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Introductory Chapter

This doctoral thesis was designed to determine more about the impact of childhood
maltreatment and specifically to discover if a positive psychological construct such as self-
compassion can help to protect people against negative outcomes like hazardous drinking in

adulthood.

Adverse Childhood Experiences (ACEs) are shown to be highly prevalent even within
community samples (Bellis, Hughes, Leckenby, Perkins & Lowey, 2014; Office for National
Statistics, 2020). A focal point in psychological research due to their prevalence and gravity,
ACEs are associated with a multitude of serious negative consequences in adulthood (Nelson
et al, 2002), one of the most common of which is hazardous drinking (Dube, Anda, Felitti,

Chapman, Williamson & Giles, 2001).

Although there is a lot of research connecting ACEs and hazardous drinking in
adulthood, much of this focuses on physical and sexual abuse and does not address other
forms of abuse and neglect (e.g. emotional abuse) or focuses on adolescent and clinical
populations. Subsequently, there is a gap in the research literature investigating a potential

association between all ACEs in a community sample.

In addition to this, traditional models of addiction treatment and relapse prevention
often neglect the role of unresolved trauma in recovery from heavy alcohol use and other
substance difficulties (Najavits, Weiss, Shaw & Muenz, 1998; Miller & Guidry, 2001).
Overlooking causal factors for hazarded drinking arguably leaves the root of the problem
unresolved and leaves the individual more vulnerable to relapse. Treatments often take a
problem saturated approach and do not consider positive personality traits which may help to

facilitate meaningful change. Self-compassion has been shown to protect against some



adverse outcomes following ACEs and therefore may mediate the relationship between ACEs

and hazardous drinking.

Chapter 1 presents a critical review and meta-analysis of a prospective association
between childhood maltreatment and self-compassion. The term childhood maltreatment was
employed in the literature review after scoping searches established that this is the most
commonly used definition of childhood trauma in the literature base. The meta-analysis
showed childhood maltreatment to be significantly negatively correlated with self-
compassion (z = 11.744, r = -0.312 (CI: -.0364 to -.0260), p < .001). Furthermore, emotional
forms of maltreatment (e.g., neglect and abuse) were found to be associated with low self-
compassion, with men reporting higher levels of self-compassion overall than women. In
conclusion, childhood maltreatment was associated with decreased levels of self-compassion

in adulthood, but the rationale for this requires further exploration.

Chapter 2 presents a cross-sectional empirical study entitled “From Adverse
Childhood Experiences to hazardous drinking in adulthood: Does self-compassion mediate
this relationship?”. The study utilises retrospective self-report measures of ACEs and
prospective measures of alcohol consumption and self-compassion to explore any
associations between ACEs and hazardous drinking and to determine if self-compassion
could mediate any association found. The data did not support an association between ACEs
and alcohol use but did evidence a negative link between ACEs and self-compassion. Self-
compassion also partially mediated the relationship between ACEs and hazardous alcohol
use. Correlational and mediation analysis showed that self-compassion partially mediated the

relationship between ACEs and hazardous drinking, however that this effect is small.



Chapter One: Literature Review

A systematic review and meta-analysis of a prospective association between childhood
maltreatment and self-compassion



Abstract

In people who have experienced trauma in adulthood, self-compassion is shown to protect
against adverse psychological outcomes. Childhood maltreatment is prevalent worldwide, but
there is limited research specifically looking at a prospective association between childhood
maltreatment and self-compassion. The aim of this systematic review and meta-analysis was
to synthesise research findings exploring whether there is an association between childhood
maltreatment and self-compassion, with a focus on different types of maltreatment and
potential gender differences. The review protocol was preregistered with PROSPERO
(CRD4-2019153587). Searches for the relationship between Childhood Maltreatment and
Self-compassion were applied to three databases (PsycINFO, PubMed and Scopus). Study
eligibility included use of a validated measure of childhood trauma and self-compassion. Ten
articles were included in the final review and five were included in the meta-analysis. The
meta-analysis showed childhood maltreatment to be significantly negatively correlated with
self-compassion (z = 11.744, r = -0.312 (CI: -.0364 to -.0260), p < .001). Narrative synthesis
observed that emotional forms of maltreatment (e.g., neglect and abuse) were associated with
low self-compassion. Men reported higher levels of self-compassion than women but were
underrepresented in the overall sample. In conclusion, childhood maltreatment was associated
with decreased levels of self-compassion in adulthood, but the reasons for this require further

research.



Introduction

Childhood maltreatment is most often defined as the experience of abuse (physical,
sexual, and emotional) or neglect (physical and emotional) occurring during childhood
(Bernstein et al., 2003). This nature of maltreatment is shown to be highly prevalent even in
community samples (Bellis et al., 2014). As of January 2020, it was estimated that one in five
adults aged 18-74 years in England and Wales had experienced at least one form of child
abuse before the age of 16 years, with the frequency of child neglect in the same sample
estimated at 1 in 100 (Office for National Statistics [ONS], 2020). Furthermore, as of 31%
March 2019, 52,260 children in England were the subject of a child protection plan due to the
experience or risk of child abuse or neglect (ONS, 2020). This level of prevalence is
concerning given that childhood maltreatment is thought to be linked to a number of serious

negative mental health consequences in adulthood.

Childhood maltreatment has shown to be associated with an increased risk of mood,
anxiety and drug disorders in both a retrospective (completion of self-report questionnaires)
and prospective (data gathered from child protection database) sample of people aged 16-27
years in New Zealand (Scott, McLaughlin, Smith & Ellis, 2012). There was no difference in
the strength of association between the prospective and retrospective groups. In a
retrospective sample of American adults, ACEs were shown to be significantly related to
adult alcohol misuse (Dube, Anda, Felitti, Edwards & Croft, 2002) and in the same cohort,
presence of ACEs increased the risk of suicide by 2-5 times (Dube, Anda, Felitti, Chapman,
Williamson & Giles, 2001). Similar findings were reported in a recent meta-analysis
conducted by Angelakis, Gillespie & Panagioti (2019) who concluded that adults who had
experienced any form of childhood maltreatment were shown to be as much as two or three

times more likely to attempt suicide, in comparison to adults with no history of childhood



maltreatment. Thus, negative consequences of childhood maltreatment can be serious and are

common amongst different populations.

Given the links between childhood maltreatment and serious negative consequences
in adulthood, it is important to identify positive emotions and character traits which can
protect against the effects of childhood maltreatment. As such, emphasis has been placed on
the role of positive psychology over the last two decades (Seligman, Steen, Park & Peterson,
2005). Positive psychology focuses on an individual’s strengths and resourcefulness and
moves away from traditional problem-saturated approaches to focus on “what makes life

worth living” (Peterson & Park, 2014, p2).

Self-compassion is one example of a positive construct associated with psychological
well-being and resilience (Neff, Rude & Kirkpatrick, 2007; Neely, Schallert, Mohammed,
Roberts & Chen, 2009; Zessin, Dickhduser & Garbade, 2015). Self-compassion is a self-
reflective process, commonly defined by three bipolar dimensions: self-kindness vs self-
judgment, common humanity vs isolation and mindfulness vs over-identification (Neff,
2003a). That is, extending the same kindness to oneself that you would extend to a friend, as
opposed to being harsh and judgemental; accepting that making mistakes is part of the human
condition, rather than something individual and isolating; and noticing your thoughts in a
balanced awareness, instead of avoiding or over identifying with them (Neff, 2003b; Scoglio
et al., 2018). As such, self-compassion is comprised of a number of constructs which may be
protective when exploring resilience factors in survivors of childhood maltreatment. Indeed, a
robust effect size relating to the association between self-compassion and mental health
symptoms (e.g. depression, anxiety and stress) was found in a meta-analysis of 14 studies,
where higher levels of self-compassion were related to lower levels of psychopathology
(MacBeth & Gumley, 2012). Thus, self-compassion may play an important role in reducing
anxiety and depression and increased ability to cope with stress.

3



It has been hypothesised that the ability to engage self-compassion is crucial in
overcoming trauma related distress (Gilbert and Irons, 2005). This relationship has been
increasingly explored in recent years. For example, in a sample of US veterans who had
served in combat, higher levels of self-compassion were associated with a reduced risk of
developing Post-Traumatic Stress Disorder (PTSD; Hiraoka et al.,, 2015). A similar
association has been found with trauma exposed college students, with increased self-
compassion being linked to lower levels of PTSD avoidance symptoms (Thompson & Waltz,
2008). Self-compassion has also been shown to reduce symptoms of depression and PTSD in
veterans with a PTSD diagnosis (Kearney et al., 2013). Hence, self-compassion may buffer

the effects of experiencing traumatic events in student and veteran samples.

Similar findings also exist within clinical samples. In a sample of women seeking
treatment for problems related to intimate partner violence, lower self-compassion was
related to higher trauma-related symptoms, such as anxious arousal, depression and
dissociation (McLean, Fiorillo & Follette, 2018). In women with trauma histories, Scoglio et
al.. (2018) found that emotional dysregulation (a trait often associated with complex trauma)
mediated the relationship between PTSD symptom severity and self-compassion. They
hypothesised that difficulties in emotional regulation would likely impact on an individual’s
ability to practice self-compassion, which partially relies upon noticing and experiencing
feelings without suppressing or becoming consumed by them. This is something very
difficult for someone who is emotionally dysregulated to achieve (Linehan, 2015). Thus,
emotion regulation may be important in being able to show compassion to oneself. It may be
that emotion regulatory coping skills were not learned during childhood as a result of the
maltreatment experienced and that treatment works to re-establish these skills to foster
greater self-compassion. It could also be argued that Scoglio et al..’s findings are tautological

on the basis that the principles of emotional regulation and self-compassion do coincide with



each other (e.g. recognising and accepting emotions as well as facing negative emotions,

Neff, 2003a; Neff, 2003b).

Research into self-compassion as a positive psychological construct has exploded in
the last decade, however relatively few studies look at the direct relationship between
childhood maltreatment and self-compassion. A recent meta-analysis summarised research on
the association between trauma and/or PTSD and self-compassion (Winders, Murphy,
Looney & O’Reilly, 2020). These findings lend support to an association between self-
compassion and decreased PTSD symptomology, however do not differentiate between types
of trauma and self-compassion. Thus, there is a gap in the literature base looking at childhood

maltreatment and self-compassion specifically.

There is even less research looking at the association between different types of
childhood maltreatment and self-compassion or moderators between these two variables. One
such moderator might be gender. There is evidence of gender differences within self-
compassion, with women generally reporting lower levels of self-compassion than men
(Bluth & Banton, 2014; Bluth et al., 2017; Neff & McGehee, 2010; Yarnell et al., 2015).
However, it is noteworthy that these differences are often small in effect size and not always
replicated (Honsel, Drossaert & Kohle, 2020). Furthermore, the role of gender on the

association between childhood maltreatment and self-compassion is unclear.

Therefore, the aims of this systematic review were to synthesise and evaluate the
existing evidence base investigating an association between childhood maltreatment and self-
compassion, with emphasis on whether this differs depending on type of trauma and whether
any gender differences exist. The methodological quality of papers was examined using a

validated quality assessment measure and a meta-analysis was performed to determine an



overall effect size of the relationship between childhood maltreatment and self-compassion.

The clinical implications and directions for future research were also discussed.

Search and Rationale

Self-compassion has primarily been operationalised in the literature using the Self-
Compassion Scale (SCS; Neff, 2003a) and the Self-Compassion Scale Short-Form (SCS-SF;
Raes, Pommier, Neff & Van Gucht, 2011). As the most widely used measures of self-
compassion, both the SCS and SCS-SF were used in the study inclusion criteria. The Forms
of self-criticising/attacking and self-reassuring scale (FSCSR; Gilbert, Clarke, Hempel, Miles
& lrons, 2004) was considered as an alternative measure of self-compassion, given that the
scale overlaps with some of the SCS-SF self-kindness vs self-judgement items. This was not
included in the search criteria however as scoping searches did not yield any results when this
scale was included as a variable of interest. On balance, the SCS-SF was felt to be a broader

measure of self-compassion.

We applied a broader inclusion criterion to the measurement of child maltreatment
(see Method for description of measures) to reflect the diversity in conceptualisation and
measures used in the literature base, with the aim of capturing as many relevant studies as

possible. All measures

For the purpose of analysing the association between childhood maltreatment and
self-compassion, only quantitative studies which investigated a relationship between the two

variables of interest were included in the review.



Method

The protocol for this systematic review was pre-registered with PROSPERO, under the

reference CRD4-2019153587.

Search strategy and study eligibility

Our searches were undertaken in two stages. The original search was conducted in
September 2019 and a further search in December 2020 to ensure that recent publications
were also included. We searched the following Boolean operators in Scopus, Psychinfo and

Pubmed databases:

“Adverse childhood experiences” OR “ACEs” OR “Childhood Trauma” OR “Child
Neglect” OR “Child Maltreatment” OR “Child Abuse” AND “Self-compassion” OR “Self

Compassion”.

No restrictions were placed on publication date and only studies published in English
language were included. Outcome measures for self-compassion were the SCS and SCS-SF.
Childhood maltreatment was measured retrospectively, with the main outcome measures
being the Childhood Trauma Questionnaire-Short Form (CTQ-SF; Bernstein et al., 2003).
Other measures included the Child Abuse and Trauma Scale (CAT; Sanders & Becker-
Lausen, 1995), the Traumatic Life Events Questionnaire (TLEQ; Kubany et al., 2000a) and
the Invalidating Childhood Environments Scale (ICES; Mountford, Corstophine, Tomlinson,

& Waller, 2007).

The SCS is a self-report measure which assesses trait self-compassion through either
26 (full scale) or 12 (short form) statements rated on a five-point likert scale (‘Almost never’
to ‘Almost always’). Both scales contain six subscales: Self-Kindness, Self-Judgment,
Common Humanity, Isolation, Mindfulness and Over-ldentification. The SCS has high

internal consistency [Cronbach’s alpha = 0.94 (Neff, Rude & Kirkpatrick, 2007) and good
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test-retest reliability (r = 0.93; Neff, 2003a). The SCS-SF has near a near perfect correlation

with the original full scale when examining total scores (Raes et al., 2011).

The CTQ-SF is a 28 item scale which measures childhood trauma retrospectively on a
five-point likert scale across five domains of maltreatment (physical, sexual and emotional
abuse; emotional and physical neglect), plus a three-item minimisation-denial scale to assess
validity of responses. Validation of the original scale found high internal consistencies for
four subscales (o = 0.81 to 0.95) and acceptable internal consistency for physical neglect (o =
0.61 to 0.78). The TLEQ is a brief self-report measure of lifetime trauma exposure. Whilst
the TLEQ is not exclusively a measure of childhood maltreatment, it does contain
dichotomous measures of both childhood sexual abuse and childhood physical abuse and was
included on this basis. Finally, the ICES is a self-report measure of parental invalidation
during childhood. In part one, a total of 14 parental behaviours are rated from 1 (never) to 5
(all the time). The ICES has demonstrated good internal consistencies for maternal and

paternal invalidation in both clinical and non-clinical samples.

Two questionnaires feature in the review which were not originally included in the
inclusion criteria due to not exclusively measuring childhood maltreatment. These are the
Family Experiences Questionnaire (Briere & Runtz, 1990) and the Childhood History
Questionnaire (Milner, Robertson & Rodgers, 1990), elements of both were used in Miron,
Orcutt, Hannan & Thompson, (2014), alongside the FEQ to derive scores for child abuse

subtypes.

The search terms identified 2098 records initially. After removing duplicates, title and
abstract exclusion was conducted independently by the lead author, which led to full text
review of 36 articles. Of these, 26 were excluded (eight had no measure of self-compassion,

12 had no measure of childhood maltreatment, four did not measure an association between



childhood maltreatment and self-compassion, one was a qualitative paper and one was not a
research article). This left ten articles for inclusion in the systematic review, five of which
contained data suitable for inclusion in the meta-analysis. Two authors independently
conducted full text screening and extraction of data, with high levels of agreement (95%).
Any disagreements were resolved by the research team. The reference sections of each article
selected for full text screening were also checked for any studies which might have been

missed by data base searches. See Figure 1 for PRISMA flowchart.

