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Abstract
This thesis extends existing and contributes new knowledge to current
understandings of posttraumatic stress disorder (PTSD) and examines why
some individuals experience more severe symptoms than others. The research
comprises three studies and employed three cross-sectional samples of
Australian residents who have experienced a trauma event. The first sample
consists of individuals who were central to or the victim of a trauma, the
second employed individuals who intervened to help another person in a
trauma event, and the third consisted of individuals who, as part of their
employment, intervened to aid others.
Two primary hypotheses guided this research. The first predicted that
individuals’ peritraumatic experience, posttraumatic responses, and
endorsement of PTSD symptoms would vary according to the type of
involvement in trauma. The second suggested that adult attachment style, as
applied as a theory of individual difference, would be associated with PTSD
symptom expression. More specifically, well established robust predictors of
PTSD symptoms would mediate this association through pathways unique to
each attachment style.
Overall, the results supported the hypotheses. PTSD symptom
expression, peritraumatic distress, posttraumatic coping, resilience, and
perceptions of available support varied as a function of the individual’s type of
involvement in the trauma. Models describing possible relationships between
attachment styles and PTSD symptom expression were tested across all three
samples. Within each sample, mediation and multiple mediation analyses
further clarify the underlying mechanisms regarding PTSD symptom
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expression, and the direct and indirect effects of attachment style. Distinctive
pathways were evident between PTSD symptoms and each attachment style.
Overall, secure attachment appears to be a protective factor facilitating optimal
peritraumatic responses, and posttraumatic behaviours during peritraumatic and
posttraumatic stages of trauma exposure. In contrast, preoccupied, fearful and
dismissing attachments were associated with increased PTSD symptom
expression. In summary, attachment theory proved to be an exceptional theory
of individual differences for understanding the underlying mechanisms
associated with symptoms of PTSD.
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Chapter One
Background
An overwhelming majority of adults will experience at least one
traumatic event during their lifetime (Breslau et al., 1998; Creamer, Burgess
& McFarlane, 2001; Kessler, Sonnega, Bromet, Hughes & Nelson, 1995).
Empirical evidence shows that, while exposure to a traumatic event is a
prerequisite factor in the development of posttraumatic stress disorder
(PTSD), exposure to a trauma is not a sufficient factor in itself for the
development of PTSD symptoms (e.g., Breslau et al., 1998; Creamer et al.,
2001; Kessler et al., 1995). Consequently, significant research efforts have
been devoted to identifying and explaining individual differences that
contribute to the development of PTSD symptoms, focusing on pre-trauma,
peritraumatic, and posttraumatic variables.
In explaining individual differences, a number of theoretical
perspectives have emphasised the importance of self and worldview schemas
in all aspects of the trauma experience and symptom development and/or
maintenance. However, these theoretical approaches do not place the
“individual” and the individual’s cognitive representations of self and
others/world in a comprehensive theoretical framework. Ozer et al. (2003)
reported that peritraumatic factors were strongest in predicting PTSD. Ozer
et al. therefore recommended that future research address the issue of
peritraumatic response and the predictive strength of posttraumatic variables.
Further Ozer et al. suggested investigating the proximal mechanisms (factors
affecting the individual close to the time of the trauma) that elucidate the
statistical relationship between posttraumatic symptomology and distal static
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pre-trauma predictors (factors not related closely to the trauma experience
with respect to their timing). In line with Ozer et al.’s recommendation, adult
attachment theory is applied in this thesis as a promising theory in addressing
this issue.
A review of the literature reveals a number of associations between an
individual’s attachment style and PTSD symptom expression (Bogaerts,
Daalder, Van Der Knapp, Kunst, & Buschman, 2008; Dieperink, Leskela,
Thuras, & Engdahl, 2001; Mikulincer, Ein-Dor, Solomon, & Shaver, 2011;
Kanninen, Punamaki, & Qouta, 2003; Sandberg, Suess, & Heaton). The
research on these links appears to imply that adult attachment patterns may be
a parsimonious measure of individual differences. Attachment theory
encompasses protective and risk factors that may account for individual
differences in the pre-trauma, peritraumatic and posttraumatic stages of
trauma. Based on the review of literature, a fundamental proposition of this
thesis is that adult attachment theory is capable of explaining a number of
well-established robust predictors of PTSD, in conjunction with the existing
theories and models of trauma. Therefore, in the present study, a number of
robust predictors of PTSD are proposed as mediators in the association
between attachment style and PTSD symptoms.
While a significant body of research has been focused on the impact of
trauma on the individuals directly involved and on the individuals who
intervene in the course of carrying out their professional duties, there is a
paucity of studies that investigate the impact of trauma on those who
intervene by happenstance to assist in a trauma event. In addition, there
appears to be no research that compares the possible differences in
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psychological trauma between those whose involvement was central to a
trauma, those who intervened in a professional capacity and those who
intervened by happenstance. In the present study, an investigation of the
heterogeneity of these three samples is conducted with the aim to address this
gap in the literature.
The present study also extends the limited research in this area by
examining the differences between the three groups beyond PTSD symptoms.
Individual differences associated with PTSD are also investigated, such as
peritraumatic distress, posttraumatic coping, appraisal of available social
support, and adult attachment style. A review of the extant literature indicates
that this is the first study to investigate the combined influence and
interactions of all these constructs.
Purpose of the Study
A fundamental aim of this thesis is to understand the mechanisms
underlying individual differences in the experience of PTSD and the
associations of these differences with PTSD symptom expression. Based on
the empirical and theoretical knowledge in the literature, an attachment-based
theoretical model for understanding individual differences associated with
PTSD symptom expression is tested. Two studies investigate the proposed
models by employing cross-sectional samples of Australian residents who
experienced reported: (a) being central to a trauma event, (b) intervening to
help another person as part of the roles/duties of their employment, and (c)
intervening to help another by happenstance. The review of the literature
provides evidence supporting the premise that an individual’s attachment
style is a sufficient source of individual differences capable of explaining
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robust predictors of PTSD symptom expression. This research is guided by
the proposition that an individual’s attachment style influences peritraumatic
responses, coping behaviours, perceptions of support availability and
resilience, which in turn influence PTSD symptom expression. One
subsequent aim of the study, of paramount importance, is clarifying whether
the associations between robust predictors of PTSD symptom expression vary
as a function of the individual’s type of involvement in trauma.
Significance of Research
The present research is significant for several reasons. Attachment
theory is a theory of individual difference, based on extensive theory and
supported by a wealth of empirical evidence. In placing the individual and
individual differences within a comprehensive theoretical framework, a more
in-depth understanding of why some people engage in detrimental responses
and behaviours associated with PTSD symptoms may be established.
Moreover, this may be achieved through understanding how an individual’s
perceptions of self and others relate to peritraumatic responses, appraisals of
adversity and support, and coping behaviours engaged to mitigate or resolve
accompanying distress. In broader terms, this may in turn provide clinicians
and researchers with valuable information regarding the importance of
individual differences in the outcomes of trauma exposure. Within the
therapeutic setting, the findings may inform current approaches to treatment
for individuals suffering from PTSD, especially for those individuals with
less successful treatment outcomes.
Of equal importance is establishing whether differences exist in the
trauma sequelae according to the individual’s type of involvement in trauma
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exposure. Given the dearth of existing literature and empirical findings
regarding the impact of trauma on individuals who intervene to help another
by happenstance, such findings may provide valuable insights for future
research in the trauma and attachment fields. Findings that inform evidencebased practice in assisting these individuals may also be of critical
importance. At the time of writing, there is no evidence in the literature of
any treatment or assistance that takes into account the unique nature of this
group’s exposure to trauma.
Definition of Terms
This thesis has been organised into several chapters for the sake of
clarity. Chapter Two reviews the existing literature focusing on the
diagnostic features of PTSD. This research has been initiated prior to the
release of the current Diagnostic and Statistical Manual of Mental Disorders
(5th ed.; DSM-5; American Psychiatric Association, 2013). As such, PTSD is
conceptualised and measured in this study in accordance with the previous
Diagnostic and Statistical Manual of Mental Disorders (4th ed., text rev.;
DSM-IV-TR; American Psychiatric Association, 2000), diagnostic criteria of
PTSD. Of primary interest in this thesis are individual differences in the
development and maintenance of PTSD symptoms. The decision to examine
PTSD symptoms, rather than PTSD itself, stems from the relevant research
findings which indicate that, while many people develop full PTSD, it is
likely that many more develop sub-syndrome PTSD or PTSD symptoms (e.g.,
Di Fiorino et al., 2004; Jeon et al., 2007; Pietrzak et al., 2009). Thus, by
measuring symptom expression, it is possible to consider the range between
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more subtle expressions of non-clinical PTSD to symptom expressions akin
to clinical PTSD.
According to the DSM-IV-TR a diagnosis of PTSD may only be
considered if the individual has been exposed to a DSM defined trauma event.
Included in this definition is an objective component (Criterion A1) and
subjective component (Criterion A2). Criterion A1 must be characterised by
one or more of the following: (a) a specific personal occurrence of an incident
that consists of actual or perceived death, serious injury, or threat to the
physical status; (b) witnessing an event that entails death, injury, or threat to
personal safety of another person; or (c) being made aware of an unexpected
or violent death, serious harm, or threat of death or injury experienced by a
family member or other close partner. This component of defining a trauma
event essentially remains the same in the DSM-5, with the exception that the
DSM-5 explicitly includes sexual assault and repeated exposure or extreme
exposure to aversive details of a traumatic event. The latter DSM-5 definition
of trauma exposure clearly stipulates that such exposure may not be via
media, pictures, television or movies unless work-related.
In the data collection phase of the present study, it was important to
establish that the participants in the first sample had previously been exposed
to a DSM-IV-TR criterion A1 trauma event and that the participants were
centrally involved in the trauma event. Due to the study design, exposure by
witnessing a trauma involving another person or learning about a trauma to
another person were not included as criteria of personal exposure to a trauma
event. Further, the new criterion in the DSM-5 of repeated exposure to
aversive details of a trauma event, commonly associated with first
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responders, was not accounted for. Therefore, in order to be eligible for
inclusion in the first sample, endorsement of the following question was
required: “In your lifetime, have you personally experienced or been
confronted with an event that involved actual threat of physical harm, or
death, or an event that resulted in physical harm to yourself ?”
For the second and third samples, it was important to establish that the
participants had rendered assistance in a DSM-IV-TR Criterion A1 trauma
event. Thus, their participation required endorsement of the following
statement: “In your lifetime, have you ever rendered assistance or intervened
in a situation or event that involved actual threat of physical harm, or death to
another or that resulted in physical harm or death to another ?” Further
information was provided to prospective participants as follows: Some
examples (but not an exhaustive list) may be that you helped someone
involved in an accident, intervened in a physical dispute, acted to prevent
someone/others being injured, harmed, or killed, have been involved in the
rescue or recovery of someone, provided first aid, medical assistance, or
comfort to another during or immediately after a traumatic event. This
definition did not include the new criterion of repeated exposure to aversive
details of a traumatic event (in the DSM-5) or witnessing a trauma event or
learning of a trauma occurring to someone else (in the DSM-IV-TR and DSM5).
Criterion A2 of the DSM-IV-TR states that the individual must have
experienced at least one subjective peritraumatic emotional reaction to the
Criterion A1 event, endorsing feelings of intense fear, helplessness or horror.
A substantial body of empirical evidence suggests that the inclusion of
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Criterion A2 does not improve diagnostic accuracy, and that the criterion fails
to capture the range of relevant peritraumatic experiences (e.g., BedardGilligan & Zoellner, 2008; Brewin, Andrews & Rose, 2000a; Karam et al.,
2010). Such findings resulted in the removal of Criterion A2 from the
diagnostic criteria of PTSD in the DSM-5. In line with these developments in
the field, only endorsement of Criterion A1 was used to determine the
participants’ exposure to trauma.
Peritraumatic distress in this thesis is defined as those emotions,
cognitions and physiological symptoms experienced at the time, or
immediately after, the acute stressor, and are assessed through the
Peritraumatic Distress Inventory (Brunet et al., 2001). The concept of coping
behaviours within this thesis refers to the general coping strategies
individuals engage in. The study participants were asked to indicate the
coping strategies they used and the PTSD symptoms they experienced in the
month preceding the survey. The rationale for measuring coping in a timelimited fashion is the need to capture the participants’ concurrent PTSD
symptom expression and strategies of coping.
Three measures of coping are analysed in the current study, namely,
adaptive coping, maladaptive coping, and dissociative experiences. Based on
the Brief COPE scale (Carver et al., 1989), the construction of adaptive and
maladaptive coping subscales in the current thesis is based on theoretical
knowledge and empirical findings in the health and trauma literature.
Therefore, strategies that include disengagement, suppression, and prevention
of reappraisal of negative perceptions, excessive dwelling on the emotional
content and avoidance of the stressor, or emotions associated with the source
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of stress are characterised as maladaptive (Carver et al., 1993; Najdowski &
Ullman, 2009; Meyer, 2001; Yi-Frazier et al., 2010).
Congruent with the literature, adaptive strategies in this thesis are
defined as those strategies aimed at mitigating or resolving the source of
distress. Inclusive strategies are strategies directly engaging with the stressor
and associated emotional components, seeking emotional and instrumental
assistance from others, re-evaluating negative appraisals, and finding
meaning in the situation (Carver et al., 1993; Najdowski & Ullman, 2009;
Meyer, 2001; Yi-Frazier et al., 2010).
In the data gathering phase, the Dissociative Experiences Scale (DESII) (Bernstein & Putnam, 1986) was employed to identify participants’ levels
of engagement in dissociative experiences in the preceding month.
Dispositional dissociation following a traumatic experience is defined in this
thesis as a compensatory self-protective adaptation to threat (International
Society for the Study of Trauma and Dissociation, 2011). As such, this
coping strategy (which may be engaged automatically or deliberately) is seen
as a mechanism of down-regulating the emotional experience of
psychological distress (van der Kolk, van der Hart & Marmar, 1996; Briere,
Scott & Weathers, 2005; Felmingham et al., 2008).
An individual’s perception of available support from two sources,
namely, family/confidants and peers, was assessed using an adapted version
of the Multidimensional Social Support Scale of Winefield, Winefield and
Tiggemann (1992). Perceived social support is defined as a subjective
cognitive appraisal of the objective behaviours of others, described as an
interpersonal resource in the recovery from traumatic events (King et al.,
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1999). Resiliency is included as a proposed mediator in this research and is
assessed through the DRS-15 (Bartone, 1995). Resilience is defined as an
overall belief pertaining to adversity, coping and meaning-making (Kobasa,
Maddi & Kahn, 1982).
Organisation of Thesis
This thesis is organised into several chapters. Chapter One outlined the
background and context of the present study, followed by an overview of its
purpose and significance. The key terms were defined by reference to the
DSM- IV-TR and DSM-5.
Chapter Two reviews the existing literature with a particular focus on
the diagnostic features of PTSD. Chapter Three provides a comprehensive
literature review, tracing the theories of PTSD and providing an overview of
contemporary models and perspectives including: the integrated model
developed by Foa and colleagues (1986, 1989, 1993, and 1998), the cognitive
model proposed by Ehlers and Clark (2001), and the original and revised dual
representation theory of PTSD proposed by Brewin and colleagues (1996,
2010). These models provide a comprehensive account of the development
and maintenance of PTSD symptoms. Accordingly, these perspectives also
identify the important role of individual differences in the associations of
appraisal of self and others in wider social contexts and within the
development and maintenance of PTSD symptoms. Consequently, the
explication of the findings in this thesis draws heavily on these theoretical
positions.
Chapter Four discusses the influential thinking of Bowlby (1969/ 1988)
on attachment theory. The discussion highlights the relevance of his work to
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understanding individual differences in the psychological outcomes of
exposure to traumatic events. Thus, a theoretical overview of the
development of attachment and internal working models is presented,
followed by a discussion of adult attachment and the stability of the
attachment system. The chapter also discusses the differentiation of adult and
childhood attachments due to the increased cognitive sophistication of
information processing systems in the developing internal working models.
Chapter Four continues with a discussion of the different formats of
adult attachment measurements. In this research, adult attachment is
examined as a continuous variable using the Relationship Style Questionnaire
(Bartholomew & Horowitz, 1991). Finally, the theoretical knowledge and
empirical evidence are reviewed in order to highlight the established
associations between attachment style and PTSD in the attachment and
trauma literature. Throughout this thesis, explanations regarding the
activation of the attachment system in response to traumatic events and
posttraumatic stimuli draw heavily on Milulincer and Shaver’s (2003, 2007)
model of attachment-system activation and functioning in adulthood and
related works.
Chapters Five to Seven present a review of the literature outlining
current theoretical and empirical findings of each construct within the trauma
and attachment literature. The remaining chapters, Chapters 8 to 18, present
the method, results, and discussion of the three studies. Chapter 19 concludes
the thesis with a summary of the findings and conclusions, and makes
recommendations for future work in this field.
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Research Question and Hypotheses
The fundamental question steering this thesis is why some people
experience more severe PTSD symptoms than others do. Moreover, the aim
of this thesis is to identify the mechanisms underlying individual differences
and their associations with PTSD symptom expression. Study one proposes
an attachment-based theoretical model for understanding individual
differences associated with PTSD, employing a sample of individuals who
were central to a trauma. Based on the findings reported in the relevant
literature, and the available theoretical knowledge, the hypothesised
conceptual model describing the associations of six psychosocial, cognitive,
behavioural, and dispositional ways of expressing peritraumatic and
posttraumatic responses, are proposed as mediating variables in the
association between attachment style, and PTSD symptom expression. In the
four resulting models proposed in Study one, each attachment style is
hypothesised to be associated with PTSD symptom expression. These
associations are further hypothesised to be mediated by peritraumatic distress,
coping strategies and perceived availability of social support from confidants
and peers.
Study two aims to identify whether an individual’s reported level of
PTSD symptom expression, as well as the established robust predictors under
investigation, vary as a function of the individual’s type of involvement in the
trauma event. Three types of exposure to trauma are investigated in Study
two: (a) exposure due to being centrally involved in a trauma event, (b)
exposure due to being involved in a trauma event due to employment, and (c)
exposure due to intervening by happenstance to help another person in a
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trauma event. Based on the available literature and theoretical knowledge, it
is hypothesised that distinct patterns of peritraumatic responses, posttraumatic
coping, perceptions of available support, attachment styles and levels of
PTSD symptoms will emerge according to the individual’s type of
involvement in trauma. Moreover, significant differences among the three
groups are expected to indicate the heterogeneity of the samples employed in
the studies.
Study three extends Study one by employing a sample of individuals
who intervened in trauma by happenstance and individuals who intervened as
part of the duties of their employment to help another person in a traumatic
event. Here, hypothesised conceptual models are proposed to describe the
associations of seven psychosocial, cognitive, behavioural and dispositional
experiences of peritraumatic and posttraumatic responses as mediating
variables in the association between attachment style and PTSD symptom
expression. Separate models are constructed according to the type of
intervention in addition to the individual’s attachment style, resulting in the
proposal of eight models in Study three. It is hypothesised that, in each
model, the attachment style will predict PTSD symptom expression. Further,
these associations will be mediated by peritraumatic distress, coping
strategies, perceived availability of social support from confidants and peers,
and resilience.
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Chapter Two
Psychological Trauma and Posttraumatic Symptomology
The fundamental question raised in this thesis is why some people who
are exposed to traumatic events go on to experience more severe PTSD
symptom expression, while others do not. In order to first understand the
ongoing development and refinement of PTSD practice and theory, this
chapter reviews the literature and practitioner guidelines on the theoretical
conceptions of PTSD. It begins by outlining the development of the PTSD
construct in Western medicine with a detailed focus on the criteria set out in
the American diagnostic nomenclature, the Diagnostic and Statistical Manual
of Mental Disorders, and the contentious issues surrounding the utility of the
evolving DSM criteria. Debates in the literature on the prevalence of
exposure to trauma and PTSD symptomology and on the dichotomous versus
dimensional approach to PTSD are then discussed.
Development of the Diagnostic Features of Posttraumatic Stress Disorder
Throughout human history, the experience of tragedy and trauma has
been portrayed in both historical accounts and fictional representations as a
normal and predictable facet of human life. Cuneiform tablets have been
found in the ruins of the Sumerian city of Ur which document the Sumerians’
lamentation over King Urnamma’s death in battle and the devastation of the
city of Ur. These tablets place the earliest recorded history of posttraumatic
reactions and symptoms on a recognised time-scale, dating them to 2000–
2100 BC (Ben-Ezra, 2004). Based on the discoveries at Ur, and on the
documentation of posttraumatic symptoms from many other sources, the
human reaction to trauma, and the resulting expression of the core symptoms

28

PSYCHOLOGICAL CORRELATES OF PTSD SYMPTOMS

of what is now referred to as PTSD, has not changed significantly over the
millennia (Ben-Ezra, 2004).
The formal diagnosis that acknowledged a distinct posttraumatic
syndrome appeared in the first edition of the Diagnostic and Statistical
Manual of Mental Disorders (1st ed.; DSM-I; American Psychiatric
Association, 1952), under the category of transient personality disorder.
According to the diagnosis, any healthy individual, if placed under enough
physical or emotional stress, was capable of developing gross stress reaction.
However, once treated, the individual was expected to return to pre-trauma
health. It was, however, well understood that gross stress reaction could
quickly lead to other neuroses and that, in persistent cases, it was likely to be
due to a pre-morbid condition. In the DSM-I, pre-trauma factors were
considered quite separately from exposure to the traumatic incident.
Therefore, when posttraumatic symptomology was not transient, alternative
diagnoses of psychosis, neurosis (e.g., anxiety neurosis) or character
disorders were often considered (Wilson, 1994). A number of authors have
pointed to the unusual omission of gross stress reaction in the second edition
of the Diagnostic and Statistical Manual of Mental Disorders (2nd ed.; DSMII; American Psychiatric Association, 1968) published at the height of the
Vietnam War (Monson, Friedman & La Bash, 2007). According to Wilson
(1994), the disorder of adjustment reaction to adult life was added in its place,
as an equivalent of PTSD. The disorder of adjustment reaction to adult life
was supported by three examples: (a) an unwanted pregnancy associated with
depression and hostility, (b) fear (defined as running, hiding and trembling) in
military combat, and (c) a prisoner facing execution in a death penalty case.
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No further information about the various other types of trauma, impact on
psychological functioning, or known clinical features associated with
traumatic events was provided.
Arguably, early failures to acknowledge the chronic and pervasive
nature of posttraumatic symptoms resulted in an influx of Vietnam War
Veterans to Department of Veterans Affairs’ hospital psychiatric units in the
early to mid-1970s. During this period, a number of authors noted that these
hospitalisations were a consequence of the emergent pattern of
symptomology evidenced by Vietnam Veterans including intrusive thoughts
and imagery, nightmares and disrupted sleep patterns, social withdrawal,
emotional numbing, hyper-vigilance, paranoia and flashbacks. These
symptoms were often misdiagnosed as schizophrenia or other psychotic
disorders (e.g., Haley, 1974; Horowitz & Solomon, 1975; Van Putten &
Emory, 1973).
Concurrently, a number of researchers began to explore posttraumatic
symptomology outside the realm of combat. For example, the impact and
subsequent symptomology of sexual assault and battery of women and the
abuse of children were named rape trauma syndrome (e.g., Burgess, 1983;
Burgess & Holmstrom, 1974), battered women syndrome (Walker, 1979),
and child abuse syndrome (Schmitte & Kempe, 1975), respectively.
Consequently, growing awareness that each of these trauma syndromes
shared similar patterns of symptomology began to emerge. Finally, the
empirical evidence generated over a century prompted changes in the
definition of trauma, which began to reflect core features of posttraumatic
sequelae. This shift was acknowledged in the ninth edition of the
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International Classification of Diseases (ICD–9) (World Health
Organization, 1978) and the subsequent introduction of PTSD in the
Diagnostic and Statistical Manual of Mental Disorders (3rd ed.; American
Psychiatric Association, 1980). Consequently, the DSM-II description of
posttraumatic symptoms as transient and situational was dismissed in favour
of symptom persistence. Short-term reactivity and acute symptomology in
the wake of a trauma event was later included in the fourth edition of
Diagnostic and Statistical Manual of Mental Disorders (4th ed.; DSM-IV;
American Psychiatric Association, 1994) and Diagnostic and Statistical
Manual of Mental Disorders (4th ed., text rev.; DSM-IV-TR; American
Psychiatric Association, 2000) as a separate disorder, namely, acute stress
disorder. A recent revision of the disorder led to a number of revisions of the
diagnostic criteria of PTSD in the DSM-5.
DSM-IV-TR and DSM-5 – The Diagnostic Features of Posttraumatic
Stress Disorder; Criteria A
The contemporary conceptualisation of PTSD is based on cumulative
research evidence and clinical findings. Unique to PTSD is the prerequisite
of exposure to a traumatic event in combination with experiencing core
symptomology, as prescribed by the DSM-IV-TR and the current DSM-5. In
the DSM-IV-TR, PTSD was considered an anxiety disorder; in the DSM-5,
PTSD is included within the trauma and stressor- related disorders.
Diagnostic features of PTSD – Criteria A. Prior to the introduction of
the DSM-5, in order to establish a diagnosis of PTSD, the DSM-IV-TR
required the individual to meet Criterion A1 (the objective component).
According to this criterion, the individual must have experienced directly,
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witnessed or learned about a traumatic event defined as a threat or act
eventuating in death, serious injury or injury to physical integrity to self or
other. In addition, the individual was required to meet Criterion A2 (the
subjective component), which was the individual’s experience of intense fear,
helplessness or horror. As explained above, the definitions of potentially
traumatic events in the DSM-IV-TR essentially remained the same in the
DSM-5. The two exceptions are that sexual assault and sexual violation are
specifically identified in the DSM-5, and repeated or extreme exposure to the
aversive details of a traumatic event experience (not through media, pictures,
television or movies unless work-related) is included. In addition, based on
substantial empirical evidence, the application of Criterion A2 is no longer
required in determining exposure to a potential trauma event in the DSM-5.
Contentious Issues Surrounding Criteria A in the DSM-IV-TR
Definition of trauma in Criterion A1. Davidson and Foa (1991)
proposed that the unique prerequisite requirement of exposure to a trauma
event according to the definition in Criteria A was functioning as a type of
gatekeeper in the diagnosis of PTSD. A number of researchers (e.g., Carlson
& Dalenberg, 2000; Bowman, 1999) argued that trauma, as defined by
Criterion A1, is unfounded without empirical support or theoretical
frameworks. Central to this argument is the erroneous assumption that
experiencing an extreme life event necessarily equates to experiencing trauma
and is the causal agent of ensuing symptoms (Bowman, 1999). Bowman
(1999) argued that the diagnostic criterion for the development of PTSD
reflects a biological dose-response model. Accordingly, the dose of an event
(type, severity, duration and physical proximity) is the causal factor in the
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likely development and severity of PTSD. Moreover, Criterion A1 stressors
that are experienced directly, and are prolonged and severe in character,
should result in the highest incidence and most severe PTSD. However,
Bowman pointed out that the definition of causal events has progressively
broadened from being “outside…usual…experience” in the DSM-III to the
inclusion of learning about a threat to the physical integrity of a “close
associate” in the DSM-IV, which distorts the dose-response model. Bowman
also argued that discrepancies between the prevalence rates of exposure to
Criterion A1 events and the prevalence rates of PTSD highlighted the
problems associated with a dose-response model of PTSD. Bowman further
suggested that, when attempting to understand the prevalence, severity and
duration of the disorder, focusing on individual differences rather than event
characteristics would offer greater insight into the disorder.
A growing body of literature has begun to propose that the DSM-IV-TR
definition of trauma is too narrow (e.g., Robinson & Larson, 2010; Lancaster,
Melka & Rodriguez, 2009). An exploratory study conducted by Gold, Marx,
Soler-Baillo and Sloan (2005) examined the relationship between the DSMIV-TR definition of a traumatic stressor and psychological symptoms. The
analysis of their sample of college undergraduates (N = 454) revealed that
those who reported experiencing a qualifying Criterion A1 event were
significantly less likely to meet the remaining PTSD criteria compared to
those reporting a non-qualifying life event. The authors also reported that
individuals meeting Criterion A1 and the remaining symptom criteria
reported significantly lower PTSD severity, as opposed to those who reported
a traumatic event that was inconsistent with a DSM-IV-TR Criterion A1
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stressor. Within the trauma incongruent group, two-thirds of the study
participants identified the (expected) death of a loved one as their traumatic
event. This is consistent with previous findings indicating an association
between the expected death of a loved one and PTSD (Ziksook, ChentsovaDutton & Shuchter, 1998). However, a number of researchers have
suggested that symptoms associated with the death of a loved one (although
sharing some overlap with PTSD symptoms) may represent a unique
syndrome, distinct from PTSD, which should be classified as a distinct
disorder (Prigerson et al., 2009). Unfortunately, Gold and colleagues did not
analyse their data further in order to clarify whether or not the death of a
loved one, identified as the most frequently-endorsed non-DSM-IV-TR trauma
in their sample, influenced the direction of association in the trauma
incongruent group.
In a study that attempted to replicate the findings of Gold et al. (2005),
Boals and Schuettler (2009) reported that individuals who identified as
experiencing Criterion A1 qualifying events endorsed higher levels of PTSD
symptoms compared to those who reported non-exposure. However, when
Criterion A2 was included in the model, their analysis revealed that the event
type (A1 or non-A1) was no longer significantly related to levels of PTSD
symptoms. Rather, the individual’s emotional response at the time of the
trauma was associated with the PTSD symptoms. The authors suggested that
their findings warranted further investigation into the role of Criterion A1 and
the way in which trauma is defined.
In contrast, some researchers have suggested that the definition and
conceptualisation of trauma has become too general. Many researchers (e.g.,
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McNally, 2004; Weathers & Keane, 2007) have raised serious concerns about
the change to Criterion A1 whereby an individual need not experience the
event directly or even vicariously, but may simply learn of an event and
experience a Criterion A2 response. McNally (2004) labelled the theoretical
generalisation of trauma as “conceptual bracket creep” (p. 3), adding that it
threatened the clarity of research and the the heterogeneity of samples as well
as the appropriate diagnostic application in clinical and forensic settings.
Many authors have expressed concern that an over-generalisation of trauma
in Criterion A1 may result in a trivialisation of trauma and the trauma
sequelae. An additional concern is that the broadening of the concept of
trauma introduces the risk of re-conceptualising PTSD altogether from what
is currently a fear-based disorder (McNally, 2004; Weathers & Keane, 2007).
In a study conducted by Breslau and Kessler (2001), the broadening or
narrowing effect of the changes to the DSM-IV Criteria A was investigated on
a sample of 2181 individuals. Comparative analysis was conducted using the
Criterion A1 and Criterion A2 as set down in the DSM-III-R (14 items listed
as qualifying stressors), and the DSM-IV (19 items listed as qualifying
stressors). The study findings revealed that the additional five items in the
DSM-IV (learning about the sudden unexpected death of a loved one; or
learning that a close relative was sexually assaulted, attacked, experienced a
car accident, or experienced some other type of accident) explained a 59.2%
increase in the number of events reported (from 270 to 430 per 100 persons).
However, when examining both components (A1 and A2), the initial increase
was reduced to 22%. In addition, the authors revealed that the female
participants in their sample were more likely to endorse Criterion A2
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responses. Importantly, within the sample that met the full diagnostic criteria
for PTSD, 37.8% only did so when the additional five items, as prescribed by
the DSM-IV, were included.
The inclusion of Criterion A2. There is wide debate in the literature
about whether or not the emotional reactions of intense fear, helplessness and
horror, as set out in the DSM-IV, can adequately capture the most salient
peritraumatic responses linked with PTSD (Brewin et al., 2000a; Brunet et
al., 2001; Weathers & Keane, 2007). Kilpatrick et al. (1998) conducted a field
trial regarding the effect of alternative versions of Criterion A on PTSD
prevalence rates. Their findings revealed that 61.5% of the variance was
explained by the following five distinct factors: (a) panic-physiological
arousal (e.g., dizziness, physical numbing) which accounted for 38.5% of the
variance; (b) cognitive factors (e.g., fear, helplessness) which explained 7.9%
of the variance; (c) interpersonal factors (e.g., embarrassment, guilt) which
explained 6.0% of the variance; (d) dysphoria (e.g., anger, disgust) which
explained 4.7% of the variance; and (e) numbing-unreality (e.g., emotional
numbing, detached as if in a dream) which explained 4.3% of the variance.
The results revealed that all five factors were significantly associated with the
PTSD diagnosis. Further, the findings suggested that, during exposure to a
high-magnitude event, individuals might experience different peritraumatic
responses; these differences are such that, the more intense the peritraumatic
response, the more likely a subsequent PTSD diagnosis would be made.
Based on their field trial findings, Kilpatrick et al. (1998) recommended
that Criterion A2 should be included in the diagnostic criteria, noting that few
people who did not experience extremely stressful life events subsequently
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developed PTSD. Further, there was negligible variation in PTSD rates
across different Criterion A definitions. Their research indicated that,
whether or not the definition included subjective emotional reactions
(Criterion A2), people who had experienced extremely stressful life events
and developed PTSD were also likely to report subjective emotional
responses of distress at the time of exposure (Kilpatrick et al., 1998, p. 831).
In line with this view, the DSM-IV did adopt a version of Criterion A that
included two components: (a) exposure to an A1 event, and (b) an A2
subjective distress response.
Brewin and colleagues (2000a) conducted a longitudinal study with a
sample of victims of violent crime (N = 138) within one month of their
experience of the incident, and again at six months, in order to investigate the
role of Criterion A2 in the development of PTSD. Their analysis revealed
that PTSD-positive status was significantly more likely when participants
endorsed all three subjective Criterion A2 responses. However, a small
number of participants who did not endorse the experience of any Criterion
A2 responses, yet developed PTSD, reported other peritraumatic emotions,
such as shame or anger directed at others.
Alternately, individuals may report the experience of peritraumatic
dissociation during a traumatic event. According to Bernstein and Putnam
(1986), dissociation is “the lack of normal integration of thoughts, feelings,
and experiences into the stream of consciousness and memory” (p. 727). In
contemporary psychology, most theorists agree that dissociation is a
defensive coping strategy that is, at least initially, an automatic psychological
defence mechanism, and that it may also be engaged purposefully, allowing
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individuals to withdraw mentally from overwhelming psychic/physical pain
and or inescapable circumstances (Felmingham et al., 2008). Neuroimaging
studies have reported distinct neural reciprocities for the two types of
physiological responses in individuals with PTSD. When PTSD develops,
after a peritraumatic reaction of sympathetic nervous system excitation,
depletion of the medial-prefrontal cortex activity and amplified amygdala
activity is evident. This, in turn, is thought to lead to ongoing autonomic
arousal and hyper-vigilance towards threat cues (e.g., Peres, 2011).
Prolonged states of adrenergic activation are thought to increase the
likelihood of developing PTSD via interference with the processing of the
trauma information and over-consolidation of the trauma memory (e.g., van
Stegeren, 2008). In contrast, when peritraumatic dissociation occurs and
PTSD develops, heightened activity of the medialprefrontal cortex results.
This leads to the inhibition of amygdala activity, blunting the sympathetic
response and leading to emotional numbing (Peres, 2011).
A central point of contention in the literature regarding the Criteria A
diagnosis of PTSD is whether or not the inclusion of Criterion A2 increases
predictive utility (beyond Criterion A1) in identifying the development of
PTSD. The DSM-IV-TR Criterion A2 is a measure of the existence and
strength of an emotional reaction, operationalised as intense fear, helplessness
or horror at the time of and immediately after trauma exposure. For example,
Breslau and Kessler (2001) reported that Criterion A2 did not increase the
conditional probability of PTSD beyond that of Criterion A1 alone. In their
study, among those reporting Criterion A1 only, the analysis revealed a
prevalence of 9.2% for PTSD compared to a negligible increase to 12% for
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individuals that met both Criterion A1 and Criterion A2. Further, in their
sample, Criterion A1 events were strongly associated with Criterion A2
endorsement (76.5%), indicating that Criterion A1 events resulting in a PTSD
diagnosis almost always involved the reporting of Criterion A2 as well.
In the development of PTSD, the poor (and highly negative) predictive
power of Criterion A2 is consistent across many studies (e.g., BedardGilligan & Zoellner, 2008; Karam et al., 2010). This has led many authors to
conclude that, whilst Criterion A2 is associated with the likelihood of PTSD
development, the inclusion of Criterion A2 has virtually no impact on the
prevalence rates of PTSD and may not be necessary for a PTSD diagnosis
(Karam et al., 2010). Based on substantial evidence such as the
aforementioned studies, Criterion A2 of the DSM-IV-TR was consequently
removed from the DSM-5. Future researchers will determine whether or not
the concerns regarding the DSM-IV-TR Criterion A1 (objective component)
are resolved in the current definitions of potential trauma events set down in
the DSM-5.
DSM-IV-TR and DSM-5 – The Diagnostic Features of Posttraumatic
Stress Disorder; Criteria B through E
Diagnostic features of DSM-IV-TR PTSD – Criteria B. According to
the DSM-IV-TR, at least one Criteria B symptom related to the persistent and
intrusive re-experiencing of the trauma event must be reported before a PTSD
diagnosis can be considered. Re-experiencing may occur in numerous ways,
including: unwanted and intrusive recollections of the event (Criterion B1);
disturbing and/or re-current dreams that replay the event or are symbolic of
the event (Criterion B2); and “flashbacks”, defined as a dissociative state
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wherein the individual re-experiences the past event (or components of the
event) as if it were occurring in the present moment (Criterion B3). Criterion
B4 and Criterion B5, in which the individual experiences “intense
psychological distress” or “physiological reactivity”, triggered most
commonly by exposure to actual or symbolically similar events, components
of events or reminders of events, may also be experienced (4th ed., text rev.;
DSM-IV-TR; American Psychiatric Association, 2000, p. 464).
Diagnostic features of PTSD – Criteria C. The defining feature of
Criteria C symptoms is pervasive avoidance of trauma stimuli. At least three
Criteria C symptoms must be reported when considering a PTSD diagnosis.
Individuals may deliberately engage in Criterion C1 strategies, such as
avoiding having feelings about, thinking about or discussing matters related
to the trauma event. Further, Criterion C2 avoidant strategies may be
engaged so that people, places, activities or any other reminders of the trauma
are deliberately circumvented. In addition, Criterion C3 symptoms include
memory disturbance, such as the inability to recall important aspects of the
trauma event (often these are the most emotionally-laden aspects of the
trauma experience). Interrupted emotional range, referred to in Criterion C4
as “psychic numbing “or “emotional anaesthesia”, and reduced interest and
involvement in activities enjoyed prior to trauma exposure may also be
reported. A sense of being detached from other people, including loved ones
and people of significance (Criterion C5), deficits in the ability to feel
emotion, limited emotional range (Criterion C6) and feeling a sense of
foreboding regarding the future, life goals and lifespan (Criterion C7) further
comprise the Criteria C symptom cluster in the DSM-IV-TR (p. 464).
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Diagnostic features of PTSD – Criteria D. According to the DSM-IVTR at least two Criteria D symptoms must be reported before a PTSD
diagnosis can be considered. Primarily, the Criteria D symptom cluster is
related to problems associated with pervasive symptoms of anxiety and
arousal that were not present prior to the trauma. Included among these
problems are sleep disturbances (usually insomnia) (Criterion D1), hypervigilance (Criterion D4), and exaggerated startle response (Criterion D5).
Individuals may also report difficulties with concentration and staying on task
(Criterion D3) and experience symptoms of increased irritability and
outbursts of anger (Criterion D2).
Diagnostic features of PTSD – Criteria E and F. The DSM-IV-TR
states the full symptom picture must be present for more than one month
(Criteria E), and the disturbance must cause clinically significant distress or
impairment in social, occupational or other important areas of functioning
(Criteria F).
Changes to Criteria B, C and D in the DSM-5
Significant debate concerning the validity of the PTSD tripartite
construct of symptom clusters set down in the DSM-IV-TR (e.g., Friedman,
Resick, Bryant & Brewin, 2011) led to major changes in the current DSM-5.
The DSM-5 diagnostic criteria for PTSD include three new symptoms, in a
new total of 20 symptoms. The symptoms are restructured under four
symptom clusters (i.e., the B, C, D and E symptom clusters) compared to the
three clusters listed in DSM-IV. While the Criteria B cluster (reexperiencing) is fundamentally the same as in the DSM-IV-TR version, these
criteria are referred to as intrusion symptoms in the DSM-5. Criteria C
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represent the additional symptom cluster and now reflect symptoms of
effortful persistence of avoidance of stimuli (internal and external) associated
with the trauma. The Criteria D cluster relates to symptoms of negative
alterations in cognitions and mood that worsened or began after the traumatic
event, and includes two new symptoms: first, persistent distorted blame of
self or others for causing the traumatic event or resulting consequences; and
second, persistence of negative emotions associated with the trauma. The
remaining symptoms in the Criteria D cluster reflect the former Criterion C3
through to Criterion C7 in the DSM-IV-TR. In the final symptom cluster, six
symptoms comprise Criteria E. The symptom of irritable or aggressive
behaviour is a revision of Criterion D2 from the DSM-IV-TR, and a third new
symptom of self-destructive or reckless behaviour was included in this
symptom cluster. The remaining symptoms reflect Criterion D1 and
Criterion D3 through to Criterion D5 in the former diagnostic criteria of the
DSM--IV-TR. The DSM-5 also includes a new diagnostic algorithm requiring
the presence of a minimum of one Criteria B, one Criteria C, two Criteria D
and two Criteria E symptoms. It can be expected that future research will
explore whether or not the revised symptom structure in the DSM-5 more
accurately reflects the core symptoms of PTSD.
Prevalence of Exposure to Trauma and PTSD Symptomology
According to epidemiological studies, exposure to trauma is relatively
common in Western societies. Exposure to trauma within one’s lifetime
reportedly affects approximately 40-90% of the population. However,
prevalence rates for a diagnosis of PTSD are significantly lower than
exposure rates, ranging from 1% to 14% within the population of many
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Western countries (Breslau et al., 1998; Creamer et al., 2001; Kessler et al.,
1995). Prevalence rates tend to be more pronounced depending upon a
combination of trauma characteristics and the number of such events. Other
less consistently reported characteristics associated with PTSD are the
demographics of younger age, lower education levels and being unmarried
(Creamer et al., 2001; Magruder et al., 2004; Richardson, Naifeh & Elhai,
2007; Rosenman, 2002). Across many samples, exposure tends to be higher
for males than females, in contrast to a higher prevalence of PTSD reported
in females (e.g., Breslau et al., 1998; Creamer et al., 2001; Freedy et al.,
2010; Kessler et al., 1995; Tolin & Foa, 2006). One explanation for these
findings is that the development of PTSD is more likely following certain
types of trauma. In men, as well as women, rape and sexual molestation are
significant predictors of developing PTSD. Consistently reported across
studies are heightened rates of women reporting sexual violence compared to
men. Some authors have suggested these findings indicate that the type of
trauma experienced is an important factor in the gender-related prevalence of
PTSD (e.g., Creamer et al., 2001; Rosenman, 2002). However, a number of
studies have reported that females are more at risk of developing PTSD even
when the trauma type is held constant (e.g., Frans, Rimmo, Aberg &
Fredrikson, 2005; Tolin & Foa, 2006). Another widely accepted explanation
for gender differences in PTSD prevalence is that females are more likely to
respond to trauma events with increased emotionality compared to males
(Breslau & Kessler, 2001; Brewin, Andrews & Rose, 2000; Frans et al.,
2005), which is associated with PTSD symptom development.
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Dichotomous versus Dimensional Approach to PTSD and Prevalence
Rates
Importantly, researchers conducting epidemiological studies have
reported consistent findings indicating no significant differences between
prevalence rates of full PTSD (meeting the aforementioned diagnostic criteria
of the DSM-IV-TR) and partial PTSD (reporting symptoms that do not fit the
diagnostic criteria picture) (e.g., Di Fiorino et al., 2004; Jeon et al., 2007;
Pietrzak, Goldstein, Malley, Johnson & Southwick, 2009). Partial PTSD is
not a formal diagnosis; it is applied theoretically in research in order to
capture the trauma sequelae of individuals who report trauma symptoms yet
do not meet the full diagnostic threshold of PTSD as set down by the DSMIV-TR.
Jeon and colleagues (2007) examined the prevalence rates of full versus
partial PTSD in a representative Korean sample (N = 6,258). Partial PTSD
was determined based on the participants endorsing one symptom from the
Criteria B, C and D clusters and endorsing impairment for the duration of one
month (Criterion E). The authors reported that the estimated lifetime
prevalence of partial PTSD in their sample was 2.7%, compared to 1.7% for
full PTSD. In addition, the authors reported that, while female gender
appeared to be a risk factor for both groups, there were no other significant
differences between the two groups in the duration of experiencing PTSD
symptomology or co-morbid disorders or dysfunction. However, the study
findings revealed differences in the type of trauma reported according to
PTSD status. For male participants, military combat and natural disasters
involving fire were associated with the development of partial, rather than
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full, PTSD. For female participants, witnessing a traumatic situation and
learning about traumas to others tended to lead to the development of partial,
rather than full, PTSD. However, the trauma experience of being threatened
by others was associated with the development of full PTSD for both males
and females.
Pietrzak et al. (2009) examined the associations between health,
psychosocial functioning and partial PTSD and full PTSD among veterans of
the US military’s Operation Enduring Freedom and Operation Iraqi Freedom
(N = 557). The mean time since the participants’ return from deployment
was 29 months. The authors reported that the participants who met the
criteria for partial PTSD (21.5%) endorsed fewer problems than those who
met the full PTSD criteria (22.3%) but they reported more health, work and
relationship problems than those identified as non-PTSD. According to the
authors, their findings highlight the importance of identifying those
individuals who meet a partial PTSD diagnosis, given the severity of the
associated health and psychosocial difficulties.
A study conducted by Di Fiorino and colleagues (2004) examined the
prevalence rates for full versus sub-threshold PTSD in a sample of ambulance
personnel (N = 34). The participants in their study had been involved in the
relief operations for a flood disaster seven years prior to participating in the
study. The results of the data analysis revealed that 58.8% of participants did
not meet the criteria for full or sub-threshold PTSD. On the other hand,
11.8% of the remaining participants met the criteria for full PTSD, 11.8% met
the criteria for sub-threshold PTSD with impairment, and 17.6% met the
criteria for sub-threshold PTSD without impairment.

