure attachment is then further
described in terms of the kind of insecurity (eagnxious, avoidant, disorganized attachment)
(Shaver, Belsky, & Brennan, 2000). Before the ermogirevidence regarding the association
of childhood abuse and attachment patterns iswedea short overview of

conceptualizations of attachment in childhood anddulthood will be provided.

1.5.2 Theories of attachment

Attachment in childhoodThe perhaps most influential theory of attachmerdhildhood
was developed by John Bowlby (1973, 1980, 1982)Man; Ainsworth (Ainsworth, Blehar,
Waters, and Wall, 1978y a common effort. In the following sections, teems attachment
figure and caregiver will be used interchangeablgrder to refer to the individual, or the
individuals, that the child’s attachment is prinhadirected at.

According to Bowlby (1982), attachment is a uniat@nd biologically based bond with a
caregiver who — in evolutionary terms — servesafzeection of the infant and thereby
secures its survival. A child’s attachment systemmost apparent in situations of anxiety,
fear, illness and fatigue during which the chilélsecontact with its caregiver in order to
increase their sense of security (Bartholomew, 1998pending on whether the caregiver is
sensitive or insensitive to the child’s attachmgghals and whether he or she responds to

these signals adequately, the child will eitherezignce a feeling of safety or one of
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insecurity and stress. Bowlby (1973) postulates dhzhild’s attachment style is represented
by two internal working models: the model of thé aed the model of the other. These
mental constructions are formed following the indization of early experiences regarding
the physical and emotional availability of the aktaent figure. The model of the self
comprises the children’s expectations concernieg thwn role in relationships and is
characterized by “whether or not the self is judgete the sort of person towards whom
anyone, and the attachment figure in particuldikély to respond in a helpful way”

(Bowlby, 1973, p. 204). The model of the otheraaaerned with others’ roles in
relationships and the question “whether or notatt@chment figure is judged to be the sort of
person who in general responds to calls for suppattprotection” (Bowlby, 1973, p. 204).
The internal working models subsequently guidedrhit’s predictions and interpretations
regarding both the behavior of the attachment &gand their own reactions. According to
Bowlby (1980) the interaction patterns that chamaeze these working models become
increasingly automatic in the course of the infaigkevelopment and thereby become largely
stable representations. Abuse by a caregiver ¢otedian extreme case of rejection which
causes the child to experience intense stressaedurity. The inadequate behavior of the
attachment figure during these adverse interpetexmperiences is therefore likely to disrupt
the process of establishing secure attachmentrpatiath early caregivers (Alexander,
1992).

In observational studies using the ‘Strange SituétiAinsworth et al. (1978) obtained
evidence for three distinct attachment patternsuige avoidant, and anxious-resistant. Main
and Solomon (1990) later suggested a fourth atteohpattern called
disorganized/disoriented attachment in order t@aetfor infants who present no coherent
strategy for dealing with the separation from agghion with their caregiver. Instead, these
children exhibit various disorganized and contramicbehavior patterns that are assumed to
correspond to their contradictory perception ofdbasive attachment figure. A large body of
evidence supports the hypothesized link betweesanpsirresponsiveness and children’s
attachment security as well as the associationdeiwhildren’s attachment behaviors and
their mental representations of the self and tteiegivers (Cassidy & Shaver, 2008). For in-

depth information on the respective investigati@mesult Cassidy and Shaver (2008).
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Attachment in adulthoodlt is assumed that attachment styles that are dpedlin

childhood persist throughout the lifespan and emesferred to various types of affectional
bonds in adulthood (Ainsworth, 1989). Kim Bartholam who has provided a large body of
research on adult attachment, holds the view ttishate partner relationships are the most
important attachment relationships in adulthooditBdomew, 1990). The present section
introduces the lines of research regarding adtdthiment that have shown to be the most
important ones over the last 20 to 25 years (Shetval:, 2000).

Concept underlying the Adult Attachment Interviéw.early approach to the
conceptualization of adult attachment was introduegh the Adult Attachment Interview
(AAI; George, Kaplan, & Main, 1996). This intervigwocedure resulted from the
application of Ainsworth’s observational methodgy(eAinsworth et al., 1978) to the study

of parents’ “mental representation of the selfalation to attachment” (Main, Kaplan, &
Cassidy, 1985, p. 67). The AAl assesses adul@tlamhent patterns by asking about their

memories of their relationships with attachmenaifess during childhood.

Three-category model of adult attachmeXsecond line of research on adult attachment
quality was coined by Hazan and Shaver (1987) wdioted out parallels between Bowlby’s
and Ainsworth’s three qualities of infant attachin@ecure, avoidant, and
anxious/ambivalent) on the one hand and behavam@lemotional patterns in adult love
relationships on the other hand. They argued tit@ttament patterns that are expressed in
romantic relationships are related to childhoodegigmces with the caregiver. In fact, Hazan
and Shaver were the first to provide empirical supfor an attachment-based approach to
romantic love. They applied the three mutually egtle attachment patterns that were
originally developed to describe childhood attachtfsecure, avoidant,
anxious/ambivalent), to the study of adult attachiaad found that the assignment of
participants to these three categories correspotudearious criterion variables regarding

intimate attachment in the expected way (Hazan &/8h 1987).

Two-dimensional/Four-category model of adult attaemt by Bartholomew (1990).
Bartholomew (1990) introduced a new approach t@eptualizing adult attachment by
integrating the notion of internal working modefstee self and other (Bowlby, 1973, 1982)
into her model. This resulted in the introductidraaimensional approach to adult
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attachment and the formulation of two distinct disiens of attachmenttependencehich
is related to the model of the self agbidancewhich refers to the model of the other
(Figure 1).

MODEL OF SELF

(Dependence)
Positive (low) Negative (high)
SECURE PREOCCUPIED
Positive (low) Comfortable with Preoccupied with
intimacy and autonomy relationships
MODEL OF
OTHER
(Avoidance) _ FEARFUL
Negative | DISMISSING Fearful of intimacy
(high) | Dismissing of intimacy Socially avoidant

Figure 1.Two-dimensional model of adult attachment (Bamhodw, 1990)

According to Bartholomew (1990), these attachmémedsions are reflected in particular
social response styles of individuals and theredpplne manifest in their behavior. As
shown in Figure 1, the degree of dependence viraeslow (self-esteem is largely
internalized and does not require external confilon to high (self-esteem requires others’
ongoing acceptance) whereas high and low avoidaaieeto whether a person does or does

not seek close contact with others, depending ein &#xpectations of aversive consequences.

Bartholomew labeled the four attachment categ@aesire preoccupieddismissingand

fearful. In this context, secure attachment indicateshaesef worthiness combined with the
expectation that other people are generally acegpind responsive. Preoccupied attachment
indicates a sense of unworthiness combined withs#tipe evaluation of others. Individuals
belonging to the fearfullattached group desire social contact and intimactyaboid it out of
distrust and fear of rejection. Just like the febstyle, the attachment category labeled
dismissing describes individuals who view othersiasaring and rejecting but, at the same
time, perceive themselves as worthy of others’ Id\eese individuals deny having
attachment needs and thus passively avoid cloggaeships.
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Bartholomew developed this model of adult attachimasra result of her conclusion that
three-category models of adult attachment (e.gzaH#& Shaver, 1987) do not consider the
fact that the avoidance of attachment may diffeoating to a person’s motivation to
become or not to become attached to others. Trateg@ry models contain only one
category for avoidant attachment, whrelpresents fear of closeness but excludes the
possibility that an individual is not interestedo@coming attached to others in the first place.
Taking this into account, Bartholomew (1990) in@ddoth the fearful and the dismissing
type into her model of adult attachment. Individulaélonging to both groups avoid
becoming attached (high avoidance) but they diffehe extent to which they depend on
others for maintaining a positive self-regard (highlow dependence) (Bartholomew &
Horowitz, 1991). Similarly, the preoccupied andrfelbgroups both strongly depend on
others’ acceptance but they differ in their effad®ngage in close relationships. While the
preoccupied individuals reach out to others, thesatescribed as fearful restrict closeness to
others in order to avoid potential disappointm&atitholomew (1990) emphasized that the
proposed attachment styles are solely prototypkeghimeans that members of one category
vary in their degree of typicality. It is likelydha given person’s experiences will not
uniformly match a single category but rather beermrless representative of two or more
prototypes.

Studies conducted by Bartholomew and Horowitz (3$®avide strong evidence for the
validity of the four proposed attachment categowbgch they assessed using both a
semistructured interview and a self-report queste. The obtained correlations between
the four attachment types as well as between dtathanent type and 15 other rating scales
corresponded to expectations. Furthermore, thdtsagported by Bartholomew and
Horowitz support the two-dimensional structure dfila attachment types. Measures of self-
concept and sociability distinguished both a pesifrom a negative model of the self and a
positive from a negative model of the other, retipely. In a subsequent study, Griffin and
Bartholomew (1994) obtained evidence for convergeult discriminant validity of the

proposed four attachment categories.

Two-dimensional model of adult attachment by Bren@ark, and Shaver (1998 rennan,
Clark, and Shaver (1998) analyzed a large numbseltfeport measures of adult attachment
and found two separate dimensions to underliecalkes that they had examined, which they
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termedavoidanceandanxiety According to Brennan et al., these dimensionsassmnt the
same constructs as the ones proposed by Barthol¢&890) with the exception that
Brennan et al. used the term anxiety instead oéuni@gnce. In this context, attachment-
related anxiety indicates the extent to which irdirals feel secure or insecure about their
partner’s availability and responsiveness. Attaahirnelated avoidance refers to the extent to
which individuals feel uncomfortable or secure ettose to others and depending on
others. Following the identification of these akttaent-related dimensions, Brennan et al.
(1998) proposed a two-dimensional model of adtdtchiment with the aim to combine all
self-report measures of adult attachment into glsiframework and thus to construct a
uniform assessment method. The authors used Bantlesl's labels (secure, preoccupied,
dismissing, fearful) in order to mark the four attment patterns that result from the
combination of the dichotomized avoidance and d@gxdenensions. However, they pointed
out the advantages of a dimensional assessmembigfamce and anxiety on separate scales
over an assignment of individuals to attachmerggaies claiming that dimensional
procedures lead to a more precise measuremenini®&cdd.4 provides a closer look at this

discussion as well as at several methods for dagesdult attachment.

1.5.3 Continuity of attachment from infancy to adulthood

Bowlby (1982, 1980) postulated that internal wogkinodels remain stable throughout an
individual's ontogenetic development if no drastianges in the caregiving environment or
in relationships occur. Major shifts in the caregivenvironment require adaptation and
therefore have the potential to cause changesimthvidual’s internal working models.
Bowlby makes no statement about the stability efithernal working models once an
individual has reached adulthood but Fraley (201f¢d that to date, researchers still do not
have a strong understanding of the factors thatinfayence an adult’s attachment style. In a
longitudinal study, Waters, Merrick, Treboux, Crdwand Albersheim (2000) assessed
adults’ attachment quality and compared these tetuthe same individuals’ data in a study
involving the ‘Strange Situation’ (Ainsworth et,al978) in which they had participated 20
years before. Adult attachment was assessed umngdult Attachment Interview (AAI;
George et al., 1996). On the one hand, the restittgs investigation provide evidence for
the stability of attachment patterns from infanearly adulthood. On the other hand, they

also indicate that attachment patterns remain ¢pegvision in light of stressful life events.
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Infants who had experienced one ore more strebff@vents according to the reports of
their mothers were more likely to change from secarinsecure attachment than infants for
whom no such events were reported. Another stwdylving a sample at risk for poor
developmental outcomes did not find evidence fotiooiity of attachment patterns from
infancy to late adolescence, thus providing furihdrcation that adverse life events may
lead to shifts in attachment security (Weinfieldp8e, & Egeland, 2000; Weinfield,

Whaley, & Egeland, 2004). However, the same autalss noted that the AAI may not be
appropriate for assessing attachment styles anade@dtlolescents. Furthermore, some of the
discontinuity in attachment may be attributablé¢hte different attachment measures used in
infancy and in adolescence, which in many cases tiner ‘Strange Situation’ and the AAl,
respectively. Nonetheless, the findings concertiiegcontinuity of attachment patterns
provide relevant support for the notion, that “alftaent is not a static personal quality, but
an adaptive, context sensitive, relational qual{éi/einfield et al., 2004, p. 90). Itis

important to note that Bartholomew (1990) pointetimethodological problems with regard
to the comparison of stability rates. She arguetlrissearchers rarely consider differences in

stability indicators that are expected by chance.

1.5.4 Assessing adult attachment styles

Measures of adult attachment can be distinguishedrding to four aspectdomain(family,
peer, or romantic relationshipshethod(interview, Q-sort, or self-report)limensionality
(categories, prototype ratings, or dimensions),catdgorization systen{8rennan &
Shaver, 1998). Despite this variation in the apginea, Brennan and Shaver (1998)
concluded that there is substantial consistencyngntize various types of attachment

measures.

A large part of the section on attachment in adwath(section 1.5.2) has been devoted to
two-dimensional models (e.g.; Bartholomew 1990;n8n et al., 1998) which describe the
combination of attachment-related anxiety/depenefeaied avoidance into four prototypic
attachment patterns. This approach provided thenghoork for a number of self-report

measures used for the assessment of adult attatktygles. A different approach, the Adult

% Bartholomew (1990) uses the term dependence, wh@rennan et al. (1998) apply the term anxiety.
According to Brennan et al. (1998) the terms regmethe same construct.
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Attachment Interview (AAI; George et al., 1985; M& Goldwyn, 1998), is an interview
procedure and was mentioned before in section.1D@&pite being uniquely revealing
(Brennan et al., 1998), interview methods are dftentime-consuming to be applied in

empirical investigations (Bartholomew & HorowitA491).

In older self-report questionnaires, for exampke Relationship Questionnaire (RQ;
Bartholomew & Horowitz, 1991), individuals were asgkto classify their attachment style
according to one of the four attachment patternshwvere introduced in the previous
section. On the other hand, instruments such aBxperiences in Close Relationships (ECR,
Brennan et al., 1998) and the Experiences in GRedationships —Revised (ECR-R, Fraley,
Waller, & Brennan, 2000) use 36 items that tapcatizent-related avoidance and anxiety on
two separate dimensions. The Relationship Styless@@nnaire (RSQ); Griffin &
Bartholomew, 1994a) contains 30 items which werévdd from Hazan and Shaver’s (1987)
attachment measure, Bartholomew and Horowitz’s 11 8&lationship Questionnaire, and
the Adult Attachment Scale by Collins and Read Q9%he RSQ can be used to assess
Bartholomew’s (1990) four attachment styles onraatisional level. These scores can then
be used to compute scores for the two underlyitaglament dimensions, dependence and

avoidance.

Categorical versus dimensional assessm&impson (1990) noted that the categorization of
attachment styles may preclude the assessmenteztriimgful individual difference
variability that exists within each category” (.3). Furthermore, categorical measures do
not permit the assignment of a given individuatrtore than one category despite the fact
that some adults’ attachment styles may be bestiled as a combination of two categories
(Bartholomew, 1994)Thus,categorical measures, such as the RQ (Bartholomew &
Horowitz, 1991), may yield inaccurate results. Tiisspecially the case if they are used to
study the continuity of attachment patterns as thepot represent changes in attachment
styles in an adequate way (Bartholomew, 1990; Fr&lgvaller, 1998). Fraley and Waller
(1998) criticized that categorical instruments la@sed on the unsubstantiated assumption
that attachment styles are independent of each.dtherefore, they promoted the use of
graduated measures which yield continuous and atpsecores for each dimension. Another
advantage of dimensional approaches is the fattdhapposed to categorical measures,
they allow for an estimation of the measuremerdreand carry greater reliability, validity
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and statistical power (Fraley & Waller, 1998). Bnan et al. (1998) noted that dimensional
measures may help participants avoid the temptédigive socially desirable or otherwise
biased responses when asked to classify themsadv&scurely or insecurely attached as in
the RQ. Moreover, dimensional assessment doequire individuals to have such a high
degree of insight into their own intrapsychic preges as categorical self-classification does
(Brennan et al. 1998).

For these reasons, it was chosen to apply a dimealsineasure of adult romantic attachment
in the empirical study that is part of this theisr the investigation of the influence of
various types of interpersonal trauma on adulchttent it appears more useful to assess the
attachment dimensions of avoidance and anxietynfigxe et al., 1998) rather than the four
attachment categories, as dimensional measurélsarght to represent differences in
attachment security more accurately (Fraley & Wall®98). Instead of classifying

individuals into four categories, the present stwillylook at their position on the two
attachment dimensions as a function of the traumeg have experienced.

Impact of relationship functioning A critical point of self-report measures of adult
attachment is that they are potentially confoundgt relationship functioning, which is a
correlate of attachment security (Bartholomew, 39B&sed on correlational evidence, it
cannot be concluded unambiguously whether sectaehatent helps build well-functioning
relationships or whether satisfying relationshipase individuals to describe themselves as

securely attached on a self-report questionnaisgtfiBlomew, 1994).

The present section provided an overview of the attachment theory is applied as a
framework for the study of consequences of eartgmile interpersonal trauma. Furthermore,
the underlying theories of attachment in childhaod adulthood as well as corresponding
methods for assessing attachment security werewed. The following two sections focus
on empirical evidence regarding two questions.iBedt.5.5 discusses studies that
investigated whether childhood abuse is associaiifinsecure attachment styles.
Subsequently, section 1.5.6 will address possitavars to the question whether attachment

style has an influence on mental health once chddhabuse has occurred.



ATTACHMENT IN SURVIVORS OF INTERPERSONAL TRAUMA 40

1.5.5 Association between childhood abuse and attachmepatterns in
adulthood

Bartholomew (1990) addressed the transition ofaaseattachment from childhood to
adulthood by noting that "adult avoidance of intapdnas its roots in early attachment
experiences in which emotional vulnerability conteebe associated with parental rejection”
(p. 173). Bearing in mind the described attachmpeotesses in childhood, it appears likely
that an early violation of the child’s sense ofe$aftrust and predictability by a caregiver

will be reflected in attachment-related problemsadiulthood.

Using the Relationship Questionnaire (RQ; Barthaan& Horowitz, 1991), Roche et al.
(1999) found that childhood sexual abuse was saamifly related to attachment styles in
adulthood in a student sample. In this study, tigreeps were compared: (a) non-abused
individuals, (b) individuals with a history of imtiamilial sexual abuse, and (c) individuals
who had experienced extrafamilial sexual abuse.nfhhabuse group showed more secure
and less fearful attachment than the other twomgoburthermore, the intrafamilial abuse
group was less secure, more fearful, and less sssngl than the extrafamilial abuse group,
indicating particularly detrimental consequencealnise that occurred within the family
context. This result is consistent with the notiloat the family context is the primary
environment in which attachment is developed ducinigdhood (Bowlby 1973/1982). The
three groups also differed on the avoidance andritignce dimensions of adult attachment.
The no-abuse group exhibited lower dependencelibinabuse groups and the extrafamilial
abuse group reported a lower dependence thanttiaéaimilial abuse group. The no-abuse
group also indicated lower avoidance than the tiugsa groups. However, the two abuse
groups showed no difference on the avoidance dimen$wo limitations of the study by
Roche et al. (1999) are particularly apparenttFargategorical measure of adult attachment
was applied; second, a student sample was stusliedents’ romantic relationships are likely
to differ from adult intimate relationships in thatung people have not yet had enough time
to establish long-lasting and stable bonds to tnpaas it is the case in samples of older
individuals (Bartholomew, 1994).

Dimitrova et al. (2010) found that survivors of Idiood sexual abuse differ from non-
traumatized individuals on the dimension of attaehtranxiety, but not with regard to

attachment avoidance. Contrary to this, in an itigason by Limke et al. (2010), a group of
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female college students sexually maltreated beafeege of 15 indicated both more
attachment-related avoidance and attachment-redabeidty when compared to a non-
maltreated group. Note, however, that the comphinabf this result to the previously
reported ones is restricted as Limke et al. us#ifferent measure to assess the attachment-

related avoidance and anxiety (i.e., a questiorrdereloped by Simpson, 1990).

Insecurity in adult attachment was also found irvisors of adult interpersonal trauma.
Elwood and Williams (2007) found that a historyaolult interpersonal trauma among a
student sample is related to the two dimensioralaft attachment. The authors applied the
attachment model proposed by Brennan et al. (183@)Yound that trauma survivors endorse
higher levels of attachment anxiety than individuaho were not affected by a traumatic
experience. However, the authors failed to detectreesponding relationship between adult
interpersonal trauma and attachment avoidance.pgtisrn of findings suggests that
survivors of interpersonal trauma may not be mikedy to avoid intimacy than non-
traumatized individuals. But at the same time thegh level of attachment anxiety indicates
that they feel less secure in relationships ane maere difficulties trusting their partner than

non-abused individuals.

It is important to bear in mind that none of thedés which were reported in the present
section can draw firm conclusions regarding a daeféect of early chronic interpersonal
trauma on attachment-related difficulties. The éxature of this association remains
uncertain as a consequence of the cross-sectiml designs that were applied in these
investigations. The evidence does not make cleativeln insecure attachment patterns in
childhood (which are then carried on into adulthome@cede childhood abuse or whether
children develop insecure attachment styles ansetuence of the abuse. Well-planned
prospective study designs could help resolve thestion.Nonetheless, existing evidence
supports the notion that interpersonal trauma,empecially intrafamilial abuse, is associated

with difficulties in the domain of attachment inudidromantic relationships.

What has remained unanswered, however, is theigneshether increased attachment
avoidance and anxiety are specific to early-onsétchronic interpersonal trauma or whether
they occur in individuals who experienced any tgpeterpersonal trauma. Having in mind
that attachment patterns are established earlyiidhood (section 1.5.2), it appears likely
that a history of early chronic interpersonal trausiassociated with more insecure
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attachment than a history of a late-onset integreistrauma (e.g., in late adolescence or
adulthood). Likewise, chronic exposure to interpagd violence at a young age, during
which the emotional and cognitive foundations ¢tdetment are being established, could
lead to more severe disruptions in attachment gg¢han single occurrences of
interpersonal violence, that did not cause a consialation of the child’s trust in their
caregiver. Empirical studies investigating the ictpat early onset and chronicity of
interpersonal trauma on attachment patterns areesednich has prevented researchers from
gaining a more differentiated view of this relasbip. Therefore, the present empirical
investigation will compare individuals with histes of early chronic interpersonal trauma to
individuals who have experienced other forms airtra with regard to adult attachment
insecurity. If early chronic interpersonal traunh@ws to be associated with particularly high
degrees of attachment insecurity, researchers r@utitppners should be encouraged to
develop and improve treatment plans that fit trecdje attachment-related needs

experienced by this group of trauma survivors.

Implications for clinical practice.The need for treatments that address impairedratiect
patterns in abuse survivors has been recogniztebiliterature and has resulted in the
development of an evidence-based two-phased coegiughavioral treatment addressing the
specific difficulties encountered by adult survisaf childhood abuse. The Skills Training in
Affective and Interpersonal Regulation plus Modifierolonged Exposure (STAIR/MPE;
Levitt & Cloitre, 2005) addresses interpersonaktioning and emotion-regulation skills in

the first phase of the treatment in order to preplae client for prolonged imaginal exposure
in the second phase. The work on the client’s pgesonal schemas is considered the
“unifying theme” (Levitt & Cloitre, 2005, p. 42) dhe treatment and aims to identify and
alter perceptions of the self and others that teaen disrupted by experiences of abuse. One
of the purposes of the first phase of the treatnsetat change dysfunctional interpersonal
schemas, for example from “to be attached meahe tbused” to “I can be close to others
and expect to be treated well” (Levitt & Cloitr€Qdb, p. 42), which should subsequently help
individuals maintain positive interpersonal relasbips. In-session role plays, schema sheets,
and practice in “real life” situations are appliacdbrder to acquire and practice newly

proposed schemas.
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Knowledge of attachment-related difficulties, sashincreased attachment anxiety and
avoidance in romantic relationships, that are paitiy specific to survivors of early chronic
childhood abuse could serve as an encourageménther tailor treatments to address the

specific attachment-related needs of this partragdaup of abuse survivors.

1.5.6 Attachment security as a mediator between interpexal trauma and
posttraumatic psychopathology

Although, on an accumulated level, survivors oéipersonal trauma tend to have more
problems with psychological functioning comparedheir non-abused peers, not every
abused individual develops posttraumatic symptosre r@sponse to the violence they have
experienced (Briere & Elliott, 1994; Collishaw &t 2007, Lynskey & Fergusson, 1997).
This has led researchers to the assumption thag thay be additional factors involved that
influence the relationship between interpersoraalrtra and later psychological functioning
(e.g. Ozer et al., 2003; Shapiro & Levendosky, J9B@search on this subject has yielded
both internal and external variables that were @ibto constitute such factors (e.g.;
Aspelmeier, Elliott, & Smith, 2007; Browne & Winkaekn, 2007; Collishaw et al., 2007;
Elwood & Williams, 2007; Muller, Sicoli, & LemieuX2000; Roche et al., 1999; Shapiro &
Levendosky, 1999). In the following sections, attaent security will be discussed as one of
these intervening variables. Theoretical groundselsas empirical evidence regarding its

influence on PTSD following interpersonal traumd W& reviewed.

Moderational versus mediational models the empirical literature, different approaches
have been used to investigate the potential infleext third variables. While many studies
employed mediational models, some tested modesdtedfects. According to Baron and
Kenny (1986), a mediating variable accounts forrglationship between a predictor and an
outcome variable. If, for example, attachment ins&¢ mediates the relationship between a
traumatic life event and posttraumatic stress spmpt this means that the trauma causes
changes in attachment which in turn lead to thét@asnatic stress symptoms. A moderating
variable, on the other hand, influences the stfeagt/or direction of an already existing
association between a predictor and an outcomechtiee which model to test depends on
prior theoretical assumptions regarding the nadfitbe presumed influence of the third
variable as well as observed associations betweserespective variables. Baron and Kenny

(1986) suggest testing a mediational model if tieeestrong association between the
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predictor and the outcome variable. A moderationadiel, on the other hand, should be

tested if this association is weak or inconsistent.