Figure 1. summarises the literature search which led to the selection of nine studies for

inclusion in the systematic review.



Figure 1. Flow chart showing article identification and selection (PRISMA, 2009)
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Article eligibility

A screening tool was developed to select relevant articles for inclusion (See Appendix
1). Articles were included if they 1) sampled participants over the age of 16 years; 2)
included a quantitative design (e.g. cross sectional); 3) measured both childhood
maltreatment and self-compassion using previously validated scales; 4) reported an analyses

of the association between the two constructs.

Initially, it was planned that studies would be included only if they recruited
participants over the age of 18 years, however during searches, three articles were found that
met all other study criteria, but included participants aged 16 and 17 years old. Mean ages of
participants in these studies were 18.17 years (SD = 0.97), 19.49 years (SD = 2.32) and 20.30
years (SD = 1.29) years respectively. Based on the other criteria, a decision was made to

include these studies for exploratory purposes.

Data extraction and study quality assessment

A customised proforma was applied to guide data extraction. Extracted data included
location (area and country), sample size and demographics, study aims, outcome measures,
data analysis, major findings and zero-order correlation coefficients if applicable (see Table
1). Data extraction was undertaken by the primary author and independently reviewed by the

second author (AJ).

Quality appraisal was conducted to determine the methodological quality of
individual papers using the Appraisal Tool for Cross-Sectional Studies (AXIS tool; Downes,
Brennan, Williams & Dean, 2016; see Appendix 2). This qualitative tool facilitates
assessment of the risk of bias using twenty questions and was selected based on being
designed specifically for use with cross-sectional research studies. Question twenty assessed

whether ethical approval or consent of participants was obtained. This measured two different
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quality variables and was therefore split into two questions by the primary author, applying
twenty-one criteria in total. Application of this tool allowed consistent assessment of the
overall quality, strengths, weaknesses and replicability of each research paper. To ensure a
robust quality assessment, the third author also applied the AXIS tool to the selected
literature (LC). Any uncertainty was resolved through discussion with the second author (AJ)

until consensus was reached.
Analysis

Major findings from the included studies were extracted and displayed in Table 1.
These findings were then synthesised into a narrative review looking at the current evidence
base for an association between childhood maltreatment and self-compassion. We paid
particular attention to the association between any differences in types of childhood
maltreatment and self-compassion, as well as any gender differences. Of the ten studies
reviewed, five reported correlation coefficients between childhood maltreatment and self-
compassion which allowed for pooled estimates to be computed. Therefore, a meta-analysis
was run on this quantitative data for the primary outcome measures. Correlation coefficients
were transformed to Fisher’s Z (Hedges & Olkin, 1985; Rosenthal & Rubin, 1982) to
improve their distribution. Associated Standard Errors were calculated using the formula 1/4/
(total N of sample — 3). A random effects, restricted maximum likelihood meta-analysis was
conducted to generate pooled effect size between childhood maltreatment and self-
compassion and to determine the level of heterogeneity between the included studies. A
pooled effect size is closer to the ‘true’ effect size as larger studies are given greater weight
(Borenstein, Hedges & Rothstein, 2007). As a sensitivity analysis we conducted the meta-
analyses with and without studies including participants under the age 18, to determine their
contribution to the overall effect size. The 12 statistic was used as a measure of heterogeneity
(50% is indicative if moderate heterogeneity > 75% is indicative of substantial heterogeneity:

12



Higgins, Thompson, Deeks & Altman, 2003). Funnel plots were also generated to determine
risk of publication bias across all included studies. Analysis was conducted using JASP

computer software (Version 0.11.1.0).
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Results

Study (participant) Characteristics and Clinical Heterogeneity

Study characteristics of the ten selected for the literature review are detailed in Table
1. All studies used a cross-sectional design and had been published in the last ten years, with

eight of the papers published between 2016 - 2020.

The total number of participants across the identified studies was 3701. The mean
number of participants was 370, the median was 367.5 and the interquartile range was 333.
Of the total participants the majority were female (78%), and white (48%) with a mean age of
23.10 years (SD = 4.01). Three studies recruited exclusively female participants (Miron et
al.., 2014; Reffi, Boykin & Orcutt, 2018; Messman-Moore & Bhuptani, 2020). Eight studies
were conducted with samples of undergraduates (Barlow, Turow & Gerhart, 2017; Hou et
al.., 2020; Keng & Wong, 2017; Messman-Moore & Bhuptani, 2020; Miron et al., 2014;
Miron, Seligowski, Boykin & Orcutt, 2016; Reffi et al., 2018; Wu, Chi, Lin & Du, 2018) and
two studies included a clinical sample (Naismith et al., 2019; Vettese, Dyer, Li & Wekerle,
2011). Of the clinical samples, one study (Vettese et al., 2011) recruited from a substance
treatment programme for youths with addiction and mental health difficulties and the other
(Naismith et al., 2018) utilised a sample of adults with a diagnosis of Personality Disorder
(DSM-1V; APA, 2000) who were receiving or awaiting treatment from a Personality Disorder
service. It is worthy of note that none of the studies utilised a community sample. The
majority of the studies were conducted in the USA (Barlow et al., 2017; Miron et al., 2014;
Miron, et al., 2016; Reffi et al., 2018; Messman-Moore & Bhuptani, 2020), two in China (Wu
et al., 2018; Hu et al., 2020), one in Canada (Vettese et al., 2011), one in Singapore (Keng &

Wong, 2017) and one in South America (Naismith et al., 2019).
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Table 1. Population characteristics and major findings of studies included in the review.

PARTICIPANTS MEASURES DESIGN FINDINGS
STUDY N (female) Description of CM SC Study Aims Analyses Major Findings Correlations/
AND Mean age in Sample Covariates
LOCATIO | years (SD)
N
VETTESE | 81 (28) Participants seenat  CTQ-SF SCS  To explore whether SC  Stepwise multiple Participants reported: SCSand CTQ
ET AL. intake to a mitigates the regression analysis was
(2011) Aged 16-24 years  substance treatment association between conducted to see if SC Emotional neglect: 56.7% (M=10.8)  r=-.34, p<.01
programme in a ez_arly maltreatment media}teq the statistical Emotional Abuse: 53.4% (M=11.3)
TORONTO | M=19.49 (2.32)  hospital-based, joint history and later association between CM Physical Abuse: 26.7% (M=8.1)
, CANADA youth addictions emotion regulation and emotional Physical Neglect: 36.7% (M=7.8)
and mental health problems in young dysregulation difficulties. Sexual Abuse:
treatment program. adulthood. 23.3% (M=7.1)
Majority Caucasian CM significantly predicted SC (R2=.11;
(72%), unemployed F=9.75, p<.01; p=.33, p<.01). SC
(52%), and poly mediated the relationship between
substance users childhood maltreatment and emotion
(87.7%). regulation difficulties.
MIRON ET | 667 (667) Undergraduate TLEQ SCS  To examine the Path Analysis Both a history of CSA and CPA SCS and CSA = -
AL. (2014) students from an CHQ relationship between directly predicted problematic alcohol .05
M =18.71 (1.03) introductory CPA and different forms of CM  pearson correlations abuse in college in a sample of
ILLINOIS, psychology course ~ CEA (e.9. CSA, CPA, CEA), undergraduate females. SCSand CPA = -
USA measured SC and problematic 04
Majority European- by items alcohol use. A history of CEA however indirectly
American sample from the predicted alcohol problems via low SCS and CEA = -
FEQ and levels of self-compassion. .20, p<.001
the CHQ
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MIRON ET
AL. (2016)

ILLINOIS,
USA

BARLOW
ET AL.
(2017)

USA

377 (241)

M = 19.12 (1.73)

466 (322)
M = 21.21 (5.83)

Majority White
European
Ethnicity:
(81.5%)

Undergraduate
students enrolled in
an introductory
psychology course.

Majority European-
American (59.8%)
and African
American (22.8%)
sample.

First year college
students

TLEQ *

*Two
items from
the TLEQ
were used
to assess
experience
s of CSA
at 12 years

or younger.

History of
CPA
resulting in
injury was
assessed
by a single
TLEQ
item.

CAT

SCS

SCS

To examine the
influence of self-
compassion and fear of
self-compassion (FSC)
for adult survivors of
CM.

Specifically pathways
from CA histories to
symptoms of
depression and PTSD
through SC and FSC.

The cross-sectional
study aimed to examine
trauma appraisals,
emotional regulation
(ER) and SC
simultaneously
amongst survivors of
child sexual abuse, as
well as their
contributions to PTSD
symptoms.

16

Path analyses

Pathways from CA
histories to symptoms of
depression via SC and
FSC were tested using
bias-corrected
bootstrapped confidence
intervals (Hayes, 2013).

Descriptive Statistics and
Pearson’s Correlations

Mediation analyses was
used to assess multiple
mediating pathways
between the childhood
abuse and adult PTSD
symptoms, analyse
associations among
mediating variables and
directly compare the
associations. Bootstrapped
estimates of indirect
associations were used.

The association between participant sex None reported

and SC was significant F(1,371)
=16.07, P<.001 with men reporting
greater SC than women.

72 participants (19.10%) reported any
type of abuse history; 40 (10.61%)
CPA, 48 (12.73%) CSA.

A chi-square analysis showed a
significant association between CPA
and CSA in 12 (3.18%) participants
reporting a history of both CSA and
CPA, X2(1,N=350)=11.95, p<.01.
Any CA was associated with
significantly lower SC t(346) = -
2.16,p<.05

Univariate ANOVAS showed no
significant difference in SC based on
child abuse type, F(3,347)=1.71, p=.16
All types of childhood abuse were
significantly positively associated with
negative trauma appraisals, ER
difficulties and PTSD symptoms and
negatively associated with SC.

A mediation model showed that self-
compassion mediated associations
between childhood abuse and PTSD
symptoms. The final model accounted
for 21% of the variance in self-
compassion.

SCS & CAT Total
r=-0.33, p <.001

SCS & CSA
r=-0.16, p<.01

SCS & Neglect
r=-0.33,p<.001

SCS & Punishment
r=-.20,p<.01

SCS & EA =
-0.34, p < .001



KENG &
WONG,
2017

SINGAPO
RE

NAISMIT
HET AL.
(2019)

BOGATA,
COLUMBI
A

REFFI ET
AL. (2018)

ILLINOIS,
USA

290 (209)

Aged from 18 -31
years

M = 19.93 (1.51)

53 (44)

Aged from 18-57
years

M =32 (11.1)

245 (245)
M = 19.27 (1.50)

Initially 306
participants, but
36 removed for
heavy drinking, 7
for substance
misuse and 18
extreme outliers
or missing data.

Undergraduate
students recruited
from a research
participant pool

Adults attending an
out-patient
Personality
Disorder (PD)
service (94.3%) or
awaiting treatment
(5.7%). All met
DSM-IV Criteria
for a PD.

Majority White
sample (76%)
University students
on psychology
course.

Average age of
final sample =
19.27 (SD 1.50)

Majority White
(58.8%) and Black
(22.9%) sample

ICES

CTQ-SF

ICES

CTQ

SCS

SCS

SCS

To explore the origins

of SC, fear of self-
compassion (FSC),
shame and self-

criticism by examining
their associations with

attachment styles and

ACES (abuse, neglect,
invalidation and lack of

warmth).

To determine if self-
compassion predicts
emotional
dysregulation more
than other relevant
predictors (e.g.

childhood maltreatment

and substance use).
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Means, standard deviations
and Pearson’s r
correlations were
calculated for all variables.

A series of hierarchical
regressions were
conducted to test the
moderating effect of trait
self-compassion.

Correlations and multiple
regression (MR) analyses.

CTQ Physical neglect was
excluded from MR due to
unacceptable internal
consistency. CTQ
emotional neglect/abuse
was excluded due to
theorised overlap with
EMWSS and ICES
respectively.

Hierarchical regression
analysis in order of: CM,
current substance use and
self-compassion.

Mediation analysis tested
for an indirect effect on
emotional dysregulation
via self-compassion. The
magnitude of the indirect
effect was examined using
bootstrap analysis with
bias-corrected.

ICES scores were significantly
negatively correlated with trait self-
compassion.

At Step 2 of the model, SC was not
found to significantly moderate the
relationship between an ICE and BPD
symptomology.

SC was significantly negatively
correlated with CTQ.

The MR model for SC was not
significant.

There was a significant regression
found between SC F(1,46) = 12.663,
p=0.001, where EMWSS explained
21.6% of the variance of SC.

CM was significantly associated with
self-compassion and self-compassion
was associated with emotional
dysregulation. The indirect effect of
childhood maltreatment on emotional
dysregulation through self-compassion
was significant.

The effect of CM on emotional
dysregulation was statistically
significant, this stayed significant
although the effect was reduced when
SC was added to the model

ICES and SCS
r=-.24, p<.01

SCS and CTQ:
r =-0.297
p <0.05

SCSand CTQ
r=-.21,p<.001



WUET
AL. (2018)

HONG
KONG

CHINA

HOU ET
AL., 2020

SHANGHA
I, CHINA

358 students University Students CTQ-SF SCS
(226) Ages of participants
ranged from 18 to
95% sample were 34 years (M =
between 18 and 19.19; SD = 1.46).
21 years of age.
M =19.19 (1.46)
578 (276, 47.8%)  Chinese College CTQ-SF SCS

Students
Aged between 17-
24,

M = 20.30 (1.29)

To explore the
potential role of self-
compassion and
gratitude in explaining
the relationship
between childhood
maltreatment (CM) and
adult depressive
symptoms (DS).

To explore mediation
and moderation
mechanisms between
childhood maltreatment
and young adult
depression symptoms.
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SPSS was used to run
descriptive statistics
including correlations.

Process analysis was
bootstrapped 5000 times to
estimate the indirect
effects with 95%
confidence intervals.
Indirect effects (through
SC and gratitude) of each
type of CM on DS were
examined whilst
controlling for age, gender
and four other types of
CM.

Descriptive Statistics and
Bivariate Correlations

Structured Equation
Modelling (SEM) with
maximum likelihood
estimation was used to test
the moderated mediation
model.

Self-compassion was negatively
correlated with emotional abuse and
emotional neglect.

The prevalence of CM were:
Emotional Abuse — 29.6%
Emotional Neglect — 64.5%
Physical Abuse — 14.8%
Physical Neglect — 62.2%
Sexual Abuse — 15.9%

The indirect effect of emotional abuse
through SC was significant (f=0.267,
p=.003, 95% CI [0.100, 0.466])

EN was associated with DS indirectly
through SC ($=0.088, p=.029, 95% CI
[0.020, 0.173])

Childhood maltreatment was
negatively correlated with self-
compassion (r = -.33, p<.01). Self-
compassion significantly moderated
the relationship between childhood
maltreatment and negative automatic
thoughts (B = -.09, p<.05).

This indirect effect was weaker at
high levels of self-compassion (§ =
.12, p<.01), rather than low levels of
self-compassion (B = .22, p<.001).

SC and EA
=-12,p<.05

SC and EN
=-12,p<.05

SC and PA
=.02

SC and PN
=-.03

SC and SA
=.03

SCSand CTQ
r=-.33,p<.01



MESSMAN
-MOORE
&
BHUPTAN
1, 2020

OHIO,
USA

586 (586)
Aged 17-26

M = 18.71 (0.97)

Undergraduate
students

Majority
upper/middle class
caucasian sample

CTQ-SF

SCS

To expand
understanding of the
relationship between
child maltreatment and
self-compassion by
assessing maltreatment
severity.

Bivariate correlations

Path Analysis using the
maximum likelihood
estimations tested 5
distinct parallel mediation
models for each type of
childhood maltreatment
(emotional, physical and
sexual abuse, physical and
emotional neglect)

Child emotional maltreatment
severity (emotional abuse and
emotional neglect) showed the
strongest correlations to the SC
subscales. Emotional abuse was
significantly negatively correlated

with self-kindness (r = -.13, p < .01).

Emotional neglect was significantly
negatively correlated with self-
kindness (r = -.20, p<.001), common
humanity (r=-.13, p <.01) and
mindfulness (r = -.13, p<.01).

In all models, increased severity of
childhood emotional abuse and
emotional neglect were associated
with lower self-kindness.

A large number of
correlations were
reported, with high
levels of
multicollinearity
(See results).