45

PSYCHOLOGICAL CORRELATES OF PTSD SYMPTOMS

According to the researchers, their results highlighted concerns about
oversimplifying PTSD as a disorder, due to the tendency to dichotomise
individuals as those with or without PTSD. They further suggested that this
practice might result in not addressing the psychosocial impact and
subsequent needs of all individuals exposed to traumatic events. The
researchers suggested that, given reports of such findings in the literature,
research should not be limited to symptomology that falls within the pure
PTSD diagnostic range and threshold for pathology.
Chapter Summary
This chapter has provided an overview of the development and current
understandings of the PTSD construct in Western medicine. The discussion
highlighted some of the major contentions regarding the conceptualisation of
PTSD and the structure of this construct in the DSM. The newly revised
diagnostic criteria as set down by the DSM-5 were outlined. Future
researchers will determine whether or not the contentious issues surrounding
the DSM-IV-TR criteria have been resolved in the current and more complex
taxonomy of the PTSD construct. This chapter has laid the foundations for
understanding the ongoing development and refinement of PTSD practice and
theory.
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Chapter Three
Theories of Posttraumatic Stress Disorder Symptoms
This chapter provides a review of early theories of PTSD and traces the
influential ideas central to contemporary theories, research and models.
Contemporary models and perspectives are subsequently discussed with a
focus on three prominent theories of PTSD that are used to explicate the
findings in this thesis, namely, Ehlers and Clark’s (2000) cognitive model of
PTSD, Brewin and colleagues’ (1996) original and revised dual
representation theory (DRT) (Brewin, Gregory, Lipton & Burgess, 2010), and
the integrated model of Foa and colleagues (1986, 1989, 1993, 1998). While
acknowledging the debate surrounding these theories, these theoretical
approaches provide a comprehensive explanation of the development and
maintenance of PTSD symptom expression. Thus, this chapter illustrates that
these theories complement, rather than compete with, one another. All three
theories are cognisant of the key role of individual differences in symptom
expression and in the behaviours and cognitions that maintain symptoms.
Each theoretical approach is discussed in terms of its strengths and
weaknesses, noting the significant contribution it makes to the field of trauma
psychology.
Early Theories of Posttraumatic Stress Response
A number of theoretical frameworks explaining PTSD have been
developed over the last several decades. Central to these theories is the
recognition that the development of effective screening tools and therapeutic
treatment is reliant upon accurate theory (Friedman et al., 2011). The
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following review of literature highlights the key theories prominent in the
ongoing development of PTSD conceptualisation.
Conditioning Theories. Based on the principles of conditioning,
expressed primarily in Mowrer’s (1960) two-factor learning theory, early
theorists argued that the trauma event itself was powerful enough to elicit a
fear response acquired via classical conditioning. Subsequently, a neutral
stimulus presented within the environment and during the event was also
capable of arousing fear through the processes of stimulus generalisation and
higher-order conditioning (e.g., Keane, Zimering & Caddell, 1985). In most
PTSD theories, the conditioned fear response was, and still is, considered to
develop in the context of a dose-response relationship. That is, event
characteristics (e.g., severity and duration) determine the strength of the
conditioned response (American Psychiatric Association, 2000, p. 464). The
second factor implicit in the conditioning theory perspective relied on the
tenets of instrumental conditioning. Higher-order conditioning and stimulus
generalisation were considered responsible for increased avoidance
behaviours of internal and external conditioned cues that elicited the trauma
memory (Fairbank & Nicholson, 1987).
Keane and colleagues (1985) applied Mowrer’s (1960) two-factor
learning theory to understanding posttraumatic symptoms in a sample of
Vietnam War Veterans. Their supposition was that exposure to combat
trauma was intense enough to generate conditioning to many stimuli
(including innocuous stimuli); in turn, triggering memories, anxiety and
physiological arousal within the individual. The authors suggested that
maintenance of such associations and symptomology occurred via the
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avoidance strategies engaged in by the individuals. Avoidance strategies
reduced fear; in turn, reinforcing those strategies. Keane et al. (1985) also
proposed that amnesia for trauma memories might stem from incongruence
between present avoidance behaviours or mood states and those moods
experienced at the time of trauma exposure.
Conditioned fear response is able to explicate a number of core features
of PTSD, predominantly avoidance behaviours, and the ability of trauma
memories and environmental cues to elicit varying degrees of emotional and
physiological arousal (e.g., Keanne et al., 1985). However, a number of
critical reviews have highlighted the inability of the theory to adequately
explain other core features of PTSD. Most notably, researchers have pointed
out the inability of the theory to adequately explain the role of responses and
emotions other than fear, and to delineate the aetiology of PTSD from other
anxiety disorders (Brewin & Holmes, 2003; Foa, Steketee & Rothbaum,
1989; McGarvey & Collins, 2001). These findings indicate that other
theoretical approaches to understanding PTSD may better explain the
disorder.
Emotional Processing Theories. Influenced by the early works of
Freud and by Lang’s (1977) work on intrusive imagery, one of the earliest
emotional processing theories was provided by Rachman (1980). The
development of Rachman’s theory arose as a response to providing a
parsimonious explanation of the association between a number of symptoms
of anxiety disorders, abnormal grief reactions, and the return of fear and
obsessions. In addition, Rachman (1980) was interested in understanding the
comparable success of fear reduction techniques used in therapy at that time.
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While responses to trauma were included in the theory, the newly developing
concept of PTSD was not explicitly addressed (Rachman, 2001). In reference
to dealing with stressful life events, Rachman (1980) proposed that emotional
processing occurred as “a process whereby emotional disturbances are
absorbed and decline to the extent that other experiences and behaviour can
proceed without disruption” (p. 51).
Accordingly, symptom development was the result of unsuccessful
attempts to decrease emotional responses in the presence of aversive
information. In addition, unsuccessful processing stemmed from avoidance
behaviours, the refusal or inability to discuss the event, and deficits in
perceived control. Moreover, it was argued that this resulted in a number of
direct and indirect symptoms of intrusion and hyper-arousal, which are core
to contemporary concepts of PTSD (McGarvey & Collins, 2001; Rachman,
2001). According to Rachman’s (2001) theoretical approach, the successful
processing of aversive information occurred through engaged exposure, sense
of control and relevant conversation.
The theory also highlighted the importance of accommodating the
individual differences affecting emotional processing with respect to the
onset, severity and duration of symptomology (McGarvey & Collins, 2001;
Rachman, 2001). Individual differences identified as capable of increasing
the likelihood of impeded emotional processing were categorised into four
factors: (a) state factors, such as fatigue; (b) personality factors, such as
neuroticism; (c) stimulus factors, such as event characteristics; and (d)
associated activity factors, such as the presence of other stressors.
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However, a primary weaknesses identified in the original theory of
emotional processing was the failure to provide an explanation of the
mechanisms that could explain how processing occurs (Rachman, 2001). In
addition, the original theory was criticised for the unjustified emphasis placed
on the process of reducing the fear response as an indication of successful
processing. This emphasis arguably ignored the possibility that the aversive
information had been integrated into existing structures that may have
resulted in fear reduction or increased fear response (Foa & Kozak, 1986).
Information Processing and Network Theories. Grounded in the
cognitive school of thought, information processing theories are underpinned
by associations between emotion, memory and neuro-physiological reactivity
(Fairbank & Nicolson, 1987). This theoretical approach takes into account
the social cognitive position that the successful processing of trauma
information requires integration of the trauma information into existing
schemata. Highly influential in the ongoing development of trauma theory in
this school of thought was Lang’s (1979, 1994) bio-informational theory.
According to bio-informational theory (Lang, 1979, 1994), emotional
experiences are organised and represented in memory networks. Fear
memories are a network of three broad categories of interconnected points of
information, namely, stimulus, response, and meaning. Stimulus information
is a representation of perceptual information (e.g., the sights and sounds of
trauma), while response information represents the physiological and
behavioural reactions to the trauma event. Meaning information represents
the declarative and semantic memory stores relative to the level of threat.
The dynamic between these three categories of information results in
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representations of the trauma in memory in such a way as to enable the
individual to respond quickly and appropriately (fight or flight from danger),
should the same or similar event arise in the future. This process is facilitated
by the storing of the emotion of the event (including stimuli responses and the
meaning assigned to the initiating stimulus and response information) in the
memory as an information structure (Lang, 1994).
According to Lang’s theory, fear memories in individuals with anxiety
disorder are characteristically stable, coherent and easily activated by stimuli
(even though the relevance to the original memory is often vague).
Activation of the fear memory results in re-experiencing the same
physiological response exhibited at the time of the event. This results in the
individual assigning judgements to the meaning of the new experience in line
with the memory of the original event (Lang, 1979, 1994).
Also working from a fear network perspective, Chemtob, Roitblat,
Hamada, Carlson and Twentyman (1988) developed a cognitive action theory
of PTSD. This theory proposes that PTSD is differentiated from specific
phobia due to the significant levels of re-experiencing and heightened arousal
which are characteristic of PTSD. The theory further holds that the activation
of the fear network in the trauma victim is permanent, thus explaining why
re-experiencing occurs upon the presentation of stimulus cues closely
resembling the original event. In contrast, ambiguous stimulus of the original
memory is more likely to trigger symptoms of intrusive imagery (Chemtob et
al., 1988). Similar to Lang’s (1979) proposal, the activation of this type of
memory would also result in the activation of other associated memory
stores. Consequently, activation of the fear network via real or ambiguous
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threat and fear cues results in a positive feedback loop and elevated threatoriented arousal (Chemtob et al., 1988).
The influence of Lang’s (1977, 1979) theory of associated fear
networks is also evident in Foa and colleagues’ influential information
processing model of PTSD (Foa & Kozak, 1986; Foa et al., 1989). Foa et al.
(1989) proposed that the encoding of trauma events occurs via a fear network
of associated points of trauma-related information. Accordingly, fear
structures in memory comprise stimulus information about the trauma event,
response information (physiological and behavioural response), and
information about the meaning of the stimulus and response elements. The
fear network is as an information structure of escape and avoidance
behaviour, different to other memory stores, as the meaning assigned within
this structure is one of danger.
Foa et al. (1989) proposed that the meaning of the event, and more
specifically the level of significance in challenging pre-trauma beliefs about
safety, was fundamental to understanding the development and maintenance
of trauma symptoms. This proposition was unlike the theories of information
processing put forward by theorists such as Lang (1977) and Chemtob et al.
(1988) who argued that emotion was central to understanding trauma
reaction. Furthermore, the violation of previously held safety beliefs, coupled
with physiological arousal, was suggested by Foa et al. (1989) to create a
specific type of representation in the memory that is differentiated from nontrauma memories. Trauma events were thought to create strong associations
between fear nodes that represent behavioural and physiological responses to
the event, unlike the weaker associations of a non-traumatic event and non-
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fearful or neutral mood states. These strong associations, in turn, lead to a far
more readily activated fear response in the presence of trauma and/or safety
belief cues.
In an attempt to explain the development and maintenance of
symptomology, Foa et al. (1989) outlined a number of reasons for corrective
information being difficult to integrate. Primary to these reasons is the
incompatibility of trauma events (which are uncontrollable and unpredictable
in nature) with pre-trauma models of events occurring in an individual’s life
in a controllable and predictable way. Individuals who have widespread fear
networks display heightened attentional biases for threat and fear stimuli, and
an exaggerated perception of the likelihood of actual danger. This heightened
sensitivity to threat cues leads to persistent activation of the fear network
(Foa & Kozak 1986; Foa, Feske, Murdock, Kozak & McCarthy, 1991).
Resolution of the trauma occurs via the integration of the new trauma
information into pre-trauma memory structures. The successful integration of
trauma information is achieved by activating the fear response and modifying
the current information with information incompatible with fear within the
existing fear network (Foa & Kozk, 1986).
A number of authors have highlighted the important contributions made
by fear network models in the field of trauma (e.g., Brewin & Holmes, 2003;
Dalgleish, 2004; Foa, Huppert & Cahill, 2006). Fear model networks
propose plausible and reasonably comprehensive theoretical explanations for
the cognitive mechanisms involved in processing trauma information in the
peritraumatic and posttraumatic stages of exposure. The characteristics of
PTSD associated with attentional resources, memory processes, heightened
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arousal, re-experiencing and avoidance are explicated in the fear network
models, while remaining cognisant of the implications of pre-trauma beliefs
being challenged or altered. Of most significance is the contribution of such
information processing theories to the development of intervention and
treatment for trauma survivors (Brewin & Holmes, 2003).
Despite recognition of the contribution of information processing
theories, criticism has been directed at the focus on understanding trauma
sequelae via the actual trauma event, rather than by contextualising
symptomology by reference to the wider personal and social characteristics of
the victim which could yield a more comprehensive understanding of the
trauma (Brewin & Holmes, 2003). In respect to memory, it has been argued
that information processing theories do not provide an adequate explanation
for the polarity of PTSD-related memory, failing to distinguish intense
cognitive and physiological reactions and trauma-related amnesia. Further, it
has been suggested that fear network theories are unable to offer adequate
explanations for many aspects of trauma response, such as emotional
numbing (Litz, Orsillo, Kaloupek & Weathers, 2000) and the delayed onset
of PTSD (McGarvey & Collins, 2001).
Social Cognitive Theories of Trauma – Schema-Based Theories.
With an emphasis on individual differences and assumptive worlds,
Horowitz's (1976, 1986) stress response theory has been very influential in
the ongoing development of the theoretical understanding of posttraumatic
psychology. Grounded in psychodynamic theory, Horowitz (1983) proposed
that, when exposed to traumatic events, individuals process the trauma
information through already established cognitive models of the world.
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According to Horowitz, the initial response to trauma is one of outcry,
referring to the individual reaction (physiological and psychological) to the
event, which is usually intense due to the proximity to the trauma.
The second phase of Horowitz’s (1983) model describes the need for
assimilation of this new information into existing cognitive models, which is
referred to as the completion tendency. In this stage, the individual may
experience mental overload and engage in the defence mechanism of
numbing and denial. Accordingly, engagement in strategies of numbing and
denial reduces the psychological tension and distress caused by a bias toward
processing trauma information in a way that maintains pre-trauma schemas.
This occurs at the expense of including information incongruent with pretrauma schemas. However, as the individual is unable to maintain this
defence completely, the trauma information remains in active memory,
replaying in conscious awareness. According to Horowitz (1983), integration
of the new information is fundamental to a return of equilibrium.
The third phase of Horowitz’s (1983) model describes intrusive mental
processes (e.g., flashbacks, intrusive thoughts, memories, nightmares) that
facilitate a return to equilibrium. Horowitz posited that this process of
assimilation or working-through indicates that the individual is likely to
oscillate between the phases of re-experiencing (in order to absorb and
incorporate the new information) and denial (in order to protect the individual
from becoming overwhelmed by the new information, thus hindering
assimilation). This process continues until integration of the new and old
information forms a new internal cognitive model of the world that reflects
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the individual’s new reality. The model developed by Horowitz arguably
represents a normal reaction to trauma.
The symptoms associated with the traumatic experience may become
pathological when the individual is unable to work through each of the phases
due to becoming overwhelmed by the symptoms in the individual phases
and/or due to prolonged exposure to the stress response process. Further, the
duration of symptoms (avoidance, numbing and intrusions) is contingent on
the ongoing working-through process (as trauma information remains in
active memory); thus, when assimilation of the trauma information is
prolonged, so too are the corresponding trauma symptoms (Horowitz, 1983).
Furthermore, Horowitz (1983) suggested that psychological reactions to
trauma become pathological when unsuccessful integration of the trauma
information with the pre-trauma cognitive model of the world occurs. Owing
to individual differences in the cognitive representations of the world and
self, each individual experiences and interprets the trauma event and its
meaning uniquely. Individual differences account for why some people
develop posttraumatic symptoms and others do not.
Horowitz’s (1983) work provided valuable and influential insights into
the developing field of trauma psychology. He was among the earliest
theorists to acknowledge and explain both the wider implications of trauma
for the individual’s core beliefs about the world and self. In addition,
Horowitz recognised that cognitive change was likely beyond the limited
scope of trauma-related cognitions (Brewin, Dalgleish & Joseph, 1996;
Dalgleish, 2004). The two fundamental principles of the theory – namely,
that existing schematic structures determine how new information is
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processed and that the reconciliation of incongruent schema information is
problematic to such processes – are considered to provide a robust account of
the clinical characteristics of PTSD (American Psychiatric Association,
1994). Dalgleish (2004) suggested that schema-based theories explain most
of the characteristic symptoms of PTSD. The stress response phases put
forward by Horowitz are able to account for symptoms of intrusion,
avoidance and hyper-arousal, as well as the onset and duration of symptoms
(Dalgleish, 2004).
A number of weaknesses in the theory have been highlighted.
Dalgleish (2004) and Brewin and Holmes (2003) argued that Horowitz’s
(1983) theory does not adequately describe the mechanisms involved in
active memory, schema change, emotions and the representation of beliefs
and thoughts or their manipulation. Central to the diagnostic criteria of PTSD
is that intrusive symptoms are triggered by many trauma-related (including
vague) cues. According to Horowitz’s theory, this is caused by an active
memory of the unresolved trauma. However, the theory is not clear regarding
the concept of active memory. Moreover, failing to describe what type of
mental representation active memory is within existing cognitive theories of
memory. This shortcoming is argued to be of great importance (Brewin &
Holmes, 2003; Dalgleish, 2004). Central to Horowitz’s (1983) theory is that
the resolution of trauma-related symptoms is contingent upon the degree of
successful integration of incongruent trauma information (active memory)
into existing schemas, which leads to the modification of the original schema.
However, it is not clear how incongruent trauma information and schematic
knowledge is reconciled. In addition, Litz (1992) and Brewin and Holmes
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(2003) suggested that the theory could not comprehensively differentiate
flashbacks from ordinary memories of trauma, variable patterns of symptom
expression, peritraumatic responses or remission of symptoms when
integration of the trauma material has not been successful.
Another influential schema-based theory is the theory of shattered
assumptions (Janoff-Bulman, 1989; Janoff-Bulman & Frieze, 1983).
Expanding on the work of Parkes (1971), the basic tenet of this theory is that
individuals carry with them the unchallenged belief that the world is
generally a meaningful and just place, and that they themselves are worthy
and secure. When exposed to trauma, the new information is said to be
incongruent with the individual’s pre-trauma assumptions of the world, thus
threatening to shatter previously held beliefs (Janoff-Bulman, 1989; JanoffBulman & Frieze, 1983). Integration of the trauma information occurs in the
process described previously by Horowitz (1983) and may result in
posttraumatic growth. The risk of developing PTSD symptoms arises when
the individual is unable to successfully reconcile the new information and reestablish prior beliefs of the world and self.
According to this theory, fundamental to the successful integration of
trauma information is the meaning assigned to the trauma event. One way in
which successful integration is achieved in relation to an individual’s schema
is the attribution of personal responsibility. Janoff-Bulman (1989) identified
two distinct types of self-blame, namely, behavioural and characterological
self-blame. In her later work, Janoff-Bulman (1992) suggested that
behavioural self-blame attributions for trauma events are associated with the
success of integration and posttraumatic outcomes, via mechanisms of
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control. Moreover, individual behaviour is perceived as modifiable, and in
turn is associated with a belief in being able to avoid future negative
outcomes by way of modifying past behaviours associated with aversive
events. In contrast, characterological self-blame is associated with an
individual’s esteem; thus, the source of blame is placed on the individual’s
character (unmodifiable) and is in turn associated with a belief that past
negative outcomes are deserved and future negative outcomes can be
expected.
The theory of shattered assumptions has played an important role in
expanding schema-based theories in the field of trauma response, from fearbased reaction theories to ideas that incorporate other aspects of the trauma,
including posttraumatic growth (Brewin & Holmes, 2003). However, the
theory has been criticised for lacking adequate explication and empirical
support for the identification of a causal relationship between attributions,
perceived control and psychological adjustment (Macleod, 1999). According
to the theory of shattered assumptions, the individual’s assumptive beliefs
should, to a reasonable extent, be congruent with the experiences in their life.
For example, those with the most positive experiences should also have the
most positive assumptions. Therefore, trauma information should be most
incongruent for individuals with the most positive worldviews and selfbeliefs, leading to a greater intensity of shattered core beliefs and PTSD
symptoms.
However, as Brewin et al. (1996) pointed out, the empirical evidence
does not support this position. On the contrary, a well-established primary
risk factor for the development of PTSD symptoms is exposure to prior
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trauma or multiple trauma history (e.g., Brewin, Andrews & Valentine, 2000;
Ozer et al., 2003). It would be expected that those with multiple trauma
histories or prior exposure would appraise the trauma information as far less
shattering of their world beliefs than those with positive views of the world
and themselves. Furthermore, Dalgleish (2004) argued that the theory does
not adequately describe the mechanisms involved in cued memory and
intrusive imagery, schema change or the architectural representation of
beliefs and thoughts.
Recent Theories of Posttraumatic Stress Response
The primary theoretical limitation of early conditioning models and fear
reduction of trauma reaction approaches was the inability of these theories to
provide adequate explanations of all the core features of PTSD and the role of
responses and emotions other than fear (Brewin & Holmes, 2003; Foa &
Kozak, 1986; McGarvey & Collins, 2001). Furthermore, advances in
cognitive psychology led to the development of other theoretical approaches
to understanding PTSD that might better explain the disorder. Subsequently,
a number of cognitive theories of PTSD emerged, emphasising cognitive and
individual differences as key risk factors for developing and maintaining
symptoms of psychological trauma (Brewin & Holmes, 2003).
Most early cognitive theories of trauma rely on theoretical frameworks
of a single aspect of mental representation in memory. Consequently,
common criticisms of both cognitive and social cognitive theories include the
inadequacy of these theories to explain the full scope of the core features of
PTSD. Also noted is the failure to differentiate between the normal and
abnormal processing of trauma memories. As well as variability in symptom
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expression, these theories also failed to accommodate the architectural
representation of beliefs and thoughts and how changes to these structures
occur (Brewin & Holmes, 2003; Dalgleish, 2004; Litz et al., 2000).
Contemporary cognitive theories have attempted to reconcile such
deficits via the development of hypotheses and models that involve more than
one explicit form of mental representation. More recent theories also enjoy
the advancement of technology that has led to an exponential increase in
knowledge in the field of neuropsychology. Thus, contemporary cognitive
theories are increasingly cognisant of the role of neuropsychology in
expanding our understanding of the normal and abnormal processes involved
in trauma exposure.
Neuropsychological Theories of Trauma and Trauma Memory. Prior
to the inclusion of PTSD in the DSM-III, posttraumatic illness was considered
to be of biological origins. Research and theory explained symptomology via
models that reflected physiological reactions and outcomes without
consideration of the role of psychological responses and impacts (Trimble,
1984). However, as early as the 1940s, Kardiner (1941) and other theorists
had already identified the dual nature of posttraumatic symptoms as both
physical and psychological. Contemporary research in PTSD has evolved to
take into account the inextricable and relational functioning between the
physiological and psychological systems of humans (van der Kolk, 1994).
When an individual is exposed to a trauma event, psychological and
physiological responses are required in order to maximise the likelihood of
the individual’s survival (Nijenhuis & Van der Hart, 1999). There are a
number of responses which the individual may engage in and/or experience
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during exposure to a trauma event. These responses are associated, for
example, with fight, flight or freeze. Each of these responses is comprised of
physiological/arousal, cognitive and affective elements (van der Kolk, 1994).
The physiological response to threat involves a number of systems that
prepare the body to respond (fight, flight or freeze) to the threat and
subsequently return the body to homeostasis. Two systems are responsible
for mediating this process, namely, the autonomic nervous system and the
hypothalamic-pituitary-adrenal axis. These systems act primarily via the
“release of endogenous stress responsive neurohormones including cortisol,
epinephrine and norepinephrine, vasopressin, oxytocin and endogenous
opioids” (van der Kolk, 1994, p. 255). While a full and comprehensive
discussion of psychoneuroendocrinology is outside of the scope of this thesis,
a basic overview is provided.
Incoming stimuli are initially processed in the cerebral cortex.
However, the amygdala is responsible for the determination of threat and the
activation of a series of appropriate neuro-chemical systems (Sah, Faber,
Lopez De Armentia & Power, 2003). This activity directs activation of the
hypothalamus, leading to the secretion of corticotropin-releasing hormone
(CRH) and arginine vasopressin, signalling the anterior pituitary gland to
secrete adrenocorticotropic hormone (ACTH) into the bloodstream. In turn,
this results in the secretion of glucocorticoids (primarily cortisol),
epinephrine and norepinephrine (NE) via the adrenal medulla and adrenal
cortex (Sherin & Nemeroff, 2011). This cascade of neuro-chemical activity
activates the body, allowing it to deal with the current threat, known as the
flight or fight reaction (Cannon, 1914). Thus, the body reacts via increased
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heart rate and respiration, dilation of the pupils, and release of sugar into the
blood. All of these functions serve to heighten the body’s senses and access
strength and energy in order to deal with the crisis. Simultaneously, in the
brain, adrenalin is transformed into norepinephrine, allowing the individual’s
attentional resources to focus narrowly on the threat at hand. Importantly,
glucocorticoids are responsible for the activation of the flight/fight response
and for returning the body to homeostasis. This occurs via the delivery of
information from the glucocorticoid receptors to the hippocampus, which in
turn signals the hypothalamus to stop releasing glucocorticoids (Sherin &
Nemeroff, 2011). Endorphins are also released into the brain and act as an
analgesic, thus improving the likelihood of survival by ensuring that the
individual will not be preoccupied by physical pain (Schwabe, Wolf & Oitzl,
2010). This is the normal process of physiological response to stressors
within the environment.
As noted previously, exposure to a traumatic event and the subsequent
development of posttraumatic symptomology has long been speculated to
comprise physiological and psychological components (e.g., Kardiner, 1941).
Kardiner (1941) proposed an association between the distorted processing of
trauma information due to peritraumatic physiological responses and the
development of posttraumatic symptomology. The encoding of the trauma
memory and the response is adaptive for future survival; the retrieval of such
information allows for increased speed and efficiency of the body in
activating emergency systems, should a similar trauma event present again.
Kolb (1987) proposed that encoding trauma information efficiently is
compromised when excessive traumatic stimulation overwhelms the brain’s
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capacity to process the information, resulting in subsequent PTSD symptoms.
Moreover, Kolb suggested that excessive peritraumatic stimulation of the
central nervous system might result in posttraumatic neuronal changes. This
occurs due to sensitisation of the neuronal circuits that are responsive to
threat, including structures in the “temporal-amygdaloid complex concerned
with agonistic behaviour”; this may “lead to depression [or atrophy] of those
synaptic processes which permit habituation and thus discriminative
perception and learning” (Kolb, 1987, p. 993). This results in over-sensitivity
to threatening situations, which disrupts the cortical inhibition of the locus
ceruleus and its activation of diverse cortical and subcortical structures. In
turn, increases in cortical and subcortical activation serve to further enhance
the sensitisation and activation of the perceptual, cognitive, affective, somatic
and behavioural processes/responses associated with threatening situations
(Kolb, 1987). Feedback from the stress response process consequently
maintains or increases the cycle of threat-related stress hyperactivity.
Drawing upon extensive empirical findings, Sherin and Nemeroff (2011)
presented a basic neurobiological model of PTSD.
Sherin and Nemeroff (2011) suggested that, given the numerous
biological disturbances observed in PTSD, an enduring dysregulation of
multiple stress-mediating systems appears to be involved. The authors
posited that such disturbances occur in individuals with genetic, epigenetic
and experiential predispositions when exposed to traumatic events. The
resultant changes signify a permanent sensory imprint of maladaptive
processing of the experience, which imposes an imbalanced degree of
emotional importance. This, in turn, results in behavioural reactions of
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activation or restraint that are focused on defending against future trauma via
the activation or deactivation of biological systems in a bid to secure
homeostasis. According to Sherin and Nemeroff, the lack of baseline cortisol
which is consistently reported at the time of trauma may facilitate the overactivation of the central CRH-NE cascade. This is thought to result in
amplified and prolonged stress responses (e.g., Yehuda, 2006; Heim et al.,
2000). The inadequate regulatory effects of the gamma-aminobutyric acid,
neuropeptide Y and serotonin neurotransmitters may further exaggerate this
amplification of stress responsiveness.
It is argued that the PTSD feature of the generalisation of learned fear
to unrelated trauma contexts, as well as deficits in discerning threatening and
non-threatening stimuli, are associated with an abnormally functioning
hippocampus (Sherin & Nemeroff, 2011). Common in individuals meeting
the PTSD diagnostic criteria is abnormal hippocampus function, as well as
overactive amygdala response. In combination, these deficits are thought to
be in part responsible for paranoia, hyper-vigilance, behavioural activation,
exaggerated stress responses and the further acquisition of fear associations
(e.g., Elzinga & Bremner, 2002; Sherin & Nemeroff, 2011). Disrupted
prefrontal cortical functions may, in turn, facilitate PTSD symptomology due
to the inadequate suppression of stress responses and fear associations, as
well as extinction (e.g., Bremner, 2006; Elzinga & Bremner, 2002; Yehuda,
1999).
Memory disturbance is one of the core clinical characteristics of PTSD.
Typically associated with PTSD are intrusive memories, which are generally
accompanied by high levels of arousal and behavioural responses, and
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fragmented or impoverished memory, which is associated with poor encoding
and retrieval (American Psychiatric Association, 2000). However, the general
impairment of the declarative memory system (non-trauma and trauma
memories) is also a feature of PTSD (van der Kolk & Fisler, 1995), and is
attributed to an abnormally functioning hippocampus.
In addition, Sherin and Nemeroff’s (2011) model draws upon the extant
literature to suggest that the abnormal processes of learning and extinction
observed in individuals with PTSD may be a consequence of altered
norepinephrine and stress hormone activity. Norepinephrine enhances the
encoding of fear memories and glucocorticoids block the retrieval of emotional
memories. Thus, the combination of elevated noradrenergic activity and
relative hypocortisolism (low cortisol level) may strengthen the encoding of
traumatic memories, thereby explaining the reduced inhibition of memory
retrieval; both of which are thought to trigger the re-experience phenomenon in
PTSD (De Quervain, 2007; Elzinga & Bremner, 2002). Contemporary
research into the neurobiological implications of the aetiology and maintenance
of PTSD is quite extensive. However, as pointed out by the majority of
researchers in this field, significant controversy persists as more remains
unknown than known at this point in time (e.g., Bremner, 2006; Sherin &
Nemeroff, 2011; Yehuda, 2006).
The Integrated Model of Foa and Colleagues. The earlier fear
network theory proposed by Foa and Kozak (1986) and Foa et al. (1989) was
expanded to incorporate schema-based theories (e.g., Foa & McNally, 1996;
Foa & Meadows, 1998; Foa & Riggs, 1993; Foa & Rothbaum, 1998). This
approach was referred to as the integrated model of PTSD by Dalgleish (2004)
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and as emotion processing theory by Brewin et al. (2003). In particular, the
original fear network theory was extended by the inclusion of an increased
emphasis on compromised information processing at the time of trauma.
Accordingly, trauma information that is biased by extreme peritraumatic
emotions would arguably result in a fragmented and disorganised memory of
the event (Foa & Riggs, 1993).
In addition, the associations between PTSD and pre-trauma models,
peritraumatic responses and posttraumatic reactions, and perceptions of the
reactions of others were further elaborated. Foa and Rothbaum (1998)
proposed that, as inflexibility of self and worldviews increases, so too does the
individual’s vulnerability to developing PTSD. For those with poor self and
worldviews, this vulnerability occurs because the trauma acts to confirm
previously held beliefs. In contrast, for those with rigid inflexible positive self
and worldviews, the trauma contradicts and challenges previously held beliefs.
This arguably hinders the successful information processing of the trauma
information. Additionally, greater emphasis is placed on the role of negative
appraisals of responses and behaviours during the trauma and after the trauma,
including post-trauma symptoms and the responses of others that intensify
perceptions of incompetence. For that reason, the model proposes that pretrauma, peritraumatic and posttraumatic beliefs may interact to strengthen
current beliefs of incompetence and danger, which are believed to underlie
chronic PTSD (Foa & Rothbaum, 1998).
Foa and Kozak (1986) proposed exposure therapy as an effective
treatment for PTSD, identifying the benefits as the habituation of fear,
countering of the belief that symptoms are permanent, prevention of negative
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reinforcement of the trauma memory, incorporation of safety information, and
disconfirmation of negative trauma information allowing for the modification
of negative trauma memories. Other benefits have been found to include a
reduction in global danger beliefs, promotion of cohesive memory aiding in the
integration of the trauma memory, and promotion of a sense of personal
resiliency (Foa & Rothbaum, 1998).
The integrated model of Foa and colleagues (1986, 1989, 1993, 1998) is
quite comprehensive as the theory takes advantage of both network and
schema-based theories. The theory is commended for advancing trauma theory
and the utility of PTSD treatment in the therapeutic setting by identifying the
factors associated with the varying degrees of success experienced by trauma
victims in therapy (e.g. inflexible pre-trauma beliefs) (e.g., Brewin et al., 2003;
Dalgleish, 2004). However, the theory has been criticised in regard to its
propositions regarding memory. For example, Brewin et al. (2003) highlighted
the lack of empirical evidence to support claims that improvements via
exposure therapy are associated with alterations of trauma memories as
opposed to the memories being blocked or inhibited. Lack of evidence also
exists on the relationship between the improvement in therapy and the initial
activation of fear, and the relationship between improvement and habituation.
Dalgleish (2004) also highlighted concerns that the theory does not account for
the mental representation of referential meaning. Moreover, by including such
representations as memory records, the theory is unable to account for
differences in re-experiencing the trauma verbally as opposed to other ways
such as flashbacks.
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Dual Representation Theory of PTSD. The dual representation theory
(DRT) of PTSD (Brewin, 2001; Brewin & Holmes, 2003; Brewin et al., 1996)
is a complex social cognitive theory, reformulated and grounded in
neuropsychology that explains the core features of PTSD (Brewin et al., 2010).
Recent reviews of the theory have further highlighted and incorporated
neuropsychological explanations to provide a greater understanding of the
mechanisms involved in processing, encoding and retrieving trauma
information (Brewin et al., 2010). The DRT of PTSD attempts to explain the
development and maintenance of PTSD from two pathological pathways,
namely, the trauma-related appraisal and emotional processing which underlie
the neural processes related to the processing of trauma information.
A fundamental tenet of DRT is that memories are encoded into dual
memory systems, namely, verbally accessible memory and situationally
accessible memory. Both types of memory are encoded in an associated and
parallel fashion (Brewin, 2001; Brewin et al., 1996). Within the revised model
of DRT, verbally accessible memory is referred to as contextual memory (Cmemory). This change represents a more adequate description of this memory
store, indicating that it is more than verbally accessible. Information contained
in the C-memory structure is said to comprise elaborate contextual information,
allowing for deliberate recall, progressive editing and re-appraisal.
This system facilitates the interpretation of meaning from events by
merging information in various forms, including abstracted, generalised ideals
and novel images from objective and conceptual information, all of which are
considered allocentric, or viewpoint-independent (Brewin et al., 2010). The
function of this system is to manipulate new information in such a way that it
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can be located contextually, spatially and temporally. C-reps are
representations within this memory store and are not purely verbal, but
comprise properties encoded within the ventral stream in a manner that allows
for the contextual integration of new information with existing
autobiographical information (Brewin et al., 2010). C-memory, maintained by
the medial temporal lobes system, is responsible for declarative memory,
including the hippocampus which is responsible for the spatial and temporal
specific information associated with episodic memories and the parahippocampus (Brewin et al., 2010).
In the revised model, situationally accessible memory is referred to as
sensation-based memory (S-memory). S-memory consists of a rich store of
sensory and affective information related to specific events, known as sensory
representations (S-reps). Information in this system is encoded in an
egocentric fashion, that is, just as it was experienced. In this sense, the
representations are viewpoint-dependent. Information contained in this
memory structure is not located contextually, spatially or temporally, and
cannot be deliberately recalled or edited. Rather, activation of this memory
store occurs via cued stimuli of the original event. These stimuli activate the
sensory and interoceptive cortical areas of the brain “with the projection of the
dorsal visual stream to the superior parietal areas and with their connections to
the amygdala and insula” (Brewin et al., 2010, p. 226).
In the revised dual representation model, normal encoding is described
as the integration of information into autobiographical memory via the creation
of an association between the S-rep and corresponding C-rep for the new
information. The encoding and partnership of the two systems is a normal
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process of memory. Brewin (2010) pointed to Conway’s (2001, 2005, 2009)
model of episodic and autobiographical memory for the support of these tenets
in DRT. According to this model, autobiographical and episodic memory are
not only distinct forms of memory with separate functions, they are also
located in different areas of the brain. The autobiographical memory store is
comprised of contextual personal information and is accessible automatically
or intentionally. This memory store is a highly organised and detailed store of
personal history that requires associated information from the episodic memory
to be brought into consciousness for recollection. Within this model, a
distinction is made between long-term autobiographical memory and shortterm episodic memory. Until recently, episodic memory has been thought to
be short-term only; however, according to the evidence provided by Conway
(2009), episodic memory is in fact stable and may be permanent.
According to DRT, at the time of processing highly emotionally salient
events representing threat, the stress response of the body compromises the
attentional capacities of the individual (e.g., Brewin et al., 2010; van der Kolk,
1994). The organism responds to limitations of attention by processing large
amounts of sensory information as S-reps in the unconscious memory store of
S-memory. This is a highly adaptive function, as it allows for the automatic
retrieval of information by similar cues (critical for successful avoidance and
reaction in similar future events). The other advantage of storing information in
this manner is that the integration of S-reps and C-reps of the event can occur
at a more appropriate time without being lost.
When encoding of memories occurs normally, associations form
between the contextual and sensory elements of the incoming information.
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Where the normal retrieval of traumatic memories occurs, the visual recall of
the event proceeds in a top-down manner, dominated by C-reps of the event
and driven by the prefrontal cortex. This process activates egocentric visual
imagery, allowing for the retrieval and matching of the S-reps of the
experience. Re-experiencing does not occur under these encoding conditions,
as the activation of weaker S-reps is contingent upon attention being directed to
matching the details in the retrieved imagery (Brewin et al., 2010).
It has been suggested that disruption during the encoding process of
trauma information results in the necessary associations between S-reps and Creps being lost or impaired (Brewin et al., 2010). When activation of an S-rep
occurs due to a cue or trigger, and the association between the S-rep and C-rep
of that event is absent or impaired, the memory of the event is experienced as if
it were occurring in the present time (flashbacks). Involuntary flashbacks of
trauma events are said to occur in a bottom-up fashion. More specifically, the
S-reps activated by situational cues or triggers fail to activate the
corresponding C-reps that would provide top-down control over the memory.
Persistent flashbacks occur due to the unsuccessful integration between both
the contextual and sensory representations of the experience.
Symptomology is argued to continue until the sensory and contextual
elements of the event are integrated. Brewin and Holmes (2003) proposed that
information in the sensory and contextual systems compete for dominance and
retrieval. This indicates that S-reps with impaired or lost associations to
corresponding C-reps will be dominant if cued or triggered, as there is no topdown processing mechanism to temper the strength of the activated S-rep.
Integration of the two systems does not imply that the originally encoded
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trauma memory has been altered in the sensory system. Rather, when the
individual is able to contextualise the sensory elements, these remain intact but
are weakened and unable to elicit the original response under the control of Cmemory (Brewin et al., 2010).
Maintaining symptomology is discussed in terms of individual
differences in DRT. Included are event and symptom appraisals, self-world
cognitions and maladaptive strategies that suppress symptoms and distress
(Brewin et al., 1996; Brewin, 2003). Also influential in the appraisal of trauma
are the principles of retrieval competition operating within the system of Creps (Brewin & Holmes, 2003). These representations (positive and negative),
when paired with compatible triggers or cues, become dominant and more
easily retrieved. In respect to trauma, Brewin (2003) suggested that commonly
retrieved self-representations include those that feature powerlessness,
inferiority and futurelessness.
Commonly retrieved world-other representations include themes of
betrayal, hostility and abandonment, leading to the activation of negative selfworld representations making it difficult to retrieve positive ones. This, in
turn, plays a key role in appraisal of the trauma event in the context of the self
and others. It is important to note that, even with the successful reactivation of
dominant positive self-world representations via therapy, the original negative
representations will remain unchanged but dormant (Brewin, 2003). This part
of the theory also explains changes in negative cognitions about the self and
world following trauma exposure. Accordingly, the individual has many
representations of the self in memory. For some people, experiencing trauma
prompts the exploration of alternative identities in order to reconcile the new
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trauma information. The authors suggest that this explains why some people
have a sense that they have been profoundly or irrevocably changed from the
trauma experience (Brewin et al., 1996; Brewin et al., 2010).
The activation of systems comprised of sensory and contextual
representations may facilitate the integration of information within the two
systems, referred to as integration and completion. When successful
integration of trauma information into autobiographical memory occurs, self
and world concepts, safety and realistic expectations for the future are restored
(Brewin et al., 1996). The associations between S-reps and C-reps are also
restored or strengthened, resulting in the dominance of top-down retrieval of
trauma information and a weakened response from the S-reps (Brewin, 2003).
Successful integration is not always possible, and chronic attempts to
process the trauma information may result in symptoms of PTSD, including
arousal, intrusive visual symptoms (e.g., flashbacks), verbal symptoms (e.g.,
worry), avoidance and dissociation (Brewin et al., 1996). Individuals may
successfully use maladaptive strategies that enable them to avoid trauma
memory and stimuli, resulting in the premature inhibition of symptoms. Even
though the symptoms are not overt, individuals may display attentional bias for
trauma information, impaired trauma memory, phobic avoidance and
somatisation. Individuals who do not successfully integrate the trauma
experience continue to engage in strategies to control the existing
symptomology (Brewin et al., 1996).
Cognitive Model of Persistent PTSD. Ehlers and Clark’s (2000)
cognitive model of persistent PTSD is an extensive social cognitive model.
Primary tenets of this model are that appraisal of the trauma and/or its
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sequelae, and the nature of trauma memory, is central to maintaining PTSD
symptoms. Fundamental to this model is the proposition that individuals who
develop persistent symptoms of PTSD experience the memory of the event as
an ongoing threat, with over-generalised implications for their future. A
number of pathways are identified as playing a role in this sense of ongoing
threat.
A primary component of the Ehlers and Clark (2000) model focuses on
the role of trauma memories. In this context, PTSD is characterised by poor
memory elaboration because the memory is often impaired temporally,
spatially and contextually, indicating that inadequate integration with existing
autobiographical memories has occurred. This results in deficits in the
voluntary recall of trauma information, often accompanied by involuntary
retrieval and re-experiencing. This is due to the presentation of environmental
cues that are closely matched to the original stimuli, as well as benign but
vaguely matched cues to the original stimuli; which, in turn, influences the
appraisal of future threat. These associations lead to a reduction in the
perceptual threshold for trauma-related stimuli (Ehlers & Clark, 2000).
Ehlers and Clark (2000) proposed that the way in which information is
processed and encoded at the time of trauma exposure is critical to traumarelated memory functions. Drawing on the works of Foa and colleagues’
(1986, 1989) and Brewin and colleagues’ (1996) DRT, the trauma information
processing at the time of exposure is seen to be either data-driven or conceptdriven. In this context, the data-driven (predominantly sensory) processing of
information results in intrusive symptoms related to the unintentional recall of
trauma information. In contrast, conceptually-driven (contextualised)
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processing is related to the increased integration of trauma information into
existing autobiographical memory stores. Other factors considered to influence
the encoding processes include an inability to establish a self-referential
perspective, emotional numbing, dissociation and deficits in cognitive capacity
that compromise the accuracy of event appraisal.
Drawing on the theoretical assumptions of Beck (1976) and Scherer
(1999), emotional responses are proposed to be contingent upon appraisals
related to the trauma, such as fear, anger, guilt, shame and sadness. The related
emotional consequences of appraisal are argued to be critical in the
development and maintenance of PTSD symptoms. In their model, Ehlers and
Clark (2000) identified a number of factors that increase the likelihood of
negative appraisals being involved in the development and maintenance of
PTSD. These factors include pre-trauma beliefs and experiences, peritraumatic
thought processes, post-trauma events related to the trauma, beliefs about
trauma sequelae, and mental defeat.
The proposition that pre-trauma cognitions such as self-appraisal are
instrumental in the development and maintenance of PTSD in Ehlers and
Clark’s (2000) model is widely supported in the empirical literature. For
example, in a study conducted by Bryant and Guthrie (2007), individuals’
negative self -cognitions were measured in a sample of trainee firefighters with
no previous trauma history. The firefighters were reassessed after four years of
active service and exposure to trauma. The analysis revealed that, of the 12%
of firefighters who met the criteria for PTSD, pre-trauma negative selfappraisals accounted for 20% of variance in PTSD severity.
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In the post-trauma stage, negative self-appraisals and negative
worldview representations are indicative of cognitions about safety; thus,
perceptions of the likelihood of danger become inflated. These often involve
cognitions such as the belief in the increased probability of being involved in,
or a victim of, another trauma event. This may manifest in poor self-cognitions
and exaggerations of negative or aversive events that took place in the past.
This, in turn, may lead to heightened expectations of negative events occurring
in the future. These aspects of the model have been widely supported by
empirical evidence across numerous types of traumatic events (e.g., Dunmore,
Clark & Ehlers, 2001; Ehring, Ehlers & Glucksman, 2008; Laposa & Alden,
2003; O’Donnell, Elliot, Wolfgang & Cremer, 2007).
Also important in the cognitive model of persistent PTSD is the
proposition that poor appraisal of the trauma sequelae is a risk factor in the
development and persistence of PTSD symptoms. Ehlers and Clark (2000)
suggested, that for some individuals the appraisal of symptoms commonly
associated with experiencing a trauma (such as memory disturbance, problems
with mood and concentration) as abnormal, leads to the belief that they have
become permanently damaged. These types of cognitions, in turn, lead to
globalised negative cognitions of the impact of the trauma. In this sense, the
trauma is appraised as ongoing in the present time, thus maintaining the PTSD
symptoms via the generation of negative mood states, such as anxiety and
depression. This often leads to maladaptive coping strategies and behaviours
that perpetuate the cycle. These assertions of the model are well supported in
the research literature (e.g., Agar, Kennedy & King, 2006; Dunmore et al.,
1999).
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Post-trauma events, such as the reaction of others to the trauma, as well
as the trauma sequelae, are highly influential on the individual’s appraisal of
the event and of posttraumatic symptoms and reactions. Empirical data widely
support this tenet of Ehlers and Clark’s (2000) cognitive model of persistent
PTSD. More specifically, negative reactions from family members and
friends, legal professionals, medical staff and others are consistently associated
with poor psychological outcomes, prolonged recovery from posttraumatic
symptoms, and PTSD symptom severity (e.g., Borja, Callahan & Long, 2006;
Ullman, Townsen, Filipas & Starzynski, 2007). All of the aforementioned
negative self-world cognitions are believed to enhance over-generalised fear
and influence behaviour that, in turn, serves to maintain the over-generalisation
of fear (Ehlers & Clark, 2000).
Ehlers and Clark’s (2000) model focuses in particular on the ways in
which PTSD symptomology is cognitively and behaviourally maintained,
suggesting three pathways, namely: (a) the increased number or frequency of
symptom expression, (b) the reduced likelihood of progressive editing of
negative trauma appraisal and or sequelae, and (c) the prevention of changes to
the nature of the trauma memory. Commonly adopted maladaptive
behavioural strategies include the avoidance of reminders or cues of trauma,
self-distraction, avoidance of previously enjoyed places, people and activities,
increased safety behaviours (preventing disconfirmation of current threat
appraisals), and the use of alcohol and other drugs. Maladaptive cognitive
strategies include the suppression of unwanted thoughts (directly increasing
PTSD symptoms), dissociation, rumination and heightened vigilance to
environmental threat cues (Ehlers & Clark, 2000). As pointed out by Ehlers
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and Clark (2000), the same behavioural and cognitive strategies that are
engaged in order to mitigate or resolve symptoms are often maintaining factors
of the disorder.
Ehlers and Clark’s cognitive model of PTSD, and Brewin and
colleagues’ original DRT (1996) and revised DRT (2010) provide a
comprehensive account of the development and maintenance of PTSD
symptoms. Both approaches argue that peritraumatic encoding is a significant
factor in trauma memory and associated symptoms, and that peritraumatic
distress is critical in this development. However, Brewin et al.’s (2010) theory
offers a more comprehensive explanation of the core features of PTSD, as the
revised version of DRT grounds the fundamental tenets of the theory in
neuroscience. Drawing on recent advancements in the field of neuroscience,
the architecture of the mechanisms associated with the normal and abnormal
functions of memory and imagery, as well as the, onset, course and duration of
PTSD is explicated.
Both theories strongly support the proposition that individual
differences play a key role in symptom expression, as well as in influencing the
behaviours and cognitions that maintain symptoms. Ehlers and Clark’s (2000)
model provides an extensive explanation of how this may occur via appraisal
and behaviours. The important role and associations of appraisal in all the
stages of trauma exposure are outlined, including the role of pre-trauma
cognitions and appraisal of the self in the development and maintenance of
PTSD symptoms.
A key aim of this thesis is to explore the role of individual differences
in the expression of PTSD symptomology. Early and contemporary theories of
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PTSD have identified the important role of individual differences during the
pre-trauma, peritraumatic and posttraumatic phases of trauma experience (e.g.,
Brewin et al., 1996; Brewin et al., 2010; Ehlers & Clark, 2000; Foa & Kozak,
1986; Foa & Rothbaum, 1993; Horowitz, 1986; Janoff-Bulman, 1989, 1992).
Both early and contemporary theoretical approaches to understanding PTSD
place importance on individual differences in the development and
maintenance of PTSD, including different appraisals of the trauma event,
behavioural and cognitive strategies of avoidance, information processing
styles, pre-trauma self-beliefs and worldviews, peritraumatic responses and
posttraumatic cognitions, meaning-making and posttraumatic self-appraisals
and worldviews. However, these theoretical approaches do not place the
“individual” and his/her cognitive representations of self, others and the world
in a comprehensive theoretical framework. For example, the theory of
shattered assumptions (Janoff-Bulman, 1989; Janoff-Bulman & Frieze, 1983)
argues that there are three basic assumptions influencing individuals’ reactions
to trauma. These are, in general, that the world is benevolent and meaningful,
the self is worthy, and people are by nature good and moral. The emphasis on
the significance of these assumptions is incongruent with the substantial trauma
literature that suggests individuals carry with them negative and/or positive
self-appraisals and worldviews (e.g. Brewin, 2003; Bryant & Guthrie, 2007;
Ehlers & Clark, 2000; Foa & Rothbaum, 1998).
Horowitz (1976, 1983, 1986), Foa and colleagues (1986, 1989, 1993,
1998), Ehlers and Clark (2000), Brewin et al. (1996) and Brewin et al. (2010)
all provide comprehensive explanations for the importance of individual
differences in pre-trauma self-appraisals and worldviews, peritraumatic
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responding, appraisals and information processing, as well as posttraumatic
self-appraisals and worldviews, appraisals, information processing and
strategies engaged to mitigate or resolve symptomology. Importantly, each of
these theoretical approaches is highly cognisant of the uniqueness of the
individual in all aspects of experiencing and recovering from trauma.
However, none of these theories place the individual in a comprehensive theory
of individual differences capable of accounting for the neurobiological and
psychological differences relevant to PTSD associated with pre-trauma,
peritraumatic, and posttraumatic differences. Understanding the individual and
world beliefs in the context of a comprehensive theoretical framework may
elucidate the mechanisms between the factors associated with PTSD symptoms
in each stage of the trauma process.
Chapter Summary
This chapter outlined the influential theoretical frameworks that have
been developed to explain PTSD over the last several decades. The discussion
elaborated on the way in which classic theories of psychology have been
applied to theories of PTSD in a cohesive fashion drawing on the strengths and
addressing the weaknesses of the preceding theoretical approaches. Two
significant shifts, namely, an increased emphasis on cognitive and individual
differences as key risk factors in PTSD (Dalgleish, 2004) and technological
advancements within the field of neurosciences were highlighted as
advancements in the field. Insights into brain and nervous system functioning
that have since informed contemporary theories of PTSD were also discussed.
The review of the literature also highlighted that understanding PTSD
symptom expression is an ongoing process of psychological enquiry that
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continues to build on the strengths of extant theory. This chapter also
presented an overview of the criticisms of a number of early and contemporary
theories of PTSD, particularly the omission of individual differences within a
comprehensive theoretical framework. The discussion in the following chapter
addresses this issue.
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Chapter Four
Adult Attachment: A Theory of Individual Differences
This chapter presents adult attachment theory as a theory of individual
differences capable of elucidating the underlying mechanisms associated with
PTSD symptom expression. It is not suggested that adult attachment theory is
a theory of PTSD; rather, it is proposed in this thesis that adult attachment
patterns may be a parsimonious measure of individual differences that
encompasses protective and risk factors. Moreover, attachment styles may
account for individual differences associated with PTSD at the pre-trauma,
peritraumatic and posttraumatic stages of trauma exposure.
To explore these issues, a comprehensive review of the literature on
attachment theory is presented. The first part of the review focuses on
attachment patterns and the development of internal working models identified
in infants and children. This is followed by a discussion on the differentiation
of adult attachment and childhood attachment. The stability of the adult
attachment orientation and working model is also discussed, followed by an
elucidation of the measurements of adult attachment. The literature review
then provides evidence supporting the relationship between attachment style
and PTSD symptom expression, and a theoretical explanation for the
association between these two constructs is presented based on Shaver and
Mikulincer’s (2002) model of attachment-system activation and functioning in
adulthood. The attachment and trauma literature highlighting the unique
psychological and neurobiological differences that influence the individual’s
attachment system is also reviewed. In each section, the concepts and issues
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are discussed in theoretical terms and, where applicable, with specific reference
to relevant empirical research.
Development of Attachment Theory
Bowlby (1958, 1959, 1960) developed the fundamental tenets of
attachment theory, and the ongoing development and expansion of attachment
theory resulted from Bowlby’s collaborative efforts with Ainsworth
(Ainsworth & Bowlby, 1991). Bowlby believed that, throughout infancy and
childhood, the child’s attachment to significant others (primarily his/her
mother) is a developmentally significant task. This is because the quality and
style of attachment to the primary caregiver is instrumentally influential on the
individual’s perception of self and others throughout the individual’s lifespan.
An important aspect of Bowlby’s proposition is the importance and nature of
the quality of reciprocity between the infant and the caregiver. Bowlby (1951)
proposed that, in order to promote good mental health outcomes in children,
“the infant and young child should experience a warm, intimate and continuous
relationship with his mother (or permanent mother substitute) in which both
find satisfaction and enjoyment” (p. 13).
Attachment Development
According to Bowlby (1969, 1988), the developmental outline for
attachments includes four phases. In the first phase (0-3 months),
indiscriminate social responses are observed in infants. Human babies are
initially indiscriminate in directing proximity-promoting signals to caregivers.
However, this indiscriminate pattern gives way to preferential social
responsiveness, marking the second phase of attachment development at 3-6
months. During this period, observed behaviours are more focused and the
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proximity-promoting signalling is directed to those caregivers who provide
social interaction and respond to the infant’s crying behaviour. The third
phase, secure base behaviour, is observed at around 6-24 months of age. A
fundamental proposition of attachment theory is that there is a universal need
for humans to form close affectional bonds to other human beings. Only after
the infant has attached to a caregiver, do they use the attachment figure as a
secure base from which to derive reassurance and a sense of safety to explore
their environment (Ainsworth, 1967, 1989).
As the child’s cognitive ability increases, the attachment system
undergoes further restructuring and increased sophistication. This is the fourth
phase, occurring at around 24-30 months, which signals the goal-corrected
partnership between the child and the attachment figure. At this stage, the
child increasingly achieves the capacity of insight into the attachment figure’s
motives and plans. This is instrumental in the child’s attempts to learn how to
create a balance between novel exploration and the regulation of affect
(retreating to the safety of the attachment figure). The child now has the ability
to plan and alter his/her own behaviours in response to his/her predictions,
which indicates that the child has solidified the attachment bond to the
caregiver (Stayton, Ainsworth & Main, 1973). Although Bowlby (1969)
focused on the processes of the attachment-behavioural system during infancy
and childhood, he viewed the system as enduring over the individual’s lifespan.
Bowlby (1958) proposed that attachment initially develops via
instinctual behaviours bonding the infant to the mother, and the mother to the
infant. Behaviours include sucking, clinging and following, as well as the
signalling behaviours of smiling and crying. In addition, the emotional bond
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between the caregiver and the child also develops. Emotional support and
protection are the foundation of this bond, as opposed to being based purely on
meeting the physical needs of the infant. These assertions were supported by
earlier works of Robertson and Bowlby (cited in Bretherton, 1992), which
explored hospitalised infants’ responses to maternal deprivation. In infants
deprived of maternal care, whose physiological needs were being met by
substitute caregivers, three phases of separation responses were identified: (a)
protest (separation anxiety), (b) despair (grief and mourning), and (c) denial or
detachment (defence mechanisms).
In the theory of attachment, Bowlby (1951, 1958, 1959, 1960)
contended that separation anxiety in infants and children deprived of the
attachment figure is activated by situations where escape and the need for the
attachment figure are presented simultaneously. Bowlby saw the function of
attachment as crossing the lifespan. Therefore, he also argued that the loss of
the attachment figure, and numerous and frequent replacement attachment
figures, would result in an adult individual who is unable to form healthy adult
relationships. Finally, Bowlby suggested that children who display no obvious
signs of separation anxiety, grief or mourning are likely to be evidencing the
defence mechanisms of denial or detachment (primarily repression).
These ideas were supported by the early works of Ainsworth (1963,
1967), who made significant contributions to the development and expansion
of attachment theory. Ainsworth developed a methodology to empirically test
a number of the propositions of attachment theory. Ainsworth also established
the concept of the attachment figure as a secure base from which an infant can
explore the world. Importantly, Ainsworth observed and empirically tested the
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concept of maternal sensitivity to infant signals, and its role in the development
of infant-mother attachment patterns (cited in Bretherton, 1992). This research
was well matched with Bowlby’s (1951) early theoretical propositions of the
intergenerational transmission of attachment relations. For example, Bowlby
proposed that a child’s acquisition of self-regulation occurs via the mother;
therefore, the mother’s attachment patterns would influence this regulation.
Bowlby also suggested that, in the early phases of development, a child’s ego
and super-ego are either non-existent, or at least underdeveloped. The mother
creates the child’s environment, permitting some impulses leading to reward
and satisfaction, while restricting other impulses. The child learns the skills of
the ego and super-ego gradually and subtly, as the mother relinquishes more
control to the child. As stated by Bowlby (1951), “ego and super-ego
development are thus inextricably bound up with the child’s primary human
relationships” (p. 53).
Maternal Sensitivity and Classification of Attachment Styles
Ainsworth’s (1963, 1967) early studies of the interactions between
Ugandan mothers and their infants led to the identification of three attachment
patterns. The study findings suggested that securely attached infants tended to
be happy, to explore the environment within proximity of the mother and,
overall, displayed contentment. In contrast, insecurely attached infants tended
to display overall discontentment, crying often, and refusing to explore the
environment even within proximity of the mother. Those infants identified as
not-yet attached tended to display disparity in their behaviours toward the
mother and exploration of their environment.
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Ainsworth (1963, 1967) was the first to identify patterns of
interactions between the caregiver and infant in terms of the caregiver’s
responsiveness (e.g., warmth, appropriateness and consistency), including their
effects on the signalling behaviours of the infant. Calling this responsiveness
“maternal sensitivity”, Ainsworth discussed its important effects, reporting that
increased maternal sensitivity to the infant’s signals was positively related to
secure attachment patterns in the child. These assertions were supported by the
research findings of Ainsworth’s (1963) Baltimore Longitudinal Project.
Ainsworth’s (1963) Baltimore Longitudinal Project involved 26
Baltimore families. Naturalistic data on maternal sensitivity and the
interactions between the caregiver and infant were gathered over 18 four-hour
home visits, beginning in the baby’s first month of life and ending at 54 weeks
of age. The study findings revealed a positive relationship between
observations of maternal sensitivity in the first quarter of the study period and
beneficial mother-infant relationships in the fourth quarter of the observations.
For example, infants whose cries elicited responsive behaviours from the
mother tended to cry less and relied on vocalisation and facial gestures to
communicate their needs to the mother (Bell & Ainsworth, 1972). According
to Ainsworth, these findings were indicative of the infant developing an
expectation of the style of reciprocal communication and engagement with the
caregiver (Ainsworth, Blehar, Waters & Wall, 1978). In conjunction with her
previous work with families and patterns of interaction and attachment between
infants and mothers, Ainsworth subsequently developed the Strange Situation
Classification System including the Strange Situation Test.
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The Strange Situation Test consists of eight episodes of 20-minute
sessions, whereby the mother and infant become comfortable in a laboratory
playroom together. A stranger (unfamiliar woman) then joins the mother and
infant. The stranger plays with the baby, as the mother leaves the laboratory
and returns after a brief interval. A second separation then occurs, but with the
infant left alone for three minutes or less before the stranger and mother return
to the laboratory. Ainsworth and Bell (1970) observed that most of the infants
explored the laboratory playroom and toys more enthusiastically in the
presence of the mother. After separation and upon her return, most of the
infants seemed happy to see the mother and interacted with her in close
proximity. However, some of the infants displayed emotions of anger through
crying and physically lashing out at the mother, while simultaneously seeking
her proximity and comfort. This reaction was classified as an ambivalent
attachment style. A third group of children actively sought out the mother in
her absence and appeared to avoid and ignore her upon her return. This group
of infants was classified as displaying an avoidant attachment style. Home
observation data later revealed that the children who were identified as
displaying ambivalent or avoidant patterns of behaviour had relationships with
the mother that were more discordant compared to the children who were
identified as securely attached (Ainsworth, Bell & Stayton, 1974).
Development of Attachment Style and the Internal Working Model
Bowlby (1969, 1988) provided an ethological perspective to explain the
development and mechanisms of attachment as intrinsic to evolutionary
adaptation. Accordingly, attachment behaviour facilitates survival via
protection from the caregiver. Moreover, the attachment system is a
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homeostatic system of regulation, centred on the set goal of physical or
psychological proximity, and operating through the feedback of experiencing a
sense of protection or security (referred to as “felt security” by Sroufe and
Waters (1977)). Therefore, it implies a system of wherein the individual
continuously monitors internal and external cues and adjusts his/her behaviour
accordingly. In this system, the initially felt security experienced by the infant
in the earliest stages of development occurs via the external signals of
caregivers’ responses. Bowlby (1973) suggested that this increasingly shifts to
include the child’s confidence (usually by age three) in the availability and
responsiveness of the attachment figure when the child requires them, even in
their absence. By the time the child passes through puberty, confidence in the
availability of the attachment figure is thought to be of greatest importance.
Over time, and due to repeated interactions with caregivers and attachment
figures, the growing infant/child develops internal working models.
The term “working model” was applied by Bowlby to articulate that
the internal model is fluid rather than fixed, whereby fluidity is considered
adaptive. The internal working model is a set of knowledge structures that
include “expectations, beliefs, emotional appraisals, and rules for processing,
and excluding information. They can be partly conscious or unconscious and
need not be completely consistent or coherent” (Bowlby, 1980, p. 407). The
working model directs thoughts, actions and selective attention when
processing information in novel environments and situations. It is expected
that some distortion of incoming information will occur, as the information is
processed through already established patterns of beliefs and interactions. In
line with information processing theory, Bowlby (1973) conceptualised all
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information, including conflicting or new information, as passing through
many processing stages, terminating in accommodation and awareness of the
new information. Further, this process is considered adaptive and necessary,
allowing the developing child to update his/her internal working model in
response to developmental and environmental changes.
In accordance with attachment theory, if working models become
dated or are not revised after extreme changes within the environment,
maladaptive functioning may ensue. Such revision of one’s working model
may require a conscious process of revising, extending and checking the
consistency of the model content. Revision of model content may occur in
solitude, as well as shared with others via communication, thus permitting
inter-subjective evaluation. This process provides the developing child with an
opportunity to alter the working model, regulate behaviour, and set behavioural
priorities in an adaptive fashion (Bowlby, 1973).
Bowlby (1973) also pointed out the danger of engaging in the
defensive exclusion of new information. Defensive strategies are believed to
seriously compromise the capability of the internal working model. This occurs
via inadequate representations of external environmental information, and
deficits in the ability to predict the outcome of an individual’s actions within
his/her environment. Three conditions are identified as triggers of the
defensive exclusion of information for processing: (a) children witnessing
events that the parents do not want them to know about, (b) parental behaviour
that is intolerable for the child to think about, and (c) feelings of deep shame
associated with actions or thoughts engaged in by the child (Bretherton, 1992).
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The defensive exclusion of painful information serves as a protector
from the experience of unendurable mental pain, anguish and confusion for the
child. However, an interruption in the accommodation of new information
may result in a distortion between established internal working models and
external reality. Borrowing from Tulving’s (1972) discussion of episodic and
semantic memory stores, Bowlby (1980) suggested that children might engage
in defensive processing, such as repressive and dissociative phenomena,
resulting in the defensive exclusion of information from autobiographical and
long-term memory stores.
Individual differences affect the degree to which the child can use
attachment figures as sources of security, as well as their ability to achieve a
sense of security (Ainsworth et al., 1978; Bowlby, 1973). An infant who has
experienced high maternal sensitivity is expected to develop an internal
working model based on self-reliance and confidence that the attachment figure
will be available when the attachment system is activated (Stayton et al., 1973).
Securely attached children engage in the primary proximity-seeking response,
which includes communicating expressions of negative affect openly, resulting
in the caregiver responding appropriately and thus reducing or eliminating the
child’s distress (Bowlby, 1969; Ainsworth, 1979). In addition, when the child
is able to use the attachment figure as a secure base, the child can develop the
confidence necessary to explore and master ordinary and novel environments.
In situations where the attachment figure is unavailable as a secure
base, insecure attachment orientations develop (Bowlby, 1969, 1980, 1988).
Children with insecure attachment styles develop secondary (conditional)
strategies in reaction to rejecting or unpredictable caregiver responses. For
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example, accumulated experiences of low responsiveness to the child’s needs
result in the development of a working model reflecting the self as unworthy or
incompetent. In order to avoid the painful consequences of rejecting
behaviours, the child learns to conceal his/her distress and engage in
deactivating strategies of the attachment system (Bowlby, 1969, 1980, 1988).
Alternately, a child who experiences unpredictable and inconsistent responses
from the caregiver may engage in a secondary response, such as the hyperacting strategy. In other words, the child uses strategies that maximise the
expressions of distress in order to increase the likelihood of caregiver
proximity and responsiveness, thus reducing or eliminating the activation of
the attachment system (Bowlby, 1969, 1980, 1988; Ainsworth, 1979).
According to Bowlby (1973), “the inheritance of mental health and of
ill health through family micro-culture is no less important, and may well be
far more important, than is genetic inheritance” (p. 323). An important aspect
in attachment theory is the trans-generational nature of the attachment
experiences that are integral to the development of the infant’s or child’s
working model through to adulthood. As stated previously, attachment theory
proposes that the individual’s attachment style is fundamental to the
perceptions of self and others throughout the lifespan. However, it was not
until the mid-1980s that this assumption was investigated and tested
empirically (Bartholomew & Shaver, 1998).
Research based on developmental psychology and psychiatry
conducted by Main, Kaplan and Cassidy (1985) considered the transgenerational effects of the attachment style. In similar research, with a sample
of parents (N = 40) and their children (N = 24), George, Kaplan and Main
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(cited in Bretherton, 1992) used the Adult Attachment Interview (AAI) to
identify the parents’ attachment styles. The AAI is a semi-structured interview
in which the participant is asked to recall previous attachment experiences with
his/her parents or caregivers. Similar to Ainsworth et al.’s (1978)
classification, three adult attachment classifications were identified in the AAI
research, namely, secure, dismissive and preoccupied. The securely attached
parents tended to discuss their relationships with caregivers in realistic,
unambiguous and coherent dialogue, regardless of the affective content of
experiences. In contrast, individuals classified as having a dismissive adult
attachment style reported memories and feelings that idealised the parents or
caregivers. However, they were unable to provide specific memories from
parental or caregiver interactions to support such reports. Finally, while those
identified as preoccupied were able to access memories with ease, these
memories tended to be incoherent, excessively long, emotionally loaded
(primarily with enduring anger toward the parent or caregiver) and often
unrelated to the question asked.
In order to explore the current relationship between the parents and
their children, Main et al. (1985) employed the Strange Situation Test
(Ainsworth et al., 1978) to identify the attachment style of the infants in the
study. The study findings supported Bowlby’s (1973, 1980) proposition of a
trans-generational relationship between the parent’s attachment style and their
offspring’s attachment style. In other words, children of parents identified as
securely attached tended to be identified as securely attached. In the Strange
Situation Test, the children of parents identified as dismissive were categorised
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in the insecure-avoidant comparison group, whereas the children of
preoccupied parents were classified as insecure-ambivalent.
Development of Stability of Attachment from Childhood to Adulthood
Adult attachment theory (e.g., Fraley & Shaver, 2000; Hazan & Shaver,
1987; Mikulincer & Shaver, 2003, 2007), in line with the original
developmental theory (Ainsworth et al., 1978; Bowlby, 1973), postulates that
individual differences in the degree to which people use attachment figures and
are able to achieve felt security arise from the actual differences in their
enduring interaction patterns with attachment figures. This, in turn, is reflected
in the content of their internal working models. Immature internal working
models in childhood primarily focus on expectations about the (emotional)
availability and approachability of the caregiver in threatening or anxietyprovoking situations. Congruent with the child’s cognitive development is the
simultaneous development of an internal working model that permits cognitive
conceptualisation. This lays the foundation of the child’s assumptions about
how close relationships function, the child’s perception of self (as worthy or
unworthy of love and support), as well as the child’s perception of others (as
dependable or undependable). An individual’s working model and attachment
style are intricately entwined. Consequently, the individual’s working model
and attachment system, once matured, is considered resistant to dramatic
fluctuations. Both the working model and attachment system consistently
influence the individual’s expectations, emotions and defences, as well as
interactional and relational behaviour, in all subsequent attachment
relationships across the lifespan (e.g., Brumbaugh & Fraley, 2006; Fraley &
Shaver, 2000).
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Bowlby (1969) proposed that the attachment behavioural system is
comprised of four interrelated systems that govern human behaviour, namely,
attachment, caregiving, exploration, and sex. Of these, Bowlby considered the
attachment system of primary importance in regulating the other systems. The
development of the internal working model via early close inter-relational
experiences influences cognition, affect and behaviour in relationships that
involve attachment figures throughout the lifespan. Moreover, cognitive
advancement paves the way for the distinct differences observed between child
attachment and adult attachment. As the child enters adolescence, cognitive
development permits important changes in attachment functioning; for
example: the individual may engage symbolic/mental representations in
attachment seeking and proximity to attachment figures; a hierarchy of
attachment figures may develop, with attachments being formed/transferred to
those other than primary caregivers (e.g., peers, romantic partners); and
attachment relationships may become reciprocal, rather than complementary.
Expanding one’s attachment resources to include those individuals who meet
the security needs once met by parents (e.g., peers and romantic partners)
increases the availability of possible attachment resources.
This adaptive strategy takes on a new dimension of sophistication when
taking into consideration the hierarchy of attachment figures developed by the
individual, as proposed by Collins and Read (1994). Accordingly, general
models subsume models for different types of attachment relationships (e.g.,
those with parents, romantic partners, close friends), which subsume models of
specific attachment figures in the individual’s life (e.g., mother, father, current
romantic partner, best friend). Empirical evidence suggests that figures such as
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therapists, teachers and religious leaders may also become attachment figures,
capable of meeting very specific attachment needs of individuals. For
example, in the therapeutic relationship, the therapist provides the role of a
secure base from which an individual may explore personal difficulties (e.g.,
Ainsworth, 1991; Mikulincer & Shaver, 2010; Skourteli & Lenni, 2011). In a
religious context, research has shown that the quality of an individual’s
attachment to a religious figure (secure vs. insecure) has been associated with
the effective regulation of distressing affect (Belavich & Pargament, 2002).
Accessing attachment figures in times of need is not always possible
or even appropriate in adolescent and adult worlds. Developing the ability to
access mental representations (thoughts, memories, conscious and unconscious
imagery) of attachment figures is, however, often efficient and effective. Such
representations facilitate internal sources of protection and support and may aid
in self-soothing when physical proximity to attachment figures is not possible
or appropriate (Mikulincer & Shaver, 2004; Shaver & Mikulincer, 2007).
Nonetheless, research consistently shows that physical proximity to attachment
figures is highly beneficial. For example, it is well established that infants and
adults access social support from significant others in order to regulate physical
and psychological pain. Empirical evidence indicates that physiological
distress (e.g., tiredness or sickness) in infants prompts proximity-seeking
behaviour aimed at their primary caregivers. When proximity is attained, the
presence of the attachment figure alone soothes the infant (Bowlby, 1969,
1982). This effect is persistent throughout the lifespan (Bowlby, 1973, 1988;
Brown, Sheffield, Leary & Robinson, 2003; Coan, Schaefer & Davidson,
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2006), highlighting the adaptive nature of widening the available attachment
resources beyond parental and romantic attachment figures.
In childhood, the attachment relationship is not reciprocal. The child
seeks and receives security from adult attachment figures, but does not
ordinarily provide such security. Felt security generally involves close
proximity and or physical contact and is sought only from the primary
attachment figures (Hazan & Shaver, 1994). Bowlby (1969, 1973) argued that,
just as humans have innate attachment-seeking tendencies for survival via
protection, support and growth with attachment figures, innate tendencies also
exist to provide such attachment needs. In addition, in the same way that the
individual develops and engages conscious and unconscious internal working
models that guide attachment behaviour, he/she also develops and engages
comparable models that guide caregiving behaviour. Kunce and Shaver (1994)
stated that “in containing both ‘self’ and ‘other’ aspects, working models are
thought to represent both sides of attachment relationships: care seeking and
caregiving” (p. 212).
As the individual’s cognitive capacities mature, so too does the nature
of the relationships which the individual shares with others, including
attachment figures. Attachment relationships are no longer simply identified as
receiving caregiving, but also include providing care to others. Collins,
Guichard, Ford and Feeney (2006) suggested that the caregiving behavioural
system is likely to be activated in the presence of another person being in
danger, distressed or in discomfort, thus seeking or requiring help, and in the
presence of the perception that provision of support would be advantageous for
exploration, learning or mastery. Activation of this system is done with the
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goal of helping to ease the suffering of others, provide protection to others and
nurture the growth and development of others.
In adult relationships, the give-and-take nature of providing
caregiving and receiving care varies in its function and meaning according to
attachment styles. Within the caregiving literature, it is widely reported that, in
romantic partnerships, avoidant attachment is associated with the provision of
less caregiving, as well as less sensitivity, physical comfort and nurturance
(Feeney & Collins, 2004; Fraley & Shaver, 1998). In addition, egocentric
motivations are associated with care provision from more avoidant individuals.
In contrast, anxious attachment is typically associated with compulsive
caregiving (Henderson, Bartholomew & Dutton, 1997; Kunce & Shaver,
1994), characterised as controlling and intrusive (Feeney & Collins, 2004). For
individuals with this attachment style, the motivation to engage in caregiving
behaviours tends to focus on strengthening the bonds between oneself and the
partner. Mikulincer et al. (2001) reported that distress in care-seekers elicits
distress in those anxiously attached, and that anxious individuals providing
care tend to be fixated on their own distress during the caregiving process.
In contrast, individuals who are securely attached are consistently
reported to provide more optimal caregiving to their partners, as they tend to be
motivated by altruistic reasons (Collins et al., 2006; Mikulincer, Shaver,
Gillath & Nitzberg, 2005). Interestingly, motivations in sexual relations with
partners are similar to those of caregiving, whereby avoidant individuals tend
to maintain their distance in relationships via engaging in less sexual intimacy
with their partners. In contrast, individuals who are higher in anxiety engage in
sexual activities in order to strengthen relationship bonds, feel loved and avoid

100

PSYCHOLOGICAL CORRELATES OF PTSD SYMPTOMS

rejection (Brassard, Shaver & Lussier, 2007; Mikulincer & Shaver, 2007).
Research regarding the sexuality of securely attached individuals tends to
indicate that secure attachment is associated with more positive emotions than
negative emotions in sexual relationships (Birnbaum, Reis, Mikulincer, Gillath
& Orpaz, 2006).
During the earliest years, the development of personality remains
relatively open to change in response to the environment. As a child grows
older, however, the patterns of attachment and corresponding personality
characteristics become the property of the child and are more resistant to
change. This results in the child imposing established patterns (or some
derivative of them) on new relationships (Bowlby, 1988). From Bowlby’s
perspective, these established patterns evolve via new experiences, both
filtered through and, in part, created by already established patterns (Bowlby,
1988). The growing stability of the individual’s working model is explained
by information-processing theories. Over the course of one’s development, the
internal working model becomes more stable as the individual’s patterns of
interactional behaviours become habituated and automated. This process
results in such patterns becoming less accessible to one’s awareness. The
working model and attachment style guides the individual’s prediction of
outcomes of dyadic interactions. Therefore, based on previous experience or
reciprocal expectancies, these patterns of interaction become more ingrained
and resistant to change (Bowlby, 1988). Established patterns of interaction
operate in a habitual, generalised and largely unconscious fashion. This is
believed to endure into adult interactions, even if these are not similar to those
experienced within the child/parent relationship (Bowlby, 1988).
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In adulthood, individuals have more autonomy in selecting and
maintaining their environments, and therefore will tend to select environments
that confirm rather than challenge the existing model. This ensures the
stability of what has become an aspect of the individual’s personality structure.
In this respect, the working model functions as a self-fulfilling prophecy.
Selected environments and appraisals of self and other’s behaviours are filtered
through existing models in a confirmatory fashion (e.g., Brumbaugh & Fraley,
2006; Collins & Read, 1994; Klohnen & Bera, 1998). Based on both theory
and empirical evidence, the stability of an individual’s attachment style from
childhood through adulthood has emerged as an important emphasis in adult
attachment theory (Sroufe, Egeland, Carlson & Collins, 2005).
Two competing hypotheses are presently recognised regarding the
functioning and stability of the working model. Firstly, the revisionist
perspective posits that the working model is flexible and may be reviewed and
updated by way of modification as individuals experience situations that
challenge existing models. Thus, stability is not expected when changes in the
environment deviate from expectations (e.g., Kagan, 1996). While this
perspective permits stability, it allows for fluctuations and change across the
lifespan. Nonetheless, it fundamentally views attachment as unstable, because
revision of the model is possible. Arguably, this is reflected in the instability
of attachment patterns (Fraley, 2002).
Secondly, the prototype perspective posits that the working model is a
system or prototype of “non-linguistic representations, procedural ‘rules’ of
information processing, and behavioural strategies, constructed to serve as an
adaptation to the individual’s early care-giving environment” (Fraley, 2002, p.
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126). With increased cognitive abilities, as representational models develop,
they become consciously available and open to editing and updating.
Therefore, the original model is expected to evolve and become more complex
and sophisticated, as the model is challenged by new experiences and
information and cognitive capacity expands (Collins, 1996).
According to the prototype perspective, there is no assumption of
absolute stability between childhood and adulthood attachment styles. Rather,
this perspective suggests that relative stability is expected throughout the
developmental period, as children use earlier relational patterns to appraise and
guide current experience (e.g., Sroufe, Egeland & Kreutzer, 1990). In
adulthood, as the individual encounters experiences that challenge previously
established models, periods of attachment instability are likely to ensue.
However, the individual is likely to seek out environments that complement
established models, thus regaining or ensuring stability (Fraley, 2002). This
occurs as initial prototypes, once established, remain unchanged and continue
to influence the appraisal of new information. In this manner, original
prototypes shape the individual’s social world by way of a self-fulfilling
prophecy, as described earlier. This cycle plays a significant role in the
evolution and stability of the model (Bretherton & Munholland, 1999;
Brumbaugh & Fraley, 2002; Collins & Read, 1994; Klohnen & Bera, 1998).
Fraley (2002) conducted a meta-analysis of longitudinal data on
attachment stability from infancy to adulthood in order to test the competing
perspectives of the prototype model and the revisionist model. The study
findings revealed that the prototype model was the best fit and indicated that
attachment patterns were moderately stable (.39) in the first 19 years of the
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lifespan. Extending Fraley’s study, Fraley and Brumbaugh (2004) conducted a
meta-analysis of adult attachment stability and compared the findings to
Fraley’s 2002 study. Their analysis revealed that the stability of adult
attachment patterns (.54) was higher than that of childhood attachment patterns
(.39). The researchers concluded that their findings supported the prototype
model of internal working models and attachment pattern stability.
In a longitudinal study that spanned 31 years, Klohnen and Bera
(1998) explored the life outcomes, behavioural and personality characteristics
and self-reports of the internal working models and attachment patterns of a
group of women and their interpersonal relationships at ages 21, 27, 43 and 52.
Their findings revealed reasonable stability coefficients over 16 years (.58
between the ages of 27 and 43) and over 25 years (.55 between the ages of 27
and 52). Further, evidence of a link between continuity of attachment and
related experiences and behaviours across time was also reported. Individuals
characterised as anxiously attached reportedly displayed interpersonal distance,
defensiveness and vulnerability. Those identified as avoidant were typified as
distrustful, self-reliant and harbouring interpersonal and emotional distance. In
addition, over the duration of the study, the participants who were classified as
insecurely attached tended to experience relationships that were less
satisfactory and unstable compared to their securely attached counterparts. The
researchers suggested their findings supported the prototypical perspective on
the working model.
In a longitudinal study conducted by Mikulincer et al. (2011), 17-year
trajectories of attachment insecurities (anxiety and avoidance) were
investigated in a population of former prisoners of war suffering from PTSD.
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The study participants were Israeli ex-POWs in the 1973 Yom Kippur War,
who were compared to a control sample of non-POW veterans from the same
war. The participants were assessed on measures of attachment style and
PTSD at three time points (18, 30 and 35 years after the war). The main
findings indicated that, at each time point, higher attachment insecurity
(anxiety and avoidance) was exhibited by the ex-POWs compared to the nonex-POWs. Moreover, over the 17-year time span, while measures on insecure
attachment linearly increased for the ex-POWs, they decreased for the non-exPOWs. However, a positive association between PTSD severity and
attachment insecurity was noted in both groups at each time point.
Commenting on the ex-POWs who evidenced more insecure
attachment than their control counterparts 35 years after traumatic exposure to
combat and captivity, Mikulincer et al. (2011) highlighted “the long term
pathogenic effect of war captivity” (p. 975). The authors suggested that this
finding was congruent with attachment theory (Bowlby, 1973), in that, when an
event is of great enough magnitude, it may be capable of modifying the
attachment system. The explanation offered suggested that this process might
be occurring via a number of pathways, including the depletion of coping
resources and exposure to multiple forms of trauma (e.g., interpersonal,
physical and psychological), which increased the complexity of the trauma
experience. In effect, this may challenge and destabilise the individuals’
perceptions of others. Thus, even ex-POWs who had a secure attachment
orientation before being held captive might suffer from an enduring decline in
secure attachment. This, in turn, may cause the deterioration of intimate and
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social networks, and increased isolation and alienation that may further
perpetuate the decline in attachment security.
The researchers argued that the linear decrease of insecure attachment
for the sample of non-ex-POWs over time might best be explained as a
normative age-related process. In support of this view, they pointed to
previous research indicating that, as people get older, they tend to make gains
toward improved security, especially throughout mid-life. Increased security
may occur due to the development of the working model of self being less
reliant on social approval (e.g., Labouvie-Vief, Diehl, Chiodo & Coyle, 1995).
In addition, with older age comes increased emphasis on the importance and
quality of relationships (Carstensen, Isaacowitz & Charles, 1999), and
endorsement of fewer worries and anxieties, coupled with increased
psychological wellbeing (e.g., Carstensen et al., 1999; Diehl, Coyle &
Labouvie-Vief, 1996). According to Mikulincer and colleagues (2011), the
findings of their study reflected the normative age-related processes of
maturation in emotion regulation and interpersonal relationships over the
lifespan. Thus, it was suggested that the linear increases in measures on
insecure attachment for the ex-POWs, as opposed to decreases for the non-exPOWs, indicated that this normative age-related process had been disrupted as
a result of the trauma of war captivity. The authors considered the disruption
to this normal lifecycle process to be enduring and possibly permanent.
Another important finding in the study by Mikulincer et al. (2011)
was that, in both samples, as PTSD symptom severity increased (from the
individual’s baseline), so too did their attachment insecurity (from insecurity
baseline measures). The opposite findings were noted when PTSD symptom
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severity decreased from their baseline symptom level. PTSD symptoms
including flashbacks and intrusive traumatic memories appeared to covary with
increased attachment insecurity at each time point. These findings led the
authors to suggest that variations in attachment security are not confined to
attachment-related stressors (e.g., relationship separations, death). Rather, they
appear to be related to more global disruptions in emotional experiences,
cognitive states and behavioural strategies. This association was discussed in
terms of Mikulincer and Shaver’s (2003, 2007) model of attachment system
functioning in adulthood, in which attachment patterns are considered to
include mental representations of interpersonal relationships as well as
strategies for managing stress and distress and regulating one’s own mental
processes.
Measurement of Adult Attachment
It was not until the 1980s that empirical evidence for the theoretical
assertions of continuity of attachment throughout the lifespan, and of adult
attachment patterns, began to emerge. Initially, research attention mostly
focused on the trans-generational nature and stability of attachment style from
childhood to adulthood (Main et al., 1985). This was followed by research that
conceptualised romantic partners as attachment figures and examined the role
of attachment in adult relationships (e.g., Hazan & Shaver, 1987, 1990; Feeney
& Noller, 1990). Since then, researchers have focused on a number of areas of
attachment and adult relationships, with their work leading to the development
of many attachment measures. All of these measures are intended to measure
the same construct, namely, adult attachment. However, a number of reviews
have highlighted the fact that the definition of adult attachment, and the
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subsequent development of measures, differs significantly within the field
(e.g., Bartholomew & Shaver, 1998; Crowell & Treboux, 1995; Shaver &
Mikulincer, 2002).
Stemming from the two primary traditions in adult attachment theory,
namely, (a) developmental psychology and psychiatry, and (b) social
psychology and research on individual differences, two types of classification
have emerged. The measures grounded in developmental psychology and
psychiatry tend to use interview techniques, such as the AAI (George et al.,
1984; Main & Goldwyn cited in Bretherton, 1992). As discussed above, the
AAI is a semi-structured interview focused on the individual’s experiences in
primary attachment relationships, aiming to elicit the meanings which the
individual assigns to past experiences. In order to analyse the collected data,
expert coders read verbatim transcripts and rate responses according to various
scales, leading to classifications of secure or insecure attachment. In this
process, importance is assigned to the quality of narrative of the experience
(i.e., coherence and ease of accessing memories and representations), rather
than the content. Classification is based on an overall perception of one’s
attachment experiences or state of mind, in relation to attachment issues during
early parent/caregiver interactions, or in domain-specific measures, where the
attachment figure is the individual’s current romantic partner.
Similarly, the tradition of social psychology and research on
individual differences is responsible for the development of a number of selfreport measures for adult attachment. Hazan and Shaver (1987) developed the
first measure comprising three paragraphs, with the corresponding
characteristics of a particular classification of adult attachment style depicted in
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each paragraph. Participants are required to select the statement they most
identify with. The methodological limitations of a single-item self-report are
well known, and attempts to overcome these limitations have resulted in the
emergence of multi-item scales based on the three paragraphs in Hazan and
Shaver’s original questionnaire. Examples of these are the Adult Attachment
Scale (Simpson, 1990), the Revised Adult Attachment Scale (Collins & Read,
1990) and the Attachment Style Questionnaire (Feeney, Noller & Hanrahan,
1994). Unlike the interview techniques favoured by researchers following the
developmental psychology and psychiatry tradition, these measures directly
assess attitudes and behaviours. These measures are typically domain-specific
(usually adult romantic attachment).
In a review of the theory and measures developed within the field of
adult attachment, Bartholomew (1990) concluded that the two traditions of
adult attachment diverge in their definition of insecure-avoidant attachment
style. Theoretical underpinnings of the AAI address this classification by
categorising dismissive individuals as those who reject the experience of
subjective distress and de-emphasise the importance of attachment needs.
Alternately, the individuals classified by Hazan and Shaver (1987) as insecureavoidant are identified as reporting high levels of distress and a heightened fear
of close relationships with others. Bartholomew argued that both traditions had
tapped into separate constructs of insecure-avoidance, differentiated by
opposing motivations. According to Bartholomew, avoidance can be
motivated by a defensive maintenance of self-reliance (dismissing avoidants),
or by a cognisant fear of rejection by others (fearful avoidants). Bartholomew
argued that both styles of avoidance were in accordance with Bowlby’s (1973)
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original concept of the individual’s internal working model being comprised of
the model of self and model of others. This led to the development of a fourcategory model of adult attachment.
Expanding the classification of attachment style and guided by
research in clinical populations, Bartholomew (1990) and Bartholomew and
Horowitz (1991) proposed a four-category working model of adult attachment,
based on Bowlby’s (1958, 1959, 1960, 1973) theory of self and other. The
model is shown in Figure 4.1. In this model, individual differences in
attachment are defined as two intersecting dimensions. The first dimension of
the model reflects positivity of the person’s self-image (internal model of self,
typified in terms of anxiety about intimacy and dependence on others for selfesteem, versus anxiety and uncertainty about being lovable). The second
dimension of the model relates to positivity of the image of others (internal
model of others characterised in terms of the degree of avoidance of intimacy,
versus seeking out closeness).
In order to test their theory and model, Bartholomew and Horowitz
(1991) conducted a study in which adult participants described their relational
patterns in friendships on variables such as self-concept, sociability and
interpersonal problems. Friends of the participants were also required to
describe these relational patterns, which facilitated a comparison of the
corresponding ratings. The internal working model of the perception of self, in
combination with each working model of the perception of others, which can
be either high or low, revealed that the participants could be classified into one
of four attachment styles. The study findings provided support for the fourcategory model of adult attachment. This model of adult attachment
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systemises Bowlby’s theory of internal working models of self and others, and
has been validated in a number of studies (Bartholomew, 1990; Bartholomew
& Horowitz, 1991; Griffin & Bartholomew, 1994; Horowitz, Rosenberg &
Bartholomew, 1993; Scharfe & Bartholomew, 1994).
According to the four-category model of adult attachment, individuals
classified as securely attached have a positive view of self and others (low
anxiety/dependence and low avoidance), as depicted in Cell I of Figure 4.1.
Securely attached individuals are characterised by perceptions that they and
others are lovable, worthy, trusting, trustworthy and responsive. These
individuals tend to be self-confident and are able to interact with others easily.
Securely attached individuals are comfortable and trusting in intimate
relationships, expecting that their emotional needs will be met, and are capable
of meeting the emotional needs of others (Bartholomew & Horowitz, 1991).
In contrast, individuals classified as preoccupied (Cell II) have an adult
attachment style characterised by a negative view of the self and a positive but
guarded view of others (high anxiety/dependence but low avoidance). The
preoccupied attachment style is typified by a conflicting and obsessive
preoccupation with intimate relationships. The preoccupied individual
expresses a fear of abandonment, which leads to dependence on others, need
for approval, intense intimacy and emotional ties. This attachment pattern
tends to result in others being both idealised and criticised. Furthermore,
individuals exhibiting the preoccupied attachment style demonstrate a sense of
uncertainty, being misunderstood and unappreciated in relationships
(Bartholomew & Horowitz, 1991).
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MODEL OF SELF
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Positive

Positive

Negative

(Low)

(High)

CELL I

CELL II

SECURE

PREOCCUPIED

Comfortable with intimacy and

Preoccupied with

autonomy

relationships

CELL IV

CELL III

DISMISSING

FEARFUL

Dismissing of intimacy

Fearful of intimacy

Counter-dependent

Socially avoidant

(Low)

MODEL OF OTHER

(Avoidance)

Negative
(High)