Theoretical groundsAs interpersonal trauma, most notably physical sexial abuse, is
embedded in an interpersonal context, the qualigpoial relationships was deemed a
possible mediator between this type of trauma tnaipact on the survivor's mental health
(Alexander, 1992; Collishaw et al., 2007). Studresestigating the mediating effect of a
person’s experiences in social relationships fratjyepplied attachment theory as a
conceptual framework because it is interpersonatiomships in which attachment patterns
are assumed to be primarily established and maedaiSandberg et al., 2010). The
attachment-related working models of the self (delpace/anxiety) and of the other
(avoidance) are developed early in life throughdhiéd’s relationship with his or her
primary caregiver (Bowlby, 1973; see section 1.5TRerefore, these internal working
models are likely to be particularly affected byeaide interpersonal events in childhood. In
turn, attachment patterns are expected to eithieg lwrward or prevent trauma-related
psychosocial problems, depending on whether theyglassified as secure or insecure.
(Roche et al., 1999) Riggs et al. (2007) reportsiyaificant association between the
attachment dimensions avoidance and anxiety onrteéhand and PTSD on the other hand.
A significant association between attachment agpaed PTSD was also reported by Muller
et al. (2000), but in this study attachment avoogaand PTSD were unrelated. As for the
mechanisms underlying this relationship, Cloitrale(2008) found empirical support for an
effect of attachment insecurity on functional intpant, following childhood abuse, through
emotion regulation on the one hand and expectatbascial support on the other hand.
Similarly, Benoit, Bouthillier, Moss, Rousseau, @rminet (2010) found that the association
between attachment security and PTSD, followingrtra in adulthood, is established

through the mediating effect of emotion-focusedicgstrategies.

Although a link between attachment security and Ph8s been established, the
mechanisms underlying this association have nabgeh clearly identified (Benoit et al.,
2010). Cloitre et al. (2008) suggested that attagttimsecurity may affect emotion
regulation which, in turn, could increase the clesnaf developing PTSD. Muller et al.
(2000) follow the same approach by postulating liwdh insecure attachment and PTSD are

related to problems of affect regulation. Childega assumed to learn to regulate their
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affective states in interactions with their primaaregivers (Alexander, 1992). However,
certain attachment styles may not permit the adgpnsof adequate emotion regulation
strategies and may thereby increase an individwaliserability for developing PTSD

(Muller et al., 2000). Sandberg et al. (2010) sstee three pathways through which
disrupted attachment patterns may contribute téty@oasnatic stress. First, others may
become internally represented as malevolent oretang while the self may be perceived as
helpless and vulnerable. This, in turn, may undeenai person’s sense of safety and security.
Second, guilt, shame, and other negative feelingisare related to insecure attachment may
impair a person’s strategies for effective emotiegulation and thereby increase the risk for
posttraumatic stress. Third, due to the percepfarthers as rejecting, inconsistent, or non-

trustworthy, the affected individual's perceptianuse of social support may be affected.

The following sections of this chapter will presentpirical evidence regarding the
mediating effect of attachment insecurity on PTS0 ather indicators of psychological
functioning. Besides, two studies will be revievikdt tested a moderational model.

Evidence regarding a mediating effect of attachmeRbche et al. (1999) applied
Bartholomew’s (1990) four-category model of attaemtnin adulthood in order to examine
the role of attachment in the context of childheedual abuse. Using the Relationship
Questionnaire (RQ, Bartholomew & Horowitz, 1991pdRe et al. found that the relationship
between childhood sexual abuse and trauma-relgtedtems later in life is mediated by the
individual's attachment style. When attachment tyae taken into account, childhood
sexual abuse did not predict the degree of traletfeied symptoms, assessed with the
Trauma Symptom Inventory (TSI; Briere, 1995). A¢ fame time, the association between
attachment and trauma-related symptom levels rexdaionstant when childhood sexual
abuse was controlled for. Shapiro and Levendosiy@99) findings suggest that high
attachment security is significantly associatedhwotv psychological distress among
adolescents (operationalized by measures of depnessd trauma-related symptoms) who
were exposed to sexual abuse as children. A pailysaas supported the assumption that
attachment security mediates the relationship betvehildhood sexual abuse and
psychological distress. Similarly, Dimitrova et @010) found that the extent to which a
person feels comfortable with closeness and intynmacelationships mediates the effect of
childhood sexual abuse on psychological functiorfasgessed by the DSM-1V Global
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Assessment of Functioning). Both Shapiro and Lewskyl (1999) and Dimitrova et al.

(2010) applied the Adult Attachment Scale (AAS; sl & Read, 1990) for the assessment
of attachment styles. Cloitre, Stovall-McClough riZas, and Charuvastra (2008) studied a
sample of individuals with a history of childhooeksial abuse and found that participants
with insecure attachment had greater functionakinmpent than those reporting secure
attachment. Results of a path analysis suggesa¢dhtdecure attachment has an indirect
effect on a person’s functional status through itwtervening variables: reduced expectations
of social support on the one hand and inadequgtdaton of negative emotions on the other
hand.

Several studies that applied the two-dimensionalehof adult attachment reported only
partial support for a mediating effect of attachin&andberg et al. (2010) and Limke et al.
(2010) found attachment-related anxiety to mediaerelationship between sexual
maltreatment and psychological adjustment, buhditdobtain the same result for the

avoidance dimension.

Evidence regarding a moderating effect of attachmenvestigations that tested a
moderating effect of attachment insecurity obtaihetérogeneous results. In a study
involving a female student sample, Aspelmeier ef28107) did not find that attachment
security in close-adult relationships, assesseshoaically, moderates the effect of childhood

sexual abuse on trauma-related symptoms.

Moderational effects of attachment were also tesi#id individuals abused in adulthood.
Scott and Babcock (2010) obtained empirical supjporda moderating effect of both
attachment avoidance and dependéocePTSD. Contrary to this finding, Elwood and
Williams (2007) did not find that attachment-rethievoidance and anxiety moderate the
association between adult interpersonal traumgpagichological functioning. A possible
explanation for this discrepancy in results cowddHtmt the participants in Elwood and
Williams’ (2007) study were college students whaeweot necessarily involved in romantic
relationships (Scott & Babcock, 2010), while S@ott Babckock (2010) recruited a

community sample of individuals that were all ligim a relationship. Furthermore, these

* The construct attachment dependence corresporadthment anxiety according to Brennan et al9§).9
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two studies used different measures of attachmehtrauma-related symptoms and Scott
and Babcock (2010) focused on physical abuse vi#@n®od and Williams included

individuals who had experienced either physicaetual abuse.

1.5.7 Implications of the evidence

The existing evidence indicates that experiencesadf chronic interpersonal trauma, such
as childhood physical or sexual abuse, are retat@tsecure attachment patterns in
adulthood. As this connection was established mabsticross-sectional study designs, no
conclusion with regard to causation or the direcbdinfluence between the variables can be
drawn. It is a plausible interpretation that eathyonic interpersonal trauma violates an
individual’s basic trust in their social environnmi@md thus contributes to the formation of
inadequate models of the self and others. Howéwsecure attachment may just as well be a
preexisting risk factor for the onset of early ahimointerpersonal trauma. Alternatively, the
onset of early chronic interpersonal trauma anddnge attachment may both result from a

dysfunctional family structure or other factordhe victim’s environment (e.g., poverty).

The reported findings concerning the mediating oblattachment largely support the notion
that attachment is a mediating variable for thluarice of early chronic interpersonal trauma
on psychological functioning. Attachment insecudappears to be a factor through which
early chronic interpersonal trauma leads to pasttaic symptomatology. However, this is
not the only plausible explanation for the repofiadings. Although posttraumatic stress is
usually modeled as an outcome variable, it is pssible that posttraumatic stress reactions
influence the way individuals respond to self-reépoeasures of adult attachment (Sandberg
et al., 2010). Prospective studies could help rebeas come to less ambiguous conclusions
about the nature of the associations between elarbnic interpersonal trauma,

psychological adjustment and attachment styles.

Roche et al. (1999) pointed out that the searcimiediating variables between early chronic
interpersonal trauma and psychological adjustneeguided by efforts to identify factors that
are involved in the development and maintenangesftraumatic psychopathology in order
to guide prevention and treatment. Factors, thet leapirically shown to be involved in the

development of PTSD following interpersonal traunw@yld be addressed by therapeutic
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intervention in order to help individuals discowstter coping strategies and thereby reduce
the impact of traumatic experiences on their memalth (Roche et al., 1999). As
attachment security could be one such interverantpf, the present study will seek to
replicate the reported findings that indicated aliaiing effect of attachment security on the

association between interpersonal trauma and p&ygihal functioning (i.e., PTSD).

1.6 Interpersonal problems in the context of early chramic interpersonal trauma

As part of the presentation of her two-dimensionatel of adult attachment, Bartholomew
(1990) noted that “individual differences in stytefanterpersonal interaction are the
fundamental phenomena that attachment theory igrissto explain” (p. 169). Moreover,
she postulated that it is interpersonal mechantinesigh which internal working models of
the self and the other are expressed and maintdirtbdrefore appears likely that

individuals who were assaulted at an early stagiewélopment and who did not have the
opportunity to establish secure attachment witaragiver will face immediate and long-
term difficulties in the interpersonal domain. Tieem ‘interpersonal problems’ describes
various behavioral and emotional difficulties engtawed by individuals in interactions with
other people. The interpersonal areas that areoseplpo be affected by experiences of abuse
include a wide array of the survivor’s “relationgsiwith particular individuals in their lives
(e.g., spouses and partners, friends, childrenpémat family members), as well as the many
dimensions upon which those relationships mightriggacted . . . (e.g., communication,
trust, intimacy, etc.)” (DiLillo, 2001, p. 561). h€ following section introduces several
theoretical assumptions as to why and how earlgrobrinterpersonal trauma may lead to
interpersonal problems. Subsequently, empiricaleawie regarding the connection between
early chronic interpersonal trauma and disturbantése interpersonal domain will be

reviewed.

1.6.1 Hypotheses about interpersonal problems in adulthabfollowing
childhood abuse

Attachment theory is one of several theoreticahaorks that have been applied to explain
the link between childhood abuse and impaired adtdtpersonal functioning. Bartholomew
(1990), for example, argued that interpersonal lerab are related to the attachment patterns

individuals have established in the course of tewrelopment. Other approaches include
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theoretical concepts by Finkelhor and Browne (19B8Ere (1992b) and Polusny and
Follette (1995). Finkelhor and Browne (1985) pragp@isur concurrent traumagenic dynamics
which set in when a child is exposed to sexual @lausl which lead to the distinctive effects
of this type of trauma. These four dynamics incltrdematic sexualization, betrayal,
powerlessness and stigmatization. According torBri#992b), continuous sexual abuse in
childhood leads to interpersonal problems in tlsteps. The first step comprises immediate
reactions to the abuse, involving posttraumatiesstr cognitive distortions and disturbances
in psychological development. In the second steppmmodation processes to the ongoing
abuse and coping behaviors (e.g., avoidance, pigssiexualization) set in with the aim to
reduce pain and to increase the feeling of salétg.third step includes long-term
consequences of abuse which reflect the impadteoinhmediate reactions to the abuse as
well as their subsequent impact on the individup$gchological development. The ongoing
presence of these long-term effects in adultho@iasumed to interfere with daily
interpersonal functioning and to prevent the aftalh gaining support from interpersonal
relationships (Briere 1992hb). Polusny and Follét®@95) developed a model that explains the
connection between childhood sexual abuse andntsterm effects on the basis of
inadequate coping strategies that are rooted irtiena avoidance. Examples for such
coping strategies include dissociation, self-mtitla substance abuse, casual sexual
relationships, and avoidance of intimate relatigmshEven though these behaviors may
provide initial relief to the survivor’s distress) the long run they are likely to be followed
by negative reactions such as feelings of soadi®n, sexual dysfunction and

revictimization.

Interpersonal problems are considered to be a aogaquel of early and repeated trauma
(van der Kolk et al., 2005), which is why they ctitose one of the DESNOS subcategories

(see section 1.4.2).

1.6.2 Evidence for interpersonal problems following earlyonset interpersonal
trauma

General problems in the interpersonal domaiany adult survivors of childhood abuse
report difficulties in establishing and maintainisgcial relationships. Levitt and Cloitre
(2005) reported that interpersonal problems arartbst frequently cited reason for seeking

treatment among women with histories of childhobdse. These disturbances include a
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poorer understanding of social causality (Calladtaal., 2003; Kernhof et al., 2008), low
self-esteem as well as being shy, uneasy, anatge#eious or misunderstood in
interpersonal relationships (Callahan et al., 20@08)men sexually abused in childhood
describe themselves as overly solicitous and ebgtita (Kernhof et al., 2008) and as having
more problems with being assertive compared to wowithout histories of sexual abuse
(Cloitre et al., 1997). At the same time, Cloitteak (1997) found sexually abused women to
show higher degrees of control and responsibitigntnon-abused women. The authors argue
that these results indicate confusion about poweathics in interpersonal relationships as
for the abused individual it might not be clear whe be submissive and when to take
control and responsibility over a situation. Sudvoastellation of problems may make these
women particularly prone to conflicts in relatioqshand further sexual or physical assaults
(Kernhof et al., 2008). Indeed, a large numbenuéstigations indicated that survivors of
early chronic interpersonal trauma are at increas&df revictimization. This means that
they are at risk of experiencing further sexugploysical assaults after the exposure to the
initial traumatic event (e.g., Banyard, Williams,S8egel, 2001; Dietrich, 2007; Messman-
Moore & Long, 2000; Nishith, Mechanic, & Resick,@0 Noll, Horowitz, Bonanno,

Trickett, & Putnam, 2003; Sanders & Moore, 1998)turn, repeated exposure to
interpersonal trauma makes individuals particulfkigly to develop PTSD, a greater
severity of PTSD symptoms (Follette & Vijay, 200shith et al., 2000, Ozer et al., 2003)
as well as other mental health problems (Banyagd.£2001) compared to a single trauma
exposure (for a review, see Classen, Palesh, & mgda2005). On the one hand, it is
contextual or environmental factors which contitbm@ut the individual at risk of further
exposure to traumatic stressors (e.g., growingiugpdysfunctional family environment)
(Banyard et al., 2001). On the other hand, psydiocib consequences of the initial traumatic
experience, such as the previously described iatsopal problems, may contribute to

retraumatization (Dietrich, 2007).

Intimate partner relationships and sexual functiong. Studies involving women with
histories of childhood sexual abuse suggest tleat itterpersonal problems are often related
to intimate partner relationships and sexual fumstig (e.g., Davis & Petretic-Jackson, 2000;
DiLillo & Long, 1999; Rumstein-McKean & Hunsley, @0). This notion is consistent with

the view promoted by attachment theorists sayiagehrly disruptions of interpersonal
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bonds by childhood abuse are likely to be followgdnsecure attachment in adulthood,
particularly with regard to intimate relationshigscording to the empirical evidence,
survivors of childhood sexual abuse are pronexaaedysfunction (Davis & Petretic-
Jackson, 2000), lower satisfaction in intimatetreteships, a lower level of trust in their
partners and a poorer communication between par{beillo & Long, 1999). Furthermore,
they report engagement in high-risk sexual acésite.g., increased number of sexual
relationships, lower use of contraception measymestitution) as well as a lack of sexual
satisfaction (for a review, see DilLillo, 2001). Benhce of elevated rates of separation and
divorce in samples of survivors of childhood sexalalise serves as a further indicator of low
interpersonal functioning in intimate partner redlaships (Mullen, Martin, Anderson,
Romans, & Herbison, 1994).

1.6.3 Implications of the evidence

The empirical literature seems to largely agre¢henconclusion that early chronic
interpersonal trauma is linked to interpersonabpems in various contexts that non-abused
individuals are not affected by. However, mosthase studies solely compared individuals
who reported early-onset interpersonal trauma imidhviduals who did not report any
traumatic experience. Thus, no clear conclusionsdeamade as to whether interpersonal
problems are specific to early-onset and chrorterpersonal trauma or whether they occur
in all types of interpersonal trauma. Direct conigamns of different types of interpersonal
trauma with regard to both attachment insecurity iaterpersonal problems are rare even
though they could provide valuable information abéor example, the role of age of onset
and chronicity of physical or sexual abuse in teeatbpment of interpersonal disturbances.
A better understanding of this relationship couldmort the development of more specific
interventions targeting interpersonal problems #nee as a consequence of particular forms
of interpersonal trauma. For this reason, the prtasgestigation will seek to relate both the
degree of attachment insecurity as well as integel problems to the type of interpersonal

trauma that individuals have experienced.

Apart from the lack of consideration of differerduma types, studies on the consequences of
interpersonal trauma are also affected by a numi@ethodological problems that limit the
conclusions that these studies permit as wellagémeralizability of their results. Thus,
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before describing the empirical study that is péthis thesis, the most apparent of these

problems and their implications will be reviewed.

1.7 Methodological problems of research on the psychadical consequences of early
chronic interpersonal trauma

Without claiming completeness, the present segirorides a review of methodological
issues that need to be taken into account whemipiginvestigations of the psychological

consequences of interpersonal trauma.

First, criteria for defining and identifying thegsence of interpersonal trauma are
inconsistent. Discrepancies are usually found énsgpecific acts that are used to define abuse
as well as in age limits which are applied to digtiish early from late abuse. This non-
uniformity in criteria is likely to be one of thawases of heterogeneous reports regarding
prevalence rates and consequences of interpernsanala. Many studies on childhood
sexual abuse classify individuals in a dichotomwayg as either being or not being survivors
of sexual abuse, without further differentiatiom.doing so, researchers often collapse
various types of abusive experiences that mayrdikb¢h qualitatively and quantitatively into
the same group, thus precluding the detection Bétran in trauma consequences as a
function of different types of abuse (DiLillo, 200X o prevent this pitfall, researchers need
to make sensible distinctions between differenesypf interpersonal trauma and thereby
form more homogenous comparison groups. Such aagpwas applied in the present
study in that relatively homogenous groups werengéat representing individuals who had
experienced different types of interpersonal trafdmstinguished according to age of onset
and chronicity of the trauma). This approach cdwétp obtain more differentiated
predictions and less ambiguous findings regardsygipological consequences of

interpersonal trauma.

The second methodological aspect which requiresideration is related to the fact that
research on sequelae of interpersonal trauma nresitdg on individual's retrospective
accounts of traumatic experiences as a methodsekamg the presence of abuse and its
characteristics (DiLillo, 2001). However, the pagsaf time may distort memories of
abusive experiences. Some individuals may not tegases of abuse that have actually

occurred, and others may report false memoriebu$e Especially details of the abusive
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experience, such as the age of onset, the ageetiffe to the perpetrator, and the duration of
the abuse are prone to be reported inaccuratdie iibuse dates back a long time. Inaccurate
assignment of participants to comparison groupsé&of the consequences that may result
from individuals’ distorted reports of trauma-reldtmemories. This, in turn, may lead to
biased conclusions regarding the relationship betvepecific types of interpersonal trauma
and indicators of psychological functioning.

Third, studies on psychological sequelae of intexpeal trauma are characterized by various
sampling biases, such as homogenous samples @rsityvstudents or of individuals who

are seeking or undergoing psychological or psydhigteatment for abuse-related difficulties
(Briere & Elliott, 2003; DiLillo, 2001). Neither ahese groups accurately represents the rates
and the impact of interpersonal trauma in the gdrmapulation (Briere & Elliott, 2003). As
for college students, DiLillo (2001) argued thagyttiend to be younger, better educated,
psychologically better adjusted and less diverdh wagard to ethnicity and socioeconomic
status than the general population of survivonstafrpersonal trauma. In contrast, clinical
samples are likely to be less well adjusted artthiee experienced more severe forms of
trauma than the general population of interperstraaima survivors (DiLillo, 2001). Many
studies have recruited help-seeking samples thatdiffar substantially from different

groups of abuse survivors. Perhaps these samplestdaclude those individuals most
severely affected by interpersonal trauma becdesetpeople may not seek help as they,
according to attachment theory, are likely to hiat their trust in others and the belief that
other people could help and support them. In aaldiik is important to bear in mind that
community samples often consist of self-selected/iduals who are likely to have specific
characteristics which could further bias the sanipigillo, 2001).

Fourth, cross-sectional designs, as they are fretyuesed in studies on consequences of
interpersonal trauma, do not permit inferenceiims of causal relationships between
childhood abuse and psychological functioning. Téssie was already mentioned in sections
1.5.5 and 1.5.7 referring to the association betmezely chronic interpersonal trauma and
attachment styles. Long-term sequelae of childradmdgse not only reflect the impact of
specific experiences of maltreatment but alsornfiaence of various complex aspects of the

social environment in which the abuse is embedBeeére & Jordan, 2009). However, with
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the prevalent cross-sectional designs, it is diffito disentangle specific abuse-related
effects and potential confounding variables (Manig2009).

At several points, the present thesis has refea¢ae advantages of prospective study
designs. While prospective designs may help idgtgiinporal links between exposure to
childhood violence and adult mental health outcqrttesy do not provide conclusive
evidence regarding causal relationships (Margoli@&dis, 2000). Conclusions about
causation are limited because the presence andtgefeviolence cannot be manipulated
experimentally. This means that even longituditadlies cannot fully account for mediating
or moderating variables that influence the psyatic functioning of adults who were
abused as children. But they have the advantagéhaonditions whiclprecededhe abuse

can be assessed (Margolin & Gordis, 2009).

In an attempt to reduce the selectivity of the dantpe recruitment of participants and data
collection for the present study was conducteduihathe Internet. It was expected that, due
to the low threshold that the Internet offers fartgipation, a greater diversity in the sample
could be obtained. However, as the scientificditere has raised concerns regarding online
studies, it appears important to contrast the #itiahs of Web-based investigations with their

advantages, as done in the following section.

1.8 Potentials and limitations of online data collectia

The rapid and extensive development of Web-basshreh tools offers various possibilities
of integrating the Internet into the research pssc®nline-recruitment of participants, Web-
based data collection using e-mail or online qoesidires, Web-experiments, observations
in online-communities, electronic feedback andmapublication of papers are but some of
the extensive possibilities that the developmerntine technologies has put forth. While
they provide various innovative possibilities foetresearch process, Web-based methods
pose both methodological and ethical challengesréed to be addressed when planning,
conducting, and analyzing an Internet-based stlidg.present chapter will focus specifically
on Web-based questionnaires and review their paterats well as methodological and
ethical limitations. Because online questionnaiesusually connected to Web-based

participant recruitment, these methods will be adged as well. In the following sections,
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the terms ‘online’, ‘Web-based’, and ‘Internet-bdisre used synonymously, while the term
‘offline’ is used to describe procedures that ase\Web-based.

1.8.1 Advantages of online questionnaires

Web-based collection and analysis of researchajgiears to be associated with high
efficiency and economic advantages. At low codia @ large samples can be assessed
(Kraut, Olson, Banaji, Bruckman, Cohen, & Coup@04£), which is particularly relevant in
cases of multinational studies or studies withdamgmbers of participants. Web-based
recruitment methods give researchers access tgipartt groups who would be very

difficult to reach with conventional recruitment theds, such as individuals from
geographically remote areas (Gosling, Vazire, Staaza, & John, 2004). Gosling et al.
(2004) noted that Web-based participant recruitmeitls more diverse samples with regard
to gender, socioeconomic status and geographieal aompared to conventional, offline
recruitment methods, which are usually based ondgemous samples of psychology

students.

A study conducted by Joinson (1999) provided ewddghat Web-based data collection and
the resulting anonymity of participants lead tsleecially desirable answers compared to
paper-pencil methods. In another investigatiognsttized and illegal behaviors were
reported more frequently when the survey was adit@red on a computer as opposed to a

paper-pencil version (Turner et al., 1998).

The technical nature of online surveys comes alaitly several advantages. Compared to
paper-pencil guestionnaires, online surveys areerfiexible in that questions can be adapted
to previous answers or certain characteristich®farticipant which is more difficult with
paper-pencil procedures. Since online data cotlads an automated process, the
administration of questionnaires and the subsequamsfer and analysis of data does not
depend on the investigator’s presence, which ergsatie objectivity of the process (Kraut et
al., 2004). In addition, electronic data processilgws for an in-depth analysis of the
assessment process, for example by registeringyesan answers or the time a given
participant needs to answer each item. Finallypgrortant advantage of Web-based surveys

is that they guarantee high transparency with cegathe process of data collection.
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Members of the scientific community can easily asoguestionnaires and evaluate them
with regard to ethical and methodological standards

Finally, participants of online surveys are freebhmose when and where to take the survey
which may help researchers obtain higher partimpattes. At the same time, as mentioned
in the following section, researchers have lessrobaver the context of data collection
which may limit the generalizability of the resuttistained online.

1.8.2 Methodological limitations of online questionnaires

Despite several favorable characteristics thataceibed to online administration of
guestionnaires, several concerns were voiced wargely address the quality and

generalizability of data that are obtained throWggb-based procedures.

Sampling biasThe perhaps most apparent problem pertains toemait bias in samples
which have been recruited online. To date, no ekpkquirements exist regarding the
drawing of representative samples. In fact, mauagiss rely on self-selection of participants
(e.g., who decide to follow a link to a survey tlsaplaced on a website). Doubts about the
generalizability of findings obtained with convemie samples are particularly relevant in the
context of online studies because characteristiosdoviduals who use the Internet may not
be representative of the targeted population. Eaglyt this fact brings ughe question
whether results obtained with samples that wenaiitecd online can be generalized to the

general population.