Note.CM = Child Maltreatment; SC = Self-Compassion; CAT = Child Abuse and Trauma Scale; SCS = Self-Compassion Scale; CTQ = Childhood Trauma Questionnaire; CTQ-SF = Childhood
Trauma Questionnaire — Short Form; TLEQ = Traumatic Life Events Questionnaire; FEQ = Family Events Questionnaire; CHQ = Childhood History Questionnaire; EMWSS = Early Memories of
Warmth and Safeness Scale; ICES = Invalidating Childhood Environments Scale; CSA = Childhood Sexual Abuse; CPA = Childhood Physical Abuse; CEA = Childhood Emotional Abuse; EA =
Emotional Abuse; EN = Emotional Neglect; FOC = Fear of Self-Compassion; CA = Childhood Abuse
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Measurement of childhood maltreatment

There was variability in the definition and measurement of childhood maltreatment.
The CTQ-SF was used as the primary outcome measure of childhood maltreatment in six of
the studies (Hou et al., 2020; Messman-Moore & Bhuptani, 2020; Naismith et al., 2018; Reffi
et al., 2018; Vettese et al., 2011; Wu et al., 2018). This was primarily used to calculate a total
score of childhood maltreatment, however Wu et al. (2018) calculated correlation coefficients
by type of maltreatment. The TLEQ was used as a dichotomous measure of childhood sexual
and physical abuse in Miron et al. (2016), whereas Miron et al. (2014) opted to measure
childhood maltreatment by type using a combination of assessments (CHQ, FEQ & TLEQ).
Barlow et al. (2017) used the CAT as their primary outcome measure for childhood
maltreatment, while Keng & Wong (2017) opted for the ICES and focused on parental
invalidation, a component of emotional neglect (Ludwig & Rostain, 2009). All studies used
the SCS to measure self-compassion, except for Naismith et al. (2018) who chose the SCS-

SF.

Five studies (Barlow et al., 2017; Naismith et al., 2018; Reffi et al., 2018; Hou et al.,
2020; Vettese et al., 2011) were selected for inclusion in the meta-analysis on the basis that
they reported correlation coefficients between total childhood maltreatment score and total
self-compassion score. Of the five remaining studies, three (Keng & Wong, 2017; Miron et
al., 2014; Wu et al., 2018;) provided correlations for the association between childhood
maltreatment type and self-compassion. One study reported correlational analysis on the
association between type of childhood maltreatment and the individual constructs of self-
compassion (Messman-Moore & Bhuptani, 2020) and one study did not report any

correlations between the two variables of interest (Miron et al., 2016).
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Although there was variation in measurement and analysis of the outcome variables,

all studies reported significant findings between child maltreatment and self-compassion.
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Table 2. Quality Assessment Data using the AXIS.
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Quality assessment

Quality assessment using the AXIS tool is presented in Table 2. All studies reported
clear aims, used appropriate samples, replicable designs, validated measures, and they
described their results clearly as outlined in the methods section of the respective paper. The
discussion sections of all papers were guided by the results, and limitations were discussed.
A justification for sample size (e.g. a power analysis) was omitted from all papers and only
two studies (Reffi et al.,, 2018; Vettese et al., 2011) provided any information about
participants who did not respond. Non-response information may be difficult to obtain,
however. Most papers reported good internal consistency for the SCS (Cronbach’s o = 0.80 —
0.92 [Cronbach, 1951]) and at least acceptable internal consistency for the CTQ (o = 0.78 —
0.95). Three studies (Messman-Moore & Bhuptani, 2020; Naismith et al., 2018 and Wu et al.,
2018) which calculated internal consistency for individual CTQ constructs all found the
physical neglect item to have poor internal consistency (o = 0.56 — 0.57). This could be due
to a low base rate, but we do not have access to the number of participants who endorsed

individual items to determine this.

Barlow et al. (2017) stated good test-retest reliability for the CAT but did not provide
statistics to confirm this statement. Good internal consistency for the ICES was found in
Keng & Wong’s (2017) sample (Cronbach’s alpha was .80 and .81 for paternal and maternal
invalidation respectively). Miron et al. (2014) and Miron et al. (2016) only reported on the
reliability of the SCS but not on their measures of childhood maltreatment. However, in both
studies, the authors were transparent in their use of their measures to primarily conceptualise

type of childhood maltreatment as dichotomous variables, rather than total scores.

The majority of authors declared no sources of conflict for their research. This was

not addressed in two studies (Miron et al. 2014; Reffi et al. ,2018) and Miron et al., 2016
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acknowledged that one of the authors were working on a related project. On investigation,
this was a unique longitudinal trauma study and unlikely to be a source of conflict. Ethical
approval was clearly stated in all papers except Vettese et al. (2011). Finally, all papers
except three (Miron et al., 2018; Naismith et al., 2018; Wu et al., 2018) reported on the
process of participant consent. Compensation for participation varied among studies. Students
in Barlow et al.’s (2016) research completed online questionnaires in partial fulfilment of a
course requirement, raising questions about voluntariness and internal motivation to
participate. Research credit was provided as an incentive for participation in two studies
(Miron et al., 2016, Messman-Moore & Bhuptani, 2020), which is a common agreement in
most universities. In respect of the two studies involving clinical populations, Vettese et al.
(2011) offered a $10 incentive to their participants. Naismith et al. (2018) did not offer any
payment for participation., however they asked adults attending an out-patient PD Service to

complete questionnaires after attending a DBT group.

Association between childhood maltreatment and self-compassion

The major findings across all ten studies are displayed in Table 1. Five studies
reported a significant negative association between total childhood maltreatment and self-
compassion (Barlow et al., 2017; Hou et al., 2020; Naismith et al., 2018; Reffi et al., 2018;
Vettese et al., 2011). As variables of interest were measured consistently in all but one of
these studies, between study reliability is likely to be high. The differences in population
characteristics adds support to the association between childhood maltreatment and self-
compassion being stable across two very different clinical samples, as well as in
undergraduate populations in the USA and Canada. It is important to note though that these
findings cannot necessarily be generalised to other populations, particularly considering that

much of the overall sample comprised of white females.
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There were mixed findings in relation to an association between both physical and
sexual abuse and self-compassion. Whereas one paper found a significant negative
correlation between self-compassion and both child maltreatment subtypes (Barlow et al.,
2017), two did not support any association between these variables (Miron et al., 2014; Wu et
al., 2018). Barlow et al., (2017) were the only researchers in the meta-analysis to use the
CAT to capture childhood maltreatment rather than the CTQ-SF though and this may account

for the difference in findings.

Despite these differences in measurement, childhood emotional abuse was shown to
be consistently negatively correlated with self-compassion (Barlow et al., 2017; Miron et al.,
2014; Wu et al., 2018). Thus, showing support for a negative association between these two
variables among undergraduate samples in the USA and China. An association between
emotional neglect and self-compassion was also supported (Barlow et al., 2017; Wu et al.,
2018) lending further evidence to suggest higher levels of emotional forms of childhood are
related to lower levels of self-compassion. Nonetheless, it is important to note that this
finding is limited by the differences in conceptualisation and measurement of emotional

neglect in the two studies.

No significant association was found between physical neglect and self-compassion,
however as previously reported, physical neglect had low reliability across studies,
suggesting that this variable yielded inconsistent results across studies, which limits the
validity of this finding. Furthermore, one study found no difference in self-compassion scores

when compared with child maltreatment type.

When childhood maltreatment types were compared to the individual subscales of the
SCS, childhood emotional abuse and emotional neglect showed the strongest associations

with all subscales (Messman-Moore & Bhuptani, 2020). Emotional neglect in particular was
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negatively correlated with self-kindness, common humanity and mindfulness and positively
correlated with self-judgement, isolation and over-identification. There is no information in
the article related to whether the statistical power of the data was strong enough to support
the large number of correlations conducted. A visual check of bivariate correlations in this
study identified multicollinearity between some variables (r = 0.8), which can reduce the

reliability of associations found (Field, 2009).

There were very limited findings in relation to gender, which is perhaps a reflection of
having a majority female sample. Only one study looked at gender differences in self-
compassion and found a significant association, with men reporting higher levels than women
(Miron et al., 2016). An association was also found between participant gender and a history
of both childhood sexual and physical abuse, with 11 women and 1 man reporting both abuse
types. It is important to consider this in the context of the uneven gender distribution in the
sample (241 women and 136 men). There were no gender differences found between
childhood sexual abuse only or childhood physical abuse only, just when they had been

experienced together.

Meta-analysis

To test whether there was an overall effect found between childhood maltreatment
and self-compassion, we generated a Forest Plot (see Figure 2.). Figure 2. summarises the
correlation coefficients, confidence intervals and participant sizes of all five qualifying
studies. A significant pooled association was found between the studies (z = -11.744 r = -
0.312, (CI: -0.364 to -0.260), p < .001) however there was also evidence of considerable
heterogeneity, p < .001, 12 = 99.75%. This means that whilst the combined effect size of the
studies was significant, suggesting that studies found a similar association between childhood

maltreatment and self-compassion, the scale of the heterogeneity score suggests that this
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could be caused by something other than chance. It is possible that the small number of
studies included and the large variation of sample sizes between studies has increased the

heterogeneity score.

Figure 2. Forest plot showing variation in correlation coefficients across studies.

Barlow et al, 2017 " -0.34 [-0.35, -0.34] |
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Vettese et al, 2011 -0.35[-0.38,-0.33] |
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-04 -035 -03 -025 -02
Observed Outcome

Sensitivity analyses were conducted, which just included studies with participants aged 18
years or over (see Figure 3). The overall effect remained significant, although did reduce
slightly (z = -7.263, r = -0.287 (CI: -0.364 to -0.210), p > .001). This showed that when just
analysing studies containing participants aged 18 years or over, the overall significance of the
association between childhood maltreatment and self-compassion decreased slightly but
remained significant. This had little impact on the heterogeneity score which remined

significant, p <.001, 12 = 99.59%.

Figure 3. Forest plot showing variation in correlation coefficients for studies 18+
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Funnel plots were generated to check for study bias in the meta-analysis and are displayed in
Figure 4a (all studies) and 4b (studies with participants 18 years or over). Both plots were
asymmetrical, which can be an indication of publication bias, however the presence of
heterogeneity can also result in an asymmetrical funnel. The Forest Plots discussed in the
results showed significant heterogeneity, therefore it is likely that this is the primary cause of

the asymmetry.
Figure 4. Funnel Plots

a: Funnel Plot for All Five Studies b. Funnel Plot for Studies 18+
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Discussion

This is the first known systematic review and meta-analysis specifically examining
the association between childhood maltreatment and self-compassion in adulthood. The aim
of the review was to synthesise and evaluate the existing evidence base investigating an
association between childhood maltreatment and self-compassion. We also examined whether
the association differed depending on the type of trauma experienced and whether any gender
differences existed. This review of ten cross-sectional studies provides evidence of a negative
association between childhood maltreatment and self-compassion in adulthood. In respect of
different types of childhood maltreatment, increased reports of childhood emotional abuse
were found to be most consistently associated with lower self-compassion scores. There was
also some evidence of gender differences in self-compassion, with men reporting higher
levels than women, however this was only found in one study and therefore might not be the

case in all samples.

There were several strengths across the included studies, according to the performed
quality assessment. All studies met most of the quality appraisal criteria, showing that the
overall study design and reporting was of a good quality. All but one of the studies (Barlow et
al., 2017) included in the meta-analysis used the Childhood Trauma Questionnaire as their
measurement of childhood maltreatment, which increases the reliability of the meta-analysis.
Furthermore, the review comprised of both clinical and non-clinical samples recruiting males
and females, which is representative of a multitude of people, although there were also some

limitations to the sample characteristics.

In respect of study limitations, the pooled participant group largely comprised of
young, white, female undergraduates, which limits the generalisability of the review findings

to other populations and whilst some gender differences were found, less is known about the
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nature of self-compassion in males. Similarly, the studies predominantly took place in the
USA and China, where cultural beliefs differ hugely. Subsequently, there was not enough
diversity in the sample to gain an understanding of the impact of cultural differences on
measurement of child maltreatment or conceptualisation of self-compassion. This is an
important consideration when comparing American and Chinese samples where there are
cultural differences that extend to child rearing. What one culture considers to be necessary
parental discipline, another may view as punitive or abusive (Wong et al., 2009). Wu et al.
(2018) reflect on this in their research and commented that strict physical discipline is
considered as an important part of developing a child’s ability to cope with hardship within
the Chinese culture (Wong et al., 2009), whereas in America whilst corporal punishment is
legal, there is contentious debate about the morality of physical chastisement of children
(Miller-Perrin & Perrin, 2018). Whether actions are deemed to be culturally acceptable will
impact on reporting on childhood maltreatment, even when the same scale is used cross

culturally to capture this information.

The finding that childhood maltreatment is negatively associated with self-
compassion in adulthood supports a growing literature base showing an inverse relationship
between the experience of trauma in general and decreased self-compassion (Tanaka,
Werkerle, Schmuck & Paglia-Boak, 2011; McLean, Bambling & Steindl, 2018). It is
acknowledged that correlational analysis does not allow inferences to be made about the
pathway between childhood maltreatment and self-compassion. Nonetheless, from a clinical
perspective it helps clinicians to be aware that when working with a survivor of childhood
maltreatment, the evidence base suggests that they may also have low levels of self-
compassion. This is an important consideration given that high levels of self-compassion
have been shown to protect against adverse outcomes following trauma exposure (Kearney et

al., 2013; Hiraoka et al., 2015), whereas lower self-compassion has been linked to higher
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trauma related pathology (McLean et al., 2018). Self-compassion is not a static mechanism
(Messman & Bhuptani, 2020; Fritz et al., Wilson, Mackintosh & Power, 2019) and can be
increased under the right conditions. The review findings lend support to the utility of clinical
interventions aimed at increasing self-compassion in trauma survivors, such as Compassion
Focused Therapy (Gilbert, 2010) and Acceptance and Commitment Therapy (Yadavaia,
Hayes & Vilardaga, 2014), which have become increasingly used across numerous clinical

settings in recent years to target trauma symptoms.

The systematic review revealed limited findings in respect of gender differences in
self-compassion, with only one study exploring this relationship (Miron et al., 2016). Whilst
these findings showed that men reported higher levels of self-compassion than women, in line
with existing research (Neff & McGehee, 2010; Yarnell et al., 2015), none of the other
studies explored the contribution of gender, which suggests that further research into this area

is needed.

Systematic review of the correlations between self-compassion and different types of
childhood maltreatment showed that people who had experienced emotional abuse and
emotional neglect, most consistently reported low self-compassion. Only four studies looked
at childhood maltreatment by type and all comprised of undergraduate students, therefore
there are limits to the generalisability of this discovery, however it does support existing
findings regarding emotional forms of abuse being connected to low levels of self-
compassion (Ross, Kaminski & Herrington, 2019). One possible explanation for this
association is that children exposed to emotional abuse and neglect may be likely to
experience a parent being overly critical or verbally abusive towards them and can internalise
this critical voice and become self-judgemental, which could impact upon their ability to
show themselves compassion (Gilbert and Proctor, 2006; Stark, Schmidt & Joiner, 1996).
Emotional abuse and neglect can be both harder to identify and are often considered to be less
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serious than other more obvious types of maltreatment (Bottoms et al., 2016). Consequently,
it is likely that more children may endure emotional forms of maltreatment for longer periods
of time, thus increasing a sense of threat and decreasing capacity to relate to themselves in a
caring manner. It is also possible that emotional abuse and neglect often coincide with other
forms of abuse and that the experience of multiple forms of maltreatment have a stronger
association with lower self-compassion, however it is not possible to determine this from the
review findings. Another possible explanation for this association could be that people who
are low in self-compassion are more likely to experience low mood than others and this could

impact upon their recollections and reporting of emotional interactions within childhood.

Strengths and limitations of the review process are acknowledged. The search strategy
included all the main descriptors of childhood maltreatment in order to capture as many
articles as possible and increases confidence that all studies of interest were included. All but
two of the studies (Miron et al., 2014; Vettese et al., 2011) were published in the last four
years, between 2016-2020, which likely reflects the emerging role of self-compassion as a
positive psychological construct in the wider literature base. On this basis, the review reflects

a current and relevant contribution to psychological research.