Figure 4.1. Model of adult attachment as conceptualised by
Bartholomew and Horowitz (1991).
Individuals with a fearful attachment style (Cell III) have a poor
perception of both self and others (high anxiety/dependence and high
avoidance). Fearful attachment is indicative of individuals who view
themselves as unlovable and unworthy. Although these individuals intensely
desire social and intimate bonds, they have learned from previous experience to
fear the rejection and abandonment of others (Bartholomew, 1990;
Bartholomew & Horowitz, 1991).
The fourth attachment style represented in the model is the dismissing
attachment style (Cell IV). The dismissing attachment style (low
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anxiety/dependence and high avoidance) is associated with positive appraisal
of the self but negative appraisal of others, as the individual expects rejection.
Consequently, such individuals avoid intimacy and any form of reliance on
others in order to avoid the expected rejection (Bartholomew, 1990;
Bartholomew & Horowitz, 1991). These individuals also tend to disregard the
need or desire for interpersonal closeness (Fraley & Shaver, 1997). This
typically leads to emotional detachment from others in order to maintain a
defensive positive self-image. Consequently, a completely self-reliant selfimage gradually prevails (Bartholomew, 1990; Bartholomew & Horowitz,
1991).
Attachment Style and PTSD Symptom Expression
Established within the attachment and trauma literature is the
association between an individual’s attachment style and posttraumatic stress
symptoms. This association is evident across a diverse range of populations
including high-risk occupations (e.g., Bogaerts et al., 2008), former prisoners
of war (e.g., Dieperink et al. 2001; Mikulincer et al., 2011), former political
prisoners (e.g., Kanninen et al., 2003), war veterans (e.g., Dekel, Solomon,
Ginzburg & Neria, 2004), child holocaust survivors (e.g., Cohen, Dekel &
Solomon, 2002), victims of interpersonal violence (e.g., Sandberg et al., 2010)
and adults reporting childhood trauma, including neglect and sexual and
physical abuse (e.g., Aspelmeier, Elliot & Smith, 2007; Browne & Winkelman,
2007). Consistently reported within this body of research is the inverse
relationship between secure attachment patterns and PTSD symptom
expression. In contrast, individuals characterised by insecure attachment
patterns consistently report increased PTSD.
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Mikulincer, Horesh, Eilati and Kotler (1999) examined the
relationship between adult attachment style and a number of measures of
psychopathological symptomology, including symptoms of PTSD, in lifeendangering situations. Their sample consisted of Israeli Jewish settlers (N =
40) residing within the Palestinian Authority Territory (high threat) and a
control group of Israelis residing in Israel (N = 40) (low threat). The study
revealed that increased symptomology was evident in the high threat group
compared to the low threat group. Within both groups, the analysis revealed an
inverse relationship between secure attachment style and symptomology. The
authors reported that the secure attachment style moderated subsequent
posttraumatic stress symptoms from exposure to extreme life-endangering
conditions. The study findings indicated a positive association between those
participants classified as anxious-ambivalent and symptomology in both the
high threat and low threat conditions. Conversely, a positive association
between avoidant attachment orientation and symptomology was evident only
in the high threat group. The researchers explained their findings as congruent
with attachment theory, in that, the secure attachment style may serve as an
adaptive internal resource promoting improved wellbeing in the face of minor
to extreme adversity. Such personal resources seemed to be lacking for those
individuals whose attachment style was characterised as anxious-avoidant. In
line with the theory, the results indicated that anxious-avoidant individuals
engaged in appraisals that overemphasised the most threatening components of
experience. In addition, these individuals demonstrated poor perceptions of
self, a low expectation of the availability and responsiveness of others when
dealing with distressing events, and engaged in maladaptive coping strategies.
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The finding that avoidant attachment was only associated with symptomology
in the high threat group was suggested to indicate that the characteristic
strategy of avoiding distressing and attachment-provoking stimuli might be
overwhelmed by the intensity of the stressors.
When attachment is measured and classified according to
Bartholomew and Horowitz’s (1991) four-category model of adult attachment,
mixed findings on the associations between insecure attachment orientations
and posttraumatic symptomology have been reported across differing
populations. O’Connor and Elklit (2008) conducted cross-sectional research of
adult attachment and trauma with a sample of Danish students (N = 328). They
measured associations between adult attachment patterns and trauma exposure,
PTSD symptoms, social support, coping and cognitions about the self and
world. Their findings revealed no relationship between any of the attachment
styles and exposure to trauma events. However, the authors reported an
inverse relationship between secure attachment and posttraumatic symptoms.
Interestingly, no significant relationship was found between the preoccupied
attachment style and any posttraumatic symptoms. Conversely, individuals
classified as dismissing reported high levels of lifetime and current
posttraumatic symptoms. Similarly, individuals classified as fearfully attached
reported the same pattern of high levels of lifetime and current posttraumatic
symptoms, with the exception that there was no relationship found between
fearful attachment and symptoms of intrusion. The researchers explained their
findings as providing further evidence of the protective value of attachment
security. This was highlighted by the connection between fearful and
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dismissive attachment and increased distress, ineffective coping and negative
outcomes among the participants in their study.
Explaining the Association between Attachment Style and PTSD
The association between attachment style and PTSD symptom
expression can be explained by several tenets of attachment theory. In line
with Mikulincer and Shaver (2012), this thesis contends that, when considering
the associations between insecure attachment styles and pathological distress,
attachment styles are not a sufficient cause of pathology outside of attachmentrelated disorders (e.g., separation anxiety). However, it is proposed that the
way in which individuals appraise, respond to, interpret and adapt to stressors
in their environment is reflective of the unique attachment strategies of each
attachment style of the individual (Crittenden, 1997). According to Mikulincer
and Shaver’s (2003, 2007) model of the activation and dynamics of the
attachment system (Figure 4.2), three primary mechanisms are engaged in
order to cope with attachment insecurity and distress. These mechanisms are:
monitoring and appraisal of potential threat, monitoring and appraisal of the
availability of internalised or external attachment figures, and monitoring and
appraisal of the viability of proximity-seeking.
The model of attachment-system activation and functioning in
adulthood (Mikulincer & Shaver, 2003, 2007) includes the hypothetical
excitatory and inhibitory feedback pathways (neural circuits) which are thought
to result from the repeated use of secondary attachment strategies. This, in
turn, affects the monitoring of threatening events and the availability of
attachment figures. As a result, activation of the attachment system occurs
when an individual perceives a physical or psychological threat. An important
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factor in understanding the implications of attachment for PTSD symptom
expression is, as Mikulincer and Shaver (2007) pointed out, that the attachment
system may be activated by events other than actual threats. These activating
events could include memories, dreams and troubling thoughts as well as
appraisals of an unfolding event as being potentially detrimental to the
individual.
Activation of the attachment system results in the individual accessing
personal coping resources. These include comfort, management of emotion
and cognitions of self-efficacy and resiliency from internalised representations
of attachment figures or by seeking proximity to actual supportive others (e.g.,
Mikulincer, Shaver & Pereg, 2003; Mikulincer & Shaver, 2007). At this stage
of activation, the adequacy of the internal, as well as external, attachmentrelated resources for responding to and coping with the perceived threat is
important. Internal resources include mental representations of comforting
attachment figures (past or imagined), memories of comforting words or
previous situations, and accessing security-based self-representations. If these
types of internal attachment resources become stretched, individuals must find
other strategies to reduce distress.
Individuals who score relatively high on the secure attachment
dimension respond to internal resource depletion by engaging in the adaptive
behaviours referred to as security-based strategies, such as (a) acknowledging
and demonstrating their distress to others, (b) seeking support from others, and
(c) the use of instrumental/problem-focused solving strategies (Mikulincer &
Shaver, 2007). Such strategies are engaged to reduce distress and are
considered to be personal resources developed within a “broaden and build”
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cycle of attachment security; this concept refers to a process in which the
relatively secure individual develops various strategies of flexible effective
coping and emotional stability (Mikulincer & Shaver, 2007, p. 6). In contrast,
for those individuals who score high on anxiety or avoidance, secondary
strategies of hyper-activating or deactivation of the attachment system are
expected to ensue (Bowlby, 1969, 1980, 1988). Hyper-activation of the
attachment system is an active and somewhat hyper-vigilant effort, whereby
the individual tends to appraise the environment in more threatening contexts,
even when there is no external threat present. Thus, it is thought that, when
real threats are present within the anxiously attached individual’s environment,
their distress may be compounded by their negative view of self and fears of
rejection and the dependability of others (e.g., Bartholomew & Horowitz,
1991; Mikulincer et al., 2003).
The goal of the hyper-activating strategy is to gain proximity to the
attachment figure in a bid to regain a sense of security and return the
attachment system to a state of equilibrium. Hyper-activating strategies reflect
an individual’s overdependence on relationship partners as a source of
protection (Mikulincer, Gillath & Shaver, 2002). Although characterised by
clingy and controlling behaviours, anxiously attached individuals in times of
significant distress may fail to seek actual support from others. This occurs
when the individual possesses a negative view of the dependability of others,
and thus expects rejection (Mikulincer et al., 2002; Mikulincer & Shaver,
2003).
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Figure 2.2. A model of attachment-system activation and functioning in
adulthood (Mikulincer & Shaver, 2007)
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Research indicates that the use of this strategy is somewhat chronic. High
scores on the anxiety dimension of attachment tend to also be associated with
difficulties with emotion regulation (Gillath, Bunge, Shaver, Wendelken &
Mikulincer, 2005), information processing deficits in differentiating between
relevant and irrelevant stimuli (Vermigli & Toni, 2004) and maladaptive
coping skills (e.g., Holmberg, Lomore, Takacs & Price, 2011; Mikulincer et
al., 2003).
In contrast, individuals who score high on the avoidance dimension of
attachment engage in the secondary strategy of deactivation of the attachment
system (Mikulincer & Shaver, 2003). For these individuals, seeking out
support from attachment figures is not a feasible or desirable option.
Deactivation of the attachment system facilitates the avoidance of any further
distress due to the attachment figures’ perceived unavailability which the
individual recognises as rejection or abandonment. In stark contrast to hyperactivating strategies, the appraisal of possible physical and psychological
threats is inhibited in deactivating strategies by attention being directed away
from threat cues for the purpose of avoiding distress (e.g., Vermigli & Toni,
2004; Shaver & Mikulincer, 2002). These types of deactivating strategies are
referred to as “pre-emptive” (Fraley, Garner & Shaver, 2000).
A second set of deactivation behaviours, referred to as “post-emptive”
strategies (Fraley, Garner & Shaver, 2000), are engaged when attempts to
inhibit activation of the system are unsuccessful. Primary to post-emptive
strategies of deactivation is self-reliance in times of stress, suppression of
thoughts and memories that may cause distress, and distorted perception of
self-reliance (tending to reflect an over-inflated view of self) (Mikulincer &
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Shaver, 2007; Mikulincer & Florian, 2000). In addition, there is a disregard for
the need or desire for interpersonal closeness (e.g., Fraley & Shaver, 1997;
Holmberg et al., 2011) and denial of negative emotions and basic fears (e.g.,
Fraley & Shaver, 1997; Mikulincer & Horesh, 1999). Overall, the primary
goal of these strategies is to create literal physical, emotional and cognitive
distance from others in order to develop and maintain both a defensive positive
self-image and a self-reliant image (Bartholomew, 1990; Bartholomew &
Horowitz, 1991).
In the attachment and trauma literature, the unique psychological and
neurobiological differences that reflect the individual’s experiences and
attachment system organisation over the lifespan are highlighted (Bowlby,
1969, 1973, 1980). Perry (2009) suggested that early attachment experiences
are intrinsically involved in neural development. The brain develops in a
hierarchal fashion, with the least complex regulatory functions of the brain
(brainstem) developing first. This is followed by an upward progression of
development in the more complex areas of the diencephalon, the limbic system
and the cortex. Each region of the brain is subject to developmentally sensitive
periods, whereby the brain’s regions will organise more rapidly at certain times
during which these regions will also be more sensitive to disruptions.
Moreover, Perry (2009) argued developmentally sensitive periods occur when
the brain has the ability:
to rapidly and efficiently organize in response to the unique demands of
a given environment to express from its broad genetic potential those
characteristics that best fit the child’s world; different genes can be
expressed, and different neural networks can be organized from the
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child’s potential to best fit that family, culture, and environment. (p.
245)
Influencing this process of the brain’s upward progression of
organisation is a myriad of neurotransmitter, neurohormone and
neuromodulator signals that assist target cells in migrating, differentiating and
sprouting dendritic trees and in shaping synaptic connections. Signals from the
monoamine neural systems (i.e., norepinephrine, dopamine and serotonin)
originating from the brainstem and diencephalon are highly important. These
critical neural networks are widely distributed and project to every other area
of the developing brain, evidently allowing for simultaneous communication
across multiple brain regions. In effect, these neural networks play a key role
in organising and orchestrating an enormous range of functions, both during
development and throughout the lifespan. This highlights the importance of
the health of the monoamine neurotransmitter systems in the successful
organisation and ongoing functioning of all regions in the brain.
Environmental and micro-environmental cues (e.g., neurotransmitters,
cellular adhesion molecules, neurohormones, amino acids, ions) are crucial for
the neural systems to develop from the undifferentiated immature forms of an
infant. The brain organises in a use-dependent manner, and relies on molecular
cues to influence this process (Perry, 2001, 2008, 2009). Importantly, these
molecular cues are in part dependent upon the experiences of the developing
child, in that “the quantity, pattern of activity, and nature of the activation from
these neurochemical and neurotrophic factors depend upon the presence and
the nature of the total sensory experience of the child” (Perry, 2009, p. 243).
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According to Perry (2009), in immature and mature brains, usedependent changes in the stress response system occur when the individual
experiences prolonged or repeated exposure to threat, fear, chaos, stress and
trauma. In turn, this alters the molecular characteristics of individual neurons,
synaptic distributions, dendritic trees, and the microstructure and
microchemicals of the stress response neural networks. Such changes lead to
the brain resetting baseline activity and reactivity of the stress response system
as if the individual is persistently experiencing threat. It has been argued that
this process is especially problematic in developing brains due to their
plasticity (Lupien, McEwen, Gunnar & Heim, 2009; Perry, 2001, 2009; Taylor,
Karlamangla, Friedman & Seeman, 2011).
Perry (2009) highlighted the fact that, throughout the lifespan,
individuals will endure stress, adversity and often trauma. Current
neurobiological knowledge of understanding individual differences (e.g.,
genetic factors) in response to, recovery from, and the outcome (hardiness or
sensitivity) of such adversities is still in its infancy. However, Perry (2009)
suggested that, during early brain development and especially in time-sensitive
periods, protective and risk factors present in the child’s environment influence
the degree of successful coping and resiliency following stress, distress and
trauma. In that context, Perry referred to the protective factor of healthy
relationships that mitigate the impact and outcome of adversity in the
developing brain as the relational modulation of stress. Moreover, Perry stated
that the relational modulation of stress is mediated by two interconnected and
widely distributed systems in the brain, namely, the stress response system and
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the neural networks associated with bonding, attachment, social
communication and affiliation.
More specifically, the stress response system develops rapidly from
birth. This system is adaptive, as its initial role is to detect distress in the body
(e.g., hunger, thirst, body temperature) to which the infant responds with crying
behaviours. The infant is unable to regulate the stress response by way of
meeting his/her own physiological needs. Therefore, the primary caregiver
through consistent predictable caregiving and nurturing delivers patterned
repetitive neural stimulation. This is necessary for the brain to organise in a
fashion that enables self-regulation through flexible and adaptive stress
response capabilities, as well as healthy attachment capabilities (Perry, 2002,
2009). However, during early brain development, the associated neural
networks develop abnormally when the primary caregiver does not effectively
provide external regulation of the stress response system (Perry, 2009). This
may have serious lifelong implications for the individual, as the stress response
and emotional regulatory systems have been consistently associated with
insecure attachment orientations and numerous psychopathological disorders,
including PTSD (Apfel et al., 2011; Diamond, Hicks & Otter-Henderson, 2006;
Mikulincer & Shaver, 2012; Powers, Pietromonaco, Gunlicks & Sayer, 2006;
Rifkin-Graboi, 2008).
Perry (2009) further argued that primary caregivers also provide the
developing brain with initial templates of relational interactions. When these
templates are comprised of safety and comfort, a foundation for building future
positive relational interactions exists. Moreover, those protective relational
interactions, although initiated by the primary caregiver throughout
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development, extend to include other familiar and safe individuals. Other safe
individuals include family, friends and community groups (e.g., school,
church). In healthy development, established templates of safety and the
capacity to access external regulation of the stress response system (when
necessary) from these sources are seen as critical in buffering future stressors.
Emerging within contemporary research in attachment theory are
associations between environmental factors described as antecedents to specific
attachment system development, and factors described as antecedents to
specific brain and nervous system dysfunction. That, in turn, is also associated
with the expression of PTSD symptoms (e.g., Apfel et al., 2011; Diamond et
al., 2006; Powers et al., 2006; Rifkin-Graboi, 2008). One example of this
complex system of associations is the hypothalamic-pituitary-adrenal axis. The
hypothalamic-pituitary-adrenal axis is particularly sensitive to attachment
processes because it specifically acts in response to situations that evoke
social-evaluative threat and interpersonal situations (e.g., Dickerson &
Kemeny, 2004). This physiological system is also known to be associated with
PTSD symptoms (e.g., Elzinga & Bremner, 2002; Quirin, Pruessner & Kuhl,
2008; Yehuda, 1999).
In a study conducted by Quirin, Gillath, Pruessner and Eggert (2010),
high-resolution morphological brain images using magnetic resonance imaging
were acquired for a sample of healthy adults (N = 22) in order to investigate the
association between attachment insecurity and emotion regulation. The study
aimed to test recent findings indicating an association between insecure
attachment and deficits in emotion regulation, and more specifically, between
emotion regulation and hippocampal (HC) functioning (e.g., Quirin et al.,
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2008). The authors reported that attachment avoidance was associated with
bilateral HC function reduction; whereas, for attachment anxiety, reductions in
cell concentration in the left HC were evident. The researchers acknowledged
the ongoing controversy with respect to whether PTSD causes HC reduction, or
whether individuals with a reduced HC are disposed to the development of
PTSD. However, they noted that attachment insecurity is thought to develop
early in the developmental sequence and remains relatively stable, and is
positively associated with PTSD. Thus, they argued that further investigation
is warranted into the role of insecure attachment as a predisposing factor to
changes in regional cell densities, subsequently leading to the later
development of PTSD.
Chapter Summary
This chapter aimed to illustrate that attachment theory is a
comprehensive theoretical framework of individual differences and to establish
an association between attachment style and PTSD symptom expression. Both
goals were achieved, as this theoretical approach explicitly identifies
favourable and non-favourable environments in which the attachment system
and internal working models are developed and maintained. Moreover, the
theory provides empirically validated predictions for the enduring
psychological, physiological and behavioural outcomes indicative of such
environments for both children and adults. Furthermore, in relation to PTSD
symptom expression, the research and theory are able to explain individual
differences that encompass protective and risk factors. Therefore, attachment
theory is able to offer an account of individual differences at the pre-trauma,
peritraumatic and posttraumatic stages of trauma.
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Chapter Five
Peritraumatic Response: A Potential Mediating Variable between
Attachment Style and PTSD Symptom Expression
The aim of this chapter is to demonstrate the associations among an
individual’s response at the time of trauma exposure, attachment style and
subsequent PTSD symptom expression. This chapter will also present a review
of the literature presenting theory and empirical evidence that delineates the
relationship between peritraumatic distress and attachment styles and PTSD
symptom expression. The purpose of this chapter is to illustrate that
peritraumatic responses may act as a mediator in the association between
attachment style and PTSD symptom expression.
Peritraumatic Reactions and Posttraumatic Symptomology
Until recently, studies examining peritraumatic distress were limited to
the DSM-IV Criterion A2 for PTSD and therefore only measured fear,
helplessness and horror experienced at the time of trauma. However, within
the contemporary trauma literature, peritraumatic distress has been redefined
based on theoretical propositions and empirical evidence to include emotions,
physiological reactions and cognitions at the time of the traumatic incident
(e.g., Brunet et al., 2001; Birmes et al., 2005; O’Donnell et al., 2010; Simeon
Greenberg, Knutelska, Schmeidler & Hollander, 2003). As previously
discussed (see Chapter Two), whether or not the emotional reactions of intense
fear, helplessness and horror adequately capture the most significant
peritraumatic responses linked with the development of PTSD is widely
debated (Brewin et al., 2000a; Brunet et al., 2001; Weathers & Keane, 2007).
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Numerous studies have reported an association between intense negative
subjective peritraumatic reactions, other than those prescribed in the DSM-IVTR and PTSD symptom development.
Hathaway, Boals and Banks (2010) conducted a study to examine the
effect of emotional reactions to a traumatic event and PTSD symptom severity
in a university student sample. Their results provided only partial support for
the DSM-IV Criterion A2. The researchers reported that only Criterion A2
intense fear was associated with PTSD symptoms, and participants who
endorsed experiencing intense fear reported relatively high PTSD
symptomology as well. However, participants who endorsed a peritraumatic
emotional experience of sadness or anger also endorsed PTSD symptoms of
equal severity. Moreover, the analysis revealed that participants were more
likely to report sadness and other emotions (a composite of disgust, guilt and
shame) than Criterion A2 intense fear.
O’Donnell et al. (2010) reported similar findings in a study examining
the relationship between endorsing Criterion A2 experiences, items of the
Peritraumatic Distress Inventory (PDI) (Brunet et al., 2001) and PTSD, three
months after being exposed to a traumatic injury. Drawing their study
participants from a population of patients admitted to four Australian hospitals,
their findings indicated that participants who endorsed more intense and
comprehensive emotional experiences at the time of their trauma also tended to
develop PTSD. In addition, the majority of participants who were identified as
PTSD-positive at the 3-month follow-up endorsed at least one Criterion A2
response. However, of those participants who met the criteria for PTSD
without endorsing Criterion A2, three patterns of peritraumatic responses
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emerged: (a) endorsement of other intense emotional reactions and distress
(i.e., worry for others, frustration); (b) experiencing Criterion A2 emotions at a
low level of intensity; and (c) peritraumatic amnesia. According to the authors,
their findings indicated that fear, helplessness and horror are not the only
peritraumatic responses associated with the development of PTSD. When
comparing the two measures of peritraumatic experiences, the authors reported
that participants who developed PTSD were more likely to endorse each of the
PDI items, and had higher mean scores on this measure than their non-PTSD
counterparts. In addition, the specific Criterion A2 items (fear, helplessness or
horror) had a sensitivity of 0.85, specificity of 0.42, positive predictive value of
0.11 and negative predictive value of 0.98. In contrast, endorsement of any
PDI item had a sensitivity of 0.93, specificity of 0.27, positive predictive value
of 0.08 and negative predictive value of 0.98.
Interestingly, Dunmore, Clark and Ehlers (1999) suggested that
appraisal of emotions as frightening, uncontrollable or unacceptable might be
associated with more persistent PTSD. Tentative support for this proposal may
be extrapolated from research conducted by Salters-Pedneault, Gentes and
Roemer (2007). The researchers reported that fear of one’s emotions (fear of
losing control of one’s emotions and behaviours during intense emotional
states) is associated with greater physiological arousal, negative affect,
increased negative appraisal of the stressor and memory deficits for salient
information about the stressor.
The importance of an individual’s appraisal of environmental cues in
order to identify significant threats and activate the stress response system is
well-established. Moreover, it has been suggested that appraisal often takes
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place automatically and unconsciously (e.g., Kaping, Vinck, Hutchison,
Everling & Womelsdorf, 2011; Lazarus, 1991). Scherer (2004) put forward a
comprehensive theory of peritraumatic appraisal, which has received
significant empirical support. Scherer’s (1984, 2001, 2004) component process
model suggests that appraisal is initiated via a sequential series of stimulus
evaluation checks. In order for an emotional reaction to a situation to occur,
baseline changes must also occur within five functionally defined organismic
subsystems: (a) the cognitive system (appraisal), (b) the autonomic system
(arousal), (c) the motor system (expression), (d) the motivational system
(action tendencies), and (e) the monitoring system (feeling).
Scherer (1984, 2001, 2004) proposed that the individual engages in four
stages of appraisal in a linear fashion. Starting with relevance appraisals, the
individual focuses on the relevance of the event for the self and for the
individual’s social reference group. This is followed by implication appraisals,
whereby the individual evaluates the possible effects of the event on personal
wellbeing and short-term and long-term goals, as well as urgency checks,
including control and power. Next, the individual engages in coping potential
appraisals which are an evaluation of how well the individual can cope with
and adjust to the consequences of the event. Last, normative significance
appraisals occur which involve an assessment of event significance in reference
to self-concept, social norms and values. The outcome of each check alters the
state of the organismic subsystems in a linear fashion leading to adaptation of
the event.
In the sequential appraisal process, the outcome of the evaluation of the
preceding check influences the proceeding check and influences the ongoing
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appraisals in a feedback and feed-forward interaction between the subsystems.
The pattern of an emotional reaction is therefore the outcome of all these
appraisal-driven state alterations and interactions between the subsystems
(Scherer, 1984, 2001, 2004). An important tenet of this model is that appraisal
involves a high degree of automaticity as well as effortful information
processing, as checks occur on three different levels of processing, namely, the
sensory-motor, schematic and conceptual processing level (Leventhal &
Scherer, 1987). In this sense, the verbal identification of an individual’s
emotional response to an event is seen as inadequate, capturing only the feeling
component of the pattern of an emotional reaction (Scherer, 2004). This notion
is widely supported in the literature (e.g., Aue, Flykt & Scherer, 2007;
Grandjean & Scherer, 2008; Lanctot & Hess, 2007).
All stress appraisal theories argue that a physiological pattern response
is involved in the initial and ongoing appraisals of an event. Moreover, the
individual’s unique psychobiological make-up influences appraisal and
activation throughout the event (e.g., Scherer, 2004). Once an event is
appraised as threatening, the activation of a number of psychological and
psychobiological responses ensues, for the duration of the event and
immediately afterward. Physiological reactions to acute stressors, hardwired in
the brain, are a normal and adaptive response aimed at ensuring survival (Apfel
et al., 2011), and are related, in part, to the release of catecholamines (adrenalin
and noradrenalin).
Noradrenalin (NA) is prominent in the stress response system and plays
a critical role in the central nervous system functioning. The NA network has
two functions. First, it involves a neuronal-basal activity in the forebrain, thus
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enabling the individual to remain alert in order to gather sensory information.
Second, it amplifies and/or modulates the acquisition and processing of
emotionally relevant and other salient information through its action on
sensory, attentional, motor and memory processes. However, individual
variability in adrenergic reactivity and the level of intensity of reactions, which
may include hyperventilation, trembling, sweating and tachycardia, is noted.
Research indicates that a positive relationship exists between elevated and
prolonged adrenergic activation at the time of trauma and the development of
PTSD (e.g., Apfel et al., 2011; Bryant, Creamer, O’Donnell, McFarlane &
Silove, 2008). However, these findings are not always replicated (e.g., Ehring,
Ehlers & Glucksman, 2008).
A review of the literature reveals consensus among researchers that the
overwhelming nature of traumatic events may result in interference in
peritraumatic cognitive processing that, in turn, may lead to a subsequent risk
of developing PTSD (e.g., Brewin et al., 1996; Ehlers & Clark, 2000). Two
cognitive styles of processing at the time of trauma are associated with the
development of PTSD. The first cognitive style involves the use of data-driven
processing, which is processing concerned with sensory and perceptual
information. The second cognitive style involves the lack of self-referent
processing, that is, the absence of processing the experience with respect to the
self and in relation to autobiographical information. Both forms of processing
are usually engaged at the expense of conceptually-driven (contextualised)
processing (e.g., Halligan, Michael, Clark & Ehlers, 2003).
A number of studies support the view that encoding trauma information
involves at least two separate systems that handle different aspects of incoming
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stimuli, namely, the contextualised and sensory systems. In addition, these two
systems are involved in the voluntary and involuntary retrieval of trauma
memories (e.g., Brewin et al., 2010; Brewin & Saunders, 2001; Brewin et al.,
1996). Thus, a number of peritraumatic experiences (e.g., intense emotionality,
distress, physiological arousal) may impede the appropriate processing and
encoding of the trauma information. This may explain, in part, the
development of PTSD symptoms. According to the fundamental premise of
cognitive models, trauma-related appraisals during and after the event,
including event characteristics, post-event experiences and symptomology,
contribute to ongoing perceptions of current threat and PTSD symptom
expression (e.g., Ehlers & Clark, 2000). Ehlers and colleagues (2002)
examined the quality and content of intrusive memories in a sample of
individuals who had experienced various trauma events. The participants most
commonly reported that intrusive memories were comprised of stimuli present
just prior to the actual traumatic event or the most emotionally-laden part
during the event. The authors proposed that the intrusive memories created a
sense of impending threat in the present as the peritraumatic memories
associated with the intrusive memories now served as a warning signal of
imminent danger.
The association between peritraumatic experiences and PTSD symptom
expression is complex. While several neurobiological and cognitive
explanations have been discussed, socio-cultural factors have also been
proposed. Within this framework, an important line of enquiry has been that of
gender differences in appraisal. For example, peritraumatic reactions involving
increased emotionality have been associated with PTSD (Brunet et al., 2001;
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Hathaway et al., 2010; O’Donnell et al., 2010), whereby females are more
likely to respond with increased emotionality compared to males (Breslau &
Kessler, 2001; Brewin, 2000a; Frans et al., 2005). However, these findings are
not always replicated, in particular when females employed in traditionally
masculine roles, such as the police force, are studied (Lilly, Pole, Best, Metzler
& Marmar, 2009).
Peritraumatic Distress and Attachment Style
The rationale for examining peritraumatic experience as a possible
mediating variable between attachment style and PTSD in this thesis is based
on extrapolation from theory and research in the attachment and trauma fields.
As previously discussed, a substantial body of theoretical and empirical
evidence suggests that particular attachment styles may be associated with
unique psychological and neurobiological differences. For example, the
association between adverse early life experience and later adult dysregulation
of stress responsivity exists in the extant literature (e.g., Lupien et al., 2009;
Perry, 2009; Quirin et al., 2008, 2010; Taylor, 2010). A number of studies
consistently report a significant positive relationship between the attachment
dimensions of anxiety and avoidance (a result of early life adversity) and
perceived distress after laboratory-induced acute stress (Ditzen et al., 2008;
Maunder, Lancee, Nolan, Hunter & Tannenbaum, 2006). Importantly, this is
also the case in experimental designs employing non-attachment-related stressinducing materials.
In their study of healthy adults, Kidd, Hamer and Steptoe (2011)
examined adult attachment styles and cortisol responses to acute laboratory
stress. Participants’ salivary cortisol was measured in response to two
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behavioural stress-inducing tasks. The findings revealed differences between
attachment styles and endocrine responses to non-attachment-related stress.
Preoccupied and fearful attachment, in particular, appeared to be associated
with a deregulatory effect on the hypothalamic-pituitary-adrenal axis. Overall,
the research findings indicated that attachment style may reflect the functioning
of structures within the neuroendocrine system and may be related to the
reactivity of stress and threat.
According to attachment theory (Bowlby, 1969, 1973, 1982;
Mikulincer & Shaver, 2007), environmental threat detection is instrumental to
survival in evolutionary terms and is closely linked to the attachment system.
Threat detection is believed to have evolved to some extent to activate the
attachment system, thereby increasing survival via subsequent attachment
behaviours of seeking and maintaining proximity to attachment figures. The
extent of engaging in these behaviours of seeking out and maintaining
proximity to attachment figures in the context of threat is contingent upon the
individual’s degree of attachment security. Attachment security develops
within the individual’s relational interactions with attachment figures, which
inherently involve threats, seeking proximity to attachment figures and
attachment figure responses. In turn, these relational experiences form the
internal working models of attachment that influence the process of emotion
regulation (Bowlby, 1969, 1973, 1982; Hofer, 2006; Mikulincer & Shaver,
2000; Perry, 2009).
In contemporary attachment literature, the role of attachment
relationships in the context of threat has expanded to include a synthesis of
interdisciplinary explanations. For example, Coan (2008) proposed a social
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baseline model of affect regulation in the context of threat. Particularly
important in this context are Hofer’s (2006) neural development of attachment
and associated affect regulation capacities, and Proffitt’s (2006) principles of
survival and the economy of action that suggest “energy consumption must
exceed energy expenditure” (p. 111). This principal law of survival includes
the conservation of energy in the form of neural activity, according to
variations in cognitive and sensory perceptions in resource allocation decisions.
Coan provides a convincing argument for his proposition, stating “social
influences on the regulation of affect are sufficiently powerful and
unconditioned to suggest that the brain’s first and most powerful approach to
affect regulation is via social proximity and interaction” (p. 19). Congruent
with Hofer’s assertions, the social baseline model proposes that social
influences on affect regulation development begin in infancy. Parental
attachments provide the initial affect regulation and, in turn, influence the
development of a number of systems in the brain, which has lasting
implications for the functioning of such systems throughout the lifespan.
The social baseline model proposes that, throughout the evolutionary
process, social affect regulation was acquired as an adaptive and biologically
efficient means of regulating affect and facilitating the conservation of
metabolic resources, especially in threatening contexts. Two primary strategies
are identified as the facilitators of resource conservation, namely, risk
distribution and load bearing. Risk distribution refers to the distribution of
environmental risks among individuals in close social proximity. Load bearing
is an advanced evolutionary strategy that enables the adaptive consumption and
conservation of biological resources. This strategy is particularly prominent in
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the prefrontal regions of the brain supporting attention, working memory and
the self-regulation of affect. Beyond risk distribution and load bearing, the
presence of attachment figures in the context of threat arguably has immense
value in the individuals’ conservation and acquirement of resources,
monitoring of environmental threats, protection and safety, nurture of children,
and regulation of negative affect. Dispersion of these activities within
attachment relationships decreases the expenditure of metabolic energy
required for these activities (Coan, 2008).
In a related study, Coan et al. (2006) examined the function of social
contact as a form of social regulation of emotion in the context of threat. The
study was designed to measure subjective emotional responses and the
activation of neural systems in response to the threat of a mild electric shock.
The shock was administered to married women (N = 16) under three
conditions: holding their husband’s hand, holding a stranger’s hand, and alone.
The researchers reported that the subjective endorsement of bodily arousal was
lowest when the participants held their husbands’ hands, followed by holding
the hand of a stranger, and was highest when the women were alone.
However, spousal handholding was the only condition that was beneficial in
decreasing perceptions of task-related unpleasantness.
Analysis of functional magnetic resonance imaging in Coan et al.’s
(2006) study revealed that reduced activation in the neural systems supporting
emotional and behavioural threat responses was evident for spousal
handholding, followed by stranger handholding, and was highest when the
participants were alone. An unexpected finding was that the neural activity of
women reporting the highest quality marital relationships increased most
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significantly, followed by those with poorer quality relationships. The authors
suggested that their findings were indicative of the neural processes involved in
distress reduction in threat-invoking situations as well as the health-enhancing
effects of social soothing in general. In addition, the authors highlighted the
role of neural correlates associated with the quality of attachment relationships
in regulating distress in threatening contexts.
Within the attachment literature, cognitive appraisal, intensity and
response type are said to be contingent upon the individual’s attachment style.
For example, as the securely attached have a more realistic appraisal of adverse
situations, the intensity of their response is also more appropriate. These
individuals generally respond to stressful experiences with constructive
strategies to regulate their affect. They draw on internal resources, such as
gaining mental proximity to attachment-related memories and/or thoughts, and
positive self-appraisal. In addition, when required, securely attached
individuals will engage in security-based strategies, such as acknowledging and
demonstrating distress to others, seeking support from others and using
instrumental/problem-focused solving strategies, in order to respond to the
stressor (Mikulincer & Shaver, 2007).
In contrast, insecure attachment styles are associated with poor
monitoring and appraisal of environmental threats. Characteristics of insecure
attachment include hyper-vigilance in the detection of threat cues and overappraisal of threat, or alternately, directing attention away from threat cues and
under-appraisal of threat (e.g., Crittenden, 1994; Mikulincer et al., 2003;
Shaver & Mikulincer, 2007). The emotional responses of these individuals
tend to be either over-reactive or under-reactive displays of emotional distress
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during and after stressful events (e.g., Fraley & Shaver, 1997; Gillath et al.,
2005).
Fraley and Shaver (1997) conducted an interesting study to examine
whether the low levels of attachment distress in adults with dismissing
attachment styles reflect a relative absence of distress or an attempt to conceal
distress. In their experimental study, participants who were involved in
romantic relationships were required to suppress thoughts of their partner
leaving them for someone else. Participants were then involved in a number of
stream-of-consciousness tasks in order to measure the accessibility of thoughts
associated with loss and separation. In a second experiment, physiological
arousal was also measured. The results of these experiments indicated that,
relative to control conditions, the dismissing individuals’ accessibility to
abandonment-related thoughts decreased, as did their physiological arousal.
According to the researchers, these findings indicated that these
individuals were not simply concealing distress, but were rather able to
suppress the activation of the attachment system and thus avoid distress. Of
further interest, the researchers reported that, when individuals with a
preoccupied attachment style attempted to suppress unwanted thoughts, these
same thoughts became primes for such thoughts. The authors suggested that,
overall, the findings of the experiments were in line with previous theory and
research on attachment. Moreover, the findings were indicative of the
regulatory capacities and defensive strategies associated with dismissing
attachment (detachment) and preoccupied attachment (hyper-vigilance) in
adults.
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An extensive review of the attachment and trauma literature at the time
of writing this thesis reveals that this area of attachment and trauma-related
research is somewhat limited. However, Solomon, Ginzburg, Mikulincer,
Naria and Ohry (1998) conducted a comparative analysis examining the role of
attachment style, peritraumatic responses and long-term psychological
adjustment in 164 Israeli ex-POWs and a control group of 194 combat veterans
(matched on attachment styles). Both samples of returned soldiers served in
the Yom Kippur War, and assessment took place 18 years after the war ended.
The participants completed self-report measures of attachment style, current
PTSD symptoms, psychiatric symptoms and social and functional adjustment.
Additional measures regarding feelings upon being taken prisoner included
subscales of helplessness, active fighting and death wishes. Coping with
imprisonment was assessed by reference to active coping, denial, imagination
and isolation. Measures of emotional states while in prison pertained to loss of
control and hostility towards the Israeli Defense Force (IDF), and assessment
of subjective suffering was a composite score pertaining to physical suffering,
emotional suffering and humiliation.
The findings of Solomon et al.’s (1998) study revealed that, among
secure veterans, no significant differences were evident in the outcome
measures of PTSD and adjustment between the ex-POWs and combat veterans.
Avoidant ex-POWs reported more severe PTSD symptoms, functioning and
adjustment problems than their matched combat counterparts did. For the
preoccupied ex-POWs and their matched combat counterparts, such differences
were restricted to PTSD symptoms, war-related intrusions and avoidance
tendencies. No significant differences emerged between the two preoccupied
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groups for psychiatric symptoms and deficits in functioning. Within the group
of ex-POWs, secure individuals demonstrated the most positive long-term
adjustment on all measures of PTSD symptoms, functioning and adjustment.
In contrast, insecurely attached ex-POWs reported higher levels of distress
across all measures of PTSD symptoms, functioning and adjustment. No
significant differences were evident for distress between those exhibiting
avoidant and preoccupied attachment styles.
Peritraumatic responses and coping behaviours engaged at the time of
being captured and during captivity, and overall subjective ratings of suffering,
were attachment-specific. For example, upon being captured, the avoidant
individuals reported more helplessness than the secure and preoccupied exPOWs. However, the preoccupied ex-POWs reported more perceptions of
abandonment by the IDF than the other two groups.
Coping behaviours throughout the captivity were also differentiated by
attachment style, with the securely attached reporting the use of more active
coping strategies, compared to the insecurely attached. On the other hand, the
preoccupied ex-POWs reported higher incidences of losing control and
subjective suffering than their secure and avoidant counterparts. Both insecure
attachment groups reported more anger directed towards the IDF than the
securely attached.
Solomon et al. (1998) suggested that the secure attachment style served
as a stress regulation resource in their sample, which resulted in greater
positive long-term psychological adjustment. For example, content analysis of
accounts of the traumatic experience of captivity by the ex-POWs revealed
differences according to attachment styles. The securely attached individuals
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reported using coping strategies based on symbolic attachment-seeking, such as
positive memories and fantasies of interactions with attachment figures. The
narratives of the preoccupied tended to centre on themes of helplessness,
abandonment and loss of control. In contrast, information provided by the
avoidant veterans was quite restricted, with an underlying theme of anger and
hostility towards the IDF.
Solomon et al. (1998) suggested that the differences in the ex-POWs’
narratives according to attachment reflected the stress regulation capacities of
each attachment pattern. The memories of the securely attached of the overall
experience displayed adaptive means of regulating their affect via symbolic
attachment-seeking. For the preoccupied, the dominance of distress and threatrelated thoughts indicated hyper-activation of the attachment system. In
contrast, the avoidant individuals’ reluctance or inability to provide detailed
information, both in terms of their experience and emotional content (other
than hostility), reflected deactivating strategies.
Chapter Summary
This chapter aimed to meet three primary goals: (a) to illustrate the
presence of an association between peritraumatic distress and PTSD symptom
expression, (b) to establish an association between attachment style and
peritraumatic distress, and (c) to establish peritraumatic distress as a plausible
mediating variable in the association of attachment styles and PTSD symptom
expression. These goals were achieved, as the review of literature on
attachment and trauma revealed ample research evidence to support the
association between the constructs of attachment style, peritraumatic distress
and PTSD. The association between attachment style and peritraumatic
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distress was discussed in terms of consistent research demonstrating the link
between adverse early life experience (antecedent to attachment development)
and later adult dysregulation of stress responsivity (e.g., Lupien et al., 2009;
Perry, 2009; Taylor, 2010), as well as significant associations between
attachment and stress responses (e.g., Ditzen et al., 2008; Kidd et al., 2011;
Maunder et al., 2006; Mikulincer & Shaver, 2003). Thus, based on these
findings, it is reasonable to hypothesise that peritraumatic response may
mediate the association between attachment style and PTSD.
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Chapter Six
Coping Strategies: A Potential Mediating Variable between
Attachment Style and PTSD Symptom Expression
Adapting to the environment is instrumental to survival, and engaging
in coping strategies is one form of adaptation. Lazarus and Folkman (1984)
defined coping as a continuous adaptation of cognitive, behavioural and
emotional efforts in order to deal with external and/or internal demands,
appraised as taxing or exceeding the resources of the individual. Carver et al.
(1989) proposed that individuals develop somewhat habituated coping
strategies and patterns of coping behaviours congruent with particular types of
stressors. This is not to suggest that, when usual strategies are ineffective,
those individuals do not seek out novel strategies or less habituated strategies
in order to adapt to environmental demands (Carver et al., 1989).
From the early works of Lazarus (1966) and Lazarus and Folkman
(1984), the understanding of stress and the response to stress has been based on
the conceptualisation of three processes. The first of these processes is primary
appraisal, which is the individual’s identification of threat to self. The second
process is secondary appraisal, which involves the individual’s consideration of
how to respond to that threat. Finally, the third process is responding to the
threat which is referred to as coping. This description of a linear sequence is
representative of the process involved in mitigating or resolving the stressor,
but is neither representative, nor intended to be indicative, of the way in which
this process is executed. In fact, rather than proceeding through these steps in a
linear fashion, the individual may cycle through the process numerous times,
going back to the preceding stage when necessary. Appraisals of the level of
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threat, what should be done and the adequacy of what has been done are in flux
until such time as the stressor is resolved (Lazarus, 1966).
Generally, how individuals cope has been broken down into two
primary typologies, namely, emotion-focused versus problem-focused
strategies, and adaptive versus maladaptive strategies. Emotion-focused
strategies involve the management of distress, whereas problem-focused
strategies involve mitigation or resolution of the source of distress (Lazarus &
Folkman, 1984). In the health and trauma literature, a number of studies have
employed the adaptive versus maladaptive coping typology. Strategies that
allow the individual to disengage, suppress, prevent the reappraisal of negative
perceptions, excessively dwell on the emotional content and avoid the stressor
or emotions associated with the source of stress are considered maladaptive.
On the other hand, adaptive strategies include those that allow the individual to
engage with the stressor and associated emotional components in a way that
empowers the individual to directly address the problem. Strategies aimed at
seeking emotional and instrumental assistance from others, re-evaluating
negative appraisals and finding meaning in the situation are also considered
adaptive (Carver et al., 1993; Najdowski & Ullman, 2009; Meyer, 2001; YiFrazier et al., 2010).
Coping, Psychological Outcomes and PTSD
Coping mechanisms represented by negative appraisals, suppression,
avoidance and disengagement have been associated with PTSD symptom
development/maintenance and are prominent in many theoretical perspectives
and models of PTSD (e.g., Brewin et al., 2000b; Brewin et al., 2010; Ehlers &
Clark, 2000; Foa et al., 1989; Horowitz, 1983; Mowrer, 1960). In the model
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proposed by Ehlers and Clark (2000), commonly adopted maladaptive
behavioural strategies inhibit the integration of trauma information, thereby
perpetuating symptomology during the working-through process and
posttraumatic phase. The maintenance of symptoms occurs as the engaged
strategies increase the number of symptoms or the frequency of their
expression. Consequently, a reduction in the likelihood of progressive editing
of the negative trauma appraisal and/or sequelae prevents changes to the nature
of the trauma memory. According to Ehlers and Clark, a number of
maladaptive behavioural strategies are engaged to mitigate symptoms of PTSD
such as avoidance of reminders and cues of trauma-including places, people or
activities. Other strategies include self-distraction, increased safety behaviours
(preventing disconfirmation of current threat appraisals) and the use of alcohol
and other drugs, as well as the suppression of unwanted thoughts (in turn,
directly increasing PTSD symptoms), dissociation, rumination and heightened
vigilance to environmental threat cues.
In contrast, engaging in adaptive behaviours that facilitate the
integration of trauma information occurs via progressive editing and
disconfirmation of negative self-appraisals into a cohesive memory structure,
leading to reduced PTSD symptoms (Ehlers & Clark, 2000). Empirical
evidence clearly indicates that engaging in maladaptive forms of coping is
associated with poorer psychological outcomes and increased
psychopathology, including PTSD. However, research findings on outcomes
associated with adaptive coping are mixed. A review of empirical findings
regarding adaptive coping and maladaptive coping strategies in the context of
trauma and psychological outcomes is presented below.
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Adaptive Coping and PTSD
Active coping, also referred to as problem-focused coping, involves
actively resolving or mitigating the impact of stressors, and occurs when the
individual takes decisive actions toward resolving distress. In general, this
type of coping is considered to be the most adaptive (e.g., Carver et al., 1989;
Lazarus & Folkman, 1984). Studies that have explored the interaction between
context and coping have found that problem-focused coping is most effective
when the individual is coping with controllable stressors. For example,
Macrodimitris and Endler (2001) conducted a study in which a sample of
individuals (N =115) with Type 2 Diabetes Mellitus (an objectively
controllable illness) reported their perceived control over the illness. Their
findings indicated that perceived control moderated the negative relationship
between engaging in problem-focused strategies and depression. In contrast,
health studies examining the psychological wellbeing of individuals diagnosed
with uncontrollable illnesses, such as breast cancer, have reported no
association between active coping and psychological distress (Carver et al.,
1993; Roussi, Krikeli, Hatzidimitriou & Koutri, 2007).
A number of adaptive coping strategies, such as planning, acceptance
and positive reframing, are cognitive in nature and do not require overt
behaviours. The adaptive value of planning or thinking about possible courses
of actions with the goal of reducing or resolving stress does not require the plan
to be activated (Carver et al., 1989). Burker and colleagues (2005) explored
the role of this coping strategy in the psychological distress of 28 female
spouses of cardiac patients undergoing assessment for a heart transplant. Their
findings revealed a negative association between the strategy of planning and
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levels of depression. Commenting on their findings, the authors suggested that
the use of planning as a coping strategy might allow the individuals to regain
some level of perceived control in an uncontrollable situation.
Similarly, acceptance and positive reframing are an important part of
the coping process, and positive reframing is a form of appraisal. Positive
appraisal or reappraisal has been associated with decreased psychopathology
(Helgeson, Reynolds & Thomich, 2006). When individuals are unable to alter,
control or change a situation or its outcome, acceptance plays a critical role in
positive outcomes. However, acceptance becomes maladaptive when an
individual accepts the situation prematurely, thereby avoiding actively
addressing the problem or mitigating the impact of the problem (Carver et al.,
1989).
Folkman and Lazarus (1985) suggested that positive reframing is an
adaptive and active style of emotional coping. According to Lazarus (1991),
individual differences in coping are contingent upon interpretation of the
stressor/situation in terms of its significance for the individual. Khosla (2006)
suggested that an individual’s reframing of negative/threatening events in a
more positive light might foster hope, thus increasing positive cognitions for
possible outcomes and altering perceptions of helplessness to cognitions of
challenge. Cognitions are important in the reciprocal relationship between
affect and coping; thus, positive reframing may increase positive affect, which
in turn increases the likelihood of the positive reinterpretation of negative
events.
Butler and colleagues (2005) investigated the role of coping in
posttraumatic growth over time (adaptive interpretation and meaning making),
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employing a sample of individuals who had been personally exposed to the
9/11 terror attacks in the United States (N = 87) and/or reported that a loved
one, relative, friend or colleague had been injured or killed in the attacks (N =
98). Baseline assessments were collected on three occasions (mean = 41, 61
and 194 days post-attacks). The authors reported, in the final assessment,
decreased PTSD symptoms and increased positive worldview changes,
acceptance and positive reframing were associated with posttraumatic growth
(compared to levels at baseline).
The fundamentally adaptive coping strategies of social support, religion
and humour are typically engaged in private and wider social environments.
The concept of social support is generally defined as a multifaceted social
interaction that involves actual assistance provided, quality of social support
networks, and perceptions of the availability of support when needed
(Kaniasty, 2005). Lack of social support is identified in the trauma literature as
one of the most robust predictors of the development and maintenance of
PTSD symptoms (e.g., Brewin et al., 2000b; Ozer et al., 2003). However, the
mechanisms involved in the associations between social support and chronic
courses of PTSD symptom expression are less well understood.
In a study conducted by Declercq, Vanheule, Markey and Willemsen
(2007), the effects of six types of social support on distress and PTSD were
assessed in a sample of Belgian security guards (N = 530). The social support
construct was categorised as everyday emotional support, esteem support,
informative support, social companionship, instrumental help and emotional
support in problem situations. The authors reported an association between
PTSD and social companionship, instrumental help and emotional support in
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problem situations. Both instrumental (practical or general advice) and
companionship support (participating in relaxing activities) evidenced
significant negative associations with distress and PTSD. Interestingly,
emotional support in a problem situation (receiving encouragement,
reassurance and being told to persevere) had a positive relationship with
distress and PTSD. In commenting on their results, the authors suggested that
this finding might be indicative of an unwanted interruption in the engagement
in avoidance strategies commonly adopted by individuals suffering from
PTSD.
According to the coping literature, turning to religion in times of
psychological distress or in the event of trauma exposure is rather common
(e.g., Thuné-Boyle, Stygall, Keshtgar, Davidson & Newman, 2011). Leading
theorists in the field suggest that religious coping in times of trauma or great
psychological distress is due to the stable nature of religious convictions and
their influence on the individual’s worldview. In this sense, trauma
information that is filtered through established beliefs activates a pattern of
coping behaviours that include the construction of meaning and accessing
support networks that were well established prior to the event (Pargament,
Koenig & Perez, 2000). Pargament et al. (2000) identified the five basic
functions of religious coping as: meaning, control, comfort, intimacy, and life
transformation.
The findings of studies that aimed to establish a link between mental
health outcomes and religious coping have been somewhat mixed. A number
of studies reported that positive religious coping may lead to positive reframing
of the situation (e.g., Cadell, Regehr & Hemsworth, 2003). Others have
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reported generally positive psychological outcomes and growth after exposure
to trauma events, as well as reduced PTSD severity (e.g., Aflakseira &
Coleman, 2009; Gerber, Boals & Schuettler, 2011). In contrast, negative forms
of religious coping include an individual’s belief that God has abandoned them
or that the trauma is a form of punishment by God. Not surprisingly, these
types of religious cognitions have been associated with an increase in
depression, anxiety, psychological distress and PTSD (e.g., Ano &
Vasconcelles, 2005; Harris et al., 2008).
Gerber et al. (2011) suggested that religious constructs provide the
individual with a set of ideals that may aid in the meaning-making process of
trauma. This was said to reflect Janoff-Bulman’s (1989) theory of shattered
assumptions, wherein an individual’s religious beliefs are intrinsic to the
individual’s views of self and world. On the one hand, the association between
positive religious coping and beneficial outcomes reflects the engagement of
religious constructs that provide meaning and significance for the trauma. On
the other hand, when the individual is unable to find the meaning or
significance of the event via engagement in religious constructs, this may result
in shattering not only their worldview, but possibly also their religious beliefs.
Humour is described within the coping literature as promoting
wellbeing in a number of ways. According to Carver et al. (1989), humour
facilitates the reframing of the stressor via focusing on the less distressing
aspects of the situation (Carver et al., 1989). Abel (2002) described humour as
an avenue of seeking temporary relief, as well as a strategy to reduce the
environmental stressor and change the perception of threat to a perception of
challenge. Ziv (2010) suggested that humour is an emotion-focused defence
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mechanism, benefiting the individual at times of great psychological distress
and facilitating social identification, group interaction and cohesion (Ziv,
2010).
A number of theories and conceptual models have been developed to
explain the concept of humour. Most explanations tend to stem from three
primary theoretical perspectives, namely, incongruity, relief and superiority
theories (Meyer, 2000). Contemporary models of humour acknowledge that
adaptive and maladaptive forms of humour exist. Martin (2007) pointed out
that humour is essentially a social phenomenon that is involved in various
aspects of interpersonal communication. Research by Martin, Puhlik-Doris,
Larsen, Gray and Weir (2003) led to the development of a model of humour
comprised of two adaptive styles, namely, self-enhancing and affiliative
humour, as well as two maladaptive styles, namely, self-defeating and
aggressive/rude humour.
In a study of undergraduate students (N = 258), Abel (2002)
investigated the associations among sense of humour, stress and coping
strategies. The study findings suggested that those individuals exhibiting a
high sense of humour tended to endorse less stress and less current anxiety than
those in the low sense of humour group. Individuals possessing a high sense of
humour were also more likely to engage in positive reappraisal and problemsolving coping strategies than the low humour group. According to Abel, the
results support the idea that individuals with a good sense of humour may
appraise stress more accurately and realistically than individuals with a poor
sense of humour.
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It is important to note that coping humour may occur contextually.
Individuals in highly stressful and dangerous occupations often use gallows, or
black, humour. Victims in overwhelming or disastrous circumstances also
commonly report the use of black humour (Scott, 2007). Kuhlman (1988)
explained the use of this style of humour as “an illogical, even psychotic,
response to irresolvable dilemmas [that] offers a way of being sane in an insane
place” (p. 1085). The use of black humour is often a dominant style of coping
humour among critical first responders and those dealing with illness and death
(Rowe & Regehr, 2010). In these settings, coping humour is widely accepted
as serving a number of adaptive functions. Primary to these are the facilitation
of socialisation of new group members, group identification, group cohesion,
communication, and stress relief in the form of distancing while the events are
unfolding as well as when reframing after the event (e.g., Rowe & Regehr,
2010; Scott, 2007).
Maladaptive Coping and PTSD
In contrast to the adaptive coping strategies discussed above,
maladaptive coping strategies are consistently associated with poor
psychological outcomes, including PTSD. One such strategy is denial, which
involves avoiding subjective and objective components of the stressor; thus,
leading to a reduction in psychological distress as the threat is reappraised as
non-threatening or absent (Lazarus & Folkman, 1984). Denial can be adaptive,
but only if used in a time-limited and appropriate fashion. For example, this
type of appraisal may, in the short term, be adaptive in the early stages of
trauma, as emotional distress is minimised; thus, it may allow problem-focused
strategies to be considered or activated (Cohen & Lazarus, 1994; Rabinowitz &
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Peirson, 2006). However, researchers in this field consistently report that the
use of denial as an ongoing coping strategy has a detrimental impact on health
and wellbeing (e.g., Carrico et al., 2006). Moreover, it increases the
probability of anxiety disorders (Grandinetti, 2011) and PTSD symptomology
(e.g., Ayers, Copland & Dunmore, 2009; Butler et al., 2005; Riolli & Savicki,
2010).
Weaver et al. (2004) conducted a study to examine the relationship
among the cognitive coping strategies of acceptance, positive reframing,
denial, religious coping and quality of life (QoL) in a sample of women
diagnosed as HIV positive (N = 90). In addition, the researchers examined
whether or not perceived stress mediated the proposed associations. Their
findings revealed that acceptance and positive reframing were associated with
increased QoL scores, while denial was related to decreased QoL scores. In
addition, perceived stress mediated these associations. The authors suggested
that individuals who engage in increased denial coping also experience reduced
QoL to some extent, as they perceive their lives to be highly stressful. The
converse is true for those individuals engaging in acceptance and positive
reframing coping strategies. The authors also suggested that, by engaging in
denial through the lack of acknowledgement of their illness, individuals may
fail to seek out the appropriate support and assistance required from support
and healthcare networks. Thus, the lack of appropriate care and support
effectively increases their perceptions of stress.
Venting is a coping strategy that may provide the individual with the
opportunity to actively focus on and appraise the emotional components of the
stressor in the company of others (Lazarus & Folkman, 1984). However, as
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pointed out by Carver et al. (1989), venting may be of limited utility in
overcoming the stressor if focusing on the emotional content of the stressor
does not lead to problem-focused strategies. Furthermore, if an individual
remains focused on the perceived harms of the event/s and their corresponding
negative emotions, this may lead to a cycle of stronger negative emotion,
negative appraisal and more venting (Tesser, 1978). These assertions are well
supported within the empirical literature. A number of studies have reported
poor psychological adjustment associated with venting (e.g., Brown,
Westbrook & Challagalla, 2005; Liverant, Hoffman & Litz, 2004) and
increased PTSD symptoms (Victorson, Farmer, Burnett, Oullette & Barocas,
2005).
In contrast, the stressor may be experienced as so overwhelming that
the individual disengages mentally or behaviourally. Consequently, the
individual may give up trying to mitigate the impact of the stressor or
attempting to resolve the source of the stress. This is a form of helplessness
and occurs when the individual has low coping efficacy (Carver et al., 1989).
The individual may also participate in numerous activities that prevent thinking
about the stressor or related emotions. These forms of coping are maladaptive
and passive, as the individual does not engage at any level with the emotional
component or objective component of the stressor (Carver et al., 1989).
Interestingly, research suggests that when disengagement is used in a
time-limited fashion and in conjunction with positive coping strategies it may
be beneficial (Carver et al., 1989). In an early study, McFarlane (1988)
reported the beneficial use of disengagement strategies by emergency service
personnel during significantly distressing events. McFarlane suggested the
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findings of his study revealed that behavioural disengagement might act to
reduce fear and anxiety, preventing individuals from becoming overwhelmed
by the situation and thus allowing them to focus on the task. However, the
primary or ongoing use of disengagement coping strategies is consistently
reported to be associated with increased psychological distress, anxiety,
depression and posttraumatic symptoms across many populations (e.g., Riolli
& Savicki, 2010; Scarpa, Haden & Hurley, 2006; Victorson et al., 2005).
Within the trauma literature, there is overwhelming evidence for the
relationship between posttraumatic symptomology and substance misuse/abuse
(e.g., Feldner, Babson & Zvolensky, 2007; Riolli & Savicki, 2010). The
association between substance use and PTSD symptoms has been explained
within the frameworks of social learning theories (e.g., Maisto, Carey &
Bradizza, 1999; Marlatt & Witkiewitz, 2005) and the influential selfmedication hypothesis. Accordingly, the use of substances is engaged to
alleviate the emotional distress associated with painful trauma memories or
symptoms. Moreover, individuals may engage in substance use behaviours as
a means of coping with distressing emotions and difficult stressors. In effect,
this type of strategy is avoidant emotional coping, and is reinforced due to the
rewarding nature of substance use in the short term (e.g., Maisto et al., 1999;
Marlatt & Witkiewitz, 2005).
Jacobsen, Southwick and Kosten (2001) suggested that the high rates of
comorbidity of PTSD and substance use disorders might indicate that the two
disorders are functionally related. Further suggesting that PTSD precedes
substance abuse or dependence. In addition pointing out that, individuals
initially use substances to alter or control PTSD symptoms, and dependence