Internet users may differ from non-users with regarspecific characteristics such as sex,
age, income, education and psychosocial adjust(asling et al., 2004). As mentioned
before, Gosling et al. (2004) found that onlineruéed, self-selected samples tend to be
more diverse with regard to age, sex, ethnicity ssmoeconomic status than samples
consisting of college students. Furthermore, reselas shown that self-selected samples
provide clearer and more complete data comparedtteelf-selected participants, such as
undergraduate students (Pettit, 2002). Howevere mbithese authors attempted to answer
the question whether online recruited self-selesttdples are more representative of the
general population than, for example, clinical sk®phat are often studied in investigations

of childhood abuse.
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Even though online data collection enables reseasdlo access groups of individuals who
would remain coverto offline-methods (Lieberman, 2008), there cordino be populations
that are hard to access online, such as older pgreomeless people, or people with
outdatedchardware or software (Gosling et al., 2004). Finakgarding the preconception
that Internet samples are unusually maladjusteda(Bummary of preconceptions about
Internet questionnaires, see Gosling et al., 2084pirical data indicate that this concern is
unsubstantiated (Kraut et al., 2002).

Drop-outs.For online-surveys, higher drop-out rates are edgae@s there is usually no
direct contact between participants and resear¢krerker, Galesic, Tourangeau, & Yan,
2005). In order to control for adverse effects mfdouts, relevant demographic variables
should be assessed at the beginning of the suruethermore, the questionnaire should

make it possible to retrieve how many participaefisthe questionnaire at which item.

Psychometric properties of online questionnairéany self-report questionnaires that were
initially developed for paper-pencil administratiare nowadays being administered online.
However, it should not be taken for granted thgtpemetric properties such as reliability
and validity of an online administered questionaaire equal to the ones of its offline
counterpart. Henceageveral investigations analyzed the quality ciatef Web-based
instruments for data collection and compared thecohventional paper-pencil methods
(e.g., Fortson, Scotti, Del Ben, & Chen, 2006;&ittorig, Laurent, & Matthews, 2004).
Read, Farrow, Jaanimagi and Ouimette (2009) andlfmeWeb-based version of the
Traumatic Life Events Questionnaire (TLEQ; Kubanhwle 2000) and of the PTSD
Checklist — Civilian Version (PCL-C, Weathers, Liiuska, & Keane, 1991) and compared
them to paper-pencil versions of the same measiihey. found significant correlations
between related constructs in both administratiodes as well as between each of the two
measures and the Clinician-Administered PTSD S&#d°S-1; Blake et al., 1995). Fouladi,
McCarthy, and Moller (2002) found only small andsystematic effects of administration
mode on outcomes of self-report questionnairesrdegg parental attachment in adulthood
and emotion regulation. These effects were funtbéuced when sex and ethnicity were
controlled for. Furthermore, internal consistenng aonstruct validity have shown to be
sufficient for both administration types. Severtiley investigations failed to detect mode-
based differences in reliabilities (Fortson et 2006; Ritter et al., 2004) and validities
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(Buchanan & Smith, 1999a) of health-related sgbleré questionnaires. Finally, Gosling et
al. (2004) made a very important remark about tdregarison of online and offline methods.
The authors pointed out that, in case of inconsidtedings, it is not justified to conclude

automatically that the online method is the inaatzione.

Intentional distortion of information.Researchers usually have less control over thegbnt
in which Web-based questionnaires are completed, @ home, at work, in Internet-cafés,
etc.) and they can rarely assess whether partitsipavested adequate time and effort to
complete the questionnaire or whether they inteally distorted their answers. These
factors that are difficult to control may contribub a reduction in the validity of the obtained
data (Buchanan, 2000). On the other hand, Gostiay €£004) assumed that paper-pencil
instruments are probably just as prone to deliedadsificationas Web-based methods. For
detecting dishonest answers, Johnson (2001) swggemtning data for long sequences of
uniform answers. Additionally, an analysis of thed required to complete the questionnaire
may point to participants who answered extremelgkdy and thus most likely in a random
way, perhaps even not having read the questionsth&nmethod to detect willfully distorted
answers is to analyze scale reliabilities and digoant validities (Gosling et al., 2004).
Random or dishonest answers would lower scalehitias, while they would cause
discriminant validities to increase. This scenavmuld occur, for example, if individuals
wanted to draw a particularly favorable picturdlegmselves. Gosling et al. (2004) compared
online and offline-studies with regard to theinabllities and discriminant validities and
concluded that Web-based surveys are not affeotadjteater degree by random or

otherwise intentionally distortemhswers.

Technical aspectdn order to enhance the comparability of data whvelne collected over
the Internet, simple layouts and designs shouldseel which will be displayed accurately

and in a similar manner on most computers (Whiteh2@07).

1.8.3 Ethical aspects of Web-based studies

Apart from being confronted with methodological lpiems, researchers who apply Internet-
based data collection methods need to consideraieatbical aspects of their procedures.
Most of these ethical issues do not differ fromstinthat apply to conventional methods
(Whitehead, 2007), but it is important to reviewrthin light of the particular nature of the



ATTACHMENT IN SURVIVORS OF INTERPERSONAL TRAUMA 59

Internet The present review of ethical aspects is largeetian title 45 Code of Federal

Regulations, part 46 (2009) issued by the UnitedeStDepartment of Health and Human
Services as well as on the Ethical Principles gtRslogists and Code of Conduct of the

American Psychological Association, also refer@dg the Ethics Code (American

Psychological Association, 2002; for a review, Baechard & Williams, 2008).

Confidentiality. The literature on online research often addresseserns over the
confidentialityof participant data. Offline studiefar which data are often saved on broadly
accessible computers, also contain a risk of ingafft confidentiality. But in online studies,

it is the data transfer from the participant to theeiver (e.g., the researchers) itself that
contains a security risk. The above mentioned EtBiode requires access to participant data
to be both physically and electronically restrictigbersonal information is collected, it
needs to be saved separately from study data. idddity, the security of the respective data
carrier must be ensurefdy example, through the use of adequate anti-\safwvare. Finally,
participants have to be informed whether their datacollected anonymously or not.

Participants’ reactions to the questionnair&specially when conducting research in the
field of clinical psychology, it is difficult to @ertain how the participants react to the
guestions asked in an online questionnaire. ludyshvolving trauma survivors, questions
about traumatic events may cause participantspereance emotional stress, especially if
they are affected by trauma-related emotional gmislat the time of assessment. To reduce
the risk of study-induced distress, participantsie informed in advance about the nature
of the study, the presence of potentially trigggguestions, and they need to be given the
possibility to contact the investigatdlsough e-mail or telephone. Read et al. (2009)
conducted a study among American students witlotést of trauma and assessed their
acceptance and subjective well-being when presemtbdjuestions about their traumatic
experiences. No differences between online andrgagrecil conditions were detected,
regardless whether participants reported PTSD sympbr not. However, the
generalizability of this investigation may be ligdtdue to the fact that a selective student

sample was studied.

Informed consentln order to ensure that participants are informsab&what participation
in a given study consists of, online-studies, likst their offline counterparts, require an
informed consent (IC). In addition, the Code of &mdl Regulations requires a documentation
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of the informed consent through a written or eleair signature, except for studies with
‘minimal risk’. If an online study does not requaielocumentation of the informed consent,
it is legitimate to provide information to the paipants on a page prior to the beginning of
the questionnaire. Participants should then bedatgkeonfirm that they have read and
understood the information, for example by clickorga button that will make them proceed
to the first page of the questionnaire. The infdrarapage should contain possibilities for
contacting the authors in case parts of the inftiondhave not been understood. Before the
completed questionnaire is submitted, participaetd to be asked whether they permit the
investigators to use their answers for the studytal@ollection needs to be followed by a
debriefing about the goals, results and conclusilvag/n from the study.

Conclusion regarding ethical aspects of online datallection.As for the risks that Web-
based data collection poses for participants, Keaat. (2004) argued that they do not exceed
the risks of offline-methods. In fact, the authoote that risks for participants of online
surveys may be even lower due to low perceivedaspeessure which makes it easier for
participants to leave the survey in case theytfeebled. It seems that a general ruling about
the risks of online data collection methods ispudsible. Instead, for each case, the decision
about the use of Web-based versus offline datecodn should be based on a separate and
independent evaluation of potential advantagediemthtions.

1.9 Summary and implications of the literature

Based on the research that was conducted in tlaeofienterpersonal trauma, it appears safe
to conclude that the interpersonal consequencearbf chronic interpersonal trauma
substantially differ from those of traumatic expees that do not occur in an interpersonal
context. On the one hand, early chronic interpeaktvtauma showed to be related to complex
posttraumatic symptoms described by the DESNOSeagir(gan der Kolk et al., 2005; Roth
et al., 1997); on the other hand, several stuchge found that early chronic interpersonal
trauma is related to less secure attachment irtrahd (Roche et al., 1999) and high levels
of attachment-related anxiety and avoidance (Sc@&abcock, 2010). Similarly, a wide
range of interpersonal problems were reported tinked to childhood abuse (Callahan et
al., 2003; Cloitre et al., 1997), which is not gisimg given the fact that attachment-related
variables are likely to be reflected in interpei@amechanisms (Bartholomew, 1990).

Furthermore attachment (in particular attachmelatied anxiety) appears to have a



ATTACHMENT IN SURVIVORS OF INTERPERSONAL TRAUMA 61

mediating effect on psychological functioning fellmg childhood abuse (e.g., Roche et al.,
1999).

Several theoretical concepts were postulated thdtlexplain these findings. Most of these
approaches agree on the assumption that earlyichmarpersonal trauma, which largely
occurs within the caregiving environment (Brieré=8iott, 2003), undermines children’s
efforts to gain a sense of trust, predictabilitd @ontrol in interpersonal relationships with
their attachment figures (see section 1.3). Aceaydid this rationale, the child is prevented
from perceiving the attachment figure as a souf@eceptance, support and relief in
situations of distress. Instead, the abusive ceeegiauses the child to experience distress,
pain, and insecurity, only to name a few adversifi@n der Kolk, 2005). These experiences
are assumed to shape the child’s representatianseppersonal relationships, which are
expected to have substantial influence on how lluse survivor approaches interpersonal

situations later in life.

What has been missing in most of the empiricaldiiere investigating the impact of early
chronic interpersonal trauma is a test of the hypsis that attachment insecurity and
interpersonal problems are specific to early cloamierpersonal trauma. Based on the
prevalent theoretical argumentation, it is possibé late interpersonal traumas do not have
the same impact on attachment security and inteopeat problems as traumas that occur
early in life at a critical time for the developnterf interpersonal representations. Similarly,
chronic interpersonal traumas could be more likiein single experiences of interpersonal
violence to affect a child’s attachment systemhay are assumed to cause a constant
violation of the child’s sense of safety. The @rigtempirical grounds do not suffice to draw
firm conclusions regarding these questions. Theeetbe present study provides a
systematic approach to the comparison of diffeir@etpersonal trauma types with regard to

their association with interpersonal problems ars@¢cure attachment in adult relationships.

The following chapters of this thesis describe ghigly, the research questions it is guided by

as well as its results and their relation to curreeearch and practice.
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1.10 Research questions and hypotheses

Empirical evidence supports the notion that intespeal trauma, and in particular childhood
abuse, is linked to insecure attachment patteragutthood (Limke et al., 2010, Roche et al.,
1999). However, one question that has not beereadéd in the empirical literature to date is
whether insecure romantic attachment in adultheadspecific sequel of early chronic
interpersonal trauma. The complex trauma sequélBESNOS have shown to occur
particularly frequently in individuals with histes of early chronic interpersonal trauma (as
opposed to histories of late onset, single, andorinterpersonal trauma) (e.g., van der Kolk
et al., 2005). This pattern of findings is thoughbe a result of the impact of ongoing
adverse experiences in interpersonal relationshiparly childhood (see section 1.3). As this
impact is also assumed to be reflected in inseatiaehment in both childhood and
adulthood, findings similar to the ones for DESN&8& expected for the domain of adult
attachment. Therefore, the present study aimsvesiigate whether individuals who were
affected by an early chronic interpersonal trauntatet higher levels on the attachment
dimensions of avoidance and anxiety (as concegealby Brennan et al., 1998) compared

to those who faced a non-interpersonal, a non-ahimra late trauma.

If early chronic interpersonal trauma shows to $@paiated with higher attachment-related
avoidance and anxiety than late, single, or noerp@rsonal trauma, this may support the
assumption that the adverse impact of childhood@lom early interpersonal relationships is
reflected in insecure attachment patterns in adatihAt the same time, however, high levels
of avoidance and anxiety in individuals who weresdd in childhood may be due to PTSD
symptoms which are likely to be particularly eleaghtn this group of people. Thus, it first
needs to be clarified whether attachment avoidandeanxiety in adulthood are associated
with PTSD symptom severity. Subsequently, the iigason should clarify whether
insecure attachment is uniquely related to thentieaar whether this connection is
established through the association of PTSD symgewarity with early chronic
interpersonal trauma on the one hand and with urseattachment on the other hand. The
present study will investigate whether increasedlieof attachment-related anxiety and
avoidance are unique consequences of early-ortegp@nsonal trauma or whether PTSD
symptoms explain a significant part of the variatio attachment insecurity. If attachment

avoidance and anxiety show to be linked to eartgeic interpersonal trauma due to high
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levels of PTSD symptoms in this group, this wouldgest that treatment of PTSD alone

could help increase security of adult attachment.

A number of studies have found a mediating efféettimchment quality on the relationship
between childhood abuse and posttraumatic symptdoggt (e.g., Dimitrova et al., 2010;
Shapiro and Levendosky, 1999). However, in somes;amly attachment-related anxiety
was reported to mediate this relationship (e.gnka et al., 2010; Sandberg et al., 2010).
Few studies have found a moderating effect, but with regard to adult interpersonal
trauma (e.g, Scott & Babcock, 2010). As descrilmeskiction 1.5.6, the empirical evidence
indicates a link between attachment insecurityRh8D but the theoretical grounds of this
link are still vague. A number of researchers artipa¢ attachment insecurity causes
inadequate emotion regulation which, in turn, iases the risk of PTSD (Benoit et al., 2010;
Cloitre et al., 2008; Muller et al., 2000). Prelirary empirical results obtained by these
authors support this theoretical proposition. Hogrewmore investigations with different

samples are needed in order to rule out potertehative explanations.

In order to further investigate the role of attaelmmin the context of interpersonal trauma
and posttraumatic symptomatology, the present stedis to replicate the findings that

attachment avoidance and anxiety mediate the adgwtof interpersonal trauma and PTSD.

Besides testing predictions which were derived ftbeliterature, the present study includes
an explorative analysis of the association betwb#arent types of trauma and difficulties in
the interpersonal domain. For this purpose, a guesdire tapping several areas of
interpersonal problems was developed by the autiibat is of particular interest in this
context is the question which type of trauma i®eisded with the highest degree of
interpersonal problems. Moreover, the relationgl@fween interpersonal problems and
PTSD symptoms will be examined as these two phenaraee likely to be interrelated (van
der Kolk et al., 2005).

In order to reach a diverse sample of trauma sarsj\the present investigation employed an
Internet-based method of recruitment and data-ciodle. Much evidence regarding the
interpersonal long-term consequences of childhdseais based on studies with either
clinical samples or samples of undergraduate usityestudents. However, in order to obtain

findings that can be generalized to a more gemanaililation, it is inevitable to include
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samples that are more diverse with regard to ag |evel of education, occupation,

socioeconomic status, and general psychosociasimakgunt.

1.10.1Hypotheses

The following hypotheses were derived from the aede questions:

1. Survivors of early chronic interpersonal traumaorégignificantly higher
attachment-related avoidance and anxiety thanwnwiof a non-interpersonal

trauma, a late interpersonal trauma or an earbyeimterpersonal trauma.

2. Attachment-related avoidance and anxiety are asativith PTSD symptom

severity.

3. The differences in attachment-related avoidanceaaméety between the trauma
groups (Hypothesis 1) remain significant when PEgBiptom severity is controlled

for.

4. Attachment-related avoidance and anxiety have aateg effect on the relationship

between trauma type and PTSD symptom severity.

Furthermore, the association between interpergmoalems and trauma types will be

examined in an explorative way.

Hypothesis 4 assumes a mediating effect of attanhorethe relationship between trauma
type and PTSD symptom severity rather than a maéidgrane. According to Baron and
Kenny (1986), mediating models are best appliezhses of a strong relation between the
predictor and the outcome variable. As the follaywhapters will show, this is the case in
the present study with trauma type being strongbpeiated with PTSD symptom severity.
On the other hand, moderator variables are usudhyduced when the relation between the

predictor and the outcome is unexpectedly weakaonsistent (Baron & Kenny, 1986).
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2 Method

2.1 Participants

The study was conducted as an online study bedwss hoped that in this way a larger
and more diverse sample of trauma survivors coelteached than when recruiting through
clinical institutions. Participants were recruit@aline in that administrators of certain
websites were asked to publish a study announceasenell as the link to the questionnaire
on their website. The majority of chosen host wielssivere concerned with providing
information about interpersonal and other typesaxfma, trauma-related problems and other
emotional difficulties as well as general healttated topics. Furthermore, online self-help
organizations and other online communities werdamiad and asked to distribute the
information and the link to the study among theemfers. A similar recruitment strategy
has shown to be useful in Web-based research ctedlbyg Ehring and Quack (2010), who
investigated the association between early chiiotécpersonal trauma and emotion
regulation difficulties using a set of online queshaires. These authors reported a high
number of participants (approx. 700) and a goottiligion of participants across trauma

types.

Most host websites and online communities thatexjte publish or distribute the link to the
survey addressed topics related to childhood seadhphysical abuse, domestic violence
and violence in general. Several other websiteg wencerned with general metal health-
related issues. Many administrators of websiteswieae not specifically related to the topics
of abuse or emotional problems did not agree tdigtuthe link and stated that the study was
not related to the theme of their websites. Adisall host websites and online communities

can be found in Appendix M.

Figure 2 contains a flow chart indicating the numddfeparticipants at different stages of the
survey. A total of 700 individuals followed thekion the host websites and thereby accessed
the information page of the survey. Out of the$&) #5.7%) provided informed consent and
proceeded to the first page of the survey. 260qgiaants (37.1% of the total sample, 57.3%

of those who started filling in the questionnarejnpleted the survey. Data of participants
who dropped out before the end the survey weréhided in the hypothesis tests. Out of
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260 respondents who reached the last page of theysuwata of 209 individuals remained

for data analysis following the exclusion of canteespondents (see below).

Access to the first page of the No informed consent / Survey

A 4

survey (information page) not started

n =700 n =240

A 4

Informed consent / Survey Survey not completed

A 4

started
n =200

n =460

v Following application of

inclusion and exclusion

Survey completed o
criteria; excluded from

A 4

n =260 hypothesis tests

n=51

A 4

Following application of
inclusion and exclusion
criteria; included in hypothesis

tests

n =209

Figure 2.Participant flow chart indicating sample sizestfer different stages of the online

survey and subsequent data analysis

The only exclusion criterion was an age below 1&yeRespondents who indicated an age
below 18 on the first page of the survey were aatitzally prevented from proceeding to the
following page. Apart from this restriction, thedast possible diversity in the sample was

aimed for with regard to demographic charactesstigpe of interpersonal or non-
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interpersonal trauma, psychosocial functioning, dredpresence of psychological or
psychiatric treatment.

Traumatic experiences were distinguished in terfmsterpersonal versus non-interpersonal
nature, duration and age of onset. According ttigpants’ answers on the Trauma History
Questionnaire (THQ; Green, 1996) including thesatgtions of the traumatic events, and
criteria defined a-priori, they were assigned te ohfour trauma groups by the author: (1)
survivors of non-interpersonal trauma (NIT; e.ggidents, natural disaster, severe iliness,
observed traumatic events in others; 24); (2) survivors of late-onset interpersonalima
(LIP; age> 14,n = 31); (3) survivors of early-onset single or repéanterpersonal traumas
(age < 14) that lasted for less than one year (E&H#24); (4) survivors of early-onset
chronic interpersonal trauma (age < 14) that oecumore than three times and lasted for at
least one year (ECIP;= 130). Interpersonal trauma included experienésgxual and/or
physical abuse. By applying the age of 14 to distish between early and late interpersonal
trauma, the approach by van der Kolk et al. (200%h)e DSM-IV field trial was followed. If
participants indicated more than one traumatic egarthe THQ, a hierarchy of trauma types
was applied. Early chronic interpersonal trauma @rasop of this hierarchy followed by
early onset single or repeated interpersonal tralat&interpersonal trauma and non-
interpersonal trauma at the bottom. A participahbowfor example, has experienced both
childhood abuse and a severe car accident, wagnasisio the early chronic interpersonal
trauma group because this trauma is located aheehposition in the hierarchy than the non-
interpersonal trauma. In case of inconsistent arsae the THQ (i.e., a participant
answering “yes” on the question regarding robbenydescribing an event of sexual abuse in
the corresponding description), participants wessgned to the trauma group by the author
according to the trauma description. If the desimipof a traumatic event indicated it did not
meet the DSM-IV-TR criteria for traumatic stressatrsvas coded by the author that the
participant had not experienced this particulaunra. Participants who did not provide
detailed descriptions were classified accordinth&r yes/no answers on the THQ. A lack of
this more detailed information thus had the potnti undermine the accuracy with which
participants were assigned to the trauma groupgpears likely that the assignment of
participants who described details of their trawmag more accurate than that of participants
who gave “yes” and “no” answers only. A crosstabatarevealed a significant difference

between the trauma groups with respect to whetiiicgants provided trauma descriptions
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or not,y%(3, n = 209) = 20.36p < .001. In the NIT and ESIP group there were more
individuals who did not provide descriptions, whitethe ECIP group, more participants did

describe their trauma. In the LIP group, half & garticipants provided descriptions.

No non-traumatized group was formed as only eigipondents of those who finished the
survey (3.1%) did not indicate a single traumakipegience on the THQ. This extremely low
number precluded meaningful comparisons betweemiatized and non-traumatized
individuals. The eight no-traumatized participantse therefore excluded from data

analysis.

Out of 260 participants who completed all questares, 8 (3.1%) were excluded because
they did not indicate a single traumatic experiemecehe THQ. 17 participants (6.5%) were
excluded because it was not possible to determimeharauma group they belonged to due
to incomplete or ambiguous answers on the THQ heu24 respondents (9.2%) were
excluded because the proportion of missing valaethese participants exceeded the critical
value of 10% of items per questionnaire (for a dpson of how missing values were
handled, see section 2.5.4). Two additional pgaicis (0.8%) were excluded because of
almost entirely extreme values (i.e., values dfegitl or 7) on the ECR-R. One of these two
participants wrote in the comments section thastireey did not reflect her experiences in
relationships because she had a very comfortiragioakship with her husband but difficult

ones with other people. Finally, data of 209 pgrtints remained for further analysis.

No participants had to be excluded based on coiopléme. The average duration for the
completion of the questionnaire, measured in sexondsM = 1945 (SD = 1333.9) which is
roughly 32 minutes. None of the participants whoamed in the analysis following the
application of exclusion criteria had a completione below the cutoff of 10 minutes (which
corresponds to less than 2 minutes per questia)ndinis cutoff was established because it
appeared likely that a shorter duration would harezluded an accurate and careful

completion of the questionnaires.

Table 1 contains information on demographic an@otelevant characteristics of the sample
which was included in the data analysis. The mgj@80.9%) of participants was female.
The mean age across all trauma groups was 36.44 (& = 13.03), ranging from 18 to 69

years.
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Table 1
Demographic characteristics of the sample
NIT(n=24) LIP(=31) ESIP(n=24) ECIP (n-=130) (Tn"t:""'zzagr)“p'e
M (SD) M (SD) M (SD) M (SD) M (SD)
Sex n (%)
Female 19 (20.8) 30 (96.8) 21 (87.5) 120 (92.3) 190 (90.9)
Male 5(79.2) 1(3.2) 3(12.5) 10 (7.7) 19 (9.1)
Age M (SD) 31.79 (10.56) 30.65(11.29) 34.96 (14.27) 38.91 (13.00) 36.41(13.03)
Marital status n (%)
Single 7(29.2) 14 (45.2) 11 (45.8) 58 (44.6) 90 (43.1)
Married 7(29.2) 9 (29.0) 9 (37.5) 41 (31.5) 66 (31.6)
Relationship 9 (37.5) 8 (25.8) 3(12.5) 17 (13.1) 37 (17.7)
Divorced 1(4.2) 0(0.0) 0(0.0) 14 (10.8) 15 (7.2)
Widowed 0(0.0) 0(0.0) 1(4.2) 0(0.0) 1(0.4)
Educational level n (%)
No GED / A Levels 0 (0.0) 2 (6.5) 0(0.0) 12 (9.2) 14 (6.7)
GED /A Levels 9 (37.5) 14 (45.2) 13 (54.1) 49 (37.7) 85 (40.7)
University 15 (62.5) 13 (42.0) 9 (37.5) 55 (42.3) 92 (44.0)
Professional 0 (0.0) 1(3.2) 2(8.3) 10 (7.7) 13 (6.2)
Other 0(0.0) 1(3.2) 0(0.0) 4 (3.1) 5(2.4)
Occupation n (%)
Working 7 (29.1) 19 (61.3) 12 (50.0) 66 50.7) 104 (49.7)
Unemployed/homemaker 6 (25.0) 3(9.7) 6 (25.0) 38 (29.2) 53 (25.4)
Student 10 (41.7) 7 (22.6) 6 (25.0) 17 (13.1) 40 (19.1)
Retired 1(4.2) 1(3.2) 0 (0.0) 8(6.2) 10 (4.8)
Other 0 (0.0) 1(3.2) 0(0.0) 1(0.8) 2 (1.0)

Note. NIT = non-interpersonal trauma, LIP = late-interpersonal trauma, ESIP = early single/repeated
interpersonal trauma, ECIP = early chronic interpersonal trauma. University = holds university degree,
Professional = Professional qualification. The first column indicates what the numbers in parentheses stand for.