In respect of limitations of this review process, it is important to reflect on the
potential problems with drawing comparisons between retrospective and prospective
measures. A recent longitudinal study conducted by Newbury et al., (2018) analysed
agreement between retrospective and prospective reports of childhood maltreatment,
collected at ages 5, 7, 10 12 and 18 years. The CTQ administered at 18 years captured events
up to the age of 12 years. They found only slight to fair agreement between prospective and
retrospective reports (all Kappa’s < 0.31) demonstrating that maltreatment experienced in
childhood and adult recollections of these experiences do differ significantly, with children
generally underreporting trauma in comparison to reports in adulthood. This validates
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previous findings from Everson et al., (2008) and Reuben et al. (2016) and raises important
questions about the validity of drawing conclusions from comparisons between prospective
and retrospective measures. However, prevalence of childhood maltreatment found by
Newbury et al., (2018) did correspond with national and global estimates irrespective of
method of measurement, which offers some support for the consistency of figures reported.
Similarly, they found retrospective recollections to be the best predictor of affective forms of
psychopathology, which is well connected with childhood maltreatment, lending further

support for this type of measurement.

Another limitation is that whilst a significant effect size for the association between
childhood maltreatment and self-compassion was found, the strength of the meta-analysis is
limited by the number of studies with qualifying data and any inferences drawn from the
overall effect size should be made with caution. There was evidence of considerable
heterogeneity found in the forest plots, which could be due to the small sample of papers
included and large variation of sample sizes within studies, however it could also be that the

effect size was caused by something other than chance.

Results of the systematic review and meta-analysis are generalisable to an extent:
studies took place in four countries and all had similar findings across clinical and non-
clinical samples. However as previously noted, the majority of participants were young,
white, female undergraduates which does limit the generalisability to a wider, diverse

community population.

In conclusion, the review findings suggest that childhood maltreatment is shown to be
associated with decreased self-compassion. This is particularly true of emotional abuse and
emotional neglect, suggesting that there is something specific about the association between

maltreatment of this nature and self-compassion, however further longitudinal research would
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be recommended to learn more about the nature of this association. Men appear to
demonstrate higher levels of self-compassion than women overall however, are

underrepresented in this sample and more research into gender differences is recommended.
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Alcohol use and Adverse Childhood Experiences: does Self-Compassion play a

mediating role?
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Abstract

Adverse Childhood Experiences or ACEs (e.g., childhood abuse, neglect or
significant household dysfunction) are shown to be positively associated with hazardous
drinking in adulthood. However, much of this research focuses exclusively on the role of
sexual or physical abuse in predicting severity of alcohol use or predominantly targets
clinical or adolescent samples. Furthermore, an emerging literature base suggests that self-
compassion can protect against negative outcomes following ACEs. The current study
examined the association between total ACEs and alcohol use in a mixed community/student
sample and whether self-compassion mediates this relationship. In total, 204 adult
participants completed a number of online measures assessing ACEs, hazardous alcohol
consumption and self-compassion. Correlational and mediation analyses were completed with
173 full data sets. The data did not support an association between ACEs and alcohol use but
did evidence a negative link between ACEs and self-compassion. Self-compassion was also
shown to partially mediate the relationship between ACEs and hazardous alcohol use.
Correlational and mediation analysis showed that self-compassion partially mediates the
relationship between ACEs and hazardous drinking, however that this effect is small. Whilst
this relationship was only partially mediated in the current study, the findings add to a
growing literature base suggesting self-compassion is likely to be an important therapeutic
target to help protect against negative health or psychological outcomes following childhood

trauma.
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Introduction

The term ‘Adverse Childhood Experiences’ is used to describe a range of experiences,
whereby a child is exposed to toxic or traumatic stress and which are generally measured
under the three specific domains of: abuse, neglect or household dysfunction. Once thought
to be limited to clinical samples, Adverse Childhood Experiences (ACEs) are now globally
acknowledged as a key public health issue (WHO, 2016). The prevalence of ACEs in the
general population is difficult to accurately estimate for a multitude of reasons, including
differences in definitions and the measurement of childhood adversity (Asmussen, Fisher,
Drayton & McBride, 2020; Finklehor, 1999). What is known however, is that many more
people are exposed to childhood adversity than previously thought. Bellis, Hughes,
Leckenby, Perkins & Lowey (2014) observed that in a deprived and ethnically diverse UK
community sample, 47% of individuals reported at least one ACE (including 19% people
who reported one ACE, 16% reported two to three and 12% reported four or more ACESs). A
recent survey conducted by the Office for National Statistics (2019) identified 49,570
children in England and a further 4,810 in Wales were under local authority care due to
experiencing or being at risk of experiencing abuse or neglect. Furthermore, the
corresponding report estimated that adults who have experienced abuse before turning 16
years old are also 39% more likely to experience domestic abuse later in life, compared to

adults who did not experience abuse in this time frame (Office For National Statistics, 2019).

There is an increased emphasis on the importance of taking a lifespan perspective
when looking at the impact of ACEs (Hughes et al., 2017). The experience of adversity at an
early age can have a profound negative impact upon how a child relates to themselves, others
and the world around them, which in turn can reduce their ability to cope with adversities in
later life. The link between ACE exposure and poor health outcomes in adulthood is well
documented (Bair-Merritt, Blackstone & Feudtner, 2006; Korotana, Dobson, Pusch,
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Josephson, 2016), however the National ACE survey in Wales also found that people who
have been exposed to ACEs are also at an increased risk of becoming parents at a young age,
developing poor mental health, using mind-altering substances, having contact with the

Criminal Justice System (CJS) and premature death (Bellis et al., 2015).

Exposure to multiple ACEs has also been shown to increase the likelihood of using
alcohol as a maladaptive coping strategy, which is shown to have multiple risks when ACEs
are measured both retrospectively in adulthood and longitudinally from adolescence to
adulthood (Allen, Moore, Kuperminc, & Bell, 1998; Miller, Maguin, & Downs,1997,;
LeTendere & Reed, 2017). This has been found to be particularly true in young adulthood in
a sample of 1234 young Finnish adults (Kestila et al., 2008). However, exposure to several
ACEs has also been shown to increase the likelihood of hazardous drinking in midlife in
samples from well researched cohort studies, such as the UK ACEs study (Bellis et al., 2014),
the USA Kaiser Permanente study (Dube et al., 2002) and in longitudinal data from the UK
Whitehall Study 11 (Leung, Britton & Bell, 2015). ACEs have also been linked to a diagnosis
of lifetime alcohol dependence (Pilowsky, Keyes & Hasin, 2009). This is concerning given
that alcohol use is also recognised as a significant contributing factor to the global burden of
disease and is thought to contribute to at least three million deaths worldwide each year

(WHO, 2016).

As such, it is becoming increasingly important to further explore the nature of the
relationship between ACEs and alcohol use, given the reported negative consequences for the
individual, for others and for society in general (Bellis et al., 2014; Felitti et al., 1998). A
number of the studies detailing the relationship between ACEs and alcohol use report
primarily on the role of sexual or physical abuse in predicting level of alcohol use (Spak,
Spak, Allebeck, 1997; Sartor et al., 2007) and do not account for other ACEs such as
emotional abuse, physical neglect and emotional neglect. This is problematic as patterns of
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alcohol use may be related to type of ACE experienced (Evren, Kural & Cakmak, 2006;
Lotzin et al., 2016). Additionally, research into this area often either targets clinical samples
and omits the wider community or focuses on adolescents and young adults. There is a
definite need to understand more about the nature of the relationship between all ACEs and

hazardous drinking with an adult community population.

Despite the wealth of evidence linking ACEs and alcohol, traditional models of
addiction treatment and relapse prevention often neglect the role of unresolved trauma in
recovery from heavy alcohol use and other substance difficulties (Miller & Guidry, 2001).
Although potentially due to lack of funding and service pressures, sole focus on alcohol use
reduction as the treatment target and overlooking causal factors may increase vulnerability to
relapse to heavy alcohol use. This then has implications on the quality of life of the individual
and places increasing pressure on mental health services due to a high number of

readmissions and associated cost.

Whilst the link between ACEs and alcohol use is well established, the mechanisms
that lead people who have experienced multiple ACEs to become hazardous drinkers are
unclear. Not all people who suffer ACEs will go on to drink heavily and many can create
positive changes (Stige, Bindar, Rosenvinge & Traen, 2013). There is a wealth of research
detailing the link between ACEs and negative health outcomes (Banyard, Edwards &
Kendall-Tackett, 2008; Shonkoff & Garner, 2012), but less is known about protective factors.
Self-compassion has emerged as an important construct for psychological well-being over the
last decade (Germer & Neff, 2014; Homan, 2018; Zessin, Dickh&user & Garbade, 2015).
Neff (2003b) conceptualises this as showing oneself the same kindness that one would
towards a friend, accepting human fallibility (that is, understanding that making mistakes is
part of the human experience) and being mindful and taking a balanced approach (e.g. not
suppressing or exaggerating feelings, but accepting them for what they are). This is different
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to compassion as a standalone definition, which is commonly known as “a sensitivity to
suffering in self and others, with a commitment to try to alleviate and prevent it” (Gilbert et

al., 2017, p. 1).

Self-compassion has been shown to partially mediate the relationship between
victimisation and psychological maladjustment and reduced negative consequences in
adolescents (Jativa & Cerezo, 2014) and can be directly linked to PTSD symptom severity
(Barlow, Turow & Gerhart, 2017). Similarly, self-compassion has been shown to mediate the
relationship between childhood maltreatment and emotional dysregulation in adulthood
(Vettese, Dyer, Li & Wekerle, 2011), indicating that individuals who possess higher levels of
self-compassion are better equipped to cope with distressing life events. As well as struggling
to be compassionate towards themselves, people who lack self-compassion can often find it
difficult to receive compassion from others or to exhibit compassion towards others. These
specific difficulties have been conceptualised in Gilbert, McEwan, Matos & Rivis’ (2010)
work regarding ‘Fear of compassion’ and their validated scale which measures this. It is
hypothesised that fear of compassion could derive from learnt social scripts viewing
compassion as demonstrating weakness or pity or as a conditioned fear response to
compassion as a result of receiving abuse or contempt from primary caregivers in childhood

(Gilbert et al., 2010).

Childhood emotional abuse specifically has been shown to reduce individual levels of
self-compassion (Tanaka, Wekerle, Schmuck, Paglia-Boak & The MAP Research Team,
2011) and may also be linked to negative coping styles. This can perhaps be understood in
the context of feelings of shame following childhood trauma, which can have a profound
impact upon personal identity (Dutra, Callahan, Forman, Mendelsohn & Herman, 2008) and
lead to maladaptive coping strategies (Briere, Hodges & Godbout 2010). Since taking a self-
compassionate position is related to an individual’s attitudes towards themselves and to their
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coping style during challenging times, it appears possible that higher levels of self-
compassion could conversely be related to lower levels of level of alcohol consumption and
may even mediate (i.e., explain part of the variance) the relationship between ACEs and

hazardous drinking.

In consideration of the existing research, the aim of the current study is to determine
using a convenience sample (i) whether all ACEs are associated with hazardous alcohol use
in adulthood, and (ii) to investigate if self-compassion will mediate the impact of adverse
childhood experiences on hazardous alcohol use. Specifically, the following hypotheses were
made: 1.) There will be a positive correlation observed between reported ACEs and levels of
alcohol consumption; 2.) Number of ACEs reported will predict lower levels of self-
compassion. 3.) Self-compassion will mediate the relationship between number of ACEs and
hazardous drinking in adulthood. The study methods and analyses strategy were preregistered

on aspredicted (#12631) prior to any data collection.
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Method

Design

The present study used a cross-sectional design with quantitative data. The dependant
variable was hazardous drinking as measured by the Alcohol Use Disorders Identification
task (AUDIT) and the predictor variable was the number of ACEs participants reported on
the Adverse Childhood Experience-International Questionnaire (ACE-1Q). Self-compassion
was the mediator variable, which was measured by the Self-Compassion Scale-Short Form
(SCS-SF). The recruitment target was 200 participants, as identified in a power analysis to be
a sufficient sample to detect a small effect size (r=0.10) in a mediation analysis with 80%

power (Fritz & Mackinnon, 2007).

Participants

Participants were recruited using an opportunity sampling method from the University
of Liverpool and via social media platforms. In total, 231 people enrolled in the study and
204 of these submitted questionnaires. Results from 173 participants were used for the data
analysis after partially completed cases were removed (e.g., people who completed only the
first two measures). Of these, 149 were women (86.1%) and 24 were men (13.9%).
Participant demographics are represented in Table 1. The mean age of the sample was 29.5
years (SD = 12.3), and the age range was 18-64 years. The majority of participants were of
White British ethnicity and were employed on a full-time basis. Study inclusion criteria was
English speaking adults over the age of 18 years and exclusion criteria was anyone under the
age of 18 years or who did not speak English. The study was advertised via word of mouth
and internet/social media. Ethical approval was obtained from the University of Liverpool

Ethics Committee prior to any data collection (see Appendix 3).
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Measures
All measures used for the research can be found in Appendices 4-13 respectively.

AUDIT

The Alcohol Use Disorders Identification Test (AUDIT; Babor et al.., 2001) is a self-
report 10-item tool developed by the World Health Organisation to identify hazardous
alcohol use. Questions measure the amount and frequency of drinking, alcohol dependence
and problems caused by alcohol. Examples include ‘How often during the last year have you
failed to do what was normally expected of you because of drinking?’ and ‘Have you or
someone else been injured because of your drinking?’. Eight questions are rated upon a five-
point Likert scale (Never, Less than monthly, Monthly, Weekly, Daily or almost daily) and
the final two are rated on a three point likert scale (No; Yes, but not in the last year; Yes,
during the last year). A total score is calculated by adding the score for each item. The
threshold for hazardous drinking as measured by the AUDIT is eight or over (Babor et al.,
2001). The AUDIT has been found to have a high internal consistency (a=.86; Sinclair,
McRee & Babor,1992). This is consistent with the current study where a good internal

consistency was found, McDonald’s ® = 0.88 (McDonald, 1970, 1999).

ACEs

The Adverse Childhood Experiences-International Questionnaire (ACE-IQ; World
Health Organisation, 2011) is designed to measure ACE’s, as well as the association between
them and risk behaviours in later life. Questions cover physical (PA), sexual (SA) and
emotional abuse (EA), physical (PN) and emotional neglect (EN) by parents or caregivers;
parental alcoholism (AP), domestic violence towards mother (DV), parental mental illness
(M), loss of parent by divorce or death (LP); bullying (B); witnessing community violence
(COMM V), and exposure to collective violence (COLL V). In addition to examining

individual ACEs, an ACE overall score was constructed. Exposure to any type of abuse,
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neglect, or household dysfunction counted as one point; and categories were summed for a
total score between 0 and 13 points. In the present study, an acceptable internal consistency
was found; o = 0.73, 0. =.0.73. All scale items except for “incarcerated parent” were included
in the analysis. This item was excluded on the basis that it was not endorsed by any
participant and therefore had no variance. Ashton, Bellis, Davies, Hardcastle & Hughes
(2016) also found this ACE-IQ item to be the least reported amongst their Welsh adult

sample.

Self-Compassion

Self-Compassion Scale Short-Form (SCS-SF; Raes et al.. 2011) was used to measure
the mediating variable of self-compassion. The SCS-SF is a 12 item self-report scale, which
has a near perfect correlation with the original full scale when examining total scores (Raes et
al.., 2011). Each item is a statement and participants are asked to rate how much they endorse
the item on a five point likert scale from ‘Almost never’ to Almost always’. Examples
include: ‘I try to see my failings as part of the human condition” and ‘When something upsets
me, | try to keep my emotions in balance’. The overall score on the SCS-SF has shown to
have good internal consistency with estimates of Cronbach’s alpha around .85 (Kelly et al..,
2013; Raes et al.., 2011). In the current study, the full 12 item scale had adequate internal

reliability, ® = 0.81.