156

PSYCHOLOGICAL CORRELATES OF PTSD SYMPTOMS

occurs when the individual encounters physiological arousal upon cessation,
which exacerbates PTSD symptoms. This, in turn, contributes to a relapse of
substance use. A number of studies have examined the motivation for
substance use, indicating that consistently endorsed motivating factors include
the mitigation of emotional states and unwelcomed heightened physiological
arousal. Furthermore, empirical evidence consistently reveals that substance
use and choice of substance is associated with specific posttraumatic symptom
manifestation, primarily related to avoidance and arousal (e.g., Bonn-Miller,
Vujanovic, Feldner, Bernstein & Zvolensky, 2007; Smith, Blumenthal, Badour
& Feldner, 2010).
Kaysen et al. (2007) examined differences in alcohol consumption
between abstainers, moderate drinkers and heavy drinkers (episodic), PTSD
symptoms and motivations to cope in recently battered women (N = 369).
Individuals experiencing more severe PTSD symptoms, and particularly
dysphoria, reported increased episodic heavy drinking. The authors found that
the relationship between episodic heavy drinking and trauma symptoms was
mediated by coping motivations. Their findings indicated that problems with
affect and affect regulation are important factors in the associations evidenced
in their study.
Bon-Miller et al. (2007) investigated the motives to use marijuana in a
group of individuals exposed to non-specific trauma (N = 103). In particular,
the associations between posttraumatic stress symptom severity and motives
for marijuana use were analysed. According to the study findings, marijuana
users exhibiting higher levels of posttraumatic stress symptoms tended to use
marijuana in order to regulate their negative emotional experience more
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frequently than those reporting lower levels of posttraumatic stress. The
marijuana use was reported as a coping motive to relieve PTSD symptom
distress.
Similarly, Smith et al. (2010) investigated the association between
PTSD and crystal methamphetamine use in a sample of individuals with and
without a current diagnosis of PTSD and all of whom had been exposed to
trauma. The study findings revealed a positive association between PTSD
symptom expression and substance use. More specifically, the researchers
found that individuals considered to be PTSD-positive were more likely to
endorse lifetime histories and longer durations of crystal methamphetamine use
than their non-PTSD counterparts. Furthermore, the study found that
heightened symptoms of avoidance and hyper-arousal, but not re-experiencing,
were predictive of crystal methamphetamine use.
Consistently reported in the trauma and coping literature is the
association between the use of self-blame as a coping strategy and poor
psychological outcomes, including PTSD severity (e.g., Najdowski & Ullman,
2009; Nydegger, Nydegger & Basile, 2011; Koss, Figueredo & Prince, 2002).
As previously discussed, appraisal of the trauma is considered to be an
important factor in the development and maintenance of PTSD symptoms.
According to the theory of shattered assumptions, behavioural self-blame
attributions for trauma events result in the successful integration of trauma
information and successful posttraumatic outcomes (Janoff-Bulman, 1979,
1992). More specifically, if victims attribute an aspect of their own behaviour
to the event, they are able to regain a sense of control in preventing future
events by way of modifying their behaviour. This type of self-blame is
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referred to as behavioural self-blame (situation-dependent) and differs from
characterological blame (dispositional), which is the belief that the event
occurred due to one’s character (Janoff-Bulman, 1992).
However, Frazier and Schauben (1994) examined the causal
attributions made by women who were victims of rape and noted that most of
the participants who endorsed behavioural blame also endorsed
characterological blame. Dunmore, Clark and Ehlers (1997) examined the
cognitive factors in persistent versus recovered PTSD after a physical or sexual
assault, with their findings indicating that persistent PTSD was more likely to
be associated with the individual’s negative appraisals of his or her own actions
during the assault, as well as the acquisition of global negative beliefs about the
self, other people and/or the future. Similarly, Hassija and Gray (2012), in a
study employing a sample of undergraduate students (N = 68) endorsing
previous interpersonal assault, explored the association between self-blame
attributions and PTSD. In addition, the perceived quality of social reactions
received from one’s social network upon disclosure was investigated as a
possible mediating variable in the association between self-blame attributions
and PTSD. The results indicated that both perceived quality of social reactions
and self-blame attributions were positively associated with PTSD symptoms.
Mediation analysis revealed that perceived social reactions received from the
individual’s social network upon disclosure did mediate the association
between self-blame attributions and PTSD symptoms.
Hassija and Gray (2012) suggested that their findings might indicate
that those individuals who do blame themselves for the interpersonal assault
may elicit negative reactions from others. This was suggested to occur via the
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way in which the individuals communicate self-blame to others when
disclosing the event. Further, whether or not negative reactions are perceived
as such due to the victims’ self-blaming attributions, or are in fact negative
reactions from others, the reaction may strengthen the individuals’ resolve in
attributing blame to themselves. In turn, as Hassija and Gray suggested, this
may maintain or increase symptomology via reduced future disclosure,
avoidance and withdrawal behaviours, thus potentially reducing the likelihood
of accessing appropriate assistance and social support.
Riolli and Savicki (2010) investigated the impact of engaging in a range
of coping strategies on psychological symptoms under traumatic conditions in
a sample of 632 US soldiers stationed in Iraq. Positive reinterpretation,
emotional social support, humour and active coping were found to be
associated with overall decreased psychological symptoms. In contrast,
venting emotions, denial, mental disengagement, behavioural disengagement
and alcohol and drug use were all positively associated with psychological
symptoms. Riolli and Savicki also reported that, in comparison with their use
of functional strategies, the soldiers did not engage in a higher number or
frequency of dysfunctional strategies. However, the analysis revealed that
engaging in dysfunctional strategies of coping had a more direct impact on the
soldiers’ psychological wellbeing.
A substantial body of research evidence suggests that dispositional
dissociation is another strong predictor in the development of PTSD (e.g.,
McCaslin et al., 2008; Murray et al., 2002). French psychiatrist Pierre Janet
first proposed the concept of dissociation in 1889, describing disruptions in the
normally integrated functions of memory, identity, perception and/or
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consciousness (cited in Perry & Laurence, 1984). In the contemporary
literature, such disruptions in these functions are generally conceptualised as
lying on a continuum, ranging from the benign, such as absorption, to the
extreme, such as severe identity dissociation (Carlson, Dalenberg & McDadeMontez, 2012).
Dissociation has been identified as a defensive coping strategy that is,
at least initially, an automatic psychological defence mechanism. However, it
is believed that it may be engaged purposefully, allowing individuals to
withdraw mentally from overwhelming psychic/physical pain and or
inescapable circumstances (Brewin et al., 2010; Putmnan, 1995). Dissociation
following a traumatic experience appears to be a “compensatory self-protective
adaptation to threat” (Ford, 2013, p. 240). Individuals may develop a capacity
for adopting dissociative symptoms when trauma memories are activated or
when they are again confronted by an overwhelming situation. This coping
strategy, whether automatic or not, is seen as a mechanism of down-regulating
the emotional experience of psychological distress (Briere, Scott & Weathers,
2005; Felmingham et al., 2008; Ford, 2013; International Society for the Study
of Trauma and Dissociation, 2011; van der Kolk, van der Hart & Marmar,
1996).
Within the trauma literature, dissociative experiences at the time of
trauma (peritraumatic dissociation) have been widely researched and identified
as a significant risk factor for the development of PTSD symptoms (e.g., Ozer
et al., 2003; Brewin et al., 2010). However, a number of authors have reported
low or no independent predictive power between peritraumatic dissociation and
PTSD symptoms (e.g., Wittmann, Moergeli & Schnyder, 2006; van der Velden
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et al., 2006). McNally (2003) cited methodological issues surrounding the
retrospective methods used to study peritraumatic dissociation in studies
investigating peritraumatic dissociation as a risk factor for PTSD symptom
emergence. Longitudinal research conducted by Marshall and Schell (2002)
assessed participants just days after exposure to a trauma event, and again at 3
and 12 months. Their findings revealed that reported peritraumatic
dissociation was unstable over time and did not independently predict PTSD at
3 and 12 months after the trauma exposure. Similar results were reported by
van der Velden and colleagues (2006) following a four-year prospective study,
with peritraumatic dissociation assessed at 2-3 weeks after trauma exposure.
Contemporary research findings increasingly suggest that, when
persistent dissociation (dissociative tendencies anchored to trauma
information) or general dissociation (disposition/trait) is taken into account,
peritraumatic dissociation no longer poses a significant risk for developing
PTSD symptoms. For example, Briere et al. (2005) examined the role of
peritraumatic dissociation and PTSD from a multivariate perspective. The
study comprised two cohorts involving participants from the local community
(N = 52) and participants from the general population (N = 386) who reported
exposure to at least one trauma event in their lifetime. The participants were
assessed for the presence of PTSD, peritraumatic distress, peritraumatic
dissociation, persistent dissociation and generalised/trait dissociation.
Univariate analysis revealed that a positive significant association between
PTSD and all measures was evident in both samples. However, multivariate
analysis revealed that PTSD failed to remain associated with peritraumatic
dissociation once the other variables (most significantly, persistent and
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generalised dissociation) were considered. A number of authors have reported
similar findings pertaining to the association of dispositional dissociation and
PTSD (e.g., Murray et al., 2002).
Influence of Attachment Style on Coping Behaviours
As discussed in Chapter Four, attachment theory proposes that an
individual’s attachment style develops within the context of qualitative
interactions with his/her primary caregivers in early childhood. Subsequently,
the established attachment style and working model along with corresponding
neurobiological development become the frameworks guiding psychological
and social functioning in adulthood. Thus, in adulthood, perceived threats in
the environment automatically activate the attachment system. In turn, the
individual seeks proximity to the attachment figure in order to regain
homeostasis (Bowlby, 1969, 1973, 1980). While proximity-seeking may be an
internal (symbolic proximity) or external process, individuals may seek actual
proximity when internal proximity is inadequate. This first line of defence in
coping plays an important role in the ongoing appraisal and response intensity
of the individual during the threat, via affect regulation, and consequently
influences the subsequent coping strategies in which the individual will engage
(Holmberg et al., 2011; Mikulincer & Shaver, 2003).
Conceptually, individuals with secure attachment employ adaptive
coping strategies because their internal working models support a view of self
as capable and competent in achieving goals and dealing with adversity via
their behaviour. In addition, their internal working model also supports a view
of others as an available source of support and comfort when required
(Mikulincer & Shaver, 2003). Individuals exhibiting high levels of attachment
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security tend to demonstrate the use of effective coping strategies, including
appropriate affect regulation. In contrast, individuals who are considered
insecurely attached tend to engage in maladaptive coping strategies (e.g.,
Buelow, Lyddon & Johnson, 2002; Mikulincer & Shaver, 2003; Schmidt,
Nachtigall, Wuethrich-Martone & Strauss, 2002).
In research conducted by Mikulincer (1995), the associations between
attachment style and several aspects of the mental representation of the self in
young adults were examined. Mikulincer reported that preoccupied individuals
displayed difficulty compartmentalising events and had increased access to the
recall of their emotions. In addition, they evidenced heightened accessibility to
negative self-attributes and emotions when organising self-relevant
information. Mikulincer suggested these characteristics led to increased
distress and a tendency to become overwhelmed by cognitions and affect.
This, in turn, led to an increased likelihood of engaging in avoidance
behaviours in a bid to avoid further distress and to protect the already poor
concept of self-worth.
In contrast, the avoidant individuals tended to repress negative selftraits and have greater accessibility to positive self-attributes. However, the
defensive exclusion of information that may have threatened their already
existent low self-esteem resulted in an inability to fully integrate all aspects of
the self. This resulted in a self-structure that was highly positive, low on
emotionality, with an imbalanced and unrealistic self-view and over-inflated
self-reliance. Mikulincer argued that coping strategies, such as avoidance and
disengagement, are used in order to protect against information that
disconfirms existing beliefs about the self or that leads to the individual
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experiencing a sense of vulnerability which would damage self-perception or
self-image.
For those individuals in Mikulincer’s (1995) study who were securely
attached, a positive, coherent, well-organised and integrated self-structure was
evident. Securely attached individuals held a well-balanced self-view, rating
themselves in positive terms, but also freely acknowledging negative
characteristics. Mikulincer argued that the self-schemas of the securely
attached led to constructive coping strategies. The securely attached tended to
rely on cognitions of coping self-efficacy, expectations of support and
acceptance from others, and flexible cognitions about exploring and integrating
new information into existing schemas.
According to the findings of a study conducted by Mikulincer (1997) to
examine attachment style and state and trait curiosity, information processing
styles are differentiated according to attachment. This has important
implications for understanding the way in which trauma information is
processed and the ways in which coping behaviours that block the processing
and integration of trauma information are activated. Mikulincer reported that
securely attached individuals tended to have a positive attitude toward
information processing. In addition, they were effective at engaging in
information searching and demonstrated flexibility in changing their beliefs in
order to accommodate new or disconfirming information.
On the contrary, insecurely attached individuals tended to prefer secure
and stable knowledge and were inflexible in processing any information that
contradicted their prior beliefs. Mikulincer suggested that avoidant individuals
lacked the ability required for exploration of problems or finding solutions, and
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were more likely to engage in denial strategies. This was seen as a result of the
tendency to dismiss the importance of new information, avoid information
searching, repress curiosity when obstacles are presented and only seek
disconfirming information, in a bid to avoid social interactions. In contrast,
anxious individuals were described as conflicted about curiosity. On one hand,
they had the desire to explore the world; on the other hand, they felt plagued
with doubts about the appropriateness and about the impact that curiosity could
have on relationships. In turn, this manifested as cognitive closure and rigidity
when presented with new information.
Holmberg, Lomore, Takacs and Price (2011) investigated the normative
temporal sequence of the coping process in an attempt to ascertain whether or
not adult attachment styles moderated that sequence. After describing a minor
or major stressor, the participants were asked to identify the sequence of
coping strategies they engaged in from five domains, namely, problem-focused
coping, emotion-focused coping, distancing, social support from partner, and
social support from family and friends. A very clear finding in their study was
that an individual’s romantic partner (most likely their primary adult
attachment figure) was central to the coping process. In fact, 95% of the
participants in the study endorsed “talking to my partner about how I felt” (for
minor and major stressors). Moreover, on average, this was one of the earliest
techniques engaged. With regard to major stressors, the dismissive attachment
style was associated with using the partner for support, particularly late in the
coping sequence, while using distancing strategies quite early in the coping
sequence. Preoccupied individuals tended to engage in emotion-focused
coping relatively early in the coping process. In contrast, the dismissive and
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fearful attachment style was associated with the employment of problemfocused coping strategies quite early in the coping sequence. In addition,
individuals with these attachment styles were less likely to engage in seeking
social support from partners and family/friends, compared to the securely
attached and preoccupied participants.
Holmberg et al. (2011) concluded that adult attachment style moderated
the normative temporal sequence of the coping process. Interestingly, when
Holmberg and colleagues conducted analysis investigating the associations
among attachment style and coping strategies, only attachment anxiety was
found to be significantly associated with both emotion-focused and distancing
strategies. Based on their findings, the authors suggested that avoidant
individuals possess limited self-awareness of their internal processes.
In another related study, Mikulincer, Florian and Weller (1993)
investigated the relationship between attachment style and posttraumatic
distress, coping and trauma-related intrusions and avoidance. The participants
were undergraduate students who formed two groups based on their place of
residence during the Gulf War. The first group resided in a particularly
dangerous area heavily targeted by missiles (N = 80), while the second group
resided in a less dangerous area not attacked by missiles (N = 60). The study
findings showed significant associations between attachment styles and coping
responses in relation to the attacks. For example, securely attached individuals
relied more on support-seeking strategies in coping during the trauma than
their insecurely attached counterparts did. Ambivalently attached individuals
tended to rely on emotion-focused strategies, while avoidant individuals were
most likely to engage in distancing strategies.
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In their study, Mikulincer et al. (1993) found that proximity to threat
(low-high threat residence) did not influence the secure individuals’ use of
social support-seeking. The secure individuals in both groups engaged in these
coping strategies much more often than the insecure individuals, while
ambivalent individuals engaged in more emotion-focused strategies than
securely attached individuals did. However, proximity to threat did moderate
the use of distancing coping strategies. In the high threat group, avoidant
individuals engaged in distancing strategies more than secure individuals,
although this was not the case in the low threat group.
Mikulincer et al. (1993) postulated that their findings lent support to the
idea that secure attachment facilitates personal resources that may attenuate the
negative impacts of extreme and less extreme stressors via effective coping
strategies, such as seeking social support. In contrast, the insecure individuals
in their study displayed very different patterns of coping to those favoured by
the securely attached. As one would expect, and congruent with the attachment
literature, both ambivalent and avoidant individuals appeared to have
difficulties coping with stressful situations. Moreover, the heightened
emotion-focused coping reported by ambivalent individuals was suggested to
be an example of the hyper-vigilance to distress which is characteristic of this
attachment style. Conversely, the avoidant individuals engaged in distancing
coping strategies and reported more hostility (regardless of threat level). The
researchers also pointed out that an increase of somatic symptoms was evident
in avoidant individuals; this finding was thought to reflect an indirect
manifestation of distress.
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In a study of mothers (N = 85) of infants with congenital heart disease,
Berant, Mikulincer and Florian (2003) found that insecure attachment was
significantly associated with higher reliance on emotion-focused coping one
year after the heart disease diagnosis. In explaining their finding, on the higher
reliance on emotion-focused coping among anxiously attached individuals, the
authors pointed to the characteristic exaggerated perceptions of threat and
underestimations of coping efficacy of anxiously attached individuals.
Interestingly, the study revealed that mothers with avoidant attachment style
also engaged in higher reliance on emotion-focused coping. The researchers
suggested that the characteristic coping response of distancing commonly
associated with this attachment style might have been absent due to the
prolonged and chronic nature of the stressor. They further proposed that
avoidant individuals tend to be efficient at engaging distancing strategies in
response to normal stressors. However, the efficacy of accessing the necessary
resources to engage this strategy may become depleted due to the demands of
uncontrollable or extreme stressors, leading to a focus on the individual’s own
emotional state.
In research regarding dissociation and attachment, dissociative
behaviours have also been differentiated according to attachment styles. For
example, Coe, Dalenberg, Aransky and Reto (1995) examined the relationship
between adult attachment style and dissociative experiences. The participants
in their study were first year students from two graduate schools and students
from two community colleges, all of whom had experienced violence in
childhood. As expected, secure adult attachment was inversely related to
dissociative experiences and was also related to lower childhood exposure to
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violence. The converse was true for insecurely attached individuals. A
positive correlation between scores on the preoccupied attachment dimension
and absorption was reported. Items such as being absorbed in highly affective
environmental activities (e.g., watching a movie) were measured to reflect the
dissociative factor of absorption. These items further reflected a diminished
capacity for internal monitoring and control while the individual was absorbed
in the external stimuli.
An interesting finding in Coe et al.’s (1995) study was that the
dismissive pattern of attachment was only marginally associated with the
dissociative experience of isolation. Infrequent experiences of absorption were
more predictive of this pattern. The authors interpreted this finding as
reflecting the dismissive type’s failure, or possibly refusal, to become
completely engaged or absorbed in highly emotion-laden events within their
environment, as opposed to a lack of awareness of such events or internal
experiences. The study also found that the fearful attachment style was
predictive of engaging in dissociative strategies of depersonalisation and
derealisation.
The findings by Coe et al. (1995) are in contrast to those reported by
Sandberg (2010) who conducted a study on a sample of women (N = 199) with
and without a history of childhood physical abuse, childhood sexual
victimisation and adolescent/adult sexual victimisation. Sandberg’s findings
indicated that secure attachment was inversely associated with dissociation,
and that preoccupied and fearful attachment styles were positively related to
dissociation. On the contrary, dismissive attachment was not associated with
dissociation. Sandberg suggested that these findings might reflect that
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dissociation is a form of fear-based disorganisation, rather than emotional
detachment.
Chapter Summary
A primary goal of this thesis is to examine the associations among
levels of attachment security, coping strategies and PTSD symptoms of adults
exposed to trauma. From the review and discussion in this chapter, it is clear
that well-established links exist among attachment styles and coping
behaviours, as well as relationships between coping behaviours and outcomes
in psychological distress, and more specifically, PTSD. As presented in this
literature review, individuals exhibiting the insecure attachment style tend to
use ineffective coping strategies in comparison to their securely attached
counterparts. This, in turn, increases the likelihood of negative psychological
outcomes. This suggests that coping may be a key variable in understanding
the individual differences underlying the association between attachment styles
and PTSD symptom expression.
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Chapter Seven
Perceived Availability of Support: A Potential Mediating Variable
between Attachment Style and PTSD Symptom Expression
Perceived social support is a subjective cognitive appraisal of the
objective behaviours of others, described as an interpersonal resource in the
recovery from traumatic events (King et al., 1999). Within this area of
research, it is well established that the construct of perceived social support, as
a subjective measure of the quality and availability of social supports, is
associated with the symptoms of psychological distress and PTSD (e.g., Besser
& Neria, 2012; Devine, Parker, Feloudi & Cohen, 2003; Haber, Cohen, Lucas
& Baltes, 2007; Haden, Scarpa, Jones & Ollendick, 2007; King et al., 1999).
The first part of this chapter reviews the literature on the role of perceived
support in posttraumatic cognitions and coping behaviours, followed by a
review of the literature on the influence of attachment style on perceived
support. Throughout this review, the aim is to explore the potential of
perceived availability of support as a mediating variable between attachment
style and PTSD symptom expression.
This chapter closes by drawing on the review of the literature in total
(Chapters Two-Seven) to propose a conceptual model and hypotheses on the
associations among psychosocial, cognitive, behavioural and dispositional
ways of peritraumatic and posttraumatic responding. These ways of responding
are proposed as mediating variables in the association between attachment style
and PTSD symptom expression. The aim of exploring the role of such
variables in the association between attachment style and PTSD symptom
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expression is to establish in this thesis whether attachment theory is a viable
theory of individual differences in contemporary understandings of PTSD.
Perceived Availability of Support
The perceived availability of social support is identified in the trauma
literature as an important factor in posttraumatic cognitions and coping
behaviours. Perceptions of the availability of social connections and support
have lasting implications in the development of PTSD (King et al., 1999).
Kaniasty and Norris (2008) examined perceived social support and the
presence or absence of a PTSD diagnosis in a sample of natural disaster
victims (flooding and mudslides). Initial assessment occurred six months after
the flooding and mudslides, followed by three further assessments at six-month
intervals. At 12 months, the participants’ perceptions of previous social
support predicted current PTSD. At 18 months, both previous PTSD and
previous perceptions of social support predicted current PTSD as well as
current perceptions of social support. Finally, at 24 months, previous PTSD
predicted current perceptions of social support. Based on these findings, the
authors suggested that the directionality of the relationship between PTSD and
social support might vary over time.
Haden et al. (2007) found that the perception of support was associated
with PTSD symptom severity in a sample of college students (N = 150) who
had been injured in the course of a traumatic incident. The authors found that
injury severity predicted PTSD symptom severity. However, this association
was attenuated when the participants endorsed increased perceptions of friend
support. The findings of the study suggested that, while injury severity was a
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risk factor in the development of PTSD, the individual’s perception of
available support acted as a buffer and moderated the effects of this risk factor.
A number of authors have suggested that when perceptions of social
support availability are low, the increased use of avoidant strategies of coping
is more likely. This, in turn, increases the likelihood of PTSD because
avoidant coping is consistently associated with PTSD symptom expression
(e.g. Ehlers & Clark, 2000; Nydegger et al., 2011; Scarpa et al., 2006). Within
the trauma literature, the association between social support and PTSD is
prominent in many theoretical approaches which recognise social support as
part of the cognitive process that is important for posttraumatic emotional
processing and integration of trauma information. From the perspective of
information-processing theories and social cognitive theories, social support
facilitates the provision of information that is incompatible with trauma
information. As discussed previously in Chapter Three, this factor is deemed
to be of considerable importance in the progressive editing and meaningmaking required for the successful integration of trauma information into
autobiographical memory (e.g., Brewin et al., 1996; Ehlers & Clark, 2000; Foa
& Kozak, 1986; Foa & Riggs, 1993). Affect regulation is also posited to be
provided via social supports and aids the traumatised individual’s integration of
the trauma information via cognitive reappraisal in progressively calmer states.
This, in turn, allows the individual to engage in habituation or stimulus
reassessment (Brewin et al., 1996; Dalgleish, 2004).
Influence of Attachment Style on Perceived Availability of Support
Attachment theory is particularly relevant to understanding social
support processes. As stressful and/or threatening situations automatically
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activate the attachment behavioural system, patterns in the individual’s
concepts of self and others guide behaviours and perceptions in social support
expectations, perceived availability of support, received support and
satisfaction with both (Bowlby, 1973; Collins & Feeney, 2004; Mikulincer &
Shaver, 2009). According to Bowlby (1973), adult social support expectations
develop via relational interactions with attachment figures. More specifically,
relational interactions with attachment figures based on themes of availability,
responsiveness and support are associated with a working model that facilitates
the effective management of distress and expectations of support from others
when required. In contrast, relational interactions with attachment figures
historically represented by themes of unavailability, unresponsiveness and lack
of support result in the development of a working model that facilitates
pervasive expectations of unavailable or inadequate social support. This has
been shown to manifest in attachment-system hyper-activation (over-active
efforts to gain support) or deactivation (suppression or inhibition of efforts to
gain support). In both strategies, the individual attempts to manage distress
and regain a sense of safety, either through demands for support or by avoiding
the further distress associated with poor social support expectations (Bowlby,
1973; Collins & Feeney, 2004; Mikulincer & Shaver, 2009).
According to the attachment literature, deactivating and hyperactivating strategies associated with insecure attachment patterns intensify the
negative views of others and maintain them even when disconfirming evidence
is present (e.g., Mikulincer & Shaver, 2003; Shaver & Hazan, 1993).
According to Mikulincer and Shaver (2003), these cognitive biases of others
occur when avoidant individuals engage in deactivating strategies in response
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to perceived attachment-related threats. Of particular importance in this
process is the diversion of attention away from all attachment-related
information, including negative and positive traits, intentions and behaviours of
others (Mikulincer & Shaver, 2003). As a result, the supportive actions of
others are not identified or are processed shallowly, leading to the memory of
such displays of support being easily forgotten or difficult to retrieve.
At the time of writing, very few published studies have examined the
links among adult attachment style, perceived availability of support and PTSD
outside of romantic and familial relationships. However, emerging in the
literature are the findings that the individual’s perception of available support
is an important trauma variable in vulnerability to PTSD, and that attachment
style may play a significant role in such perceptions (e.g., Besser & Neria,
2010, 2012; Cloitre, Stovall-Mclough, Zorbas & Charuvastra, 2008;
Mikulincer, Horesh, Berant & Gillath cited in Mikulincer, Shaver & Horesh,
2006; O’Connor & Elklit, 2008). Thus far, mixed findings have been reported
across these studies. This may be due to the differences in sample
characteristics and the tests employed to measure attachment and perceived
social.
O’Connor and Elklit (2008) employed a mixed trauma sample to
compare the associations between attachment styles (based on the fourcategory model) across a number of psychosocial variables including
perceptions of availability and received social support specifically in relation to
the trauma and PTSD symptoms. The authors found that the securely attached
participants in the sample reported the lowest level of current and lifetime
PTSD symptoms, whereas the dismissive and fearfully attached participants
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reported the highest levels. The individuals with a preoccupied attachment
style had a mean severity level between these groups.
Endorsement of trauma support also differed according to attachment
style. The securely attached participants reported the highest levels of current
and past trauma support, whereas the fearfully attached participants reported
the lowest levels. Dismissive attachment was only associated with decreased
current trauma support, while preoccupied attachment was not significantly
associated with either decreased current or past trauma support.
In contrast, Besser and Neria (2010) reported that only the dimension of
anxious attachment was associated with the perceived availability of support
and PTSD symptom level in a sample of Israeli students forced to evacuate a
college during an armed conflict. Measures at the time of the conflict and four
months after the conflict revealed that anxiously attached individuals tended to
perceive their social networks as less supportive under conditions of ongoing
stress, and these beliefs were preserved over time. Besser and Neria suggested
that this was the result of the anxiously attached individuals’ tendency to be
hyper-vigilant and to overreact to their negative feelings in order to elicit
support from others. The authors argued that, in contrast, the avoidantly
attached individuals (who divert attention away from their negative emotions)
engaged in deactivating strategies of the attachment system in order to avoid
distress. Although not explicitly stated by the authors, the same strategies
arguably influence the emotions and perceptions associated with support
availability. An important finding in Besser and Neria’s study is that no
reciprocal effects between PTSD, perceived social support and attachments
were evident. Although attachment anxiety predicted increased levels of PTSD
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symptoms and decreased levels of perceived social support four months after
the conflict, PTSD and perceived social support did not have any effects on
attachment anxiety over time.
In a related study, Cloitre et al. (2008) investigated the role of social
support expectations and emotion regulation in a clinical sample of treatmentseeking women with a history of child abuse (N = 109). The findings of their
study revealed associations with perceived availability of support in line with
one of the central tenets of attachment theory, namely, that insecurely attached
individuals have low expectations of support, while the securely attached have
higher expectations of support. The authors reported that the participants’
psychiatric impairments were, in part, attributed to insecure attachment.
Moreover, they posited that this influence occurred via two pathways: the
individual’s reduced capacity for negative emotion regulation, and the
individual’s reduced expectations of support from the social environment.
PTSD symptoms were not measured as an outcome variable in the study;
however, 78% of the participants were diagnosed with PTSD, therefore making
these findings relevant to the association between attachment and expectations
of support in a primarily PTSD sample.
Chapter Summary
From the review and discussion in this chapter, it is clear that the
individual’s perception of support when threatened or distressed is of great
importance in the development and maintenance of PTSD symptoms. Also of
great importance is identification of the underlying mechanisms of perceptions
of the availability of support in times of needs. Well-established links between
attachment styles and such perceptions, as presented in this chapter’s review of
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the literature, provide empirical and theoretical explanations for individual
differences in perceiving available support. Perceived availability of social
support may be a key variable in understanding the individual differences
underlying the association between attachment styles and PTSD symptom
expression.
Drawing on the review of the literature in this chapter and preceding
chapters (Chapters Two-Seven), a conceptual model was proposed to describe
the associations among psychosocial, cognitive, behavioural and dispositional
ways of peritraumatic and posttraumatic responding. These ways of
responding are proposed as mediating variables in the association between
attachment style and PTSD symptom expression.
Proposed Model and Hypotheses
A significant body of research exists identifying various robust
predictors associated with PTSD. More recently, research in the field of
attachment theory has expanded to investigate the associations between
attachment orientation and trauma exposure. This has resulted in burgeoning
literature reporting various aspects of the association between many of the
identified robust predictors of PTSD and attachment orientation. However,
there is a paucity of studies that have attempted to explore robust predictors of
PTSD as a whole in the association between attachment orientation and PTSD
symptom expression. Furthermore, very little research in the field of
attachment has examined such predictors in both peritraumatic and
posttraumatic responses across the same sample. This thesis proposes a
conceptual model describing the associations among six psychosocial,
cognitive, behavioural and dispositional ways of peritraumatic and
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posttraumatic responding, which are proposed as mediating variables in the
association between attachment style and PTSD symptom expression. The six
ways of responding are categorised as peritraumatic distress (measured by the
PDI), adaptive coping (measured by the Brief COPE), maladaptive coping
(measured by the Brief COPE), dissociative experiences (measured by the
DES-II), perceived availability of family/confidant support (measured by the
MDSS), and perceived availability of peer support (measured by the MDSS).
The associations are described in four models, representing the fearful,
preoccupied, dismissive and secure attachment styles (models A, B, C and D,
respectively).
These models aim to explain individual differences in PTSD symptom
expression in those exposed to trauma. It is proposed that, in each model,
attachment styles will predict PTSD symptom expression, and these
associations will be mediated by peritraumatic reactions and distress, coping
strategies, dispositional dissociation and perceived availability of social
support from family/confidants and peers. The primary aim of exploring the
role of robust predictors in the association between attachment styles and
PTSD symptom expression is to establish whether attachment theory is a viable
theory of individual differences in contemporary PTSD models and theories.
Figure 7.1 illustrates the proposed models of the mediation between attachment
style and PTSD symptom expression.
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Peritraumatic Distress (PDI)
Adaptive Coping (Brief COPE)
Maladaptive Coping
(Brief COPE)
Dissociative Experiences
(DES-II)
Perceived Availability
Family/Confidant Support
(MDSS)
Perceived Availability Peer
Support (MDSS)

Attachment Style
Model A- Fearful

PTSD Symptom
Expression

Model B - Preoccupied
Model C - Dismissing
Model D – Secure

Figure 7.1: Proposed models A, B, C and D for the relationship
between attachment styles and PTSD symptom expression, as mediated by
peritraumatic distress, adaptive and maladaptive coping, dissociative
experiences and perceived availability of support from family/confidants and
peers
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Chapter Eight
Method
Participants
Candidates for participation in study one were a sample of (N = 181)
Australian residents (32 males and 148 females, one participant did not indicate
the gender), with a mean age of 31.98 years (SD = 11.07). All individuals were
recruited via online social networking sites and voluntarily completed an online
battery of self-report measures. At initial data screening, the following
sequential steps were performed in order to assess all candidates against the
study inclusion criteria. Candidates were initially excluded if they did not
complete at least 80% of the survey (n = 18, 9.94%), after which, data provided
by those that did not meet the DSM-IV-TR diagnostic Criteria A1 for PTSD
was removed from the analysis (n = 16, 8.84%). Finally, the data was removed
from analysis if the candidates indicated exposure to trauma that was due to
employment roles or intervening to help another (N = 3, 1.66%).
Following the aforementioned process, the final study sample consisted
of 144 participants; 24 males and 120 females, Mage = 31.92, SD = 10.97.
With respect to their educational level, 44.4% of the respondents indicated that
they had completed, or partially completed, high school, for 28.5% the highest
educational attainment was via TAFE/VET, and the remaining 27% had
completed tertiary level studies. The majority of participants indicated they
were employed (n = 96) with the remaining (n = 48) indicating they were
unemployed. The majority of participants also indicated that they were
currently involved in a serious/committed relationship (n = 102).
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Materials
A copy of the questionnaire is provided in the appendix.
Demographics. Sample characteristics were identified by gathering
information pertaining to the participant’s gender, age, education level attained,
and current employment and relationship status.
Exposure to a traumatic event. A purpose-developed self-report item
mapped against the DSM-IV-TR diagnostic Criteria A (the DSM-IV-TR
operational definition of trauma exposure) was included to assess previous
exposure to a trauma event. In order to screen for eligible participation in this
study, participants were required to endorse the statement “In your lifetime,
have you personally experienced or been confronted with an event that
involved actual threat of physical harm or death or an event that resulted in
physical harm to yourself”. In addition, respondents were required to indicate
whether the following statement was true: “Still thinking about the event you
experienced or were confronted with, was your involvement related to you
helping another or your employment duties?” Participants who indicated
exposure to a trauma event were asked to indicate if the last trauma event
experienced occurred (a) in the last month, (b) in the past 12 months, or (c)
more than 12 months ago. The majority of respondents (77.8%) indicated that
they were last exposed to a traumatic event more than 12 months prior to
participation in the study. The remaining respondents (22.2%) indicated
exposure in the twelve months prior to participation.
PTSD Checklist − Civilian Version (PCL-C). The PCL-C
(Weathers, Litz, Herman, Huska, & Keane, 1993) is a widely used selfreport measure of PTSD symptoms following noncombat-related trauma.
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The PCL-C consists of 17 items that assess Criteria B, C, and D for
PTSD symptoms of intrusion (Criteria B), avoidance (Criteria C), and
hyper-arousal (Criteria D), respectively. Each of the items is matched to
one of the DSM-IV PTSD criteria. Participants were asked to select the
alternative that indicated how much they had been bothered by a
particular problem in the past month (e.g., repeated disturbing dreams of
a stressful experience, intrusive memories etc.). Participants rated the
severity of each symptom over the preceding month on a 5-point Likert
scale ranging from 1 (not at all) to 5 (extremely).
The PCL-C can be scored in a number of ways, either to reflect current
PTSD symptom expression and severity, or a probable PTSD diagnosis. In this
thesis, current PTSD symptom expression and severity were assessed, rather
than a probable PTSD diagnosis. Therefore, scores on the PCL-C were
assessed using Weathers et al. (1993) method of composite scores. This
method is, considered most useful when investigating post-trauma
symptomology as conceptually dimensional, rather than to classify those with
or without PTSD (Weathers et al., 1993). This method of scoring is inclusive
of all score ranges in the scale (17-85) and endorsement of each symptom,
rather than being a reflection of the DSM-IV-TR diagnostic criteria of those
with and without PTSD. As such, higher scores are indicative of increased
symptom expression and severity.
The PCL-C has demonstrated adequate psychometric properties. In a
study conducted by Blanchard and colleagues (1996), in which a sample of
motor vehicle accident and sexual assault victims took part, analysis revealed a
high correlation (.93) between scores on the PCL-C and the Clinician-
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Administered PTSD Scale. In a college student sample (N = 392), Ruggiero et
al. (2003) reported high internal consistency (with Cronbach’s alphas of .94).
Test-retest reliability was also adequate for total PCL-C scores; with
correlations of .92 for immediate retest, .88 at one week retest and .68 for two
week retest.
The Peritraumatic Distress Inventory. The Peritraumatic Distress
Inventory (PDI) (Brunet et al., 2001) is a 13-item, self-report measure that is
used to retrospectively assess distress at the time of a traumatic event as chosen
by the participant. Questions, to which the participant respond on a scale from
0 (not at all true ) to 4 (extremely true), relate to threat to life or safety of self
or other, fear, helplessness or horror, guilt, shame and anger, and physiological
arousal (e.g., sweating, shaking, and pounding heart) during the event. Total
scores on the PDI are obtained by computing the mean scores of the responses
across the 13 items. Participants were asked if more than one trauma event had
been experienced over their lifetime, to consider the most significant event
when responding.
Psychometric properties of the PDI were initially investigated using a
sample of 702 police officers and 301 participants from the general population
that served as a control group (Brunet et al., 2001). Analysis revealed good
internal consistency of the measure, with Cronbach’s alpha coefficients of .75
in police officers and .76 in the control group. Similarly, adequate coefficient
alphas (α = .82) were reported in a sample of participants exposed to the
September 11 terrorist attack in New York (Simeon, Greenberg, Knutelska,
Schmeidler, & Hollander, 2003). Brunet et al. (2001) also reported adequate
test-retest reliability (correlation coefficient = 0.74). These findings have been
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consistent trans-culturally and across numerous populations. For example,
researchers employing the Japanese version of the PDI with a sample of
victims of severe motor vehicle accidents (N = 64) reported a Cronbach’s alpha
coefficient of (.83). Test-retest reliability (mean 37 days) was also considered
adequate (.61) (Nishi et al., 2010).
Brunet et al.’s (2001) psychometric evaluation of the scale also
revealed good convergent validity with conceptually related scales. In their
study, findings pertaining to police officers and a general population control
group were similar. For example, among the police officers, the PDI scores
correlated (r = .59, p < .001) with the Peritraumatic Dissociative Experiences
Questionnaire (Marmar, Weiss, & Metzler, 1997), the Civilian Mississippi
Scale (r = 0.46, p < 0.001; Vreven, Gudanowski, King, & King, 1995) and the
intrusion (r = .47, p <.001), avoidance (r = .47, p < .001), and hyper-arousal (r
= .42, p < .001) subscales of the Impact of Event Scale-Revised (Weiss &
Marmar, 1997). Divergent validity was also established, with scores on the
PDI showing modest to no correlation with conceptually different measures,
namely Sources of Support (r = –.11, p < .05); Kulka et al., 1990) and the 12item Short-Form Health Survey (r = –.15, p < .05; Ware, Kosinski, & Keller,
1996).
The Brief COPE. The Brief COPE (Carver, 1997) is derived from the
longer COPE inventory (Carver, Scheier, & Weintraub, 1989). In revising the
original full COPE, two subscales (restraint coping and suppression of
competing activities) were omitted due to a lack of evidence regarding the
utility of these subscales (Carver, 1997). Moreover, three of the original
subscales were modified to hone their focus. The scales initially termed
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positive reinterpretation and growth, focus on and venting of emotions and
mental disengagement were renamed positive reframing, venting, and selfdistraction, respectively. Another subscale was also added to measure selfblame, which was not included in the original COPE, due to consistent research
evidence supporting the importance of this response to negative adjustment
outcomes. Finally, 14 subscales were established, with two items in each.
Two criteria were used to select two items for each scale: (1) a high loading on
the relevant factor in the original factor analyses, and (2) the chosen items’
clarity and the ease of communication with nonstudent populations (Carver,
1997). Carver reviewed the psychometric characteristics of the Brief COPE in
a non-psychiatric sample of 168 adults who survived Hurricane Andrew. The
Brief COPE showed a complex factor structure, with nine factors accounting
for 72.4% of the variance. Internal consistency coefficients of all scales were
acceptable (.50 to .90).
The Brief COPE consists of 28 items, which form 14 subscales
regarding coping strategies in which individuals engage when responding to
stress. Specifically, the Brief COPE includes two-item subscales to reflect
numerous coping strategies, namely active coping, planning, seeking
instrumental support, religion, venting, positive reframing, humour,
acceptance, seeking emotional support, self-distraction, denial, behavioural
disengagement, self blame, and substance use. Response options range from 1
= “I haven’t been doing this at all” to 4 = “I’ve been doing this a lot”.
Consequently, the score that can be obtained from each of the subscales ranges
from 2 to 8. The total score is, however, not calculated, as the brief COPE was
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designed to measure particular coping strategies, rather than provide an overall
measure of general coping.
The Brief COPE scales were classified into two summary scales,
adaptive and maladaptive coping, based on the theoretical and empirical
evidence, and in line with previous research (Meyer, 2001; Yi-Frazier, 2010;
Coomber & King, 2012; Vosvick et al., 2003). Adaptive coping includes
active coping, planning, seeking instrumental support, religion, positive
reframing, humour, acceptance, and seeking emotional support. On the other
hand, maladaptive coping includes the subscales of self-distraction, denial,
behavioural disengagement, self-blame, substance use, and venting. Higher
scores on these subscales are thus indicative of increased endorsement in
engaging in these coping strategies. Previous studies have reported adequate
internal consistency for both adaptive and maladaptive coping (.81 and .57,
respectively) in clinical samples (Meyer, 2001) and in non-clinical samples,
(e.g., .79 and .83, respectively; Coomber & King, 2012).
The Brief COPE is typically employed in one of three formats. The
first, a dispositional or trait-like, version requires respondents to report the
extent to which they usually engage in the available responses when they are
stressed. The second is a time-limited version, in which participants indicate
the degree to which they actually did engage in each available response during
a particular period in the past. The third is a time-limited version in which
respondents indicate the degree to which they have been engaging in each
response since trauma exposure. In the present study, the second format was
used, as the study focused on the recent coping behaviours and PTSD symptom
expression. Thus, the study participants were asked to endorse the coping
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behaviours and the extent to which they engaged particular coping strategies
over the previous month.
The Relationship Scales Questionnaire (RSQ). The Relationship
Scales Questionnaire (RSQ) (Griffin & Bartholomew, 1994) is a self-report
questionnaire consisting of 30 items drawn from a number of attachment
questionnaires. Primary to these are Hazen and Shaver’s (1987) Attachment
Measure, Bartholomew and Horowitz’s (1991) Relationship Questionnaire, and
Collins and Read’s Adult Attachment Scale (1990). Although several scales
exist to measure adult attachment, Griffin and Bartholomew’s (1994)
prototypical measure of attachment was chosen for this research, as it appears
to be most representative of Bowlby’s (1969) original concept of attachment
theory.
The RSQ is designed as an indirect measure of Bartholomew and
Horowitz’s (1991) four-category model. Of the 30 items of the RSQ, 12 items
can be used to compute Hazen and Shaver’s (1987) Attachment Measure,
Bartholomew and Horowitz’s (1991) Relationship Questionnaire, and Collins
and Read’s Adult Attachment Scale (1990). The remaining 18 items presented
to the respondents, are used to define the four attachment prototypes of
Bartholomew and Horowitz’s (1991) RQ. The RSQ is designed as a
continuous measure of the attachment subscales classified as secure,
dismissing, fearful, and preoccupied. Using a Likert scale ranging from 1 (not
at all like me) to 5 (very much like me), participants identify the degree to
which each item represents how they feel, in general, about their non-romantic
relationships. Sample items include, “I am comfortable without close
emotional relationships,” “I find it difficult to depend on other people” and, “I
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worry about having others not accept me.” Scores for each attachment
prototype are calculated by computing the mean score on each subscale: secure
(items 3, 9-reversed, 10, 15, and 28-reversed); fearful (items 1, 5, 12 and 24);
preoccupied (items 6-reversed, 8, 16, and 25); and dismissing (items 2, 6, 19,
22, and 26). When averaged, scores range from 1 to 5, with higher scores
representing a greater degree of endorsement of the attachment style being
measured. As such, higher scores on fearful, preoccupied, and dismissing
attachment are indicative of higher levels of avoidance and anxiety, while
higher scores on secure attachment reflect lower anxiety and avoidance and are
considered more adaptive.
In previous validation studies, construct validity (e.g., Backstrom &
Holmes, 2001; Griffin & Bartholomew, 1994), convergent validity (e.g.,
Brennan, Shaver, & Tobey, 1991), and test retest validity (e.g., Griffin &
Bartholomew, 1994), have been demonstrated. In a study conducted by Griffin
and Bartholomew (1994) internal consistency indicated by Cronbach’s alpha
ranged from .41 for the secure scale to .70 for the dismissing scale.
Cronbach’s alpha for the avoidance and anxiety subscales were not reported.
Griffin and Bartholomew suggested that the low degree of homogeneity was
due to the items tapping into the two dimensions simultaneously (model of self
and other), as opposed to the small number of items or poorly considered
questions. Similar findings were reported for the measure of homogeneity of
the RSQ subscales in a sample of university students (N = 515) (Backstrom &
Holmes, 2001). Cronbach’s alphas for the four attachment styles were: secure
(.32); fearful (.79); preoccupied (.46); and dismissing (.64). Faisandier, Taylor,
and Salisbury (2010) reported internal consistency indicated by Cronbach’s
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alpha in their sample of predominantly heterosexual males (N = 621), ranging
from .52, .55, .69, and .72, for the secure, fearful, dismissing, and preoccupied
attachment subscales, respectively.
Dissociative Experiences Scale (DES-II). The Dissociative
Experiences Scale (DES-II) (Bernstein & Putnam, 1986) is a 28-item selfreport measure developed to assess the degree to which the participants usually
experience dissociation. Examples of the dissociative phenomena include
disturbances in memory (e.g., uncertainty with respect to whether a
remembered event actually occurred or is a dream), perception (e.g., the sense
that one is disconnected from his/her body), and awareness (e.g., finding
oneself in a location without awareness of how one came to be there).
Participants are asked to endorse the frequency with which they experience
dissociative disturbances by indicating, at 10% intervals, a percentage ranging
from 0% (anchored, not at all) to 100% (all of the time). Total scores are
obtained by averaging the scores on the 28 items, with higher scores being
indicative of higher dissociative symptom experience.
Psychometric validation of the DES-II has been conducted by
Ijzendoorn and Schuengel (1996). In their review, the DES-II was reported to
have excellent convergent validity with other well established and validated
measures of dissociation, such as the Perceptual Alteration Scale (PAS;
Sanders, 1986), the Tellegen Absorption Scale (TAS; Tellegen & Atkinson,
1974), the Questionnaire of Experiences of Dissociation (QED; Riley, 1988),
the Dissociative Questionnaire (DIS-Q; Vanderlinden, Van Dyck,
Vandereycken, Vertommen, & Verkes, 1993), and the dissociation scale of the
Trauma Symptom Checklist (TSG40- DIS; Gleaves & Eberenz, 1995), the
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Structured Clinical Interview for DSM-III-R Dissociative Disorders (SCID-D;
Steinberg, 1994) and the Dissociative Disorders Interview Schedule (DDIS;
Ross et al., 1989; combined effect size: d = 1.82; N = 5,961). Ijzendoorn and
Schuengel’s review also highlighted that test-retest reliability has been
consistently reported with clinical samples. For example, Dubester and Braun
(1995) reported stability of .93 over 2 weeks, whereas, for non-clinical
samples, Bernstein and Putnam (1986) reported .84 over 4-8 weeks. Similarly,
stability of .79 and .90, over 6-8 weeks and 11 weeks, respectively, was
reported by Sanders (1992), and Putnam, Chu, and Dill (1992) reported .78
across one year.
Multi-Dimensional Support Scale (MDSS). A modified version of the
Multi-Dimensional Social Support Scale developed by Winefield, Winefield,
and Tiggemann (1992) was used to evaluate the perceived availability of social
support. The original MDSS consists of 19 items designed to measure
availability and adequacy of different types of social support (emotional,
practical, and informational) from three potential sources, confidants, peers,
and authority figures. The MDSS has been designed in such a manner that
sources of support and type of support can be varied according to specific
populations (Winefield et al., 1992).
The MDSS has been modified for the purpose of this study in a number
of ways. More specifically, only the availability of social support from two
sources, family/confidants and peers, was measured. Thus, item A4 “how
often did they make you feel loved” was omitted from the source of peer
support. It was assumed that respondent’s reference to peers would most likely
relate to work colleagues, other people in a similar situation, or those having
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experienced the same issues, but not necessarily friends or family. Availability
of support is determined by the total frequency of the supportive behaviours: 1
= never, 2 = sometimes, 3 = often, 4 = usually or always. The MDSS score
was obtained by summing each subscale item, with higher scores indicating
greater perceived availability of support.
Procedure
Upon considering the proposed study for ethical clearance, the Charles
Darwin Human Research Ethics Committee were satisfied that the project
conformed to the general principles set out in the National Health and Medical
Research Council regulations, and with the policy of Charles Darwin
University. Study one (2009) commenced immediately after final approval was
granted from the Charles Darwin University Human Research Ethics
Committee (see Appendix A).
For participant recruitment, the snowball sampling method was chosen,
whereby potential candidates were invited to participate in the study via social
networking resources and online student resources. Initially, participants were
contacted via on-line social and learning sites at Charles Darwin University i.e.
Student Discussion Boards, Announcement Boards. Potential participants were
invited to participate in the study, and this invitation included the Plain
Language Statement (see Appendix C), electronic link to access the survey and
a request to forward the invitation of participation to people via social
networking sites they were involved. This method of sampling was chosen in
order to maximise the range of participants via both formal and informal
communication networks. Respondents were informed that participation in the
study was voluntary and without incentive. Further, as participation was
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completely anonymous, submission of the questionnaire was considered
consent. Thus, withdrawal from the study was possible up to the point of
submission. It was not possible to withdraw after submission, due to the
guaranteed anonymity of the submission process. Participants were also
advised that the survey might cause distress for some individuals, and were
provided with contact details for Lifeline, a free national community mental
health telephone counselling service.
Participants completed a questionnaire comprising a number of
measures that assessed lifetime occurrence of trauma exposure, emotional, and
physical reactions at the time of trauma exposure. Individual attachment style,
current coping strategies engaged in by participants, and current PTSD
symptom expression were also assessed. The questionnaire took
approximately 25-35 minutes to complete.
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Chapter Nine
Results
Several statistical methods were used in this study and a mixed
procedure for mediation analyses was employed. First, correlation analyses
were conducted to identify variables for inclusion in mediation analysis,
following Baron and Kenny’s (1986) recommended criteria: (a) the predictor
variable must be related to the outcome variable, (b) the predictor must be
related to the hypothesised mediators and, (c) the mediator must be related to
the outcome variable. Simple mediation analyses were subsequently conducted
using a non-parametric bootstrapping procedure recommended by Preacher and
Hayes (2008) in order to determine which variables would be included in each
of the final multiple mediation models. Next, multiple mediators were
analysed in order to evaluate the total, direct and indirect effects through
selected multiple mediators, as described by Shrout and Bolger (2002) and
Preacher and Hayes (2008). Finally, as discussed by Preacher and Hayes,
pairwise contrasts of the multiple mediators in the proposed models were
conducted in order to compare the relative importance of explaining the
association between the predictor and outcome variables.
Prior to analysis, all the data were screened for data entry errors,
distribution issues, missing values, univariate and multivariate outliers, and
statistical assumption violations. Of the 144 available for analysis, 16 cases
(11.11%) had minor missing data (between 1 and 2 values). In total, 23 data
points (less than 1%) were missing from the data set. According to Tabachnick
and Fidell (2001), when less than 5% of data are missing in a random pattern,
almost any of the available procedures for replacing missing values will
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produce a similar result. Based on this proposition, the missing values of three
participants in the age variable were replaced with the group mean due to the
absence of any other information that could be used to provide estimates.
However, in the case of missing scale values, the imputation method of
replacing the missing value with the individual mean of the remaining scale
items was used in an attempt to preserve individual differences (as opposed to
the imputation of group means). The means, standard deviations and scale
reliabilities in the current study are presented in Table 9.1.
Table 9.1
Descriptive Statistics: Attachment, Peritraumatic Distress, Coping, and
PTSD Symptoms
Measures

Mean

Standard
Deviation

Cronbach’s
Alpha

Posttraumatic Stress Check List

38.23

14.79

.93

RSQ Secure Attachment Style

3.00

0.77

.56

RSQ Fearful Attachment Style

2.82

1.04

.78

RSQ Preoccupied Attachment Style

2.61

0.75

.44

RSQ Dismissing Attachment Style

3.24

0.74

.65

The Peritraumatic Distress Inventory

1.75

0.93

.89

The Dispositional Dissociative Experiences Scale

13.27

9.52

.89

Multi-Dimension Social Support Confidant

16.24

4.30

.88

Multi-Dimension Social Support Peer

10.87

3.60

.90

Brief COPE Adaptive Coping

36.81

8.41

.80

Brief COPE Maladaptive Coping

21.98

5.22

.61

Histograms, box plots, and univariate kurtosis and skewness estimates
of the observed variables revealed that the data set was free from outliers. No
variables deviated substantially from a normal distribution, with skewness and
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kurtosis values within the acceptable range (-1 to +1) (Tabachnick & Fidell,
2001). Multivariate outliers were screened by computing the Mahalanobis
distance for each case. The Mahalanobis distance is evaluated as a chi-square
variable with degrees of freedom equal to the number of variables, in this case,
6 and p = .001. No cases had a Mahalanobis distance greater than the critical
chi-square value of 22.46.
Evaluation of Measures
Evaluation of the PDI. Internal consistency, as evident from the
Cronbach’s alpha value of (.89), was adequate and consistent with previous
research findings (e.g. Simeon et al., 2005). As indicated by the results of the
one sample t-tests, scores on the PDI in the current sample (M = 1.75, SD =
.93) were not comparable to those obtained in the study of police officers
conducted by Brunet et al. (2001), t(143) = 7.61, p = <.001, d = 1.27.
However, the present sample mean scores were consistent with those reported
by Lilly et al. (2009), in a sample of participants exposed to varying trauma
events t(143) = .52, p = >.05, d = 0.09.
Evaluation of the PCLC and DES-II. The PCL-C is mapped against
Criteria B, C, and D in the DSM-IV. Internal consistency for the total scale
(.93) in the present study is consistent with previous research conducted by
Ruggerio et al. (2003) employing the PCL-C, in which Cronbach’s alphas of
(.94) were reported. As indicated by the results of one sample t-tests, scores
on the PCL-C in the current sample (M = 38.23, SD = 14.79) were
comparable to those reported in previous studies measuring non-specific
lifetime trauma experiences, t(143) = 1.46, p = >.05, d = 0.24 (Harris et al.,
2008).

197

PSYCHOLOGICAL CORRELATES OF PTSD SYMPTOMS

Internal consistency was adequate for the DES-II. Mean scores on the
DES-II (M = 13.27, SD = 9.52) were considerably lower than those reported
in previous research on clinical samples, t(143) = -22.38, p = <.001, d = 3.74
(Giesbrecht, Merckelbach, & Geraerts, 2007), and t(143) = -24.35, p = <.001,
d = 4.07 (Ijzendoorn & Schuengel, 1996). However, mean scores on the
DES-II in the current sample were consistent with those reported in studies
employing non-clinical community-based samples, such as t(143) = .38, p =
>.05, d = 0.06 (Giesbrecht et al., 2007), and t(143) = 1.30, p = >.05, d = 0.22
(Levin & Spei, 2003). As can be seen in Table 9.1, a relatively large standard
deviation was evident for the DES-II scale. This is consistent with previous
research (Ijzendoorn & Schuengel, 1996) and is considered to reflect the
possibility of undiscovered dissociation or co-morbidity.
Evaluation of the RSQ. The items were considered to represent an
acceptable level of internal consistency if the Cronbach’s alpha value was
within the .50 to .70 range, and a good level if the Cronbach’s alpha value
exceeded .70 (Nunally, 1978; Streiner & Norman, 2008). On this basis,
internal consistency of the RSQ subscales was within an acceptable range,
with the exception of the preoccupied attachment subscale (α = .44).
Attempts to improve the reliability of the preoccupied attachment subscale,
by recursively deleting individual items in the scale, indicated that the
removal of item RSQ6 improved scale reliability to .59. Thus, the decision
was made to improve the scale reliability to an acceptable level by removing
item RSQ6 from the preoccupied attachment scale (M = 2.32, SD = 0.88).
Similar findings were reported for the measure of homogeneity of the RSQ
subscales in a sample of university students where the following Cronbach’s
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alpha values were obtained: secure .32; fearful .79; preoccupied .46; and
dismissing .64 (Backstrom & Holmes, 2001). Similarly, Faisandier et al.
(2010) reported Cronbach’s alpha values of .52, .55, .69, and .72 for the
secure, fearful, dismissing, and preoccupied attachment subscales,
respectively, based on the analysis of a non-student sample. As noted in the
previous chapter, Griffin and Bartholomew (1994) suggested that the low
degree of homogeneity was due to the scale items tapping into the two
dimensions simultaneously (that is, the model of self and other), rather than
the small number of items or poorly considered questions.
Evaluation of the MDSS. The MDSS was employed in this study to
measure the perception of availability of support from two sources, namely,
confidants/family and peers. The extensive literature review indicated that no
research utilising the MDSS with a sample of participants from the general
population exposed to varying traumatic events has been conducted thus far.
Therefore, further analysis was performed in order to test the suitability of
using this measure with the current sample. A Principal Axis Factoring
(PAF) with oblique (Oblimin) rotation was selected to extract the factors.
PAF was chosen as it is the preferred option when examining the factorability
of scales designed to reflect specific constructs (Tabachnick & Fidell, 2001).
Before performing PAF, suitability of the data for analysis was assessed.
Inspection of the correlation matrix revealed several coefficients of .3 and
above. The Kaiser-Meyer-Oklin value was .86, exceeding the recommended
value of .6. Bartlett’s Test of Sphericity reached statistical significance (χ2 =
(55), 916.240, p < .001), thus supporting the factorability of the correlation
matrix.
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A number of methods were employed to interpret the factors. Using
the criterion of an eigenvalue greater than 1 to determine the number of
factors to retain, two rotated factors were extracted based on the analysis
results. Inspection of Cattell’s scree plot of the factor variances showed a
defined break after two factors. The retention of factor variables was
contingent upon variables loading at least .40 on a particular factor and
differing by at least 0.10 from the next highest loading (Tabachnick & Fidell,
2001). According to these criteria, the analysis produced a simple structure
(Thurstone, 1947), with both factors showing a number of strong loadings, all
with >. 60 (see Table 9.2). The results are set out in Table 9.2.
Table 9.2
Rotated Pattern Matrix of the Multi-Dimensional
Support Scale
MDSS Items

2C.
1C.
6C.
4C.
3C.
5C.
4P.
3P.
2P.
1P.
5P.

Really tried to understand you
Really listened when you talked
Model ways to deal with problems
Help you in practical ways
Make you feel loved
Give useful advice/ information
Give useful advice/ information
Help you in practical ways
Really tried to understand you
Really listened when you talked
Model ways to deal with problems

Factor
1
.83
.77
.75
.74
.69
.68
.03
.02
.08
.00
.00

2
.01
.07
.02
.04
.01
.01
.87
.86
.81
.74
.73

Note: Confidants/Family (C), Peers (P)

In addition, all the variables loaded substantially on one factor only,
with no secondary loading reaching .30. The two-factor solution explained
59.89% of the variance, with Factor 1 contributing 41.77% and Factor 2
contributing 18.13%. The interpretation of the two factors was consistent
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with the MDSS subscale structure. Items pertaining to perceived support
from confidants/family loaded strongly on Factor 1, and items related to
support from peers loaded strongly on Factor 2 (see Table 9.2 above). Thus,
the analysis supported the use of the perceived support from
confidants/family and perceived support from peers as separate scales.
Internal consistency was acceptable for the perceived social support from
confidants/family, and perceived social support from peers subscales with
Cronbach’s alphas values of .86 and .90, respectively.
Evaluation of the Brief COPE. The Brief COPE scales were
classified into two summary scales, namely, adaptive coping and maladaptive
coping. In the present study, internal consistency, as indicated by the
Cronbach’s alpha value of .80 for the adaptive coping scale, indicated good
internal consistency. The Cronbach’s alpha value for the maladaptive coping
scale was .61 and could not be improved by deleting any of the items.
Nonetheless, this was considered acceptable (Nunally, 1978; Streiner &
Norman, 2008) and was consistent with the previously reported values (e.g.,
Coomber & King, 2010; Meyer, 2001). As indicated by the one sample ttests, the endorsement of adaptive coping (M =36.81, SD = 8.41) and
maladaptive coping (M = 21.99, SD = 5.22) in the current study was not
comparable to previously reported findings employing a clinical sample,
where t(143) = 25.47, p = <.001, d = 4.26, and t(143) = 31.98, p = <.001, d =
5.35 were obtained for adaptive and maladaptive coping, respectively
(Meyer, 2001). However, mean scores on the maladaptive coping scales in
the current sample were consistent with Coomber and King’s (2012) values
pertaining to a non-clinical sample of carers working with adults with an
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eating disorder, t(143) = - .21, p = >.05., d = 0.03. On the other hand, the
current sample means were lower than those reported for adaptive coping,
t(143) = -8.06, p = <.001, d = 1.35, in Coomber and King’s (2012) study.
In summary, evaluation of the measures suggested adequate
psychometric properties for analysis of the proposed mediation models. The
following section tests four proposed models of mediation. In each model,
one of the four attachment styles (fearful [Model A], preoccupied [Model B],
dismissing [Model C], and secure [Model D]) is entered as the predictor
variable. PTSD symptom expression is entered as the criterion variable, and
measures of peritraumatic responses, coping behaviours, and perceptions of
support availability are entered as mediating variables.
Overview of Mediation Analysis
Mediation is generally understood in terms of direct and indirect
effects, in which the predictor variable is associated with each mediator, and
each mediator is, in turn, associated with the outcome variable. In addition,
the predictor variable is correlated with the outcome variable. In mediation,
the direct effect of the predictor on the outcome variable approaches nonsignificance once the unique variance of the mediators (indirect effects) is
accounted for in the model (Baron & Kenny, 1986). In the present study, a
mixed procedure for the mediation analysis was used. Initially, correlation
analysis was conducted to identify variables associated with both the
predictor and the outcome variables, thus meeting Baron and Kenny’s (1986)
inclusion criteria for mediation.
Following the guidelines of Shrout and Bolger (2002) and Preacher and
Hayes (2008), mediation analysis was performed in three stages. In the first
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stage of analysis, the four hypothesised models (Models A, B, C, and D) were
decomposed into sub-models, each assessing one of the potential mediators.
Path analysis was performed using the SPSS macros provided by Preacher
and Hayes (2008) and Hayes (2012) in order to test each of the proposed
mediators. Based on the findings, non-significant mediators were excluded
from further analysis. With the proposed simple mediation models tested, the
revised models were subject to multiple mediation analysis (stage two). This
method of analysis was chosen as it allows proposed mediators to be entered
into the model simultaneously and establishes whether or not an overall
indirect effect exists. Finally, stage three of the analysis, as discussed by
Preacher and Hayes (2008), estimates the effect and confidence interval for
the difference between the indirect effects resulting from multiple mediators
in a model. Pairwise contrasts of the multiple mediators in the proposed
models allowed for a comparison of the relative importance in explaining the
association between the predictor and the outcome variables.
The present study used a bootstrapping approach, which is a process
that simultaneously increases power and maintains reasonable control over
the Type I error rate (Preacher & Hayes, 2008). Bootstrapping is a
nonparametric re-sampling technique that empirically generates an
approximation of the sampling distribution. Sampling distributions of total
and indirect effects are empirically generated by selecting a subsample of the
full data set, with replacements, prior to calculating indirect effects in the
repeated subsamples. The procedure yields point estimates and percentile
confidence intervals for indirect and total effects, as well as bias-corrected
bootstrapping confidence intervals that include corrections for both median
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bias and skew. In the present study, a point estimate for an indirect effect
(total or specific) was considered significant if zero was not included in the
95% bootstrapped percentile confidence intervals or in bias-corrected
bootstrapping confidence intervals.
Identifying Potential Variables for Inclusion in Mediation Analysis
Bivariate correlations between the dependent variable and
independent variables and potential mediators. Analyses revealed that
PTSD symptom expression was not associated with the demographic
variables of age, (r(144) = -.10, p > .05; education level, r(144) = -.11, p >
.05; employment status, χ2 (1, N = 144) = 0.11, p = .19; or the time since last
experiencing a trauma event, r(144) = -.06, p > .05). Thus, these variables
were omitted from further analysis. Gender and relationship status were the
only demographic variables that were associated with PTSD, χ2 (1, N = 144)
= 0.22, p = .01 and χ2 (1, N = 144) = 0.20, p = .02, respectively. Females in
this sample tended to endorse PTSD symptoms more than their male
counterparts, and participants not involved in a current serious/committed
relationship also endorsed increased PTSD symptoms. Consequently, gender
and relationship status were included in the remaining analyses as covariates.
PTSD symptoms were correlated with all of the attachment styles in the
expected direction. Attachment styles indicative of negative perceptions of
self or others were all positively correlated with PTSD symptom expression
(fearful, r(144) = .55, p < .01; preoccupied, r(144) = .32, p < .01; and
dismissing, r(144) = .29, p < .01). In contrast, secure attachment (positive
perceptions of self and others) was negatively correlated with PTSD
symptom expression, r(144) = -.34, p < .01.
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Pearson’s bivariate associations, controlling for gender and relationship
status between the remaining proposed mediators with the PCL-C, were all
significant and in the expected direction (dissociative experiences, r(144) =
.56, p > .01; adaptive coping, r(144) = - .17, p > .05; maladaptive coping,
r(144) = .56, p > .01; peritraumatic distress, r(144) = .60, p > .01; perceived
availability of confidant support, r(144) = -.37, p > .01; perceived availability
of peer support r(144) = -.24, p > .01). Therefore, these variables were
retained for further analysis.
Table 9.3. Bivariate Correlations between the Predictor Variables and
the Proposed Mediators
Measures

1

2

RSQ Fearful Attachment Style

-.52**

-

RSQ Preoccupied Attachment
Style

-.21**

.27**

-

RSQ Dismissing Attachment Style

-.20**

.49**

.06

-

The Dispositional Dissociative
Experiences Scale

-.25**

.46**

.27**

.30**

Brief COPE: Maladaptive Coping

-.31**

.37**

.22**

.10

.17*

-.12

.05

-.04

-.23**

.45**

.26**

.25**

.30**

-.44**

-.27**

-.29**

.20*

-.35**

-.07

-.19*

RSQ Secure Attachment Style

Brief COPE: Adaptive Coping
The Peritraumatic Distress

3

4

-

Inventory
Multi-Dimension Social Support
Confidant
Multi-Dimension Social Support
Peer
Note: ** Correlation is significant at the 0.01 level (2-tailed); * Correlation is
significant at the 0.05 level (2-tailed)
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Bivariate correlations between the predictor variables and the
proposed mediators. In line with Baron and Kenny’s (1986) inclusion
criteria for mediation, Pearson’s correlations for the predictor variables of
attachment styles and the potential mediating variables (meeting the
requirement of being associated with the dependent variable) were calculated
(see Table 9.3).
Mediation Analysis
In this study, I constructed four hypothesised mediated models based on
well-grounded theory (i.e., Bowlby’s attachment theory) and tested each one
by following a three-stage approach. The four mediated models consisted of
one predictor (attachment style), potential mediators (peritraumatic response,
coping behaviours, appraisal of support), and one criterion variable (PTSD
symptom expression). Only variables identified as meeting Baron and
Kenny’s (1986) inclusion criteria for mediation were used in the mediation
analysis. Tables 9.5, 9.7, 9.9, and 9.11 present the parameter estimates for
each of the full models. Each of the models is analysed in turn.
Model A. In Model A, fearful attachment was entered as the predictor
variable, PTSD symptom expression as the dependent variable, and gender
and relationship status as the covariates. Initial analysis, conducted in order
to determine the inclusion of mediating variables in Model A, revealed no
association between fearful attachment and adaptive coping. Consequently,
this variable was not tested in subsequent mediation analysis in this model.
Positive significant associations between fearful attachment and dispositional
dissociative experiences, maladaptive coping, and peritraumatic distress were
evident. In contrast, negative significant associations between fearful
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attachment and perceived availability of confidant and peer support were
evident. Therefore, all but one of the potential mediators were retained for
mediation analyses in Model A.
In the initial stage of the mediation analysis, a series of simple
mediation analyses were conducted with PTSD symptom expression entered
into the model as the dependent variable, fearful attachment entered as the
independent variable, and the hypothesised mediator variables were those
meeting the initial criteria for mediation (Baron & Kenny, 1986). The results
revealed significant direct and indirect effects when peritraumatic distress,
Table 9.4
Model A: Summary of Simple Mediation Results between Fearful
Attachment Style, Potential Mediators, and PTSD Symptom Expression
Mediating
Variable

Effect of
predictor
on mediator

Unique
effect of
mediator

Direct
effect

Indirect
effect

Total
effect

Degree of
mediation

(a)

(b)

(c`)

(ab)

(c)

Dissociation

3.83**

0.62**

5.31**

2.38^

7.67**

Partial

Peritraumatic
Distress

0.38**

7.03 **

4.98**

2.70^

7.67**

Partial

Maladaptive
Coping

1.79**

1.40**

5.17**

2.51^

7.67**

Partial

MDSS Family

-1.84**

-0.54*

6.69**

0.99ns

7.67**

None

MDSS Peers

-1.30**

-0.18ns

7.44**

0.26ns

7.67**

None

Note: *Correlation significant at 0.05 level **.Correlation significant at 0.01 level; ^ denotes
bootstrapped significant effect bias corrected to 5000 bootstrap samples, and ns denotes nonsignificant. Although not shown here, Model A included gender and relationship status as
covariates.

dispositional dissociative experiences, and maladaptive coping were included
separately in each of the models. In each of these analyses, partial mediation
was indicated. However, when perceived availability of support from
confidants and perceived availability of support from peers were entered into
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the separate models as mediators, no significant effects were evident for either
of these variables. Consequently, these two variables were removed from
further mediation analysis in Model A. The results of the first stage in the
mediation analysis in Model A are shown in Table 9.4.
In the second and third stages of the Model A analysis, multiple
mediation and pairwise contrasts were carried out respectively. As can be seen
in Table 9.5, an examination of the specific indirect effects indicated that
Table 9.5
Multiple Mediation and Contrasts of Proposed Model A
Point
Estimate

Product of
Coefficients
SE

Z

Percentile
95% CI
Lower

Upper

Indirect Effects
Model A Fearful Attachment Style
Peritraumatic Distress

2.26

0.53

4.25

1.20

3.57

Dissociation

0.98

0.40

2.45

0.33

1.92

Maladaptive Coping

2.06

0.53

3.87

1.21

3.25

Total

5.31

0.83

6.40

3.74

6.98

Contrasts
Model A
Dissociation vs. Peritraumatic Distress

-1.28

-2.84

0.25

Dissociation vs. Maladaptive Coping

-1.08

-2.48

0.11

0.20

-1.46

1.73

Peritraumatic Distress vs. Maladaptive
Coping

Note: CI = 95% bootstrapped significant effect bias corrected to 5000 bootstrap samples. Includes
gender and relationship status as covariates.
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peritraumatic distress, dissociative experiences, and maladaptive coping
significantly mediated the effect of fearful attachment style on PTSD symptom
expression. Pairwise contrasts for the significant indirect effects revealed no
evident significant differences. Thus, the magnitude of these indirect effects
could not be distinguished.
The direction of the estimates in each pathway (see Figure 9.1)
indicates that greater fearful attachment led to increased peritraumatic distress,
dissociative experiences, and maladaptive coping, which in turn led to
increased PTSD symptom expression. Examination of the specific indirect
effects revealed that peritraumatic distress, dissociative experiences, and
maladaptive coping mediated the effect of fearful attachment style on PTSD
symptom expression, (b= 5.30, 95% BC CI [3.74, 6.98]).

b= 3.83**

b= 1.79**

b= 0.38**
Fearful
Attachment

b= 0.26**

Dissociation
Maladaptive
Coping

b= 5.90**

Peritraumatic
Distress

b= 1.15**

Direct effect, b = 2.37**

PTSD Symptom
Expression

Style
Gender
Relationship
Status

Figure 9.1. Model A, which shows unstandardized regression coefficients
for the relationship between fearful attachment style and PTSD symptom
expression as mediated by peritraumatic distress, dissociative experiences,
and maladaptive coping. Gender and relationship status included as
covariates.
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Model B. In Model B, preoccupied attachment was entered as the
predictor variable and PTSD symptom expression was entered as the dependent
variable, with gender and relationship status as covariates. Pearson’s
correlations between preoccupied attachment and the potential mediating
variables (see Table 9.3 above) revealed that preoccupied attachment style was
not associated with adaptive coping or perceived availability of peer support.
Consequently, these variables were omitted from the subsequent mediation
analysis in Model B. A positive significant association between preoccupied
attachment and dissociative experiences, maladaptive coping, and
peritraumatic distress was evident. In addition, negative significant
associations between preoccupied attachment and perceived availability of
confidant support existed, thus meeting Baron and Kenny’s (1986) inclusion
criteria and retained for subsequent mediation analysis in Model B. Simple
mediation, as the first stage of Model B mediation analysis, revealed
significant direct and indirect effects for each model with the proposed
mediating variables. In each analysis, partial mediation was indicated for
peritraumatic distress, dissociative experiences, maladaptive coping and
perceived availability of family/confidant support. The results of the simple
mediation analysis in Model B are shown in Table 9.6.
As can be seen in Table 9.7, an examination of the specific indirect
effects showed that peritraumatic distress, dissociative experiences and
maladaptive coping significantly mediated the effect of preoccupied attachment
style and PTSD symptom expression. Perceived availability of
family/confidant support was, however, not a significant mediator in this
model. Pairwise contrasts of the significant indirect effects revealed no
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Table 9.6
Model B: Summary of Simple Mediation Results between Preoccupied
Attachment Style, Potential Mediators, and PTSD Symptom Expression
Mediator
Variable

Effect of
predictor on
mediator

Unique
effect of
mediator

Direct
effect

Indirect
effect

Total
effect

Degree of
mediation

(a)

(b)

(c`)

(ab)

(c)

Peritraumatic
Distress

0.24**

8.74**

3.09**

2.04^

5.17**

Partial

Dissociation

2.58**

0.79**

3.15**

1.98^

5.17**

Partial

Maladaptive
Coping

1.21**

1.67**

3.16**

2.00^

5.17**

Partial

MDSS Family

-1.33**

-1.01**

3.83**

1.38^

5.17**

Partial

Note: *Correlation significant at 0.05 level **.Correlation significant at 0.01 level; -^ denotes
bootstrapped significant effect bias corrected to 5000 bootstrap samples, while ns denotes nonsignificant. Although not shown here, Model B included gender and relationship status as covariates.

significant differences between the significant specific indirect effects of the
contributing variables. On the other hand, the pairwise contrast of the
indirect effect for maladaptive coping and availability of confidant support
(which did not significantly contribute to the model) revealed a significant
difference. Such apparent paradoxes can occur when one of the specific
direct effects is not sufficiently different from zero (Preacher & Hayes, 2008).
The directions of the estimates in each pathway (see Figure 9.2)
indicated that greater preoccupied attachment led to increased peritraumatic
distress, dissociative experiences and maladaptive coping. In turn, this led to
an increase of PTSD symptom expression. The total indirect effect through
the proposed mediators (b= 3.84, 95% BC CI [1.81, 5.82]) indicated that they
mediated the effect of the preoccupied attachment style on PTSD symptom
expression.
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Table 9.7
Multiple Mediation and Contrasts of Proposed Model B
Point
Estimate

Product of
Coefficients
SE

Z

Percentile
95% CI
Lower

Upper

Indirect Effects
Model B Preoccupied Attachment Style
Peritraumatic Distress

1.54

0.59

2.61

0.48

2.87

Dissociation

0.74

0.36

2.05

0.22

1.64

Maladaptive Coping

1.47

0.60

2.44

0.48

2.60

MDSS Family

0.09

0.27

0.35

-0.44

0.84

Total

3.84

1.00

3.84

1.81

5.82

Contrasts
Model B
Peritraumatic Distress vs. Dissociation

0.81

-0.47

2.25

Peritraumatic Distress vs. Maladaptive
Coping

0.74

-1.32

1.56

Peritraumatic Distress vs. MDSS Family

1.45

0.24

2.90

Dissociation vs. Maladaptive Coping

-0.73

-1.93

0.37

Dissociation vs. MDSS Family

0.64

-0.16

1.86

Maladaptive Coping vs. MDSS Family

1.37

-0.27

2.68

Note: CI = 95% bootstrapped significant effect bias corrected to 5000 bootstrap samples. Includes
gender and relationship status as covariates.
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b= 0.24**

Peri-traumatic
Distress
Dissociation

b= 2.58**

b= 1.07**
b= -1.33**

Maladaptive
Coping
MDSS Family

Preoccupied
Attachment

b= 6.46**

b= 0.29**

b= 1.22**
b= -0.07

PTSD Symptom
Expression

Style
Gender
Relationship
Status

Figure 9.2. Model B, which shows unstandardized regression
coefficients for the relationship between preoccupied attachment style and
PTSD symptom expression as mediated by peri-traumatic distress,
dissociative experiences, maladaptive coping, and perceived availability of
family/confidant support. Gender and relationship status were employed as
covariates.
Model C.
In Model C, dismissive attachment was entered as the predictor
variable and PTSD symptom expression was entered as the dependent
variable. Pearson’s correlations between dismissive attachment and the
proposed mediators, conducted to identify the variables meeting Baron and
Kenny’s (1986) inclusion criteria, revealed no association with either
adaptive or maladaptive coping. Consequently, these variables were not
tested in subsequent mediation analysis in Model C. Positive significant
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associations between dismissive attachment, dissociative experiences and
peritraumatic distress were evident. In contrast, negative significant
associations between dismissive attachment and perceived availability of
confidant and peer support were evident. Therefore, all but two of the
potential mediators were retained for further mediation analysis. A series of
simple mediation analyses revealed significant direct and indirect effects
when peritraumatic distress, dissociative experiences and perceived
availability of support from confidants were included separately in each of the
models. In each of these analyses, partial mediation was indicated, with the
exception of peritraumatic distress which evidenced complete mediation. On
the other hand, no mediation was evident for perceived availability of support
from peers. Consequently, this variable was omitted from further mediation
analysis in Model C. The simple mediation results for Model C are presented
in Table 9.8.
Table 9.8. Summary of Simple Mediation Results between Dismissing
Attachment Style, Potential Mediators, and PTSD Symptom Expression
Mediating
Variable

Effect of
predictor on
mediator

Unique
effect of
mediator

Direct
effect

Indirect
effect

Total
effect

Degree of
mediation

(a)

(b)

(c`)

(ab)

(c)

Peritraumatic
Distress

0.35**

8.83**

2.69ns

3.05^

5.76**

Complete

Dissociation

3.40**

0.79**

3.06*

2.69^

5.76**

Partial

MDSS Family

-1.51**

-1.04**

4.19**

1.55^

5.76**

Partial

MDSS Peers

-0.96*

-0.74*

5.05**

0.71ns

5.76**

None

Note: *Correlation significant at 0.05 level **.Correlation significant at 0.01 level; ^ denotes
bootstrapped significant effect bias corrected to 5000 bootstrap samples, ns denotes non-significant.
Although not shown here Model C included gender and relationship status as covariates.

The second stage of the Model C analysis revealed that the specific
indirect effects for peritraumatic distress and dissociative experiences were
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the only significant mediating variables in the effect of dismissing attachment
style on PTSD symptom expression. Perceived availability of confidant
support did not significantly contribute to the model (see table 9.9). In
addition, pairwise contrasts of the significant indirect effects revealed that the
specific indirect effect of peritraumatic distress and dissociative experiences
were non-significant. Thus, the magnitude of these indirect effects could not
be distinguished.
Table 9.9
Multiple Mediation and Contrasts of Proposed Model C
Point
Estimate

Product of
Coefficients
SE

Z

Percentile
95% CI
Lower

Upper

Indirect Effects

Model C Dismissing Attachment Style
Peritraumatic Distress

2.30

0.77

2.99

0.97

4.07

Dissociation

1.82

0.67

2.70

0.52

3.54

MDSS Family

0.45

0.38

1.20

-0.22

1.40

Total

4.57

1.18

3.87

2.18

6.84

Contrasts
Model C
Peritraumatic Distress vs.
Dissociation

0.49

-1.52

2.49

Peritraumatic Distress vs. MDSS
Family

1.85

0.30

3.76

Dissociation vs. MDSS Family

1.36

-0.19

3.40

Note: CI = 95% bootstrapped significant effect bias corrected to 5000 bootstrap samples.
Includes gender and relationship status as covariates.

The directions of the estimates in each pathway (see Figure 9.3)
indicate that greater dismissing attachment led to increased peritraumatic
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distress and dissociative experiences, which in turn led to increased PTSD
symptom expression. The total indirect effect through the proposed
mediators, (b = 4.57, 95% BC CI [2.18, 6.84]), indicates they mediate the
effect of dismissing attachment style on PTSD symptom expression.