The majority of the sample lived in the United 88a(52.2%), followed by participants who
lived in the United Kingdom (27.3%), and other coigs (10.5%). Canada, Australia and
Ireland accounted for 5.3%, 2.9%, and 1.4%, respaygt Most participants indicated

English as their native language (87.6%). Germahtlaa ‘other’ category were each selected

by 4.8% of respondents. The remaining proportiatest French or Spanish as their native

language (1.4% and 1.0%, respectively). Acrossrieagroups, there were no significant

differences on the demographic variables, excepnfrital statusy? (15,n = 209) = 26.05,
p =.038, and agé; (3, 205) = 4.99p = .002. Individuals belonging to the ECIP groupeve
significantly older than those belonging to the Niid the LIP groups.
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Table 2

Lifetime relationship, psychological/psychiatric treatment, depression and BPD screening, and PTSD symptom
severity by trauma group

_ _ ESIP ECIP Total sample
,\NA'{S(B)‘ 24) HF(’S(B)‘ 3D (n=24 (n=130)  (n=209) Statistic
M (SD) M (SD) M (SD)

Relationship n (%)

never 1(4.2) 0 (0.0) 3(12.5) 7 (5.4) 11 (5.3) n/a

at least one 23 (95.8) 31(100,0) 21 (87.5) 123 (94.6) 198 (94.7)
Treatment n (%)

received 8 (33.3) 17 (54.8) 16 (66.7) 110(84.6)  151(72.2) (3, n=209)

not received 16 (66.7) 14 (45.2) 8 (33.3) 20 (15.4) 58 (27.8) = 33.10%**
PHQ Depression n (%)

positive 12 (50.0) 13 (41.9) 10 (41.7) 92 (70.8) 127 (60.8)  x*(3, n = 209)

negative 12 (50.0) 18 (58.1) 14 (58.3) 38 (29.2) 82 (39.2) =14.91*
PHQ mean score F(3, 205) =
M (SD) 2.10 (0.85) 2.30 (0.74) 2.21 (0.80) 2.90 (0.81) 2.64 (0.87) 12,07***
MSI-BPD n (%)

positive 3 (12.5) 17 (54.8) 13 (54.2) 87 (66.9) 120 (57.4)  x*(3, n = 209)

negative 21 (87.5) 14 (45.2) 11 (45.8) 43 (33.1) 89 (42.6) = 24.80"
MSI-BPD sum F(3, 205) =
score M (SD) 3.46 (2.77) 6.52 (3.05) 6.13 (3.52) 7.40 (2.63) 6.67 (3.07) 13.58***
IES-R mean score F(3, 205) =
M (SD) 2.35(1.00) 2.82(0.92) 2.91(0.86) 3.45(0.77) 3.16(0.91)  15.23**

Note. n = 209. NIT = non-interpersonal trauma, LIP = late-interpersonal trauma, ESIP = early single/repeated
interpersonal trauma, ECIP = early chronic interpersonal trauma. PHQ = Patient Health Questionnaire-
Depression, MSI-BPD = McLean Screening instrument for BPD, IES-R = Impact of Event Scale-Revised. ‘Never’
refers to individuals who have never had an intimate relationship in their life. The definition of the term intimate
relationship was left up to the participants. The first column indicates what the numbers in parentheses stand for.
Percentages refer to the proportion within the trauma group.

** p<.01

% p<.001

Table 2 includes information regarding participahtstime relationship and treatment status
as well the results of the Impact of Event ScaRevised (IES-R, Weiss & Marmar, 1997)
which assessed PTSD symptom severity. Furthermesalts of screenings for depression

and borderline personality disorder (BPD) are pressk

Of all participants, 5.3% had never been in ai@ship at the time of assessment. It was not
possible to test this variable for differences leswthe trauma groups due to low cell
frequencies. The majority of respondents have vedgbsychological or psychiatric

treatment for trauma-related difficulties at sono@epin their life. As expected, this number
differed significantly between the trauma groups.iAspection of the standardized residuals

following the chi-square test revealed that th@aission between trauma type and treatment
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is mainly due to the NIT and the ECIP group. Inlti& group, fewer individuals than
statistically expected had received treatment whikbhe ECIP group this was the case for
more participants than expected. The trauma gralgosdiffered in the degree of depression
symptoms in that the ECIP group reported a siggifiky higher level of depression
symptoms than the other three trauma groups. Huntire, the ECIP group reported
significantly more BPD symptoms than the NIT anel BESIP group, but did not differ from
the LIP group. A one-way ANOVA indicated that PTS{nptom severity, as
operationalized by the IES-R mean score, differgdificantly across the four trauma
groups. Planned contrasts revealed significanedifices between ECIP and each of the

other trauma groups.

2.2 Sample size and power analysis

The required sample size was computed using thgrgmoG*Power 3 (Faul, Erdfelder,

Lang, & Buchner, 2007). According to informationtire literature, an effect size@zf:

0.05 was assumed for the effect of trauma typett@actanent patterns, given an error
probability ofa. = 0.05 and a test power offl= 0.80 (e.g., Aspelmeier et al., 2007; Roche et
al., 1999). According to this computation, the rieeg total sample size was= 140, which
meana = 35 for each comparison group. The planned sasipédewas not reached in all
groups. While the ECIP group exceeded the requias] the size of the NIT, and ESIP
groups stayed below the limit. Only the size of lthle group corresponded to that required

by the power analysis.

2.3 Measures

The present section describes the self-report ipmestires that were used for data collection.
The applied measures assessed trauma history,itvemsions of adult attachment, PTSD
symptom severity, interpersonal problems, as we#yamptoms of depression and of
borderline personality disorder (BPD). For some snees, the format and the number of
items per page differed from the paper-pencil wersiue to their adaptation to an online
format. However, the wording of the items was képtsame as were the response modes
(e.g., Likert-type scales). Completion of the syrvequired approximately 20 to 30 minutes.
Each page of the survey contained five to six itéfh® only exception is the assessment of

trauma history which was conducted with one itempage, each asking about one particular



ATTACHMENT IN SURVIVORS OF INTERPERSONAL TRAUMA 72

trauma. At the beginning of each questionnairenatruction was provided that corresponded
to the one in the paper-pencil format. One excepgdhe Trauma History Questionnare for
which the instruction was slightly modified to miatihe modifications in the questionnaire
itself (see below). Another exception is the ImpzEdEvent Scale-Revised for which the
instruction had to be slightly changed for techhreasons. In the original version, there is a
space in the instruction text where responderitsfthe traumatic event they are thinking of
and when it occurred. In the present survey it m@gossible to insert such spaces into the
instruction text, which is why separate questicsised for the traumatic event and the time of
its occurrence. Furthermore, on each subsequestgiabe questionnaire, a short form of
the instruction was shown in case participantsfoegbtten parts of it. No completeness
check was carried out, therefore participants didreceive an error message if they left
items uncompleted. However, at the beginning ohepestionnaire respondents were asked
to be sure they answer each question. As the autfidghe Experiences in Close
Relationships — Revised (ECR-R; Fraley, Waller, &iihan, 2000) suggested, the items of
this questionnaire were presented in randomizedrdadprevent sequence bias (Fraley,
2005). The survey did not provide an option to@eprevious pages or to review and change
answers. Finally, it is important to note that sle¢tings and locations in which the
guestionnaires were completed could not be coettahd it is likely that not all participants
completed the survey under the same external donslit

In the following section, the administered questiaines and their characteristics will be
presented. The reported psychometric properties wietained through offline administration
of the respective measures. No data are availaliler@spect to characteristics of the
guestionnaires in case of online administrationweler, as reported in section 1.8.2, the
empirical literature suggests that reliability aradidity are not compromised if paper-pencil
measures are adapted for online administratiorthBumore, evidence supports the
assumption that the constructs assessed in thesmdges are equivalent (e.g., Buchanan &
Smith, 1999a; Fortson et al., 2006; Ritter et2004). Notably, this result was also obtained
for measures assessing PTSD symptoms (Read 20@9) and parental attachment in
adulthood (Fouladi et al., 2002).

The questionnaires are described in the same oradrich they were administered in the
survey. All questionnaires can be found in the Ajpees E through K.
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2.3.1 Romantic attachment in adulthood

Romantic attachment in adulthood was assessedhétBxperiences in Close Relationships
— Revised scale (ECR-R; Fraley, Waller, and Bren8800) which is the successor of the
Experiences in Close Relationships (ECR) by Bren@dark, and Shaver (1998). The ECR-
R assesses the attachment dimensions avoidanderfis e.g., “I prefer not to show a
partner how | feel deep down”) and anxiety (18 gemg., “I'm afraid that | will lose my
partner’s love”). Thus, it is based on the two-dnsienal conceptualization of adult
attachment by Brennan et al. (1998). The authanseq@tualized avoidance as discomfort
with closeness and discomfort with depending oristhwhereas the anxiety dimension
describes fear of rejection and abandonment. THe-RG@ems constitute statements about
issues related to romantic relationships in adoith&espondents are asked to indicate their
degree of agreement to each statement on a 74pkent-type scale ranging from “strongly
disagree” to “strongly agree”. The items were dedifrom an item response analysis of the
item pool established by Brennan et al. (1998}Herdevelopment of the ECR. Using item
response theory (IRT), the authors of the ECR-Bcset! items for which discrimination
values are more evenly distributed across theeerdaimge of the measured trait. Apart from
adequate test information functions which are digpdl in the paper published by Fraley et
al. (2000), the ECR-R has also shown to have ade@lassic psychometric properties.
Results on both subscales appeared to be stabla @veeek period (Sibley & Liu, 2004). In
the same study internal consistencies amountedaiob@ch’sa = .91 for the avoidance
subscale and Cronbachis= .93 for the anxiety subscale. Sibley and Liu0@0as well as
Sibley, Fischer, & Liu (2005) provided evidence #ogood fit of the ECR-R to the
hypothesized two-factor model. Applying a factoalgsis, Sibley et al. (2005) established
adequate criterion validity for the ECR-R by usithg measure to predict attachment-related

emotions in social interactions which were assessttda diary procedure.

2.3.2 Interpersonal problems

One of the initial aims of this study was to congptire level of interpersonal problems in
individuals with an early chronic interpersonalirea to that in people with histories of early
single interpersonal, late interpersonal or noefi;¢rsonal trauma. It was intended to apply
the Inventory of Interpersonal Problems — 64 (I#248orowitz, Alden, Wiggins, & Pincus,

2000) to assess interpersonal problems. Howevearnkme administration of the [IP-64 was



ATTACHMENT IN SURVIVORS OF INTERPERSONAL TRAUMA 74

deemed not feasible under the terms set by theghirin house that is holding the copyrights
(e.g., password protected access to the survewthatl have compromised the anonymity

of the participants because a password would hegded to be e-mailed to each participant).
As the various versions of the IIP are the measusaally used to assess interpersonal
problems and no suitable alternative was founaag decided to investigate interpersonal
problems with a questionnaire written by the autbfdhis thesis. This, however, meant that
only an explorative analysis of interpersonal peotd could be conducted because no data
regarding the validity of this measure are avadabi the present investigation this measure

will be referred to aguestionnaire of interpersonal problems.

The first step in the construction of this questi@ine was the identification of frequently
reported aspects of interpersonal problems, fomgka from research regarding the
Inventory of Interpersonal Problems (1IP; HorowiRgsenberg, Baer, Ureno, & Villasenor,
1988) and Kiesler’'s (1983) interpersonal circleeimensions that were intended to be
addressed with this questionnaire were termeddf)inant/cold (2) submissive/exploitable,
(3) socially inhibited (4) detached(5) intrusive (6) instable relationshipsand (7)general
difficulties in relationshipsinitially, five items were developed for eachtioé dimensions

(1) through (3) and four items for each of the dusiens (4) through (7), which resulted in a
total of 31 items. The items consist of statemesgsrding behaviors, feelings, and attitudes
in interpersonal contact. They are rated on a btdaokert-type scale on which participants

indicate the frequency of the described situatfom® “never” to “very often”.

A principal component analysis (PCA) was conductedhe 31 items with oblique rotation
(direct oblimin) in order to investigate underlyidgmensions other than the proposed
subscales. Oblique rotation was chosen becaudadtoes were assumed to be interrelated.
The Kaiser-Mayer-Olkin measure confirmed the sangpéidequacy for the analysis,
KMO-=.85, and the KMO values for individual itemsmell above .71, except for one,
KMO = .64. Correlations between items were largeugi for PCA, as indicated by
Bartlett's test of sphericity(465,n = 209) = 2869.40p < .001. The pattern and structure
matrix of this PCA are displayed in Appendix B. \Ii¢hthe pattern matrix is comparable to
the factor matrix following orthogonal rotationgettructure matrix takes into account the
relationship between factors. Six components hgelneialues higher than Kaiser’'s (1960)

criterion of 1. However, as the scree plot showed8ection after the fourth component
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only four components were retained. Items weregassi to a particular component when

their factor loading on this dimension was aboe .4

A second PCA was carried out with the stop critend4 factors. Appendix B contains the
pattern and structure matrix of this PCA. Inspettbfactor loadings indicated that the first
component comprised the Iltems 3, 5, 11, 18, 2022530, 31; the second component the
Items 1, 4, 8, 9, 10, 12, 17, 22, 24, 29; the thothponent the Items 6, 7, 14, 21, 26; and the
fourth component the Items 2, 13, 15, 16, 19, 33, 2

A reliability analysis was carried out for eachttoése components as well as for the
guestionnaire as a whole. Item 6 was not includddis analysis due to negative covariances
with the other items belonging to the same dimamsahich violates the assumptions of the

reliability model. Thus, the reliability analysisas/conducted with 30 items.

The data on reliability revealed that, if temsaktil 28 were deleted, the internal
consistencies of the respective scales would bénrhigher than if the items were included
(Cronbach’sy = .408 vs. Cronbachs = .508 and Cronbachis= .682, respectively).
Therefore, it was decided to exclude these twostéom the questionnaire. Exclusion of
Items 18 and 21 would have raised the internalistarecy of the respective scale only by a
little (Cronbach’sw = .862 vs. Cronbach® = .868 and Cronbachts= .742 vs. Cronbach’s
a =.751, respectively), thus they were retained.

A third PCA was conducted after the Items 6, 19 28 had been excluded. Again, the stop
criterion was the extraction of four componentse Téctor loadings (see Appendix B)
revealed that the assignment of items to the fouedsions was slightly different from that
following the second PCA which was conducted witt34 items. Inspection of the factor
loadings and item contents indicated that the Goshponent represents submissive and
socially inhibited behavior and attitudes (Item$311, 20, 25, 27, 30, 31; e.g., “l act
according to other people’s wishes or orders”),sbeond component interpersonally
dominant behavior and attitudes (ltems 1, 9, 5222, 29; e.g., “| impose my will on other
people”), the third component interpersonally de&atbehavior and attitudes (Items 7, 13,
14, 21, 26; e.g., “l am not very interested in itadkto other people”), and the fourth
component general interpersonal problems (lterds 8, 10, 16, 17, 18, 23, 24; e.g., “I
would be happier if | had better relationships with people in my life”).
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Subsequently, a second reliability analysis waslaoted with respect to both the four
components extracted by the PCA and the questimaaia whole. The results are displayed
in Table 3.

Table 3

Reliability analysis for the subscales of the questionnaire of interpersonal problems

_Subscale and Cronbach's ﬁg;ﬁ?& ? _Subscale and Cronbach's (iig:fg; ?
item number a . item number a h
correlation correlation
Submissive/Socially Detached (3"
inhibited (1 component) .868 component) .395
3 ,849 ,645 7 -,002 547
5 859 553 13 291 268"
11 ,833 77 14 ,000 ,593
20 856 581 21 265 294"
25 855 ,590 26 725% -,425
27 ,850 ,633
30 ,864 ,503
31 ,844 ,692
Dominant (2" General (4"
component) 742 component) .835 .
1 ,697 ,513 2 ,808 ,638
9 ,725 ,405 4 ,841°% ,330
12 717 ,445 8 ,803 ,673
15 ,708 ,469 10 ,802 677
22 ,709 ,466 16 817 ,553
29 ,673 ,585 17 ,825 ,486
18 ,836° ,365
23 ,818 ,549
24 ,809 ,633

Note. N = 209. The reliability values were computed with 28 items after missing values were imputed by the
mean of the respective item. Reliabilities next to single items indicate Cronbach’s a of the respective scale if this
item is deleted. The corrected item total correlation indicates the association of an item and the scale it was
assigned to.

& Deletion of the respective item would increase the reliability of the scale it is assigned to.

® ltem total correlation is below the critical value of r = .3 (Field, 2009).
In Table 3 it is apparent that the deletion of I2éwould increase the reliability of the
detachedscale to a great extent. Therefore, Item 26 wasotlmeh item to be excluded from
this questionnaire. Following the deletion of Ite®d9, 26, and 28, the internal
consistencies of all four dimensions were all abibnecritical value of Cronbachis= .70
(Field, 2009). The overall internal consistencyta mean score across all 27 items was

Cronbach’sy = .85.
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A subsequent final PCA with the remaining 27 itemsealed that the assignment of items to

the components did not differ from the PCA thdt sicluded Item 26. Therefore, scores for

the four subscales as presented in Table 3 wedefaséurther data analysis. Besides, an

overall mean score was computed.

Table 4
Structure matrix of exploratory principal component analysis for the questionnaire of interpersonal problems (N =
209)
Rotated factor loadings
Iltem 1 2 3 4
1 -0,09 0,62 -0,38 -0,12
2 0,37 0,37 0,05 -0,62
3 0,69 -0,38 0,13 -0,18
4 0,04 0,49 -0,30 -0,46
5 0,63 0,02 0,52 -0,28
7 0,15 0,00 0,81 -0,16
8 0,34 0,24 0,37 -0,70
9 0,07 0,51 -0,25 -0,30
10 0,26 0,29 0,03 -0,80
11 0,79 -0,29 0,17 -0,25
12 -0,13 0,48 -0,30 -0,22
13 0,42 0,00 0,64 0,02
14 0,00 -0,15 0,75 -0,23
15 0,14 0,68 -0,03 -0,20
16 0,45 0,40 0,37 -0,45
17 0,15 0,46 0,10 -0,55
18 0,27 -0,17 0,17 -0,59
20 0,70 0,13 0,15 -0,29
21 -0,32 -0,38 0,57 0,00
22 -0,12 0,65 0,01 -0,10
23 0,47 0,13 0,36 -0,54
24 0,18 0,26 0,08 -0,75
25 0,62 -0,29 0,10 -0,35
27 0,76 0,15 -0,08 -0,35
29 0,01 0,73 0,02 -0,25
30 0,65 0,12 0,18 -0,04
31 0,73 -0,12 0,02 -0,41
Eigenvalues 5.13 3.84 3.19 4,45

Note. Analysis following exclusion of Items 6, 19, 26, and 28. Stop criterion was four components. Direct oblimin
rotation. Factor loadings above .40 appear in bold. The percentage of the explained variance cannot be indicated
for each component separately as the components are correlated following direct oblimin rotation.

Table 4 contains the structure matrix for this fiR&EA. The pattern matrix can be found in

Appendix B For reasons of space, the exact wording of thetiguesire items is not

included in these tables but can be found in Appe&d Prior to rotation, the four
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components explained 53.92% of the variance. Fatigwlirect oblimin rotation, no total
explained variance can be computed due to thelatoe between the components.

2.3.3 History of traumatic experiences

Trauma History was assessed with a modified versidhe Trauma History Questionnaire
(THQ); Green, 1996), a measure developed for thenuseth general and clinical
populations. The 24 items of the original THQ (g"Has anyone ever made you have
intercourse, oral or anal sex against your wilBdjiress the lifetime exposure to various
traumatic events that meet the Al criterion foreptially traumatic stressors according to
DSM-IV-TR (APA, 2000). There is no particular thetical orientation underlying the
measure. Instead, its aim is to cover a wide rafigeents that are considered traumatic. The
assessed traumatic events are related to crimeraafisaster/trauma, and sexual and
physical assault (Green, Krupnick, Rowland, Epst&istockton, 1995). The last item asks
about the experience of any other extraordinatigssful situation that was not covered by
the previous questions. Respondents indicate intetbmous response format (yes/no)
whether they have experienced the respective ewehtif yes, how often the events have
occurred and the respondent’s age at the timeafroence. Additionally, for sexual and
physical assault, the questionnaire assesses wlikeéhevents occurred repeatedly and, if
yes, how many times and at what age(s). Respondentiso asked to describe the trauma
they had experienced in more detail. A study ofezbale college students showed good
stability for all traumatic events over a periodwb to three months. Stability results ranged

fromr = .51 (for “close person killed”) to= 1.0 (for “seen dead bodies”).

For the purposes of the present study, the THQadasnistered in a slightly modified form.
As Green et al. (1995) noted, some items of the Td@ot meet the Al criterion for PTSD
according to DSM-IV. Therefore, the first modificat consisted of the removal of these
items (four in total) as well as of the combinatadrpairs of items into one item. The
removed items addressed the following traumatiatesv€1l) someone breaking into a
person’s home when the person is not there, (2%xe to dangerous chemicals or
radioactivity, (3) news of a serious injury, lifereatening illness or unexpected death of
someone close (covered by Item 9 in the modifiedioa), (4) other events of unwanted
sexual contact. The last item was removed bec&esevb items addressing sexual assault

and abuse (Items 12 and 13) were considered terera enough to cover nearly all
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instances of sexual assault. Furthermore, thetiotewas to keep the questionnaire short so
the whole survey would not consume too much oforgicipants’ time. Several pairs of
items were considered very similar and thus werelioned into one item each. This applied

to the original Iltems 1 and 2, ltems 9 and 10, e & Items 11 and 12.

The second modification refers to the questionesssisg the age of onset and duration of the
trauma. For every endorsed traumatic experienedydiguency as well as the age of onset
was assessed, which corresponds to the procedtire ariginal THQ. What is different in

the modified version is that the age of onset veaessed for every single occurrence of each
trauma. Furthermore, questions about the chroniditgterpersonal traumas were modified
from the original version. If a participant respeddhat they had experienced an
interpersonal trauma, on the subsequent page teey asked to indicate whether the trauma
occurred once, twice or more than three times. Beéipg on their answer to this question,
they were asked to specify the age(s) at whicletleats occurred or the age at which they
occurred for the first and last time. From thimhation, the duration of the trauma was
computed. Subsequently, participants were givempdssibility to describe their traumatic
experiences in more detail in their own words. Tualitative information was used to make
the assignment of participants to trauma groupsraocurate. If a participant had not
experienced a particular trauma, no further questigere asked but instead the next item
addressing another traumatic experience appeared.

In the present study, interpersonal trauma wasepinalized as the experience of sexual or
physical abuse in childhood. Therefore, the lte@$0115 in the modified version were
considered to assess interpersonal trauma, whiétreasher ones were considered to address

non-interpersonal traumas.

2.3.4 PTSD symptom severity

The Impact of Event Scale — Revised (IES-R; Weidda&mar, 1997) was used to assess the
presence and severity of PTSD symptoms. The IES&Rself-report measure capturing
symptomatic responses to a particular traumatéssar during the previous seven days. It
taps the experience of intrusive symptoms, avoidaymptoms, and hyperarousal which
conform to the main symptom clusters of PTSD adogrtb DSM-IV. In the present study,

the IES-R referred to the traumatic event thafpdaicipant deemed most distressing. In
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most cases, this was the trauma they had indicatéde THQ. The IES-R comprises 22
items (e.g., “Any reminder brought back feelingsuatiat”; “I had trouble falling asleep”)
which are scored on a scale ranging from 0 (“natl&Xto 4 (“extremely”). This measure
allows the computation of a sum score, a mean stadeseparate scores for the three
symptom clusters. For the purposes of the presedy sthe IES-R mean score will be used.
Among samples of earthquake survivors, Weiss anandia(1997) obtained internal
consistencies ranging from Cronbactr’s .87 to Cronbach’a = .92 for intrusion, from
Cronbach’'sy = .84 to Cronbach’a = .85 for avoidance, and from Cronbacé’s .79 to
Cronbach’sy = .90 for hyperarousal. Furthermore, the authepsrted a satisfying test-retest
stability for all three dimensions. For the IESH®,norms or clinical cutoff scores are
available (Weiss, 2004), however, as suggestetdiest authors, the scores can be

interpreted by comparing them to the anchors ofé¢lsponse scale.

2.3.5 Depression screening

In order to screen participants for depressiondémression subscale of the self-report
version of the PRIME-MD Patient Health QuestionedPHQ; Spitzer, Kroenke, &

Williams, 1999) was applied. The PRIME-MD (Prim&wgre Evaluation of Mental
Disorders) by Spitzer, et al. (1994) is a screemisyument that diagnoses mental disorders
according to the criteria of DSM-III-R (APA, 198@hd DSM-IV (APA, 1994). In the
depression subsection, which contains nine itemnsicpants are asked to indicate how often
over the last two weeks they have experiencedquéaiti symptoms. Their frequency is
indicated on a 4-point scale ranging from “notlftta “nearly every day”. For the entire
screening instrument, Spitzer et al. (1999) reoatsensitivity of .73 and a specificity of
.98. The overall accuracy for the depression suimsewas reported to be 93%. Diagnoses
obtained with the PHQ were shown to be significarglated to those obtained by mental
health professionals. Compared to a clinician-adstered version of the PRIME-MD, the
self-report measure yielded a somewhat lower peexa of psychiatric disorders (28% vs.
39%). For the present analysis, both a diagnotdterment (positive/negative screening) and
a sum score were computed. Using the sum scordgtireeof depression symptoms could

be related to the other variables in this study.
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2.3.6 Screening for borderline personality disorder

The screening for borderline personality disord#[) was conducted with the McLean
Screening Instrument for Borderline Personalitydoier (MSI-BPD; Zanarini et al., 2003).
This measure is based on the diagnostic criteriBRD as specified in DSM-IV (APA,
1994). It contains ten items with a dichotomousaardormat (yes/no). Participants indicate
for each item whether the statement applies to tl&oh endorsed statement is counted as
one point; no point is given for a rejected iterheToptimal cutoff score was found to be 7 or
more endorsed items, leading to a sensitivity bfaBd a specificity of .85 in non-psychotic
and non-manic individuals. Zanarini et al. (2008)arted an internal consistency of
Cronbach’su = .74 and a test-retest reliability of Spearmahts= .72 for this measure.
Evidence for validity was obtained by relating M8I-BPD to the BPD module of the
Diagnostic Interview of DSM-IV Personality DisorddiDIPD-IV; Zanarini, Frankenburg,
Sickel, & Yong, 1996). As in the depression scregnboth a diagnostic statement
(positive/negative screening) and the sum scotkeoMSI-BPD (i.e., the number of

endorsed items) were computed.