Additional Measures

Fear of Compassion Scale (FCS; Gilbert et al.., 2011) is a is a self-report five-point
likert scale measuring the following: Fears and difficulties in feeling compassion from others
(13 items), for others (15 items) and for self (13 items). Item examples include the following:
‘There are some people in life who don’t deserve compassion’, ‘If people are kind, I feel they

are getting too close’ and ‘I feel that I don’t deserve to be kind and forgiving to myself’. For
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the purpose of the analysis, only the 13-item fear of self-compassion (FOSC) subscale was

used. This had excellent internal consistency, = 96.

The Hospital Anxiety Depression Scale (HADS; Zigmond and Snaith, 1983) was
included as an exploratory measure and for the purpose of being able to control for levels of
anxiety and depression. The 14 item self-report questionnaire measures symptoms of anxiety
and depression on a four-point likert scale. The HADS has been validated for use in both
hospital and community settings and has good internal consistency with Cronbach’s a for
both subscales; anxiety = 0.83, depression = 0.86 (Bedford et al., 1997). In the current study,
both subscales showed adequate internal reliability; anxiety, ® = 0.80 and depression; ® =

0.78.

The Alcohol Timeline Follow Back (TLFB; Sobell & Sobell, 1992) was used to
establish recent (previous week) and normal alcohol consumption. This has been validated

for with clinical and community samples and is found to have high test-retest reliability

The Lifetime Drinking History Questionnaire Short Form (LDH-SF; Friesema,
Veenstra, Zwietering, Knottnerus, Garretsen & Lemmems, 2004) was also administered to
measure lifetime drinking patterns. Correlation coefficients show that the assessment has
good construct validity of current intake (0.83 for men and 0.81 for women) and reasonable
validity for reported lifetime intake of 0.75 for men and 0.70 for women (Friesema et al.,

2004).

Procedure

Research was advertised through the University of Liverpool Experimental
Participant Recruitment (EPR) system within the School of Psychology, in addition to social
media. Participants were invited to take part in an online research study ‘investigating an

association between negative life experiences, alcohol and the role of self-compassion’. A
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link was contained in adverts which directed participants to the study page. First, they were
given an information sheet (Appendix 11) and asked to provide informed consent (Appendix
12). Participants then completed the questionnaires in a predetermined order (AUDIT, TLFB,
SCS-SF, FCS, HADS, ACE-IQ, LDH-SF). The LDH-SF takes the longest time to complete
and as such was presented last to mitigate against participants dropping out during

completion and not proceeding to the other questionnaires.

On completion, participants were shown a debrief sheet (See Appendix 13) thanking them
for their time and signposting them to local organisations, in the event that they felt affected
by any of the topics explored in the study. Finally, they had the opportunity to enter a prize
draw to win a £100 Amazon voucher. All email addresses were stored in a separate database
on Qualtrics and were not linked to individual responses. The study took approximately 25

minutes to complete.

Data reduction and analysis

Data screening was performed using SPSS v25 (IBM Corp, 2017). Five scores were
identified as univariate outliers and three scores were identified as multivariate outliers.
Multivariate outliers were removed, and the remaining five univariate outliers had their
scores adjusted i.e. depending on whether or not they were at the top or bottom of the range,
they were allocated a score one unit higher or lower than the next score respectively

(Tabachnick & Fidell, 1996).

Checks for normality were conducted using kurtosis and skewness to determine
whether the data followed a normal distribution. Only data on the TLFB normal and TLFB
total scales reached significance at the >1.96 level (Field, 2009), showing that data from these
variables were not normally distributed. Data from these variables were transformed prior to

data analysis.
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Descriptive statistics and Pearson’s correlations were used to explore the relationships
among all variables. Mediation analysis was used to assess whether the associations between
ACEs and hazardous drinking were mediated by self-compassion. Bias-corrected
bootstrapped (1000 samples) confidence intervals were calculated. Finally, exploratory
analyses were undertaken to further explore the contribution of individual ACE-IQ items on
participant’s SCS-SF and AUDIT scores using descriptive statistics and correlational
analyses. Data collected from the FOC and LDH-SF were also included in the exploratory

analyses.
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Results

Participant demographics

The sample was predominantly female and of white British ethnicity and 65% of
participants were aged under 30. Descriptive statistics are presented in Table 3. Participants
reported a mean ACE score of 2.44 (SD=2.28), with the most reported ACE being loss of a
parent (through parental separation or death), with 82 participants (47.4%) reporting this
lived experience. 76.3% of the sample reported one or more ACE, 57.2% had experienced
two or more, 37.6% three or more and 31.2% four or more. The mean AUDIT score of 9.23
(SD=6.62) was above the threshold for hazardous drinking but with a large standard
deviation. There was no significant difference between reported AUDIT scores for men and
women, t (171) = - 1.33, p = 0.185 and the mean AUDIT score for both men (M = 10.66, SD
=7.61) and women (M = 8.77, SD = 6.28) was above the cut off for hazardous drinking. The
mean score for self-compassion was slightly below the average score of 36, as derived from
the validation of the SCS-SF in a sample of more than 400 students in the USA (Raes et al.,
2011), indicating the overall sample reported lower than average levels of self-compassion.
Men (M = 36.04, SD = 7.94) reported slightly higher self-compassion scores than women (M
= 32.95, SD = 6.28), however this difference did not reach statistical significance, t (171) = -

1.86, p = 0.064. No significant gender differences were found on any of the study variables.

Associations between ACEs and Alcohol use

Zero-order correlations are shown in Table 3. There was no significant correlation
found between ACEs and AUDIT scores r = .094, p = .221 or ACEs and TLFB total; r =
0.049, p = 0.522 or TLFB normal scores; r =.054, p = .479. ACEs were negatively correlated
with self-compassion r = -.252, p < .001, demonstrating that the more ACEs people had

experienced, the less self-compassion they reported. However, a negative correlation was
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found between ACEs and participant’s age when they first drank alcohol, as measured by the
LDH-SF (r= -0.248, p < .001), showing that the more ACEs people had experienced, the
more likely they were to start drinking alcohol at a younger age, with only 8 of the 173
participants being aged 18 years or over when they first consumed alcohol (4.71 % of
sample). Similarly, a significant negative correlation was found between AUDIT scores and
age; r =-0.307, p <.001 suggesting that reported hazardous drinking reduced as the age of
participants increased. As predicted, AUDIT scores were significantly negatively correlated
with self-compassion; r = -0.246, p < .001, showing that as hazardous drinking increased,

self-compassion decreased.
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Table 3. Descriptive statistics and bivariate correlations between all variables

MEASURE 1 2 3 4 5 6 7 8 9 10 11 12 13
1. GENDER -

2. AGE -.001 -

3. RACE/ETHNICITY | 0.139 -.071 =

4. EDUCATION -.104 281F** -.093 -

5. ACE-IQ .092 .054 .166* 112 =

6. AUDIT 01 -.307*** 011 -.242%* .094 -

7. SCS-SF 141 .188* -.028 .007 -.252%F* - 2467 -

8. TLFBT .199** -.086 -.070 -.156* .049 .508*** .140 -

9. TLFBN .166* -.029 -.069 -.180* .054 .526*** 119 .896*** >

10. FOC .005 -171* .089 -210**  328***  438***  5l11***  286***  .255%** -

11. HADS D .049 .050 .160* -.184* 276%** 162* 400*** .109 .156* A418*** -

12. HADS A -.096 -.206** .088 -.046 292%F* .189* .568*** 102 124 AB5FF* 4B xr* -

13. AGE FD -.191* .069 -.049 -.047 - 248*** -.089 .027 .032 -.051 .025 .001 .041 >
M 1.14 29.54 1.40 1.94 244 9.23 33.41 12.45 9.83 44.25 4.79 8.99 14.50
SD 0.35 12.29 1.26 0.73 2.28 6.62 7.61 14.87 12.57 26.29 3.42 4.01 241
MINIMUM 1.00 18.00 1.00 0.00 0.00 0.00 15.00 0.00 0.00 0.00 0.00 0.00 4.00
MAXIMUM 2.00 64.00 9.00 3.00 10.00 32.00 54.00 84.00 63.50 113.00 17.00 18.00 30.00

Note. SCS-SF = Self-Compassion Scale Short-Form; TLFB T = Timeline follow back total units (last week); TLFB N = Timeline follow back normal weekly units; FOC =
Fear of Compassion; HADS D = Hospital Anxiety and Depression Scale Depression; HADS A = Hospital Anxiety and Depression Scale Anxiety; Age FD = Age at first
drink of alcohol; * p < .05, ** p < .01, *** p <.001
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Mediation analyses

The direct effect of ACEs on AUDIT was not significant (B = 0.02, SE = 0.03, p =
.62, 95% CI — 0.05 to 0.09). However, the indirect effect of self-compassion was statistically
significant (B = 0.16, SE = 0.07: (95% CI 0.05 to 0.34) p = .026) suggesting that self-
compassion did partially mediate the relationship between ACEs and alcohol use.
Approximately 5% of variance in AUDIT scores (R? = .055) was accounted for in the model,
indicating that the association between ACEs and AUDIT was partially mediated by self-
compassion, however the strength of this association was small. Mediation analysis of the

association between ACEs and AUDIT via self-compassion is displayed in Figure 5.

Figure. 5. Mediation model showing the indirect effect of ACE’s on AUDIT, mediated by self-
compassion.

SCS-SF

-0.84 (0.25) / \;0.19 (0.22)

0.11 (0.22)
ACE-1Q N AUDIT

Note. Values are unstandardised coefficient and standard errors.

Exploratory Analyses

Mediation by Fear of Compassion

Exploratory analyses were conducted between the individual ACE-IQ items and
participant scores on the SCS-SF and AUDIT to determine the individual influence of each
ACE-IQ item on individual levels of self-compassion and hazardous drinking. A negative
correlation was found between emotional neglect and self-compassion in particular, r = -.260,

p < .001. In terms of the association between hazardous drinking and individual types of
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ACEs, sexual abuse (r = .258, p < .001) and collective violence (r = .259, p < .001) were

found to be most closely correlated to AUDIT scores.

Fear of compassion was used in an exploratory mediation model to see if it mediated
the relationship between ACE-IQ and AUDIT scores. The indirect effect of fear of
compassion statistically significant (f = 0.42, SE = 0.11: (95% CI 0.23 to 0.66), p < .001)
showing that fear of compassion had a stronger mediating effect on the relationship between
ACEs and alcohol use than self-compassion. The model explained approximately 18% of
variance in AUDIT scores (R? = 0.18). Mediation analysis of the association between ACEs

and AUDIT via fear of compassion is displayed in Figure 6.

Figure. 6. Mediation model showing the indirect effect of ACE’s on AUDIT, mediated by fear of
compassion.

FOC

3.76 (0.83) / Y.n (0.02)

ACE-1Q N AUDIT

-0.15 (0.21)

Note. Values are unstandardised coefficient and standard errors.

Drinking patterns amongst the lifespan

Whilst the purpose of the study was not to examine drinking patterns across the
lifespan, correlations on the data collated from the LDH-SF were also included in exploratory
analyses. Data collected from the LDH-SF and AUDIT supported a negative correlation
between age and hazardous drinking, r = -.307, P < .001, with alcohol consumption peaking
around ages 19-27 (M =5.81, SD = 5.37), reducing between ages 28-44 years (M = 3.83, SD
= 3.38) and almost halving between ages 45-60 years (M = 2.92, SD = 1.93) in comparison to
intake as a young adult.
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Discussion

The primary purpose of this study was to examine the relationship between ACEs and
alcohol use, and whether this association was mediated by self-compassion. ACEs are linked
to a multitude of poor psychological and health outcomes in adulthood including hazardous
drinking, but much of this research focuses solely on sexual or physical abuse, which limits
the generalisability of findings as problematic alcohol use may be related to ACE type.
Similarly, little is known about positive personality factors such as self-compassion, which
may protect against hazardous drinking and could potentially be promising areas to focus on

in alcohol treatment.

We predicted a positive association between ACEs and AUDIT scores, and ACEs and
self-compassion. Furthermore, we expected that self-compassion would mediate the
relationship between ACES and AUDIT scores. We demonstrated limited evidence of an
association between ACEs and alcohol use. However, ACES were negatively associated with
self-compassion and self-compassion partially mediated a relationship between ACES and

AUDIT.

The data did not support our first hypothesis of an association between ACEs and
alcohol use. The prevalence of ACE’s reported however was similar to that found in an
official ACEs study, which used a nationally representative sample of English participants
aged 18-69 (Bellis et al., 2014). While we found no evidence that ACEs were related to
hazardous drinking, ACEs were associated with initiation of alcohol consumption, with the
majority of the current sample first drinking alcohol before the legal drinking age of 18 years.
This replicates findings by Dube et al. (2006), whose research also investigated reasons for
drinking alcohol and proposed that the reason that people began drinking at a young age was

to help them to cope with the adversities that they had experienced. The idea of using alcohol
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as a coping mechanism following ACEs suggests a temporal relationship where it is the
traumatic impact of some ACEs which can lead to early onset of alcohol use, rather than just
the presence of ACEs alone. It is not possible to determine this from the current study design,
however this is worthy of further exploration in future research. ACEs were also highly
correlated with both anxiety and depression, supporting causal theories that experiencing
adversity at an early age can lead to mental health difficulties in adulthood (Ashton et al.,

2015; Bellis et al., 2015; Brown et al., 2009).

We observed evidence of a negative association between ACEs and self-compassion.
This finding adds to a growing literature base suggesting that ACEs are related to lower
levels of self-compassion, perhaps due to the negative appraisals that people make about
themselves and their own worthiness of compassion in general following trauma in childhood
(Ross, Kaminski & Herrington, 2019). It is also possible that people who have higher levels
of self-compassion are more resilient and that this has an impact on ACE reporting, however
it is difficult to determine the direction of the association when comparing retrospective and

prospective measures.

The results of the study partially supported existing research showing that self-
compassion may protect against adverse health outcomes in people who have had ACEs
(Germer & Neff, 2014; Zessin et al., 2015). However, in contrast to existing literature, the
effect in this sample was small. Interestingly, fear of compassion was found to have a
stronger mediating effect on the relationship between ACEs and alcohol use than self-
compassion did. Fear of compassion has emerged as a barrier to compassion in the research
literature and is shown to be high amongst survivors of childhood maltreatment (Gilbert and
Proctor, 2006). Increased sensitivity to threat, critical self-beliefs and significant shame are
all factors which have been shown to be associated with fear of compassion in this population
(Gilbert & Proctor, 2006; Ross, Kaminski & Herrington, 2019). In a qualitative study
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exploring perspectives on self-compassion from adult female survivors of sexual abuse,
McLean, Bambling & Steindl (2018) found that some women found the concept of self-
compassion to be uncomfortable and to be synonymous with self-pity. McLean et al. (2018)
discussed how positive emotions can be terrifying for survivors of sexual abuse and increase
feelings of vulnerability. Based on the findings in the context of the wider literature, it is
possible that people who experience trauma as a result of ACEs can develop a fear of

compassion.

This study is the first known attempt to directly explore the role that self-compassion
plays in mediating the relationship between ACEs and hazardous alcohol use. Furthermore,
much of the previous research investigating the relationship between ACEs and alcohol use
has focused primarily on the role of sexual or physical abuse and has either excluded other
ACEs (Spak et al., 1997; Sartor et al.., 2007; Nayak et al., 2012; Lotzin et al., 2016) or has
limited the sample to either clinical populations or adolescents and young adults (Leung et
al., 2015). As well as exploring the mediating role of self-compassion, this study has
investigated the correlations between individual ACEs, self-compassion, and hazardous
drinking within a non-clinical sample. The results show that many people from a
predominantly white, female, community sample have experienced ACEs, report lower than
average self-compassion scores and also report hazardous drinking in adulthood. That is, their
alcohol use can be deemed hazardous due to the frequency and volume of consumption, signs
of dependence and problems experienced which are directly linked to being intoxicated, e.g.,
injury or memory loss (Babor et al., 2001). However, this relationship was only partially
mediated in the current study and there was very large variability observed between

participant’s ACE-IQ scores.