Peritraumatic
Distress

b= 0.35**

Dissociation
b= 3.40**
b= -1.51**

Dismissing
Attachment

MDSS Family

Direct effect, b = 1.81

b= 6.62**

b= 0.53**
b= -0.30

PTSD Symptom
Expression

Style
Gender
Relationship
Status

Figure 9.3. Model C, which shows unstandardized regression coefficients for
the relationship between dismissing attachment style and PTSD symptom
expression as mediated by peritraumatic distress, dissociative experiences,
and perceived availability of family/confidant support. Includes gender and
relationship status as covariates.
Model D. In Model D, secure attachment was entered as the predictor
variable and PTSD symptom expression was entered as the dependent
variable. Initial analysis to identify the variables for inclusion in the
mediation analysis revealed that secure attachment was significantly and
positively associated with a number of the proposed mediators, namely,
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adaptive coping and perceived availability of confidant and peer support.
Negative associations with maladaptive coping, peritraumatic distress and
dissociative experiences were also evident. These potential mediators were
thus retained for further mediation analysis in Model D.
In the final series of mediation analyses, significant direct and indirect
effects were noted for peritraumatic distress, dissociative experiences,
maladaptive coping and perceived availability of support from confidants,
Table 9.10
Model D: Summary of Simple Mediation Results between Secure
Attachment Style, Potential Mediators, and PTSD Symptom Expression
Mediating
Variable

Effect of
predictor on
mediator

Unique
effect of
mediator

Direct
effect

Indirect
effect

Total
effect

(a)

(b)

(c`)

(ab)

(c)

Peritraumatic
Distress

-0.28**

8.67**

-3.97**

-2.47^

-6.42**

Partial

Dissociation

-3.11**

0.78**

-4.00**

-2.43^

-6.42**

Partial

1.95*

-0.20ns

-6.03**

-0.42ns

-6.42**

None

Maladaptive
Coping

-2.04**

1.65**

-3.05*

-3.41^

-6.42**

Partial

MDSS Family

1.73**

-0.97**

-4.73**

-1.70^

-6.42**

Partial

MDSS Peer

0.95*

-0.70*

-5.75**

-0.74ns

-6.42**

None

Adaptive
Coping

Degree of
mediation

Note: *Correlation is significant at the 0.05 level **.Correlation is significant at the 0.01 level; ^
denotes bootstrapped significant effect bias corrected to 5000 bootstrap samples, ns denotes not
significant. Although not shown here Model D included gender and relationship status as covariates.

even when controlling for gender and relationship status. However, no
mediation effects were evident for the proposed mediating variables of
adaptive coping and perceived availability of peer support. Consequently,
these variables were removed from further mediation analysis in Model D.
The simple mediation results for Model D are presented in Table 9.10.
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In the final stages of analysis, multiple mediation analysis showed that
controlling for the effect of the covariates gender and relationship status, a
significant indirect effect of secure attachment style on PTSD symptom
expression through peritraumatic distress, dissociative experiences, and
maladaptive coping was evident. Perceived availability of family/confidant
support did not significantly contribute to the model (see Table 9.11).
Pairwise contrasts revealed no significant indirect effects between the
contributing variables. Therefore, the magnitude of these indirect effects
could not be distinguished. The directions of the path estimates (see Figure
9.4) indicate that heightened secure attachment led to decreased peritraumatic
distress, dissociative experiences, and maladaptive coping and, in turn, lead to
decreased PTSD symptom expression. The total indirect effect through the
proposed mediators, (b= -5.36, BC CI [-7.95, -2.75]), indicates these
constructs mediate the effect of secure attachment style on PTSD symptom
expression.
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Table 9.11
Multiple Mediation and Contrasts of Proposed Model D
Point
Estimate

Product of
Coefficients
SE

Z

Percentile
95% CI
Lower

Upper

Indirect Effects
Model D Secure Attachment Style
Peritraumatic
Distress

-1.84

0.70

-2.62

-3.60

-0.56

Dissociation

-0.91

0.43

-2.10

-2.06

-0.25

Maladaptive
Coping

-2.46

0.74

-3.35

-4.14

-1.22

MDSS Family

-0.14

0.35

-0 .42

-1.09

0.58

Total

-5.36

1.33

-4.03

-7.95

-2.75

Model D

Contrasts

Peritraumatic Distress vs.
Dissociation

-0.93

-2.74

0.50

Peritraumatic Distress vs.
Maladaptive Coping

0.62

-1.47

2.48

-1.70

-3.70

-0.12

1.55

-0.24

3.25

Dissociation vs. MDSS Family

-0.77

-2.28

0.35

Maladaptive Coping vs. MDSS
Family

-2.32

-4.29

-0.75

Peritraumatic Distress vs. MDSS
Family
Dissociation vs. Maladaptive
Coping

CI = 95% bootstrapped significant effect bias corrected to 5000 bootstrap samples. Includes
gender and relationship status as covariates.
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Peritraumatic
Distress

b= -0.28**

Dissociation
b= -3.11**

b= -2.04**
b= 1.73**

Secure
Attachment

Maladaptive
Coping
MDSS Family

Direct effect, b= -1.06

b= 6.52**

b= 0.29**

b= 1.21**
b= -0.08

PTSD Symptom
Expression

Style
Gender
Relationship
Status

Figure 9.4. Model D, which shows unstandardized regression
coefficients for the relationship between secure attachment style and
PTSD symptom expression, as mediated by peri-traumatic distress,
dissociative experiences, maladaptive coping, and perceived
availability of family/confidant support. Includes gender and
relationship status as covariates.
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Chapter Ten
Discussion
The present study’s examination of the associations among a number
of robust predictors of PTSD and PTSD symptom expression provides
support, in general, for previous research and theoretical propositions in the
trauma literature. In order to understand individual differences and PTSD
symptom expression, attachment theory was investigated in association with
PTSD symptoms and robust predictors of PTSD. Based on the available
literature, four models describing the possible relationships between
attachment styles and PTSD symptom expression were tested in a sample of
participants who had been exposed to trauma. All four models were
generally supported by the data. The overall findings of this phase of the
study were consistent with the postulates of contemporary trauma and
attachment theories and empirical evidence. Secure attachment was
associated with decreased PTSD symptoms, which increased in individuals
endorsing characteristics of insecure attachment styles (e.g., Bogaerts et al.,
2008; Dieperink et al., 2001; Mikulincer et al., 2011; Mikulincer et al., 1999 ;
Sandberg et al., 2010). Mediation and multiple mediation analyses offered
further understanding of the underlying mechanisms and provided
clarification regarding the direct and indirect effects of attachment style and
PTSD symptom expression in individuals exposed to traumatic events.
Peritraumatic Responses, PTSD Symptom Expression and Attachment
Style
Consistent with previous research, analyses in the current study
revealed that peritraumatic distress (assessed using the PDI) was significantly
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and positively associated with PTSD symptom expression (e.g., Brunet et al.,
2001; Birmes et al., 2005; O’Donnell et al., 2010; Simeon et al., 2003).
According to the trauma literature, this finding is explained via a wellestablished synthesis of perspectives.
Hardwired in the brain, these normal and adaptive responses ensure
survival (Apfel et al., 2011) because responses to acute stressors are
appraisal-driven states that activate psychological and psychobiological
responses (Scherer, 1984, 2001, 2004). Kolb (1987) proposed that excessive
traumatic stimulation might overwhelm the brain’s capacity to process
incoming trauma information. Importantly, individual peritraumatic
reactions, such as intense emotionality, cognitive distress, appraisals and
physiological arousal are critical to the initial processing and encoding of
trauma information (e.g., Brewin et al., 2010; Brewin et al., 1996; Brewin &
Saunders, 2001). Individuals who experience increased peritraumatic distress
are more likely to experience greater disruptions to information processing at
the time of trauma and after the trauma event; in turn, leading to greater
PTSD symptomology (Brewin et al., 1996; Ehlers & Clark, 2000; Kolb,
1987).
Within the stress literature, appraisal theories of stress argue that the
appraisal of an event as threatening results in the activation of a number of
psychological and psychobiological responses. This occurs for the duration
of the event and immediately afterward. Moreover, the individual’s unique
psychobiological make-up is said to influence appraisal and responses
throughout the event, thus explaining the variance of individual differences in
responding to stressors (e.g., Scherer, 2004). Of particular interest in the
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present study is the association between individuals’ attachment styles and
their level of peritraumatic distress.
Within the field of attachment and trauma, research and theory are
able to explain the unique psychological and neurobiological differences that
reflect the individual’s attachment system. A substantial body of empirical
evidence also highlights how attachment systems are associated with unique
appraisals and reactions to threat (e.g., Mikulincer & Shaver, 2007; Perry,
2009; Vermigli & Toni, 2004; Quirin et al., 2010). However, an extensive
review of the attachment and trauma literature at the time of writing has
revealed a limited number of studies that simultaneously assessed the
associations under examination in this study. Therefore, the ability to make a
direct comparison between the current and previous research was restricted.
In the present study, data analyses revealed significant associations
across all four attachment styles. While a negative association between
peritraumatic distress and attachment security was evident, positive
associations among peritraumatic distress and anxious and avoidant
attachment were revealed. Although direct comparisons cannot be made due
to differences in study samples and designs, these findings are generally
consistent with those reported by Solomon et al. (1998) in their study on the
long-term psychological adjustment in Israeli ex-POWs. The authors reported
that the preoccupied individuals endorsed more abandonment from the Israeli
Defence Force and more subjective suffering than the secure and avoidant exPOW groups. However, the avoidant individuals reported more helplessness
than the groups exhibiting the other two attachment styles. In addition, both
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insecure styles of attachment were associated with more anger than the
securely attached.
Solomon et al. (1998) suggested that the secure attachment style
served as a stress regulation resource in their sample. This resulted in more
positive long-term psychological adjustment, including decreased PTSD
symptoms, compared to the insecurely attached. Moreover, according to the
authors, content analysis of accounts of the traumatic experience of captivity
by the ex-POWs reflected the stress regulation capacities of each attachment
pattern. While problems of generalisation are inherent with such a unique
sample, Solomon et al.’s findings nonetheless indicate that peritraumatic
responses and coping are attachment-specific. As in Solomon et al.’s study,
the insecurely attached participants in the present study endorsed elevated
peritraumatic distress levels compared to the securely attached.
In other related research examining attachment in the context of
distress regulation, the secure attachment style was found to facilitate the
ability to regulate distress under most circumstances. In securely attached
individuals, this manifests as the engagement in adaptive cognitive and
behavioural coping strategies, which result in less perceived subjective
distress and lower physiological arousal (e.g., Ditzen, 2008; Mikulincer et al.,
2003; Mikulincer et al., 1993). The current findings support those reported in
previous research in that the negative relationship between secure attachment
style and PTSD symptoms was found to be mediated by peritraumatic
distress. Arguably, and in line with theoretical and empirical reports in the
related literature, secure attachment facilitates more appropriate and/or
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adaptive reactions of peritraumatic distress (physiological, cognitive and
emotional) in the event of exposure to an extreme stressor.
In contrast, in the present study, peritraumatic distress was a mediator
in models depicting the pathway between attachments indicative of
heightened anxiety (fearful and preoccupied attachment) and PTSD
symptoms. Heightened anxiety is associated with engagement in somewhat
hyper-vigilant efforts to appraise environmental threats. Moreover, the
results suggest the individual tends to see the environment in more
threatening contexts, regardless of the presence of an actual external threat
(e.g., Bartholomew & Horowitz, 1991; Mikulincer et al., 2003). High scores
on the anxiety dimension of attachment also tend to be associated with
difficulties with emotion regulation (Gillath et al., 2005), as well as
information-processing deficits in differentiating between relevant and
irrelevant stimuli (Vermigli & Toni, 2004). Appraisal of environmental
threats via hyper-vigilance for detecting threat cues and over-appraisal of
threat may explain the heightened peritraumatic distress associated with these
attachment styles in the current study.
Individuals possessing heightened avoidance characteristics (fearful
and dismissive) are said to direct attention away from threat cues and to
under-appraise threat (e.g., Crittenden, 1994; Mikulincer et al., 2002; Shaver
& Mikulincer, 2002, 2007; Vermigli & Toni, 2004). Heightened
peritraumatic distress in individuals endorsing characteristics of an avoidant
attachment style may reflect the failure of pre-emptive and post-emptive
strategies to deactivate the attachment system in an extreme situation. In
Solomon et al.’s (1998) study, avoidant attachment was linked to helplessness
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upon being captured, which may reflect an assault on the avoidant
individual’s positive regard of self and exaggerated perceptions of selfreliance. This was in contrast to the reactions of the preoccupied individuals,
whose primary distress was associated with abandonment by the defence
force, which may reflect an assault on their perceptions or preoccupation with
powerful others for safety needs.
However, in the current study, participants endorsing dismissive
attachment did not differ in their endorsement of peritraumatic distress
compared to the individuals reporting fearful or preoccupied attachment
styles. This is generally at odds with experimental research examining
attachment styles, subjective distress and associated physiological responses.
The findings reported in the relevant literature consistently imply that
individuals characterised as having positive self-concepts (exhibiting secure
and dismissive attachment styles) tend to report less distress. In addition,
these two attachment styles are also associated with fewer autonomic changes
compared to fearful and preoccupied individuals (characterised as having
poor self-concept) (e.g., Kidd et al., 2010; Maunder et al., 2006).
For example, Fraley and Shaver (1997) conducted an influential study
examining whether low levels of distress associated with dismissive
attachment reflected a relative absence of distress or an attempt to conceal
distress. Two experiments in their study focused on distress associated with
threat to the individual’s romantic attachment (abandonment by the partner)
in order to distinguish between the two competing hypotheses. The authors
reported that dismissive individuals displayed decreased cognition of
thoughts of abandonment and physiological arousal. Moreover, these
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individuals were not concealing distress; rather, they were able to suppress
the activation of the attachment system and avoid distress. These findings are
supported by the results of a study focusing on distress regulation and
attachment style associated with thoughts of death. In that study, avoidant
participants successfully engaged in strategies of distancing and suppression
to reduce distress without engaging in seeking support from others
(Mikulincer & Florian, 2000).
One explanation for the differences between the present study and past
experimental findings with regard to dismissive attachment may be the type
of stress-inducing events experienced. The current study extends previous
research in that the stress-inducing event was a real-life traumatic event and
the distress measured was peritraumatic distress. While it is acknowledged
that recollections may have been subject to some recall bias, not present in
experimental designs, there are a number advantages of measuring the stressinducing effect of a real-life traumatic experience. In the current study, the
participants reported experiencing a Criterion A1 event, during which their
physical and psychological integrity was in jeopardy. In contrast to the
experimental designs, the participants in the current study did not have the
option of withdrawing from the traumatic situation at any time. In addition,
the previously discussed studies revealed that, even in controlled, calm and
comfortable environments, experimental stressors were intense enough to
activate the attachment system. In contrast, being involved in a traumatic
event simultaneously activates the attachment system (Mikulincer et al.,
2006) and stress response systems.
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Previous research clearly demonstrates that dismissive individuals are
quite skilled in deactivating their attachment system and minimising distress.
However, the current research indicates that, when situational stressors are
extreme and the attachment and stress response systems are activated in
concert, the typical defences used by dismissive individuals become
overwhelmed. Consequently, in the sample in this study, peritraumatic
distress mediated the association between avoidant-dismissive attachment and
PTSD symptoms in a manner similar to that of individuals endorsing the
avoidant-fearful and preoccupied attachment styles.
These theoretical explanations of the current study findings are
offered in conjunction with previously established understandings of the
association of peritraumatic distress and PTSD in the trauma literature. The
results of the current study suggest that the individual differences in
peritraumatic distress can be explained within the framework of attachment
theory. In the trauma literature, cognitive appraisals and peritraumatic
responses are widely accepted as playing a critical role in the development of
PTSD symptoms. The current study tested whether this variable could serve
as a mediating factor in the association between the individual’s attachment
style (also widely accepted as guiding the individual’s behaviour and
responses in stressful situations) and PTSD symptom expression. The results
suggest that attachment style can explain, at least in part, individual
differences in this variable. Moreover, the current findings concerning the
mediating role of peritraumatic distress in the association between attachment
styles and PTSD symptom expression suggest that this individual difference
may be more predictable than random. Attachment theory is able to provide
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a comprehensive explanation regarding those most at risk of reacting to
traumatic situations with increased peritraumatic distress and consequently
developing PTSD symptoms.
Cognitive Appraisal of Perceived Support, PTSD Symptom Expression
and Attachment Style
The first phase of the present study aimed to evaluate the association
between the perceived availability of social support and PTSD symptoms. To
investigate this individual difference further, the associations among
perceived social support, adult attachment style and PTSD symptoms were
examined. King et al. (1999) described perceived social support as an
interpersonal resource in the recovery from traumatic events. The present
study’s findings support King et al.’s proposition, in that individuals who
endorsed the perception that social support was available to them also
endorsed decreased PTSD symptom expression. These findings are in line
with a number of theoretical perspectives in the trauma literature.
From the perspective of information-processing theories and social
cognitive theories, poor expectations of support availability tend to lead to
forms of coping that are typically avoidant in nature. Avoidant coping
strategies, including avoidance of seeking social support, are consistently
associated with detrimental outcomes. In particular, social support facilitates
the progressive editing and meaning-making required for the successful
integration of trauma information into autobiographical memory (e.g., Ehlers
& Clark, 2000; Foa & Kozak, 1986; Foa & Riggs, 1993; Foa et al., 1989).
When processing highly distressing information, the support of another is
instrumental in aiding the regulation of affect. When supported by others, the
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traumatised individual is better able to habituate or reassess stimulus and
integrate trauma information via cognitive reappraisal in progressively calmer
states (Brewin et al., 1996; Dalgleish, 2004). When the integration of the
trauma information into pre-existing schemata is compromised, as in the case
when the perception of available support is poor, PTSD symptoms are more
likely to develop (e.g., Brewin et al., 1996; Dalgleish, 2004; Ehlers & Clark,
2000; Foa & Kozak, 1986; Foa & Riggs, 1993; Foa et al., 1989; Horowitz,
1983).
Overall, the literature clearly illustrates the benefits of perceiving
social support as available, as this has been shown to reduce engagement in
avoidance coping, increase social support-seeking and decrease symptoms of
PTSD (e.g., King et al., 1999; Haden et al., 2007). While the trauma
literature highlights that this variable is a subjective individual difference in
the recovery from trauma, a comprehensive framework for understanding
why some people perceive support as available and others do not is lacking.
Cloitre et al. (2008) suggested that the complexity of understanding this
individual difference requires a coherent theory that is able to account for the
intra-psychic and social aspects of the individual.
Although attachment style and perceived availability of social support
have both been independently demonstrated as important in mental health
functioning following exposure to trauma, few studies have examined these
factors together in the context of PTSD. Of the limited studies conducted,
negative associations between secure attachment and PTSD symptoms in
conjunction with a positive association with perceived availability of support
are consistently reported (e.g., Besser & Neria, 2010; Cloitre et al., 2008;
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Mikulincer et al. cited in Mikulincer et al., 2006; O’Connor & Elklit, 2008).
In contrast, mixed findings are reported across these studies for associations
between perceived support and insecure attachment. This may be due to the
differences in sample characteristics as well as the measures of attachment
and perceived social support employed across the studies.
Consistent with previous research, in the current study, secure
attachment was negatively associated with PTSD symptoms and positively
associated with perceived availability of support (e.g., Besser & Neria, 2010,
2012; Cloitre et al., 2008; Mikulincer et al. cited in Mikulincer et al., 2006;
O’Connor & Elklit, 2008). Furthermore, secure attachment was the only
attachment style to be positively associated with perceived availability of
both family and peer support. However, only perceived availability of
family/confidants mediated the association between secure attachment style
and PTSD symptom expression in simple mediation analysis.
In contrast, perceived family support and perceived peer support were
both negatively associated with the three insecure attachment styles (with the
exception of no association of peer support with preoccupied attachment).
Simple mediation analyses revealed a significant effect for the perceived
availability of family/confidants in the analyses pertaining to preoccupied and
dismissive attachment styles. No mediation was evident when fearful
attachment was entered as the predictor variable or between any of the
insecure attachment styles and perceived availability of peer support.
The present results pertaining to heightened attachment anxiety and
positive association with PTSD symptoms, alongside negative associations
with perceived availability of support, are congruent with the findings

231

PSYCHOLOGICAL CORRELATES OF PTSD SYMPTOMS

reported by Besser and Neria (2010). In their study, conducted with a sample
of Israeli students evacuated from an area under missile attacks, attachment
anxiety but not avoidant attachment was associated with increased PTSD and
decreased perceptions of support. In commenting on their findings, the
authors suggested that individuals characterised as anxious are more
vulnerable to the effects of stress and distress.
The current findings of a negative association between perceived
availability of support and fearful and dismissive attachment are congruent
with the findings reported by O’Connor and Elklit (2008) in a study of
participants endorsing exposure to various lifetime traumas. Conversely, the
present findings indicated that preoccupied attachment was associated with
perceptions of the availability of support, which contradicts the findings
reported by O’Connor and Elklit.
It is noteworthy to consider that the differences in the results between
the current study and the studies of Besser and Neria (2010) and O’Connor
and Elklit (2008) may in part be due to the differences in the methodologies
employed in each of these studies. While all three studies examined PTSD,
perceived social support and adult attachment, different measures were used
to assess these constructs. When measuring perceived availability of support,
the present study was the only study to differentiate sources of support. Thus,
this differentiation in analysing sources of support may explain the
differences between O’Connor and Elklit’s findings on preoccupied
attachment and the present results. In the results of the present study, the
preoccupied attachment style was the only style of attachment not associated
with perceived availability of support from peers. On the other hand, in line
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with the postulates of attachment theory, preoccupied attachment was
negatively associated with perceptions of family/confidant support
availability. In the sample in the present study, across all four attachment
orientations, an individual’s perception of the availability of support from
family and confidants exerted far more influence on PTSD symptom
expression than the individual’s perception of the availability of support from
peers. Arguably, the identified differences between the sources of support
(family/confidant support vs. peer support) may reflect that, within the
participant’s family and/or circle of close confidants, at least one of those
individuals was a key attachment figure.
Overall, the current findings are generally consistent with those
reported previously, whereby negative expectations of social support are
shown to be associated with insecure attachment styles (Besser & Neria,
2010, 2012; Cloitre et al., 2008). While the current findings cannot be
directly compared to previous studies due to differences in methodology,
these findings are in line with the theoretical assumptions of attachment
theory regarding an individual’s internal working model of self in interaction
with significant others. Conceptually, the internal model associated with the
individual’s attachment style is associated with specific expectations about
the availability and responsiveness of significant others in distressing or
threatening situations. In other words, attachment style influences the
interpersonal resource of perceptions of available support in times of need,
which in turn reportedly influences psychological distress, wellbeing and
PTSD (Collins & Feeney, 2004).

233

PSYCHOLOGICAL CORRELATES OF PTSD SYMPTOMS

Secure attachment is often described as facilitating personal resources
that enable individuals to believe in their own coping efficacy, but also to
express their distress and seek help from others when required (Mikulincer &
Shaver, 2009). Secure attachment is consistently associated with greater
perceived availability of social support, congruent with beliefs that support
will be available when needed. In contrast, insecure attachment is
consistently associated with decreased perceptions of support availability
(Collins & Feeney, 2004). In the current study, this pattern of associations
was evident across the three insecure attachment patterns, but only with
respect to the perceived family/confidant support.
As the insecurely attached individuals were not expecting social
supports to be available, they may not have recognised the supportive
behaviours of others. In line with the attachment literature, this may reflect
the use of deactivating and hyper-activating strategies associated with the
insecure attachment patterns. Moreover, it is argued in the literature that
these types of strategies intensify negative views of others, with the effect of
maintaining these views even when disconfirming evidence is present (e.g.,
Mikulincer & Shaver, 2003; Shaver & Hazan, 1993).
In regard to the avoidant attachment styles and engagement in
deactivating strategies, Mikulincer and Shaver (2003) noted that this process
includes the diversion of attention away from all attachment-related
information, including negative and positive traits, intentions and behaviours
of others (Mikulincer & Shaver, 2003). As a result, the supportive actions of
others are either not identified or are processed shallowly, leading to the
memory of such displays of support being easily forgotten or difficult to
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retrieve. In this vein, it is also important to acknowledge that individuals
engaging in hyper-activating and deactivating strategies may elicit less
favourable offers of support from others. Deactivating strategies may signal
to potential caregivers that support is not required or wanted. In contrast, the
excessive emotionality and needy behaviours associated with hyperactivating strategies may exceed the resources of the caregiver, who
subsequently withdraws further support.
The fact that perceived availability of support acted as a simple
mediator between the preoccupied attachment style and PTSD symptom
expression, while having no mediating effect for fearful attachment, may be
due to differences in the working models. Characteristic of both the
preoccupied and fearful attachment styles is poor self-concept. Both are
cognisant of preconceived risks associated with attempting to seek support, or
even acknowledging the offer of support. Appraisals of unavailability of
support are likely to be based on the individual’s beliefs of rejection from
others due to being unworthy and unlovable. However, the differences in
perceptions of others between these two attachment styles may also explain
the disparity in perceptions of support availability.
A positive concept of others is characteristic of preoccupied
attachment, manifested through idealising and criticising significant others.
Previous relational interactions with others, indicative of attachment needs
being met in a haphazard manner, result in what Shaver and Hazan (1993)
described as establishing a partial reinforcement schedule of support-seeking,
where receiving support is the reward. Significant others are seen as a refuge
to which the preoccupied individual actively continues to seek proximity
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(albeit finding the level of support available unsatisfactory), forcing others to
attend to their excessive attachment needs. Although seeking support is
associated with frustration and distress, the reward of attention and support is
considered a goal worth pursuing, and this is done with vigour (Bartholomew,
1990; Bartholomew & Horowitz, 1991; Shaver & Hazan, 1993).
Fearfully attached individuals, however, do not idealise significant
others, and while they still wish for personal contact and support, such
individuals may consider the risks and costs too painful. Consequently, they
avoid seeking or acknowledging the supportive efforts of others. This may be
indicative of deactivating strategies being overwhelmed by negative thoughts
and emotions and failing in highly stressful situations. Although the
attachment system may remain activated, these attachment behaviours are
congruent with deactivation (Shaver & Mikulincer, 2002).
Like the fearful individuals, the dismissive individuals are also
avoidant, albeit for different reasons. As the dismissive individuals have
quite positive concepts of the self and poor concepts of others, this pattern
results in characteristic self-reliance and minimisation of the need or desire
for close interpersonal relationships. Nevertheless, extant studies have shown
that, when overwhelmed, dismissive individuals do engage in proximityseeking with attachment figures (Holmberg et al., 2011; Mikulincer et al.,
2000; Mikulincer et al., 2002). Previous research has reported that, in high
stress situations, dismissive individuals initially engage in distancing
strategies. Unlike those characterised by the other attachment styles, they are
more likely to seek family support later, and are unlikely to seek support from
friends or peers (Holmberg et al., 2011).
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While the dismissive individual may fail to identify the supportive
behaviours of others due to poor expectations, the results in the present study
indicate that the dismissive individuals may not avoid social support to the
same degree as the fearful who may interpret seemingly unavailable social
support or perceived negative interactions as personal rejection and evidence
of personal inadequacy. On the other hand, the dismissive individual is likely
to perceive the unavailability of support or the possibility of unsatisfactory
support as a shortcoming of the person attempting to support them. This
proposition is in line with the wider literature in which the focus of the
relational interactions of distressed dismissive individuals is an overinflated
focus on their own strengths, while overtly pointing to the weaknesses of
others (Shaver & Mikulincer, 2007). In this sense, the risks to the dismissive
individual in attempting to seek out social support seem far less costly
compared to the risks to the fearfully attached individuals.
Posttraumatic Coping, PTSD Symptom Expression and Attachment
Style
Prominent in many theoretical perspectives and models of PTSD is the
understanding that posttraumatic coping is instrumental in the recovery from
exposure to traumatic events (e.g., Ehlers & Clark, 2000). Three strategies of
coping were examined in Study one of the current research, namely, adaptive
coping, maladaptive coping, and engaging in dissociative behaviours. As
expected, maladaptive coping and engaging in dissociative behaviours were
both positively associated with PTSD symptoms. On the other hand,
engaging in adaptive coping strategies was associated with decreased PTSD
symptoms. These findings are consistent with those reported by Riolli and
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Savicki (2010), whose study of a sample of soldiers revealed that positive
reinterpretation, social support, humour and active coping strategies were
associated with overall decreased psychological symptoms. In contrast,
venting emotions, denial, mental disengagement, behavioural disengagement
and the use of alcohol and drugs were all positively associated with
psychological symptoms. Riolli and Savicki (2010) also reported that, even
though the participants in their study engaged in adaptive strategies more
frequently, maladaptive coping had a more powerful and detrimental impact
on psychological symptoms. As Ehlers and Clark (2000) suggested,
commonly adopted maladaptive behavioural strategies inhibit the integration
of trauma information and perpetuate symptomology during the workingthrough process and posttraumatic phase.
In the present study, dispositional dissociation was also assessed, and
was found to be indicative of maladaptive posttraumatic coping. While
thought to be somewhat automated, dissociation is induced by internal and
external stimuli (e.g., memories, trauma cues) (Brewin et al., 2010; Briere et
al., 2005; Felmingham et al., 2008). The results obtained in the current study
concur with those reported in a number of previous studies in that increased
dispositional dissociation is found to be positively associated with increased
PTSD symptoms (e.g., Briere et al., 2005; McCaslin et al., 2008; Murray et
al., 2002). According to Ehlers and Clark (2000), engaging in the strategy of
dissociation is detrimental to the recovery from trauma and leads to, and
maintains, PTSD symptoms. This occurs because dissociative behaviours
impede the processing of the trauma information, preventing the individual
from altering negative appraisals of the trauma or the meanings of the trauma.
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Overall, the present findings are congruent with theoretical assertions
and empirical evidence reported in the coping and trauma literature. It is
widely accepted that coping strategies represented by negative appraisals,
suppression, dissociation, avoidance and disengagement are associated with
PTSD symptom development/maintenance. In contrast, coping strategies that
engage the source of distress and accompanying emotions tend to be
associated with more positive psychological outcomes, leading to decreased
PTSD. These associations are explained by the view that posttraumatic
coping is a mechanism that supports or impedes the integration of the
sensory, emotional and cognitive elements of trauma information into a
cohesive whole (e.g., Brewin et al., 2000b; Brewin et al., 2010; Ehlers &
Clark, 2000; Foa, 1989, 1991; Horowitz, 1983; Mowrer, 1960).
In the present study, in order to further understand the individual
differences in coping in association with PTSD symptoms, an examination of
coping in relation to the association of attachment style and PTSD symptoms
was conducted. The analyses indicated that secure attachment was the only
attachment style to be significantly associated with adaptive coping.
However, adaptive coping did not mediate the associations between secure
attachment style and PTSD symptom expression. In contrast, none of the
three insecure patterns of attachment was associated with adaptive coping
strategies. Secure attachment was negatively associated with both
engagement in dissociative experiences and maladaptive coping strategies. In
addition, both of these variables mediated the association between secure
attachment and decreased PTSD symptom expression.
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In contrast, engaging in dissociative experiences and engaging in
maladaptive coping were positively associated with preoccupied and fearful
attachment styles. Both coping variables were significant mediators between
these attachment styles and PTSD symptom expression. While a significant
mediating effect was evident for engaging in dissociative experiences in the
association between dismissive attachment and PTSD symptoms, no
association was evident between dismissive attachment and maladaptive
coping.
According to Lazarus and Folkman’s (1984) model of coping, a
number of individual differences exist in association with psychological and
social adjustment outcomes in the face of adversity. Most important are
individual differences in the appraisal of stressful situations, in the belief in
the ability to cope with stressful situations, and in the reliance on effective or
ineffective ways of coping. Attachment theory is well placed to interpret
such differences, as these factors are considered to be stable characteristics of
coping strategies associated with working models of attachment styles.
The present findings partially support those reported by Holmberg et
al. (2011), who examined attachment and coping in a sample comprised of
romantic couples. Their analysis revealed that neither anxious nor avoidant
attachment was associated with coping behaviours which aimed to actively
engage and resolve the problem. In addition, study participants exhibiting the
preoccupied attachment style reported increased engagement in denial,
substance use, venting, self-distraction and disengagement. However, no
association was evident between fearful and dismissive attachment styles and
these same coping strategies. Holmberg et al. suggested that avoidant
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individuals possess limited self-awareness of their internal processes.
Furthermore, this limited awareness leads to engagement in automated
deactivating strategies to the point where these individuals are not fully aware
of the avoidant strategies in which they engage. The authors also suggested
that, in turn, the under-reporting of these activities in terms of general coping
is likely in avoidant individuals.
In the present study, a mediating effect of maladaptive coping
between fearful attachment and PTSD symptoms was evident. On the other
hand, dismissive attachment was not associated with maladaptive coping
strategies. The lack of a significant association between dismissive
attachment and maladaptive coping strategies is consistent with Holmberg et
al.’s (2011) findings. However, in the present study, a positive and
significant association was evidenced between engagement in dissociative
behaviours and dismissive attachment style. These findings suggest that,
rather than under-reporting or lacking awareness of their coping behaviours,
the dismissive individuals’ engagement in dissociative experiences
successfully inhibited distress and activation of the attachment system;
thereby reducing the need to engage in further coping strategies.
Arguably, this explanation fits with attachment theory, which
describes secondary strategies of deactivation as characteristic of the emotion
regulation methods of avoidant attachment. Engaging in dissociative
behaviours allows for the suppression of information that may
threaten/activate the attachment system; thus, permitting these individuals to
avoid, manage or mitigate unwanted psychological and physiological distress
(Shaver & Mikulincer, 2007). In the sample in the current study, this strategy
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appeared to have successfully mitigated distress, eliminating the need to
engage in further avoidant strategies.
However, this explanation does not apply to the fearfully avoidant
attachment style. The pattern of associations between ineffective coping
behaviours and fearful attachment revealed in the current study is inconsistent
with the pattern revealed in Holmberg et al.’s (2011) study. One explanation
for this disparity is the difference between the samples employed in the two
studies: Holmberg et al.’s sample was comprised of romantic couples whose
selection for participation in the study was not based on exposure to a
previous trauma. In the current study, even after controlling for relationship
status, fearful attachment was associated with maladaptive coping strategies.
Thus, a more likely explanation for the differences in findings is that the poor
concept of self, associated with fearful attachment but absent in dismissive
individuals, is an important difference in the context of coping.
The results of the present series of studies show that, while the
dismissively attached individuals only engaged in dissociation without the
need to engage in further avoidance strategies, the fearfully attached
individuals engaged in both maladaptive strategies, that is, in both
disassociation and avoidance. This may indicate that heightened anxiety in
fearfully attached individuals may make them less efficient at suppressing
unwanted internal and/or external stimuli, leading to the employment of
further strategies in order to avoid or disengage from unwanted stimuli. In
the sample in the present study, the dismissive attachment characteristics of
positive regard for the self and increased self-reliance may, to some extent,
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have attenuated the engagement in maladaptive coping strategies beyond
dissociative experiences.
The trauma literature offers ample empirical evidence supporting the
detrimental impact of dissociation on the maintenance of PTSD symptoms
(e.g., Hagenaars, van Minnen & Hoogduin, 2007; McCaslin et al., 2008;
Murray et al., 2002). Dissociation following a traumatic experience appears
to be a compensatory self-protective adaptation to threat (International
Society for the Study of Trauma and Dissociation, 2011). In contemporary
psychology, most theorists agree that dissociation is a defensive coping
strategy that is, at least initially, an automatic psychological defence
mechanism. It may, however, be engaged purposefully, allowing the
individual to withdraw mentally from overwhelming psychic and physical
pain and/or inescapable circumstances (Brewin et al., 2010). This coping
strategy, whether automatic or not, is seen as a mechanism of downregulating the emotional experience of psychological distress (Brewin et al.,
2010; Briere, 2005; Felmingham et al., 2008). Both Brewin et al. (2010) and
Ehlers and Clark (2000) suggested that dissociation is a commonly engaged
maladaptive coping strategy in the posttraumatic processing of trauma
information. Whether or not dissociation is an automatic or purposeful
mechanism, both theoretical perspectives argue that engaging in dissociation
inhibits the successful integration of trauma information into existing
memory stores.
The review of literature in this thesis has not revealed any published
research simultaneously examining adult attachment, PTSD symptoms, the
engagement in dissociative experiences and non-specific trauma, as is the

243

PSYCHOLOGICAL CORRELATES OF PTSD SYMPTOMS

case in this study. Instead, the extensive research primarily focuses on
individuals who were exposed to childhood and adolescent traumas, such as
neglect, physical and sexual abuse, and victimisation. Interpersonal trauma
experiences during childhood development are especially likely to affect the
developing attachment system (Sandberg, 2010). Comparisons between
existing research and this sample are, therefore, limited. In the current study,
the trauma experienced was not necessarily an attachment-related trauma and
did not necessarily occur in childhood or adolescence.
Although direct comparisons to previous research are not possible, the
current findings support the assertions made in the attachment literature, in
that increased dissociation was found to be associated with insecure
attachment and decreased dissociation was found to be associated with secure
attachment (e.g., Coe et al., 1995; Liotti, 1992, 2006; Sandberg, 2010). Coe
et al. (1995) pointed to the fact that, although many children/adolescents may
experience trauma throughout critical developmental stages, a secure base of
attachment may attenuate the impact of the trauma. Coe et al. further
suggested that securely attached children and adolescents heal from trauma in
warm, supportive and protective environments with trusted caregivers. For
insecurely attached individuals, the absence of appropriate parental responses
in times of distress leads to the development of strategies such as
dissociating, as a means of down-regulating their emotions and emotional
responses.
Fundamental to the present study is the idea that an individual’s adult
attachment pattern reflects the risk and protective factors throughout
development and ongoing personal growth over the lifespan. Therefore, the

244

PSYCHOLOGICAL CORRELATES OF PTSD SYMPTOMS

association between dissociation as a means of coping and insecure
attachment patterns in the current sample was expected. Importantly, in the
present study, dissociation was a mediating variable in the association
between attachment style and PTSD symptoms across all attachment styles.
In this respect, the results in the present study support the findings in the
attachment and dissociation literature and extend previous findings to include
adults who report exposure to mixed trauma.
In summary, a number of underlying mechanisms were evident in the
association between attachment styles and PTSD. The final model for secure
attachment revealed that peritraumatic distress, dissociative experiences,
maladaptive coping and perceived availability of family/confidant support
were all mediating variables in the relationship between secure attachment
and PTSD symptoms. When considered simultaneously, the perceived
availability of family/confidant support was less important in the pathway to
decreased PTSD symptoms, as evidenced by the absence of a significant
direct effect in the final model. Evidently, in the current sample, rather than
the adaptive responses, behaviours and appraisals in which the securely
attached individuals engaged, the reduction in PTSD symptom expression
was due to the maladaptive responses, behaviours and appraisals in which
they did not engage.
A number of well-established individual differences are recognised in
the trauma literature as reducing the likelihood of developing PTSD
symptoms after trauma exposure. Individuals least likely to develop
symptoms of PTSD are those characterised as having positive personal
schemas of the self and worldviews, as well as possessing normally
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functioning stress response systems, positive expectations of help being
available when required, and the ability to process difficult and threatening
new information into pre-existing self schemas (e.g., Brewin et al., 1996;
Dalgleish, 2004; Ehlers & Clark, 2000; Foa & Kozak, 1986; Foa & Riggs,
1993; Foa et al., 1989, 1992; Horowitz, 1983; Janoff-Bulman, 1992). These
same attributes are indicative of individuals with a secure attachment style.
These results indicate that secure attachment facilitates decreased PTSD
symptom expression and, in the present study, this is explained through what
appear to be appropriate peritraumatic responses and effective posttraumatic
coping and appraisal strategies.
In contrast, these apparent protective personal attributes established in
the trauma literature are not characteristic of the three insecure attachment
styles. Interestingly, the final models for the preoccupied and fearful
attachment styles demonstrated very similar pathways to PTSD symptom
expression. In both the final models, increased peritraumatic distress and
maladaptive coping, including engaging in dissociative experiences,
evidenced direct effects. However, unlike the fearful attachment style, the
perceived availability of family/confidant support was a simple mediator
between the preoccupied attachment style and PTSD symptoms. The
differences between these models, while subtle, highlight the possible
difference in relational motivations, and are congruent with the theory of
attachment.
The final model depicting the mechanisms involved in the association
between the dismissive attachment style and PTSD symptom expression was
somewhat perplexing. On one hand, the lack of engagement in adaptive and
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maladaptive coping strategies may indicate a lack of distress to cope with.
On the other hand, dismissive attachment was significantly and negatively
associated with the perceived lack of both family/confidant and peer support.
Previous research has established that, when dismissively attached
individuals experience severe or prolonged distress, they engage in supportseeking behaviours (e.g., Holmberg et al., 2011). In the current sample,
increased perceptions of the lack of support from family/confidants mediated
an increase in PTSD symptoms. Therefore, merely citing the absence of
distress to cope with is an overly simplistic explanation for this finding.
The final model revealed that more automated responses of
peritraumatic distress and dissociation were the most important pathways to
PTSD symptom expression in the dismissive attachment group. Engaging in
adaptive and/or maladaptive coping strategies is within the control of an
individual, whereas brain and nervous system responses to overwhelming
stimuli (peritraumatic distress and dissociation) are not. Alternatively,
engaging in dissociative behaviours may be effective enough to prevent
overwhelming emotions and the need to use alternate coping strategies.
Overall, the findings regarding the four models tested in the present study
support the well-established theoretical and empirical assertions of the
association between a number of proposed robust predictors and PTSD. In
addition, attachment theory is able to provide further depth of understanding
of who is likely to engage in these constructs of individual differences
associated with PTSD.
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Strengths, Limitations and Future Directions
The exploratory research conducted in Study one to investigate the
mechanisms underlying the associations between attachment styles and PTSD
symptoms yielded a number of interesting findings. Moreover, these findings
can be explained within the framework of adult attachment theory. Most
promising is the finding that, just as each attachment pattern is unique, so too
are the pathways between attachment patterns and PTSD symptom
expression. However, when interpreting these findings, several limitations of
this study have to be taken into account.
In this thesis, the criterion of exposure to trauma was limited to the
participants’ endorsements of trauma events that they were personally
involved in or central to. Therefore, other DSM-IV-TR and DSM-5 criteria
for defining traumatic events were not accounted for. These include
witnessing a trauma involving another person, learning about a trauma to
another person, and repeated exposure to aversive details of a trauma event
(commonly associated with employment). Thus, these findings may not
generalise to trauma events outside the range of being personally involved
and central to a traumatic event that included actual threat of physical harm or
death, or an event that resulted in physical harm to the individual.
Although the PCL-C (Weathers et al., 1993) is an excellent indicator
of posttraumatic stress, this measure was not used to diagnose PTSD.
Therefore, several predictors relevant to the psychological outcome of
trauma, such as accumulative trauma exposure, prior psychological
adjustment, family history of psychopathology, trauma characteristics and
peritraumatic dissociation, were not included. Thus, further research is
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required to examine the present findings in the context of actual PTSD and
other known predictors of PTSD. In addition, the PCL-C (Weathers et al.,
1993) was designed to assess the DSM-IV (1994) PTSD diagnostic Criteria B,
C and D for PTSD symptoms of intrusion (Criteria B), avoidance (Criteria C)
and hyper-arousal (Criteria D). The subsequent modification of these criteria,
through the inclusion of new criteria and symptoms in the DSM-5, requires
future research to examine the present findings in the context of the new
diagnostic criteria as set down by the DSM-5.
The current study was based on a cross-sectional design with
retrospective reports of peritraumatic distress. Therefore, it is acknowledged
that recall may decay with time or be biased by current levels of symptom
expression (Brewin et al., 1996; Brunet, 2001; Ehlers & Clark, 2000). While
diagnosis of PTSD is contingent upon the event occurring one month prior to
diagnosis, in reality, people often do not seek assistance for many years after
the incident. Thus, in a clinical environment, the information given by clients
is subject to the same recall biases. In addition, conducting research while an
individual is experiencing a traumatic incident would not only be difficult,
but may raise a number of ethical concerns in many circumstances. Hence,
retrospective report was deemed to be appropriate in the current design. In
the current study, the requirement that participants complete the PDI in
relation to a single or worst trauma event may not have captured the potential
contribution of trauma other than that of the indexed event in the self-report
of PTSD symptoms. However, numerous studies have reported that the
retrospective and prospective assessment of peritraumatic emotional distress
assessing an indexed trauma has been prospectively predictive of a
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subsequent PTSD diagnosis (Kangas, Henry & Bryant, 2005; O’Donnell et
al., 2010).
In measuring attachment, a number of limitations must be
acknowledged in view of the reliance on self-report data and the single source
of information regarding attachment style. There is ongoing debate
concerning the best method of measuring attachment (interview vs. selfreport) (Bartholomew, 1990). Self-report measures are criticised for only
capturing consciously-held beliefs and feelings of the individual. Interview
and observational methods have been argued to identify more insightful
aspects of the attachment system beyond the individual’s awareness and may,
therefore, yield different results (Declercq & Palmans, 2006). However,
moderate correlations among self-report measures of attachment and
interview-based assessments are consistently reported (Bartholomew &
Moretti, 2002; Fraley & Shaver, 1999; Griffin & Bartholomew, 1994).
Therefore, the decision to use a self-report measure of attachment style is not
considered to undermine the findings of the present study.
Within the attachment literature, there are also vigorous debates
regarding the classification of attachment styles. Some researchers prefer the
original three-style model proposed by Ainsworth et al. (1978), consisting of
secure, anxious and avoidant, while others support the four-style model,
where the avoidant style is divided into dismissive and fearful (Bartholomew
& Horowitz, 1991). The results of the current study appear to lend support to
the latter model, as there were distinct differences between the dismissive and
fearful attachment patterns.
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Analysis in the present study revealed that the Cronbach’s alpha
values for the secure and preoccupied attachment subscales (.56 and .59,
respectively) were clearly below a generally preferred alpha coefficient of
.70. The most likely effect of lower than preferred alpha coefficients is
understating the strength of relationships, resulting in greater risk of Type II
error. As previously noted, Griffin and Bartholomew (1994) suggested that
the low degree of homogeneity of these scales is due to the scale items
tapping into the two dimensions simultaneously (model of self and other) as
opposed to the small number of items or poorly considered questions. The
RSQ is a widely used measure and, in previous validation studies, its
construct validity (e.g., Backstrom & Holmes, 2001; Griffin & Bartholomew,
1994), convergent validity (e.g., Brennan et al., 1991) and test retest validity
(e.g., Griffin & Bartholomew, 1994) have been demonstrated.
In regard to measuring coping behaviours using the Brief COPE, in
this study, coping strategies were categorised as adaptive or maladaptive
strategies. While this may be somewhat controversial, the decision to do so
was grounded in well-established theoretical principles and empirical
findings (Meyer, 2001; Yi-Frazier, 2010; Coomber & King, 2012; Vosvick et
al., 2003). In complex models that include several constructs, it would be
difficult to include a comprehensive number of possible coping strategies.
Therefore, the decision was made to reduce the number of coping variables
based on sound theoretical reasoning. In the extant literature, coping
strategies are grouped in many ways; for example, problem-focused vs.
emotion-focused, adaptive vs. maladaptive. Generally, these groups define
strategies based on focusing on the stressor and/or associated emotions, or on
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avoiding and disengaging from the emotions associated with the stressor
(Carver & Connor-Smith, 2010). As Carver and Connor-Smith (2010) point
out, it is most useful to consider the context of the coping strategies under
investigation. As revealed in the review of literature regarding coping
strategies and trauma, the coping strategies defined as adaptive or
maladaptive in this study were consistent with previous research reported in
the trauma and coping literature (see Chapter Six).
A final limitation in Study one stems from the cross-sectional and
correlational study design which prohibited the determination of the direction
of the association between attachment and peritraumatic distress, coping
behaviours and appraisals, and PTSD symptoms. Consequently, further
research based on a prospective and longitudinal study design is required to
determine whether the constructs of coping, appraisal and PTSD symptom
expression influence attachment patterns, or whether attachment patterns
influence these constructs. Extensive literature regarding the attachment
system demonstrates unique neurobiological differences and stress responses
according to attachment styles. In addition, Mikulincer and Shaver’s (2003)
model of attachment system activation and functioning in adulthood depicts
the attachment system and working model as a guide for behaviours in the
face of adversity and extreme distress. This model is widely supported in the
literature and with empirical evidence. The results of the current study also
lend support to this model. Therefore, it is highly plausible that attachment
style influences peritraumatic reactions, posttraumatic coping and appraisals,
and PTSD symptom expression.
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Despite these limitations, the current results, when interpreted in
conjunction with the findings reported in similar studies, support the premise
that attachment style is associated with PTSD symptom expression. In
addition, unique pathways exist between attachment orientation,
peritraumatic and posttraumatic mediators, and PTSD symptoms. When
examining robust predictors of PTSD symptoms, the findings indicate that
posttraumatic distress, coping responses and appraisals of support availability
can buffer or heighten PTSD symptom expression. When considering these
known predictors of PTSD as a cohesive set of responses, behaviours and
cognitions within the theoretical framework of attachment theory, the results
of this study suggest that unique patterns of conscious and unconscious
behaviours emerge in line with particular attachment styles. These findings
underscore the importance of examining robust predictors in peritraumatic
and posttraumatic processes as a set of individual differences and within a
comprehensive theoretical framework. Attachment theory not only offers a
detailed explanation for the association between attachment patterns and the
mediator variables, but also is able to explain individual differences
associated with PTSD according to attachment style within contemporary
theories and models of PTSD.
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Chapter Eleven
Study Two
In a sample of individuals who identified as being a victim of a
trauma, Study one examined the well-established individual differences in the
development and maintenance of PTSD symptoms. In Study two, data
pertaining to the constructs investigated in Study one were obtained from
individuals who rendered assistance in a DSM-IV Criterion A1 trauma event
by happenstance or as part of the roles and duties of their employment. The
aim of Study two is to determine whether the well-established robust
predictors under examination varied as a function of the type of involvement
in trauma exposure. Moreover, the goal is to establish whether or not
heterogeneity exists among individuals whose involvement in trauma was
central to the trauma event, whose involvement was on the basis of
intervening to help another person as part of the duties of employment, or
whose involvement was on the basis of intervening to help another person by
happenstance.
Within the trauma literature, few studies have examined the impact of
trauma on those who intervene by happenstance and even fewer still have
compared the groups under study beyond prevalence rates. Thus, in order to
address this research gap, the current study explores the role of involvement
in trauma, whereby the participants: (a) were central to a trauma (Study one),
(b) intervened to help another as a part of the roles/duties of employment, and
(c) intervened to help another due to happenstance.
Previous theoretical and empirical evidence indicates that each of these
groups is likely to experience a trauma event differently. This, in turn, leads
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to peritraumatic and posttraumatic responses unique to their involvement in
the trauma experience, affecting the outcomes of PTSD symptoms. It is
widely accepted in the trauma literature that trauma characteristics play an
important role in the subsequent development of PTSD. For example, higher
rates of PTSD are reported in individuals who experienced the trauma of
sexual violence (Breslau et al., 1998; Creamer et al., 2001; Kessler et al.,
1995), combat (Kessler et al., 1995, Kulka et al., 1990), assaultive violence
and the sudden death of a loved one (e.g., Breslau et al., 1998).
A number of authors including Shakespeare-Finch, Smith, Gow,
Embelton and Baird (2003) suggest that individuals who render assistance to
others, such as first responders, experience trauma indirectly. Moreover,
these authors suggest that people who experience trauma indirectly, rather
than from being centrally involved in the event, also experience negative
psychological outcomes, although often to a lesser degree. The current study
aims to investigate this proposition. Thus, in this context, it is important to
differentiate between those who intervened as a part of the roles/duties of
employment (and are likely to draw upon workplace cultures and
organisational emergency protocols) and those who helped others by
happenstance.
Recognised as intrinsic to the functioning of organisations, workplace
cultures encompass the core identity of the organisation and its members.
This is essential in determining what values are upheld, what norms are
followed, and which behaviours are expected (Schraeder & Self, 2003).
These unwritten organisational rules and assumptions are instrumental in the
socialisation of new members. For example, the police force has traditionally
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been, and still is, a male-dominated profession. Its organisational model
resembles paramilitary administrative traditions including a hierarchical and
authoritarian style of management (Silvestri, 2007). A number of authors
have reported findings on the workplace culture within the Australian police
force, including the role of the police culture and alcohol consumption. The
findings have suggested that a drinking culture exists, whereby alcohol
consumption is a means of socialising with other members, as well as coping
and seeking social support. This widely accepted practice within the
organisation includes male and female members (Davey, Obst & Sheehan,
2001; McNeill & Wilson, 1993; McNeill, 1996; Obst, Davey & Sheehan,
2001; Shanahan, 1992). Workplace cultures emerge within different
organisations for different reasons and take distinct forms, thus, the context of
employment is important in understanding the results obtained in this study.
Within Australian legislation, the Work Health and Safety Act 2011
(Cth) provides general principles and guidelines mandating that the
conditions of a workplace must prevent and/or minimise the harms of
potential critical incidents. In addition, all critical incidents must be reported
and investigated, and provisions must be made for appropriate services aimed
at protecting the health and safety of employees. It is reasonable to assume
that for individuals in this study sample who intervened as part of the
roles/duties of their employment, their respective organisations provided: (a)
an organisational protocol to follow in the event of a critical incident, and (b)
provision of some form of assistance under the Australian legislation
according to individual industry codes (Safe Work Australia, 2012).
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In contrast, for individuals who intervene by happenstance, preestablished structures of social support, debriefing (formal or informal) and
emergency protocols are not necessarily available. Given the paucity of
research focusing on this group, it seems that previous trauma research (using
the DSM-IV criteria for exposure to a trauma event) has assumed that
individuals who intervened in a trauma event by happenstance and
individuals who were central to a trauma are a homogeneous group.
However, in the current study, this assumption is challenged, as it fails to
acknowledge that individuals who were central to a trauma event are
considered victims and are thus afforded legal, medical, psychological and
social support where necessary.
In contrast, involvement in a trauma event on the basis of rendering
assistance to another by happenstance does not automatically afford the
individual those same supports. This may be especially true if, in the
aftermath of the event, the intervener is involved in legal proceedings (e.g., as
a witness) and/or their actions and motivations are publicly scrutinised (e.g.,
as an act of heroism), without acknowledging or addressing the fact that the
individual was exposed to a traumatic event. Thus, the experience of the
trauma event and posttraumatic coping may be different for those rendering
assistance by happenstance, in comparison to those central to trauma.
A review of the extant literature at the time of this study reveals that
studies conducted to understand the impact of rendering assistance to another
during a trauma tended to employ samples of participants engaged in highrisk occupations, volunteers in high-risk situations and relief workers: all of
whom are members of structured organisations. Within the trauma literature,
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few published studies exist concerning those individuals who intervened to
help another by happenstance. In particular, it appears that no studies have
compared the three types of trauma exposure under examination in the
present study. Thus, in order to address this research gap, an important
aspect of this investigation is examining the impact of intervening to help
another by happenstance. Consequently, the participants in this study were
asked to indicate whether their intervention to help another in a trauma event
was due to happenstance or due to the roles/duties of their employment. The
following review of the empirical evidence on psychological outcomes
according to the individual’s type of involvement in a trauma clearly
highlights the need for further exploration in this area of trauma research.
Research indicates that critical responders are not a homogeneous
population. The reported prevalence rates of PTSD in critical responders
vary between professions, even when responders from different occupations
attend the same disaster. Explanations for these findings consistently suggest
that differences in roles, trauma exposure, repeated experience and training
are responsible for the variances in prevalence rates (e.g., Berger et al., 2012;
Fullerton, Ursano & Wang, 2004; Perrin et al., 2007). Discrepancies in
prevalence rates also occur within the same professions; this is said to
indicate that individual differences also play an important role in the
development of PTSD in high-risk occupations (e.g., Carlier, Lamberts,
Berthold & Gersons, 2000; Clohessy & Ehlers, 1999; Kirby, ShakespeareFinch & Palk, 2011).
A substantial body of research exists on employment-related exposure
to critical incidences and PTSD prevalence. A meta-analysis investigating
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the PTSD prevalence rates in rescue workers in 14 Western and developing
countries revealed that the pooled prevalence rate of 10% for the rescue
workers was considerably higher than in the general populations of many
countries (Berger et al., 2012). For example, epidemiological studies
estimate 12-month prevalence rates of 1.3% for Australia (Creamer et al.,
2001) and 3.6% for the US (Narrow, Rae, Robins & Regier, 2002).
Among occupational roles, Berger et al. (2012) reported that police
officers endorsed the lowest PTSD rates and ambulance officers endorsed the
highest. The authors did not report any significant differences between
professional and non-professional rescuers. However, this finding may
reflect that, in their study design, volunteers and trainees of professional
rescue organisations formed one group. However, the wider research
indicates that professional and volunteer rescue workers and individuals who
render assistance during disasters (not associated with formal organisations,
and with no training) are not a homogenous group.
Perrin et al. (2007) compared prevalence and risk factors of PTSD
across different occupations involved in the rescue, recovery and clean-up
work at the World Trade Centre site following 9/11. The participants were
members of the police force, firefighters, emergency services and
medical/disaster personnel, construction and engineering workers, sanitation
employees, other government agency staff, members of volunteer
organisations (e.g., Red Cross) and unaffiliated volunteers (members of the
general public who reported occupations unrelated to rescue and recovery
work). The participants in the study had completed at least one shift between
September 11, 2001 and June 30, 2002. The baseline data used in the
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analyses were collected from September 2003 to November 2004. Probable
PTSD was assessed using a combination of meeting the DSM-IV diagnostic
criteria (the presence of at least one re-experiencing symptom, three
avoidance symptoms and two hyper-arousal symptoms) and reaching a
standard cut-off score of 44 on the PCL-C. The study findings revealed
disparate rates of PTSD according to occupation as follows: police (6.2%),
members of volunteer organisations (7.2%), sanitation employees (10.6%),
emergency services and medical/disaster personnel (11.6%), other
government agency staff (11.8%), firefighters (12.2%),
construction/engineering workers (17.8%) and unaffiliated volunteers from
the public (21.2%). In their interpretation of the results, the researchers stated
that there was an increased likelihood of developing PTSD symptoms in
individuals whose occupations did not include previous training for
emergency or disaster work. Moreover, they suggested that the protective
value of previous training was likely to occur via increased self-efficacy or
internal locus of control. Further support for this proposition was apparent in
the finding of increased PTSD in participants who were required to engage in
tasks outside of their training (e.g., emergency services and medical/disaster
personnel who engaged in firefighting).
In addition, witnessing trauma significantly increased the risk of PTSD
for construction/engineering workers, members of volunteer organisations,
unaffiliated volunteers and staff of other government agencies. However, this
increase was absent in those whose daily employment involved exposure to
critical incidents (police, firefighters and emergency services personnel). In
contrast, threat to the individual’s life significantly predicted PTSD across all
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groups. The authors suggested that desensitisation to trauma exposure by
those who regularly attended critical incidents may have attenuated the
negative impact on PTSD symptom development. The impact of threat to the
individual’s own life, on the other hand, was unlikely to be open to
modification by repeated experience.
As in Berger et al.’s (2012) review, police officers in Perrin et al.’s
(2007) study reported the lowest PTSD rates. Perrin et al. speculated this
might be due to differences in occupational screening procedures which have
resulted in police officers being a more resilient workforce than other
professional rescuers. An alternative explanation suggested by Perrin et al.
for the low reporting of symptoms in the police force, compared to other
critical response services, was the difference in consequences of reporting
psychological symptoms for individuals who carry firearms as part of their
employment. A third alternative explanation offered by the researchers was
that, for the firefighters involved in their study, bereavement and selfidentification with many of the victims may have led to increased distress and
PTSD symptoms. In the 9/11 attacks, the fire service lost six times as many
personnel than the police force, and funeral services were still being held up
until September 2003. Overall, the findings reported by Perrin et al. clearly
indicate that individual differences, as well as event characteristics, including
the individual’s occupation and previous training, play an important role in
PTSD symptom development.
Similarly, Hagh-Shenas, Goodarzi, Dehbozorgi and Farashbandi (2005)
conducted research employing a sample comprised of professional rescuers
(Red Cross and firefighters) and spontaneous volunteers (local university
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students with no affiliations to formal emergency service organisations)
following the Bam earthquake in Iran in 2003. Analysis of data collected 7390 days post-earthquake revealed that the student volunteers’ overall
psychological status was poorer than that of the Red Cross workers and
firefighters. The student volunteers also endorsed considerably more PTSD
symptoms. According to the study findings, 34% of the student sample
reached the cut-off point for probable PTSD, compared to 2.7% of the
firefighters and 5.5% of the Red Cross workers.
Hagh-Shenas et al. (2005) explained their findings as reflecting
differences in the protective value of pre-trauma training and experience, and
posttraumatic support. Moreover, the authors made an important point in
relation to the interaction of training and experience and posttraumatic
support. They noted that the student volunteers reported arriving in and
leaving the affected area individually. In contrast, the firefighters and Red
Cross workers arrived and left as teams. The authors suggest that, within this
environment, numerous group interaction effects would have been present,
including informal debriefing and group support. In addition, the strength of
the effectiveness of such interactions increased due to the experience and
guidance of team leaders.
Two additional explanations were offered by Hagh-Shenas et al. (2005)
in conjunction with the benefits of pre-training and being a member of a
team/structured organisation. Firstly, individuals who gain employment as
professional emergency service personnel may possess character traits that
are protective of adverse impacts of trauma exposure. Such traits include ego
strength and the ability to effectively engage in adaptive coping strategies.
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Secondly, the student volunteers endorsed greater sensitivity to anxiety, as a
character trait, than did the professional rescue workers in the sample. The
authors proposed that anxiety sensitivity might have been a predisposing
factor for the development of PTSD in their samples. Alternatively, anxiety
sensitivity may have co-occurred with PTSD and trauma, or may reflect the
interplay of state and trait anxiety in psychological outcomes. Overall, the
authors suggested that their findings highlight the adverse psychological
impact for all involved in dealing with the aftermath of earthquakes,
especially those who have no previous training or experience in dealing with
disasters and rescues.
Gabriel et al. (2007) assessed the prevalence and correlates of PTSD in
the March 11, 2004 terrorist attacks in Madrid, reporting significant
differences according to the individual’s type of involvement in the attacks.
The study population consisted of three samples, namely, (a) elite corps of
police officers with extensive experience and training in terrorist attacks and
who were involved in the rescue efforts, (b) victims injured in the attacks, and
(c) residents of the city in which the attacks took place. Comparative analysis
of these three groups revealed that 5-12 weeks after the attacks, the
prevalence of PTSD was highest among those injured/central to the trauma
event (44.1%), followed by the individuals residing in the area where the
attacks took place (12.3%), and was considerably lower for the police officers
involved in the rescue operations (1.3%).
The authors suggested the low rate of PTSD prevalence in the police
officers reflected fewer pre-trauma psychological issues, higher perceived
posttraumatic social support, and disaster and terror response training and

263

PSYCHOLOGICAL CORRELATES OF PTSD SYMPTOMS

experience. In contrast, for those injured/central to the attacks, the severity of
the event characteristics, threat of death, actual personal injury and
compromised physical integrity contributed to increased rates of PTSD. The
authors noted that increased PTSD rates in victims and residents in the
general population of the city might reflect the population sample selected.
Participation was restricted to residents of the city where the attacks occurred;
a considerable number of the victims lived in the city and nearly all members
of the community reported knowing somebody injured or killed in the
attacks.
Norris et al. (2002) conducted a large-scale review involving 160
samples of disaster victims (N=60,000) and reported similar differences in
psychological impairment for rescue workers and disaster victims. Their
analysis showed that rescue workers evidenced exceptional resilience, with
severe impairment noted by only 4.2% of the respondents, which was
significantly lower than that of the victims (18.3%). Consistent with this
large-scale analysis was a study conducted by North and colleagues (2002)
examining the prevalence of PTSD in male firefighters and primary victims
of the Oklahoma City bombing in the US in 1995. Their findings revealed
that significantly fewer firefighters reported PTSD symptoms (13%),
compared to primary victims of the bombing (23%). The authors explained
the significant differences in outcomes for firefighters compared to the
victims as reflecting fewer injuries sustained by firefighters, increased
resilience, training, and experience. In addition, the authors suggested that
post-disaster mental health screening and interventions might have
strengthened the resilience of the firefighters in their study.
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In a related series of four studies, research was conducted with separate
samples of victims and rescuers involved in the 1999 Turkey earthquakes
which had claimed the lives of thousands of people and injured many more
thousands. Employing identical measures, researchers assessed the
prevalence of PTSD and depression, in addition to sample characteristics,
including participating in rescue work at eight months (Başoğlu, Şalcioğlu &
Livanou, 2002), 14 months (two studies) (Başoğlu, Kɪlɪç Şalcioğlu &
Livanou, 2004; Livanou, Basoğlu, Salcioğlu & Kalender) and 20 months
(Salcioğlu, Batoğlu & Livanou, 2003). Despite including different samples
and periods for the assessments, the findings of all four studies showed that
being involved in the rescue effort independently contributed to PTSD. The
authors attributed their findings, in part, to increased distress at the time of
the trauma event due to the intensely disturbing condition of the victims’
bodies. In addition, the authors reported that, at 20 months post-disaster, the
respondents reported intense anxiety, feelings of helplessness, desperation,
anger, self-blame and guilt associated with being unable to rescue many of
the people trapped under rubble. Some respondents also reported anger and
frustration with the authorities, as victims felt that those responsible did not
respond quickly enough in the rescue efforts. Finally, the authors noted that
many respondents described experiencing a loss of faith in people and
feelings of anger and disappointment in the actions of others, which they
perceived as selfish, insensitive or even inhuman (e.g., refusal to help in
rescue attempts). As Salcioğlu et al. (2003) suggested, given that engaging in
rescue work consistently and independently predicted PTSD symptoms up to
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20 months post-exposure, this facet of peritraumatic experience warrants
further attention.
Peritraumatic Reactions and Type of Involvement in Trauma
Within the trauma literature there are consistent reports of a positive
association between a number of peritraumatic reactions and distress and
PTSD symptoms in both general and specialised populations (e.g., Brunet et
al., 2001; Birmes et al., 2005; Marmar et al., 2006; O’Donnell et al., 2010;
Simeon et al., 2003). In a study undertaken by Brunet et al. (2001),
comparative analysis of levels of peritraumatic distress reported by police
officers and civilians revealed that police officers endorsed significantly
lower peritraumatic distress than their civilian counterparts. Similarly, Lilly
et al. (2009) examined the associations between peritraumatic distress and
PTSD in a sample of female police officers and a control group comprised of
female civilians. Their analysis showed that the civilian control group
endorsed significantly higher peritraumatic distress and PTSD symptom
severity than the police officers. In addition, group differences in
peritraumatic distress explained the group difference in PTSD symptom
severity. The authors suggested that gender differences in PTSD prevalence
rates are complex and explanations of biological sex differences alone are too
simplistic. Instead, they argued that previous training and socialisation
within masculine work cultures might result in the reduced emotionality of
female police officers. In general, the authors attributed their findings of
increased PTSD within the civilian sample to increased peritraumatic distress.
Moreover, the authors suggested that increased peritraumatic dissociation,
conditioning of trauma cues and consolidation of trauma memories occurred
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via increased peritraumatic distress, leading to increased PTSD.
Interestingly, although civilians endorsed increased peritraumatic distress and
PTSD, evidence of stronger links between somatisation symptoms and
peritraumatic distress in police officers compared to the civilian sample was
evidenced.
As described in detail in Chapter Five, an individual’s response to acute
stressors, such as traumatic events, is an adaptive appraisal-driven state. A
complex interplay of psychological, psychobiological and physiological
responses is involved. Moreover, numerous models and theories of PTSD
describe peritraumatic reactions as central in the processing of trauma
information and subsequent risk for the development of PTSD (e.g., Brewin
et al., 1996; Ehlers & Clark, 2000). Foa et al. (1989) acknowledged
peritraumatic emotional reactions as powerful predictors in PTSD symptom
development. The authors further proposed that the meaning of the event,
and more specifically, the level of significance in challenging pre-trauma
beliefs about safety (primarily controllability and predictability) was also
significant in understanding the development and maintenance of trauma
symptoms. Foa et al. (1989, 1991) proposed that, when previously held
safety beliefs are violated in concert with physiological arousal, a specific
type of representation in the memory that is differentiated from non-trauma
memories occurs. As reported by Foa et al. (1991) after analysing a sample
of rape victims, this leads to far more readily activated fear responses in the
presence of trauma and/or safety belief cues.
A fundamental premise of cognitive models holds that trauma-related
appraisal, during and after the event, event characteristics, post-event
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experiences, as well as symptomology, contribute to ongoing perceptions of
current threat and PTSD symptoms (e.g., Ehlers & Clark, 2000). Carlier et al.
(2000) conducted a study comparing individual differences in perceptions of
work-related traumas between police officers with and without PTSD (N =
80). The authors reported that, when appraising critical incidents, officers
classified as PTSD-positive tended to report heightened perceptions of
personal vulnerability and threat to physical integrity, compared to their nonPTSD counterparts.
Perceived Social Support and Type of Involvement in Trauma
As described in detail in Chapter Six, perceived social support plays an
important and protective role for individuals exposed to trauma. As revealed
by the review of the extant trauma literature, the protective value of personal
and organisational social support in high-risk occupations has been widely
researched. Researchers consistently report that those who perceive greater
availability of social support in personal and organisational networks tend to
experience more optimal psychological outcomes and fewer posttraumatic
symptoms (e.g., McCaslin et al., 2006; Regehr, Goldberg & Hughes, 2002;
Stephens, Long & Miller, 1997; van der Ploeg & Kleber, 2003).
In contrast, a number of studies failed to find the protective effects of
perceived social support on PTSD in individuals working in high-risk
occupations. In a sample of paramedics (N = 86), Regehr et al. (2002)
investigated the protective role of perceived social support from two sources,
namely, personal networks (spouse/partner, family and friends) and
organisational networks (co-workers, management and union). While no
association between individual or total organisational support and
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psychological outcomes was evident, total personal network support was
significantly associated with decreased PTSD symptoms. The authors noted
that, irrespective of their findings, the study participants emphasised the
importance of support provided by family/friends and organisational entities
(primarily co-workers). Moreover, most indicated that, while the formal
supports provided to them were considered very adequate (e.g., organisationappointed psychologist), this only occurred when management deemed
particular incidents severe enough to warrant such action. The paramedics
cited such practices as somewhat misguided, as the impact of events was
highly individualised.
In a study conducted by Martin, Marchand, Boyer and Martin (2009),
no association between perceived family support and PTSD was evidenced in
a sample of Canadian police officers (N = 132). The study’s assessment of
peer support focused on support provided by colleagues and superiors. In
addition, assessment of support occurred at three points in time, namely,
during the event, within the days after the event, as well as in general after the
trauma incident. While the initial analysis revealed significant associations
between peritraumatic and posttraumatic social support from colleagues and
PTSD, only peritraumatic support remained significant in the final model.
Martin et al. (2009) also reported no evidence of significant
associations between perceived support from superiors and PTSD, which the
authors explained as potentially indicative of workplace cultures. Moreover,
the police officers tended to confide in their colleagues, rather than superiors,
due to organisational structures that value mateship, complicity and trust
among officers. Thus, the researchers argued that it might be more
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appropriate to measure peritraumatic social support in high-risk populations,
as the individual’s peers and supervisors are often present during the critical
incident. This argument is consistent with well-established findings in the
trauma literature showing that peritraumatic variables most strongly predict
subsequent PTSD development (e.g., Ozer, 2003).
Regehr, Hill, Knott and Sault (2003) assessed the association between
perceived social support from two sources, namely, family and employers,
and PTSD symptoms. Their findings indicated that, compared to new
recruits, experienced firefighters (M = 11.69, SD = 8.84 years of
employment) perceived significantly less support from both family and their
employer. Analysis confirmed that this finding was not the result of the level
of exposure to critical incidents. The authors interpreted these findings in the
context of the nature of firefighter employment, such as shift work,
explaining that maintaining close supportive networks outside of employment
may prove difficult over time. They also suggested that, for newer recruits,
perceived support from other firefighters and superiors is higher, but declines
over time due to a number of workplace factors (e.g., changes in initial
perceptions of the organisational structure as one that provides guidance and
support to one that functions as a bureaucracy). In that respect, peers
promoted to managerial roles may become viewed with suspicion, reflecting
the “them and us” mentality toward management. In addition, the authors
pointed out that opportunities for promotion in the fire service are somewhat
limited, thereby increasing competition between peers and possibly
undermining social bonds between firefighters.
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Lilly et al. (2009) also reported mixed findings in comparative analysis
of a sample of female police officers and female civilians. The authors
reported no significant differences in perceptions of general social support
(source not specified) between their sample of police officers and civilian
counterparts. In contrast, in the previously mentioned study conducted by
Gabriel et al. (2003) on the impact of the Madrid terrorist attacks, perceptions
of social support between the police involved in rescue operations, injured
victims and the general population were examined, with the findings
revealing that 90.8% of the police endorsed medium to high perceived social
support, followed by those in the general population (89.7%). However, of
the injured victims, 64.5% perceived medium social support, while the
remaining 35.5% perceived social support to be low. The authors proposed
that the low level of support perceived by injured victims, compared to that of
police officers, might have, in conjunction with other factors, contributed to
the very different psychological outcomes experienced by these two groups.
Coping and Type of Involvement in Trauma
Contemporary understandings of PTSD point to the powerful role of
coping behaviours and strategies that serve to maintain PTSD symptomology.
Ehlers and Clark’s (2000) model proposes that the maintenance of PTSD
symptomology is due to cognitive and behavioural factors. Accordingly,
maladaptive coping strategies (suppression, dissociative and avoidant
strategies) increase the number of symptoms and/or frequency of their
expression. This, in turn, reduces the likelihood of progressive editing of
negative trauma appraisal and/or sequelae, and prevents changes to the nature
of the trauma memory (Ehlers & Clark, 2000). An extensive review of the
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literature on trauma, coping and PTSD was presented in Chapter Six. Thus,
the literature review in the following sections is specifically focused on
research on individuals who rendered assistance during traumatic events.
Most of the available literature examines individuals who intervened in a
trauma event as a part of the roles/duties of employment. An extensive
review of the trauma research failed to locate studies that had specifically
explored differences in coping strategies among the three groups under
investigation in the present study. Thus, this study aims to address this
research gap.
Regarding first responders, a substantial body of research evidence
exists to support the proposition that coping behaviours that engage the
source of the stressor and accompanying distress, also known as adaptive
coping strategies, tend to be associated with more positive psychological
outcomes (e.g., Carver et al., 1993; Kirby et al., 2011; Stephens et al., 1997).
Adaptive strategies are seen to facilitate the processing and integration of
trauma information into autobiographical memory; this processing relies on
the reappraisal of negative trauma memories, editing and making meaning of
the new and often incongruent information (Ehlers & Clark, 2001).
However, as Marmar and colleagues (2006) reported, the benefits of
engaging in problem-focused coping strategies are contingent on the presence
of other coping strategies, as well as resource and support availability.
In contrast, engaging in maladaptive forms of coping, such as actions
that promote disengagement and avoidance of the source of the stressor and
associated distress, is consistently associated with poor psychological
outcomes. For example, Kirby et al. (2011) employed a representative