2.4 Procedure

The data for the present study were collected usingelf-report questionnaires which were
adapted for online administration and combined orte survey. The questionnaires were
administered through Unipark, an online servicesjgiog solutions for Web-based surveys.
The survey was accessible on http://www.uniparkd&nhiAmsterdam from Juné®2010
until October 28 2010.

The online survey for the present study was opdmciwmeans it was accessible to every
visitor of the host website without requiring a pasrd. The sample was a self-selected
convenience sample in that it consisted of indigldwho came across the link on a given
website and decided to follow it. Participants dad receive payments or other incentives for

completing the questionnaire.

On the host websites, together with the link, @gt@announcement was published which
stated that the goal of the study was to examinethe experience of social situations and
interpersonal relationships is related to traumattidistressing experiences people have

encountered in their lives. People who have and liedve not had traumatic experiences
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were invited to participate, regardless whethey fieét troubled by these experiences or not.
Furthermore, the announcement pointed out thataa#l would be treated as strictly
confidential and that no information would be cotel that could be used to identify
respondents. When participants followed the linkh®survey, they reached the information
page of the online survey which contained moreildedhout the study and participation. A
copy of the study announcement as well as of tfegrmation page is included in Appendix C
and Appendix D. On the information page, particisamere informed about the goals of the
study, the length of the questionnaire, and measaumdertaken to ensure anonymity and
confidentiality. Moreover, respondents were infodntieat parts of the survey address
distressing or traumatic experiences that they naag experienced and that responding to
the respective questions may trigger negativerigsliTherefore, it was made clear that they
could end the survey at any time without statirgsoms. Finally, a possibility to contact the
responsible researchers was given in case respisnksh questions or felt troubled by the
contents of the survey. Participants provided mied consent by confirming that they had
read and understood the information. This was digneicking on an accordingly labeled
button at the end of the page. The respondents guateed to the next page only if they
provided this confirmation. The following page ass demographic variables such as sex,
age, marital status, number of children, educdgwal, occupation, country of residence, and
native language. This page was followed by the tijpasaires that were introduced in
section 2.3. At the end of the survey, participavise asked to indicate whether they had
ever received psychological or psychiatric treatnfientrauma-related difficulties.
Furthermore, they had the possibility to expresaments about the survey. Finally,
respondents were asked whether they permit thanessrs to use their answers on the
survey for the purposes of the present study. Alsy had the opportunity to give their e-
mail address in case they wanted to be contactddriber online studies. The e-mail
addresses were saved separately from the reseatichTthe procedures that were part of this
study as well as the information given to partiaiseand the administered questionnaires

were approved by the institutional review boardhaf University of Amsterdam.
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2.5 Statistical analyses

2.5.1 Hypothesis tests

Differences in the attachment dimensions of avaidaand anxiety between the trauma
groups (Hypothesis 1) were assessed using a MANGBighificant main effects were
followed up by separate ANOVAs for each outcomealde and planned simple contrasts
comparing the early chronic interpersonal traunzaugrto each of the other trauma groups.
Simple contrasts were chosen for the follow-up beeahe hypothesis predicted that the
non-interpersonal, late interpersonal, and eanglsiinterpersonal trauma groups would all

differ from the early single interpersonal traurmaugp.

Associations between the attachment dimension$aisD (Hypothesis 2) were assessed

with Pearson product-moment correlations.

Differences in attachment avoidance and anxietywéen the four trauma groups, taking into
account the effect of PTSD (Hypothesis 3), werended to be assessed with a MANCOVA
with the IES-R score as the covariate. Significaatn effects of trauma type were intended
to be followed up by ANCOVAs and planned simpletcasis comparing the early chronic
interpersonal group to the other three trauma grolipe rationale for the application of

simple contrasts for this hypothesis test is theesas for the test of Hypothesis 1.

To test the mediating effect of attachment avoidaartd attachment anxiety on the
relationship between trauma type and PTSD a setgpéssion analyses was carried out
according to the suggestions by Baron and Kenn§gL%ection 3.2.4 contains further

details about this procedure. For each attachmaerdrgion, a separate mediator analysis was

conducted.

2.5.2 Effect sizes

For the results of the statistical tests, aparnfmpvalues, effect sizes were computed in order
to obtain a better understanding of the results uRtvariate and multivariate ANOVAs, the
effect sizey?, which is the same as Pearson’s correlation améfintr®, will be used.Effect
sizes will be evaluated according to the suggestmovided by Cohen (1988, 1992). With
regard to univariate ANOVA;*values of .01, .06, and .14 represent small, megdand



ATTACHMENT IN SURVIVORS OF INTERPERSONAL TRAUMA 84

large effects, respectively. Regarding multivariadOVA, small, medium, and large effects
correspond tg®values of .02, .15, and .26, respectively. Peassoorrelation coefficient =

.10indicates a small effeat,= .20 a medium effect, and= .50 a large effect.

2.5.3 Assumptions of statistical hypothesis tests

Before running the statistical hypothesis testaai$ checked whether the assumptions of the
respective statistical procedures are met. Withaeisto ANOVA and MANOVA, normal
distribution of variables was tested using the Kadjarov-Smirnov test with Lillefors’
significance correction, Levene’s test was appledests of homogeneity of variances
(relevant for ANOVA) and Box’s test for homogenedtfycovariance matrices (relevant for
MANOVA). With regard to the assumptions of regressanalysis, multicollinearity values
are acceptable if the variance inflation factorR)Viks not higher than 10 on average and if the
tolerance values are not below 0.2 (Field, 200®9mHscedasticity was tested by looking at
the scatterplot of the standardized predicted watii¢he dependent variable and the
standardized residuals. Independence of residusdgaested with the Durbin-Watson test.
Residuals are uncorrelated if the test statistictha value 2. Normal distribution of residuals

was tested with Kolmogorov-Smirnov tests.

Whether the assumptions of the statistical procesiuere met by the data will be reported in
the section covering the respective hypothesis Tére the reader will also find further
information on how violations of assumptions angeotproblems with data distribution were
handled.

2.5.4 Missing values

Missing data that occurred in the present studyewlee to item non-response. The amount of
missing values reached from 0.56% on the PHQ dsjmrescreening to 3.43% on the IES-R
which assessed PTSD symptom severity. The propoofionissing values was 0.77% for the
MSI-BPD, 0.85% for the questionnaire of interpegroblems, and 1.31% for both
attachment-related scales of the ECR-R. The peaagertdf missing values for the THQ could
not be assessed unambiguously because not atlipartis were presented with all items
(detailed questions about a given traumatic evemewasked only if the participant indicated
that they had experienced that type of trauma)héamore, some participants did not

indicate the age of onset in the designated fiatdhey mentioned it, for example, in the
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description of the traumatic experience. Howevenenof the initial trauma questions which
asked about the presence of a given trauma wasnaftswered by any of the participants.

For the management of missing data, guidelinesigeovby Schlomer, Baumann, and Card
(2010) were applied. According to their suggestimases with more than 10% of missing
values per questionnaire were excluded from dadéysis. Following the application of this
procedure, the following proportions of missingues resulted: 0.12% for the ECR-R,
0.14% for the questionnaire for interpersonal peaid, 0.0% for the IES-R, 0.17% for the
PHQ depression screening, and 0.0% for the MSI-BPD.

No systematic patterns of missing data were dedeBtarticipants with and without missing
values did not differ significantly with regard age t(258) = -1.61p = 108, sexy*(1,n =

260) = 0.12p = .726, education/’(7, n = 260) = 6.76p = .454, occupation?(6, n = 260) =
11.68,p = .070, marital statug?(5, n = 260) = 3.05p = .692 and the utilization of
psychological or psychiatric treatmegﬁ(Z, n=260) =4.12p = .128. There was a significant
difference with respect to whether participantsenaver had a romantic relationshif(1, n
=260) = 5.33p = .021, in that 26.7% of participants who havearéeen in a relationship

were excluded from the analysis compared to 8.6% k&ve been in a relationship.

Missing data of participants who remained in thalgsis were imputed with the means of
the respective scales. This method is considegmbd solution because the distribution of
missing values appeared to be random. As the piopaf missing data is relatively low,

this procedure was not expected to cause seridustien in the variance of the respective

variables.

3 Results

In the following sections, the results of the statal hypothesis tests are presented, followed
by results of the explorative analyses with thestjpanaire of interpersonal problems. Prior
to the hypothesis tests, a statistical compari$gadicipants who completed the survey and
participants who dropped out or were excluded veasiacted.
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3.1 Comparison of completers versus drop-outs

T-tests were carried out in order to compare padris who provided complete data (i.e.,
who completed all questionnaireg)£ 260) with those who did not complete the sun/esy.
respondents dropped out at various points in theeguthe number of non-completers
differed for each questionnaire. Questionnaire tatéhe non-completer group were
available for the ECR-R Anxiety scale£ 93), the ECR-R Avoidance scale< 59), and the
guestionnaire of interpersonal problems=(41). For the IES-Rn(= 3) and the PHQn(= 1),
the number of individuals from the non-completesugr was too low for a comparison of
respondents with complete and incomplete dataidiamts with complete data reported
significantly higher scores on the ECR-R subscaiesety,t(351) = 5.20p < .001, and
avoidancet(317) = 3.60p < .001, as well as on the questionnaire of intesqeal problems
t(45.871) = 2.65p = .011.

It was not possible to include all participants v not complete the questionnaire into the
comparisons regarding demographic variables aref atiaracteristics. The reason for this is
that many respondents who dropped out did not anaslvguestions addressing these
variables. In particular, there is hardly any imf@tion about the treatment status of
participants who dropped out because this variahlke assessed at the end of the survey. In
order to make the survey more sensitive and togmtelvigh drop-out rates at the beginning,
the question about psychological or psychiatriattreent was not asked at the beginning of

the survey but at the end following the last questaire.

T-tests or CHitests were conducted in order to compare respaseéro were included or
excluded in the study according to inclusion anclesion criteria (lack of a traumatic
experience, more than 10% of unanswered itemsyestignnaire). No significant
differences were detected with respect to #868) = -1.59p = .114, sexy*(1, n = 260) =
0.98,p = .323, level of educatiop?(7, n = 260) = 3.44p = .841, occupatior(6, n = 260) =
3.59,p = .732, and marital statugy(5, n = 260) = 5.10p = .404, and received versus non-
received psychological or psychiatric treatmgf(tl, n = 260) = 3.21p = .073.
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3.2 Analysis

3.2.1 Hypothesis 1: Adult attachment and trauma type

The first hypothesis predicted that survivors afyeaehronic interpersonal trauma would
report significantly higher attachment-related aamice and anxiety compared to survivors of
a non-interpersonal trauma, a late interpersoaahtia or an early single interpersonal

trauma. This prediction was tested with a multiaterianalysis of variang®ANOVA).

Box’s test indicated that the assumption of eqoabdance matrices was not mef9,
50929.401) = 2.230=.018, which may cause MANOVA to yield inaccuregsults due to

the unequal sample sizes in the present study. MMA@as nevertheless carried out as it is
considered a robust test (Field, 2009) but it sthével kept in mind that the result of this
hypothesis test may be rather liberal becausetémelard deviation in the group with the
largest sample (ECIP) is generally lower than enghaller sized groups (Field, 2009). In
order to reduce the possibility of false conclusitnom the parametric test, additional
univariate non-parametric tests, namely Kruskall&#&ksts and subsequent Mann-Whitney

tests,were computed for each attachment dimension.

The avoidance and attachment scores followed aaddadistribution in all groups except for
the early chronic interpersonal trauma group. Is ¢inoup, the Kolmogorov-Smirnov test
statistic was 0.7& = .049, for the avoidance subscale of the ECR-R,0ad99,p = .003 for

the anxiety subscale. In the other groupsthralues were above .200 for both subscales. In
both cases of non-normality the scores were negjgitskewed. The reason for this could be
that there were only few individuals with historafsearly chronic abuse who reported low
attachment avoidance and anxiety. At the same tine to the larger sample size of the early
chronic interpersonal trauma group, the Kolmogd8owninov test statistic was more likely to
reach a statistically significant value in this gpahan in the other three groups. Table 5
shows the descriptive statistics of the attachmelated variables by trauma type as well as

the results of the hypothesis test.
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Table 5

Attachment-related avoidance and anxiety by trauma type.

(M)ANOVA

NIT (n = 24) LIP (n = 31) ESIP(n=24) ECIP (n = 130) 2
F(6, 410) or n
M (SD) M (SD) M (SD) M (SD) F(3. 205)
7.37%%
Multivariate® (Pillai's V = 0.20)  0.10
ECR-R
Avoidance  3.00 (1.21)° 4.03 (1.20)° 4.02 (0.89) 4.45 (1.01) 13.40%+* 0.16
ECR-R
Anxiety 3.17 (1.34)° 4.19 (1.23)° 4.42 (1.16) 4.82 (1.08) 15.02%%* 0.18

Note. NIT = non-interpersonal trauma, LIP = late interpersonal trauma, ESIP = early single/repeated
interpersonal trauma, ECI = early chronic interpersonal trauma. ECR-R = Experiences in Close Relationships-

Revised.

4 MANOVA with Pillai’s trace as test statistic

b Significant contrast between this group and ECIP group
" p<.001

In Table 6, the corresponding variance-covariana&imfor the two attachment dimensions

is displayed.

Table 6

Variance-Covariance matrix for both attachment dimensions

ECR-R ECR-R
Avoidance Anxiety
ECR-R
Avoidance 131
ECR-R
Anxiety 121 1.56
Note. n = 209.

The a-priori adopted type | error rate was .05. Using Pillai’s trace, the MANOVA
revealed a significant effect of trauma type oadtment-related anxiety and avoidance and
a medium effect size. Separate univariate ANOVAse dound significant effects of trauma
type on attachment avoidance and on attachmenggnbioth of which showed large effect
sizes. These results were followed up with plarcedrasts which revealed that the ECIP
group reported significantly higher attachment daoce and anxiety than both the NIT and

the LIP group, whereas there was no evidence $igraficant contrast between the ECIP and

the ESIP group (Table 7).



ATTACHMENT IN SURVIVORS OF INTERPERSONAL TRAUMA 89

Table 7

p-values for planned contrasts between trauma groups with regard to attachment avoidance and anxiety

ECR-R Avoidance NIT LIP ESIP
ECIP <.001 .043 .064
ECR-Anxiety NIT LIP ESIP
ECIP <.001 .006 119

Note. n = 209. NIT = non-interpersonal trauma, LIP = late interpersonal trauma, ESIP = early single/repeated
interpersonal trauma, ECIP = early chronic interpersonal trauma.

The non-parametric Kruskal-Wallis tests and subsegiMann-Whitney tests yielded the
same results regarding group differences as the @A and the planned contrasts thus

they will not be reviewed in more detail.

3.2.2 Hypothesis 2: Adult attachment and PTSD symptom sevity

The second hypothesis predicted that the attachdm@nsions avoidance and anxiety are
correlated with the severity of PTSD symptoms. Sigaificance of the Pearson correlations
was tested at an a-priori type | error rate.of.05. In line with the prediction, the IES-R
mean score showed significant positive Pearsoreledions with both avoidance and anxiety,

corresponding to a large effect size (Table 8).

Table 8

Pearson correlation coefficients between PTSD symptom severity and attachment-related avoidance and anxiety

1. 2. 3.
1. IES-R mean
score - ABFFx A ZRrk
2. ECR-R
Avoidance - .85***
3. ECR-R
Anxiety

Note. n = 209. IES-R = Impact of Event Scale-Revised, ECR-R = Experiences in Close Relationships-Revised.
**p<.001

3.2.3 Hypothesis 3: Influence of PTSD symptoms on the assation between
adult attachment and trauma type

The third hypothesis predicted that differenceatiachment-related avoidance and anxiety

between the trauma groups will remain significahew PTSD symptom severity is
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controlled for. To test this hypothesis, it wagially planned to conduct an ANCOVA, with
PTSD symptom severity as the covariate. One oatisemptions of ANCOVA is that the
grouping variable and the covariate are statigyicatiependent (Miller & Chapman, 2001).
However, an ANOVA conducted with the present dateealed significant differences in

PTSD symptom severity as a function of trauma {\ifable 9).

Table 9

PTSD symptom severity by trauma type

NIT (n = 24) LIP (n = 31) ESIP(n=24) ECIP (n=130) ANOVA
M (SD) M (SD) M (SD) M (SD) F (3, 205)

IES-R mean
score 2.35 (1.00) 2.82(0.92) 2.91 (0.86) 3.45 (0.77) 15.23***

Note. NIT = non-interpersonal trauma, LIP = late interpersonal trauma, ESIP = early single/repeated
interpersonal trauma, ECI = early chronic interpersonal trauma. IES-R = Impact of Event Scale-Revised.
*k%

p <.001

Inclusion of a covariate that is associated withdhouping variable may reduce the effect of
the grouping variable. In such a case, the indegr@nehriable is altered in a way that is
conceptually not meaningful, which precludes valiclusions from the obtained results
(for an extensive discussion of this problem, sééeM& Chapman, 2001). In other words, if
trauma type is associated with PTSD symptom sgveris not possible to analyze which
effect trauma type would have on adult attachmfahtvas not associated with PTSD
symptom severity (Miller & Chapman, 2001). Thusthwthe present sample, it was not

possible to conduct a methodologically sound téstypothesis 3.

3.2.4 Hypothesis 4: Mediating effect of adult attachment

The fourth hypothesis predicted that attachmertteel avoidance and anxiety in adulthood
have a mediating effect on the association betwreaemmna type and the severity of PTSD
symptoms. According to Baron and Kenny (1986), rsalde has a mediating effect if (a)
variation in the independent variable significarstbcounts for variation in the presumed
mediator, (b) variation in the presumed mediatgnificantly accounts for variation in the
dependent variable, and (c) the previously sigaiftassociation between the independent
and the dependent variable is no longer signifioahen the associations described in (a) and
(b) are controlled. Following the suggestions bydBaand Kenny (1986), the mediational
models were each tested with the following setr@dr regression equations:
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(a) Regression of the presumed mediator on the indem¢nvariable
(b) Regression of the dependent variable on the inakgrervariable

(c) Regression of the dependent variable on both thependent variable and the

presumed mediator.

Mediation is statistically established when thédwing conditions are met (Baron & Kenny,
1986): First, the independent variable is a sigaiit predictor of the mediator in equation
(a); second, the independent variable is a sigmtipredictor of the dependent variable in
equation (b); and third, the mediator is a sigafficpredictor of the dependent variable in
equation (c). The effect of the independent ordigylgendent variable is smaller in the third
equation than in the second if all these conditemesfulfilled in the predicted direction.

For the present analysis, six multiple linear regi@n equations were computed; three for
attachment avoidance and three for attachment gnXibe variable trauma type was
dummy-coded with ECIP as the reference categorg.stétistical assumptions for regression
analysis were met in all cases. The Durbin-Watsshdtatistic was close to 2 for all
regression equations, indicating independent rafsd&xamination of the variance inflation
factors (VIF) and tolerances for each equationdatdid a lack of perfect multicollinearity
according to the criteria specified by Field (20099wever, a certain degree of
multicollinearity is expected and cannot be avoigtechediational analyses due to the
correlation of the independent variable with thespimed mediatoBcatterplots revealed that
the data met the assumption of homoscedasticityh&umore, Kolmogorov-Smirnov tests of
the standardized residuals indicated that they wermally distributed. Casewise diagnostics
subsequent to the regression analyses suggesteatdtaata produced a fairly accurate
model. For the significance tests of the singleljaters and the model as a whole, an a-priori

type | error rate o = .05 was adopted.

Attachment avoidancerirst, ECR-R avoidance (i.e., the presumed mediatas regressed
on trauma type (i.e., independent variable). TabBleontains the model coefficients for this
regression. Trauma type explained a significantarhof variance in the ECR-R avoidance

score, which was approximately 16%. All variablelated to trauma type, except for the
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difference between the ESIP and ECIP group, sicamtly accounted for the variation in
attachment avoidance.

Table 10

Multiple linear regression of attachment avoidance on trauma type

B SE (B) p t p
Constant 4.45 0.09 48.25 <.001
NIT vs. ECIP -1.45 0.23 -41 -6.22 <.001
LIP vs. ECIP -0.43 0.21 -13 -2.04 .043
ESIP vs. ECIP -0.44 0.23 -12 -1.86 .064

Note. Dependent variable: ECR-R Avoidance. R®=.16 (p <.001). NIT = non-interpersonal trauma (n = 24), LIP =
late interpersonal trauma (n = 31), ESIP = early single/repeated interpersonal trauma (n = 24), ECIP = early
chronic interpersonal trauma (n = 130).

Second, the IES-R score (i.e., dependent variads)regressed on trauma type (i.e.,
independent variable). As Table 11 shows, the tianan the trauma type variables
significantly accounted for the variation in theéSHR score. A significant amount of outcome
variance, namely 18%, was accounted for by theigicd.

Table 11

Multiple linear regression of PTSD symptom severity on trauma type

B SE (B) p t p
Constant 75.79 1.60 47.27 <.001
NIT vs. ECIP -24.17 4.06 -.39 -5.95 <.001
LIP vs. ECIP -13.83 3.65 -.25 -3.78 <.001
ESIP vs. ECIP -11.67 4.06 -.19 -2.87 .004

Note. Dependent variable: IES-R mean score. R®=.18 (p <.001). NIT = non-interpersonal trauma (n = 24), LIP =
late interpersonal trauma (n = 31), ESIP = early single/repeated interpersonal trauma (n = 24), ECIP = early
chronic interpersonal trauma (n = 130).

The third equation was the regression of IES-R, ({lependent variable) on both trauma type
(i.e., independent variable) and ECR-R avoidanee, the presumed mediator). The results
of this analysis are presented in Table 12. ECRddance significantly accounted for the
variance in the IES-R score. When ECR-R avoidareeincluded in the equation, all
variables related to trauma type remained signmifipaedictors of the IES-R score even
though their predictive value decreased (compaldelhl and Table 12). The fact that the
inclusion of attachment avoidance did not redueeptifedictive value of trauma type to a
non-significant level suggests that attachmentdamie does not fully mediate the

relationship between trauma type and PTSD symptoms.
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Table 12

Multiple linear regression of PTSD symptom severity on trauma type and attachment avoidance

B SE (B) B t p
Constant 48.62 5.29 9.19 <.001
NIT vs. ECIP -15.30 4.16 -.24 -3.68 <.001
LIP vs. ECIP -11.22 3.46 -.20 -3.24 .001
ESIP vs. ECIP -9.01 3.84 -.14 -2.34 .020
ECR-Avoidance 6.10 1.14 .35 5.36 <.001

Note. Dependent variable: IES-R mean score. R®= .28 (p <.001). NIT = non-interpersonal trauma (n = 24), LIP =
late interpersonal trauma (n = 31), ESIP = early single/repeated interpersonal trauma (n = 24), ECIP = early
chronic interpersonal trauma (n = 130). ECR-R = Experiences in Close Relationships-Revised.

In order to test the significance of the mediagfigct, a procedure proposed by Sobel
(1982), which is commonly referred to as the “Sdbst”, was applied. As the independent
variable consists of three dummy variables, thegasate Sobel tests were conducted, one
for each dummy variable. A two-tailed significarest at thex = .05 level was conducted.
For ECR-R avoidance as the presumed mediator aktaBonship between early NIT vs.
ECIP and the IES-R mean score, the Sobel tesststatias -4.06p < .001. In case of LIP vs.
ECIP as the independent variable, the Sobel tasstst was -1.91p = .056, and for ESIP vs.
ECIP, it was -1.80p = .072. These results indicate a significant metia¢ffect of ECR-R
avoidance on the relationship between NIT vs. E€I& IES-R despite the fact that the
difference between NIT and ECIP still had a sigmifit effect on IES-R when attachment
avoidance was included in the equation (Table T&¢. Sobel tests did not detect a mediating
effect of ECR-R avoidance in case of LIP vs. EQif BSIP vs. ECIP as independent
variables.

Attachment anxietyIn order to test whether attachment anxiety meslitite relationship
between trauma type and PTSD symptoms, regresgaraliel to the ones in the previous
section were carried out. Table 13 contains theltesf the first step, which was the
regression of ECR-R anxiety (i.e., the presumediated on trauma type (i.e., independent
variable). As in the case of attachment avoidaateariables related to trauma type, except
for the difference between ECIP and ESIP, showdmktsignificant predictors of attachment

anxiety. They accounted for a significant amounbuwtcome variation, namely 18%.
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Table 13

Multiple linear regression of attachment anxiety on trauma type

B SE (B) B t p
Constant 4.82 0.10 48.15 <.001
NIT vs. ECIP -1.65 0.25 -42 -6.50 <.001
LIP vs. ECIP -.0.63 0.23 -.18 -2.75 .006
ESIP vs. ECIP -0.40 0.25 -.10 -1.56 119

Note. Dependent variable: ECR-R Anxiety. R®= .18 (p <.001). NIT = non-interpersonal trauma (n = 24), LIP = late
interpersonal trauma (n = 31), ESIP = early single/repeated interpersonal trauma (n = 24), ECIP = early chronic
interpersonal trauma (n = 130).