Interpreting the results in the context of previous qualitative and quantitative research
findings (e.g. Dube et al., 2006; McLean et al., 2018), one possible explanation for the
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findings is that ACEs often occur in the family home and are linked to caregiving
experiences. Maltreatment by caregivers can lead children to adopt negative self-perceptions,
which often match the way that they believe they are perceived by their primary caregiver
(Stark, Schmidt & Joiner, 1996). Such beliefs can be pervasive, intolerable and continue into
adulthood (Ryle & Kerr, 2002). An adult who believes that they are unworthy of compassion
is likely to turn to maladaptive coping strategies when faced with difficulties (Briere et al.,
2010) and alcohol is arguably the most widely available and socially acceptable substance

that people use for this purpose.

Pervasive mental and even physical health problems may be exacerbated by the lack
of appropriate interventions targeting the adult population who experience ACEs and partake
in risky alcohol consumption behaviours (Loudermilk, Loudermilk, Obenauer, Quinn, 2018).
However, prevention is arguably more effective than cure. Therefore, if self-compassion can
even partially mediate the problematic relationship between ACEs and alcohol use, this
highlights an important treatment target area for early intervention. Increasing self-
compassion during childhood or adolescence may lead to the development of stronger

positive appraisals of self, which in turn could reduce maladaptive coping strategies.

There are clinical implications of this study, which highlights the importance for adult
clinical services to assess for ACEs alongside a range of other presenting difficulties, but
particularly when an individual has a history of alcohol misuse. Positively, over the last
several years, mental health services have demonstrated more awareness of the comorbidity
between ACEs and other difficulties and are becoming more trauma informed in response to

research in this area, however this work is arguably in its infancy and more needs to be done.

Compassion focussed and mindfulness-based interventions have been shown to

protect against adverse health outcomes generally following childhood trauma in the current
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literature base. In line with existing research showing the benefits of increasing an
individual’s self-compassion (Briere, 2012; Vettese et al., 2011), the current study findings
tentatively suggest that treatments and approaches which cultivate self-compassion in

survivors of ACEs may also be helpful in reducing hazardous drinking in adulthood.

The findings of the current study did not lend support to previous research
demonstrating a strong relationship between ACEs and hazardous drinking and in turn self-
compassion was only shown to have a small mediating effect. It is important to interpret these
findings in the context of the demographics of the study sample. There is some existing
research to suggest that women are up to 55% less likely to binge drink following ACEs than
men (Lee & Chen, 2017). The sample of the current study was predominantly female which
may have underrepresented the relationship between ACEs and alcohol use. Similarly, gender
differences are reported in self-compassion literature, with some evidence suggesting that
men are slightly more likely to take a self-compassionate stance than women (Yarnell,
Stafford, Neff, Reilly, Knox & Mullarkey, 2015). Therefore, these results could be different

with a more evenly distributed sample with relation to gender.

Similarly, nearly one third of the study participants were students. There is a well-
established culture of binge drinking within UK student populations (Bewick, Mulhern,
Barkham, Trusler, Hill & Stiles, 2008; Davoren, Demant, Shiely & Perry, 2016; Supski,
Lindsay & Tanner, 2017), which may partially explain why the mean AUDIT scores were
over the threshold for hazardous drinking and why alcohol consumption as measured by the

TLFB and LDH-SF reduced as people got older.

There are also methodological weaknesses of the study that should be considered.
Firstly, the study constructs were measured using self-report scales, some of which relied

upon retrospective reporting (e.g. ACE-1Q, LDH-SF, TLFB). Retrospective reporting can
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lead to measurement and recall bias, which can impact upon the validity of the results
(Maughan & Rutter, 1997). Prospective measures were also utilised, meaning that the
mediation analysis was conducted using cross-sectional data. Many researchers advise
against this (e.g. Maxwell & Cole, 2007) as measuring constructs from different time points
at the same time means that temporal precedence or causation cannot be determined. Cross-
sectional mediation is a useful way of analysing data retrospectively, but the results should be
interpreted with caution. The same is true of conducting high numbers of correlations, which
can increase the possibility of a type 1 or type 2 error (Field, 2009). Finally, the quantitative
questionnaires employed in this study tell us about when people first started drinking, their
quantity and frequency of alcohol use, but nothing about context or reasons for drinking. This

is important to understand in context of pathways to hazardous drinking.

Many different traumatic experiences are encapsulated under the heading of ACEs
and to investigate the long-term impact of such collectively, rather than individually may be
considered a reductionist approach. In the current sample, participants who had experienced
emotional neglect specifically were most likely to report low self-compassion scores,
although there was no significant correlation found between emotional neglect and AUDIT
scores. Childhood sexual abuse was the only variable which significantly correlated with both
ACE-1Q and AUDIT results. It is possible that self-compassion may have a stronger
mediation effect between some specific ACEs (e.g. childhood sexual abuse) and hazardous

alcohol use than others and this would be a useful area of outstanding research for the future.

In conclusion, although a direct effect between ACEs and alcohol use was not found,
this cross sectional, self-report study lends some support to the role of self-compassion as a
mediator between ACEs and hazardous alcohol use. There are also promising findings in
relation to the mediating role of fear of self-compassion and future research would benefit
from exploring this longitudinally or in a larger, more diverse sample.
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Appendix 1 - Study Selection Screening Tool

Review Question:

What is the prospective association between childhood trauma and self-compassion in adulthood?
- How does trauma influence the development of self-compassion?

- Is there any difference depending on type of trauma reported?

- Are there any gender differences?

Inclusion

Studies will be included if they: a) are published in English; b) report data from participants aged 18 or
over and c) report quantitative data relating to the relationship between childhood trauma and self-
compassion and/or fear of self-compassion in adulthood. In keeping with relevant literature in this area,
the term childhood trauma will be defined as a history of emotional, physical or sexual abuse in
childhood; however this may also include physical neglect, emotional neglect and other experiences
which occurred in childhood and could be considered traumatic.

Childhood trauma and Self-Compassion Screening and Selection Tool

Reviewer Name: Date:
Author name Year:
/Study ID:
Title: Journal:
Patient Population Include Exclude
O Participants aged 16 or over O3 Participants under the age of 16
O Fluent English speaking 3 Articles in any other language
Interventions Include Exclude
O All which measure childhood 3 All other interventions

maltreatment, self-compassion & the
relationship between the two variables

Comparators Include Exclude
O Childhood trauma and self-compassion [ Childhood trauma only
3 Self-compassion only

Outcomes Include if one of*: Exclude
O ACE-IQ* 3 Does not report any outcome from
O CAT measures specified in inclusion criteria
O CTQor CTQ-SF
O TLEQ
O ICES
Plus one of*:
0 SCS or SCS-SF

Study design Include Exclude
O Quantitative Designs O Any study design other than
Quantitative
Overall decision O INCLUDED O EXCLUDED
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Notes

*ACE-1Q = Adverse Childhood Experiences (World Health Organisation, 2009)
CAT = Child Abuse and Trauma Scale
CTQ = Childhood Trauma Questionnaire (Bernstein & Fink, 1997)
CTQ-SF = Childhood Trauma Questionnaire — Short form (Bernstein et al., 2003)
ICES = Invalidating Childhood Experiences Scale (Mountford, Corstorphine, Tomlin)
SCS = Self-compassion Scale (Neff, 2003)
SCS-SF = Self-compassion Scale Short-Form (Raes, Pommier, Neff & Van Gucht,
2011)
TLEQ = Traumatic Life Events Questionnaire (Kubany et al., 2000)
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Appendix 2: AXIS Quality Assessment Tool

Questions

Yes

No

Do not know/comment

Introduction
1. Were the aims/objectives of the study clear?

Methods

2. Was the study design appropriate for the stated aim(s)?
3. Was the sample size justified?

4 Was the target/reference population clearly defined? (Is
it clear who the research was about?)

5. Was the sample frame taken from an appropriate
population base so that it closely represented the
target/reference population under investigation?

6. Was the selection process likely to select
subjects/participants that were representative of the
target/reference population under investigation?

7. Were measures undertaken to address and categorise
non-responders?

8. Were the risk factor and outcome variables measured
appropriate to the aims of the study?

9. Were the risk factor and outcome variables measured
correctly using instruments/ measurements that had been
trialled, piloted or published previously?

10. Is it clear what was used to determined statistical
significance and/or precision estimates? (eg, p values,
Cls)

11. Were the methods (including statistical methods)
sufficiently described to enable them to be repeated?

Results

12. Were the basic data adequately described?

13. Does the response rate raise concerns about non-
response bias?

14. If appropriate, was information about non-responders
described?

15. Were the results internally consistent?

16. Were the results for the analyses described in the
methods, presented?

Discussion

17. Were the authors’ discussions and conclusions
justified by the results?

18. Were the limitations of the study discussed?

Other

19. Were there any funding sources or conflicts of interest
that may affect the authors’ interpretation of the results?
20 Was ethical approval or consent of participants
attained?
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Appendix 3: Confirmation of Ethical Approval

UNIVERSITY ODF

LIVERPOOL

Central University Research Etics Committee A
28 March 2018

Dear Dr Locerzets

1am pleasad to inform you that your application for research ethics approval has been approved. Applcation details and conditions of
approval can be found bedow. Appendix A contans a kst of documents approved by the Commitiee.

Application Details

Reference: 2n3

Project Ttle: Acohal use and negative ife events: can being kind to yourself be a profectve factor?
Prinopal InvessgatorSuperasar: Dr Valentina Locenzett

Coinvestigator(s) Miss Amy Downing, Dr Luna Cersfant

Lead Student Investigator: .

Department: Psychalogcal Soences

Approval Date: 28032018

Approval Expiry Date: Five years from the appeoval date isted above

The apghication was APPROVED subject to the following conditions:
Conditions of aporoval
* Al serious adverse events must be reported via the Research Inlsgrity and Ethics Team (alhics@iverponl ¢ uk) within 24 hours of
their ooourrence,
® If you with 1o exiend the duration of the study beyond the resaarch sthics approval expiry date listed above, a new applicasion should
be submited.
* If you wish 1o make 3n amendment 1o the research, pleass create and submit 3n amendment form using the research ethics system.
o I #1e named Principal Investigator or Supenvisor leaves the smploymeart of the University during the course of tis approval, the
approval will lapse. Therefore it will be necessary to create and submit an amendment form usng the research athics System.
* Itis the respansibiity of the Prindpal Investigator'Suparvisor 10 infarm 3l the investigators of the terms of the spproval

Kind regards,

Centiral University Research Ethics Committee A
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Appendix 4: The Alcohol Use Disorder Identification Test (AUDIT)

The following assessment asks some questions about your use of alcohol. Your answers will
remain confidential so please be honest. Place an X in one box that best describes your

answer to each question

Questions 0 1 2 3 4
1. How often do you have a drink containing alcohol? Never | Monthly 2-4 2-3 4 or
timesa | timesa | more
month week | timesa
week
2. How many drinks containing alcohol do you haveona | lor2 | 3or4 5o0r6 7t09 10 or
typical day when you are drinking? more
3. How often do you have six or more drinks on one Never | Less | Monthly | Weekly | Daily
occasion? than or
monthly almost
daily
4. How often during the last year have you found that you | Never | Less | Monthly | Weekly | Daily
were not able to stop drinking once you had started? than or
monthly almost
daily
5. How often during the last year have you failed to do Never | Less | Monthly | Weekly | Daily
what was normally expected of you because of drinking? than or
monthly almost
daily
6. How often during the last year have you needed a drink | Never | Less | Monthly | Weekly | Daily
in the morning to get yourself going after a heavy session? than or
monthly almost
daily
7. How often during the last year have you had a feeling of | Never | Less | Monthly | Weekly | Daily
guilt or remorse after drinking? than or
monthly almost
daily
8. How often during the last year have you been unableto | Never | Less | Monthly | Weekly | Daily
remember what happened the night before because of than or
drinking? monthly almost
daily
9. Have you or someone else been injured because of your No Yes, but Yes,
drinking? not in during
the last the last
year year
10. Has a relative, friend, doctor, or other health care No Yes, but Yes,
worker been concerned about your drinking or suggested not in during
you cut down? the last the last
year year
Total
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Appendix 5: Adverse Childhood Experiences Questionnaire (ACE-1Q)

Faricipar ldsnification Bumbar: | [ [ [ D IT 011
Adverse Childhood Experiences International Questionnaire (ACE-IQ)

i CEMSERAPHIC INFORBLE TIOM
ol | e {Recond Make S Faimane as ahsaread) Mk
[C1] ] Ferak
02 | Whal s your date of b7 Day[ I Month| [ ] Year [ [N T |
[& Linkinorsn j5s fo OS5
0% | How old ang pou™ [ N1
[&3
04 | Whal s your |inseT refevan! Sifink groun | | L oratly defined]
[C4 | rachad oo ouilfe grodn ¢ offhars) ] | L ocaily defined
bacigrou nd? ] | ocaily defingd]
Rl ied
05 | Whal s T highast kel of aducation you | Mo lammal schionlng
[C5 | havi comphinied? ] Less than primary schoaol
| Primaary schocd complkaisd
| SoecondanyHqh schoosl comploned
|. ColgaUrivarsiy complaied
Piost gracki e chefjre
Rl ied
0E | Which of tha followdng best describas your ] (CCRA R TR Ty
PoE] | masn woirk stahis cver The lasi 1.2 monihis? I. I'-I-nn-nn-ﬂm:ng'rlm'mi:ﬂ.-u
l Eell-amployod
| Maon-paid
I Snuaciant
| Hismigamaker
[ Riifed
WL ] (bbb Bo k|
Uneimployed fumabde o work]
Raolusied
LT | Whal s your civic slanes™ Marmied G o OLMET
) Living as coupie
| Divorced o separalod
| Sirgla
I. Widowad (Go o O M)
et
Raolusied
i MARRIAGE
i1 | Haree you evar basen maimiod 7 [ ik
[hatt] | " Mo [Go o O.MS)
" FRatused
1.2 | Al wha age wan you 1rsh marred? . Apa| Q]
] Falusad
1.2 | Atheime of your firsl mandage did you | Yes fGo b QUMS)
3] | yoursell choose your husbandfsila? I L Mo
Con't kracey ' Mo L
Rl sad
14 | Arthiaima of yous Srsl marage Iy did nol . Tes
4] | choosa your husbandssile yoursell, ddyou | L M
gl WO Consan i tha chokca? Pl sad
15 | Fyou are @ mofher of ladhor whal was your o apa| 11
5] | mge whan wour Tirst ohild was bomT L Pbod il e abik
| Fuafu s
Acbwran Thidsesd Expasarcs s iniersaicnal Chaeermare ACE-K| Bi.l

Sacion & Duasinnaye
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Fartcipan lenification Fumizae: [ ] [ ] 0 01 1

> AF| ATHERHIP WITH PARFNTRIRIEAMNIENE
When you were growing up, during e fest 18 years of youwr life. ..
=1 D4 oo parorisiguandiars undersiand o | . Bl
[F1] | problems and womes? |  Miogi of e iima
| ., Somstimes
I Fuaraly
| e
Fafuned
22 | O pour parersiguandians neally know whad Alvais
[F2] | yiois wara doing with your frass tims when you " Mot of e fima
woia Nl 32 school or work? " Sursiimes
Faraly
Mt
| Fafised
3
21 How ofier did your parenis’guandiars not Many fimes
[F3] | ghea you emciigh oo gvan when thay oousd A o Gmes
aasily have dona 507 Orep
Mgwar
Faalu sad
32 | Wers your parenisiguasdians oo drunk of Kliany lime=
[Pd] | indccicated by dnags o inke care of you? B lerw mes
]
Mawar
Faalu sad
3% | How ofen did yous panenis'guandiang nol Mllany times
[Ps Sard vodl 10 srhoadd eEn whian I was B lew Ames
gl b7 OFieg
Mgwar
Pt Sa
4 FAMILY ENVIRIONMENT
Whn you were groeing un, during the frst 18 years of your life . . .
4.1 Dhid s v with & holsehold mamibe wito iag
[F1] |was o probéem drinker or alooholic, oF miSusod [ =]
Sreal of presoriplion dugs? Rulused
4 F D 'pras o aiith @ househiobd mamibes wihin Y
[F2] | was dapnessed, mamally 0] or sukcadal? o
Relisiad
43 | Odd o e with & holsehokd mamibe wito iag
[F3] | was ower o 1o jal o prison ']
Relusiad
4.4 | Wern yOUF Daronts over separalod of am
[F4] | divoroed? 5 =]
M apdic albde
Rulused
S | Oid pois mcthar, faiher or guandian die™ ¥as
[F5] [ ]
Dot v [ [MoE SUPD
olus

These neéxt questions ane about cortain things you may actually hawe heard o seen IN YOUR
HOME. These are things that may have bosn done to another household memiber bat not

nieces sarily bo you.