272

PSYCHOLOGICAL CORRELATES OF PTSD SYMPTOMS

sample of Australian ambulance service personnel (N = 125) to examine
specific coping strategies in association with posttraumatic growth and
posttraumatic stress. Kirby et al. reported that, in general, increased
posttraumatic growth scores were associated with higher use of adaptive
coping strategies. In contrast, increased posttraumatic stress symptoms were
evident in those endorsing maladaptive coping strategies. According to the
authors, their findings highlight the influential role of coping in posttraumatic
outcomes.
In many studies, participants engage in both adaptive and maladaptive
strategies. While this usually results in positive associations between
maladaptive coping and PTSD symptoms, engaging in adaptive coping does
not appear to have the same influence on PTSD symptom expression, as the
following studies show. Chamberlin and Green (2010) carried out a study
comparing the psychological distress and coping strategies of male Australian
firefighters (N = 145). Employing the Brief COPE, their analysis revealed
positive associations between all of the coping variables and psychological
distress.
Chamberlin and Green (2010) suggested that this finding reflected a
general increase in coping efforts, whereby individuals experiencing
heightened distress engaged in numerous coping strategies (both adaptive and
maladaptive). The coping strategies endorsed by the firefighters that
generated the highest mean scores were acceptance, active coping and
planning. According to Chamberlin and Green, these findings indicated that
the firefighters in their study were actively engaging and processing their
reactions to work-related stressors in an adaptive fashion. However, in terms
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of PTSD symptom expression, the combined coping strategies of selfdistraction, acceptance and venting engaged in by the firefighters predicted
increased PTSD symptoms. Only increased instrumental support was
predictive of decreased PTSD symptoms.
Clohessy and Ehlers (1999) examined general coping strategies and
coping strategies used specifically in response to intrusive memories and
PTSD, employing a sample of ambulance personnel. The researchers
reported no association was evident between positive reinterpretation and
social support-seeking or positive interpretation of intrusive memories and
posttraumatic stress symptoms. Further, their findings revealed that the
maladaptive coping strategies in which their sample engaged, such as mental
disengagement and wishful thinking, were associated with increased PTSD
symptoms. Increased PTSD symptoms associated with disengagement and
wishful thinking were suggested to be indicative of cognitively avoiding
actual memories of the traumatic event, as well as indicating attempts by the
individual to correct the trauma memory by replacing it with a fantasy of how
they wished past events had occurred. This pattern of coping results in
negating the necessary processing of trauma information into
autobiographical memory.
In contrast, when examining coping strategies in response to intrusive
memories, negative interpretations, suppression, rumination and dissociation
were all associated with increased PTSD symptoms. Clohessy and Ehlers
(1999) explained that maladaptive coping strategies associated specifically
with intrusive trauma memories reflected the inhibited processing of trauma
information via suppression and dissociation. In addition, rumination or
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reliving the situation maintained the trauma memory in a sense of present
time, rather than in the past; in turn, increasing intrusive memories and the
sense of current threat. Overall, the authors suggested that the maintenance
of PTSD symptoms occurred via the inhibiting qualities of maladaptive
coping strategies as general and intrusion-specific coping responses, as they
prevented the integration of trauma information into pre-existing memory
stores. Interestingly, the authors also suggested that, specificity plays a role
in individuals’ interpretation of their post-trauma reactions, as only negative
interpretations of posttraumatic reactions were associated with PTSD
symptoms in their study.
In a related study and as discussed previously, Riolli and Savicki (2010)
investigated the impact of engaging in a range of coping strategies on
psychological symptoms under traumatic conditions in a sample of US
soldiers stationed in Iraq. The researchers reported that positive
reinterpretation, emotional social support, humour and active coping were
associated with overall decreased psychological symptoms. In contrast,
venting, denial, mental disengagement, behavioural disengagement and
alcohol and drug use were all positively associated with psychological
symptoms. Their analysis also revealed that, in comparison with their use of
functional strategies, the soldiers did not engage in a higher number or higher
frequency of dysfunctional strategies. However, engaging in dysfunctional
strategies of coping appeared to have a more direct impact on their
psychological wellbeing. However, in contrast to the aforementioned studies,
Martin et al. (2009) reported that, with the exception of peritraumatic social
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support, both adaptive and maladaptive coping strategies failed to predict
PTSD symptoms in a sample of police officers.
The coping strategy of dissociation is highlighted in Brewin et al.’s
(1996) and Ehlers and Clark’s (2000) theoretical propositions of maintaining
PTSD symptoms. Both argue that dissociation from trauma stimulus inhibits
the successful integration of trauma information into autobiographical
memory. Dissociation is considered a somewhat automated process whereby
trauma information is blocked from conscious awareness rather quickly in
response to trauma cues or memories, enabling the individual to disengage
from further processing (Ehlers & Clark, 2000).
According to Brewin et al. (1996), when an individual has been
unsuccessful in integrating trauma information, recurring attempts to
integrate sensory and contextual elements of the trauma memory result in
distressing symptoms such as intrusive imagery. The authors further posited
that individuals may successfully use maladaptive strategies (consciously and
unconsciously) that enable them to avoid trauma memory, stimuli and
distress, resulting in premature symptom inhibition. While symptoms
become less overt, many affected individuals experience attentional bias for
trauma information, impaired trauma memory, phobic avoidance and
somatisation. This cycle of hyper-vigilance for trauma cues and avoidance
continues in order to control existing symptomology (Brewin et al., 1996).
McCaslin and colleagues (2008) reported that, while trait dissociation
predicted peritraumatic dissociation and PTSD symptoms, peritraumatic
dissociation alone was predictive of PTSD symptoms. The authors conducted
a prospective study in a sample of police recruits during academy training,
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and again after 12 months of active duty. Their findings revealed that greater
trait dissociation, as measured during academy training, predicted both
peritraumatic dissociation and PTSD symptoms measured after 12 months of
active duty. Moreover, after accounting for trait and peritraumatic
dissociation, the previous relation between PTSD symptoms and prior trauma
exposure was no longer significant. The authors interpreted these results as
indicating that the relationship between previous trauma and later
vulnerability to PTSD symptoms might be mediated by both trait and
peritraumatic dissociation.
Kulkarni, Porter and Rauche (2012) also reported an association
between dispositional dissociation in a sample of male veterans (N = 214).
The authors suggested that engaging in dissociation as a means of coping
with PTSD symptoms reflects active avoidance of the emotional content of
PTSD symptoms. Consequently, as the individual fails to process the trauma
memory, the symptoms persist.
Adult Attachment Style and Type of Involvement in Trauma
An extensive review of the literature at the time of writing revealed a
paucity of studies conducted to understand whether attachment style accounts
for differences in PTSD symptom expression among victims of trauma and
individuals who render assistance to others in trauma events. No studies were
located that directly compare posttraumatic attachment among those whose
involvement was central to a trauma event, those who rendered assistance due
to happenstance, and those who helped another person in a trauma event as
part of the roles and duties of employment. In a study undertaken by
Bogaerts et al. (2008), the adult attachment styles of security officers
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classified as active victims (officers who had been actively involved in a
workplace critical event), passive victims (officers who had arrived in the
aftermath of an incident) and non-victims (officers who had never been
exposed to a workplace critical incident) were investigated within six months
of trauma exposure.
The authors reported no differences among the preoccupied, dismissive
and fearfully attached officers according to the type of exposure to workplace
critical incidents. However, analysis pertaining to secure attachment revealed
that non-victims reported higher attachment security than those participants
classified as active and passive victims. No significant differences were
evident between the offices who were actively or passively involved in a
workplace critical incident and attachment security.
In a related study, O’Connor and Elklit (2008) conducted crosssectional research investigating associations among adult attachment styles
and a number of trauma-related constructs. Their study included the level of
trauma exposure experienced in a mixed trauma sample. Their findings
revealed no relationship between any of the attachment styles and the level of
exposure to trauma events.
Chapter Summary
As highlighted in the review of the trauma literature in this chapter, the
various studies examining robust predictors associated with PTSD have
tended to focus on individuals whose involvement was central to a trauma or
those in high-risk occupations (see also Chapters Five, Six and Seven). Very
little research has attempted to explore the type of involvement in trauma that
is on the basis of intervention by happenstance, or its link to peritraumatic
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and posttraumatic responses. The presented review of the literature clearly
justifies further examination of differences in PTSD development in the three
types of trauma exposure under investigation in the present study. While the
current study is largely exploratory, distinct differences in reported
peritraumatic and posttraumatic reactions according to the type of
involvement in the trauma are expected. However, based on the available
literature, the more stable individual differences of engaging in dissociative
behaviours and attachment style are not expected to vary as a function of the
type of involvement in trauma experienced and endorsed.
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Chapter Twelve
Method
Study two is a comparative study of those central to a trauma (Study 1)
and those who intervened in a trauma (Study 2). For the purpose of analyses,
the two data sets were combined to create a unique data set. Preliminary
screening and normality checks for those central to trauma were conducted
before proceeding with the analyses. As all processes pertaining to Study one
were reported in detail in Chapter Eight, this information is not repeated here
for brevity. In line with the data collection protocol employed in Study one,
data for the current study pertaining to rendering assistance to another was,
obtained via online social networking sites where, prospective candidates
voluntarily completed an online battery of self-report measures.
Participants
Candidates for participation comprised 181 Australian residents who
intervened in a trauma situation (53 males and 128 females, as six
participants did not indicate their gender), whose mean age was 33.90 years
(SD = 12.56). At initial data screening, prospective candidates were excluded
in the following sequential steps. Those that did not meet the study criteria of
intervening in a DSM-IV-TR diagnostic Criteria A1 event for PTSD (n = 29,
16.02%) were excluded first. While, at step two, the data provided by the
remaining respondents was excluded if they did not complete a minimum of
80% of the survey (n = 20, 11.05%). Thus, the final sample consisted of 132
participants (Mage = 34.21, SD = 11.77), female (n = 87, Mage = 32.50, SD =
10.74), and male (n = 45, Mage = 37.51, SD = 13.06). The total sample
(study one and two) comprised 276 Australian residents who intervened in a
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trauma situation (69 males and 207 females), whose mean age was 33.02
years (SD = 11.40).
Materials
The same measures of PTSD symptom expression, adult attachment,
peritraumatic responses, coping strategies engaged in, and perceptions of
support discussed in detail in Chapter Eight, have been employed in the current
study.
Characteristics of involvement in trauma. The data obtained for study
one was specifically elicited in relation to individuals central to a trauma (see
Chapter Eight). In contrast, the data obtained for study two assessed exposure
to trauma via intervening to help another. A purpose-developed self-report
questionnaire that was mapped against the DSM-IV-TR diagnostic Criteria A1
(the DSM-IV-TR operational definition of trauma exposure) was included to
assess if respondents had intervened in DSM-IV-TR defined trauma event. In
order to determine their eligibility for participation in this study, all
respondents were required to endorse the statement, “In your lifetime, have you
ever rendered assistance or intervened in a situation or event that involved
actual threat of physical harm or death to another, or that resulted in physical
harm or death to another. Some examples (but not an exhaustive list) may be
that you helped someone involved in an accident, intervened in a physical
dispute, acted to prevent someone/others being injured, harmed, or killed, have
been involved in the rescue or recovery of someone, provided first aid, medical
assistance, or comfort to another during or immediately after a traumatic
event.”
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Further, the participants were asked to indicate if, on the occasion/s
they rendered assistance to help another, this was a part of the roles or duties of
their employment, or rendering assistance occurred because they happened to
be in the vicinity of the event at the time. Based on their responses, the
participants (from both studies) were assigned to one of three groups (a) central
to trauma, (b) intervened by happenstance, and (c) intervened as part of the
roles/duties of employment.
As previously indicated, study one participants were 144 individuals
who were central to a trauma (Mage = 31.92, SD = 10.97). Respondents were
also asked to indicate if the last trauma event they experienced took place (a) in
the past month, (b) in the past 12 months, or (c) more than 12 months ago. The
majority of respondents (77.8%) indicated that they were last exposed to a
traumatic event more than 12 months prior to participation in the study. The
remaining respondents (22.2%) indicated exposure in the twelve months prior
to participation.
Of the respondents in this sample, 44.4% indicated they had completed,
or partially completed, high school, while for 28.5% highest educational
attainment was via TAFE/VET, and the remaining 27% had completed tertiary
level studies. The majority of participants indicated they were employed (n =
95), with the remaining (n = 49) indicating that they were unemployed. The
majority of participants also indicated that they were currently involved in a
serious/committed relationship (n = 102).
In obtaining data focused on intervening to help another in trauma,
participants were asked to indicate if, on the occasion/s they rendered
assistance to help another, this act was a part of the roles or duties of their
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employment, or if rendering assistance occurred because they happened to be
in the vicinity of the event at the time it occurred. In response to this
questionnaire item, 68.9% (n = 91) of the participants indicated that, when they
rendered assistance to another, they just happened to be in the vicinity while
the event was occurring, the average age of these participants was 31.72 years
(SD = 11.37). The majority of participants indicated that the last time they
intervened in a situation to help another was more than twelve months ago
(75.1%), followed by those that intervened within the last twelve months
(19.1%), and those that assisted in trauma within the last month (5.6%). Two
participants did not indicate the time frame of last exposure.
Most of the respondents in this group (53.9%) indicated that their
highest educational attainment was completing or partially completing high
school, 12.4% signified gaining qualifications via TAFE/VET as their highest
level of education, 33.6% completed tertiary level studies, and two participants
did not identify their attained level of education. The majority of participants
indicated that they were employed or studying (86.6%), 13.3% noted that they
were unemployed, and one participant did not identify his/her current
employment status. Most participants in this sample indicated that they were
not currently involved in a committed relationship (63.7%).
Within the group of participants who reported that they rendered
assistance as a part of the roles/duties of their employment, the average age
was 39.73 years (SD = 10.85). When the respondents were asked to indicate
the last time they intervened in a situation to help another, 43.9% stated that it
was more than twelve months ago, followed by 29.3% that assisted within the
last month, and 26.8% within the last twelve months.

283

PSYCHOLOGICAL CORRELATES OF PTSD SYMPTOMS

The majority of participants in this sample (58.6%) indicated that they
had completed tertiary level studies, while 17.1% indicated that they had
completed or partially completed high school, and 24.4% reported that their
highest educational attainment was via TAFE/VET. Most of the participants
identified being employed/studying in this sample. The majority of
participants in this sample also indicated that they were involved in committed
relationships (68.3%).
Procedure
Study two commenced after final approval was granted from the Charles
Darwin University Human Research Ethics Committee (in 2011 see Appendix
B). The procedure for obtaining data was the same as the procedure discussed
in Chapter Eight (see p.193).
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Chapter Thirteen
Results
The current study was designed to establish whether the three groups
under investigation, namely, individuals whose involvement in a trauma event
was central to the event, individuals who intervened in a trauma event on the
basis of employment, and individuals who intervened in a trauma event on the
basis of happenstance, are heterogeneous populations. Prior to commencing
the analyses, all collected data were screened for distribution issues, univariate
and statistical assumption violations. This process was described in Chapter
Nine with respect to the individuals who were central to a trauma event and
thus is not reported again here. Moreover, prior to combining the data sets of
the two studies, the data obtained for individuals intervening in a trauma were
screened for distribution issues, univariate and statistical assumption violations.
Of the 132 questionnaires meeting the criteria for inclusion, 17 cases (12.78%)
had minor missing data (one or two values). In total, 32 points of data (less
than 1%) were missing from the data set. As previously noted, when less than
5% of data are missing in a random pattern, almost any of the available
procedures for replacing missing values will produce a similar result
(Tabachnick & Fidell, 2001). Based on this proposition, the missing values of
three participants in the age variable were replaced with the group mean due to
the absence of any other information to estimate the missing values (as was
done in Study one). Again, in line with the procedure adopted in Study one, in
the case of missing scale values, the imputation method of replacing the
missing value with the individual mean of the remaining scale items was used
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in an attempt to preserve individual differences (as opposed to the imputation
of group means).
Multivariate outliers were screened for the entire data set by computing
the Mahalanobis distance for each case. The Mahalanobis distance is evaluated
as a chi-square variable with degrees of freedom equal to the number of
variables; in this case, 6 and p = .001. One case had a Mahalanobis distance
greater than the critical chi-square value of 22.46 and was deleted. The
remaining cases were screened again for new outliers and, as no new outliers
were identified, 275 cases were subjected to analysis.
In addition, histograms, box plots and univariate kurtosis and skewness
estimates of the observed variables revealed that the data were free from
outliers. Examination of the distribution of scores of the sample of individuals
who intervened by happenstance revealed that the RSQ secure attachment ratio
of the kurtosis statistic to its standard error for this distribution was 2.12
(1.006/.503). As the distribution was not substantially different from normal,
the decision was made to retain the variable in its original form as
transformation of the variable would increase the difficulty of interpretation.
No other variables deviated substantially from a normal distribution, with
skewness and kurtosis values within the acceptable range (-1 to +1)
(Tabachnick & Fidell, 2001).
In the sample of individuals who rendered assistance as part of their
employment, fearful attachment departed from normality with a kurtosis value
of 1.29. However, the ratio of the kurtosis statistic to its standard error for this
distribution was 1.77 (1.285/.724), suggesting that the distribution was not
meaningfully different from normal. No other variables deviated substantially
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from a normal distribution, with skewness and kurtosis values within the
acceptable range (-1 to +1) (Tabachnick & Fidell, 2001).
Evaluation of Measures
As in Study one, items were considered to represent an acceptable level
of internal consistency if the Cronbach’s alpha value was within .50 to .70, and
were considered to represent a good level if the Cronbach’s alpha value
exceeded .70 (Nunally, 1978; Streiner & Norman, 2008). On this basis,
internal consistencies of the RSQ subscales, in general, were within an
acceptable range (see Table 13.1). Also consistent with Study one were the
attempts to improve the reliability of the preoccupied and secure attachment
scales by recursively deleting individual items. In Study two, the scale
reliability for preoccupied attachment improved to a more acceptable level by
removing item RSQ6 from the preoccupied attachment scale in both trauma
intervention groups. In the group of individuals who intervened by
happenstance, the final reliability was α = .61 (M = 2.23, SD = 0.88). For
individuals who assisted trauma victims as part of their employment, the final
reliability was α = .63 (M = 2.25, SD = 0.87). Attempts to improve the
reliability of the secure attachment scale by recursively deleting individual
items were unsuccessful. As can be seen in Table 13.1, the means, standard
deviations and Cronbach’s alpha values for the remaining measures were
within an acceptable range for both trauma intervention groups and were
consistent with those obtained in Study one.
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Table 13.1
Descriptive Statistics of Measures: Central to Trauma, Intervened by
Happenstance and Roles/duties of Employment
Central to Trauma
(n = 144)

Happenstance
(n = 90)

M

SD

Α

M

SD

PCLC

38.23

14.79

.93

33.92

13.01

Secure

3.00

0.77

.56

2.97

Fearful

2.82

1.04

.78

Preoccupied

2.61

0.75

Dismissing

3.24

PDI

Roles/duties
(n = 41)
M

SD

Α

.92

25.42

6.64

.92

0.69

.58

3.24

0.70

.60

2.83

0.98

.84

2.15

0.85

.77

.44

2.33

0.72

.45

2.31

0.79

.55

0.74

.65

3.19

0.73

.70

3.01

0.81

.68

1.75

0.93

.89

1.36

0.78

.87

0.86

0.58

.86

DES-II

13.27

9.52

.89

14.00

12.58

.92

11.27

10.59

.94

MDSS/
Family

16.24

4.30

.88

15.83

4.85

.91

17.21

4.70

.95

MDSS/Peer

10.87

3.60

.90

11.65

3.80

.91

12.58

4.25

.96

Adaptive
Coping

36.81

8.41

.80

32.96

7.94

.69

33.10

10.20

.87

Maladaptive
Coping

21.98

5.22

.61

22.22

7.40

.75

18.44

5.51

.70

Measures

α

PCLC = Post-traumatic Stress Check List, Secure = RSQ Secure Attachment, Fearful =
RSQ Fearful Attachment, Preoccupied = RSQ Preoccupied Attachment, Dismissing = RSQ
Dismissing Attachment, PDI = The Peritraumatic Distress Inventory, DES-II = The
Dispositional Dissociative Experiences Scale, MDSS/Family = MDSS Perceived Confidant
Support, MDSS/Peer = MDSS Perceived Peer Support, Adaptive Coping = Brief COPE
Adaptive Coping, Maladaptive Coping = Brief COPE Maladaptive Coping.

The MDSS was employed in this study to measure the perception of
availability of support from two sources, namely, confidants/family, and
peers. An extensive literature review failed to identify any studies that
utilised the MDSS with a sample of participants from the general population
who intervened to help others in varying traumatic events. In line with Study
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one, a Principal Axis Factoring (PAF) with oblique (Oblimin) rotation was
selected to extract the factors. PAF was chosen as it is the preferred option
when examining the factorability of scales designed to reflect specific
constructs (Tabachnick & Fidell, 2001). According to Gorsuch (1983), as
PAF is sensitive to sample size, samples with the absolute minimum
recommended participant to item ratio of 5:1 are recommended. In Study
two, the ratio of participants to items for the total sample and the
happenstance interveners sample exceeded this minimum. However, the
employment interveners sample (n = 41) did not meet this requirement. As
PAF had already been conducted in Study one with the sample of individuals
whose involvement was central to trauma (see Chapter Nine), it was decided
to conduct PAF with both samples of interveners, as well as a second PAF
with interveners by happenstance only, in order to identify any differences
between the groups when using this measure. Prior to performing PAF with
both intervener samples, the suitability of the data for analysis was assessed.
Inspection of the correlation matrix revealed several coefficients of .3 and
above. The Kaiser-Meyer-Olkin value was .87, exceeding the recommended
value of .6. Bartlett’s Test of Sphericity reached statistical significance (χ2 =
(55), 1156.423, p < .001), supporting the factorability of the correlation
matrix.
A number of methods were employed to interpret the factors. Using
the criterion of an eigenvalue greater than 1 to determine the number of
factors to retain, two rotated factors were extracted. Inspection of Cattell’s
scree plot of the factor variances showed a defined break after two factors. In
line with Study one, retention of factor variables was contingent upon
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variables loading at least .40 on a particular factor and differing by at least
0.10 from the next highest loading (Tabachnick & Fidell, 2001). According
to these criteria, the analysis produced a simple structure (Thurstone, 1947),
with both factors showing a number of strong loadings (all > .60). In
addition, all the variables loaded substantially on one factor only (see Table
13.2), whereby the two-factor solution explained 69.25% of the variance,
with Factor 1 contributing 52.77% and Factor 2 contributing 16.48%
Table 13.2
Rotated Pattern Matrix of the Multi-Dimensional Support
Scale: Total Sample of Interveners
MDSS Items
1C.
2C.
3C.
4C.
5C.
6C.
1P.
2P.
3P.
4P.
5P

Really listened when you talked
Really tried to understand you
Help you in practical ways
Give useful advice/information
Make you feel loved
Model ways to deal with problems
Give useful advice/information
Really tried to understand you
Help you in practical ways
Model ways to deal with problems
Really listened when you talked

Factor
1
2
.06
.90
.09
.87
.06
.82
.07
.78
.04
.76
.16
.69
.02
.88
.01
.86
.02
.84
.01
.83
.02
.83

Note: Confidants/Family (C), Peers (P)

Before performing the second PAF with the sample of participants who
rendered assistance by happenstance (n = 90), the suitability of the data for
analysis was assessed. Inspection of the correlation matrix revealed several
coefficients of .3 and above. The Kaiser-Meyer-Olkin value was .86,
exceeding the recommended value of .6. Bartlett’s Test of Sphericity reached
statistical significance (χ2 = (55), 723.892, p < .001), supporting the
factorability of the correlation matrix.
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The methods used with the combined intervener sample were
employed here to interpret the factors. Once again, two rotated factors with
eigenvalues greater than one were extracted. Inspection of Cattell’s scree
plot of the factor variances showed a defined break after two factors. The
analysis produced a simple structure (Thurstone, 1947), with both factors
showing a number of strong loadings. The two-factor solution explained
65.85% of the variance, with Factor 1 contributing 52.14% and Factor 2
contributing 13.71%.
Table 13.3
Rotated Pattern Matrix of the MDSS: Intervened by
Happenstance Sample
MDSS Items

2C.
1C.
3C.
5C.
4C.
6C.
1P.
3P.
4P.
5P
2P.

Really tried to understand you
Really listened when you talked
Help you in practical ways
Make you feel loved
Give useful advice/information
Model ways to deal with problems
Give useful advice/information
Help you in practical ways
Model ways deal with problems
Really listened when you talked
Really tried to understand you

Factor
1

2

.89
.87
.76
.76
.70
.57
.03
.02
.01
.02
.07

.14
.04
.08
.01
.15
.30
.86
.85
.81
.80
.78

Note: Confidants/Family (C), Peers (P)

The two separate PAF analyses supported the use of Perceived
Support from Confidants/Family and Perceived Support from Peers as
separate scales in both groups. The analysis based on the combined
intervener sample, as well as the analysis pertaining to the intervening by
happenstance sample, produced simple structures consistent with the MDSS
subscale structure (see Chapter 9, Table 9.2 and Tables 13.2-13.3). Thus, no
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marked differences were indicated between the two samples with respect to
this measure.
Comparative Analyses
Preliminary analyses revealed that no demographic variable was a
covariate among the three groups. A series of one-way analysis of variance
(ANOVA) tests were conducted to investigate group differences in the
observed variables across the roles played in the trauma event. The
independent variable, namely, the role in exposure to trauma, included three
levels: individuals central to trauma, individuals who intervened by
happenstance, and individuals who intervened as a part of the roles/duties of
their employment. When examining the outcome variable of PTSD symptom
expression, measured with the PCL-C, the assumptions of normality and the
equality of variance were not assumed (Levene’s statistic was significant).
Hence, the Kruskal-Wallis test was used, indicating that the type of
involvement in a trauma event was related to current symptoms of PTSD.
The test, which was corrected for tied ranks, was significant (χ 2 = 28.19, p <
.001). A series of Mann-Whitney pairwise follow-up tests at the Bonferroni
adjusted level (i.e., .05 divided by 3 analyses) of .0167 were conducted. The
tests indicated that individuals who intervened as part of their employment
endorsed significantly lower PTSD symptoms than the group comprised of
individuals who intervened by happenstance (z = -3.60, p < .001, r = 0.31)
and the group comprised of individuals who were centrally involved in a
trauma (z = -5.19, p < .001, r = 0.38). However, the individuals who
intervened by happenstance and the individuals who were centrally involved
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in a trauma did not differ significantly on PTSD symptom expression (z = 2.13, p = .03, r = 0.16).
Differences in the levels of secure and dismissive attachment across
the three types of trauma involvement were analysed with a series of
ANOVA tests, with a Bonferroni adjusted alpha of .0167. The ANOVA
results revealed no significant differences in type of involvement for the
secure attachment style (F(2, 272) = 2.18, p = .12, 2 = .02) and in type of
involvement for the dismissive attachment style (F(2, 272) = 1.44, p = .24, 2
= .01)
The fearful and preoccupied attachment styles failed to meet the
requirements of assumptions for ANOVA; therefore, the Kruskal-Wallis test
was used. A significant difference was indicated in the type of trauma
involvement for individuals characterised by fearful attachment (χ2 = 16.50, p
< .001). A series of Mann-Whitney pairwise follow-up tests at the adjusted
level of .0167 indicated that individuals who intervened as part of
employment endorsed significantly lower levels of fearful attachment than
the group comprised of individuals who intervened by happenstance (z = 3.84, p < .001, r = 0.34) and the group comprised of individuals whose
involvement was central (z = -3.75, p < .001, r = 0.28). However, individuals
who intervened by happenstance and individuals who were central to a
trauma did not differ significantly on the level of fearful attachment endorsed
(z = -.12, p = .09, r = 0.01). No significant group differences were evidenced
for the dependent variable of preoccupied attachment style (χ 2 = .63, p = .73).
Preliminary analysis revealed that assumptions of normality and the
equality of variance were not satisfied for the robust predictor variables of
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peritraumatic distress, maladaptive coping and dissociation. Therefore, the
Kruskal-Wallis test was conducted to determine whether the level of
endorsement of these variables varied as a function of involvement in trauma.
Results of these analyses indicated that the level of dissociation endorsed did
not significantly differentiate according to the type of involvement in a
trauma event (χ2 = 2.94, p = .23), but was significantly related to the level of
peritraumatic distress endorsed (χ2 = 31.66, p = < .001) and the engagement
in maladaptive coping (χ2 = 13.81, p = .01).
Follow-up tests using Mann-Whitney tests at the Bonferroni adjusted
level of .0167 were conducted for peritraumatic distress and maladaptive
coping in order to evaluate the pairwise differences among the three groups.
The results of these tests indicated that the individuals who had been at the
centre of a trauma event endorsed significantly higher peritraumatic distress
than the individuals who had intervened by happenstance (z = -3.07, p = .002,
r = 0.21) and the individuals who had intervened due to employment
responsibilities (z = -5.28, p = <.001, r = 0.39). In addition, the individuals
who intervened by happenstance endorsed significantly higher peritraumatic
distress than the individuals who intervened as part of their employment (z =
-3.20, p = .001, r = 0.21).
In regard to maladaptive coping, the results of these tests indicated
that individuals who intervened as part of their employment endorsed
significantly fewer maladaptive coping strategies than the individuals who
intervened by happenstance (z = -2.83, p = .01, r = 0.27) and the individuals
who were central to a trauma (z = -3.79, p = <.001, r = 0.28). However, no
significant differences were evidenced between the group who intervened by
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happenstance and the group who were central to a trauma (z = -.62, p = .54, r
= 0.04).
ANOVA tests were conducted to identify any differences between the
remaining mediator variables, namely, adaptive coping, perceived availability
of peer support and perceived availability of confidant/family support. The
tests revealed significant differences in endorsed engagement in adaptive
coping strategies (F(2, 272) = 6.80, p = .001, 2 = .05) and perceived
availability of peer support (F(2, 272) = 3.94, p = .03, 2 = .03) based on the
type of trauma involvement. However, no significant differences were found
in perceived availability of confidant/family support among the three types of
trauma involvement (F(2, 271) = 1.29, p = .28, 2 = .01). The means and
standard deviations for the three groups are presented in Table 13.1 above.
Follow-up tests using Tukey HSD procedures (with respect to adaptive
coping and perceived availability of peer support) were conducted in order to
evaluate pairwise differences among the three groups. The analysis revealed
that, for adaptive coping, no significant differences were evident between the
employment-related intervening group (M = 33.10, SD = 10.20) and the
intervening by happenstance group (M = 32.96, SD = 7.94). However,
engaging in adaptive behaviours was significantly higher for individuals who
were central to a trauma (M = 36.81, SD = 8.41) compared to individuals who
intervened in a trauma.
With respect to perceived availability of peer support, no significant
differences were evidenced between the perceptions of support of individuals
intervening as part of employment (M = 12.58, SD = 4.25) and individuals
who intervened by happenstance (M = 11.65, SD = 3.80). Finally, while the
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individuals who were central to a trauma (M = 10.87, SD = 3.60) did not
perceive less peer support than the individuals who intervened by
happenstance, they did perceive significantly less support than the individuals
who intervened as part of employment.
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Chapter Fourteen
Discussion
Overall, the comparative analysis of the type of involvement in trauma
showed that the observed variables in Study one and Study two, in general, did
vary as a function of involvement in a trauma. This chapter presents a
discussion of the results of Study two, which was conducted to investigate
whether the three groups under investigation, namely, individuals whose
involvement in a trauma event was central to the event, individuals who
intervened in a trauma event on the basis of employment, and individuals who
intervened in a trauma event on the basis of happenstance, are heterogeneous
populations.
Type of Involvement in Trauma and PTSD Symptom Expression
Direct comparisons with previous research comparing the PTSD rates
of the three groups under investigation are not possible due to the absence of
existing studies of this nature. However, consistent with previous research, the
results obtained in Study two revealed significantly higher PTSD symptom
expression in individuals who intervened in a trauma event by happenstance
compared to those who intervened as part of their employment. Perrin et al.
(2007) examined probable PTSD among rescue and clean-up workers at the
World Trade Centre following the 9/11 terrorist attack based on occupational
status 2-3 years after the event. In their study, PTSD rates in emergency
service workers ranged from 6.2% (police) to 12.2% (firefighters). Members
of volunteer organisations and non-emergency workers rendering assistance as
construction/engineering employees evidenced PTSD rates ranging from 7.2%
to 17.8%, respectively. Members of the public who volunteered to help, were
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not associated with an employer or organisation, and had no previous work
history in a disaster endorsed the highest rates of PTSD (21.2%). Based on
their findings, the researchers proposed that previous training in emergency or
disaster work was an important factor in the prevalence of PTSD symptoms in
their sample. This was evident from increased rates of PTSD in individuals
who had no prior training and preparedness experience, and in individuals with
previous training who were required to engage in tasks outside of their training.
Perrin et al. explained this finding as reflecting decreased self-efficacy in
dealing with the situation at hand.
Similarly, Hagh-Shenas et al. (2005) examined the psychological
outcomes for individuals who rendered assistance (professionals vs. nonprofessionals) to rescue victims buried under rubble following an earthquake.
The authors found significantly higher PTSD symptoms among the nonprofessional volunteers and explained that this was due to a lack of training and
experience. They also noted that not being part of a team or organisation with
structured leadership and guidance, and not receiving informal support from
other rescuers, were further contributing factors. In addition, the authors
speculated that individuals employed as professional emergency service
personnel might possess trait qualities that are protective of adverse impacts of
trauma exposure. They particularly emphasised the positive effects of ego
strength, engagement in adaptive coping strategies and resilience to trait and
state anxiety which were more prevalent among the volunteers in their sample.
The finding in the present study of a significantly higher endorsement
of PTSD symptoms for individuals who were central to a trauma than for
individuals who intervened due to employment is also consistent with previous
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research investigating samples of victims and various groups of rescue workers
(Norris et al., 2002), firefighters (North et al., 2002) and police (Gabriel et al.,
2007). In line with research comparing professional and non-professional
volunteers, the authors of these studies explained their finding via the apparent
protective mechanisms of pre-trauma training and experience (posttraumatic
support, self-efficacy and resilience), event characteristics (e.g., threat to life as
evident through injuries sustained) and loss, or threat of loss, of loved ones.
Overall, the current findings are consistent with those reported in
comparable studies, indicating increased PTSD symptoms for individuals who
were central to a trauma event and for individuals who intervened by
happenstance, compared to individuals who intervened as a member of a
structured organisation. In previous studies, the explanations of the findings
consistently describe pre-trauma training and preparedness as a protective
factor that most likely operates via increased self-efficacy and resiliency of the
professional rescuers. In addition, among the individual differences thought to
improve psychological outcomes in professional rescuers are better overall pretrauma mental health and resiliency (due to workplace culture and employment
screening) and the support of co-workers (Gabriel et al., 2007; Hagh-Shenas et
al., 2005; Norris et al., 2002; North et al., 2002; Perrin et al., 2007).
The current findings lend support to previous research and extend such
findings by comparing three types of involvement in a trauma. In explaining
the current findings, as no prior studies comparing all three groups have been
conducted thus far, previous explanations for the differences in PTSD rates
between professional and non-professional first responders, and responders and
victims, appear to offer the best explanation for the differences in PTSD rates.
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Type of Involvement in Trauma and Peritraumatic Distress
The findings in the present study support those reported in previous
research assessing peritraumatic distress among professional responders and
victims of trauma by using the PDI (Brunet et al., 2001). More specifically,
when examining the level of peritraumatic distress endorsed in all three
samples, the level of distress varied as a function of the individual’s role in the
trauma event. While few studies have conducted comparative analyses
examining peritraumatic distress between professionals and victims, no studies
have performed this analysis by employing samples of individuals who
rendered assistance in a trauma event by happenstance.
The results in the current study showed that peritraumatic distress was
significantly lower in the individuals rendering assistance as part of the
roles/duties of employment, compared to the individuals who were central to
trauma. This is consistent with previous research comparing police and civilian
samples. For example, Brunet et al. (2001) reported that the police officers in
their study endorsed significantly lower peritraumatic distress than their
civilian counterparts. Lilly et al. (2009) reported similar results in an
examination of the associations between peritraumatic distress and PTSD in a
sample of female police officers and a comparison with a female civilian
control group. Their results revealed that the civilian group endorsed
significantly higher peritraumatic distress and PTSD symptom severity than the
police officers. In addition, group differences in peritraumatic distress
explained the group difference in PTSD symptom severity. The authors
suggested that previous socialisation within masculine work cultures may have
resulted in the reduced peritraumatic emotionality of the female police officers.
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While this may be an important factor in peritraumatic distress, previous
training and experience are also likely to play a significant role in the level of
peritraumatic distress experienced.
A number of trauma theories are able to explain the differences in
peritraumatic distress according to the individual’s involvement in a trauma
event. For example, the differences across the three samples may be indicative
of differences in initial appraisals of threat, controllability, predictability, and
efficacy in dealing with the critical incident (Foa et al., 1989). Foa et al.
(1989) proposed that, while trauma characteristics are important in the
development of PTSD symptoms, the perceptions of the event as unpredictable
or uncontrollable have much greater effects. Further, Foa et al. proposed that
cognitive appraisals of this nature, coupled with physiological arousal,
compromise attention and memory functions during the encoding phase of
trauma exposure. This, in turn, leads to difficulties in processing trauma
information in the posttraumatic phase (Foa et al., 1986; Foa et al., 1991).
Although not directly measured in the three samples in the current
study, it is arguable that perceptions of personal control, vulnerability and
safety fears may have differed according to the individual’s type of
involvement in the trauma event. Accordingly, highly trained responders to
critical incidents are more likely to react to a trauma event with a clear set of
objectives, expectations and expert knowledge. This, in turn, increases
perceptions of the controllability and predictability of the event and the
individual’s efficacy in meeting the demands of the situation, leading to more
optimal encoding and processing of the trauma information.
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This is not to suggest that professional first responders are not
susceptible to the negative effects of critical incidents. For example, Carlier et
al. (2000) conducted a study evaluating individual differences in perceptions of
work-related traumas between PTSD-positive and non-PTSD police officers.
PTSD-positive officers tended to report heightened perceptions of personal
vulnerability and threat to physical integrity in their appraisal of critical
incidents, relative to their non-PTSD counterparts. As the authors pointed out,
even highly trained professionals can become overwhelmed by trauma events.
For a number of individuals in the sample in the current study, intervening in
critical incidents was not a routine or central responsibility of their
employment. For non-professional responders with workplace protocols and
set procedures to follow in emergencies, perceptions of control (knowing what
to do) may have attenuated peritraumatic distress.
As expected, individuals who were central to a trauma event endorsed
the highest level of peritraumatic distress. It is reasonable to assume that the
perceptions of uncontrollability and unpredictability as well as the levels of
fear for personal safety and physical integrity were higher in this group
compared to the intervener groups. Interestingly, peritraumatic distress was
higher in the intervention by happenstance sample than in the employmentrelated intervention sample, but lower than in the central involvement sample.
This finding may reflect more perceived control (e.g., making the decision to
assist) in these individuals than in the individuals central to the trauma.
However, without the training or emergency procedural knowledge of
individuals who intervened as part of the roles/duties of employment, an
increase in the level of unpredictability and lower self-efficacy in regard to
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knowing how to help is likely. In turn, this may reflect the increased
peritraumatic distress of these individuals compared to those intervening as
part of their employment.
Type of Involvement in Trauma and Perceived Availability of Support
A large body of evidence suggests that the perceived availability of
social support is important in the development and maintenance of symptoms
of psychological distress and PTSD in first responders (e.g., McCaslin et al.,
2006; Regehr et al., 2002; Stephens et al., 1997; van der Ploeg & Kleber,
2003). In the current study, social support was strongly endorsed by all three
groups, although no differences in the perceived level of support from
family/confidants were evident among the groups. On the other hand, the
individuals who were central to a trauma had the lowest perception of peer
support; however, this only differed significantly from the individuals who
intervened due to employment.
The current findings are difficult to place in the context of previous
research, as there are no studies for direct comparison. Moreover, studies that
did have a similar focus employed mixed methodologies and reported mixed
findings. Nonetheless, the current results are consistent with those reported by
Gabriel et al. (2003), whereby a significant difference was found between
perceptions of social support (source not discriminated) and the type of
involvement (police and injured victims) in the same disaster.
Overall, the current findings indicate that the participants in this study
(irrespective of their type of involvement in the trauma) perceived their
family/confidants as an available source of support, while endorsing the
availability of peer support to a much lesser degree (as indicated by the mean
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scores). More specifically, individuals who were central to a trauma indicated
the lowest level of perceived support from peers, potentially suggesting
difficulties in accessing others who had been through a similar experience.
Alternately, a lack of desire to connect with supportive others in their social
environments may have resulted from their traumatic experience. Similarly,
for individuals who intervened by happenstance, the impact of trauma may
have altered their views on reaching out to less trusted people in their
environments, outside of family and confidant networks.
In contrast, for individuals who are involved in a trauma event due to
the duties of their employment, more initial access to organisational support in
itself may promote perceptions of future availability of support. Hagh-Shenas
et al. (2005) compared the overall psychological status, including PTSD, of
professional rescuers and spontaneous volunteers involved in the Bam
earthquake in Iran. Their findings revealed that the spontaneous volunteers’
overall psychological status, including PTSD, was poorer than that reported by
the professional rescuers. One explanation offered for these findings pertained
to the interaction of training and experience and posttraumatic support. The
authors noted that the spontaneous volunteers reported arriving at and leaving
the affected area individually. In contrast, the professional rescuers travelled to
and from the site together. This, according to the authors, facilitated numerous
group interaction effects, including informal debriefing and group support,
which were likely strengthened due to the experience and guidance of team
leaders. They also believed it was reasonable to assume that, during the
transport to the scene, the more experienced personnel prepared the less
experienced professional rescuers psychologically for what lay ahead. All of
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these group interactions may have led to increased perceptions of available
social support.
Type of Involvement in Trauma and Coping
Coping behaviours are established factors in the maintenance of poor
psychological outcomes after trauma exposure, including PTSD symptoms
(Brewin et al., 1996; Ehlers & Clark, 2000). The results in the present study
revealed different patterns of coping responses according to the individual’s
involvement in a trauma. The only exception to this finding was for the trait
behaviour of dissociation. Within the trauma literature, trait dissociation is
explained as a maintaining factor of PTSD which is engaged in when the
individual experiences PTSD symptoms or is exposed to trauma cues or
memories (Ehlers & Clark, 2000). In the present study, dissociative tendencies
were measured as a stable trait of personality. Therefore, while this construct
may vary according to other measures of outcomes or the influences of
processing trauma information, the current findings suggest that the type of
involvement in a trauma does not influence this behaviour. Rather, other
individual differences may better explain the role of trait dissociation in PTSD
symptom expression.
However, the results of the present study clearly indicated that
individuals who intervened in a trauma event as part of their employment and
individuals who were centrally involved in a trauma event engaged in opposite
coping strategies. Among individuals who had been centrally involved in
trauma, significantly higher levels of engagement in adaptive and maladaptive
coping strategies were reported. Those individuals also engaged in more
adaptive coping than individuals who intervened in a trauma event by
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happenstance. However, no significant differences were revealed for
engagement in maladaptive coping between these two samples. These findings
may be indicative of differences in the posttraumatic consequences perceived
by the three groups. Individuals who are centrally involved in a trauma may
experience the event as more personal in nature, with less control and increased
emotional and physical intensity during and after the event. This, in turn, may
result in far more serious ramifications for the individual’s psychological and
physical health and intimate and wider social relationships; thus reflecting the
heightened use of all coping strategies in this group, compared to individuals
who intervened to render assistance.
Individuals who intervened in a trauma event by happenstance reported
the engagement in a unique set of coping strategies. On one hand, this group
endorsed the same level of engagement in adaptive coping as the group whose
intervention was employment-related, suggesting that both intervener types
may have perceived the event as less personal than the individuals who were
central to a trauma. The posttraumatic consequences may not have been as
pervasive in the interveners’ psyche, physical health and social world, therefore
reducing the variation in strategies required in order for these individuals to
cope.
On the other hand, the individuals who intervened by happenstance
endorsed the same level of engagement in maladaptive coping strategies as the
individuals who were centrally involved in a trauma event, and this was
significantly higher than the level reported by the individuals whose
intervention was employment-related. This may be indicative of more negative
self-appraisals of their actions and reactions during the trauma event. For
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example, the intervener by happenstance may have experienced terror and
helplessness during the event, yet managed a successful outcome. This may
have led to incongruent feelings about the way in which others view their
actions as “heroic”, as well as their personal recollections of vulnerability and
possibly sheer luck. Alternately, if a less optimal outcome had resulted, the
individuals who intervened by happenstance might have subsequently felt
overwhelmed by more negative cognitions, such as self-blame or guilt that they
could not do more. In a study conducted by Salcioğlu et al. (2003), victims in
the 1999 Turkey earthquakes who quickly became rescuers of others reported
intense anxiety and feelings of helplessness, desperation, anger, self-blame and
guilt associated with being unable to rescue many of the people trapped under
rubble. In addition, feelings of anger and frustration directed at authorities for
not responding quickly enough, and loss of faith in people (e.g., those who
refused to help in rescue attempts) were still salient reactions 20 months after
the disaster. In contrast, individuals who intervene in a trauma event as part of
their employment may not experience the same level of self-doubt in their
actions and, due to their experience, may interpret the outcome of the event
(whether positive or negative) quite differently.
Type of Involvement in Trauma and Attachment Style
When examining the more stable individual characteristics of adult
attachment style in the analyses, no significant differences were evidenced for
the secure, preoccupied and dismissive attachment styles. In addition, no
significant differences were revealed for scores on fearful attachment in the
central to trauma and intervention by happenstance groups. However, the
characteristics of fearful attachment were significantly less likely to be reported
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by individuals who intervened as part of their employment. These findings are
inconsistent with Bogaerts et al.’s (2008) findings in a sample of security
officers who were classified as active victims, passive victims and non-victims
in a trauma event within six months prior to study participation. In contrast to
the present findings, the authors reported that only secure attachment was
differentiated based on the type of exposure to a work-related critical incident.
However, this was found only for those participants who had not been exposed
to a critical incident in the workplace. For those participants who had been
exposed to a traumatic event (as in the current study), no significant differences
on secure attachment were revealed.
The finding that fearful attachment was significantly lower in
individuals who intervened as part of the roles and duties of their employment
is inconsistent with Bogaerts et al.’s (2008) findings; however, the disparity
between these two studies may be indicative of sample differences. In
Bogaerts et al.’s study, the participants were professional first responders
within the same profession. In the current study, a number of professions were
represented, including those not routinely involved in responding to critical
incidents.
Alternately, the present findings may reflect self-selection bias.
Individuals with heightened fearful attachment characteristics may be less
likely to be attracted to professions in which intervening in trauma is likely to
be part of their roles and duties. The current findings extend the findings of
previous research by comparing three types of involvement in mixed traumas.
Explanations provided for the present findings are speculative, as no prior
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studies comparing all three groups with mixed traumas have been conducted
thus far.
Strengths, Limitations and Future Directions
As Study two extended Study one, several of its limitations are identical
to those already discussed in detail in Chapter Eight. Therefore, only a brief
summary is repeated here. In considering exposure to trauma within this
thesis, exposure to trauma was limited to the participants who endorsed
involvement in a trauma event on the basis of being centrally involved or on
the basis of being involved in order to render assistance to another person in an
event posing actual threat of physical harm or death or an event that resulted in
physical harm or death. Therefore, other DSM-IV-TR and DSM-5 criteria for
defining traumatic events were not accounted for. These include witnessing a
trauma involving another person, learning about a trauma to another person and
experiencing repeated exposure to aversive details of a trauma event, which are
commonly associated with first responders in the DSM-5. Thus, it may not be
possible to generalise the findings to trauma events outside the range of being
personally involved in an incident of actual threat of physical harm or death, or
an event that resulted in physical harm or death, where the individual was
centrally involved or personally involved in order to render assistance.
In the current study, PCL-C was used to identify individuals
experiencing symptoms of PTSD, rather than probable PTSD. As such, several
predictors relevant to the psychological outcome of trauma were not included
in this research. Thus, further research is required in order to examine the
present findings in the context of actual PTSD and other known predictors of
PTSD. In addition, the PCL-C was designed to assess the DSM-IV PTSD
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diagnostic Criteria B, C and D for PTSD symptoms. The subsequent
modification of these criteria in the DSM-5, including the addition of a new
criterion and new symptoms, requires that future research examine the present
findings in relation to the new diagnostic criteria as set down by the DSM-5.
The current study used a cross-sectional design, with retrospective
reporting of peritraumatic distress. This is deemed acceptable, as a number of
studies have reported that measures of peritraumatic emotional distress
assessed within hours or weeks of the index trauma have been prospectively
predictive of a subsequent PTSD diagnosis (e.g., Kangas et al., 2005;
O’Donnell et al., 2010). Therefore, retrospective and prospective data
converge, emphasising the predictive significance of peritraumatic reactions.
In measuring attachment, a number of limitations, already
acknowledged in regard to Study one, apply here as well. More specifically,
the reliance on self-report data and the single source of information regarding
attachment style might lead to bias. Self-report measures are criticised for only
capturing the consciously held beliefs and feelings of the individual (Declercq
& Palmans, 2006). However, moderate correlations between the self-report
and interview methods of assessment are consistently reported (Bartholomew
& Moretti, 2002; Griffin & Bartholomew, 1994). Therefore, the decision to
use self-report measures is not likely to undermine the findings of the present
study.
Analysis revealed that the Cronbach’s alpha values for the secure and
preoccupied attachment subscales were clearly below a generally preferred
alpha coefficient of .70. As previously noted, this could potentially result in
understating the strength of relationships, increasing the risk of Type II error.
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The RSQ is a widely used measure and, in previous validation studies, the
construct validity (e.g., Backstrom & Holmes, 2001; Griffin & Bartholomew,
1994), convergent validity (e.g., Brennan et al., 1991) and test-retest validity
(e.g., Griffin & Bartholomew, 1994) have been demonstrated.
In regard to measuring coping behaviours using the Brief COPE in this
study, two coping subscales comprised of adaptive or maladaptive strategies
were created based on well-established theoretical principles and empirical
findings (Meyer, 2001; Yi-Frazier, 2010; Coomber & King, 2012; Vosvick et
al., 2003). As Carver and Connor-Smith (2010) suggested, the context of the
coping strategies under investigation is the most important aspect to consider.
In this respect, the research employing samples of individuals in high-risk
occupations that was reviewed as a part of this work confirmed the validity of
measuring the coping strategies defined as adaptive or maladaptive in this
study (see Chapter Eleven).
Finally, in the current study, participants were not required to indicate
the type of trauma event they experienced (e.g., sexual trauma, assaultive
violence, motor vehicle accidents). Presumably, endorsements of trauma
exposure by individuals who were central to a trauma event and individuals
who intervened in a trauma event represent various trauma experiences. Future
research might examine this trauma characteristic in association with the type
of involvement in order to establish if the type of event plays a role in the
differences between groups.
It is widely accepted in the trauma literature that critical responders
are not a homogeneous population (e.g., Berger et al., 2012; Fullerton et al.,
2004; Perrin et al., 2007). In the current study, in the sample comprising
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individuals who intervened as part of their employment, variability in
occupations, training and frequency of exposure, as well as the small sample
size, suggest that these findings cannot be generalised to specific occupations.
Future research is thus required to replicate the current findings, examining
differences between the type of involvement in individuals who were involved
in a trauma event due to their employment in specific occupations, individuals
who were central to a trauma event, and individuals who intervened in a trauma
event by happenstance.
Despite these limitations, the current results provide clear preliminary
evidence that the three groups under investigation are not homogenous. The
finding that peritraumatic reactions, posttraumatic coping and PTSD symptom
expression varied across the groups is very important. An extensive literature
review revealed a dearth of studies that have analysed individuals whose
exposure to trauma is characterised by intervening to render assistance to
another person by happenstance. It is reasonable to assume that these
individuals have been implicitly included in previous research, as they met the
DSM-IV-TR Criterion A1 definition of exposure to a traumatic event.
However, similar to previous findings that have shown that first responders and
civilians/victims do not respond to trauma exposure in the same way, the
current results suggest that further investigation of the heterogeneity of
individuals who were central to trauma and individuals who intervened by
happenstance is warranted.
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Chapter Fifteen
Study Three
In the third and final component of this research, the individual
differences of PTSD are further examined by extending the propositions of
Study one to a sample of individuals who intervened in a trauma event by
happenstance or as part of the roles/duties of their employment. Consistent
reports of the importance of resiliency in studies employing samples of
individuals in high-risk occupations led to the inclusion of this construct in
the current study. Models describing the possible relationships among
attachment styles and PTSD symptom expression by reference to the type of
intervention are constructed and tested.
In the previous review of the attachment and trauma literature for Study
one, the theoretical knowledge and empirical evidence associated with a
number of robust predictors of PTSD and the development and maintenance
of PTSD symptoms were presented (see Chapters Three to Eight). A review
of the trauma literature presented in Study two reviewed the empirical
evidence associated with the robust predictors of PTSD under investigation in
Study one with reference to a sample of individuals who intervened in a
trauma event to help another person (see Chapter Eleven). Therefore, the
focus of the current review relies on the empirical evidence of associations
among the same robust predictors of PTSD symptoms in the relationship
among attachment styles and PTSD symptom expression with reference to a
sample of individuals who intervened in a trauma event by happenstance or
as part of their employment. As the construct of resilience is introduced for
the first time in this thesis in Study three, a review of the literature pertaining
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to both the theoretical knowledge and empirical evidence in the trauma and
attachment literature is presented.
Attachment Style and PTSD Symptom Expression
A substantial body of empirical evidence exists describing the
associations between attachment security and PTSD in the attachment
literature. An extensive review of the literature at the time of writing
revealed that studies examining attachment and PTSD in high-risk
employment have tended to focus on military samples (e.g., Dieperink et al.,
2001; Mikulincer et al., 2011; Kanninen et al., 2003; Dekel et al., 2004).
Thus far, limited research with samples from other occupations is available,
and no research investigating the role of attachment in PTSD symptom
expression among individuals who were involved in a trauma event by
happenstance is available.
Declercq and Willemsen (2006) conducted a study investigating the
relationships between attachment style, stress and PTSD in a sample of 544
employees from a Belgian security company and the Belgian Red Cross. The
results of their study revealed that individuals whose attachment style was
characterised as fearful and preoccupied reported higher levels of stress that
were positively associated with PTSD. In contrast, the authors found a
significant negative effect between secure attachment and distress, while the
negative association between dismissive attachment and distress failed to
reach significance.
Declercq and Willemsen (2006) explained their findings as support for
the assertion that attachment style may play a significant role in attenuating
the effects of distress and PTSD development. Moreover, according to the
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authors, their findings suggested that the securely attached individuals might
have drawn on personal resources of effective coping and appropriate affect
regulation, whereas the individuals characterised as having a dismissive
attachment style were likely to use distancing strategies to reduce the impact
of distress. Furthermore, the authors explained the findings of increased
distress and PTSD in individuals characterised as preoccupied and fearful as
in line with the basic tenets of adult attachment theory. These findings
indicated that such individuals lacked the personal resources to regulate affect
appropriately, had little confidence in their own ability to cope effectively
with stressful situations, and over-emphasised the more negative aspects of
the stressor.
Intervention in a Trauma Event – Peritraumatic Distress and
Attachment Style
At the time of writing, very few studies in the attachment literature
have investigated attachment style and peritraumatic distress in samples of
individuals from high-risk employment groups exposed to trauma.
Consequently, this limits the available knowledge of the impact of trauma
when an individual has intervened to help another in need, and the
mechanisms involved. However, the literature review identified one study
that investigated the association between fearful attachment style and acute
stress response to traumatic events employing a sample of ambulance
workers (N = 243) (Halpern, Maunder, Schwartz & Gurevich, 2012).
Associations between fearful attachment style and peritraumatic distress
(dissociation, level of distress and physiological arousal), social supportseeking and psychological outcomes including depression, somatisation,
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burnout and posttraumatic stress symptoms were examined. Although
significant positive associations were evident between fearful attachment
style and posttraumatic stress symptoms, depression, somatisation and
burnout, no significant mediation effect among fearful attachment style and
these constructs was evident. In addition, while no significant association was
evident between fearful attachment style and peritraumatic distress, increased
maladaptive coping and recovery time from social withdrawal and physical
arousal, as well as decreased social support-seeking, were associated with
fearful attachment. Based on these findings, the researchers suggested that an
individual’s attachment style might be a pre-incident variable capable of
explaining variability in peritraumatic and posttraumatic responses,
behaviours and psychological outcomes associated with critical incident
exposure.
In a related study, Landen and Wang (2010) examined the associations
between attachment style and the psychological wellbeing of firefighters.
Their analysis of the results revealed that attachment avoidance and
attachment anxiety had significant direct associations with psychological
wellbeing. Commenting on their results, the authors stated that:
Due to the nature of firefighting work, life-threatening danger is
regularly encountered by firefighters and their attachment systems will
likely be activated at time of threat. It is reasonable to argue that
firefighters’ wellbeing depends on their ability to use one another as
resources to successfully deal with problems encountered which is the
essence of secure base use. (p. 146)
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While Landen and Wang (2010) make a good point, arguably, at the
same time, the firefighters would be acutely aware that the safety and
wellbeing of their fellow firefighters and possibly members of the public are
their ultimate responsibility. According to Collins et al. (2006), one pathway
for the activation of the caregiving behavioural system is the presence of
another person in danger, distressed or in discomfort, and thus seeking or
requiring help.
In another related study, Westmaas and Silver (2001) designed an
experiment to activate the caregiving behavioural system in a stranger
interaction. The study involved the assessment of associations between
attachment security and caregiver supportive responsiveness, anxiety/distress
and rejection, as well as the effect of the support-seeker’s attachment style, in
the caregiving interaction. In the experimental study, female participants (N
= 241) listened to a previously recorded interview in which a peer
(confederate) discussed her background, significant life events and
relationships. Statements concerning relationships were manipulated in order
to convey characteristics of one of four attachment styles. Toward the end of
the mock interview, the confederate revealed her recent diagnosis of cancer.
After a brief interval, the participant and confederate conversed for
approximately ten minutes.
In analysing their observations and assessments, Westmaas and Silver
(2001) found that attachment security was associated with more supportive
behaviours and less anxiety/distress. Moreover, while anxious participants
offered more support than avoidant participants did, they reported greater
anxiety/distress during their interactions with the confederate. In addition,
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greater attachment anxiety was also associated with increased self-criticism
concerning participant-confederate interactions compared to attachment
avoidance. In contrast, avoidant participants provided less support, and
reported experiencing less anxiety/distress during their interaction with the
purported cancer patient.
Westmaas and Silver (2001) discussed these findings as consistent with
established theoretical knowledge and empirical evidence linking anxious
attachment to low self-esteem and negative self-models. Further, and
supporting the postulates of attachment theory, the authors suggested that
anxiously attached individuals tend to become overwhelmed by negative
thoughts and emotions and react with heightened distress in response to
stressors (Bartholomew et al., 1997; Mikulincer, 1995; Mikulincer & Florian,
1998). The overall results obtained further suggested that, while the
dimension of anxiety was a stronger predictor of anxiety/distress, the
dimension of avoidance appeared to be more relevant to the quality of
support provided.
In addition, Westmaas and Silver (2001) highlighted the importance of
recognising the role of the attachment styles of the caregiver and supportseeker during caregiving interactions. This was supported by the observation
that, when the confederate was depicted as possessing an avoidant attachment
style, all the participants responded in a more rejecting manner regardless of
their own attachment style. However, the avoidant participants were most
rejecting of anxiously attached confederates.
Similarly, in a related study replicated in Israel and the United States,
Mikulincer and colleagues (2005) examined the associations between
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attachment style, caregiver emotional reactions and distress, willingness to
help another person and the decision to help another person who was clearly
under duress. The researchers were interested in whether it was possible to
induce contextual attachment security in order to improve pro-social
behaviours.
Mikulincer and colleagues (2005) designed an innovative experiment in
which the participants were led to believe that they were watching another
participant perform aversive tasks in another room via video link. The
performer of the aversive tasks was a young female confederate, and the
video had been pre-recorded. As the confederate progressed through a series
of tasks, her level of distress increased. Upon the request to pet a live
tarantula, the confederate became extremely distressed and overwhelmed at
the prospect of completing the task. During a purported break to allow the
distressed woman to compose herself, measures of the participants’ emotional
reactions, including distress due to watching the woman, were assessed. In
addition, the participants reported if they were willing to provide help to the
woman by taking her place in completing the remaining tasks in the series.
After these assessments were completed, the participants were informed that
the young woman was very uncomfortable with the remaining tasks and were
asked to trade places with her.
Mikulincer and colleagues (2005) found that attachment priming led to
increased scores across all pro-social variables, but did not decrease the
participants’ distress levels. Higher scores on attachment anxiety were
associated with higher distress. However, participant distress did not lead to
helping the suffering individual (by deciding to perform the task on her
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behalf). In addition, higher avoidance was associated with decreased
compassion, willingness to help and provision of actual help.
Mikulincer and colleagues (2005) argued that the subliminal contextual
activation of attachment security and associated pro-social behaviours across
all attachment orientations suggested that the attachment-caregiving link is a
preconscious and automatic process. Moreover, they suggested that the
orientation of the caregiving system toward more pro-social reactions was
due to the absence of attachment worries and defences that had been
eliminated via attachment-related priming.
Intervention in a Trauma Event – Perceptions of Support and
Attachment Style
A central tenet of attachment theory is that the development of patterns
of behaviour and appraisals of seeking and receiving support occurs via
interactions with caregivers. Moreover, these interactions, in part, lead to the
established patterns of self and other concepts that influence and guide
behaviours and perceptions in social support expectations, perceived
availability of support, received support and satisfaction with perceived and
received support (Bowlby, 1973; Collins & Feeney, 2004; Mikulincer &
Shaver, 2009). While these theoretical propositions are widely supported in
the adult attachment literature, the extant research has primarily focused on
romantic partnerships. At the time of writing, very few published studies had
examined adult attachment style, perceived availability of support and PTSD
in victims of trauma, and fewer still had employed samples of individuals in
high-risk occupations. In the review of the literature, no research that
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focused on attachment style and perceptions of social support in individuals
who had intervened in a trauma event by happenstance was located.
Nevertheless, emerging in the literature are the findings that the
individual’s perceptions of available support is an important trauma variable
in vulnerability to PTSD, and that an individual’s attachment style may play a
significant role in such perceptions (e.g., Besser & Neria, 2010; Cloitre et al.,
2008; Declercq & Palmans, 2006; O’Connor & Elklit, 2008). However, these
empirical studies have yielded mixed results.
Declercq and Palmans (2006) found that both adult attachment style
and perceived social support moderated the development of PTSD in their
study employing a sample of employees from a security company and from
the Belgian Red Cross. The authors found that fearful and preoccupied
attachment was associated with increased distress and PTSD, as well as
decreased perception of the availability of social support. In contrast,
participants who were considered securely attached reported decreased
distress, decreased PTSD symptoms and optimal social support. Participants
endorsing a dismissive attachment style were the only group to report
receiving too much social support. The authors described these findings as
reflecting the core characteristics associated with individuals’ attachment
styles and perceptions of others, as postulated within attachment theory.
As previously discussed in Chapter Four, O’Connor and Elklit (2008)
employed a mixed trauma sample and found that the endorsements of past
and present support availability were highest for the securely attached
participants, whereas the fearfully attached participants reported the lowest
levels of support availability in both the past and present. On the other hand,
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dismissive attachment was only associated with decreased perceptions of
present support availability, and preoccupied attachment was not significantly
associated with either past or present support availability.
Intervention in a Trauma Event – Coping Attachment Style and PTSD
As discussed in Chapter Four, the perception of threat to self
automatically activates the attachment system. In turn, the individual seeks
proximity to the attachment figure in order to regain homeostasis (Bowlby,
1969, 1973, 1980). Proximity-seeking may be an internal process (symbolic
proximity) or external process, depending on the appropriateness or
possibility of seeking actual proximity. Arguably, this is the first line of
defence in coping, and is an important aspect of the ongoing appraisal and
response intensity of the individual during the threat, via affect regulation.
This, in turn, influences the subsequent coping strategies in which the
individual will engage (Holmberg et al., 2011; Mikulincer & Shaver, 2003).
Also important in the coping and trauma literature is the individual’s
style of information processing. Information processing plays an important
role in the way in which trauma information is processed. Coping behaviours
may block the processing and integration of trauma information or may
facilitate such processing (e.g., Brewin et al., 1996; Ehlers & Clark, 2000;
Foa et al., 1989). As discussed previously in Chapter Four, Mikulincer
(1995) found that, when examining the attachment style and informationprocessing style of the participants in his study, the secure individuals tended
to have a positive attitude toward information processing. In addition, the
secure individuals demonstrated effective engagement in information search
and flexibility in altering previously established beliefs in order to
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accommodate new or disconfirming information. In contrast, the insecurely
attached individuals tended to be inflexible in processing any information that
contradicted their prior beliefs, preferring instead secure and stable
knowledge that supported their already established beliefs.
A review of empirical studies on attachment and coping revealed that
individuals characterised as securely attached are found to engage in more
constructive and effective coping behaviours (e.g., Buelow et al., 2002;
Schmidt et al., 2002; Mikulincer et al., 1993). In contrast, individuals with
high levels of anxiety and avoidance tend to direct resources toward concerns
about close relationships or the detection of any cues that may remind them
of painful attachment experiences. This, however, does not lead to
constructive behaviours to resolve the source of threat. Rather, strategies to
cope with such perceived threats are engaged in with the aim of reducing the
distress associated with activation of the attachment system (Mikulincer et
al., 1993).
Mikulincer (1997) suggested that one of the mechanisms involved in
attachment-specific coping behaviours is state and trait curiosity. In his
examination of attachment style and state and trait curiosity, Mikulincer
found that the coping strategies engaged in by avoidant individuals were
characterised by an inability to explore problems and possible solutions. As a
result, these individuals were more likely to engage in denial strategies.
Underlying this tendency was the propensity to dismiss the importance of
new information and avoid information searching. Additional characteristics
included repression of curiosity when hindrances arose, and only seeking
disconfirming information in a bid to avoid social interactions. In contrast,
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Mikulincer described anxious individuals as conflicted about curiosity.
Although they desired to explore the world, they felt overwhelmed by doubts
about appropriateness and the impact that curiosity could have on their
relationships. In turn, this manifested as cognitive closure and rigidity when
presented with new information.
Landen and Wang (2010) conducted one of the few studies identified in
the literature review as having a focus on the examination of coping and adult
attachment style of individuals in high-risk occupations. The authors
developed a conceptual model that tested the associations of attachment
anxiety, attachment avoidance, work cohesion, coping and psychological
wellbeing of firefighters (N = 173). The authors’ analysis revealed no
significant differences in the participants’ engagement in coping strategies
according to attachment style. The latent construct of coping in Landen and
Wang’s model was to be comprised of three subscales, namely, problemfocused, adaptive emotion-focused and maladaptive emotion-focused coping.
However, maladaptive emotion-focused coping did not load significantly on
the latent construct of coping in the measurement model and thus was not
included in their final model.
Landen and Wang (2010) found that only attachment avoidance
evidenced significant negative associations with adaptive coping, and
partially mediated the effect of avoidance and wellbeing, while no effect was
evident for attachment anxiety. The authors suggested that the latter finding
might reflect the levels of environmental stress experienced by the
firefighters, which may moderate the mediating effect of coping on
attachment anxiety and wellbeing. The authors acknowledged that, as they
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had only measured emotional forms of maladaptive coping, variability of the
maladaptive coping construct might have been lost. Overall, their model
supported the tenets of attachment theory, in that the individuals who had the
lowest levels of avoidance and anxiety experienced higher levels of
wellbeing.
Dispositional Resilience and Post-Trauma Symptomology
Within the trauma literature, significant emphasis is placed on the
apparent resilience of high-risk occupation populations in association with
psychological outcomes. Therefore, this construct was included in the
current study. Within the existing literature, the construal of resilience is
often in the form of the absence of PTSD and/or the absence of maladaptive
coping strategies. In the current study, resilience is measured with the
Dispositional Resilience Scale-15 (DRS-15) (Bartone, 1995) directly in
association with PTSD. Therefore, within this study, resilience is a measure
of overall beliefs and attitudes about adversity, coping and meaning-making
(Kobasa et al., 1982). As discussed in the following literature review, an
individual’s resilient attributes interact with a number of individual and social
resources to produce an outcome of psychological wellbeing.
The construct of hardiness, or dispositional resilience, has been
conceptualised in the context of personality traits. As such, resilience is
associated with the particular characteristic style with which an individual
approaches and interprets experiences. Kobasa et al. (1982) defined
hardiness as a construct comprised of pervasive beliefs of commitment,
control and challenge. More specifically, they explained that commitment
refers to the individual’s engagement with daily and novel activities, as
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opposed to self-imposed withdrawal. Control relates to an individual’s sense
of autonomy over self and the immediate environment, as opposed to a sense
of helplessness. Challenge refers to the belief that change is a normative part
of life, which is to be anticipated as a challenge that brings with it the
potential for personal growth, as opposed to viewing change as a threat to
individual security.
Often referred to as “the 3Cs”, commitment, control and challenge are
thought to be pervasive attitudes that provide the individual with a sense of
personal autonomy in their life. Furthermore, possessing these attitudes in
times of stress and adversity leads the individual to experience less stress and
to appraise and respond to a situation more flexibly and optimistically. In
addition, in this context, the resilient individual approaches adversity in his or
her personal life as an opportunity for growth and development, rather than
potential disaster (Kobasa et al., 1982; Maddi, 2002, 2006).
There is still widespread debate in the literature as to whether the
construct of resiliency is one-dimensional or multi-dimensional. The concept
of hardiness was originally conceived by Kobasa (1979) as a single, unitary
construct (i.e., a composite of commitment, control and challenge);
accordingly, Maddi (2002, p. 176) proposed that it is “the combination of
strength in all 3Cs that constitutes hardiness”. Maddi further suggested that
no one of the three components alone is sufficient to provide the motivation,
courage and tenacity that enable the individual to deal with the situation at
hand effectively and find challenge, meaning and possibly growth in the
situation. Rather, resilience is the result of the interaction of all three
attitudes.