The second step involved regressing the IES-R gceredependent variable) on trauma type
(i.e., independent variable) which is the sameaggon equation as in the previous section.

For the results of this regression analysis, theeeis referred to Table 11.

In the third step, the IES-R score (i.e., dependariable) was regressed on both trauma type
(i.e., independent variable) and ECR-R anxiety,(peesumed mediator). As Table 14 shows,
when ECR-R anxiety was included in the regressouraton, all trauma type variables
remained significant predictors of the IES-R sceren though their predictive value was
reduced. This pattern is parallel to the one olkthiwvith regard to attachment avoidance
(Table 12) and suggests that attachment anxiety doehave a complete mediating effect on
the association between trauma type and PTSD symg¢oerity.

Table 14

Multiple linear regression of PTSD symptom severity on trauma type and attachment anxiety

B SE (B) p t p
Constant 51.56 5.36 9.63 <.001
NIT vs. ECIP -15.89 4.25 -.25 -3.74 <.001
LIP vs. ECIP -10.67 3.54 -19 -3.01 .003
ESIP vs. ECIP -9.68 3.89 -.15 -2.49 .014
ECR-Anxiety 5.03 1.07 31 4.72 <.001

Note. Dependent variable: IES-R mean score. R?= .26 (p <.001). NIT = non-interpersonal trauma (n = 24), LIP =
late interpersonal trauma (n = 31), ESIP = early single/repeated interpersonal trauma (n = 24), ECIP = early
chronic interpersonal trauma (n = 130). ECR-R = Experiences in Close Relationships-Revised.

The Sobel test conducted for ECR-R anxiety as tesymed mediator of the association
between NIT vs. ECIP and the IES-R mean scoretegbsul a test statistic of 3.82< .001.
For LIP vs. ECIP, the Sobel test statistic reachedlue of -2.37p = .018 and for ESIP vs.
ECIP, the Sobel test statistic had the value -3%1,130. As in the case of attachment
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avoidance, the results of the Sobel tests suggaghdicant mediating effect of attachment
anxiety on the association between the NIT vs. EEI@® PTSD symptom severity. Again, the
effect is significant despite the fact that thdatiénce between NIT and ECIP was a
significant predictor of the IES-R mean score whgachment anxiety was included in the
equation (Table 14). For LIP vs. ECIP and ESIPRGIP, no evidence for a mediating effect
on the association between trauma type and attadhan&iety was obtained.

3.2.5 Robustness of the obtained results

The previously reported analyses were repeatedsegikral slight variations in order to
examine the robustness of the results reportedatiosns 3.2.1 through 3.2.4. First, as the
present sample included far more women than mseparate analysis was conducted for the
female subsample only. Second, separate hypotiesssswere conducted for participants
who described their trauma in more detail on th&Tahd those who did not use this
possibility. As mentioned in section 4.1, it is pibde that the rate of misclassified traumatic
experiences was higher among participants who alighrovide a description but only gave
“yes” and “no” answers compared to those who gaweendetailed information about the
traumatic event they had experienced. Therefopgrage analyses were conducted for both
groups of participants in order to examine whepwentially inaccurate classifications may
have affected the results of the hypothesis té&siisd, several hypothesis tests were repeated
while taking into account the influence of depressand BPD, as these disorders may have

an impact on the degree of adult attachment sgcurit

Analysis for the female subsampla. MANOVA which was applied to test Hypothesis 1
revealed significant differences in attachment daoce and anxiety between the trauma
groups. This result, as well as the obtained efzets;?, is comparable to the ones obtained
with the total sample. As with the total sample fitanned single contrasts between NIT and
ECIP and LIP and ECIP were significant for botlaelttment avoidance and anxiety.
However, in the female subsample, the analysisralgealed a significant planned contrast
between ESIP and ECIP for attachment avoidampce, 035), which, in the total sample, did
not reach significancgE .064). The same contrast for the anxiety dimensias non-
significant in both the total sample and the fensallbsample. Due to unequal covariance
matrices in the female subsample, Kruskal-Walktst@and subsequent Mann-Whitney tests

were computed which did not change the initial itsswith the total sample. Similarly, the
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test of Hypothesis 2 with the female subsamplendiddiffer from the initial test including
male and female participants. As with the whole @amHypothesis 3 could not be tested
due to the high correlation between trauma tyge, @rouping variable) and the IES-R mean
score (i.e., covariate) which violates an assumpicANCOVA. The test of the mediating
effect of attachment avoidance and anxiety (Hypathé) generally yielded the same results
in the female subsample as in the total sample.

Descriptions of traumatic experienceBor this analysis, participants were divided imo t
groups according to whether they provided a desonif their traumatic experiences or not.
The description group included respondents whoigealvdetails to every item on the THQ
that they had answered with “yes”, indicating tthety have experienced the respective
traumatic event. The no-description group, on tieohand, included participants who did
not give a description of at least one traumatenévhat they reported to have experienced.
One hundred and eleven (53%) respondents proviesctigtions of the traumas they have
experienced, whereas 98 (47%) respondents didivefygther information about at least
one traumatic event that they had indicated. Unfately, the unfavorable distribution of
respondents from these two groups across the tréygpea and the small sample sizes of the
NIT, LIP, and ESIP groups did not permit separagtst of Hypotheses 1 and 4 for
participants who did and did not provide traumacdpsions. Correlations revealed that the
results obtained for Hypothesis 2 (correlation lestwECR-R avoidance and anxiety and
IES-R) in the total sample were comparable to tiesmbtained for the description and no-

description groups separately.

Depression and Borderline Personality Disordés the results of the depression and BPD
screenings showed to be significantly relateddartra type (Table 2), it was tested whether
the results obtained for the hypothesis tests e depression and BPD scores are taken
into account. In case of Hypothesis 1, separatysesmwere conducted for participants with
positive and negative screenings for depressiorBiial With regard to depression, the
results of the tests for Hypotheses 1 were the daneach of the two subsamples as for the
total sample. However, in both subsamples, som@pld contrasts failed to reach
significance. It was not possible to conduct thmalgsis with participants who reported a
positive versus a negative BPD screening becawese tiere too few respondents with a
positive BPD screening in the NIT and the ESIP geoAs expected, most individuals who
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were screened positive for BPD belonged to the Eftdap. Therefore, when interpreting
the results for Hypothesis 1 it is important tox&emind the possible influence of BPD on

the association between interpersonal trauma d@adnabent security.

A patrtial correlation revealed that the associalietween the two attachment dimensions and
PTSD symptom severity (Hypothesis 2) decreaseddmufined significant when the effects
of depression and BPD (assessed with the PHQ noeae and the MSI-BPD sum score)

were controlled for.

It was not possible to conduct the tests for Hypsih4 separately for participants with
positive versus negative screenings for depressidBPD as this would have resulted in
sample sizes too low to conduct a reliable regoesanalysis with four predictors (i.e., three

dummy variables for trauma type and one attachmedated variable).

3.2.6 Explorative analysis of interpersonal problems

This final section of the results chapter coveesdkplorative investigation of the data
collected with the questionnaire of interpersomabems which was developed by the
author of this thesis. Information about the questaire itself, a corresponding PCA, and
indicators of internal consistency were reportedaation 2.3.2. The present section includes
findings on the association of problematic intespaal patterns with both trauma type and
PTSD symptom severity. These results were obtdwlexniving the exclusion of four items,

as suggested by the PCA and the analyses of iht@nsistencies.

Descriptive statistics and differences between treugroups. Table 15shows the

descriptive statistics for the overall mean scdrhe questionnaire of interpersonal problems
as well as for each of the four subscales. Fotdta score, a one-way ANOVA revealed
significant differences between the trauma groumsa-priori type | error rate of=.05.
Planned single contrasts with ECIP as referen@gosay revealed that the ECIP group
reported a significantly higher degree of interpeed problems than both the NIg = .001,

and the LIP group =.018. There was no significant difference to tis#FEgroupp = .052.
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Table 15

Interpersonal problems by trauma type

NIT (n = 24) LIP (n = 31) ESIP(n=24) ECIP(n=130) ANOVA F(3,

M (SD) M (SD) M (SD) M (SD) 205)
Overall mean score 2.74 (0.62) 3.05 (0.39) 3.03 (0.47) 3.24 (0.43) 9.36***
Submissive/Socially 4.95**
inhibited 3.06 (0.77) 3.63 (0.68) 3.51 (0.71) 3.70 (0.07) (p =.002)
0.45
Dominant 2.32 (0.54) 2.18 (0.46) 2.38 (0.72) 2.32(0.74) (p=.718)
Detached 2.74 (0.83) 2.87 (0.68) 3.20 (0.78) 3.48 (0.79) 9.66%**
General 2.72 (0.90) 3.18 (0.67) 2.96 (0.69) 3.34 (0.63) 6.84x+*

Note. NIT = non-interpersonal trauma, LIP = late interpersonal trauma, ESIP = early single/repeated
interpersonal trauma, ECIP = early chronic interpersonal trauma.

** p<.01

**p<.001

As for the subscales, significant group differeneese obtained for the dimensions
submissive/socially inhibitedetachedandgeneral Results for all subscales were followed
up with planned simple contrasts with ECIP as exfee category. On tiseibmissive/socially
inhibiteddimension, the ECIP group scored significantly kigthan the NIT group =

.001. The other contrasts were not statisticatipisicant (ECIP — LIPp =. 638; ECIP —
ESIP:p =.259). As for theletachedlimension, the ECIP group reported higher scoras th
both the NIT and the LIP group, baghkx .001. There was no indication for a difference
between the ECIP and the ESIP graqup,.117. The ECIP group reported significantly
higher levels ofjeneralinterpersonal problems than both the NoT% .003, and the ESIP
group,p = .016, while no significant difference to the LlgRoup was obtainegh = .231.
There was no evidence of group differences ordtminantsubscale (ECIP — NITp = .991;
ECIP — LIP:p = .206; ECIP — ESIPp = .694).

Correlation with PTSD symptom severity and attachmhdimensionsAs the Pearson
correlations in Table 16 show, the IES-R mean sa@® significantly related to the total
interpersonal problems score as well as to allclbs except fodominant A similar result
was obtained for both attachment dimensions tigaifesantly correlated with the total score

for interpersonal problems and subscales exceptdiminant.
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Table 16

Pearson correlation coefficients between dimensions of interpersonal problems, PTSD symptom severity and
attachment-related avoidance and anxiety

1. 2. 3. 4, 5. 6. 7. 8.

1. IES-R mean
score - .358*  -.043  .342**  419** 451** A4B5**  432**
2.1P
Submissive - -.086 .186* .456* .723* 419** .443**
3. IP Dominant - -.210* .388* .411** .037 .027
4. IP Detached - 73 .363**  .367* .351*
5. IP General - 877+ 598**  579**
6. IP Overall - .600** .595**
7. ECR-R
Avoidance - .850**
8. ECR-R
Anxiety -
Note. n = 209. IES-R = Impact of Event Scale-Revised, ECR-R = Experiences in Close Relationships-Revised.
*

p<.05
**p<.01

4  Discussion

The present empirical investigation aimed to clanwhether early chronic interpersonal
trauma is related to higher rates of avoidanceaaxikety in the context of adult romantic
attachment compared to early single interpersdai@ interpersonal or non-interpersonal
traumas. Furthermore, it was intended to investigia relationship between trauma type,
adult attachment and PTSD symptom severity. Thd toal of this study was to test
whether adult attachment mediates the relationiséiyween interpersonal trauma and the
severity of PTSD symptoms. Aside from testing th@salictions, the present study explored
the association between different forms of traumdhiaterpersonal problems as assessed by
a questionnaire which was developed in the couri@ostudy. In order to investigate these
guestions, an Internet-based survey consistingcafugestionnaires was administered to a

sample of Internet-users who were recruited online.
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Overall, the obtained results support the expentahat early-onset traumas which are
interpersonal in nature and occur in a chronic reahiave a detrimental effect on
individuals’ romantic attachment patterns in adodith. The present investigation revealed
significant differences in attachment-related aaock and anxiety between the four trauma
types, representing a medium effect. Specific#lfig,early chronic interpersonal trauma
(ECIP) group reported higher degrees of attachmeoiiance and anxiety compared to
individuals whose trauma was a non-interpersonal(biT) or who had experienced a late-
onset interpersonal trauma (LIP). However, conttarghe first hypothesis, the ECIP group
did not report a higher degree of attachment diffies than the group of individuals with an
interpersonal trauma that did not last for londggantone year (ESIP). Thus, no empirical
support was found for the prediction that inseaitachment may be a specific sequel of

early chronic interpersonal trauma.

The results suggest that a trauma is more likebetassociated with higher degrees of
attachment avoidance and anxiety in adulthoodisf @f an interpersonal nature (i.e., if it
consists of sexual or physical abuse) and if iuce@t an early point in the individual’s life.
This finding is consistent with earlier reports @aatng to which childhood abuse is
associated with attachment-related avoidance axiétgr(Limke et al., 2010; Roche et al.,
1999). Furthermore, this result is in line withdhetical assumptions about the impact of
early experiences of abuse on the developmentbilds emotions, attitudes and behaviors
in interpersonal relationships (e.g., van der KaB05). According to these postulates,
violent acts committed by a person who is supposéetlp the child develop a positive
representation of the self and a sense of trusthers are likely to hinder the child in
developing secure attachment patterns. This malatiap is then assumed to be carried on

into adulthood where it becomes particularly appaire intimate relationships.

Contrary to expectations, this investigation did olatain empirical support for the prediction
that the chronicity of an interpersonal trauma wlazdntribute to an increase in attachment
anxiety and avoidance. No difference in attachmsentrity was found between individuals
who experienced short- versus long-term abuse.firfusg is particularly surprising given
the fact that symptoms of DESNOS or complex PTSEewbown to be affected by the
chronicity of interpersonal trauma (Cloitre et @009; Ford et al., 2006; van der Kolk et al.,
2005) and DESNOS and attachment difficulties asei@&d to stem from the same cause
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which, globally speaking, is the early and consistéolation of a child’s trust in their
caregiver (see section 1.3). On the one handfitfdsig may suggest that attachment
patterns do not differ as a function of the duratd the interpersonal trauma. Perhaps a short
abusive episode has the same detrimental impaah amdividuals attachment patterns as
long-standing abuse. On the other hand, the laffgrehce in sample sizes between the
ECIP and the ESIP group € 130 vs.n = 24, respectively) may have prevented this
difference from becoming both statistically sigcéint and practically meaningful. In
addition, for some patrticipants it may have bediicdit to clearly remember and state the
duration of the abuse they had experienced. Thistitates a potential source of inaccuracy
in the assignment of respondents to the ESIP an&8@iP group and therefore a potential
reason for the lack of a significant differencéha attachment scores between these two
groups. Thus, before the conclusion is made tlaintipact of chronic childhood abuse on
the affected individuals’ adult attachment is conapée to that of short-term abuse, potential
sources of bias need to be sorted out.

In line with the second hypothesis, PTSD symptowest was strongly associated with
attachment-related avoidance and anxiety, as itetiday significant correlations
corresponding to large effect sizes. These assmasahlso held when the degree of
depression and BPD symptoms was controlled fappears likely that the PTSD symptoms
and attachment difficulties both stem from the sammematic experiences in childhood
because earlier literature has shown that childfamge is linked to both phenomena (e.g.,
Limke et al., 2010; van der Kolk et al., 2005).rthermore, insecure attachment may by
itself contribute to the development of PTSD, feample by disturbing the acquisition of
adequate emotion regulation strategies which,rnm, t@are likely to increase the chances of
developing PTSD (Cloitre et al., 2008; Muller et 2000). Based on these assumptions,
specific investigations are needed in order to dighd on the exact mechanisms underlying

the relationship between these variables.

The association of attachment avoidance and anwigtyPTSD symptoms raises the
guestion whether attachment difficulties are unigeguelae of early interpersonal trauma
and its impact on the child’s psychosocial develepmAlternatively, they could simply be

attributable to the elevated levels of PTSD symptoimat the present study has found among
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survivors of these types of trauma. In order toifgldhis question, the third hypothesis of the

present investigation was formulated.

The third hypothesis predicted that potential défeces in attachment-related avoidance and
anxiety between the four trauma groups would reragynificant when the influence of

PTSD symptom severity was controlled for. The téghis hypothesis posed two major
methodological problems. First, the cell frequeagcresulting from a combination of these
two variables, varied substantially and some weoesimall for conducting an ANCOVA

with sufficient power. Specifically, there were ydew participants who had experienced an
early chronic interpersonal trauma but did not repa elevated severity of PTSD symptoms
at the same time. Second, trauma type and the IEf®dh score were significantly related to
each other, which is a violation of one of the agstions of ANCOVA. As Miller and
Chapman (2001) stated, the inclusion of a covavidtieh is significantly related to the
grouping variable does not “control” for the effeétthe covariate but rather alters the effect
of the grouping variable due to the variance thasé two variables share. As a consequence,
this procedure is likely to lead to inaccurate hssun our case, this means that, by including
PTSD symptoms as a covariate, the variable traypewould be changed in a conceptually
not meaningful way. Its effect would be reducedhmsamount of variance that this variable
shares with PTSD symptom severity. Hence, resblitgimed with this procedure would

likely not permit general conclusions about theoaggion of trauma type, PTSD symptoms

and attachment.

There was no statistical procedure that was judgéd adequate to control for the effect of
PTSD symptom severity with the present data. Howernduture similar cases, the influence
of PTSD could be controlled for by matching pagasits from various trauma groups in
terms of PTSD symptom severity. For the interpretadf the results of the present study,
the reader should keep in mind that it is not clelaether insecure adult attachment is a
unique consequence of the abuse or perhaps aldiatg that results from PTSD symptoms
that have shown to be elevated in individuals Wiltories of abuse. Similarly, symptoms of
BPD may have an influence on the relationship betweterpersonal trauma and insecure
adult attachment. The present study aimed to cbiairohe effects of BPD but did not recruit
a sufficient number of participants who had experesl an interpersonal trauma but did not
report BPD symptoms and, vice versa, who reported Bymptoms without having
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experienced an interpersonal trauma. Thereforajégsontrolling for the effects of PTSD,
future investigations should seek to investigagertite of BPD in this context more closely.

The findings regarding the relationship betweena@genset and chronicity of interpersonal
traumas and adult attachment insecurity have sketheraretical and practical implications.
While theoretical models of complex posttraumagimptoms (e.g., DESNOS) include
interpersonal problems in adulthood, they do nglieitly refer to adult attachment
insecurity as a complex trauma sequel. Howeveagchithent patterns are thought to be an
underlying dimension which becomes observableterpersonal mechanisms
(Bartholomew, 1990). A systematic inclusion of elttaent insecurity into concepts of
complex trauma sequelae is desirable as this stdd encourage clinicians to target
interpersonal problems of abuse survivors by adidrggheir specific attachment-related
difficulties. As mentioned in section 1.5.5, theotphased treatment program STAIR/MPE
(Levitt & Cloitre, 2005) pays special regard to thedification of dysfunctional models of
the self and other in the first phase. This progeat other related approaches could benefit
from a more profound knowledge of the specific@ttaent-related disturbances following

particular types of interpersonal trauma.

As survivors of early-onset interpersonal traunported higher degrees of adult attachment
insecurity than the late-onset group, theoreticadlels of complex trauma sequelae should
seek to differentiate more explicitly between they and late-onset groups with regard to
their attachment-related or interpersonal diffiedt For example, the DESNOS symptom
clusters of interpersonal problems are equallyieggb survivors of childhood abuse as well
to those who endured marital violence (van der Katl&l., 2005). However, the results of the
present study suggest that adult attachment inggowhich is related to interpersonal
problems according to Bartholomew (1990), may difgstematically depending on the
survivor’'s age at the trauma onset. Furthermorengland Quack (2010) reported emotion
regulation difficulties, another complex traumaatetl symptom cluster, to be particularly
elevated in survivors of early chronic interperddreuma as opposed to late-onset, non-
interpersonal and/or non-chronic traumas. Theseepief evidence call for a closer
investigation of these and other complex traumaaiag experienced specifically by

survivors of early-onset chronic interpersonal tnauA more profound understanding of the
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psychosocial difficulties experienced by this grafipndividuals could help to shed light on
their specific needs that need to be addressddhinat practice.

The fourth hypothesis predicted that attachmeratteel avoidance and anxiety would have a
mediating effect on the relationship between tratypa and the severity of PTSD
symptoms. For both attachment dimensions, evidehpartial mediation was obtained only
for the independent variable representing the idiffee between non-interpersonal and early
chronic interpersonal trauma. This finding indicatieat the influence of early chronic
interpersonal trauma on PTSD is partly establidghedttachment insecurity as an intervening
variable. However, there was no evidence that latt@nt is a mediator if the difference
between early chronic interpersonal trauma ang sarble or late interpersonal trauma
served as the independent variable. Earlier ingastins reported complete rather than
partial mediation of attachment (e.g., Dimitrovakf 2010; Roche et al., 1999; Shapiro &
Levendosky, 1999). However, Limke et al. (2010)ydound attachment-related anxiety to
mediate the relationship between sexual maltreatarahpsychological adjustment and did
not obtain the same finding with regard to attachinelated avoidance. This discrepancy in
findings may be due to dissimilarities among thelgtd samples (earlier investigations
studied mostly adolescents or college studentgrdnt measures of adult attachment (some
of the studies used categorical instead of dim@easimeasures), different definitions of
childhood abuse, and different outcome variables,(different measures of trauma-related
symptoms, or measures of global psychological fongtg). The apparent inconsistency in
the empirical evidence regarding a mediating efféedult attachment should serve as a call
for more consistent concepts and assessment matbgaisling the characteristics of

interpersonal trauma and adult romantic attachment.

The present results regarding the mediating rolttathment are partly in line with the
assumption that insecure adult attachment mayJmvied in the emergence of PTSD in
survivors of childhood abuse. A possible mechanisiherlying this relationship could be the
interference of insecure attachment with the dgwaknt of adequate emotion regulation
strategies (Cloitre et al., 2008; Muller et al.0@R In turn, a lack of these strategies is likely
to be associated with PTSD (Ehring & Quack, 20Hdwever, in the present study, the
evidence for a mediating effect of attachment iakvas only partial mediation was obtained
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that was found solely for the difference between-imerpersonal and early chronic

interpersonal traumas.

As the last part of this investigation, an explw@ganalysis of interpersonal problems among
survivors of the four types of trauma was conduckext this purpose, a self-report
guestionnaire was developed which assessed fowngdions of interpersonal problerisie
overall mean score of the questionnaire was styoredhted to both PTSD symptom severity
and the two attachment dimensions anxiety and anael A similar association between
PTSD and interpersonal problems was found by @atral. (2005). Furthermore, the
correlation with attachment is not surprising, isc@ment quality is assumed to be reflected
in interpersonal representations and behavior (B&tmew, 1990). As for the separate
dimensions of interpersonal problems, PTSD sympewerity was associated with
submissive/socially inhibited and detached behaamat attitudes as well as with general
interpersonal problems. However, no evidence wéaimdd for an association of PTSD
symptoms with dominant behavior and attitudes. garison of the overall level of
interpersonal problems between the four traumapgoevealed that survivors of early
chronic interpersonal trauma reported significantlyre interpersonal problems compared to
survivors of non-interpersonal and late interpeastrauma. At the same time, the early
chronic interpersonal trauma group did not diffeni the early single interpersonal trauma
group on this variable. These results are in liith wne findings obtained in the DSM-IV

field trial which suggested that childhood abusasisociated with higher levels of DESNOS
(which includes interpersonal problems) compareexjeriences of disaster and that early-
onset abuse is linked to greater DESNOS symptoogydhan late-onset abuse (van der
Kolk et al., 2005).

The results showed that the ECIP group reportediititeest levels of interpersonal problems
on most of the separate dimensions. In most csescores were clearly higher than in the
non-interpersonally traumatized group. However none of the subscales, a clear pattern of
differences was found between the three typestefparsonal trauma, which may be due to
the questionnaire’s limited ability to differengasufficiently between these groups. The
subscale representing dominant behavior and agtuwdis the only one where no difference
emerged between the trauma groups. It was alssdhls that did not correlate with the

severity of PTSD symptoms or with the attachmentatisions of avoidance and anxiety.
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This may suggest that dominant interpersonal behavinot a sequel of interpersonal trauma
and therefore is not related to other psychosakfftulties. On the other hand, it is also
possible that this questionnaire failed to tapasgential indicators of dominant behavior. In
order to be able to make clearer conclusions reggtte effects of particular types of
interpersonal trauma on specific aspects of intsgel functioning, studies as the present
one need to be conducted with established measting®rpersonal problems that possess
adequate psychometric properties. The findingsasdhis questionnaire remain
preliminary and should be interpreted with causmo analysis of validity was conducted.
Moreover, the items of the questionnaire likelyra differentiate sufficiently between
individuals with high and low levels of interpersdproblems. In light of the positive
correlation between PTSD and interpersonal probleesearch should also investigate the
guestion whether a potential association betwetengarsonal trauma and early chronic

interpersonal problems holds when PTSD symptomsaéen into account.

The current study offers several advantages owquusly reported investigations of
consequences of early-onset interpersonal trauirsd, iRdividuals’ experiences of trauma
were not classified in a dichotomous way (traumaeeienced vs. not experienced) but were
distinguished according to four different categertdus rendering the comparison groups
more homogenous. As was mentioned in Chapterrdhdmogeneous comparison groups
may be a reason for the inconsistency in resuttsrted in the empirical literature. Second,
recruited sample was a relatively heterogeneousvitheregard to various demographic
variables, such as age, level of education, ocaupaand geographical area. Unlike many
other studies, which studied samples of univesiiglents, who tend to be better adjusted
than the general population (Maniglio, 2009), thespnt study included a sample that may
be more representative of the rates and the ingdacterpersonal trauma in the general
population. Several additional advantages of thdysare due to the fact that it was Web-

based. For a review of these advantages, seers@c8d.