Agvene Cridscsd Expasarce s inler=ascn sl Duasermare [ACE-KJ
Sacion & Dusshonmine
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Pariicipani lSenificabon Burssc [ 0 1] D1 1]

Whaan ol wisne grosving up, during the firsd 18 yoears of your B . ..

d A M pria enn m hear o peeend oF e sk Bl sirr i
[FE] | mambsr in your homs baing ywelied ot A, B TS
screamed af, Lo al, insuled oF Rismiiaiod? Oz
o' a4
Folised
4T O 'pois Sed oF hear 8 parant of Faod Sehokd My limas
[FF] | meembssr in your homs baing Sanped, Koked A hawy Timees
punchad or beaian up? Onda
Pbaeil
Rilused
45 Oid o S0 oF hear & parant of Feodl seihokd Flarey 1imas
[FH] | membser in your homs baing bt or cut with an A, fgw TS
oberi, such a& a siick (or canaj, boida, dub [a [T
knila, whan eoc. 7 [T
Rulisad

Theese nest questions are aboul cirtasn things YOU may hie experkenced.

Whan you were growing up, dusing the first 18 years of your Bfe . . .

5
51 id & parani, guandian or othar howsshold Mllany times
[AL] | membsr e, Soreaim of Swaar ai ywoud, imsul & lew dmes
or humiliaie youT Orce
Fawar
Faafiui s
5 F Did & panani, guandan of othar housahold Alany times
[A3] | membsr threaion o, or acislly, abandom i A lore Ames
o throey you ol of tha house™ (W]
F drwar
S i
53 Oid & panani, guandian o othor housahold Many limes
[A3] | membser spank, Slap, Kok, puneh o Bsal you B lew dmes
up? [ ]
Fawar
el L el
54 Ohd & parani, guandian of cothar howsshold Alany times
[E4] | membssr Bl oF canl you with an objed, such as A lew Himes
a S5ck (o cana), boiia, dub, knila, whp eic? Orce
Fawar
Faad L sl
55 Oid someona jouech o fondks ywodd in & sediial Alany times
[A5] | way whon you Sid nof want them n? A lore Ames
[ ]
F drwar
el L el
S5 O4d someans make wou bouoh thak oy inoa Alany times
[AE] | sl wiry when pou ol nod wanl them ia? B lew dmes
[ ]
Fawar
Faad L sl
57 | Ohd someone afempd oral, anal, o vaginal Mllany times
[AT] | ingenciouirss with you when you did not ssani & lew dmes
thasm o [

Advene Chidtccd Expessrce s Inier=ascn sl Chmsiormers [ACE- K]

Sacion & Duasionasre
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Parficipan lSemificaton Rumizare: | I [ | D L] 1 1

Mawar
Fatii seid
58 | Oidsomeong achialy has ol anal, of Mllany lime=s
[BB] | vagina Plancourss Wil you whisn pou dd mol A o Smes
W Team a7 Orca
Mowar
Fafuzad
& FEER VIOILENCE
Thesa nizxl gueesiions ane abows! BEING BULLIED wihin you wons growing i Bullying
I3 whei @ YOLMG DErson OF ghoup of yousng people say oF do bad @nd unplsasant
things 1o amather young person. s sl Builfying whan o young person & eased o kot
im o whiplessant way oF wihisn & young person is left ool of things on purposs. i is not
P i P b PR P il AT sk et Thes wmeve sheang il o s ansjiis e Tighe s
whon teasing s done in a friendly and fun way.
Whisn you wePe growing wn, during the frst 18 years of your life . ..
& Hiow offen wana you bullied? Many limes
[vi] & fow Himes
DOnoe
Maver (Go do O VW37
Agfusad
B2 | Howwirs you bullod most oftan? | vz hil, icked, pushed, shoved around, or
Va3 bckiad indoors
| s, i fun of Dol se of my race:
naficnaliy or colow

| was made fun ol becauso of my religicn
| wiaes imiachs: Tun of with seoiual jokies,
COMMEnts, of gesiures
1 was lah oul ol aciivithes on LADoSEE oF
mrnh-qnllr Erined
| waes ik Fun of bacaiss ol how my body
of hai lookod
| wis Buillbes! i S0 o Wiy
Auhisad

This nexd guastion i abowt PHYESCAL FIGHTS. A physécal Aght ooturs whan o yoing
people of about the: same strength or powes choose to fight sach other.
When you were growing up, durng the first 18 years of your ife . . .

83 Hiow oftei wara youl in & physical Tight? Many limes
3 A lerw Timies
Cnos
Mavar
Rafusad
ri WITHESSIRG COMMUNITY ¥IOLENCE
These naxt guesibons ane aboud hiow otien, when you wene a child, YOU may hase SeEn
o haard certain things in your NEIGHEDURHOOD OR COMMUNITY (not in your hosme
or on TV, mawies, or The mdie].
When you were growing up, during the fst 18 years of youwr lile . . .
Ti D yois S oF hear SOmacn being baaien BElany Hmes
[vd] | upin real lige? B lere mes
Orice
Fawar
Fafu=ad
T2 Oid yois sed oF hear Somaons Bsing slabbad BElany Hmes
Agvenne Thidsccd Expasarce s Iniesascnsl Duasermare [ACE-K |- LIE ]

Sacion & CDuassonare
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Farticipan Ienification Bumsar: | [ ] D 1] 1

[VE] or shot in real He? M lore Bmes

Crine

Flarwir

Rl sadd

T3 O i Sl oF hear Sormaons Essdng Mlany fimes

[VE] |threalensd with a knile of gun in real Be? & low imes

Croe

Fiwiad

P Ll el

& EXPOCSURE TO WARDOLLECTIVE YROLENCE

These questions anme about whether ¥OU did or did nod exgerience any of the foliowing
gvenls whan you were @ child The events are all to do with collective wioknce,

imecd iediing wars, berrorism, political oF stfnkc contlicts, genccide, repressian,
disappssarances, torune and onganized violent criene sech as bandibny and gang
wartare.

Whn you webs growing up, during e st 18 years of your lihe . .-

- | Wrn you foecod o oo and live in W3 Omes
[WF] | anoiesr pdace diss (0 any ol ese A law limas
avanisT oinca
[T
Rt
g2 O o eopaianea tha deliborain B2 dimes
V8] dasinasiion of your horme s i amy ol A Tew iimias
theEEa EwaTis? Cinca
Pt
Rt
g3 W yiid beaian up by Solders, polioas, W3 OimeEs
Ve | miida, or gangs? & Tew limes
Cincid
[T
3 AT
g4 Wi & family mamber oF Irend killad o Wi OimEs
[wrid] | baaries up by soddiors, polios, milda, or B fow limos
gangs? Cincia
[T
Retsed
Advene Chidtccod Expasances Inisrssdonal Chmsommars ACE- K s

Sacion & Duasinnaaye
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Appendix 6: Self-Compassion Scale-Short Form

HOW I TYPICALLY ACT TOWARDS MYSELF IN DIFFICULT TIMES

Please read each statement carefully before answering. To the left of each item, indicate
how often you behave in the stated manner, using the following scale:

Almost Almost

never 1 2 3 4 5 always

______1.When I fail at something important to me | become consumed by feelings of
inadequacy.

2.1 tryto be understanding and patient towards those aspects of my personality |
don’t like.

__ 3. When something painful happens I try to take a balanced view of the situation.

4. When I’m feeling down, I tend to feel like most other people are probably
happier

than I am.

5. 1tryto see my failings as part of the human condition.

____ 6. When I’'m going through a very hard time, I give myself the caring and
tenderness | need.

______7.When something upsets me I try to keep my emotions in balance.

8. When I fail at something that’s important to me, I tend to feel alone in my
failure

9. When I’'m feeling down I tend to obsess and fixate on everything that’s wrong.

_____10. When I feel inadequate in some way, I try to remind myself that feelings of
Inadequacy are shared by most people.

__11. ’m disapproving and judgmental about my own flaws and inadequacies.

12. ’m intolerant and impatient towards those aspects of my personality I don’t

like.
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Appendix 7: Fear of Compassion Scale

e Compassionate Mind

e soumDATION

FEARS OF COMPAZSION SCALE

Different people have diferent views ol compassion and kindness. '‘While some people balieve
thal it is imporiani o show compassion and kindness in all silvalions and conbexis, ofhers
beleve we should be mare caulious and can worry aboul shawing il 1oo mudch o oursslves
and to others. We are misresied in your thoughts and beliefs in regard bo kindness and

compassian in three aress of your life:

1. Espressing compassian for others

x Responding io compassion fram obhers

1 Expressing kindness and compassion lowands yoursell

Below are a saries of stalements thal we would like you (o think carsfully about and then cirdie
the mumber §ial besi describes how each stalement fits you.

SCALE
Flease ume this scale io rale the extent that you agree wilth each statement
Dontages=at 0 1 2 5 4 Compleissy
all agres
Somewhal
agres

Scale 1: Expressing compassion for others

1. People will ke advanisge of me il hey s=e me a3 0o compassionabe

2. Being compassionabe iowards people who hawve done bad things is 0 1 2 3 4
I=tling them off the hook

=
-
L=
[x
.

3. There are same people in e wha don'l desserse compassion a 1 2 3 4

4. |Tear that being loo compassionale makes people an easy larget a 1 2 3 4

5. People wil fake advaniage of you il you are oo Togiving and 0 1 2 3 4
Compassonaie

6. | womy thal if | am compassionate, vulinerable people can bedraam o 0 1 2 3 4
me and drain my emalional resources

7. People nead ta help themselves rather than waiting for ofiers o belp 0 1 2 3 4
thern

8. | fear thal il | am compassionale, some people will becoms oo 0 1 2 3 4
dependent upon me

4. Being oo compassional® makes people soff and easy o fake 0 1 2 3 4
advantage of

10 For some people, | think discipline and proper punishmenis aremore 0 1 2 3 4
hedpful than being compassionate o them

O GiEenal e, 2011
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1.
11.

1
13

e Compassionate Mind

b roFHOATION

Scale 2: Responding to the expression of compassion from others

Wanling others o be kind to onesall is 3 weakness

| Tear thal when | meed people io be kind and undersianding ey
won'l ba

I'm fearful af becoming dependent on the came from others because
they mighl nol always be available or willing o give it

| ofien wonder whether displays ol wanmmith and kindness from others
ane genuine

Feslings of kindness from athers are somehow frighiening

¥Wihen people are kind and compassionate towards me | fesl argous:
of embarassed

i prople are fFiendly and kind | womy they will find oul something
bad about me #hal will change their mind

I worry thal people are only kind and compassionaie il they want
someihing fom me

When people are kind and compassionale iowards me | fesl emaly
and sad

i paople ane kind | feel Shey are gefling oo clos=

Even fhough other people are kind to me, | have ransdy fall warmith
fromm my relatiorehips with others

I iry i keep my distance from athers even if | know ihey anes kind

i | think someans s being kind and caring lowards me, | ‘pul up a
barmer

0 Gilsan et @l 2011
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1l

11.

1

14

14.

15

':'“'n"? Elntrmpa.ﬂinn&m Mind

TOFHDATIDN

Scale 3: Expressing kindness and compassion towards yourself

| fel that | don'l deseree 1o be kind and forgiving 1o myssl

i | really think abowd being kind and genfle with mysall it makes me
sad

Gaiting on in e is about being tough rather than compassionale

| would rather mol know whal being ‘kind and compassionaie 1o
mysell fesls like

When Iiry and feed kind and warm o mysel | jusi feel kind of empty
I fear thad if | siart to feel compassion and warmth for mys=H, | wil
feed overcome with a sense ol |ossgriel

| fear ihal if | become kinder and less sail-crlical o mys= then my
standards will drop

I fmar thal if | am more sl compassionaie | will become a weak
pErson

| have neser Tedl compassion for mysel, so | would not know where
o begin o develop these feslings

| weoary that if | slart 1o develop compassion far myself | will become
dependent on it

I fear thad il | become oo compassionabe o mysell | will loss my
selscrilicism and my Naws will show

I Tear thal i | develop compas=ion for mysell, | will become someone
I dio not wanl to be

| fear that if | bacome oo compassionale b myselfl others wil raject
me

I find il masier i be oilical lowards mysell rather ihan
COMpass| ornale

| fear that if | am oo compassionale owards mysell, bad hings will
happen

0 GEan e, 2011

o1 2
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:ﬂ? Elnthmpa.ﬂinn&m Mind

FOFMDATION

SCORING

Simply sum the lems for each of the 5 scales

DESCRIPTHIN

Compassion Evaluafion Scales

We developed thres scales for this study, measuring Fear of campazsion for 2e8 [compassian
we have for ourselves when we make misiakes or things go wrong in owr lives), Fear of
compassian from others (e compassion thal we sxpefsnce from obhers and Nowing indo he
sell] and Feasr of compassion for odhers (the compassion we feel for others, redaied o owr
sensifivity to ather people’'s foughls and leelings). We generaled a sevies of lems based on
varigus fears ol compassion for each of ese scales. Many of thess ilems were inspired by
PiGs discussions with patients, ideas generated in the psychotherapy literalure (eg. Aneli &
Bemporad, 1980) and in the atlachment lilerabure (Bowdby, 1969, 1873, 1980}

Wile generaled baenty dems for each domain and then asked $he research feam o rank the
ilerns according 1o face validity and seleciesd the Bems which werne raled 1o be the most valid.
Those jtemes for which there was general agreemenl ad they had low face validity or wene
difficull o understand wene rejecied. The final subscales consisied of: Compassion for Sef
comprised 13 #ems (eg. 5| worry that if | slar o develop compassion for mysell | will became
dependeni on it”); compassion from alfers comprised 15 ems (e.g. 1 iry to k=ep my distances
from others aven il | know they are kind™); compassion for Oifvers comprised 13 ilems (eg.
TBeing oo compassionals makes people sofl and easy o take advantage al” ). The il=ms wens
raled on a five-point Likerl scale [0 = Don'l agree ai all, 4 = Compleiely agres) The
Cronbach’s alphas for this scals are 085 for fear of compassion far ==if; 0BT far fear af
compassian from ofhers and 0.7E for fear of compassion Tor alhers.

REFEREMCE
Gilbest, P., McEwan, K., Maios, M. & Rivis, A. {2011). Fears of compassion: Development af

three sef-report measures. Peychology and Peychaferap)y: Theory, Reseanch and Prachics,
B4, 230.255.