326

PSYCHOLOGICAL CORRELATES OF PTSD SYMPTOMS

The proposition that resiliency acts as a buffer against stress and PTSD
appears well supported by the findings reported in studies based on normative
non-clinical samples and samples of individuals exposed to highly distressing
and potentially traumatic situations (e.g., Bartone, 1999, 2007; Maddi &
Hightower, 1999). Moreover, hardy individuals draw upon internal resources
of positive self-appraisal, support-seeking, active coping and efficacy in
coping and meeting the challenge at hand (Agaibi & Wilson, 2005).
Sutker, Davis, Uddo and Ditta (1995) examined war-zone stress,
personal resources (hardiness, coping, social support and family cohesion)
and PTSD in Persian Gulf War veterans. Their study included comparative
analyses between individuals diagnosed with PTSD (n = 97) and individuals
with a non-PTSD status (n = 484). The results revealed a negative correlation
among hardiness commitment, social support and family cohesion, and
effective coping strategies in veterans with PTSD. The authors suggested
that the commitment disposition of the hardiness construct might have
facilitated a protective function in psychological adjustment in their sample.
Further, the authors suggested that the proclivity to become involved in
experiences with a sense of purpose and meaning may lead to reductions in
the negative impacts of stressful experiences. In addition, the authors
proposed that more positive outcomes occur via decreased perceptions of the
severity of stress associated with the stressor, increased social support, and
engagement in more effective coping responses that facilitate the mitigation
or resolution of the stressor.
Within the trauma and resilience literature, explanations of resilience in
individuals in high-risk occupations often cite occupational and self-selection
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screening (e.g., North et al., 2002; Perrin et al., 2007). Gayton and Lovell
(2012) investigated whether resilient individuals are more likely to seek
employment as paramedics or whether time spent in paramedic service leads
to increased resilience. In their study, comparative analysis was conducted
between Australian paramedical students (n = 73) and experienced
paramedics (n = 146). The results indicated that experienced paramedics
evidenced significantly higher levels of resilience when compared to
paramedical students.
Gayton and Lovell (2012) explained the differences in resiliency levels
between the two groups as reflecting the groups’ respective levels of workrelated trauma experience. Moreover, they suggested that, as the paramedical
students were yet to be directly exposed to work-related trauma, the
opportunity to develop resiliency through experience had not yet been
realised. The authors added a cautionary note to their explanation of the
findings, citing the need for replication of their results, given no other studies
were available at that time for comparison.
In a related study, Bartone and colleagues (1989) examined the risk
factors for poor health and psychological outcomes among assistance officers
providing care to the bereaved families of returning soldiers who had died in
a plane crash upon completing a peacekeeping mission. The participants in
the study completed survey instruments at six months (N =164) and twelve
months (N =131) post-disaster. The analysis revealed that the assistance
officers were at increased risk for several negative physical and psychological
outcomes for up to one year following their duties in this capacity. However,
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the findings also revealed that having a resilient personality style and utilising
social supports attenuated the deleterious effect of the assistance officer role.
Bartone and colleagues (1989) suggested that the protective utility of
resilience might manifest in its capacity to foster an ability to adjust to the
chaos of a disaster situation. In addition, resilience facilitates the ability of
individuals to define their role clearly for themselves in situations where role
ambiguity is present. The authors further suggested that resilience might
facilitate perceptions of the event as a challenge and opportunity for growth,
and of the individual’s role in the event as meaningful and purposeful. This,
in turn, would lead to less perceived distress and engagement in more
effective coping strategies, such as accessing social support from supportive
networks within the individual’s organisation and those external to it.
Similarly, Pietrzak et al. (2010) found that psychological resilience, unit
support and post-deployment social support acted as psycho-social buffers to
PTSD, in a sample of war veterans, two years after initial deployment.
Furthermore, resiliency was found to fully mediate the association between
the measure of social support within an individual’s unit and PTSD and
depressive symptoms. According to the authors, such findings indicated that
social support may promote resiliency and that this might occur via increased
self-efficacy, engagement in adaptive coping strategies, realistic and positive
reappraisal, personal growth and meaning-making of stressful situations.
Intervention in a Trauma Event – Dispositional Resilience and
Attachment Style
The presence of early environmental protective factors and minimal
risk factors tends to be associated with psychological resilience (e.g., Maddi,
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2002, 2006; Perry, 2009). These same environments also tend to be
associated with secure attachment style. Evidently, secure attachment and
psychological resilience are positively associated in childhood and adulthood
(Feder, Nestler & Charney, 2009; Perry, 2009). However, this does not imply
that an insecure attachment style is automatically associated with poor
resilience. As Feder et al. (2009) pointed out, the development of resilience
involves an interaction of environmental, genetic, epigenetic and neural
mechanisms. These factors appear to be mediated by several neural circuits
involving numerous neurotransmitter and molecular pathways. The
interactions between genetics, epigenetic and environmental factors, to
varying degrees, are likely to be a mix of risk and protective factors.
Therefore, in the context of exposure to risk factors that result in an insecure
attachment style, the degree of resiliency developed may be contingent upon
the extent to which the individual was able to deal with and overcome the
adversities that were present in the environment.
According to Perry (2009), although a great deal is still unknown about
how the interaction of genetics and environment influences the development
of resilience, healthy relationships are shown to assist in successfully coping
with and healing from stress, distress and trauma. This relational modulation
of stress is said to be mediated in the brain by two interconnected and broadly
distributed systems, namely, the stress response system and the neural
networks involved in “bonding, attachment, social communication, and
affiliation” (Perry, 2009 p. 246; Feder et al., 2009; Schore, 2002).
One of the most important developmental milestones recognised in both
the attachment literature and resiliency literature is the development of
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flexible and adaptive means for self-regulation (Schore, 2002). Again, the
success of achieving this milestone is largely reliant upon early
environmental experiences. Consistently reported within the resiliency
literature is the importance of early relational experiences for the ongoing
development of individual characteristics implicit in resiliency. These
characteristics include competence (beginning in infancy), problem-solving
skills, social competence, appropriate social behaviour and academic
achievement which lead to further gains throughout development (Feder et
al., 2009; Masten & Coatsworth, 1998). In turn, these gains promote the
development of self-esteem and self-efficacy, active commitment to work and
other activities (Masten & Coatsworth, 1998), engagement in adaptive coping
strategies (e.g., active coping, cognitive reappraisal, positive reframing, social
support and acceptance), optimism and positive emotions (Southwick et al.,
2005; Feder et al., 2009). Additional developmental benefits include
autonomy, and a sense of purpose, morality and future (Rutter, 1979; Werner
& Smith, 1987; Masten, Best & Garmezy, 1990), all of which are measurable
attributes considered indicative of resiliency.
Several researchers have explored the link between attachment and
resiliency and various psychological outcomes in individuals exposed to
acute stressors. For example, Neria et al. (2001) conducted a study with a
sample of 17-year-old male Israeli military personnel, all of whom were
candidates for service in an elite combat unit (N = 434). The researchers
examined the relationship between attachment style, hardiness and mental
health during an intense real-life stress. Psychological assessments took
place toward the end of an extremely demanding screening process for entry
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into the elite combat unit. The results revealed that secure attachment
patterns were positively associated with overall hardiness, mental health and
wellbeing, and negatively associated with distress and general psychiatric
symptoms. In contrast, avoidant and ambivalent attachment patterns were
negatively associated with mental health and wellbeing, and positively
associated with distress and general psychiatric symptoms.
Neria et al. (2001) described their findings as being generally consistent
with the postulates of attachment theory. More specifically, they noted that
the securely attached individuals in their sample seemed capable of
adequately managing stress and distress, while the individuals who were
considered insecurely attached did not. In addition, the results of their study
indicated that attachment and resiliency independently contributed to mental
health outcomes.
Zakin, Solomon and Neria (2003) investigated the effect of hardiness
and attachment styles on the psychological adjustment of combat veterans (N
= 189) and former POWs (N = 164) almost two decades after returning from
the same war. The results of their study revealed that, in both groups of
returned soldiers, hardiness and secure attachment style had a direct main
effect on PTSD (past and present), depression, anxiety and somatisation. In
addition, the results revealed a strong interaction between hardiness and
attachment style on PTSD (present), depression, anxiety and somatisation.
The authors interpreted their findings as indicating that attachment and
hardiness may not only act independently to reduce psychological distress
and symptomology, but may also operate in a compensatory manner in that
the heightened level of one balances the paucity of the other.
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Chapter Summary
The review of the attachment and trauma literature in this chapter
revealed that various robust predictors associated with PTSD have been
investigated in samples of individuals in high-risk occupations. An
exhaustive search of the literature failed to identify any research assessing the
relationship between adult attachment style and PTSD symptom expression
and employing a sample of individuals who intervened in a trauma event by
happenstance. Therefore, the evident paucity of studies attempting to explore
the role of attachment orientation in peritraumatic and posttraumatic
responses across different types of interveners is addressed in Study three in
this thesis.
Hypothesised conceptual models describing the associations among
psychosocial, cognitive and behavioural peritraumatic and posttraumatic
ways of responding have been proposed in this thesis as mediating variables
in the association between adult attachment style and PTSD symptom
expression. The proposed models of mediation between adult attachment
style and PTSD symptom expression are tested separately for individuals who
intervened by happenstance and individuals who intervened as part of their
employment. It is hypothesised that, in each model, attachment styles will
predict PTSD symptom expression, and these associations will be mediated
by peritraumatic distress, coping strategies, dissociation, perceived
availability of social support from family/confidants and from peers and
resilience. Figure 15.1 illustrates the proposed model for the mediation
between attachment style and PTSD symptom expression across the two
types of trauma interveners.
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Peritraumatic Distress (PDI)
Dispositional Resilience
Adaptive Coping (Brief COPE)
Maladaptive Coping
(Brief COPE)
Dissociative Experiences
(DES-II)
Perceived Availability
Family/Confidant Support
(MDSS)
Perceived Availability Peer
Support (MDSS)

Attachment Style
Model A- Fearful

PTSD Symptom
Expression

Model B - Preoccupied
Model C - Dismissing
Model D – Secure

Figure 15.1. Proposed model for the relationship between attachment
style and PTSD symptom expression, as mediated by peritraumatic distress,
dispositional resilience, adaptive and maladaptive coping, dissociative
experiences, and perceived availability of support from family/confidants and
peers, in a sample of individuals who intervened by happenstance.
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Peritraumatic Distress (PDI)
Dispositional Resilience
Adaptive Coping (Brief COPE)
Maladaptive Coping
(Brief COPE)
Dissociative Experiences
(DES-II)
Perceived Availability
Family/Confidant Support
(MDSS)
Perceived Availability Peer
Support (MDSS)

Attachment Style
Model E- Fearful

PTSD Symptom
Expression

Model F - Preoccupied
Model G - Dismissing
Model H – Secure

Figure 15.2. Proposed model for the relationship between attachment
style and PTSD symptom expression, as mediated by peritraumatic distress,
dispositional resilience, adaptive and maladaptive coping, dissociative
experiences, and perceived availability of support from family/confidants and
peers, in a sample of individuals who intervened due to employment.
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Chapter Sixteen
Method
Participants
In order to be eligible for participation in Study three, the prospective
candidates were required to endorse having intervened to help another person
in the course of an event that involved actual threat or resulted in the physical
harm or death of another. While preliminary screening and normality checks
were conducted before proceeding with analyses, initial data screening was
already conducted on this sample and reported in detail in relation to Study two
so is not reported again here (see Chapters Twelve and Thirteen). The final
sample consisted of 132 participants (M age = 34.21, SD = 11.77), comprised
of 87 females (M age = 32.50, SD = 10.74) and 45 males (M age = 37.51, SD =
13.06).
Materials
As Study three is an extension of Study one, the same measures of
demographic information, PTSD symptom expression, adult attachment,
peritraumatic distress and coping strategies were employed in the current study
and were previously discussed in detail in Chapter Eight. The measures used
to assess eligibility for the current study and the characteristics of the
intervention are discussed below. One additional measure was included in the
current study, namely, the DRS-15 (Bartone, 1995).
Intervention in a Trauma Event. A purpose-developed self-report
question adapted from the DSM-IV-TR Criterion A1 (the DSM-IV-TR
operational definition of trauma exposure) was included to assess whether or
not the potential respondents had intervened in a DSM-IV-TR-defined trauma
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event. Thus, in order to screen for eligible participation in this study, the
potential respondents were required to endorse having intervened to help
another person in the course of an event that involved actual threat or resulted
in the physical harm or death of another.
Characteristics of Intervention. One section of the questionnaire
assessed the characteristics of the type of intervention in the trauma event. The
participants were asked to indicate if, on the occasion/s they intervened to help
another, the intervention was part of their employment or if the intervention
occurred because they happened to be in the vicinity of the event at the time.
Based on their responses, the participants were then assigned to one of two
groups: (a) intervened by happenstance (n = 91), or (b) intervened as part of the
roles/duties of employment (n = 41).
The participants were also required to indicate the number of times they
had intervened in the course of a trauma event, by choosing from: (a) once, (b)
2-5 times, (c) 6-10 times, or (d) too many times to remember. In addition, the
participants were asked to indicate whether they had participated in any form
of training for an emergency prior to rendering assistance in a trauma event.
The respondents were also asked to specify if the last trauma event in which
they intervened took place: (a) in the past month, (b) in the past 12 months, or
(c) more than 12 months ago.
Of those respondents who signified that they intervened in a trauma
event due to happenstance, 41.8% indicated they had rendered assistance on
one occasion, 47.3% on 2-5 occasions, and 11% on 6-10 occasions. No
participants indicated that they intervened on too many occasions to remember.
When asked to identify if they had participated in training for an emergency
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prior to intervening in a trauma event, the majority of the participants in this
group indicated that they had received some type of training (56.5%). The
most commonly identified previous training for this group was completing a
first aid course and self-defense training. The majority of the participants
indicated that the last time they intervened in a trauma event to help another
person was more than twelve months ago (75%), followed by those who
intervened within the last twelve months (19.6%), and those who intervened
within the last month (5.4%).
The majority of the participants assigned to the employment-related
intervention group endorsed having received training for emergencies (92.7%).
Employment-specific training was most commonly reported for this group.
When asked to specify their occupation, 24.4% of the participants identified
themselves as ambulance officers, paramedics or medical doctors, 19.5% were
firefighters/fire and rescue or fire/medical officers, 19.5% were police officers,
and 17.1% identified their field of employment in areas such as military, allied
health, education, mental health, transportation and national security. Eight
participants (19.5%) did not identify their occupation. When asked to identify
how many times they had intervened to assist another, 65.9% indicated that it
was too many times to remember, 12.2% indicated that they had intervened “25 times”, and 22% indicated that they intervened 6-10 times. When the
respondents specified the last time they intervened in a trauma event to help
another, 43.9% endorsed more than twelve months ago, followed by 29.3%
who intervened within the last month, and 26.8% who intervened within the
last twelve months.
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Dispositional Resilience Scale. The DRS-15 (Bartone, 1995) is
designed as a 15-item self-report measure, derived from a larger 30-item
version (Bartone, 1989, 1995). The questions were derived from the original
scales of hardiness developed by Kobasa (1979) and Maddi and Kobasa
(1984). The DRS-15 measures three facets of hardiness (5 items each): control
(e.g., “how things go in my life depends on my own actions”), commitment
(e.g., “most of my life gets spent doing things that are meaningful”), and
challenge (“changes in my routine are interesting to me”). The Study three
participants were asked to endorse the truthfulness of each statement on a 4point Likert scale anchored at 0 (“not at all true”) to 3 (“completely true”).
The scores were reversed on six negatively keyed items (items 3, 4, 8, 11, 13
and 14). The total score was equal to the sum of the scores obtained on all 15
items, whereby higher values were indicative of higher resiliency.
Previous validation studies has shown this scale to have adequate
internal consistency and validity in both military and non-military populations
(Bartone, 1995, 1999, 2007). The DRS-15 has been found to have construct
validity and reliability with Cronbach's alpha values ranging from .70 to .85
(Clark, 2002; 1989; Bartone, 1991; Bartone et al., 1993). Test-retest
reliabilities reported by Bartone (2007) with a sample of undergraduates were
adequate, with correlation coefficients of .78 at the three-week retest.
Procedure
Study three commenced after final approval was granted from the
Charles Darwin University Human Research Ethics Committee (in 2011 see
Appendix B). The procedure for obtaining data was the same as the procedure
discussed in Chapter Eight (see p.193).
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Chapter Seventeen
Results
Study three was designed to extend the findings of Study one. Thus,
models describing the possible relationships among attachment styles and
PTSD symptom expression, according to the type of intervention
(happenstance or employment), were constructed and tested. Prior to analysis,
screening of the total data set for individuals who intervened in a trauma event
was conducted for data entry errors, distribution issues, missing values, and
univariate and statistical assumption violations. These procedures were
reported previously in Chapter Thirteen and are not repeated here for the sake
of brevity.
Histograms, box plots, and univariate kurtosis and skewness estimates
of the observed variables were examined to ensure that the data were free from
outliers in both groups. In the sample of participants who intervened due to
happenstance, multivariate outliers were screened by computing the
Mahalanobis distance for each case. As previously noted, the Mahalanobis
distance is evaluated as a chi-square variable with degrees of freedom equal to
the number of variables; in this case, 7, and p = .001. In this data set, no cases
had a Mahalanobis distance greater than the critical chi-square value of 24.32.
Moreover, no variables in this group deviated substantially from a normal
distribution, with the skewness and kurtosis values found to be within an
acceptable range (-1 to +1) (Tabachnick & Fidell, 2001).
In the sample of participants who intervened in a trauma event as part
of the roles or duties of their employment, fearful attachment departed from
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normality with a kurtosis value of 1.23. However, the ratio of the kurtosis
statistic to its standard error for this distribution was 1.77 (1.285/.724),
suggesting that the distribution was not meaningfully different from normal.
No other variables deviated substantially from a normal distribution, with the
skewness and kurtosis values found to be within an acceptable range (-1 to +1)
(Tabachnick & Fidell, 2001). Multivariate outliers were screened in this group
by computing the Mahalanobis distance for each case (7, and p = .001). No
cases had a Mahalanobis distance greater than the critical chi-square value of
24.32. A summary of the means, standard deviations and internal consistency
of both groups is presented in Table 17.1.
Evaluation of Measures
A comprehensive evaluation of all the measures employed in Study
three was provided in relation to Study one and Study two (see Chapters Nine
and Thirteen), with the exception of the DRS-15. Internal consistency of the
DRS-15 was adequate for both intervener groups, as evident from the
Cronbach’s alpha values (shown in Table 17.1) and consistent with values
reported in previous research (e.g., Bartone, 1999; Clark, 2002). Participants
who intervened by happenstance evidenced significantly lower scores on the
DRS-15 (M = 27.81, SD = 6.33), compared to participants who intervened due
to their employment (M = 31.73, SD = 5.60), as indicated by an independent
sample t-test (t(130) = -2.53, p < .05, d = 0.44).
As in Study one and Study two, items were considered to represent an
acceptable level of internal consistency if the Cronbach’s alpha value was
within .50 to .70, and was considered to represent a good level of internal
consistency if the Cronbach’s alpha value exceeded .70 (Nunally, 1978;

341

342

PSYCHOLOGICAL CORRELATES OF PTSD SYMPTOMS

Streiner & Norman, 2008). On this basis, the internal consistency of the RSQ
subscales, in general, was within an acceptable range. However, the attempts
to improve the reliability of the preoccupied attachment scale by recursively
deleting individual items were consistent with the attempts in Study one and
Table 17.1
Descriptive Statistics of Measures: Intervened by Happenstance and
Roles/duties of Employment
Happenstance
(n = 91)
Measures

Roles/duties
(n = 41)

M

SD

Alpha

M

SD

Alpha

Post-traumatic Stress Check
List (PCLC)

33.73

13.06

.92

25.42

6.64

.92

RSQ Secure Attachment

2.95

0.71

.60

3.24

0.70

.60

RSQ Fearful Attachment

2.82

0.97

.84

2.15

0.85

.77

RSQ Preoccupied Attachment

2.32

0.73

.42

2.31

0.78

.55

RSQ Dismissing Attachment

3.18

0.74

.66

3.01

0.81

.68

The Peritraumatic Distress
Inventory (PDI)

1.34

0.78

.86

0.89

0.58

.86

The Dispositional Dissociative
Experiences Scale (DES-II)

14.34

12.92

.92

11.27

10.59

.94

Perceived Confidant Support
MDSS-Family/Confidant

15.78

4.85

.91

17.21

4.70

.95

Perceived Peer Support
MDSS-Peer

11.58

3.84

.92

12.58

4.25

.96

Dispositional Resiliency Scale
(DRS-15)

27.81

6.33

.80

30.80

5.60

.79

Adaptive Coping

32.77

8.09

.70

33.10

10.20

.87

Maladaptive Coping

22.12

7.42

.76

18.44

5.51

.70

Study two. Also consistent with the previous studies, the scale reliability for
preoccupied attachment in Study three improved to a more acceptable level by
removing item RSQ6 for both intervener groups. In the group who intervened
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by happenstance, the final reliability was α = .60 (M = 2.23, SD = 0.88), and it
was α = .63 (M = 2.25, SD = 0.87) for the group who intervened as part of their
employment. As can be seen in Table 17.1, the means, standard deviations and
Cronbach’s alpha values for the remaining measures were within an acceptable
range for both intervener groups and were consistent with those obtained in
Study one and Study two.
Overview of Mediation Analyses
Mediation analysis in Study two followed the principles of Study one,
using a mixed procedure. The initial correlation analysis identified potential
mediating variables associated with both the predictor and criterion variables,
thus meeting Baron and Kenny’s (1986) inclusion criteria for mediation.
Following the guidelines of Shrout and Bolger (2002) and Preacher and Hayes
(2008), the subsequent mediation analysis was performed in three stages. In
the first stage of analysis, the hypothesised models were decomposed into submodels, whereby each potential mediator was assessed within a simple
mediation model. Path analysis was performed using the SPSS macro provided
by Preacher and Hayes in order to test each of the proposed mediators. Any
non-significant mediators were excluded from further analysis. With the
proposed simple mediation models tested, the revised models were subject to
multiple mediation analysis in the second stage of the analysis. In the third
stage of the analysis, pairwise contrasts of the effect and confidence interval
calculations for the difference between the indirect effects resulting from
multiple mediators in a model were conducted. Congruent with Study one,
Study three employed a bootstrapping approach, yielding point estimates and
percentile confidence intervals for indirect and total effects, as well as bias-
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corrected bootstrapping confidence intervals that included corrections for both
median bias and skew. In Study three, a point estimate for an indirect effect
(total or specific) was considered significant if zero was not included in the
95% bootstrapped percentile confidence intervals or bias-corrected
bootstrapping confidence intervals.
Identification of Potential Variables for Inclusion in Mediation Analysis
Bivariate correlations between the dependent variable and
independent variables and potential mediators. For the participants who
intervened in a trauma event due to happenstance, the demographic variables of
age, relationship status and education level were not significantly correlated
with PTSD symptoms. Nor were the time since last intervening in a trauma
event or the number of interventions significantly correlated with PTSD
symptoms. Thus, these variables were omitted from further analysis involving
this group. However, gender was associated with PTSD symptom expression
(χ2 (1, N = 91) = 0.22, p = .04), as the females in this sample tended to endorse
PTSD symptoms more than their male counterparts did. Training received
prior to intervening in a trauma event was also associated with PCL-C scores.
Participants who reported an absence of prior training received increased
scores on the PCL-C, when compared to participants who indicated they had
received some form of previous training for an emergency situation (χ2 (1, n =
91) = 0.22, p = .04).
In contrast, in the group of participants who signified intervention in a
trauma event as part of their employment, no associations between
demographic variables and PTSD symptom expression were evident.
Similarly, no associations were evident between the time since last the

344

PSYCHOLOGICAL CORRELATES OF PTSD SYMPTOMS

intervention or previous training and PTSD symptom expression. These
variables were thus omitted from further analysis involving this group.
However, there was a significant negative correlation between the number of
times an individual intervened in a trauma event and PTSD symptom
expression (r(41) = -.35, p < .05), where increased frequency of intervention
was associated with lower PTSD symptom expression.
Within the group of individuals who intervened by happenstance,
Pearson’s correlations revealed that, after controlling for gender and previous
training, PTSD symptoms were correlated with all insecure attachment styles
in the expected direction. Attachment styles indicative of negative perceptions
of self or others were all positively correlated with PTSD symptom expression
(fearful, r(87) = .42, p < .01; preoccupied, r(87) = .36, p < .01; and dismissive,
r(87) = .24, p < .01). In contrast, secure attachment was negatively correlated
with PTSD symptom expression (r(87) = -.33, p < .01).
For participants who intervened in a trauma event as part their
employment, only fearful attachment style (r(38) = .40, p < .01) and secure
attachment style (r(38) = -.43, p < .01) were associated with PTSD symptom
expression. Given the negative relation between the fearful and secure
dimensions of attachment, this finding is expected. As preoccupied attachment
and dismissing attachment were not significantly associated with PTSD
symptom expression, the proposed models in which these variables were
hypothesised as the predictor variables were not tested.
The bivariate relationships between the proposed mediators and PCL-C
scores for the sample consisting of individuals who intervened by happenstance
were explored using Pearson’s correlations. The analysis revealed that the
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perceived availability of support from peers was not associated with the PCL-C
scores in this group, and this variable was thus omitted from further analysis.
After controlling for gender and previous training experiences, PCL-C scores
were significantly correlated with adaptive coping (r(87) = .24, p > .05),
maladaptive coping (r(87) = .60, p > .01), peritraumatic distress (r(87) = .61, p
> .01), dispositional resilience (r(87) = -.38, p > .01), perceived availability of
family support (r(87) = -.23, p > .05) and dissociative experiences (r(87) = .40,
p > .01).
Within the sample consisting of individuals who intervened as part of
their employment, Pearson’s bivariate correlation analysis was conducted
between the proposed mediators and PTSD symptom expression. The results
revealed no association with perceived availability of support from family or
perceived availability of support from peers. The remaining associations, after
controlling for the number of times an individual intervened, were all
significant and were thus retained for further analysis. The following results
were obtained: dissociative experiences, r(38) = .36, p > .01; adaptive coping,
r(38) = .35, p > .05; maladaptive coping, r(38) = .59, p > .01; peritraumatic
distress (as measured by the PDI), r(38) = .38, p > .05; and dispositional
resilience, r(41) = - .40, p > .01.
Bivariate correlations between the predictor variables and proposed
mediators. In line with Baron and Kenny’s (1986) inclusion criteria for
mediation, Pearson’s correlations for the predictor variables (attachment styles)
and the potential mediating variables were calculated in order to identify those
proposed mediators associated with both the predictor and criterion variables.
This analysis was conducted separately for the two types of interveners. The
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results for the participants who intervened by happenstance are presented in
Table 17.2, and the data pertaining to the participants who intervened as part of
their employment are summarised in Table 17.3.
Table 17.2. Bivariate Correlations among Attachment Styles, and the
Proposed Mediators: Intervened by Happenstance
Measures

1

2

2. Fearful Attachment

-.43**

-

3. Preoccupied Attachment

-.41**

.46**

-

4. Dismissing Attachment

-.24*

.59**

.28**

-

Dissociative Experiences Scale (DES-II)

-.29**

.47**

.32**

.12

Maladaptive Coping (Brief COPE)

-.30**

.41**

.38**

.22*

Adaptive Coping (Brief COPE)

.04

.16

.27

-.03

Peritraumatic Distress Inventory (PDI)

-.13

.30**

.27*

.10

Dispositional Resilience (DRS-15)

.41**

-.29**

-.13

-.15

MDSS Family

.30**

-.35**

-.07

-.20

1. Secure Attachment

3

4

-

Note: ** Correlation significant at 0.01 level; * Correlation significant at 0.05 level (2-tailed)

Table 17.3. Bivariate Correlations among Attachment Styles, and the
Proposed Mediators: Intervened Roles/duties of Employment
Measures

Secure

Fearful

Secure Attachment

-

Fearful Attachment

-.69**

-

Dissociative Experiences Scale (DES-II)

-.39**

.51**

Maladaptive Coping (Brief COPE)

-.44**

.56**

.16

.32*

Peritraumatic Distress Inventory (PDI)

-.35*

.54**

Dispositional Resilience Scale (DRS-15)

.48**

-.39**

Adaptive Coping (Brief COPE)

Note: ** Correlation significant at 0.01 level; * Correlation significant at 0.05 level (2-tailed)
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Mediation Analyses
In this study, four hypothesised mediated models were developed for
each of the two samples, and each model was tested in a three-stage approach.
The four mediated models consisted of one predictor (attachment style), the
potential mediators and one criterion variable (PTSD symptom expression).
For the sample comprised of participants who intervened as part of their
employment, Baron and Kenny’s (1986) inclusion criteria for mediation that
the predictor variable must be associated with the criterion variable were not
met for preoccupied and dismissive attachment. Therefore, only two models
were included in the subsequent mediation analysis for this group. As reported
previously, prior to conducting the analyses with each model, preliminary
analyses were conducted to ensure no violations of assumptions. In the
sections below, each of the models is analysed in turn.
Mediation Analyses- Intervened by Happenstance
Model A. In Model A, fearful attachment was entered as the predictor
variable, and PTSD symptom expression was entered as the dependent
variable, while gender and previous training were entered as covariates. In the
first stage, a series of simple mediation analyses were conducted. The findings
revealed significant direct and indirect effects when all potential mediators
were included separately in each of the models, with the exception of perceived
availability of family/confidant support (see Table 17.4). Partial mediation was
indicated in the significant models.
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Table 17.4
Model A Summary of Simple Mediation Results between Fearful
Attachment Style, Potential Mediators, and PTSD Symptom Expression
with Individuals who Intervened by Happenstance
Mediating
Variable

Effect of
predictor on
mediator

Unique
effect
of mediator

Direct
effect

Indirect
effect

Total
effect

Degree of
mediation

(a)

(b)

(c`)

(ab)

(c)

Peritraumatic
Distress

0.22**

8.64**

3.62**

1.87^

5.50**

Partial

Dissociation

6.35**

0.24*

4.00**

1.52^

5.50**

Partial

Maladaptive
Coping

2.90**

0.87**

2.99*

2.51^

5.50**

Partial

Resilience

-1.66*

-0.59**

4.52**

0.98^

5.50**

Partial

MDSS Family

-1.83**

-0.21*

5.12**

0.40ns

5.50**

None

Note: * Correlation is significant at the 0.05 level; ** Correlation is significant at the 0.01 level; ^
denotes bootstrapped significant effect bias corrected to 5000 bootstrap samples, while ns denotes
non-significant.

In the second and third stages of the Model A analyses, multiple
mediation and pairwise contrasts were carried out. As can be seen in Table
17.5, an examination of the specific indirect effects showed that peritraumatic
distress, maladaptive coping and dispositional resilience significantly mediated
the effect of fearful attachment style and PTSD symptom expression. On the
other hand, dispositional dissociation did not significantly contribute to the
model. Pairwise contrasts for the significant indirect effects revealed no
significant differences among peritraumatic distress, maladaptive coping and
dispositional resilience. Thus, the magnitude of these indirect effects could not
be distinguished.
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Table 17.5
Multiple Mediation and Contrasts of Proposed Model A
Point
Estimate

Product of
Coefficients

Percentile

SE

Lower

Z

Model A Fearful Attachment

95%
CI
Upper

Indirect Effects

Peritraumatic Distress

1.49

0.64

2.32

0.31

2.77

Dissociation

0.42

0.53

0.80

-0.57

1.88

Maladaptive Coping

1.44

0.57

2.52

0.38

2.91

Dispositional Resilience

0.75

0.41

1.84

0.11

1.69

Total

4.10

2.15

1.91

0.23

9.25
Contrasts

Model A
Peritraumatic Distress vs. Dissociation

1.07

-0.80

2.63

Peritraumatic Distress vs. Maladaptive
Coping

0.05

-1.49

1.48

Peritraumatic Distress vs. Resilience

0.74

-0.73

2.12

Dissociation vs. Maladaptive Coping

-1.01

-2.96

1.00

Dissociation vs. Resilience

-0.32

-1.60

1.17

0.69

-0.75

2.28

Maladaptive Coping vs. Resilience

CI = 95% percentile confidence interval. Estimates based on 5000 bootstrap samples. Controlling for
gender and previous training.

The direction of the estimates in each pathway (see Figure 17.1) indicated
that more pronounced fearful attachment led to increased peritraumatic distress and
maladaptive coping, while decreased resiliency, in turn, led to increased PTSD
symptom expression. The total indirect effect through the three mediators indicated
that peritraumatic distress, dispositional resilience and maladaptive coping mediated
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the effect of fearful attachment style on PTSD symptom expression (b = 4.10, 95%
CI BC [1.89, 6.66]).

b= 6.35**

Dissociation

b= 0.07

Resilience
b= -1.66**

b= -0.45**

b= 2.90**
b= 0.22**
Fearful Attachment

Maladaptive
Coping
Peritraumatic
Distress

Direct effect, b= 1.40

b= 0.50**
b= 6.86**
PTSD Symptom
Expression

Style
Gender
Training

Figure 17.1. Model A, which shows unstandardized regression
coefficients for the relationship between fearful attachment style and
PTSD symptom expression, as mediated by dissociation, maladaptive
coping, and resilience. Controlling for gender and previous training.

Model B. In Model B, preoccupied attachment was entered as the
predictor variable, and PTSD symptom expression was entered as the
dependent variable. Gender and previous training were entered as covariates.
Pearson’s correlations between preoccupied attachment, the potential
mediating variables and the criterion variable revealed that maladaptive coping,
peritraumatic distress and dispositional dissociative experiences met Baron and
Kenny’s (1986) inclusion criteria for subsequent mediation analysis of Model
B. In the first stage of the analysis, simple mediation revealed significant
direct and indirect effects for all of the models. In each analysis, partial
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mediation was indicated, with the exception of maladaptive coping, where
complete mediation was indicated (see Table 17.6).

Table 17.6
Model B Summary of Simple Mediation Results between Preoccupied
Attachment Style, Potential Mediators, and PTSD Symptom Expression
with Individuals who Intervened by Happenstance
Mediating
Variable

Effect of
predictor
on
mediator

Unique
effect
of mediator

Direct
effect

Indirect
effect

Total
effect

Degree of
mediation

(a)

(b)

(c`)

(ab)

(c)

Peritraumatic
Distress

0.22*

8.96**

3.19*

2.00^

5.19**

Partial

Dissociation

4.72**

0.29**

3.80*

1.42^

5.19**

Partial

Maladaptive
Coping

3.13**

0.91**

2.34ns

2.78^

5.19**

Complete

Note: * Correlation significant at 0.05 level; ** Correlation significant at the 0.01 level; ^ denotes
bootstrapped significant effect bias corrected to 5000 bootstrap samples. Controlling for gender
and previous training.

As can be seen in the results presented in Table 17.7, an examination of
the specific indirect effects showed that peritraumatic distress and maladaptive
coping significantly mediated the effect of preoccupied attachment style and
PTSD symptom expression, while dispositional dissociation did not contribute
significantly to the model. Pairwise contrasts of the significant indirect effects
revealed that no significant differences existed between the specific indirect
effects of the contributing variables.
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Table 17.7
Multiple Mediation and Contrasts of Proposed Model B
Point
Estimate

Product of
Coefficients
SE

Z

Percentile
95% CI
Lower

Upper

Indirect Effects
Model B Preoccupied Attachment Style
Peritraumatic Distress

1.46

0.68

2.14

0.20

3.06

Dissociation

0.61

0.44

1.40

-0.04

1.88

Maladaptive Coping

1.86

0.69

2.68

0.61

3.42

Total

3.93

1.81

2.17

1.78

6.27

Contrasts
Model B
Peritraumatic Distress vs. Dissociation

0.85

-0.83

2.53

Peritraumatic Distress vs. Maladaptive
Coping

-0.39

-2.34

1.68

Dissociation vs. Maladaptive Coping

-1.24

-3.05

0.62

CI = 95% percentile confidence interval. Estimates based on 5000 bootstrap samples. Controlling
for gender and previous training.

The direction of the estimates in each pathway (see Figure 17.2)
indicated that greater preoccupied attachment led to increased peritraumatic
distress as well as maladaptive coping. In turn, this led to an increase of PTSD
symptom expression. The total indirect effect through the proposed mediators
(b = 3.93, 95% CI BC [1.78, 6.27]) indicated that they mediated the effect of
preoccupied attachment style on PTSD symptom expression.
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Dissociation

b= 4.72**

b= 3.13**

b= 0.22*

Preoccupied
Attachment

Maladaptive
Coping
Peritraumatic
Distress

Direct effect, b= 1.26

b= 0.13

b= 0.59**
b= 6.57**

PTSD Symptom
Expression

Style
Gender
Training

Figure 17.2. Model B, which shows unstandardized regression
coefficients for the relationship between preoccupied attachment
style and PTSD symptom expression, as mediated by
peritraumatic distress, dissociative experiences and, maladaptive
coping. Controlling for gender and previous training.
Model C. In Model C, dismissive attachment was entered as the
predictor variable and PTSD symptom expression was entered as the dependent
variable, while gender and previous training were entered as covariates. As
maladaptive coping was the only proposed mediating variable associated with
dismissive attachment style, only simple mediation analysis was conducted.
The direction of the estimates in each pathway (see Figure 17.3) indicated that
more pronounced dismissive attachment led to increased maladaptive coping
that, in turn, led to increased PTSD symptom expression. The total indirect
effect through the proposed mediator (b = 2.35, 95% CI [0.09, 5.14]) indicated
that maladaptive coping mediated the effect of dismissive attachment style on
PTSD symptom expression.
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Maladaptive
Coping
b= 2.25*

Dismissing
Attachment

b= 1.04**

Direct effect, b= 2.21

PTSD Symptom
Expression

Style
Gender
Training

Figure 17.3. Model C, which shows unstandardized regression
coefficients for the relationship between dismissing attachment style
and PTSD symptom expression, as mediated by maladaptive coping.
Controlling for gender and previous training.

Model D. In Model D, secure attachment was entered as the predictor
variable, PTSD symptom expression was entered as the dependent variable,
and gender and previous training were entered as covariates. Initial analysis
indicated that only four of the proposed mediators met Baron and Kenny’s
(1986) criteria for inclusion. Subsequent simple mediation analysis revealed
significant direct and indirect effects for dispositional dissociative experiences,
maladaptive coping, perceived availability of family/confidant support, and
resilience. As seen in the results presented in Table 17.8, complete mediation
was indicated for maladaptive coping and resilience. However, perceived
availability of family/confidant support did not mediate the association
between secure attachment and PTSD symptom expression.
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Table 17.8
Model D Summary of Simple Mediation Results between Secure Attachment
Style, Potential Mediators, and PTSD Symptom Expression with Individuals
who Intervened by Happenstance
Mediating
Variable

Effect of
predictor on
mediator

Unique
effect of
mediator

Direct
effect

Indirect
effect

Total
effect

Degree of
mediation

(a)

(b)

(c`)

(ab)

(c)

Maladaptive
Coping

-2.96**

0.93**

-3.00ns

-2.75

-5.76**

Complete

Dissociation

-5.24**

0.31**

-4.13*

-1.60

-5.76**

Partial

Resilience

3.83**

-0.60**

-3.46ns

-2.24

-5.76**

Partial

MDSS Family

2.28**

-034ns

-4.98*

-0.79ns

-5.76**

None

Note: * Correlation is significant at the 0.05 level; ** Correlation is significant at the 0.01 level; ^
denotes bootstrapped significant effect bias corrected to 5000 bootstrap samples, while ns denotes not
significant. Includes gender and previous training as covariates.

Multiple mediation analysis revealed a significant indirect effect of
secure attachment style on PTSD symptom expression through maladaptive
coping. However, resilience and endorsement of dispositional dissociative
experiences did not contribute to the model (see Table 17.9). Moreover, the
directions of the estimates in each pathway (see Figure 17.4) indicated that
greater secure attachment led to decreased maladaptive coping which, in turn,
led to decreased PTSD symptom expression. The total indirect effect through
the proposed mediator (b = -4.59, 95% CI BC [-7.40, -1.96]) indicated that
maladaptive coping mediated the effect of secure attachment style on PTSD
symptom expression.
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Table 17.9
Multiple Mediation and Contrasts of Proposed Model D
Point
Estimate

Product of
Coefficients
SE

Z

Percentile
95% CI
Lower

Upper

Indirect Effects
Model D Secure Attachment Style
Dissociation

-0.86

0.57

-1.49

-2.23

0.29

Maladaptive Coping

-2.38

0.98

-2.42

-4.40

-0.58

Resilience

-1.36

0.82

-1.66

-3.05

0.11

Total

-1.88

2.07

-0.91

-9.68

-0.02

Contrasts
Model D
Dissociation vs. Maladaptive
Coping

1.52

-0.74

4.10

Dissociation vs. Resilience

0.50

-1.28

2.36

Maladaptive Coping vs. Resilience

-1.02

-3.75

1.67

CI = 95% bootstrapped significant effect bias corrected to 5000 bootstrap samples. Controlling
for gender and previous training. Includes gender and previous training as covariates.

b= -5.24**

Dissociation
Resiliency

b= 3.83**

b= -2.96**

Secure
Attachment

Maladaptive
Coping

b= 0.16

b= -0.35

b= 0.80**

Direct effect, b= -1.17

Gender
Training

PTSD Symptom
Expression

Style

Figure 17.4. Model D, which shows unstandardized regression
coefficients for the relationship between secure attachment style
and PTSD symptom expression, as mediated by dissociative
experiences, maladaptive coping, and resilience. Controlling for
gender and previous training.
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Mediation Analyses: Intervened due to Employment.
Model E. In Model E, fearful attachment was entered as the predictor
variable and PTSD symptom expression was entered as the dependent variable.
The number of times a participant had intervened was entered as the covariate.
In the first stage of the mediation analyses, a series of simple mediation
analyses were conducted, indicating a significant direct and indirect effect for
only one of the proposed mediators, namely, maladaptive coping. Complete
mediation of the association between fearful attachment and PTSD symptom
expression through this coping behaviour was evident in this group (see Table
17.10).
Table 17.10
Model E Summary of Simple Mediation Results between Fearful
Attachment Style, Potential Mediators, and PTSD Symptom Expression
with Individuals who Intervened due to Employment
Mediating
Variable

Effect of
predictor
on mediator

Unique
effect of
mediator

Direct
effect

Indirect
effect

Total
effect

Degree
mediation

(a)

(b)

(c`)

(ab)

(c)

Peritraumatic
Distress

0.33*

2.76ns

2.09ns

0.92ns

2.99**

None

Dissociation

6.00**

0.14ns

2.55ns

2.18ns

2.99**

None

Maladaptive
Coping

3.62**

0.61**

0.80ns

2.20^

2.99**

Complete

Adaptive
Coping

3.93*

0.16ns

2.38*

0.63ns

2.99**

None

Resilience

-2.24*

0.38*

2.14ns

0.84ns

2.99**

None

Note: * Correlation is significant at the 0.05 level; ** Correlation is significant at the 0.01 level; ^
denotes bootstrapped significant effect bias corrected to 5000 bootstrap samples, while ns denotes
not significant. Includes number of times intervened as covariate.
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The directions of the estimates in each pathway (see Figure 17.4)
indicate that greater fearful attachment led to increased maladaptive coping
that, in turn, led to increased PTSD symptom expression. The total indirect
effect through the proposed mediator (b = 2.19, 95% CI [0.52, 4.20]) indicates
that maladaptive coping mediates the effect of fearful attachment style on
PTSD symptom expression.

b = 3.62**

Fearful
Attachment

Maladaptive
Coping

Direct effect, b= 0.80

b = 0.61**

PTSD Symptom
Expression

Style
Times Intervened

Figure 17.5. Model E, which shows unstandardized regression
coefficients for the relationship between fearful attachment style
and PTSD symptom expression, as mediated by maladaptive
coping. Includes number of times one intervened as covariate.
Model H. In Model H, secure attachment was entered as the predictor
variable, PTSD symptom expression as the dependent variable, and the number
of times a person intervened as the covariate. Stage one of the mediation
analysis revealed significant direct and indirect effect for only two of the
proposed mediators, maladaptive coping and dispositional resilience (see Table
17.11). As can be seen in Table 17.12, an examination of the specific indirect
effects showed that both maladaptive coping and dispositional resilience
significantly mediated the effect of secure attachment style and PTSD
symptom expression in this sample. Pairwise contrasts of the significant
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indirect effects revealed that no significant differences existed between the
specific indirect effects of the contributing variables.
Table 17.11
Model H Summary of Simple Mediation Results between Secure
Attachment Style, Potential Mediators, and PTSD Symptom Expression
with Individuals Intervening due to Employment
Mediating
Variable

Effect of
predictor
on mediator

Unique
effect of
mediator

Direct
effect

Indirect
effect

Total
effect

Degree of
mediation

(a)

(b)

(c`)

(ab)

(c)

Peritraumatic
Distress

-0.25*

3.09ns

-3.04*

-0.76ns

-3.81**

None

Dissociation

-5.48*

0.14ns

-3.02*

-0.74ns

-3.81**

None

Maladaptive
Coping

-3.31**

0.57**

-1.93ns

-1.87^

-3.81**

Complete

Resilience

4.38**

-0.26ns

-2.68ns

-1.54^

-3.81**

Complete

Note: * Correlation is significant at the 0.05 level; ** Correlation is significant at the 0.01 level; ^
denotes bootstrapped significant effect bias corrected to 5000 bootstrap samples, and ns denotes
non-significant. Includes number of times one intervened as covariate.

The direction of the estimates in each pathway (see Figure 17.6)
indicates that more pronounced secure attachment led to decreased maladaptive
coping and increased resilience. These, in turn, led to decreased PTSD
symptom expression. The total indirect effect through the mediators indicates
that maladaptive coping and resilience mediate the effect of secure attachment
style on PTSD symptom expression, (b= -3.26, 95% BC CI [-6.84, -1.08]).
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Table 17.12
Multiple Mediation and Contrasts of Proposed Model H
Point
Estimate

Product of
Coefficients
SE

Z

Percentile
95% CI
Lower

Upper

Indirect Effects
Model H Secure Attachment Style
Maladaptive Coping

-1.96

0.88

-2.24

-3.80

-0.29

Resilience

-1.30

0.75

-1.73

-4.67

-0.09

Total

-3.26

1.63

-2.00

-8.47

-0.38

Contrasts
Model H
Maladaptive Coping vs. Resilience

-0.66

-3.03

3.47

BC CI = 95% percentile confidence interval. Estimates based on 5000 bootstrap samples. Includes
number of times one intervened as covariate.