Even though the present study offers new insigdiat ilme relationship between various types
of interpersonal trauma and the quality of aduld@tment, it is important to point out several
limitations to the conclusions that can be derifredh these findings. The following section

provides on overview of these aspects.
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4.1 Limitations

With respect to all results yielded by the prestuatly, it should be noted that no inferences
regarding causation can be drawn due to its crestsemal design. There is evidence that
attachment avoidance and anxiety are related tgp iséerpersonal trauma, but we do not
know whether insecure attachment is a consequdribe childhood abuse or whether, for
example, insecure attachment is part of a gengsdidctional family environment which
also led to the occurrence of the abuse. Indeed|yfaysfunction was reported to be an
associated factor of childhood abuse (e.qg., Widbal.£1999; Mullen et al., 1996).
Longitudinal studies are needed in order to clahfy directions and temporal links of the
detected associations. Similarly, the investigatbmsecure attachment as a risk factor
requires prospective studies which permit conchis@bout the temporal order of the onset

of abuse, the influence of attachment and the deweént of posttraumatic stress symptoms.

Furthermore, it is not clear whether the conclusidrawn from this investigation can be
generalized to populations of older persons. Inpttesent sample, the proportion of people
above the age of 50 was approximately 18%, and anolynd 4.8% of participants were older
than 60 years. Thus, the percentage of older pgisahe sample was not large enough in
order to generalize the conclusions drawn fromithigstigation to this part of the
population. This could be due to the fact that ojagople may not use the Internet to the
same extent as young people. Another characteoftite sample was the relatively low
number of male participants. Perhaps, this is dubd fact that the host websites were

visited mostly by women who thus were more lika\yind the link to the survey.

The low sample sizes in the non-interpersonal,ifdegpersonal, and early single
interpersonal trauma groups, as well as the bigraifice to the sample size in the early
chronic interpersonal trauma group posed diffiegltior the statistical analyses and may
restrict the accuracy of the obtained results.d$ wostly websites dealing with childhood
abuse and domestic violence that agreed to putbleshnk to the study. This may explain the
high number of participants who were chronicallysdd in childhood and the
disproportionally low number of individuals withhar traumas. Unequal sample sizes pose a
problem for analysis of variance only when the aiaces of the comparison groups are not
homogenous (Field, 2009). In such cases, non-parnanests were conducted, out of which

none yielded different results compared to theiapeetric counterparts.
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The measures applied in the current study bringitadeveral limitations to the
generalizability of the results. Scores yieldedsbif-report measures of adult attachment may
not represent attachment patterns only, but peralgpsother constructs such as the
functioning of a current relationship (Bartholomet®94). Furthermore, the accuracy of the
assignment of participants to trauma groups acogrii the THQ may have been hampered
by the fact that approximately half of the respontdalid not provide descriptions of their
traumatic experiences. Thus, it was not possibsssess whether the indicated traumas
conform to DSM-IV-TR criteria for traumatic stress@nd whether they were indicated in
the right category. Among the respondents who piexbidescriptions, several false positives
occurred (i.e., traumas that do not meet DSM-IV€riReria). This applied in particular to
Item 6 (“Have you ever been in a situation in whyolu feared you might be killed or
seriously injured or in which you were seriousljned?“) and Item 10 (“Have you ever had
a serious or life-threatening illness?This observation corresponds to those made byrGree
et al. (1995) in the course of the developmenhefftHQ.

The accuracy of the assignment of participantsa@ma groups may have been further
compromised by the fact that it was based on iddiis’ retrospective accounts of the
traumas. Memories of this event may have beenrtist@nd details, such as age of onset
and duration, may not have been remembered achyragpecially if a long time had passed
since the trauma (for some of the individuals, ¢hexperiences dated back several decades).
This circumstance constitutes a potential sourampfecision in the assignment of

respondents to the comparison groups.

PTSD symptom severity was assessed with a selftrepasure only, which did not allow
for a clinical diagnosis of PTSD. Furthermore, aatgtion of participants in terms of low
versus high PTSD symptom severity was difficult theslack of population norms or cutoff
scores (Weiss, 2004). Future research needs tetigate whether the findings of the current
study hold when structured clinical interviews ased to establish diagnoses of PTSD in

clinical samples.

The present study collected information on whethéividuals had ever received
psychological or psychiatric treatment for traurekated difficulties but it did not assess
whether they were currently undergoing or seekiaegtiment. Thus, the association of this
variable with security of adult attachment could be examined. Furthermore, types of early
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chronic interpersonal trauma other than sexuahgsigal abuse were not taken into account.
The study did not investigate the impact of emal@buse and neglect, both of which were
found to be associated with increased attachmentlance and anxiety (Riggs & Kaminski,
2010) and PTSD (Wekerle et al., 2009).

Sections 1.8.2 and 1.8.3 discussed ways in whitheosurveys and online recruiting could
pre-select the sample, influence research resufiese ethical challenges. These limitations
also apply to the present study. Only people whieviamiliar with the use of computers and
the Internet were addressed by the recruitmenttsffor this investigation. As the link to the
guestionnaire was mainly placed on trauma- andéalth-related websites, it is possible that
mostly individuals were recruited who were readgadafront themselves with the trauma
they had experienced as well as with potentialthealated consequences. It is likely that
this recruitment strategy did not reach individuats refuse to deal with their traumatic
experiences or who choose a different way of dgaliith their experiences than looking for
information on the Internet. However, it shoulddmented out that offline recruitment

methods would have likely failed to include thesegle as well.

Finally, as in most online studies, it was not aeso control the context in which data
were collected, which may have reduced the comgayatf individuals’ answers.

Following an inspection for long sequences of umf@answers and a computation of scale
reliabilities, no indication was found that answeosild have been intentionally distorted by

participants.

4.2 Conclusion

Despite the described limitations, the presentyspudvides support for the notion that early
chronic interpersonal trauma, such as physicalaxdal abuse, differs from non-
interpersonal and late forms of interpersonal traumthat it is associated with attachment
insecurity in the domain of intimate relationshipgsides, it was revealed that the degree of
both attachment avoidance and attachment anxigiyssively correlated with PTSD
symptom severity, which emphasizes the importafeesimultaneous consideration of adult
attachment quality and PTSD symptoms when investiggequelae of interpersonal trauma.

Furthermore, this study has pointed out the pddgithat insecure adult attachment may be
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involved in mediating the effect of early chromtarpersonal trauma on posttraumatic
symptoms.

If future research confirms the findings obtainathwhe present study, practitioners are
advised to routinely assess the quality of adtdtchiment when providing treatment to
survivors of childhood sexual or physical abusasThespecially the case if attachment
insecurity shows to be independent of PTSD. Speatifi, it could be an effective approach

to address adult attachment together with dysfanatiinterpersonal mechanisms, because it

is precisely these mechanisms in which attachmestlity is reflected (Bartholomew, 1990).

Apart from presenting new insight into the relasibip of early chronic interpersonal trauma,
PTSD, and the domains of adult attachment andpatsonal problems, this thesis has
pointed out implications that research in thisdfiglay have on clinical practice. Finally, it
has aimed to identify new directions for reseancitiosanges in adult attachment and

interpersonal problems following different formsioterpersonal trauma.
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APPENDIX
Appendix A Abstract in German / Zusammenfassung auf Deutsch

Hintergrund: Studien zeigen, dass das Erleben eines friihenishham interpersonellen
Traumas (early chronic interpersonal trauma, E@GiRunsicherer Bindung zu intimen
Partnern(innen) im Erwachsenenalter zusammenhBagturde bisher jedoch nicht geprift,
ob dies speziell auf friihe Traumata zutrifft undalerart die Beziehungen zwischen
Traumatyp, Bindung im Erwachsenenalter und PTSD. $ime vorliegende Studie hatte
folgende Ziele: (1) Vergleich der Bindungssichetlreeiner ECIP Gruppe mit jener bei
Menschen, die ein spates (Alted4 Jahre), ein friihes kurzzeitiges (Alter < 14rdabBauer

< 1 Jahr) oder ein nicht-interpersonelles Trauntebehatten, (2) Prifung der Hypothese,
dass die Bindung im Erwachsenenalter eine Mediat@ble fir den Zusammenhang
zwischen dem Erleben eines interpersonellem Traumdsler Starke von PTSD-
Symptomen darstellt.

Methode: Internet-User, die durch trauma- oder gesundheitsiene Websites rekrutiert
wurden, fullten sechs Online-Fragebdgen aus. Emohgden die Traumageschichte,
Bindung im Erwachsenenalter, interpersonelle PrablePTSD-Symptomstarke, sowie
Anzeichen einer Depression und Borderline Persbkditsstérung. Die Bindungssicherheit
wurde mit dem Fragebogen Experiences in Close iBedtips - Revised (ECR-R; Fraley et
al., 2000) erhoben, welcher bindungsbezogéseneidungind Angstlichkeit erfasst.
Ergebnisse:lnsgesamt bearbeiteten 260 Personen (234 Frauerjrdgebogen bis zum
Schluss. Nach Anwendung der Ausschlusskriteriezbbl 209 Personen (190 Frauen) uber.
Die ECIP Grupper(= 130) berichtete eine signifikant hohere bindurgsigene
Angstlichkeit und Vermeidung als spat interpersbfre+ 31) oder nicht-interpersonell
traumatisierte Personen £ 24). Es gab, kontrar zur Erwartung, jedoch keidemweis auf
einen Unterschied zur Gruppe der frih kurzzeitignpersonell traumatisierten Personer (
24). Weiters war die Bindungsunsicherheit im Ervesetenalter ein partieller Mediator des
Zusammenhangs zwischen Trauma und der PTSD-Symiaikas
Schlussfolgerung:Unsichere Bindung im Erwachsenenalter konnte eamsistente Folge
friher interpersoneller Traumata sein sowie zumkakiung von PTSD beitragen. Von der
kunftigen Forschung wird zu kléaren sein, ob ungiel&ndung speziell auf frihe
interpersonelle Traumata zurtickzufiihren ist odesieleine Folge der PTSD-Symptome ist,

die nach einem interpersonellen Trauma auftreten.
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Appendix B Pattern and structure matrices of exploratorggipal component analysis
(PCA) for the questionnaire of interpersonal praide

First PCA

Pattern matrix of exploratory principal component analysis for the questionnaire of interpersonal problems (N =
09)

Rotated factor loadings

ltem 1 2 3 4 5 6
24 0,81 0,06 0,01 -0,06 -0,19 -0,15
8 0,77 0,01 0,17 0,02 -0,01 0,06
2 0,74 0,01 -0,18 -0,02 0,02 0,11
23 0,72 -0,18 0,03 0,11 0,18 -0,01
10 0,68 0,18 0,03 0,09 -0,29 0,01
16 0,51 0,14 0,10 0,08 0,31 0,18
28 -0,51 0,03 0,35 -0,01 -0,29 -0,22
1 0,04 0,62 -0,23 -0,11 0,06 0,00
4 0,18 0,53 -0,10 0,03 -0,26 0,10
12 -0,09 0,69 -0,04 0,01 -0,15 -0,11
15 0,14 0,44 -0,08 -0,12 0,19 0,41
17 0,25 0,60 0,23 0,14 -0,06 -0,05
22 0,04 0,67 0,13 -0,19 0,31 -0,22
26 -0,07 0,54 -0,37 0,21 -0,13 -0,03
29 0,06 0,71 0,13 -0,10 0,18 0,13
14 0,08 0,07 0,82 0,07 -0,03 0,08
7 0,12 0,12 0,75 0,10 0,27 -0,03
21 -0,02 -0,12 0,73 -0,14 -0,14 -0,15
6 0,36 0,10 -0,57 0,08 0,07 -0,17
11 -0,09 -0,06 0,06 0,90 0,01 -0,01
31 0,04 0,09 -0,03 0,82 -0,09 -0,05
3 -0,11 -0,17 0,04 0,82 -0,06 0,03
25 0,09 -0,10 0,02 0,71 -0,06 -0,13
27 0,14 0,09 -0,29 0,64 0,09 0,16
20 0,09 0,09 -0,04 0,56 0,16 0,25
30 -0,02 0,10 -0,07 0,53 0,50 -0,10
5 0,26 -0,04 0,24 0,44 0,32 0,02
13 0,08 -0,15 0,35 0,18 0,45 0,31
18 0,32 -0,01 0,24 0,34 -0,41 0,04
19 0,01 0,29 -0,12 -0,01 0,01 -0,76
9 0,01 0,44 -0,11 -0,01 -0,26 0,56
Eigenvalues 5.49 4.23 3.30 5.19 1.79 2.04

Note. Analysis prior to exclusion of items. Direct oblimin rotation. Factor loadings above .40 appear in bold. The
percentage of the explained variance cannot be indicated for each component separately as the components are
correlated following direct oblimin rotation.
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Structure matrix of exploratory principal component analysis for the questionnaire of interpersonal problems (N =

209)
Rotated factor loadings

Item 1 2 3 4 5 6
8 0,80 0,18 0,20 0,30 0,09 0,22
2 0,75 0,26 -0,15 0,25 0,09 0,28
24 0,75 0,28 0,02 0,19 -0,13 0,00
10 0,74 0,37 0,01 0,30 -0,22 0,14
23 0,73 0,01 0,12 0,39 0,26 0,17
16 0,66 0,26 0,11 0,31 0,39 0,34
28 -0,57 -0,20 0,31 -0,23 -0,35 -0,37
29 0,27 0,71 -0,02 -0,09 0,19 0,18
12 0,06 0,67 -0,21 -0,09 -0,18 -0,12
1 0,08 0,66 -0,37 -0,17 0,02 0,02
22 0,15 0,65 0,00 -0,20 0,27 -0,17
17 0,46 0,61 0,11 0,20 -0,03 0,03
4 0,33 0,60 -0,22 0,05 -0,24 0,14
26 0,12 0,59 -0,49 0,12 -0,15 0,00
15 0,32 0,52 -0,18 -0,04 0,23 0,47
14 0,18 -0,09 0,81 0,13 0,03 0,09
7 0,24 -0,02 0,75 0,19 0,32 0,03
21 -0,12 -0,28 0,74 -0,14 -0,14 -0,21
6 0,36 0,31 -0,57 0,16 0,06 -0,06
11 0,21 -0,15 0,11 0,87 0,08 0,06
31 0,34 0,06 -0,02 0,82 -0,02 0,04
3 0,13 -0,25 0,10 0,78 0,00 0,07
25 0,28 -0,12 0,08 0,73 0,00 -0,05
27 0,42 0,16 -0,27 0,69 0,16 0,27
20 0,38 0,10 -0,03 0,63 0,24 0,35
5 0,45 -0,05 0,30 0,58 0,40 0,15
30 0,22 0,07 -0,05 0,55 0,52 0,01
18 0,42 0,02 0,25 0,44 -0,33 0,09
13 0,23 -0,21 0,41 0,30 0,53 0,39
19 -0,08 0,29 -0,17 -0,10 -0,08 -0,75
9 0,22 0,50 -0,24 0,00 -0,21 0,55
Eigenvalues 5.49 4.23 3.30 5.19 1.79 2.04

Note. Analysis prior to exclusion of items. Direct oblimin rotation. Factor loadings over .40 appear in bold. The
percentage of the explained variance cannot be indicated for each component separately as the components are

correlated following direct oblimin rotation.
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Pattern matrix of exploratory principal component analysis for the questionnaire of interpersonal problems (N =

Second PCA
209)
Rotated factor loadings
ltem 1 2 3 4
1 -0,20 0,51 -0,33 0,06
2 0,18 0,40 -0,09 -0,44
3 0,80 -0,24 0,00 0,06
4 0,03 0,61 -0,17 0,07
5 0,47 0,04 0,25 -0,34
6 0,21 0,26 -0,51 -0,06
7 0,06 0,16 0,74 -0,19
8 0,22 0,44 0,27 -0,40
9 -0,12 0,39 -0,27 -0,23
10 0,28 0,60 0,11 -0,12
11 0,87 -0,15 0,01 0,04
12 -0,07 0,61 -0,15 0,30
13 0,11 -0,21 0,31 -0,59
14 0,04 0,15 0,80 -0,08
15 -0,22 0,40 -0,20 -0,45
16 0,14 0,34 0,11 -0,56
17 0,14 0,71 0,17 0,03
18 0,46 0,25 0,27 0,08
19 0,08 0,34 -0,04 0,63
20 0,52 0,04 -0,12 -0,32
21 -0,13 -0,03 0,77 0,20
22 -0,26 0,61 0,07 0,04
23 0,32 0,21 0,16 -0,46
24 0,20 0,57 0,15 -0,13
25 0,77 -0,04 0,04 0,09
26 0,15 0,45 -0,47 0,20
27 0,64 0,08 -0,34 -0,23
28 -0,11 -0,16 0,31 0,59
29 -0,22 0,64 0,00 -0,16
30 0,48 -0,04 -0,12 -0,21
31 0,83 0,08 -0,07 0,09
Eigenvalues 5.47 5.04 3.51 4.00

Note. Analysis prior to exclusion of items. Stop criterion was four components. Direct oblimin rotation. Factor
loadings above .40 appear in bold. The percentage of the explained variance cannot be indicated for each
component separately as the components are correlated following direct oblimin rotation.
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Structure matrix of exploratory principal component analysis for the questionnaire of interpersonal problems (N =

209)
Rotated factor loadings

Item 1 2 3 4
1 -0,20 0,54 -0,44 0,05
2 0,33 0,51 -0,11 -0,55
3 0,76 -0,18 0,11 -0,12
4 0,05 0,63 -0,28 -0,04
5 0,59 0,10 0,31 -0,49
6 0,20 0,38 -0,53 -0,13
7 0,20 0,07 0,73 -0,28
8 0,40 0,49 0,24 -0,55
9 -0,04 0,47 -0,33 -0,25
10 0,38 0,63 0,04 -0,31
11 0,85 -0,07 0,12 -0,17
12 -0,11 0,57 -0,28 0,23
13 0,28 -0,15 0,40 -0,60
14 0,15 0,03 0,79 -0,17
15 -0,07 0,49 -0,26 -0,45
16 0,34 0,43 0,10 -0,67
17 0,21 0,68 0,06 -0,14
18 0,49 0,23 0,27 -0,11
19 -0,06 0,24 -0,13 0,55
20 0,60 0,17 -0,05 -0,47
21 -0,11 -0,21 0,75 0,19
22 -0,21 0,56 -0,07 0,01
23 0,48 0,29 0,18 -0,59
24 0,30 0,58 0,08 -0,29
25 0,74 0,00 0,11 -0,11
26 0,09 0,51 -0,54 0,11
27 0,68 0,23 -0,28 -0,40
28 -0,26 -0,33 0,29 0,63
29 -0,11 0,65 -0,12 -0,21
30 0,52 0,06 -0,05 -0,32
31 0,81 0,16 -0,01 -0,15
Eigenvalues 5.47 5.04 3.51 4.00

Note. Analysis prior to exclusion of items. Stop criterion was four components. Direct oblimin rotation. Factor
loadings above .40 appear in bold. The percentage of the explained variance cannot be indicated for each
component separately as the components are correlated following direct oblimin rotation.
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Pattern matrix of exploratory principal component analysis for the questionnaire of interpersonal problems (N =

Third PCA
209)
Rotated factor loadings
Item 1 2 3 4
1 -0,07 0,52 -0,36 -0,05
2 0,22 0,24 -0,01 -0,50
3 0,67 -0,41 -0,01 -0,07
4 -0,05 0,31 -0,30 -0,42
5 0,57 0,09 0,42 -0,09
7 0,04 0,15 0,79 -0,11
8 0,14 0,15 0,29 -0,62
9 0,03 0,39 -0,25 -0,22
10 0,04 0,08 -0,04 -0,77
11 0,76 -0,32 0,01 -0,10
12 -0,16 0,36 -0,33 -0,22
13 0,41 0,19 0,63 0,19
14 -0,14 -0,05 0,72 -0,28
15 0,13 0,67 0,00 -0,03
16 0,34 0,41 0,31 -0,26
17 0,00 0,34 0,04 -0,50
18 0,09 -0,32 0,06 -0,63
20 0,67 0,12 0,02 -0,08
21 -0,42 -0,28 0,59 -0,17
22 -0,14 0,65 0,06 -0,02
23 0,33 0,08 0,28 -0,42
24 -0,04 0,07 0,02 -0,74
25 0,55 -0,37 -0,05 -0,27
26 0,14 0,26 -0,59 -0,18
27 0,75 0,06 -0,21 -0,13
29 -0,03 0,70 0,04 -0,13
30 0,69 0,18 0,07 0,18
31 0,66 -0,23 -0,14 -0,28
Eigenvalues 5.19 3.86 3.45 4.65

Note. Analysis following exclusion of Items 6, 19, and 28. Stop criterion was four components. Direct oblimin

rotation. Factor loadings above .40 appear in bold. The percentage of the explained variance cannot be indicated

for each component separately as the components are correlated following direct oblimin rotation.
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Structure matrix of exploratory principal component analysis for the questionnaire of interpersonal problems (N =

209)
Rotated factor loadings

Item 1 2 3 4
1 -0,10 0,59 -0,45 -0,14
2 0,37 0,36 -0,01 -0,62
3 0,69 -0,39 0,14 -0,17
4 0,03 0,45 -0,34 -0,47
5 0,64 0,05 0,48 -0,29
7 0,16 0,05 0,78 -0,19
8 0,35 0,25 0,30 -0,71
9 0,06 0,48 -0,30 -0,31
10 0,26 0,26 -0,02 -0,80
11 0,79 -0,29 0,15 -0,24
12 -0,13 0,46 -0,40 -0,25
13 0,43 0,05 0,64 0,00
14 0,02 -0,11 0,72 -0,25
15 0,14 0,68 -0,09 -0,22
16 0,46 0,43 0,29 -0,47
17 0,15 0,45 0,00 -0,58
18 0,28 -0,18 0,15 -0,58
20 0,70 0,14 0,08 -0,30
21 -0,31 -0,34 0,59 0,00
22 -0,12 0,65 -0,06 -0,14
23 0,48 0,14 0,32 -0,54
24 0,18 0,24 0,03 -0,75
25 0,62 -0,30 0,09 -0,34
26 0,12 0,40 -0,61 -0,25
27 0,76 0,13 -0,13 -0,35
29 0,02 0,72 -0,07 -0,28
30 0,65 0,13 0,12 -0,06
31 0,73 -0,14 -0,01 -0,41
Eigenvalues 5.19 3.86 3.45 4.65

Note. Analysis following exclusion of Items 6, 19, and 28. Stop criterion was four components. Direct oblimin

rotation. Factor loadings above .40 appear in bold. The percentage of the explained variance cannot be indicated

for each component separately as the components are correlated following direct oblimin rotation.
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Pattern matrix of exploratory principal component analysis for the questionnaire of interpersonal problems (N =

Fourth PCA
209)
Rotated factor loadings
Item 1 2 3 4
1 -0,06 0,57 -0,31 -0,04
2 0,23 0,26 0,00 -0,50
3 0,67 -0,41 -0,02 -0,08
4 -0,03 0,37 -0,29 -0,42
5 0,55 0,06 0,44 -0,07
7 0,01 0,08 0,82 -0,07
8 0,12 0,15 0,32 -0,60
9 0,04 0,43 -0,22 -0,22
10 0,05 0,12 -0,03 -0,76
11 0,76 -0,31 0,01 -0,10
12 -0,15 0,41 -0,24 -0,19
13 0,39 0,12 0,62 0,20
14 -0,17 -0,11 0,74 -0,23
15 0,14 0,68 0,03 -0,01
16 0,33 0,39 0,35 -0,24
17 0,00 0,38 0,10 -0,46
18 0,09 -0,30 0,06 -0,62
20 0,67 0,12 0,06 -0,07
21 -0,45 -0,34 0,58 -0,14
22 -0,13 0,66 0,11 0,01
23 0,32 0,07 0,28 -0,41
24 -0,03 0,10 0,03 -0,74
25 0,55 -0,35 -0,04 -0,27
27 0,75 0,10 -0,19 -0,13
29 -0,03 0,72 0,10 -0,09
30 0,68 0,17 0,11 0,19
31 0,67 -0,20 -0,12 -0,28
Eigenvalues 5.13 3.84 3.19 4.45

Note. Analysis following exclusion of Items 6, 19, 26, and 28. Stop criterion was four components. Direct oblimin
rotation. Factor loadings above .40 appear in bold. The percentage of the explained variance cannot be indicated

for each component separately as the components are correlated following direct oblimin rotation.
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Appendix C Study announcement published on the host websites

Dear forum-members,

We would like to invite you to participate in anlioe survey conducted by the University of
Amsterdam. Our aim is to examine how people expedesocial situations and interpersonal
relationships. We are particularly interested mdihg out how the experience of social
situations is related to traumatic or distressivmgngs people have encountered in their lives.

You can participate by following this link: httpsvw.unipark.de/uc/UniAmsterdam/

Participation includes filling in an anonymous dqu@®aire. This survey is primarily

directed at people who have experienced one or tremenatic events in their life, regardless
whether they still feel troubled or not. Howeveg aiso invite people who have never had a
traumatic experience to participate as their infaion will also be very valuable for us.

We expect the results of this study to help us onertreatment for people who find it
difficult to deal with traumatic life events.

All your data will be treated as strictly confidexit You will not be asked to provide
information that could be used to identify you. Mover, you can leave the survey at any
time without giving reasons. This study was appdobe the Institutional Review Board at
the University of Amsterdam.

Sincerely,

Lara Pivodic
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Appendix D Information page and Informed Consent

Dear participant,

This study is part of a research project of theddtpent of Clinical Psychology at the
University of Amsterdam in the Netherlands.