0 GEan aral. 2011
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Appendix 8: Hospital Anxiety and Depression Scale

Huospital Ansdery and Depression Scale (HA D)

Tick the bon bidids T maply Bl B cloiail b e v hivd b Tl lhg 1h S st ekl
D' il oo lang Swer fou ceplis: pour immsdisle b Basl
[] A

[] A
| Pl B &5 “waiifed g’ B Pl s 01 | s slsamid dl e
] lelemd o The Dy k] P vy sall Esa Bovma
- A ket & W DT ] Wy Gl f
1 Frim It Do D, Sea i iy 1 S Tel (e
1] Rl 1] Mol G
| &l @njey Thin Thicsgs | used B I gifl @ warl ol Inghtened hbelisg |k
Ny "Bl s’ in Thi stemiish:
i] Doty acs et ] Piod af il
1 R e S St 1 [ i
2 Oiily o e ] il i O
3 Fasy ol al ] Wary Liflan
| g @ Sad ol Inghlened leeling & §
sorreathing wvlel B aboul to Il i (el e i |y i e e
hapgsn:
] Sy dhiwlily S Sl g Dy E] s ey
o ik, Bl Sl B0 By F e Lk i FuEh Cadl a@i | alsulE
1 A b, Bl il il Sy e 1 iy Aol Lk Sl b i Sl
o iyl el 1] Lihod okl ok et Sl s e
| i Dl e el [ hafny e I Pl Ficil b i | i 16 b ah B
ol Bhi ngac mave:
1] Fill ma s | dberira sl ] Wiy rush rdead
1 Rl duiles b Such e ] Ol i
F Dty i3l &5 iiuch i 1 POl vy S
k] Rl ju] Mol G
Werrying Thosghils go Thialgh my Il ook lorw ard wilth an oy manl 1o
frl el Bhings:
] A gyl aaal off D e [1] B S i | vl il
r - A ket T DT 1 At s e | el
1 Fraim it b D, Bal ol B0 ol F Ll sy bk i TPy | Lok s
il by troc i o ally 3 Hr=ly ! al
| Pl & Pl - I gid sl Dol iregei Sl pirmes:
3 il il il : ] Wy oflaf adel
2 i1 i & [ETTT T
1 ot brraiii 1 Pl vy Sl
] lelemd o The Dy jul Pl o el
| an il e wnd il e - Il Gin anpey @ gosd bosk & o &6 1V
Erogram:
il D vty i] i
1 L il by 1 =St i
x Ty o F Pl o i
] iy il 3 Wiy asaidaim
PFleass cheds you have answered all the guestions
Sooring:
Total soore: Depresion (0) Armety (&)
7 = Mormal
B-10 = Borderlinge abnorme| {borderbine casel

11-21 = Abmormal jcae|
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Appendix 9: The Alcohol Timeline Follow Back (TLFB)

To help me evaluate your drinking I need to get an idea of your alcohol consumption in the
past seven days. Please fill out the table with the number of units of alcohol consumed on
each day, being as accurate as possible. Please use the information given below to work out
how many units you consumed on each day in the past week and fill in the number of units in
the table. On days when you did not drink please write 0 (zero). I realise it isn’t easy to recall
things with 100% accuracy, but if you are not sure how many units you drank on a certain
day please try to give it your best guess.

What is a unit of alcohol?

NEW UNITS FOR ALCOHOLIC DRINKS

1 unit 1.5 units 2 units 3 units 9 units 30 units
=1 n
= 2\
& o
al B L j
Normal beer Small glass Strong beer Strong beer St
half pint of wine half pint large bottle/can Bottle of wine Bottle of spirits
(284ml) 4% (125ml) 12.5% (284ml) 6.5% (440ml) 6.5% (750ml) 12.5% (750ml) 40%
B ="
f
A A
bt
=) (51
Normal beer Large glass
Single spirit shot Alcopops bottle large bottle/can of wine
(25ml) 40% (275ml) 5% (440ml) 45% (250ml) 12.5%
<=

Medium glass
of wine
(175ml) 12.5%

Please now fill in the following table stating the total number of alcohol units you consumed
for each day. Please start from whichever day it was yesterday and work backwards. For
example if today is Monday start from Sunday and work backwards, with Monday being
Monday a week ago. Once you have completed this please answer the statements below the
table. Please double check that you have filled in the number of units for all seven days.

Monday | Tuesday | Wednesday | Thursday Friday Saturday | Sunday

Weekly total: units
Was this ‘typical’ of your normal weekly alcohol consumption? YES / NO

If no, how many units do you normally drink per week? units
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Appendix 10: The Lifetime Drinking History Questionnaire Short Form

Date: / /

ALCOHOL QUESTIONNAIRE

The aim of this questionnaire is to get an impression of your use of alcohol from your youth
to the present. We are interested in three major types of beverages: beer, wine, and distilled
liquor.
e Beer: All, including malt beverages, but not non-alcoholic beer
e Wine: All wines, sherry, port, fruit wines, and wine coolers
e Liquor: All distilled beverages (gin, whiskey, cognac), mixed drinks, cocktails,
and liquor with more than 20% alcohol

1. How old were you when you first drank beer, wine, or liquor?
We mean an entire serving and not a taste of someone else’s drink. Age

2. a) Did you drink beer, wine, or liquor between ages 12 and 18?

Yes No (skip to question 3)

b) If yes, how often did you drink during this time?

O Every day O 1 to 3times per month

O 5to 6 per week U 2 to 4 times per year

O 3to 4 per week O 6 to10 times per year

O 1to 2 per week U Never (Go to question 3)
O Less than once a week

¢) How many drinks did you generally have on those days?
drinks
One drink = 1.5 oz. shot of liquor, 4 oz. glass of wine, or 12 oz. can/bottle of beer

d) Did you generally drink beer, wine, or liquor? Check the appropriate boxes.

Always Usually Occasionally Seldom Never

Beer

Wine

Liquor/Spirits

After age 18, did you drink beer, wine, or liquor?
YES - go to question 3
NO -> go to question 7
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3. a) Did you drink beer, wine, or liquor between ages 19 and 27?

Yes No (skip to question 4)

b) If yes, how often did you drink during this time?

O Every day O 1 to 3times per month

O 5to 6 per week U 2to 4 times per year

O 3to 4 per week U 6 to10 times per year

U 1to 2 per week U Never (Go to question 4)
O Less than once a week

¢) How many drinks did you generally have on those days?
drinks
One drink = 1.5 oz. shot of liquor, 4 oz. glass of wine, or 12 oz. can/bottle of beer

d) Did you generally drink beer, wine, or liquor? Check the appropriate boxes.

Always Usually Occasionally Seldom Never

Beer

Wine

Liquor/Spirits

After age 27, did you drink beer, wine, or liquor?
YES - go to question 4
NO -> go to question 7

4. a) Did you drink beer, wine, or liquor between ages 28 and 44?

Yes No (skip to question 5)

b) If yes, how often did you drink during this time?

U Every day U 1 to 3 times per month

O 5to 6 per week U 2to 4 times per year

U 3to 4 per week U 6 tol10 times per year

O 1to 2 perweek U Never (Go to question 5)
U Less than once a week

¢) How many drinks did you generally have on those days?
drinks
One drink = 1.5 oz. shot of liquor, 4 oz. glass of wine, or 12 oz. can/bottle of beer

d) Did you generally drink beer, wine, or liquor? Check the appropriate boxes.
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Always Usually Occasionally Seldom Never

Beer

Wine

Liquor/Spirits

After age 44, did you drink beer, wine, or liquor?
YES - go to question 5
NO -> go to question 7
5. a) Did you drink beer, wine, or liquor between ages 45 and 60?

Yes No (skip to question 6)

b) If yes, how often did you drink during this time?

O Every day O 1 to 3times per month

O 5to 6 per week U 2 to 4 times per year

O 3to 4 per week O 6 to10 times per year

U 1to 2 per week U Never (Go to question 6)
O Less than once a week

¢) How many drinks did you generally have on those days?
drinks
One drink = 1.5 oz. shot of liquor, 4 oz. glass of wine, or 12 oz. can/bottle of beer

d) Did you generally drink beer, wine, or liquor? Check the appropriate boxes.

Always Usually Occasionally Seldom Never

Beer

Wine

Liquor/Spirits

Are you older than 60 years?
Yes - continue
No - go to question 7

Did you drink beer, wine, or liquor after your 60th birthday?
Yes - continue with question 6
No -> go to question 7

6. a) Did you drink beer, wine, or liquor from age 61 to the present?

Yes No (go to question 7)
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b) If yes, how often did you drink during this time?

Every day

5 to 6 per week

3 to 4 per week

1 to 2 per week

Less than once a week

ooooog

O 1 to 3times per month
U 2 to 4 times per year

O 6 to10 times per year

U Never (Go to question7)

¢) How many drinks did you generally have on those days?

drinks

One drink = 1.5 oz. shot of liquor, 4 oz. glass of wine, or 12 oz. can/bottle of beer

d) Did you generally drink beer, wine, or liquor? Check the appropriate boxes.

Always

Usually Occasionally Seldom Never

Beer

Wine

Liquor/Spirits

7. Did you drink beer, wine, or liquor in the past 12 months?

YES = continue

NO - You may stop here; no further questions.

Use of alcoholic beverages in the past 12 months

8. How often in the past 12 months have you had wine, including fortified wines and wine

coolers?

(Check one)

Every day

5 to 6 per week

3 to 4 per week

1 to 2 per week

Less than once a week

o000

O 1 to 3times per month

U 2 to 4 times per year

O 6 tol0 times per year

U Never (Go to question 11)

9. On the days when you drink wine, how much do you usually have?

glasses (4 0z.)

10. Do you drink mostly red or white wine?

U Red
Q White
4 Both
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11.

12.

13.

14.

How often in the past 12 months have you had beer? (Check one)

U Every day U 1 to 3times per month

O 5to 6 per week O 2 to 4 times per year

O 3to 4 per week U 6 tol0 times per year

O 1to 2 per week O Never (Go to question 13)
O Less than once a week

On the days when you drink beer, how much do you usually have?

drinks (12 oz. can or bottle)

How often in the past 12 months have you had liquor? (Check one)

U Every day O 1 to 3 times per month
O 5to 6 per week O 2 to 4 times per year
O 3to 4 per week U 6 tol0 times per year
O 1to 2 per week O Never

O Less than once a week

On the days when you drink liquor, how much do you usually have?

drinks (1.5 0z.)
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Appendix 11: Participant Information Sheet [IVERPOOL

Alcohol use and negative life events: can being kind to yourself be a protective factor?

1. Invitation Paragraph

Thank you for expressing interest in this research study. Before you consent to participate, it is important to that
you are aware of the aims of the research and what it will involve. Please take the time to read through the
following information carefully. If you would like any further information or if there is anything that you do not
understand, please feel free to contact the researchers using the contact details on the bottom of this sheet. You

do not have to participate if you decide not to and should only agree to take part if you want to.
2. What is the purpose of the study?

The purpose of the study is to see whether there is a link between people’s experiences of early negative life
events and alcohol use. The role of self-compassion will also be explored. Self-compassion relates to being kind
to yourself, accepting that we are all human and make mistakes, being mindful of our own feelings and not

judging ourselves too harshly.
3. Do I have to take part?

It is up to you whether you decide to take part or not. If you decide that you wish to participate after reading this
sheet, please indicate your agreement by signing the consent form on the next page. You can still withdraw your
consent up until the moment that you fully complete and submit your final questionnaire. After this point, your

data will be fully anonymised, and it will not be possible to identify individual data.
4.  What will happen if | take part?

If you follow the link provided, you will initially be shown an information sheet relating to the study and a
consent form to sign if you decide that you would like to take part. You will be asked to fill in a short series of
online questionnaires relating to lifetime alcohol use, self-compassion and your general mental health. This is

likely to take no longer than 45 minutes, but individual response times may vary.

Once you have completed the questionnaires, you will be shown a debrief sheet thanking you for your time and
providing additional information about the research aims. If anybody has been affected by any of the items in
the study, there will be details of a number of local organisations who can provide support on the debrief sheet.

This includes the Samaritans, Alcoholics Anonymous, Person Shaped Support, MIND and Talk Liverpool.

You will also be given the opportunity to provide your email address to enter a prize draw to win one of three

£100 Amazon vouchers. Winners will be randomly selected once all the data has been collected.
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5. Are there any risks in taking part?

This study does involve asking participants about negative childhood experiences including relationships
with parents, parental loss, peer and community violence and trauma within the family home. Due to the
sensitive nature of some of the questions, there is a potential for you to feel distressed whilst you complete this
survey and it is important that you consider this carefully before you agree to participate. If you feel that this
may upset you, please be aware that you do not have to take part. If you do complete the study and feel
distressed following this, there will be details of additional support in the debrief sheet, along with the

researcher’s details should you have any questions.

6. Are there any benefits in taking part?

There is an opportunity to win one of three £100 Amazon vouchers as a thank you for your participation. Your
contribution to the research will help to add to the existing literature base looking at the risks associated with
adverse childhood experiences, as well as into factors which can protect individuals against poorer health

outcomes.

7. What if I am unhappy or if there is a problem?

If you are unhappy about any aspects of this study and survey, or if there is a problem, please feel free to let us
know by contacting either the lead researcher (Amy Downing, email: Amy.Downing@liverpool.ac.uk) or
research supervisor (Dr Andy Jones, email: ajj@liverpool.ac.uk) and we will try to help. If you remain unhappy
or have a complaint which you feel you cannot come to us with then you should contact the Research
Governance Officer at ethics@liv.ac.uk. When contacting the Research Governance Officer, please provide
details of the name or description of the study (Alcohol use and adverse childhood experiences: the mediating
role of self-compassion), the researchers involved (Amy Downing and Andy Jones), and the details of the

complaint you wish to make.

8. Will my participation be kept confidential?
The questionnaires you complete will be anonymous and will be stored securely in the department of
psychology and only members of the research team will have access to the data. Your responses will not be
linked to any email address that you provide for entering the Amazon prize draw or to request a summary of the

research results.

Data will be stored for 5 years after the completion of the project in line with University of Liverpool guidelines

and will be disposed of confidentially after this time.

9.  What will happen to the results of the study?
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Data collected during this study will be used to produce a research dissertation, which will contribute towards
the research requirement of the doctorate in clinical psychology. It is also anticipated the research will be
published in a peer reviewed psychology journal. All data collected will remain anonymous and you will not be
identifiable from the published results of the study. If you would like to be updated with a summary of the
results once these have been analysed, please indicate this by ticking the relevant box on the debrief page and by

providing an email contact.

10. What will happen if I want to stop taking part?

You have the right to withdraw at any time up until you have completed the study by closing your internet
browser. After this point, your data will be allocated a random number and will be added to the data set where
your results will not be individually identifiable. Therefore it is not possible to withdraw your participation after

the point at which you have completed the study.
11. Who do | contact for further information?

If you have any questions about the study, please contact either the researcher or research supervisor on the
details below:

Lead Researcher: Amy Downing (Trainee Clinical Psychologist)

Email: Amy.Downing@liverpool.ac.uk

Research Supervisor: Andy Jones (Research Supervisor)
Email: ajj@liverpool.ac.uk; Tel: 0151 794 5657

Thank you for taking part in this research.
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Appendix 12: Participant Consent Form

Alcohol use and negative life events: can being kind to yourself be a protective factor?

Participant consent form

Researcher: Amy Downing, Lead Researcher and Andy Jones, Primary Supervisor

Please tick box

1. | confirm that | have read and have understood the information sheet for the

above study. | have had the opportunity to consider the information, to email
the researcher to ask questions and have had these answered satisfactorily if
applicable.

2. | understand that my participation is completely voluntary and that I am free

to withdraw at any time without giving any reason, without my rights being
affected. In addition, should I not wish to answer any particular question or

questions, | understand that | am free to decline.

3. | understand that my responses will be anonymised, which means that | will

not be able to request access to or withdraw the information that | provide, as
it will not be possible to identify individual responses after my responses have

been submitted.

4. |1 agree for the data | provide to be archived online via the Qualtrics website. |

understand that other authorised researchers will have access to this data only
if they agree to preserve the confidentiality of the information as requested in

this form.

5. | understand that some of the questions that | will be asked may have the

potential to cause distress and | am aware that | have the right to decline to

participate in this study and to withdraw at any time up until my data has been

collected.

6. | understand that confidentiality and anonymity will be maintained and it will

not be possible to identify me in any publications

7. | agree to take part in the above study.
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Appendix 12: Participant Debrief Sheet

Thank you for taking the time to complete this study!

Your participation is very much appreciated as it will help us to better understand the
complicated relationship between adverse childhood events and heavy alcohol use and
importantly whether positive resources such as self-compassion help to protect people against
the impact of such events.

We understand that this study involved answering some very sensitive questions and thank
you for doing this. If you are affected by any of the topics explored in this study and would
like further support, there are a number of organisations listed below that you can contact:

Mental Health Advisory Services (for students of Liverpool University) - 0151 794 2320
Mind — www.mind.org.uk or 0300 123 3393

Samaritans Liverpool — www.samaritans.org or 116 123

Person Shaped Support (PSS) - www.psspeople.com or 0151 7 02 5555

Alcoholics Anonymous - www.alcoholics-anonymous.org.uk or 0800 9177 650

Talk Liverpool - www.talkliverpool.nhs.uk or 0151 228 2300

Alternatively, we would encourage you to contact your GP or local counselling service.

If you have any further questions about this study, you can email the researcher on:
amy.downing@Iliverpool.ac.uk or the research supervisor on: A.J.Jones@liverpool.ac.uk

Please click on the link below if you would like to enter the amazon voucher prize draw
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