The aim of this survey is to examine how peopleseignce social situations and
interpersonal relationships. We are particulartgriested in finding out how the experience
of social situations is related to traumatic otréissing events people have encountered in
their lives. We hope that the results of this stwil’help us improve treatment for people
who find it difficult to deal with traumatic expences.

This survey is primarily directed at people who éaxperienced one or more traumatic
events in their life, regardless of whether orthely still feel troubled. However, we also
invite people who have never had a traumatic egped to participate as their information
will also be very valuable for us.

Please note that participants must be at leasea&f age.

The survey consists of several questionnaires @mgines approximately 20-30 minutes. All
your data will be treated as strictly confidenaald analyzed anonymously. You will not be
asked to provide information that could be useid¢ntify you.

You can leave the survey at any point without giMieasons. At the end of the survey we
will ask you whether you allow the answers you hgiven us to be used for the scientific
purposes of this study.

Some questions of this survey are about traumatitstressing experiences that you may
have experienced in your life. Filling in this gtieanaire may trigger negatifeelings. We
would therefore like to ask you to take care ofrgeif while completing the questionnaire
and to cancel the survey if answering the questioms out to be too distressing for you.

Participants who, after completing the survey, visheceive further information on the
subject and results of this study are free to airgdher of the persons responsible for this
project (see e-mail addresses below). We will hgplido provide you with more detailed
information. However, because of the anonymousraaifithis survey we cannot give
personal feedback.

Thank you very much for considering to participatéhis study!
If you have further questions regarding this stuslgase feel free to contact either:

Dr. Thomas Ehring
t.w.a.ehring@uva.nl

or

Lara Pivodic
a0400292@unet.univie.ac.at
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By clicking the circle next to the word “Agree”, ya@onfirm that you have read and
understood the information about the study andeagrarticipate in the survey.
If you do not want to participate in the surveyegse click the circle next to "Disagree”

o Agree o Disagree
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Appendix E Collection of demographic information

1. Sex

o) male
o) female
2. Age

in years

—

3. What is the highest level of education you hamapleted?

O less than High School / No exams

o) some High School / GSCE

O High School / GED / A Levels

o) some College / University

o) Degree (BA, BSc)

O Post-graduate degree (e.g., MA, MSc, PhD)
¢} Professional Qualification

O Other (please specify)

4. What is your current occupation?

o) Working, full-time

o) Working, part-time

© Student

o Unemployed / Homemaker

o) Training / Retraining

O Military Service / Community Service / Gap Year

o) Retired

137
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5. What is your marital status?

o) single

O married, living with spouse

o) married, not living with spouse
o) in a relationship

O divorced

o) widowed

6. How many children do you have?

7. Which country do you live in?

o Australia

o Canada

O United Kingdom
o) Ireland

o USA

o

Other (please specifl ,

8. What is your native language?

O English
O French
O German
O Spanish
¢}

Other (please specif

P

138
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Filter: If under 18
2.1 Ifunder 18
Thank you for your interest in our study.

Unfortunately, due to your age, you cannot parétegn this survey.

Filter: If single
5.1 Have you ever been in a romantic relationshthe past?

o) No

0) Yes

® When filters were used, participants, dependintheir answers, either proceeded to the next page®
directed to additional or alternative items or ficditions.
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Appendix F Experiences in Relationships — Revised (ECR-RgyralValler, & Brennan,
2000)

Instructions

The statements below concern how you feel in inénnalationships.

We would like to know how you experience relatidpsthin general, not just what is happening in a
current relationship. Respond by indicating how myou agree or disagree with each statement
(from 1 = strongly disagreeto 7 = strongly agreg.

Please answer honestly and be sure to answer aastian.

1. I'm afraid that | will lose my partner's love.

strongly disagree O @) @) O O @) O  strongly agree
2. | often worry that my partner will not wantdtay with me.

strongly disagree O @) @) O O @) O  strongly agree
3. | prefer not to show a partner how | feel ddepn.

strongly disagree O @) @) e e @) O  strongly agree
4. | find it difficult to allow myself to depenchaomantic partners.

strongly disagree O @) @) O O @) O strongly agree
5. | feel comfortable sharing my private thougsl feelings with my partner.

strongly disagree O @) @) O O @) O  strongly agree
6. | am very comfortable being close to romanéidigers.

strongly disagree O @) @) e e @) O  strongly agree
7. | often wish that my partner's feelings for were as strong as my feelings for him or her.

strongly disagree O @) @) e O @) O strongly agree
8. | often worry that my partner doesn't reallydone.

strongly disagree O @) @) e e @) O  strongly agree
9. | worry that romantic partners won'’t care abmat as much as | care about them.

strongly disagree O @) @) e e @) O  strongly agree
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10. I don't feel comfortable opening up to romaptrtners.

strongly disagree O @) @) O O @) O strongly agree
11. Iworry a lot about my relationships.

strongly disagree O @) @) O O @) O strongly agree
12. Ifind it relatively easy to get close to nmarimer.

strongly disagree O @) @) e e @) O  strongly agree
13. When my partner is out of sight, | worry thator she might become interested in someone else.

strongly disagree O @) @) O O @) O  strongly agree
14. | prefer not to be too close to romantic pengn

strongly disagree O @) @) O O @) O strongly agree
15. | get uncomfortable when a romantic partnenta/éo be very close.

strongly disagree O @) @) e e @) O  strongly agree
16. Irarely worry about my partner leaving me.

strongly disagree O @) @) O O @) O  strongly agree
17. My romantic partner makes me doubt myself.

strongly disagree O @) @) e e @) O  strongly agree
18. I usually discuss my problems and concernis mig partner.

strongly disagree O @) @) e e @) O  strongly agree
19. When | show my feelings for romantic partnérs,afraid they will not feel the same about me.

strongly disagree O @) @) e O @) O  strongly agree
20. It's not difficult for me to get close to mgrmer.

strongly disagree O @) @) e e @) O  strongly agree
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21. It helps to turn to my romantic partner ingsrof need.

strongly disagree O @) @) e e @) O  strongly agree
22. | tell my partner just about everything.

strongly disagree O @) @) O O @) O strongly agree
23. | talk things over with my partner.

strongly disagree O @) @) O O @) O  strongly agree
24. |1 do not often worry about being abandoned.

strongly disagree O @) @) e e @) O  strongly agree
25. | find that my partner(s) don't want to getkse as | would like.

strongly disagree O @) @) e e @) O  strongly agree
26. | feel comfortable depending on romantic pantn

strongly disagree O @) @) O O @) O strongly agree
27. I'm afraid that once a romantic partner getenow me, he or she won't like who | really am.

strongly disagree O @) @) e e @) O  strongly agree
28. My desire to be very close sometimes scaregl@away.

strongly disagree O @) @) O O @) O  strongly agree
29. Sometimes romantic partners change theimfgekibout me for no apparent reason.

strongly disagree O @) @) e O @) O strongly agree
30. I am nervous when partners get too close to me

strongly disagree O @) @) e e @) O  strongly agree
31. My partner only seems to notice me when I'mgran

strongly disagree O @) @) e e @) O  strongly agree
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32. My partner really understands me and my needs.

strongly disagree O @) @) e e @) O  strongly agree
33. I'worry that | won't measure up to other peopl

strongly disagree O @) @) e e @) O  strongly agree
34. | find it easy to depend on romantic partners.

strongly disagree O @) @) O O @) O  strongly agree
35. It makes me mad that | don't get the affecsiod support | need from my partner.

strongly disagree O @) @) e e @) O  strongly agree
36. It's easy for me to be affectionate with mytmer.

strongly disagree O @) @) e e @) O  strongly agree
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Appendix G Questionnaire of interpersonal problems (develdpethe author of the
present study; not publish&d)

Instructions

Below you will find descriptions of behaviours aaititudes regarding social situations and
interactions with other people.

Please indicate for each statement how frequentlyexperience this (frormever to very often).

Please answer honestly and be sure to answer aastian.

1. limpose my will on other peoplBominant

O hever O rarely O sometimes O often O very often

2. 1 would be happier if | had better relationshipth the people in my liféGeneral

O never O rarely O sometimes O often O Vvery often

3. lact according to other people’s wishes oemsdubmissive / Socially inhibited

O never O rarely O sometimes O often O very often

4. | argue or fight a lot with people | care ab@aminant

O never O rarely O sometimes O often O Vvery often

5. | feel insecure when talking to other peoflebmissive / Socially inhibited

O never O rarely O sometimes O often O Vvery often

6. When | get to know other people, | want to shbas much time with them as possilidetached
(excluded)

O never O rarely O sometimes O often O very often

7. 1 am not very interested in talking to otheople.Detached

O never O rarely O sometimes O often O very often

® The term in the italics next to each item indieatee subscale that the item was assigned to. dimes of the
subscales were not displayed to the participants
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8. Overall, | am unhappy with my relationshipshwather people (e.g., partner, friends, family).
General

O never O rarely O sometimes O often O very often

9. | want others to fulfil my wishe®ominant

O never O rarely O sometimes O often O very often

10. My relationships are characterized by manyambsdownsGeneral

O never O rarely O sometimes O often O very often

11. 1 do what I think other people want me to 8obmissive / Socially inhibited

O never O rarely O sometimes O often O very often

12. Itend to ask people who | don't know very welry direct questions about their lifeominant

O never O rarely O sometimes O often O very often

13. Il avoid approaching people who | don't knowyweell. Detached
O never O rarely O sometimes O often O very often
14. | prefer to be on my own rather than beinthencompany of other peopleetached

O never O rarely O sometimes O often O very often

15. If I feel harmed by others | want to take rgye Dominant

O never (O rarely O sometimes O often O very often

16. Iwish | could get along better with other pieoGeneral

O never O rarely O sometimes O often O very often

17. People get upset with me easgneral

O never O rarely O sometimes O often O very often
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18. When asked for help, | make big sacrificehout getting anything in retur@eneral

O never O rarely O sometimes O often O Vvery often

19. 1 visit other people without being invitedould not be assigned to a subscale (excluded)

O never O rarely O sometimes O often O very often

20. | worry about how | am perceived by oth&sbmissive / Socially inhibited

O never O rarely O sometimes O often O very often

21. | need other people in my life in order tol fg@od.Detached

O never O rarely O sometimes O often O very often

22. | act without paying attention to other petpfeelings.Dominant

O never O rarely O sometimes O often O very often

23. | think that other people are happier withrthelationships than | anGeneral

O never O rarely O sometimes O often O very often

24. If my relationships are happy, they remairt tay for a long period of tim&eneral

O never O rarely O sometimes O often O very often

25. Itis hard for me to say ‘No’ if others ask foe a favour.Submissive / Socially inhibited

O never O rarely O sometimes O often O very often

26. |tell others a lot about myself even if | ant askedDominant (excluded)

O never O rarely O sometimes O often O very often

27. | doubt myself if | don’t get reassurance frothers. Submissive / Socially inhibited

O never O rarely O sometimes O often O very often
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28. I'wish I had more contact to other peofeneral (excluded)

O never O rarely O sometimes O often O Vvery often

29. | criticize others in a harsh wdyominant

O never O rarely O sometimes O often O very often

147

30. I am sure about my opinions only when theysagred by other peoplBubmissive / Socially

inhibited

O never O rarely O sometimes O often O Vvery often

31. I spend a lot of time trying to make othergedappySubmissive / Socially inhibited

O never O rarely O sometimes O often O very often
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Appendix H Trauma History Questionnaire (THQ; Green, 19%96odified version

Instructions

The following is a series of questions about serimutraumatic life events. These types of events
actually occur with some regularity (although wewddlike to believe they are rare) and they affect
how people feel about, react to, and/or think altioings.

This questionnaire is divided into questions cavgrime experiences, general disaster and trauma,
and physical and sexual experiences.

For each event, please indicate whether or nastiappened to you by clicking either the circbe ne
to the word "Yes" or the circle next to the wordd"NIf you have experienced a particular event you
will be asked about the number of times it has oecliand your age at that time (give your best
guess if you are not sure). You will also have ande to describe the event if you would like to.

Please answer honestly and be sure to answer aastian.

1. Robbery (NIPY

Has anyone ever tried to take something directiynfyou by using force or the threat of force, such
as a stick-up or mugging?

o No o Yes

Filter: If ‘Yes’
(This filter is applied to all questions of the THiGat are answered with “Yes”, except for questions
‘Sexual Abuse 1, ‘Sexual Abuse 2’, ‘Weapon’, avidlence without Weapon’,)

Robbery Info
1.1 How many times have you experienced this évent
Please type in the number of times.

1.2 How old were you when this event occurredlierfirst time?

-

1.3 ... when it occurred for the second time?

-

1.4 ... when it occurred for the third time?

-

1.5 Description

Please describe in more detail, to the best of yjmamory, what happened in this situation.

(If you prefer not to describe this experience cpaad directly to the next question by clicking the
button 'next’)

[Text field]

" NIP = Non-interpersonal trauma. This label wasdisplayed to the participants.
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2. Break-in (NIP)
Has anyone ever attempted to or succeeded in biggakio your home when you were there?
o No o Yes

3. Accident (NIP)
Have you ever had a serious accident at workcar ar somewhere else?
o No oYes

4. Natural disaster (NIP)

Have you ever experienced a natural disaster ssieht@nado, hurricane, flood, major earthquake,
etc., where you felt you or your loved ones werdadnger of death or injury?

o No oYes

5. Man-made disaster (NIP)

Have you ever experienced a "man-made" disastéraua train crash, building collapse, bank
robbery, fire, etc., where you felt you or yourdolvones were in danger of death or injury?

o No o Yes

6. Injury (NIP)

Have you ever been in a situation in which youddarou might be killed or seriously injured or in
which you were seriously injured?

o No o Yes

7. Witness of injury (NIP)
Have you ever seen someone seriously injured lediil
o No o Yes

8. Murder (NIP)
Have you ever had a close friend or family memberdered, or killed by a drunk driver?
o No o Yes

9. Death in family (NIP)
Have you ever had a spouse, romantic partner,ilor die?
o No o Yes

10. lliness (NIP)
Have you ever had a serious or life-threatenimgpds?
o No oYes

11. War (NIP)
Have you ever had to engage in combat while intanjliservice in an official or unofficial war zone?
o No o Yes

12. Sexual abuse 1 (IB)
Has anyone ever made you have intercourse, omalarsex against your will?
o No o Yes

8 IP = Interpersonal trauma. This label was notldiggd to the participants.
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Filter: If *Yes’
(This filter is applied to all questions concerniimgerpersonal trauma that have been answered with
“Yes”; i.e., ‘'Sexual Abuse 1’, ‘Sexual Abuse 2’ ,€sppon’, and ‘Violence without Weapon’)

12.1 Age
How old were you when you experienced this event?

5 When | was 14 years old or, When | was older than 5 Both before and after the
younge 14 years age of 14

12.2 Frequency
Did you experience this event once, twice or mdren®

o once o twice o more than two times

Filter: If ‘once’
12.2.1 How old were you when this event occurred?
Please type in your age (in years) at the timdefvent.

Filter: If ‘twice’

12.2.2 How old were you when you experienced tegsats?

Please indicate how old you were (in years) whenethent occurred for the first time andadiat
age you experienced it for the second time.

Age Age
(first | (secon<|
time) time)

Filter: If ‘more than two times’

12.2.3 How old were you when you experienced tkesats?

Please state at what age (in years) you experightedvent for the first time and how old you were
when it occurred for the last time.

Age Age
(first | (last |
time) time)

12.3 Description
Please describe in more detail, to the best of ywamory, what happened in this/these situatiofs. (I
you prefer not to describe this experience, yougraneed directly by pressing the button ‘continue’

[Text field]

13. Sexual abuse 2 (IP)

Has anyone ever touched private parts of your bodgnade you touch theirs, under force or threat or
has there been any other situation in which angibeson tried to force you to have unwanted sexual
contact?

o No o Yes
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14. Weapon (IP)

Has anyone, including family members or friendgreattacked you with a gun, knife or some other
weapon?

o No o Yes

15. Violence without weapon (IP)

Have you experienced any other extraordinarilyssiid situation or event that was not covered by
the previous questions?

o No oYes

16. Other (NIP)

Have you experienced any other extraordinarilyssfid situation or event that was not covered by
the previous questions?
o No o Yes
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Appendix | Impact of Event Scale — Revised (IES-R; Weiss & iiiar, 1997)

Instructions

Below is a list of difficulties that people who tefaced stressful events sometimes experience.
Please choose a particular life event that youifinndt distressing at the moment. Read each item and
then indicate with respect to the event how distrgseach one has been for y@URING THE

PAST SEVEN DAYS

Please answer honestly and be sure to answer aastian.
Please indicate which stressful life event youthirgking of when answering the following questions.

When did this event occur?

1. Any reminder brought back feelings about it.

o Notatal o Alittle bit o Moderately o Quite abit o Extremely
2. | had trouble staying asleep.

o Notatal o Alittle bit o Moderately o Quite abit o Extremely
3. Other things kept making me think about it.

o Notatal o Alittle bit o Moderately o Quiteabit o Extremely
4. | feltirritable and angry.

o Notatal o Alittle bit o Moderately o Quiteabit o Extremely
5. l avoided letting myself get upset when | thiougbout it or was reminded of it.

o Notatal o Alittle bit o Moderately o Quiteabit o Extremely
6. | thought about it when | didn't mean to.

o Notatal o Alittle bit o Moderately o Quite abit o Extremely
7. | felt as if it hadn't happened or wasn't real.

o Notatal o Alittle bit o Moderately o Quiteabit o Extremely
8. | stayed away from reminders of it.

o Notatal o Alittle bit o Moderately o Quite abit o Extremely
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9. Pictures about it popped into my mind.

o Notatal o Alittle bit o Moderately o Quiteabit o Extremely
10. Iwas jumpy and easily startled.

o Notatal o Alittle bit o Moderately o Quiteabit o Extremely
11. I tried not to think about it.

o Notatal o Alittle bit o Moderately o Quiteabit o Extremely
12. I was aware that I still had a lot of feelirg®ut it, but | didn't deal with them.
o Notatal o Alittle bit o Moderately o Quiteabit o Extremely
13. My feelings about it were kind of numb.

o Notatal o Alittle bit o Moderately o Quiteabit o Extremely
14. | found myself acting or feeling like | waschaat that time.

o Notatal o Alittle bit o Moderately o Quiteabit o Extremely
15. | had trouble falling asleep.

o Notatal o Alittle bit o Moderately o Quiteabit o Extremely
16. | had waves of strong feelings about it.

o Notatal o Alittle bit o Moderately o Quite abit o Extremely
17. Itried to remove it from my memory.

o Notatal o Alittle bit o Moderately o Quite abit o Extremely
18. I had trouble concentrating.

o Notatal o Alittle bit o Moderately o Quite abit o Extremely
19. | had dreams about it.

o Notatal o Alittle bit o Moderately o Quiteabit o Extremely
20. | felt watchful and on-guard.

o Notatal o Alittle bit o Moderately o Quiteabit o Extremely
21. |tried not to talk about it.

o Notatal o Alittle bit o Moderately o Quiteabit o Extremely
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Appendix J Patient Health Questionnaire — Depression subg8alézer, Kroenke, &
Williams, 1999)

Instructions
Over thelast 2 weeks how often have you been bothered by any of thewWing problems?

Please answer honestly and be sure to answer aastian.

1. Little interest or pleasure in doing things

O Notatal O Severaldays O More than half the days O Nearly every da

2. Feeling down, depressed, or hopeless

O Notatal O Severaldays O More than half the days O Nearly every da

3. Trouble falling or staying asleep, or sleepiog much

O Notatal O Several days O More than half the days O Nearly every da

4. Feeling tired or having little energy

O Notatal O Severaldays O More than half the days O Nearly every da

5. Poor appetite or overeating

O Notatal O Several days O More than half the days O Nearly every da

6. Feeling bad about yourself - or that you afalare or have let yourself or your family down
O Notatal O Several days O More than half the days O Nearly every da

7. Trouble concentrating on things, such as repitia newspaper or watching television
O Notatal O Severaldays O More than half the days O Nearly every da

8. Moving or speaking so slowly that other peagaald have noticed? Or the opposite - being so
fidgety or restless that you have been moving aft@ulot more than usual

O Notatal O Severaldays O More than half the days O Nearly every da
9. Thoughts that you would be better off dead dmwting yourself in some way

O Notatal O Severaldays O More than half the days O Nearly every da
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Appendix K McLean Screening Instrument for Borderline Personalisorder (MSI-BPD;
Zanarini et al., 2003)

Instruction

Below you will find questions concerning your beimeand feelings in particular situations. Please
indicate by clicking either "Yes' or 'No' wheth@uyhave or have not felt or behaved in the desdribe
ways.

Please answer honestly and be sure to answer aastian.

1. Have any of your closest relationships beemdied by a lot of arguments and repeated breakups?
o No oYes

2. Have you deliberately hurt yourself physicdéyg., punched yourself, cut yourself, burned
yourself)? How about made a suicide attempt?
o No o Yes

3. Have you had at least two other problems wathulsivity (e.g., eating binges and spending
sprees, drinking too much and verbal outbursts)?
o No o Yes

4. Have you been extremely moody?
o No o Yes

5. Have you felt very angry a lot of the time? Halout often acted in an angry or sarcastic manner?
o No oYes

6. Have you often been distrustful of other pe@ple
o No oYes

7. Have you frequently felt unreal or as if thirsgsund you were unreal?
o No oYes

8. Have you chronically felt empty?
o No oYes

9. Have you often felt that you had no idea of wha are or that you have no identity?
o No o Yes

10. Have you made desperate efforts to avoid feellvandoned or being abandoned (e.g., repes
called someone to reassure yourself that he ostdheared, begged them not to leave you, clung to
them physically)?

o No o Yes
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Appendix L End of the survey

Information on treatment

9.1 Have you ever been or are you currently irchslpgical or psychiatric treatment for
conseqguences of traumatic experiences?

o No o Yes

Information on host website

9.2 If you remember, please let us know at whielsite you have found the link to this survey
(Name of the website or URL).

Permission to use data

Do you permit us to use the answers you have dmeour research purposes? As stated before, the
information you have given us is anonymous. Wenditicollect any information that could be used
to identify you.

o No oYes

Contact and comments
You have now completed the questionnaire. Thankwssy much for your time and cooperation.

Would you like to be invited to participate in otlsgientific surveys? If so, please leave your d-ma
address here.

Your e-mail address will be kept confidential aastexd separately from your other data.

Please feel free to share with us any commentsnauhave regarding particular questions or
instructions or this survey as a whole. This wdlghus improve the quality of the survey for future
participants.

[Text field]
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Last page
Thank you very much for participating in this swve

From the answers you have given us, we expectitovgéuable information on difficulties in
attachment and interpersonal contact encountereadbyduals who were affected by an
interpersonal trauma.

If you would like to receive more information oretgoals and results of this study, please
write an e-mail to Lara Pivodic (a0400292 @unet.imac.at).

It may occur that you notice negative and paindglihgs after having completed this
guestionnaire. For most people, these troublintyfge will disappear shortly hereafter. If
you, however, continue to feel distress and/or tieeibled by memories that have been
evoked, do not hesitate to contact either of theqes responsible for this study:

Lara Pivodic
lara.pivodic@gmail.com

Dr. Thomas Ehring
t.w.a.ehring@uva.nl

We would appreciate if you forwarded the link testburvey to other people you know.
Thank you very much.
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Appendix M Host websites that published the link to the syrv

The administrators of the following websites agreegdublish the link to the online-survey

on their website:

About.com: Palliative Care
http://forums.about.com/n/pfx/forum.aspx?nav=mess&gebtag=ab-dying&lgnF=y

After Silence
http://www.aftersilence.org/forum/

Arms of Love
http://members6.boardhost.com/armsoflove/

Beyond Indigo: Death and Dying
http://beyondindigo.com/forums/

ehealthforum
http://ehealthforum.com/health/health_forums.html

Forum for Abuse Survivors
http://forumforabusesurvivors.webs.com

napac
http://www.napac.org.uk

Pandora’s Project
http://www.pandys.org

Psychlinks Online
http://forum.psychlinks.ca/forum.php

The Light Beyond
http://www.thelightbeyond.com/forum/forumdisplaygits=e9a877c9f65ca64b316ffe6858ec
6dd4&f=12

Aphrodite Wounded
http://www.aphroditewounded.org/

Many Voices
http://www.manyvoicespress.com/

Battered Husbands Support
http://www.batteredhusbandssupport.com/board2/inudgx

CureZone
http://curezone.com/

Steady Health
http://www.steadyhealth.com/
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Appendix N Curriculum Vitae

Personal information

Surname/First name Pivodic Lara
Address:Grundlgasse 2/10, 1090 Wien, Austria
Date of birth: 7 November, 1985

Nationality: Austrian

Education

2004 — 2011 Psychology studies at the Univerdilienna

2008 — 2009 Formal exchange program at the UntyessAmsterdam (Psychology)
1996 — 2004 Secondary School in Vienna: Diplomalifyuing for university admission

Work experience related to the field of clinical andl health psychology

since 2010 Instructor for HIV-/AIDS preventiahthe Aids Help Centre Vienna

2009 — 2010 Research internship at the Departofeiinical Psychology, University of
Amsterdam; supervised by Dr Thomas Ehring

2007 — 2007 Research Internship in Clinical Pshaghoat the Department of Obstetrics and
Gynaecology, University Hospital Graz; supervisgdPbof Elfriede Greimel

Training
2007 Participation at the conference ‘Soma & Traum&ienna, Austria
2010 Participation at the UNICA Student ConfereimcBome, Italy as a

representative of the University of Vienna

Voluntary service

2008 — 2009 Project coordinator for a humanitaaad educational project supporting the
‘Association of children with special needs andrtfemilies’ in Derventa,
Bosnia and Hercegovina (Antara Foundation, Vienna)

2009 — 2009 Counsellor at an international youthreer camp in Ptusza, Poland (Luethi -

Peterson Camps, Hasliberg-Goldern, Switzerland)