b = 4.38**

b = -3.31**

Secure
Attachment

Resilience
Maladaptive
Coping

Direct effect, b= -0.55

b = -0.30*

b = 0.59**

PTSD Symptom
Expression

Style
Times Intervened

Figure 17.6. Model H, which shows unstandardized regression
coefficients for the relationship between secure attachment style
and PTSD symptom expression, as mediated by maladaptive
coping and dispositional resilience. Includes number of times one
intervened as the covariate.
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Chapter Eighteen
Discussion
Study three in the present research investigated the associations
between robust predictors of PTSD (peritraumatic distress and posttraumatic
coping and appraisals) in a sample of individuals who intervened to help
another person in a trauma event. Extending Study one, the viability of
attachment theory in explaining individual differences in robust predictors of
PTSD was examined. The summary presented in this chapter draws upon the
findings pertaining to the models tested for each attachment style, according
to the type of intervention.
Types of Intervention in Trauma – Attachment Style and PTSD
Symptom Expression
Within the group of individuals who intervened in a trauma event by
happenstance, each attachment style was linked with a unique pattern of
peritraumatic responding, posttraumatic coping and appraisal patterns,
capable of explaining the link with PTSD symptom expression. Congruent
with previous research, the analysis revealed an inverse association between
PTSD symptoms and attachment security (e.g., Bogaerts et al., 2008;
Dieperink et al., 2001; Mikulincer et al., 2011). Contrary to expectations,
within the sample of individuals who intervened in trauma situations as part
of the roles or duties of their employment, only partial support for the
proposed models was evident. Moreover, only two of the predictor variables
(secure attachment and fearful attachment) were associated with PTSD
symptom expression, and were thus included in the mediation analyses. The
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number of times an individual had intervened was the only covariate entered
in mediation analyses; it was revealed that participants who endorsed fewer
interventions also endorsed increased PTSD symptom expression. This
finding is most likely to reflect the varying occupations cited by the study
participants (ranging from highly trained emergency services occupations to
non-emergency services occupations, such as childcare workers).
The unexpected finding that there was no association between
preoccupied attachment and PTSD symptom expression is inconsistent with
the finding reported by Declercq and Willemsen (2006) in their study based
on a sample of participants in a high-risk occupation. However, the finding
that there was no association between dismissive attachment and PTSD is
consistent with their findings. Declercq and Willemsen suggested that their
findings were in line with the characteristics associated with each attachment
style. Moreover, the negative finding for an association between dismissive
attachment and PTSD might reflect a propensity for dismissively attached
individuals to engage in distancing and suppression of negative or highly
emotive internal stimuli and their disregard for emotional states as irrelevant
input for information processing. While this may also be the case in the
present study, other factors may also be influential.
Previous research examining workplace trauma has tended to focus on
particular occupations. In the current study, individuals who intervened in a
trauma event as part of their employment represented a number of
occupations, and thus had received various levels and types of training. In
addition, for a number of participants, intervening in critical incidents was not
a routine aspect of their employment. These differences in samples may
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account for the differences between the present study and Declercq and
Willemsen’s (2006) study.
It is also noteworthy that, within this sample, traditionally masculine
occupations were predominantly represented, such as police, paramedics and
fire and rescue services, as well as non-emergency services/forces, military,
transportation and national security. Thus, in interpreting these findings, the
workplace cultures of highly masculinised occupations which uphold more
masculine norms must be taken into account (McNeill, 1993; Davey et al.,
2001; Obst et al., 2001). Arguably, this is reflected in the finding of no
association between female gender and PTSD in this sample. This finding is
in contrast to the findings for individuals who intervened by happenstance
and individuals who were centrally involved in a trauma event (Study one),
and findings consistently reported in the literature on general populations
(e.g., Freedy et al., 2010; Kessler et al., 1995; Read et al., 2011; Tolin & Foa,
2006).
It could be speculated that the finding that there was no association
between dismissive attachment and PTSD outcomes is indicative of the
characteristics of the dismissive attachment style that parallel masculinised
workplace norms (e.g., emotional control and self-reliance). It may be that
dismissive individuals are attracted to such professions or are comfortable
with such workplace cultures. In turn, the nature of the workplace culture in
conjunction with the characteristics of this attachment style may lead to the
under-reporting of symptoms.
In contrast, individuals characterised by attributes of preoccupied
attachment may not be attracted to such professions, or may leave such
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professions quite early, reflecting a self-selection bias. However,
interpretations of these possible explanations are only speculative and
presented with caution. Moreover, in the present study, the focus was solely
on the outcome variable of PTSD symptom expression. Thus, the absence of
PTSD symptoms does not imply that intervention in a trauma event did not
have any effect on these individuals.
Peritraumatic Distress, Attachment Style and PTSD
Consistent with previous research, the analyses in the present study
revealed that peritraumatic distress was significantly and positively
associated with PTSD symptom expression in both intervener types (e.g.,
Brunet et al., 2001; Lilly et al., 2009). Although attachment styles and
peritraumatic distress have both been independently demonstrated as
important constructs in association with PTSD, few studies have examined
these factors together. In Study one, the mediation analyses revealed that
peritraumatic distress was an important pathway to PTSD symptoms across
all four attachment styles for individuals who were central to a trauma event.
In Study three, on the other hand, peritraumatic distress was only a significant
mediating variable when preoccupied and fearful attachment style (in the
intervention by happenstance group only) were the predictor variables.
In Study one, the relationship between secure attachment and PTSD
symptom expression was found to be mediated by decreased peritraumatic
distress. This finding is linked to previous research suggesting that secure
attachment facilitates more appropriate biologically-driven stress responses,
as well as more realistic appraisals of threat and more appropriate intensity of
psychological response (e.g., Mikulincer & Shaver, 2007; Perry, 2009;
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Vermigli & Toni, 2004; Quirin et al., 2010). In addition, the association
between dismissive attachment and peritraumatic distress is explained in the
literature as an outcome of the attachment and stress response systems being
activated simultaneously. It is argued that, under these circumstances, the
dismissively attached individual’s normally engaged response of deactivating
the attachment system becomes overwhelmed, resulting in heightened
peritraumatic distress.
The findings in Study three suggest that the heightened characteristics
of the secure and dismissive attachment styles may lead to appropriate
appraisal, responses and encoding of the trauma information, thus avoiding
the development of PTSD symptoms among the securely and dismissively
attached individuals who intervened in a trauma event to help another person.
This might indicate that the positive perception of self that is associated with
both of these attachment styles is a protective personal resource that
individuals utilise when providing assistance to others, including in extreme
situations. The protective value of a positive concept of self in extreme
situations is likely to improve perceptions of self-efficacy which, in turn,
improves affect regulation.
In contrast to the current findings, the association between PTSD
symptom expression and all three insecure patterns of attachment was found
to be partially mediated by increased peritraumatic distress in Study one. In
summary, the positive associations between anxious and avoidant attachment
and peritraumatic distress were explained as conforming to hyper-activating
or deactivating attachment strategies. The results of the present analysis
show that the relationship between fearful attachment and PTSD symptom
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expression was not mediated by peritraumatic distress in the sample of
individuals who intervened as part of their employment.
The findings in Study three for individuals who intervened due to
employment support those reported by Halpern et al. (2011), whose study
employed a sample of ambulance workers (N = 189). However, for
individuals who intervened due to happenstance, peritraumatic distress was
found to be a mediator in the association between fearful attachment and
PTSD symptoms in Study three. This finding is consistent with Study one
regarding the central to trauma group. One explanation for the disparate
findings in Study three and Halpern et al. (2011) regarding the associations of
fearful attachment and peritraumatic distress according to the type of
intervention may be due to sample differences. The participants in Halpern et
al.’s study were highly-trained first responders. Therefore, the findings of
that study may not generalise to samples other than highly-trained responders,
such as individuals who intervened in a trauma event by happenstance.
However, this seems less likely, given that the sample representing
employment-related intervention in the present study included both highlytrained and experienced responders as well as those who responded in the
course of their non-emergency-related employment.
The results of Study three indicate that having a clear set of procedures
and protocols to follow in an emergency appears to be of protective value in
the peritraumatic stage of trauma exposure. This, in turn, appears to temper
the usual response of individuals who endorse characteristics of fearful
attachment. It is reasonable to expect that highly-trained emergency
professionals respond to critical incidents with a clear set of objectives and
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expectations, and that they can draw upon their expert knowledge in such
circumstances. Similarly, the participants in non-emergency-related
employment in this sample were also likely to have intervened by following a
set of organisational protocols and procedures. In contrast, for individuals
who intervened by happenstance and individuals who were centrally involved
in a trauma event, there were no set procedures to guide their decisions and
actions throughout the event.
The current findings lend support to Foa et al.’s (1989) proposition that
the individual’s perception of the degree to which the event is unpredictable
or uncontrollable is of great importance at the peritraumatic stage of trauma
exposure. However, this explanation is best understood in conjunction with
attachment theory. Individuals with the fearful attachment style are
characterised as having poor concepts of self and others, manifesting as a lack
of belief in the ability to cope, as well as doubting that others will offer
assistance in times of need (Bartholomew & Horowitz, 1991). Previous
research indicates that fearful attachment is linked with heightened distress
and autonomic functioning in stressful situations (e.g., Ditzen et al., 2008;
Kidd et al., 2011; Maunder et al., 2006). The results of Study one and the
results for the sample of individuals who intervened by happenstance in
Study three are congruent with these findings. However, this is not the case
for individuals who intervened due to employment.
Fearfully attached individuals who intervened in a trauma event as part
of their employment would have undergone specialised training, or at the
very least possessed knowledge of organisational guidelines for emergency
incidents. This, in turn, would be expected to result in varying degrees of
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perceived control and predictability. This appears to have ameliorated the
intensity of the stress response system among these individuals, which was
not apparent in the sample of individuals who intervened by happenstance.
This may indicate elevated belief in their ability to cope owing to the training
and procedures provided. In addition, intervening in a trauma event within a
team environment or partnership, or as part of a wider organisation, may also
lead such individuals to experience an elevated sense of trust in others.
Alternatively, when following emergency protocols within
organisational structures, fearfully attached individuals may be able to
disperse the responsibility for decision-making, actions and situational
outcomes. While this is a far less beneficial explanation, it may none the less
explain the reduction of the level of distress experienced in such instances.
Overall, the current findings, when interpreted in conjunction with those
reported by Halpern et al. (2011), provide preliminary evidence that having a
set of clear procedures to follow in critical incidents may attenuate the usual
stress responses of individuals possessing the characteristics of the fearful
attachment style.
Preoccupied attachment style in the sample comprised of individuals
who intervened by happenstance, as in the sample of individuals whose
involvement was central to trauma, was associated with increased
peritraumatic distress. In addition, this construct was a mediator in the final
model of the association between preoccupied attachment and PTSD
symptoms. Preoccupied attachment style is typified by fear of abandonment,
dependence on others, need for approval, intense intimacy and emotional ties.
This attachment pattern tends to result in others being both idealised and
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criticised (Bartholomew & Horowitz, 1991). The findings in the present
study may suggest that these individuals lacked the personal resources to
regulate their affect appropriately, possessed poor coping efficacy and overemphasised the more negative aspects of the stressor. This would be in line
with the interpretation of findings in the study by Declercq and Willemsen
(2006). Therefore, like the fearfully attached who intervened by
happenstance, preoccupied individuals would be expected to experience
increased distress. This is likely due to poor self-efficacy in relation to
knowing what to do, or the low perception of the utility of their efforts in
helping the person in need. Their distress may have been further exaggerated
if the preoccupied attached individual intervened without the presence of a
powerful other from whom to take the lead and look to for regulation of their
own distress during the incident (e.g., Mikulincer et al., 2001).
Alternatively, the differences in peritraumatic distress experienced by
the individuals whose involvement was central to a trauma and the
individuals in the two intervener groups may reflect activation of the
caregiving behavioural system, as opposed to the attachment system.
According to the tenets of attachment theory, the caregiving behavioural
system develops in the same way as the internal working model that guides
attachment behaviour. More specifically, it evolves via experience with
caregivers who provide models and templates that, in turn, guide future
caregiving behaviour (Bowlby, 1969, 1973). Thus, the attachment and
caregiving systems develop and function in a complementary fashion. As
stated by Kunce and Shaver (1994), “in containing both ‘self’ and ‘other’
aspects, working models are thought to represent both sides of attachment
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relationships: care seeking and caregiving” (p. 212). In Study one, the
participants were victims in a trauma event or were centrally involved in a
trauma event. In line with previous research, it would be expected that their
responses at the time of the trauma reflected attachment activation geared
toward regaining protection and safety through attachment figures
(Mikulincer & Shaver, 2007).
In Study two, the participants’ exposure to a trauma event was in the
form of intervening in a traumatic situation to help another person, in the
context of the DSM-IV-TR and DSM-5 definition of trauma. This would
suggest that, in the circumstances of intervening in a trauma to help another,
the victims’ primal needs associated with survival (both physical and
psychological) were provided by the individual who was intervening to assist.
In this sense, the intervener is providing the victim with the important
attachment needs of safety and protection. According to Collins et al. (2006),
one pathway for the activation of the caregiving behavioural system is the
presence of another person who is in danger, distressed or in discomfort, and
thus seeking or requiring help. In the present study, it is suggested that, at the
peritraumatic stage of the event, the interveners’ caregiving behavioural
system may have been activated rather than their attachment system (as
would be expected for individuals who were central to a trauma).
In this context, the current findings are partially consistent with the
results of Westmaas and Silver’s (2001) analysis of an experiment designed
to activate the caregiving behavioural system. In their study, female
participants were required to engage in a discussion with a confederate
researcher purporting a recent diagnosis of cancer. The authors reported that
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the securely attached respondents displayed more supportive behaviours and
reported less distress; whereas the anxious participants offered more support
than avoidant participants offered, but reported greater distress. Mikulincer
et al. (2005) also reported an association between increased distress and
anxious attachment in an experimental study designed to activate the
caregiving behavioural system.
The negative findings for peritraumatic distress for the securely
attached individuals in both intervener groups and for the dismissively
attached individuals in the intervention by happenstance group may reflect
self-efficacy in coping with crises. The securely attached are characterised as
possessing positive concepts of self. In addition, securely attached
individuals are secure in their relationships and hold positive but realistic
expectations of others. Consequently, securely attached individuals are
efficient in directing their mental resources to behavioural systems other than
their attachment system when required. As a result, they are likely to deliver
appropriate care to others in distress, and find this less taxing on personal
resources than insecurely attached individuals (Mikulincer et al., 2003).
The disparate findings between the dismissive individuals in the current
study and the avoidant individuals in previous studies may primarily relate to
the task involved in activating the caregiving system. Westmaas and Silver’s
(2001) participants were required to provide care via engaging in
interpersonal interactions with a purported cancer victim. The participants in
Mikulincer et al.’s (2005) study believed they were watching someone under
duress engaged in harmless (albeit very unpleasant) tasks. The participants in
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Mikulincer et al.’s study were not required to engage with the confederate
and no interpersonal interaction was involved.
On the other hand, in the current study, the participants provided
assistance congruent with a DSM-IV-TR and DSM-5 Criterion A1-defined
trauma event. Providing assistance in a trauma situation characteristically
involves time pressure and a sense of urgency, creating the need to think
quickly and take decisive actions. In addition to regulating their own
emotional and physiological systems, the intervener may need to regulate the
stress response and emotional system of the victim.
Consequently, for the avoidant participants with a positive concept of
self in the current sample, their evident lack of distress may have occurred via
two avenues. First, beliefs of self-reliance may have manifested through
confidence in their efforts and self-efficacy to cope with the crisis at hand.
Second, the desire to distance themselves emotionally from others may have
allowed the interveners in the present study to distance themselves from the
distress/emotions of the victim and avoid increased personal distress
(Mikulincer et al., 2003; Westmaas & Silver, 2001).
The fearfully attached individuals in the group who intervened by
happenstance endorsed heightened peritraumatic distress, capable of
mediating the association between attachment style and PTSD symptoms. In
contrast, in the group who intervened due to employment, no mediation was
evident, despite endorsements of heightened peritraumatic distress.
Workplace characteristics (training, cultures, teamwork, structure, etc.) may
facilitate increased self-efficacy and a type of earned security (Mikulincer &
Shaver, 2012) in the context of the caregiving role of this group. This may
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have a protective function, mitigating the level of distress during the
peritraumatic phase. It is also possible that the fearfully attached individuals
who intervened as part of their professional roles engaged in increased
avoidance, more akin to the dismissively attached, in the context of their
employment-related caregiving role.
Like the fearfully attached in the group who intervened by
happenstance, the participants who endorsed heightened preoccupied
attachment in this group also reported levels of peritraumatic distress capable
of mediating the association between attachment style and PTSD symptoms.
The current findings may suggest that preoccupied individuals, when required
to help another person, do not or cannot distinguish involvement as an
intervener and involvement that is central to the trauma. In other words, they
may experience the event as if they are the primary victim. These findings
are in line with attachment theory and lend support to reports in the
caregiving literature of anxious individuals being fixated on their own
distress during the caregiving process (e.g., Mikulincer et al., 2001).
It is important to note that the intervener’s level of distress may in part
be contingent on the attachment style of the victim to whom they rendered
assistance. A number of studies have reported that behaviours associated
with the attachment styles of the support-seeker elicit differences in support
according to the support-provider’s attachment style. For example,
avoidantly attached support-seekers tend to elicit the least favourable support
from all attachment styles, while anxiously attached support-seekers and
those exhibiting high levels of emotional distress receive the lowest support
from dismissively attached support-providers (Collins & Feeney, 2000;
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Westmaas & Silver, 2001). Moreover, for anxiously attached caregivers in a
study by Mikulincer et al. (2001), the care-seeker’s increased level of distress
was found to elicit increased distress in the anxiously attached caregiver.
Establishing whether the effects of these interactions extend to peritraumatic
distress may be of great importance to both victims and helpers in trauma
situations. For example, Coan et al. (2006) reported the psychological and
physiological benefits of receiving assistance in the form of comfort (handholding) in a non-trauma situation. Moreover, Coan et al. suggested that
social soothing, in general, and the neural correlates associated with the
quality of attachment relationships in regulating distress in threatening
contexts enhances health in such a way that warrants further investigation.
It is important to note that discussions about the activation of the
caregiver behavioural system are speculative. Landen and Wang (2010)
argued that, in the high-risk occupation of firefighting, exposure to lifethreatening danger would most likely activate the attachment system at the
time of threat. According to Landen and Wang, “It is reasonable to argue that
fire fighters’ wellbeing depends on their ability to use one another as
resources to successfully deal with problems encountered which is the
essence of secure base use” (p. 146). Following this reasoning, it is plausible
to assume that the participants in the current study also encountered threats
severe enough to activate the attachment system. However, such threats are
likely to meet the conditions necessary for activating the caregiving
behavioural system, according to Collins et al. (2006). Thus, based on these
findings in Study three and the findings in Study one, it is clear that further
exploration of this issue is warranted.
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Attachment Style, Resilience and PTSD Symptom Expression
Consistently supported in previous research is the proposition that
individual differences in personal resilience act as a buffer against stress and
PTSD in normative non-clinical samples and samples of individuals exposed
to highly distressing and potentially traumatic situations (e.g., Bartone, 1998,
1999, 2007; Maddi & Hightower, 1999). Resilience is inextricably bound to
the coping process, as it is associated with internal resources of positive selfappraisal, beliefs of self-efficacy in coping with challenges, and positive
meaning-making (Agaibi & Wilson, 2005). During a trauma event and
throughout the posttraumatic sequelae, these internal resources are
instrumental in decreasing the likelihood of developing and maintaining
PTSD symptoms (e.g., Ehlers & Clark, 2000). Therefore, in the current
study, resilience was expected to play an important role in each of the tested
models.
Consistent with previous research, an inverse relationship between
resilience and PTSD was found to exist in both groups of interveners (e.g.,
Bartone, 1999, 2007; Maddi & Hightower, 1999). However, individuals who
intervened due to employment evidenced significantly higher resilience
scores than individuals who intervened by happenstance. This was most
likely due to the nature of their employment. The sample in Study three was
comprised of predominantly professional first responders and those whose
employment was likely to have included some form of emergency training
and preparedness. Arguably, all of these individuals have access to a network
of support services (formal and informal) as members of an organisation. In
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addition, given the older age of the participants in this group, it could be
reasonably assumed they had been employed in their roles for a reasonable
length of time. Individuals with poor resilience, and thus unable to utilise
coping or cognitive strategies to overcome difficulties, may simply have left
such occupations. Alternatively, on-the-job experience potentially promoted
the development of resiliency or strengthened existing resilience. In their
comparative study of Australian paramedics and paramedical students,
Gayton and Lovell (2002) reported that on-the-job experience played an
important role in the significantly higher levels of resilience among the
experienced paramedics in comparison to the paramedical students.
When considering attachment styles, resilience was found to only
partially mediate the association between secure attachment and PTSD
symptoms in the group of individuals who intervened by happenstance, but
was found to be an important mediator in the final model pertaining to
individuals who intervened due to employment. In contrast, resilience was an
important mediator in the final model of fearful attachment in the intervention
by happenstance group. While it was associated with the employment-related
intervention group, no mediation was evident in the model. Analysis also
revealed no apparent associations for the dismissive or preoccupied
attachment styles in the intervention by happenstance sample. These results
are not consistent with previous findings (e.g., Neria et al., 2001; Zakin et al.,
2003), which may be due to sample differences. As no previous research has
examined resiliency among individuals who intervened in trauma by
happenstance, the current findings may reflect associations unique to these
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attachment styles in individuals who intervened in a trauma event to help
another person.
In the current study, increased resilience and decreased maladaptive
coping were both partial mediators in the association between secure
attachment and PTSD symptoms. For the individuals who intervened as part
of their employment, training protocols, repeated experience and the honing
of skills and procedural knowledge may have increased resiliency. Secure
attachment appears to facilitate positive, yet realistic, appraisals of the self
and others and meaning-making in adversity, reflecting the ability to
effectively regulate and manage the strength of emotional responses in
difficult circumstances. The personal attributes that are characteristic of the
securely attached are congruent with the positive ways in which people
appraise themselves, others and events in their life, which in turn are closely
linked to resilience (Agaibi & Wilson, 2005).
In considering the results pertaining to individuals exhibiting fearful
attachment, it is important to note that individuals who have developed an
insecure attachment style may have developed a degree of resiliency. This
may have occurred through dealing with, and overcoming, the adversities that
were present in their earlier environments (e.g., Feder et al., 2009). However,
in general, fearfully attached individuals do not possess the protective
characteristics indicative of resilient individuals. These characteristics are,
most notably, positive appraisals of the self, the ability to seek help when
needed, self-confidence and coping efficacy, and effective affect regulation
capacities (Karreman & Vingerhoets, 2012). Within the pertinent literature
are consistent reports of inverse associations among fearful attachment,
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resilience and psychological outcomes (Neria et al., 2001; Zakin et al., 2003),
as was the case in the current study.
Overall, the different strengths of resilience in mediating the
relationship between fearful attachment and PTSD symptoms in the
employment-related intervention group and the intervention by happenstance
group may reflect differences in training, experience and knowledge of
emergency procedures. Bartone et al. (1999) proposed that resiliency was
critical to the positive psychological outcomes reported for assistance officers
working with bereaved military families. Moreover, they suggested that
resilience facilitated speedy adjustment to chaotic disaster situations, as it
reduced perceptions of role ambiguity, influenced the perception of challenge
and opportunity for growth, and helped the individual to view their role as
meaningful and purposeful in the situation. This, in turn, resulted in lower
levels of perceived distress and increased engagement in more effective
coping strategies within, and external to, the individual’s organisation.
It may be the case that increased experience leads to increased
resilience, as reported by Gayton and Lovell (2012) following a study of
paramedics. In the current study, the association between resilience and
fearful attachment was poorer for individuals who intervened by
happenstance than for individuals who intervened as part of their
employment. Similarly, even when resilience was high, as in the case of the
securely attached, the impact on reducing PTSD symptoms was much
stronger for the individuals who intervened within their employment
capacities. Taken together, the current findings suggest that employment
roles and emergency procedures may foster an environment in which the
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protective internal resources of resiliency may become more readily
accessible and strengthened.
Perceived Support, Attachment Style and PTSD
The present study evaluated the association between perceived social
support and PTSD symptoms in individuals who reported intervening in a
trauma event to help another. Within the sample of individuals who
intervened by happenstance, the perception of the availability of peer support
was not associated with PTSD symptom expression. In this study, peers were
defined as people who were known to the participant and who had
experienced similar problems or worries. For participants who intervened in
a trauma event by happenstance, access to others who shared similar worries
or problems may have been limited, and this may have influenced perceptions
of availability of support. On the other hand, the perceived availability of
family/confidant support was associated with PTSD in this sample.
For individuals who intervened as part of the roles/duties of
employment, no associations were evidenced between perceived availability
of support from family/confidant or peers and PTSD symptoms. Within the
trauma literature, mixed findings are reported concerning the links between
PTSD and perceived support in individuals in high-risk employment.
However, the negative result for an association between the current sample’s
perceptions of support and PTSD symptoms is consistent with research
employing samples of firefighters, police officers and paramedics (Regehr et
al., 2002; Yuan et al., 2011; Martin et al., 2009). A number of authors have
suggested that such findings reflect the characteristics of employment in first
response and emergency work. For example, Regehr et al. (2003) noted that,
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in occupations such as firefighting, shift work might make it difficult to
maintain close supportive networks outside of employment. In studies
involving police officers, firefighters and paramedics, the absence of
associations between peer support and psychological outcomes has been
explained in relation to workplace cultures such as management being viewed
with suspicion. In addition, it has been suggested that aspects of the
organisational structure, such as the scarcity of opportunities for promotion,
encourage competition and undermine the social bonds required for positive
perceptions of the availability of support in the workplace (e.g., Martin et al.,
2009; Regehr et al., 2002; Regehr et al., 2003). However, the mechanisms
involved in individual differences in perceptions of support is widely
unaddressed in the trauma literature; thus, this issue was explored further in
Study three.
Within the field of attachment, there is a large body of theoretical and
empirical evidence highlighting the influential role of attachment styles in
individuals’ perceptions of support. At the time of writing, very few
published studies have examined the association among adult attachment
style, perceived availability of support and PTSD, and none of these few
studies have included individuals who intervened in a trauma by
happenstance. In the present study, the heightened endorsements of the
secure and fearful attachment styles were associated with the perception of
the availability of support from family/confidants. These findings are
congruent with those reported by Declercq and Palmas (2006), who
conducted a study with professional first responders. Similarly, the findings
are congruent with the results reported by O’Connor and Elklit (2008)
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following their study on victims of mixed traumas. More specifically, the
negative finding for preoccupied attachment and perception of availability of
support is consistent with O’Connor and Elklit’s findings.
In considering the difference in outcomes for preoccupied and
dismissive attachment between the present study and the studies conducted
by Declercq and Palmans (2006) and O’Connor and Elklit (2008), the
different methodologies employed may potentially explain such differences.
While all three studies examined PTSD, perceived social support and adult
attachment (employing the four-category model of attachment), each study
employed different measures to assess the constructs of social support. In
addition, O’Connor and Elklit’s sample did not represent first responders.
When measuring the perceived availability of support, the present study was
the only study to differentiate sources of support. Alternatively, the findings
pertaining to the sample in the present study may be unique to individuals
who intervened by happenstance in mixed trauma situations. Overall, the
perception of support from family/confidants was not a pathway to the
development of PTSD for the intervention by happenstance group in the final
models.
Attachment Style, Coping and PTSD Symptom Expression
Three variables of coping were examined in the present study, namely,
adaptive coping, maladaptive coping and engagement in dissociative
behaviours. The current findings show that all the coping strategies including
adaptive coping were significantly and positively associated with PTSD
symptom expression in both intervener groups. The finding of a positive
association between maladaptive coping strategies and PTSD is consistent
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with those reported in several studies employing samples of first responders
(Chamberlin & Green, 2010; Clohessy & Ehlers, 1999; Kirby et al., 2011;
Kulkarni et al., 2012; McCaslin et al., 2008).
Notably, adaptive coping was positively associated with PTSD
symptoms in both groups of interveners. A number of studies have reported
the endorsement of both adaptive and maladaptive forms of coping by
participants in high-risk occupations; however, consistently reported is a
negative association or no association between adaptive coping and PTSD
symptoms (Chamberlin & Green, 2010; Clohessy & Ehlers, 1999).
Therefore, while the current findings are incongruent with the established
literature, this might be due to differences in sample characteristics. In
previous studies, occupation-specific samples were employed, whereas the
participants in the current study were working in mixed professions and many
were not professional responders. As no previous studies of this type have
included participants who intervened by happenstance, it is difficult to
ascertain whether or not this finding is sample-specific or typical of this
population.
Importantly, this finding does not indicate that this measure is
measuring something other than adaptive coping strategies. Rather, although
the strategies measured are adaptive, the results obtained in the present study
may reflect increased coping efforts and oscillation, albeit apparently
unsuccessful, between numerous strategies of adaptive and maladaptive
coping. Lazarus (1966) and Lazarus and Folkman (1984) conceptualised
stress and the response to stress as being comprised of the processes of
primary appraisal (identifying threat to oneself), secondary appraisal
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(cognition of how to respond to perceived threats) and response (coping
behaviour). This set of processes occurs in a cyclic manner, rather than in a
linear sequence. As such, the individual may cycle through the process
numerous times. As such, appraisal of the level of threat is followed by
determination of what should be done, and evaluation of the adequacy of
what has been done. These steps are in flux, and numerous coping strategies
are engaged in, until such time as the stressor is resolved (Lazarus, 1966).
While the current findings appear to reflect a combination of strategies
being engaged in by these samples of interveners, they may also reflect the
findings reported by Marmar et al. (2006) following a study on a sample of
police officers and other first responders. The authors reported that the
benefits of engaging in adaptive strategies, such as problem-focused coping,
were contingent on the presence of complementary strategies, as well as
resource and support availability. In order to further understand this
important individual difference in PTSD symptoms, coping was examined in
the present study within the theoretical framework of attachment theory.
Further analysis revealed that adaptive coping was only associated with
fearful attachment and only in the employment-related intervention group.
Moreover, analysis revealed a significant positive association between both
adaptive and maladaptive coping for this group. This may signify increased
exposure to trauma events and stress, and heightened attempts to cope with
distress using many different coping strategies. In addition, this finding may
be indicative of workplace structures and cultures that encourage more active
problem-solving strategies, which may assist individuals in coping with
stressors. Adaptive coping did not mediate the associations between fearful
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attachment style and PTSD symptom expression in this group, whereas
maladaptive coping fully mediated the association. Therefore, it would
appear that adaptive coping strategies do not have as strong an impact on
PTSD symptoms as do maladaptive coping strategies in the current sample.
This is consistent with a number of studies reporting that, even when
individuals engage in both adaptive and maladaptive coping strategies, the
maladaptive strategies have a more direct impact on PTSD symptom
expression (e.g., Chamberlin & Green, 2010; Clohessy & Ehlers, 1999; Riolli
& Savicki, 2010).
In the current study, as in Study one, the analysis revealed an inverse
relationship between secure attachment and maladaptive coping in both types
of interveners. These findings are in line with the well-established literature
and reflect the adult attachment theoretical perspectives (e.g., Buelow et al.,
2002; Schmidt et al., 2002; Mikulincer et al., 1993). In the current study,
although no associations were evident between secure attachment and
adaptive behaviours, the mediating role of maladaptive behaviours in
decreased PTSD symptom expression suggested that not engaging in these
behaviours had protective value as well. Securely attached individuals
typically engage in adaptive coping strategies because their internal working
models support a view of self as capable of achieving goals through their
behaviour, while perceiving others as supportive and responsive to their
demonstrations of distress and support-seeking (Mikulincer & Shaver, 2007).
It is thus somewhat puzzling that no association was evident between secure
attachment and adaptive coping in this study, given that the included coping
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strategies were reflective of adaptive problem-focused and emotion-focused
strategies (Carver et al., 1993).
Arguably, as secure attachment is associated with normally functioning
affect regulation capacities (Mikulincer & Shaver, 2007), it is possible that
securely attached individuals were able to regulate their emotions and the
subsequent intensity of their stress response system while they were
intervening in a trauma event. Within the trauma literature, a number of
peritraumatic experiences (e.g., intense emotionality, distress and
physiological arousal) are reported to impede the appropriate processing and
encoding of trauma information. This, in turn, leads to distressing symptoms
such as intrusive memories and/or fragmented memories of the event (e.g.,
Brewin et al., 1996; Ehlers & Clark, 2000). For the securely attached in this
study, arousal at the time of the intervention in the trauma event may have
been tempered, thus reducing the likelihood of poor encoding in the initial
stages of information processing. However, this is not to suggest that
securely attached individuals do not experience distress or negative effects
during and after intervening in a trauma event. Rather, their healthy concepts
of self and others, and flexible information processing styles that are open to
processing new and even disconfirming information, might have facilitated
the minimisation of risks at the peritraumatic and posttraumatic stages of
trauma (Mikulincer, 1995, 1997). These personal resources may be
particularly important in the posttraumatic phase, even beyond more overt
adaptive coping strategies.
A substantial body of evidence in the trauma literature suggests that the
maladaptive coping strategies similar to those measured in the present study
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(denial, disengagement, venting, alcohol/substance use, self-distraction and
self-blame) prevent emotional processing of the distressing event, thus
maintaining PTSD symptoms (Brewin et al., 1996; Brewin & Holmes, 2003;
Ehlers & Clark, 2000; Clohessy & Ehlers, 1999). In the final models of each
intervention type, maladaptive coping strategies were a significant mediator
in the association between attachment and PTSD symptom expression. These
findings are congruent with attachment theory and previous empirical
evidence (e.g., Buelow et al., 2002; Schmidt et al., 2002; Mikulincer &
Florian, 1995; Mikulincer et al., 1993).
For those individuals who intervened by happenstance, it is unknown
whether they received any form of support or information with respect to a
normal stress reaction to a traumatic event. If it is assumed that they did not
receive this information, it is reasonable to argue that, upon experiencing
normal acute stress reactions during the initial processing of the trauma, the
misinterpretation of these reactions as symptoms of something more sinister
may have occurred. According to Ehlers and Clark (2000), when individuals
fail to understand that posttraumatic symptoms are normative in the recovery
process, individuals may misconstrue symptoms as a sign that they have been
permanently changed for the worse, or as indicators of a threat to their
physical or mental wellbeing. In addition, these individuals may simply find
the working-through process difficult and not know who to turn to for
appropriate guidance. Consequently, they may engage in behaviours that
allow them to avoid dealing with the stressor. Empirical evidence suggests
that, as the individual avoids engaging with the source of the stressor,
integration of the trauma information is blocked from autobiographical
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memory and symptoms persist (Ehlers & Clark, 2000; Clohessy & Ehlers,
1999).
This outcome may be exaggerated according to the particular
attachment style. For example, highly anxious individuals are ineffective at
compartmentalising events and associated emotions. When one memory or
emotion is experienced, this can have the effect of many unrelated, but
similar, memories and emotions being spontaneously activated, flooding the
individual’s consciousness (Shaver & Mikulincer, 2007). This is
compounded by negative self-attributes and poor expectations of social
support. In order to avoid being overwhelmed by their thoughts and feelings,
when under stress, these individuals appear to use coping strategies that allow
them to avoid focusing on the problem and to disengage from associated
emotions (Shaver & Mikulincer, 2007). In the short term, this may bring
relief and protect the individual’s already low self-worth from further
assaults; however, as demonstrated in the trauma literature, these strategies
actually maintain PTSD symptoms.
The present results also suggest that individuals with low anxiety, but
high avoidance, engage in strategies that allow them to disengage from
stressors that are uncontrollable or unpredictable. Mikulincer (1995) reported
that avoidant (dismissive) individuals tend to repress negative self-traits and
rely on greater accessibility to positive self-attributes. By using strategies
that include mental disengagement and denial, they are able to maintain their
established views of the world and themselves, as new information is blocked
or potentially negative feedback is prevented from having any effect
(Mikulincer, 1997). Coupled with poor expectations of support from others
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and fears of rejection, coping strategies promoting avoidance and
disengagement protect the individual’s sense of self-worth.
In this study, the second measure of ineffective coping, namely,
dispositional dissociative experiences, was differentiated according to
attachment style and the type of intervention. The results pertaining to the
group comprised of individuals who intervened as part of their employment
are consistent with previously reported findings (e.g., Coe et al., 1995). More
specifically, secure attachment was inversely associated with dissociative
experiences, and fearful attachment was significantly and positively
associated with dissociative experiences, albeit no mediation was evidenced.
Within workplace cultures, the engagement in dissociative behaviours,
especially while working, may be firmly discouraged. The fearfully attached
are quite self-conscious and sensitive to criticism and judgement by others
(Bartholomew & Horowitz, 1991). Therefore, not engaging in dissociative
strategies to cope may be due to the employment and self-monitoring of these
individuals. However, engaging in other coping strategies that allow the
individual to avoid or disengage from the stressor or related emotions may be
more acceptable within some workplace cultures, such as those that promote
drinking alcohol as a form of socialisation and bonding. Drinking cultures
tend to occur where people work in teams and identify as a distinct group,
and where drinking alcohol after work is viewed as facilitating mateship and
social support via debriefing (McNeill, 1993; Davey et al., 2001; Obst et al.,
2001; Shanahan, 1992). Individuals employed by such organisations may
engage in these types of strategies, believing they are of benefit, even though
they are clearly counterproductive in the long term.
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In the sample comprising individuals who intervened by happenstance,
dissociation was significantly associated with secure, preoccupied and fearful
attachment styles in the expected directions. Analyses revealed that
dissociation was a significant mediator in simple mediation models between
the three attachment styles and PTSD symptoms. However, in contrast to the
finding for participants who were centrally involved in a trauma event (Study
one), dissociation failed to remain significant in the final models. Also in
contrast to Study one was the non-significant finding of an association
between dismissive attachment and dissociation in this sample.
The patterns of associations of engagement in dissociative behaviours
for the intervened by happenstance sample were, however, consistent with the
findings reported by Sandberg (2010). Commenting on those findings,
Sandberg suggested that dissociation is a form of fear-based disorganisation,
rather than emotional detachment. Alternatively, the finding in the present
study may reflect the finding reported by Coe et al. (1995) that dismissive
attachment was most predictive of engagement in infrequent dissociative
experiences of absorption (failure to become absorbed in emotion-laden
events).
Interestingly, the Study one findings revealed that in the final model
where dismissive attachment was the predictor variable, mediation was
evident for peritraumatic distress and dissociation but not for maladaptive
coping. In contrast, in the Study three, mediation was evident for
maladaptive coping but not for peritraumatic distress or dissociation. In
Study one, the interpretation of the results suggested that engagement in
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dissociative behaviours was adequate in preventing the need for further
maladaptive coping strategies.
However, the present results suggest an alternative explanation for the
results in both Study one and Study three, which is that very different
peritraumatic encoding may have occurred for individuals who intervened in
a trauma event compared to individuals who were centrally involved in a
trauma event. The lack of peritraumatic distress in the individuals who
endorsed dismissive attachment in the present study may indicate that the
initial processing of the trauma-related information was more successful in
the intervener groups. In turn, the internal and external stimuli required to
activate dissociative behaviours may have been absent.
The findings of Study one and Study three seem to suggest that
whether or not individuals engage in dissociation and/or maladaptive coping
strategies in the posttraumatic phase is contingent upon the initial responses
to trauma. This is most likely associated with peritraumatic distress
influencing the initial encoding of trauma information. This assertion may be
further supported by the finding that, when peritraumatic distress was a
mediating construct in the final model of mediation for both intervener
groups and in the Study one model for individuals who were centrally
involved in a trauma event, the engagement in dissociative experiences was
either a partial mediator (intervention by happenstance group) or a mediator
(central to trauma group) in the final models.
Overall, in considering the results of Study three in conjunction with
the results of Study one, maladaptive coping is an important pathway to
PTSD in the associations between attachment styles and PTSD, with the
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exception of dismissive attachment in the central to trauma group. These
patterns of associations among ineffective coping strategies, attachment and
PTSD symptoms are in line with the theories of PTSD, dissociation and
attachment. Accordingly, when peritraumatic responses overwhelm the
brain’s capacity to process trauma information effectively at the time of
trauma, the encoding of the trauma information is impeded. Increased
experiences of highly intrusive emotional memories and affective states are,
in turn, expected (Brewin, 2010). Responding to such states by engaging in
dissociative experiences, according to contemporary theories of dissociation,
is a somewhat automatic mechanism of down-regulating the overwhelming
emotional experience of psychological distress (Brewin et al., 2010; Briere,
2005; Felmingham et al., 2008).
From an attachment perspective, in the posttraumatic phase,
dissociation may be understood in terms of the perceptions of threat.
Moreover, appraisal of the level of perceived threat of posttraumatic cues and
reminders may be compensated for, or compromised by, appraisals that are
filtered through established concepts of self and others according to the
individual’s attachment style. These appraisals, in turn, influence the
intensity of stress responses, including engaging in maladaptive coping
strategies and dissociative behaviours in order to avoid processing the trauma
information.
This assertion is in line with Foa and Rothbaum’s (1998) proposition
that inflexibility in views of self and the world increase the individual’s
vulnerability to developing PTSD. Individuals with poor self-worth and
negative worldviews tend to believe that the occurrence of the trauma event
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confirms previously held beliefs. In contrast, for individuals with rigidly
positive views of self and the world, the trauma event represents a challenge
to previously held beliefs. In addition, Foa and Rothbaum suggested that pretrauma, peritraumatic and posttraumatic beliefs may interact to strengthen the
beliefs of incompetence and danger which, they argued, underlie chronic
PTSD.
Strengths, Limitations and Future Directions
As Study three extended upon Study one, several of its limitations are
discussed in detail in Chapter Ten. In this thesis, the investigation of
exposure to trauma was limited to the participants’ endorsements of personal
involvement to render assistance in an event that involved actual threat of
physical harm or death, or an event that resulted in physical harm or death.
Therefore, other DSM-IV-TR and DSM-5 criteria for the definition of
traumatic events were not accounted for, such as witnessing a trauma
involving another person, learning about a trauma to another person and
repeated exposure to aversive details of a trauma event, which are commonly
associated with first responders. Thus, it may not be possible to generalise
these findings to trauma events outside the scope of being personally
involved in an incident of actual threat of physical harm or death or in an
incident that resulted in physical harm or death.
As in Study one and Study two, the PCL-C was employed in Study
three to assess PTSD symptom expression. The PCL-C was designed to
assess the DSM-IV PTSD diagnostic Criteria B, C and D for PTSD
symptoms. The DSM-5 modification of these criteria, including the addition
of new criteria and symptoms, requires that future research examine the
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present findings in the context of the new diagnostic criteria as set down by
the DSM-5. In addition, PTSD symptom expression rather than probable
PTSD diagnosis was examined in the current study. Therefore, several
predictors relevant to PTSD were not included in this research. Thus, further
research is required to examine the present findings in the context of actual
PTSD and other known predictors of PTSD.
The current study was based on a cross-sectional design with
retrospective reporting of peritraumatic distress. The participants were
required to respond to all questions in reference to a single or worst event, in
relation to the peritraumatic distress experienced. This may not have
captured the potential contribution of trauma other than the index event to the
self-reported PTSD symptoms. Although retrospective designs are often
criticised, numerous studies have reported that retrospective and prospective
assessments of peritraumatic emotional distress regarding an indexed trauma
have been prospectively predictive of a subsequent PTSD diagnosis (Kangas
et al., 2005; O’Donnel et al., 2010).
As in Study one and Study two, with respect to measuring adult
attachment style, limitations related to the reliance on the self-report data and
single source of information regarding attachment styles are noted. However,
moderate correlations between self-report and interview methods of
assessment are consistently reported (Bartholomew & Moretti, 2002; Griffin
& Bartholomew, 1994). Therefore, the decision to use this self-report
measure is not considered to undermine the findings of the present study.
Cronbach’s alpha values for the subscales pertaining to secure and
preoccupied attachment styles were clearly below a generally preferred alpha
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coefficient of .70. As previously noted, lower than preferred alpha
coefficients are most likely to understate the strength of relationships,
resulting in greater risk of Type II error. The RSQ is a widely used measure,
and the construct validity (e.g., Backstrom & Holmes, 2001; Griffin &
Bartholomew, 1994), convergent validity (e.g., Brennan et al., 1991) and testretest validity (e.g., Griffin & Bartholomew, 1994) have been demonstrated
in previous validation studies.
In regard to measuring coping behaviours in this study, a coping
typology of adaptive and maladaptive strategies was adapted from the Brief
COPE subscales. The review of the trauma and coping literature revealed
that the coping strategies defined as adaptive or maladaptive in this study
were consistent with the definitions used in previous research on high-risk
occupations (see Chapter Six).
As in Study one, due to the cross-sectional design of Study two, the
direction of the association between attachment and peritraumatic distress,
coping behaviours, support appraisals and PTSD symptoms could not be
determined. A prospective and longitudinal study design is thus required in
future research in order to determine whether the constructs of peritraumatic
distress, coping, appraisal and PTSD symptoms are influenced by attachment
patterns, or whether attachment patterns are influenced by these constructs.
The results of the current study are congruent with the models and theories
reported in the trauma and attachment literature. Therefore, it is reasonable
to suggest that attachment style influences peritraumatic reactions,
posttraumatic coping, support appraisals and PTSD symptom expression.
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As highlighted in the review of the literature, it is noteworthy that
contemporary research in PTSD and attachment has evolved to take into
account the relational functioning between the physiological and
psychological systems involved in PTSD and attachment orientation (e.g.,
Apfel et al., 2011; Diamond et al., 2006; Perry, 2009; Powers et al., 2006;
Rifkin-Graboi, 2008; van der Kolk, 1994). It is acknowledged within the
literature that presently more remains unknown than known about the
interaction between these systems. Future research investigating the links
among neurobiological, genetic, epigenetic, psychological and socio-cultural
factors and PTSD, associated predictors of PTSD and attachment will
elucidate current understandings further (e.g., Mikulincer & Shaver, 2012;
Perry, 2009; Quirin et al., 2010).
Finally, in Study three, the eligibility for participation was limited to
individuals who endorsed that, in their lifetime, they had rendered assistance
or intervened in a situation or event that involved actual threat of physical
harm or death to another, or that resulted in the physical harm or death to
another. Future research should attempt to examine these mediational
pathways with regard to specific types of trauma, employing the same
approach as the current study of examining those who intervened by
happenstance and those who intervened as part of their employment. In
addition, for individuals who intervened as part of their employment, based
on the variability of training, frequency of exposure and the small sample
size, these findings cannot be generalised to other occupations. Future
research should attempt to examine these mediational pathways within
specific occupations.
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Despite these limitations, the current analysis revealed a number of
interesting findings relevant to the existing trauma and attachment literature.
Within the trauma literature, there is extensive evidence and theory indicating
that individual differences are integral to the development and maintenance
of PTSD symptoms (e.g., Brewin et al., 1996; Ehlers & Clark, 2000;
Horowitz, 1983; Foa & Rothbaum, 1998; Foa et al., 1989). As the study of
trauma demands rigorous testing of assumptions, this has meant that
individual differences are often examined in a fragmentary manner. In the
current study, a number of robust predictors of individual differences in the
development and maintenance of PTSD symptoms were examined. The
current research investigated adult attachment style as an individual
difference of PTSD, capable of explaining robust predictors of PTSD as
mediators in that association. This idea was steered by the proposition that
individual attachment style guides or influences appraisal, stress response
system activity, emotion regulation, self-referential beliefs and expectations,
as well as perceptions, expectations and interactions with others. The current
findings provide support for this proposition.
In addition, this study extends the scarce extant research reported in the
trauma and attachment literature by including individuals who intervened in a
trauma event by happenstance. The associations found in the current study in
relation to peritraumatic distress, perceptions of support, coping and
resilience in individuals who intervened by happenstance have not been
reported previously. While caution must be exercised in the interpretation of
these findings, these preliminary findings suggest that further research with
this population is warranted. These findings underscore the importance of
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examining peritraumatic processes and robust predictors in coping behaviours
as a set of behaviours or as a set of individual differences within a
comprehensive theoretical framework.
As evident from the current study’s findings, attachment theory is able
to provide empirical evidence and theoretical explanations for the
associations between attachment patterns and mediator variables in relation to
PTSD symptoms. The current findings may be of particular utility in
predicting who is most likely to engage in conscious and unconscious
behaviours that lead to the development or maintenance of PTSD symptoms.
Of equal importance is acknowledging that explanations within the
framework of attachment and trauma theories and the models developed as
part of this study appear to be quite complementary. Thus, understanding the
underlying mechanisms of severity in experiencing PTSD symptoms may be
elucidated by examining individual differences via a synthesis of attachment
theory and trauma theories.
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Chapter Nineteen
Summary and Conclusions
The primary aim of this research was to understand why some
individuals experience more severe PTSD symptoms than others and,
moreover, to further understand the role of individual differences in PTSD
symptom expression. To this end, the current research addressed two relatively
unexplored areas in the trauma literature. First, very little research has been
conducted to investigate the impact of trauma on individuals who intervene in a
trauma event by happenstance. In addition, an extensive literature review
revealed no studies comparing the outcomes or mechanisms in psychological
trauma among individuals who were centrally involved in a trauma event,
individuals who intervened in a professional capacity, and individuals who
intervened by happenstance. In the current study, this gap in the literature was
addressed by establishing the heterogeneity of the three samples in regard to
current PTSD symptom expression. In addition, individual differences
associated with PTSD, peritraumatic distress, posttraumatic coping, social
support and adult attachment styles were also explored within the three groups.
Within the theoretical and empirical trauma literature, the importance of
individual differences at the pre-trauma, peritraumatic and posttraumatic stages
in the development and maintenance of PTSD is well established (e.g., Brewin
et al., 1996; Ehlers & Clark, 2000; Horowitz, 1983; Foa & Rothbaum, 1998;
Foa et al., 1989). In explaining individual differences, the literature
emphasises the importance of self and worldview schemas in all aspects of the
trauma experience and symptom development and/or maintenance. However,
these theoretical approaches do not place the “individual” and his/her cognitive
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representations of self and others/world in a comprehensive theoretical
framework. A number of researchers, including Ozer et al. (2003), have
identified this deficit in PTSD models and theory. Ozer et al. recommended
that future research address the issue of peritraumatic response and the
predictive strength of posttraumatic variables by investigating the proximal
mechanisms (relevant factors close to the time of the trauma) that elucidate the
statistical relationship between posttraumatic symptomology and distal static
pre-trauma predictors (factors not related closely to the trauma experience time
frame).
Therefore, the second and equally important undertaking in this thesis
in addressing the primary question was to examine adult attachment style as an
individual difference that is capable of explaining a number of other wellestablished robust predictors in the disorder. Models describing the possible
relationships between attachment styles and PTSD symptom expression were
tested with each of the three samples. Despite each of the constructs included
in these models being the focus of extensive critical research, an extensive
review of the literature revealed that this would be the first study to investigate
the combined influence and interactions of all the constructs included in the
models.
Limitations
Before discussing the key findings of this study, several limitations
must be taken into account. First, as PTSD symptom expression, as opposed to
probable PTSD, was measured in this study, several predictors relevant to the
psychological outcome of trauma, such as accumulative trauma exposure, prior
psychological adjustment, family history of psychopathology, trauma
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characteristics and peritraumatic dissociation, were not included. Further
research is thus required to examine the present findings in the context of
actual PTSD and other known predictors of PTSD.
In addition, the PCL-C was designed to assess the DSM-IV diagnostic
criteria for PTSD symptoms of intrusion (Criteria B), avoidance (Criteria C)
and hyper-arousal (Criteria D). The subsequent modification of these criteria,
through the inclusion of new criteria and three new symptoms in the DSM-5,
requires that future research examine the present findings in the context of the
new diagnostic criteria as set down by the DSM-5.
The studies conducted in the present research were based on a crosssectional design with retrospective self-reporting of peritraumatic distress.
Retrospective designs in trauma are often criticised by those who cite the loss
of accuracy due to the passing of time or biased reporting because of current
symptom levels (Brewin et al., 1996; Brunet, 2001; Ehlers & Clark, 2000). In
addition, the requirement in the present research that participants complete the
PDI in relation to a single or worst event may not have captured the potential
contribution of trauma other than the index event to the self-reported PTSD
symptoms. However, a number of studies have reported that measures of
peritraumatic emotional distress assessed within hours or weeks of the index
trauma have been prospectively predictive of a subsequent PTSD diagnosis
(Kangas et al., 2005; Shalev et al., 1998). Therefore, retrospective and
prospective data converge, emphasising the predictive significance of
peritraumatic reactions.
In measuring attachment in the present research, a number of
limitations exist in view of the reliance on the self-report data and the single
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source of information regarding attachment style. Self-report measures are
criticised for only capturing the consciously held beliefs and feelings of the
individual (Declercq & Palmans, 2006). However, with respect to self-report
measures of attachment, moderate correlations with interview methods of
assessment are consistently reported, thus validating their continued usage
(Bartholomew & Moretti, 2002; Fraley & Shaver, 1999; Griffin &
Bartholomew, 1994). The RSQ is a widely used measure and, in previous
validation studies, its construct validity (e.g., Backstrom & Holmes, 2001;
Griffin & Bartholomew, 1994), convergent validity (e.g., Brennan et al., 1991)
and test-retest validity (e.g., Griffin & Bartholomew, 1994) have been
demonstrated. Therefore, the decision to use this self-report measure is not
considered to have undermined the findings of the present study.
In regard to measuring coping behaviours using the Brief COPE, two
coping subscales reflecting measures of adaptive and maladaptive coping
strategies were adapted in this study. The decision to do so was grounded on
well-established theoretical principles and empirical findings (Meyer, 2001;
Yi-Frazier, 2010; Coomber & King, 2012; Vosvick et al., 2003). In complex
models that include several constructs, it would be difficult to include a
comprehensive number of possible coping strategies.
As Carver and Connor-Smith (2010) pointed out, it is most useful to
consider the context of the coping strategies under investigation. As revealed
in the review of literature regarding coping strategies and trauma, the coping
strategies defined as adaptive or maladaptive in this study were consistent with
the strategies defined in previous research reported in the trauma and coping
literature. Therefore, the decision to reduce the number of coping variables
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was based on sound theoretical reasoning. Nonetheless, future research
examining a more comprehensive number of coping strategies and the
sequence in which they are used may further elucidate the associations between
coping, PTSD symptoms and attachment styles.
In the studies conducted in this thesis, the participants were not required
to indicate the type of trauma event experienced (e.g., sexual trauma, assaultive
violence, motor vehicle accident). It is assumed that various trauma
experiences were represented. Future research might examine this trauma
characteristic in association with the individual’s type of involvement in the
trauma event, in order to establish whether or not the type of trauma
experienced plays a role in the differences between groups.
In addition, the investigation of exposure to trauma in this thesis was
limited to the participants endorsements’ of personal involvement due to being
centrally involved in an event or due to becoming involved in order to render
assistance to another person in an event that posed actual threat of physical
harm or death, or an event that resulted in physical harm or death. Therefore,
other DSM-IV-TR and DSM-5 criteria for defining traumatic events were not
accounted for, such as witnessing a trauma involving another person, learning
about a trauma to another person or repeated exposure to aversive details of a
trauma event. Thus, it may not be possible to generalise these findings to
trauma events outside the range of being personally involved in an incident of
actual threat of physical harm or death, or an incident that resulted in physical
harm or death. Future research is required to examine the associations among
the types of involvement in trauma events and these other types of exposure to
trauma.
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It is widely accepted in the trauma literature that first responders to
critical events are not a homogeneous population (e.g., Berger et al., 2012;
Fullerton et al., 2004; Perrin et al., 2007). In the current study, in the sample
comprising individuals who intervened as part of their employment, variability
in occupations, training and frequency of exposure, as well as the small sample
size, suggest that these findings cannot be generalised to specific occupations.
Future research is thus required to replicate the current findings and examine
the differences between types of involvement in trauma events within specific
occupations.
A final limitation affecting the present study stems from its crosssectional and correlational design, which prohibited the determination of the
direction of the association between attachment and peritraumatic distress,
coping behaviours and appraisals, and PTSD symptoms. A prospective and
longitudinal study design is required to determine whether the constructs of
peritraumatic distress, coping, resilience, perceptions of support availability
and PTSD symptoms are influenced by attachment patterns, or whether
attachment patterns are influenced by these constructs. Mikulincer and
Shaver’s (2003) model of attachment system activation and functioning in
adulthood depicts the attachment system and working model as a guide for
behaviour in the face of adversity and extreme distress. This model is widely
supported in the literature. The results of the current study also lend support to
this model. Therefore, it is highly plausible that the individual’s attachment
style influences peritraumatic distress, coping, resilience, perceptions of
support availability and PTSD symptom expression.
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Importantly, just as contemporary research in PTSD has evolved to take
into account the inextricable and relational functioning between the
physiological and psychological systems (van der Kolk, 1994), attachment
theory has also begun to take these systems into account (e.g., Apfel et al.,
2011; Diamond et al., 2006; Perry, 2009; Powers et al., 2006; Rifkin-Graboi,
2008). Presently, this area of research remains a controversial field in which
more is unknown than known. Further research is required to gain greater
insight and clarification of the links among neurobiological, genetic,
epigenetic, psychological and socio-cultural factors and PTSD, the associated
predictors of PTSD and attachment (e.g., Mikulincer & Shaver, 2012; Perry,
2009; Quirin et al., 2010).
Key Findings, Implications and Future Research Directions
Despite these limitations, a number of interesting and important
findings were revealed in the three studies conducted in this research. Study
two investigated the heterogeneity of the three samples, namely (a) individuals
who were centrally involved in a trauma event, (b) individuals who intervened
in a trauma event by happenstance, and (c) individuals who intervened in a
trauma event as part of their employment. Overall, the findings showed that
the three groups under investigation did not experience trauma in the same way
at the peritraumatic and posttraumatic stages, nor did they report the same level
of PTSD symptoms. This has important implications for research in the trauma
field.
Individuals who intervened in a trauma event by happenstance have met
the prerequisite requirement of exposure to a trauma event according to the
definitions set out in the DSM-IV-TR Criterion A1 and DSM-5 Criteria A.
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Owing to the paucity of studies specifically focusing on this group, it may be
reasonably assumed that in the established literature employing mixed trauma
samples, the unique characteristics of their exposure to trauma may have been
subsumed as the characteristics of the primary victim’s exposure. As the
present findings showed, this population exhibits quite different peritraumatic
and posttraumatic reactions compared to individuals who are centrally involved
in trauma and individuals whose involvement is employment-related.
Therefore, replication of the current findings and further rigorous assessment
of this unique population is required. Understanding the mechanisms involved
in the development and maintenance of PTSD symptoms for this population
may inform theory and may enable treatment to be tailored more directly to
their specific needs.
In addition, given the relative absence of research on the impact of
intervention in a trauma event by happenstance, it is reasonable to assume that
many individuals who intervene do not receive any immediate support or
mental health information (Hagh-Shenas et al., 2005). This is very important,
as the trauma literature clearly shows that the way in which individuals
perceive normal posttraumatic symptoms has serious long-term implications
(Ehlers & Clark, 2000). Further research is required to investigate the level of
support and information provided to individuals who have intervened in a
trauma event by happenstance and their appraisal of that support/information,
as well as their appraisal of immediate posttraumatic symptoms. In turn, this
could inform evidence-based practice in assisting these individuals via the
provision of information that explains the normal physiological and
psychological responses to trauma exposure, the most effective methods of
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coping with posttraumatic symptoms, and details of when and where to seek
professional help and guidance. Providing this type of information does not
require labour-intensive or funding-intensive solutions, as distribution of an
informational pamphlet by professional responders or other involved
organisations close to the period of trauma exposure may suffice.
In Study one and Study three, adult attachment was proposed as an
individual difference in the expression of PTSD symptoms which is able to
explain a number of risk factors associated with PTSD symptoms. In order to
test this proposition, models describing the possible relationships between
attachment styles and PTSD symptom expression were tested. Within each
sample, simple and multiple mediation analyses further clarified the underlying
mechanisms regarding the direct and indirect effects of attachment style and
PTSD symptom expression. Unique pathways between each attachment style
and PTSD symptoms were evident. In summary, the models tested in this
study support the trauma and attachment literature.
These findings are important for several reasons. First, as the results of
Study one and Study three clearly showed, in examining attachment in
conjunction with peritraumatic distress, coping, perceptions of support and
resiliency (Study three) and PTSD symptoms across the three samples, a more
comprehensive understanding of these behaviours was achieved. As
attachment theory is an extensive theory, well supported by empirical evidence,
the associations between these robust predictors of individual differences and
PTSD could be explained within a unitary theoretical framework. This is
important, as the examination of the pathways to PTSD symptoms in this study
evidenced unique patterns according to attachment style and the type of
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involvement in the trauma event. This provided an in-depth account of why
some people report higher levels of peritraumatic distress, engage in adaptive
and or maladaptive coping behaviours, endorse more resilient attitudes, and
perceive support as more or less available. When each of these seemingly
unconnected individual differences is considered within the framework of
attachment theory, and in conjunction with established theories of trauma,
identifying who will and will not endorse these responses is more predictable
than random. In the present study, this became even more evident when the
separate individual differences were examined in concert.
Future research is required to replicate and extend the current findings
with other robust predictors of developing and maintaining PTSD symptoms at
various stages of trauma and working-through phases. In turn, this may have
important implications for improving PTSD treatment. This assertion is
underscored by Brewin and Holmes’s (2003) proposition that, even after
successful therapy, the individual’s pre-therapy self/world representations
remain unaltered in memory, but lie dormant with weakened associations for
activation. This emphasises the need to place the individual’s negative
perceptions of self and others within a coherent theoretical structure,
understood in terms of representing the person’s history and present self.
Focusing only on fragmented negative self/world concepts may compromise
the success of efforts to weaken the accessibility of pre-existing perceptions.
The current findings also presented a theoretical challenge in
determining whether or not individuals who intervened in a trauma event
engaged in the activation of their attachment system or their caregiving
behavioural system at the peritraumatic stage of trauma exposure. Landen and
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Wang (2009) proposed that the attachment system of individuals in high-risk
occupations, such as firefighters, is activated at the peritraumatic stage of
trauma
According to Landen and Wang, exposure to life-threatening danger
activates the attachment system as the “firefighters’ wellbeing depends on their
ability to use one another as resources to successfully deal with problems
encountered which is the essence of secure base use” (p. 146). However, as
pointed out in this thesis, it is equally reasonable to assume that the firefighters
in Landen and Wang’s study and the intervener groups in the present study met
the conditions necessary for activating the caregiving behavioural system.
Collins et al. (2006) suggested two conditions under which the caregiving
behavioural system is likely to be activated: (a) in the presence of another
person in danger, distressed or in discomfort, and thus seeking or requiring
help; and (b) when the provision of support would be advantageous in another
person’s opportunity for exploration, learning or mastery. This theoretical
challenge remains unresolved in the current study. Thus, future research is
required to determine exactly which system is active during the peritraumatic
stages of trauma exposure. Coan and colleagues (2006) used an experimental
design to measure emotional responses to the threat of a mild electric shock,
administered to married women when holding their husbands’ hands, holding a
stranger’s hand and alone. Functional magnetic resonance imaging analysis
successfully measured the activation of the neural systems supporting the
emotional and behavioural threat responses. Presumably, the same systems are
active in attachment system activation. An extension of the basic design of
Coan and colleagues’ study might include attachment style and three
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conditions to activate neural responses, namely, (a) experiencing threat, (b)
providing care, and (c) experiencing threat and providing care simultaneously.
With the use of functional magnetic resonance imaging analysis, such a design
would yield significant information about the activation of the neural systems
supporting the attachment and caregiving systems, and would help establish
whether this activation varies as a function of individual attachment styles.
In reviewing the trauma literature, the complexity of human responses
to trauma is quickly realised. It is also evident that our understandings have
developed through an incredible amount of work conducted by many scholars
from many streams in psychology and psychiatry. Contemporary theories such
as DRT (Brewin, 2001, 2010; Brewin & Holmes, 2003; Brewin et al., 1996),
Ehlers and Clark’s (2000) model of persistent PTSD, and the integrated model
of Foa and colleagues (1986, 1989, 1993, 1998) identify pre-trauma individual
differences in personal history and perceptions of self and worldviews as
playing a critical role in the development of PTSD. Attachment orientation
develops analogously within the individual’s relational environments,
encompassing the risk and protective experiences of the individual’s personal
history. While identifying an individual’s attachment style does not provide
detailed information about specific events in the individual’s past, it does yield
a comprehensive understanding of the effect of the individual’s past on his/her
present.
Based on the extensive empirical evidence generated within the field of
attachment, an individual’s attachment style is arguably an exceptional
indicator of how the individual will appraise the self and others. In addition,
theoretical knowledge and empirical evidence are provided in the areas of
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perceptions of threat, the intensity of reaction to perceived threats (external and
internal), and how individuals will generally cope in accordance with their
attachment style. All of these factors are fundamental constructs in
understanding PTSD development and symptom maintenance in contemporary
theories and models of PTSD (Brewin, 2010; Ehlers & Clark, 2000). The
findings reported in the present study contribute to and extend the existing
understanding of the mechanisms of a number of robust predictors of PTSD.
In the course of making this contribution, attachment theory is proved to be an
exceptional theory of individual differences for understanding why individuals
experience PTSD symptoms with different levels of severity.
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Welcome to the National Study of Individuals Dealing with Stress and Extreme Situations
The study is about the way people respond to and are impacted by the stress and extreme situations they face in
their lives. It is possible that you may experience some discomfort or distress in sections of the questionnaire.
Should you feel any discomfort or distress please discontinue responding immediately. You may also wish to contact
Lifeline 131114. This service is available to provide people with confidential support and guidance in times of need.
Call costs to Lifeline are usually the cost of a local call. However some additional charges may apply to pay phones,
mobiles or some home phone plans.
The questionnaire takes approximately 2025 minutes to complete. To be eligible to participate in this study you must
be of least 18 years of age.Please see the study’s Plain Language Statement which provides details about the study
and the researcher.

Plain Language Statement
National Study of Individuals of Dealing with Stress and Extreme Situations.
You are invited to participate in a study that is looking at the unique ways that people respond to
stress and extreme situations they face in their lives.I am a Charles Darwin University postgraduate student
interested in understanding how the experiences in your life have shaped you as a person and influence the way you
deal with stress and extremely stressful situations. I would appreciate your participation, in what I believe to be, a
very important study for the community.
As a participant you would be required to answer a series of questions that ask about experiences you have had in
the past, your perceptions of your self and other people, your reactions to stress and extreme situations, how stress
and extreme situations impact on your daily functioning, physical and mental health and the way in which you
generally cope.
Data obtained from this research will be used for publication in a thesis dissertation and academic
journals. Please be assured that participation and all information provided are completely anonymous. At no stage
will you be asked to provide your name or any other identifying personal details. By submitting this questionnaire you
will be, in effect, giving your consent to participate. You can withdraw from the study at any time up until submitting
by simply clicking out of the web site or by selecting the “Exit This Survey” tab.
If you would like additional information about this project, please feel free to contact
Michelle HilderAchurch on (08) 89467094 or by email: michelle.hilderachurch@cdu.edu.au .If, during the course of
the project you have any concerns about the project or the researcher, please contact the Executive Officer of the
Charles Darwin University Human Research Ethics Committee, who is connected with this project and who can pass
on your concerns to the appropriate officers within the University. The Executive Officer can be contacted on (08)
89466498 or by email: cduethics@cdu.edu.au
Thankyou for taking the time to read this invitation and consider its contents

Thankyou for taking time to participate in this study. If at any time you do not wish to proceed there are two options.
If you no longer wish to participate in the study click on the "Exit this Survey" icon. Alternately, if for some reason
you feel you cannot complete the entire survey but would still like to participate, simply go to the completion page
and click the icon "DONE".

What is your gender?
j Female
k
l
m
n
j Male
k
l
m
n

What is your age
Please select the alternative that indicates the highest education level you have
completed
j Up to Primary School
k
l
m
n

j Tafe/Vet qualified
k
l
m
n

j Completed some high school
k
l
m
n

j Associate or Bachelor's degree
k
l
m
n

j Completed Yr12
k
l
m
n

j Post graduate degree
k
l
m
n

What is your current employment status
j Employed
k
l
m
n
j Unemployed
k
l
m
n

Which of the following best describes your current relationship status
j Not involved in a committed relationship
k
l
m
n
j Involved in a committed relationship
k
l
m
n

In your lifetime have you personally experienced or been confronted with an event that
involved actual threat of physical harm or death or an event that resulted in physical
harm to yourself
j Yes
k
l
m
n
j No
k
l
m
n

Still thinking about the event you experienced or were confronted with, was your
involvement related to you helping another or your employment duties
j Yes
k
l
m
n
j No
k
l
m
n

Please indicate when the last event you personally experienced or were confronted
with that involved actual threat of death or physical harm or actual harm to yourself
occured.
j In the last month
k
l
m
n
j In the last 12 months
k
l
m
n
j More than 12 months ago
k
l
m
n

Welcome to the National Study of Individuals who Help Others during Dangerous and Traumatic Events.

A lot of people experience traumatic events in their lifetime. Some people render assistance to others in traumatic, or
dangerous situations. It is very important to understand how people, who help others in critical times of need are
affected by intervening. If in your lifetime, you have rendered assistance or intervened in a situation, that involved
actual or threatened physical harm or death to another, I am interested in hearing from you. Some examples, (but not
an exhaustive list) may be that you helped someone in an accident , intervened in a physical dispute, acted to
prevent someone being harmed, or killed, or have been involved in a rescue or similar, provided first aid, medical
assistance, or comfort to another during or immediately after a traumatic event.
To be eligible to participate in this study you must have rendered assistance during a dangerous or traumatic event in
your lifetime. You must also be at least 18 years of age. The questionnaire takes approximately 2025 minutes to
complete.
It is possible that you may experience some discomfort or distress in sections of the questionnaire. Should you feel
any discomfort or distress please discontinue responding immediately. You may also wish to contact Lifeline –
131114. This service is available to provide people with confidential support and guidance in times of need. Call costs
to Lifeline are usually the cost of a local call. However some additional charges may apply to pay phones, mobiles or
some home phone plans.
Please see the study’s Plain Language Statement on the next page which provides details about the study and the
researcher.

Plain Language Statement
Project title: National Study of Individuals who Help Others during Traumatic or Extreme Events
Principle Researcher: Michelle HilderAchurch
Principle Supervisor: Dr Mary Morris
Purpose of the research:
You are invited to participate in a study that is interested in understanding the unique ways in which people who
render assistance to other people during extreme situations, respond to these events and other stressful situations
they face in their lives. I am a post graduate student at Charles Darwin University, and I am interested in
understanding how the experiences in your life have influenced you as a person and the way you deal with extreme
situations and stress in your life. I would really appreciate your participation, in what I believe to be, a very important
study for the community.
What will be expected of you:
You would be required to answer a series of questions about you and general perceptions of yourself and other
people, exposure to extreme events (you will not be asked to provide any account of specific events) and how you
cope generally in your life.
Risks:
There are no foreseeable risks to yourself associated with your participation in this study. You are free to discontinue
participation at any time without penalty. If you are experiencing any distress as a result of responding to any of
these questions you should cease responding immediately. If you require access to counselling services, please ring
Lifeline on 13 1114, or access Lifeline online on www.lifeline.org.au.
Confidentiality:
Full confidentiality is assured as you will not be asked to disclose information that would identify you to others.
Should you choose to withdraw after you have submitted the questionnaire, your data cannot be retrieved as it will not
be identifiable.
Participation is voluntary and you are free to withdraw from the study at any time with no consequences.
Commencement of the online questionnaire will be deemed to be informed consent from you to participate in the
study. You must be 18 years or over to take part in this research and an Australian resident.
Contacts:
If you would like additional information about this study, please feel free to contact Michelle HilderAchurch by email
at: michelle.hilderachurch@students.cdu.edu.au
If, during the course of the project you have any concerns about the project or the researcher, please contact the
Executive Officer of the Charles Darwin University Human Research Ethics Committee, who is connected with this
project and who can pass on your concerns to the appropriate officers within the University. The Executive Officer can
be contacted on (08) 898466498 or by email: cduethics@cdu.edu.au
Thankyou for taking the time to read this invitation and consider its contents

Thankyou for taking time to participate in this study. If at any time you do not wish to proceed there are two options.
If you no longer wish to participate in the study click on the "Exit this Survey" icon. Alternately, if for some reason
you feel you cannot complete the entire survey but would still like to participate, simply go to the completion page
and click the icon "DONE".

What is your gender
j Male
k
l
m
n
j Female
k
l
m
n

What is your age
Please select the alternative that indicates the highest education level you have
completed
j Up to Primary School
k
l
m
n

j Tafe/Vet qualified
k
l
m
n

j Completed some high school
k
l
m
n

j Associate or Bachelor's degree
k
l
m
n

j Completed Yr12
k
l
m
n

j Post graduate degree
k
l
m
n

What is your current employment status
j Employed
k
l
m
n
j Unemployed
k
l
m
n
j Student
k
l
m
n

In your lifetime have you ever rendered assistance or intervened in a situation or event
that involved actual threat of physical harm or death to another or that resulted in
physical harm or death to another. Some examples (but not an exhaustive list) may be
that you helped someone involved in an accident , intervened in a physical dispute,
acted to prevent someone/others being injured, harmed or killed, have been involved in
the rescue or recovery of someone, provided first aid, medical assistance or comfort to
another during or immediately after a traumatic event.
j Yes
k
l
m
n
j No
k
l
m
n

When you had occasion to help others was this
c Part of your job (e.g. police, fireman, ambulance officer, medical/nursing professional)
d
e
f
g
c Associated with my employment but not typical of my employment
d
e
f
g
c I was a bystander who happened to be there
d
e
f
g
If the event/s was associated with your employment what was your occupation(s)

When was the last time you rendered assistance or intervened in an event
j In the last month
k
l
m
n
j In the last 12 months
k
l
m
n
j More than 12 months ago
k
l
m
n

Previous to rendering assistance had you ever participated in any type of training to
prepare you for extreme situations (e.g. first aid, self defense training, etc.)
j Yes
k
l
m
n
j No
k
l
m
n
If yes (please specify)

5
6

How many times would you say you have intervened in an event that involved either
the threat of or actual real physical harm, injury or death to another.
j Once
k
l
m
n

j Six to ten times
k
l
m
n

j Two to five times
k
l
m
n

j Too many times to remember
k
l
m
n

Below is a list of problems and complaints that people sometimes have in response to stressful experiences. Please
read each one carefully, select the alternative that indicates how much you have been bothered by that problem in the
past month.

Repeated disturbing memories thoughts or images of a stressful experience
j Not at all
k
l
m
n

j A little bit
k
l
m
n

j Moderately
k
l
m
n

j Quite a bit
k
l
m
n

j Extremely
k
l
m
n

j Quite a bit
k
l
m
n

j Extremely
k
l
m
n

Repeated disturbing dreams of a stressful experience
j Not at all
k
l
m
n

j A little bit
k
l
m
n

j Moderately
k
l
m
n

Suddenly acting or feeling as if a stressful experience were happening again (as if you
were reliving it)
j Not at all
k
l
m
n

j A little bit
k
l
m
n

j Moderately
k
l
m
n

j Quite a bit
k
l
m
n

j Extremely
k
l
m
n

Feeling very upset when something reminded you of a stressful experience
j Not at all
k
l
m
n

j A little bit
k
l
m
n

j Moderately
k
l
m
n

j Quite a bit
k
l
m
n

j Extremely
k
l
m
n

Having physical reactions (eg. heart pounding, trouble breathing, sweating) when
something reminded you of stressful experience
j Not at all
k
l
m
n

j A little bit
k
l
m
n

j Moderately
k
l
m
n

j Quite a bit
k
l
m
n

j Extremely
k
l
m
n

Avoiding thinking about or talking about a stressful experience or avoiding having
feelings related to it
j Not at all
k
l
m
n

j A little bit
k
l
m
n

j Moderately
k
l
m
n

j Quite a bit
k
l
m
n

j Extremely
k
l
m
n

Avoiding activities or situations because they reminded you of a stressful experience
j Not at all
k
l
m
n

j A little bit
k
l
m
n

j Moderately
k
l
m
n

j Quite a bit
k
l
m
n

j Extremely
k
l
m
n

Trouble remembering important parts of a stressful experience
j Not at all
k
l
m
n

j A little bit
k
l
m
n

j Moderately
k
l
m
n

j Quite a bit
k
l
m
n

j Extremely
k
l
m
n

j Quite a bit
k
l
m
n

j Extremely
k
l
m
n

j Quite a bit
k
l
m
n

j Extremely
k
l
m
n

Loss of interest in activities that you used to enjoy
j Not at all
k
l
m
n

j A little bit
k
l
m
n

j Moderately
k
l
m
n

Feeling distant or cut off from other people
j Not at all
k
l
m
n

j A little bit
k
l
m
n

j Moderately
k
l
m
n

Feeling emotionally numb or being unable to have loving feelings for those close to you
j Not at all
k
l
m
n

j A little bit
k
l
m
n

j Moderately
k
l
m
n

j Quite a bit
k
l
m
n

j Extremely
k
l
m
n

j Moderately
k
l
m
n

j Quite a bit
k
l
m
n

j Extremely
k
l
m
n

j Moderately
k
l
m
n

j Quite a bit
k
l
m
n

j Extremely
k
l
m
n

Feeling as if your future will somehow be cut short
j Not at all
k
l
m
n

j A little bit
k
l
m
n

Trouble falling or staying asleep
j Not at all
k
l
m
n

j A little bit
k
l
m
n

Having difficulty concentrating
j Not at all
k
l
m
n

j A little bit
k
l
m
n

j Moderately
k
l
m
n

j Quite a bit
k
l
m
n

j Extremely
k
l
m
n

j Quite a bit
k
l
m
n

j Extremely
k
l
m
n

j Moderately
k
l
m
n

j Quite a bit
k
l
m
n

j Extremely
k
l
m
n

j Moderately
k
l
m
n

j Quite a bit
k
l
m
n

j Extremely
k
l
m
n

Feeling irritable or having angry outbursts
j Not at all
k
l
m
n

j A little bit
k
l
m
n

j Moderately
k
l
m
n

Being "superalert" or watchful or on guard
j Not at all
k
l
m
n

j A little bit
k
l
m
n

Feeling jumpy or easily startled
j Not at all
k
l
m
n

j A little bit
k
l
m
n

In the past month have any of the experiences described above had a negative impact
on your life, interfering with work, relationships or activities you normally engage in.
j Not at all
k
l
m
n
j Somewhat
k
l
m
n
j Very much so
k
l
m
n

Please read each of the following statements and rate the extent to which you believe each statement best describes
your feelings about your relationships with others.There are no right or wrong answers.

I find it difficult to depend on other people
j Not at all like me
k
l
m
n
j A little like me
k
l
m
n
j Somewhat like me
k
l
m
n
j A lot like me
k
l
m
n
j Very much like me
k
l
m
n

It is very important to me to feel independent
j Not at all like me
k
l
m
n
j A little like me
k
l
m
n
j Somewhat like me
k
l
m
n
j A lot like me
k
l
m
n
j Very much like me
k
l
m
n

I find it easy to get emotionally close to others
j Not at all like me
k
l
m
n
j A little like me
k
l
m
n
j Somewhat like me
k
l
m
n
j A lot like me
k
l
m
n
j Very much like me
k
l
m
n

I worry that I will be hurt if I allow myself to become too close to others
j Not at all like me
k
l
m
n
j A little like me
k
l
m
n
j Somewhat like me
k
l
m
n
j A lot like me
k
l
m
n
j Very much like me
k
l
m
n

I am comfortable without close emotional relationships
j Not at all like me
k
l
m
n
j A little like me
k
l
m
n
j Somewhat like me
k
l
m
n
j A lot like me
k
l
m
n
j Very much like me
k
l
m
n

I want to be completely emotionally intimate with others
j Not at all like me
k
l
m
n
j A little like me
k
l
m
n
j Somewhat like me
k
l
m
n
j A lot like me
k
l
m
n
j Very much like me
k
l
m
n

I worry about being alone
j Not at all like me
k
l
m
n
j A little like me
k
l
m
n
j Somewhat like me
k
l
m
n
j A lot like me
k
l
m
n
j Very much like me
k
l
m
n

I am comfortable depending on other people
j Not at all like me
k
l
m
n
j A little like me
k
l
m
n
j Somewhat like me
k
l
m
n
j A lot like me
k
l
m
n
j Very much like me
k
l
m
n

I find it difficult to trust others completely
j Not at all like me
k
l
m
n
j A little like me
k
l
m
n
j Somewhat like me
k
l
m
n
j A lot like me
k
l
m
n
j Very much like me
k
l
m
n

I am comfortable having other people depend on me
j Not at all like me
k
l
m
n
j A little like me
k
l
m
n
j Somewhat like me
k
l
m
n
j A lot like me
k
l
m
n
j Very much like me
k
l
m
n

I worry that others don't value me as much as I value them
j Not at all like me
k
l
m
n
j A little like me
k
l
m
n
j Somewhat like me
k
l
m
n
j A lot like me
k
l
m
n
j Very much like me
k
l
m
n

It is very important to me to feel self sufficient
j Not at all like me
k
l
m
n
j A little like me
k
l
m
n
j Somewhat like me
k
l
m
n
j A lot like me
k
l
m
n
j Very much like me
k
l
m
n

I prefer not to have other people depend on me
j Not at all like me
k
l
m
n
j A little like me
k
l
m
n
j Somewhat like me
k
l
m
n
j A lot like me
k
l
m
n
j Very much like me
k
l
m
n

I am somewhat uncomfortable being close to others
j Not at all like me
k
l
m
n
j A little like me
k
l
m
n
j Somewhat like me
k
l
m
n
j A lot like me
k
l
m
n
j Very much like me
k
l
m
n

I find that others are reluctant to get as close as I would like
j Not at all like me
k
l
m
n
j A little like me
k
l
m
n
j Somewhat like me
k
l
m
n
j A lot like me
k
l
m
n
j Very much like me
k
l
m
n

I prefer not to depend on others
j Not at all like me
k
l
m
n
j A little like me
k
l
m
n
j Somewhat like me
k
l
m
n
j A lot like me
k
l
m
n
j Very much like me
k
l
m
n

I worry about having others not accept me
j Not at all like me
k
l
m
n
j A little like me
k
l
m
n
j Somewhat like me
k
l
m
n
j A lot like me
k
l
m
n
j Very much like me
k
l
m
n

In this section I would like you to think about the event/s in which you intervened. If there is only one event please
focus on that event. If there are numerous events please think of the most significant event to you and how you
responded in relation to that event.

I felt helpless to do more
j Not at all true
k
l
m
n

j Slightly true
k
l
m
n

j Somewhat true
k
l
m
n

j Very true
k
l
m
n

j Extremely true
k
l
m
n

j Somewhat true
k
l
m
n

j Very true
k
l
m
n

j Extremely true
k
l
m
n

j Somewhat true
k
l
m
n

j Very true
k
l
m
n

j Extremely true
k
l
m
n

j Somewhat true
k
l
m
n

j Very true
k
l
m
n

j Extremely true
k
l
m
n

j Somewhat true
k
l
m
n

j Very true
k
l
m
n

j Extremely true
k
l
m
n

j Very true
k
l
m
n

j Extremely true
k
l
m
n

j Very true
k
l
m
n

j Extremely true
k
l
m
n

I felt sadness and grief
j Not at all true
k
l
m
n

j Slightly true
k
l
m
n

I felt frustrated or angry I could not do more
j Not at all true
k
l
m
n

j Slightly true
k
l
m
n

I felt afraid for my safety
j Not at all true
k
l
m
n

j Slightly true
k
l
m
n

I felt guilt that more was not done
j Not at all true
k
l
m
n

j Slightly true
k
l
m
n

I felt ashamed of my emotional reactions
j Not at all true
k
l
m
n

j Slightly true
k
l
m
n

j Somewhat true
k
l
m
n

I felt worried about the safety of others
j Not at all true
k
l
m
n

j Slightly true
k
l
m
n

j Somewhat true
k
l
m
n

I had the feeling I was about to lose control of my emotions
j Not at all true
k
l
m
n

j Slightly true
k
l
m
n

j Somewhat true
k
l
m
n

j Very true
k
l
m
n

j Extremely true
k
l
m
n

j Somewhat true
k
l
m
n

j Very true
k
l
m
n

j Extremely true
k
l
m
n

j Somewhat true
k
l
m
n

j Very true
k
l
m
n

j Extremely true
k
l
m
n

j Somewhat true
k
l
m
n

j Very true
k
l
m
n

j Extremely true
k
l
m
n

I had difficulty controlling my bowel and bladder
j Not at all true
k
l
m
n

j Slightly true
k
l
m
n

I thought I might die
j Not at all true
k
l
m
n

j Slightly true
k
l
m
n

I was horrified by what happened
j Not at all true
k
l
m
n

j Slightly true
k
l
m
n

I had physical reactions like sweating, shaking, and pounding heart
j Not at all true
k
l
m
n

j Slightly true
k
l
m
n

j Somewhat true
k
l
m
n

j Very true
k
l
m
n

j Extremely true
k
l
m
n

j Somewhat true
k
l
m
n

j Very true
k
l
m
n

j Extremely true
k
l
m
n

I felt I might pass out
j Not at all true
k
l
m
n

j Slightly true
k
l
m
n

The following items deal with ways you've been coping with the stressful situations in your daily life. There are many
ways to try to deal with problems. Obviously, different people deal with things in different ways, but I'm interested in
what you've been doing to cope with the the most significant worries or problems you have encountered in the past
month. Each item says something about a particular way of coping. I am interested in the extent you've been doing
what the item says, how much or how frequently. Don't answer on the basis of whether it seems to be working or
not— just whether or not you're doing it. Try to rate each item separately in your mind from the others. Make your
answers are as true FOR YOU as you can.

I've been turning to work or other activities to take my mind off things
j I haven't been doing this at all
k
l
m
n
j I've been doing this a little bit
k
l
m
n
j I've been doing this a medium amount
k
l
m
n
j I've been doing this a lot
k
l
m
n

I've been concentrating my efforts on doing something about the situation I'm in
j I haven't been doing this at all
k
l
m
n
j I've been doing this a little bit
k
l
m
n
j I've been doing this a medium amount
k
l
m
n
j I've been doing this a lot
k
l
m
n

I've been saying to myself "this isn't real"
j I haven't been doing this at all
k
l
m
n
j I've been doing this a little bit
k
l
m
n
j I've been doing this a medium amount
k
l
m
n
j I've been doing this a lot
k
l
m
n

I've been using alcohol or other drugs to make myself feel better
j I haven't been doing this at all
k
l
m
n
j I've been doing this a little bit
k
l
m
n
j I've been doing this a medium amount
k
l
m
n
j I've been doing this a lot
k
l
m
n

I've been getting emotional support from others
j I haven't been doing this at all
k
l
m
n
j I've been doing this a little bit
k
l
m
n
j I've been doing this a medium amount
k
l
m
n
j I've been doing this a lot
k
l
m
n

I've been giving up trying to deal with it
j I haven't been doing this at all
k
l
m
n
j I've been doing this a little bit
k
l
m
n
j I've been doing this a medium amount
k
l
m
n
j I've been doing this a lot
k
l
m
n

I've been taking action to try to make the situation better
j I haven't been doing this at all
k
l
m
n
j I've been doing this a little bit
k
l
m
n
j I've been doing this a medium amount
k
l
m
n
j I've been doing this a lot
k
l
m
n

I've been refusing to believe that it has happened
j I haven't been doing this at all
k
l
m
n
j I've been doing this a little bit
k
l
m
n
j I've been doing this a medium amount
k
l
m
n
j I've been doing this a lot
k
l
m
n

I've been saying things to let my unpleasant feelings escape
j I haven't been doing this at all
k
l
m
n
j I've been doing this a little bit
k
l
m
n
j I've been doing this a medium amount
k
l
m
n
j I've been doing this a lot
k
l
m
n

I’ve been getting help and advice from other people
j I haven't been doing this at all
k
l
m
n
j I've been doing this a little bit
k
l
m
n
j I've been doing this a medium amount
k
l
m
n
j I've been doing this a lot
k
l
m
n

I've been using alcohol or other drugs to help me get through it
j I haven't been doing this at all
k
l
m
n
j I've been doing this a little bit
k
l
m
n
j I've been doing this a medium amount
k
l
m
n
j I've been doing this a lot
k
l
m
n

I've been trying to see it in a different light, to make it seem more positive
j I haven't been doing this at all
k
l
m
n
j I've been doing this a little bit
k
l
m
n
j I've been doing this a medium amount
k
l
m
n
j I've been doing this a lot
k
l
m
n

I’ve been criticising myself
j I haven't been doing this at all
k
l
m
n
j I've been doing this a little bit
k
l
m
n
j I've been doing this a medium amount
k
l
m
n
j I've been doing this a lot
k
l
m
n

I've been trying to come up with a strategy about what to do
j I haven't been doing this at all
k
l
m
n
j I've been doing this a little bit
k
l
m
n
j I've been doing this a medium amount
k
l
m
n
j I've been doing this a lot
k
l
m
n

I've been getting comfort and understanding from someone
j I haven't been doing this at all
k
l
m
n
j I've been doing this a little bit
k
l
m
n
j I've been doing this a medium amount
k
l
m
n
j I've been doing this a lot
k
l
m
n

I've been giving up on the attempt to cope
j I haven't been doing this at all
k
l
m
n
j I've been doing this a little bit
k
l
m
n
j I've been doing this a medium amount
k
l
m
n
j I've been doing this a lot
k
l
m
n

I've been looking for something good in what is happening
j I haven't been doing this at all
k
l
m
n
j I've been doing this a little bit
k
l
m
n
j I've been doing this a medium amount
k
l
m
n
j I've been doing this a lot
k
l
m
n

I've been making jokes about it
j I haven't been doing this at all
k
l
m
n
j I've been doing this a little bit
k
l
m
n
j I've been doing this a medium amount
k
l
m
n
j I've been doing this a lot
k
l
m
n

I've been doing something to think about it less, such as going to movies, watching TV,
reading, daydreaming, sleeping, or shopping.
j I haven't been doing this at all
k
l
m
n
j I've been doing this a little bit
k
l
m
n
j I've been doing this a medium amount
k
l
m
n
j I've been doing this a lot
k
l
m
n

I've been accepting the fact that it has happened
j I haven't been doing this at all
k
l
m
n
j I've been doing this a little bit
k
l
m
n
j I've been doing this a medium amount
k
l
m
n
j I've been doing this a lot
k
l
m
n

I've been expressing my negative feelings
j I haven't been doing this at all
k
l
m
n
j I've been doing this a little bit
k
l
m
n
j I've been doing this a medium amount
k
l
m
n
j I've been doing this a lot
k
l
m
n

I've been trying to find comfort in my religion or spiritual beliefs
j I haven't been doing this at all
k
l
m
n
j I've been doing this a little bit
k
l
m
n
j I've been doing this a medium amount
k
l
m
n
j I've been doing this a lot
k
l
m
n

I’ve been trying to get advice or help from other people about what to do
j I haven't been doing this at all
k
l
m
n
j I've been doing this a little bit
k
l
m
n
j I've been doing this a medium amount
k
l
m
n
j I've been doing this a lot
k
l
m
n

I've been learning to live with it
j I haven't been doing this at all
k
l
m
n
j I've been doing this a little bit
k
l
m
n
j I've been doing this a medium amount
k
l
m
n
j I've been doing this a lot
k
l
m
n

I've been thinking hard about what steps to take
j I haven't been doing this at all
k
l
m
n
j I've been doing this a little bit
k
l
m
n
j I've been doing this a medium amount
k
l
m
n
j I've been doing this a lot
k
l
m
n

I’ve been blaming myself for things that happened
j I haven't been doing this at all
k
l
m
n
j I've been doing this a little bit
k
l
m
n
j I've been doing this a medium amount
k
l
m
n
j I've been doing this a lot
k
l
m
n

I've been praying or meditating
j I haven't been doing this at all
k
l
m
n
j I've been doing this a little bit
k
l
m
n
j I've been doing this a medium amount
k
l
m
n
j I've been doing this a lot
k
l
m
n

I've been making fun of the situation
j I haven't been doing this at all
k
l
m
n
j I've been doing this a little bit
k
l
m
n
j I've been doing this a medium amount
k
l
m
n
j I've been doing this a lot
k
l
m
n

Below are statements about life that people often feel differently about. Please show how much you think each one is true about you.Give
your own honest opinions . . . There are no right or wrong answers!

Most of my life gets spent doing things that are meaningful
j Not at all true
k
l
m
n

j A little true
k
l
m
n

j Quite true
k
l
m
n

j Completely true
k
l
m
n

By working hard you can nearly always achieve your goals
j Not at all true
k
l
m
n

j A little true
k
l
m
n

j Quite true
k
l
m
n

j Completely true
k
l
m
n

I don’t like to make changes in my regular activities
j Not at all true
k
l
m
n

j A little true
k
l
m
n

j Quite true
k
l
m
n

j Completely true
k
l
m
n

I feel that my life is somewhat empty of meaning
j Not at all true
k
l
m
n

j A little true
k
l
m
n

j Quite true
k
l
m
n

j Completely true
k
l
m
n

j Quite true
k
l
m
n

j Completely true
k
l
m
n

Changes in routine are interesting to me
j Not at all true
k
l
m
n

j A little true
k
l
m
n

How things go in my life depends on my own actions
j Not at all true
k
l
m
n

j A little true
k
l
m
n

j Quite true
k
l
m
n

j Completely true
k
l
m
n

j Quite true
k
l
m
n

j Completely true
k
l
m
n

I really look forward to my work activities
j Not at all true
k
l
m
n

j A little true
k
l
m
n

I don’t think there is much I can do to influence my own future
j Not at all true
k
l
m
n

j A little true
k
l
m
n

j Quite true
k
l
m
n

j Completely true
k
l
m
n

I enjoy the challenge when I have to do more than one thing at a time
j Not at all true
k
l
m
n

j A little true
k
l
m
n

j Quite true
k
l
m
n

j Completely true
k
l
m
n

Most days, life is really interesting and exciting for me
j Not at all true
k
l
m
n

j A little true
k
l
m
n

j Quite true
k
l
m
n

j Completely true
k
l
m
n

It bothers me when my daily routine gets interrupted
j Not at all true
k
l
m
n

j A little true
k
l
m
n

j Quite true
k
l
m
n

j Completely true
k
l
m
n

It is up to me to decide how the rest of my life will be
j Not at all true
k
l
m
n

j A little true
k
l
m
n

j Quite true
k
l
m
n

j Completely true
k
l
m
n

j Quite true
k
l
m
n

j Completely true
k
l
m
n

Life in general is boring for me
j Not at all true
k
l
m
n

j A little true
k
l
m
n

I like having a daily schedule that doesn’t change very much
j Not at all true
k
l
m
n

j A little true
k
l
m
n

j Quite true
k
l
m
n

j Completely true
k
l
m
n

My choices make a real difference in how things turn out in the end
j Not at all true
k
l
m
n

j A little true
k
l
m
n

j Quite true
k
l
m
n

j Completely true
k
l
m
n

This section of the questionnaire asks about experiences that you may have in your daily life. I am interested in how
often you have these experiences. It is important,that your answers show how often these experiences happen to you
when you are NOT under the influence of alcohol or drugs.To answer the questions, please determine to what degree
the experience described applies to you and select the number to show what percentage of the time you have the
experience in the previous month.

Some people have the experience of driving or riding in a car or bus or subway and
suddenly realising that they don't remember what has happened during all or part of
the trip
j 0%
k
l
m
n

j 10%
k
l
m
n

j 20%
k
l
m
n

j 30%
k
l
m
n

j 40%
k
l
m
n

j 50%
k
l
m
n

j 60%
k
l
m
n

j 70%
k
l
m
n

j 80%
k
l
m
n

j 90%
k
l
m
n

j 100%
k
l
m
n

Some people find that sometimes they are listening to someone talk and they suddenly
realise that they did not hear all or part of what was said
j 0%
k
l
m
n

j 10%
k
l
m
n

j 20%
k
l
m
n

j 30%
k
l
m
n

j 40%
k
l
m
n

j 50%
k
l
m
n

j 60%
k
l
m
n

j 70%
k
l
m
n

j 80%
k
l
m
n

j 90%
k
l
m
n

j 100%
k
l
m
n

Some people have the experience of finding themselves in a place and having no idea
how they got there
j 0%
k
l
m
n

j 10%
k
l
m
n

j 20%
k
l
m
n

j 30%
k
l
m
n

j 40%
k
l
m
n

j 50%
k
l
m
n

j 60%
k
l
m
n

j 70%
k
l
m
n

j 80%
k
l
m
n

j 90%
k
l
m
n

j 100%
k
l
m
n

Some people have the experience of finding themselves dressed in clothes that they
don't remember putting on
j 0%
k
l
m
n

j 10%
k
l
m
n

j 20%
k
l
m
n

j 30%
k
l
m
n

j 40%
k
l
m
n

j 50%
k
l
m
n

j 60%
k
l
m
n

j 70%
k
l
m
n

j 80%
k
l
m
n

j 90%
k
l
m
n

j 100%
k
l
m
n

Some people have the experience of finding new things among their belongings that
they do not remember buying
j 0%
k
l
m
n

j 10%
k
l
m
n

j 20%
k
l
m
n

j 30%
k
l
m
n

j 40%
k
l
m
n

j 50%
k
l
m
n

j 60%
k
l
m
n

j 70%
k
l
m
n

j 80%
k
l
m
n

j 90%
k
l
m
n

j 100%
k
l
m
n

Some people sometimes find that they are approached by people that they do not know
who call them by another name or insist that they have met them before
j 0%
k
l
m
n

j 10%
k
l
m
n

j 20%
k
l
m
n

j 30%
k
l
m
n

j 40%
k
l
m
n

j 50%
k
l
m
n

j 60%
k
l
m
n

j 70%
k
l
m
n

j 80%
k
l
m
n

j 90%
k
l
m
n

j 100%
k
l
m
n

Some people sometimes have the experience of feeling as though they are standing
next to themselves or watching themselves do something as if they were looking at
another person
j 0%
k
l
m
n

j 10%
k
l
m
n

j 20%
k
l
m
n

j 30%
k
l
m
n

j 40%
k
l
m
n

j 50%
k
l
m
n

j 60%
k
l
m
n

j 70%
k
l
m
n

j 80%
k
l
m
n

j 90%
k
l
m
n

j 100%
k
l
m
n

Some people are told that they sometimes do not recognise friends or family members
j 0%
k
l
m
n

j 10%
k
l
m
n

j 20%
k
l
m
n

j 30%
k
l
m
n

j 40%
k
l
m
n

j 50%
k
l
m
n

j 60%
k
l
m
n

j 70%
k
l
m
n

j 80%
k
l
m
n

j 90%
k
l
m
n

j 100%
k
l
m
n

Some people find that they have no memory for some important events in their lives (for
example, a wedding or graduation)
j 0%
k
l
m
n

j 10%
k
l
m
n

j 20%
k
l
m
n

j 30%
k
l
m
n

j 40%
k
l
m
n

j 50%
k
l
m
n

j 60%
k
l
m
n

j 70%
k
l
m
n

j 80%
k
l
m
n

j 90%
k
l
m
n

j 100%
k
l
m
n

Some people have the experience of being accused of lying when they do not think that
they have lied
j 0%
k
l
m
n

j 10%
k
l
m
n

j 20%
k
l
m
n

j 30%
k
l
m
n

j 40%
k
l
m
n

j 50%
k
l
m
n

j 60%
k
l
m
n

j 70%
k
l
m
n

j 80%
k
l
m
n

j 90%
k
l
m
n

j 100%
k
l
m
n

Some people have the experience of looking in a mirror and not recognising
themselves
j 0%
k
l
m
n

j 10%
k
l
m
n

j 20%
k
l
m
n

j 30%
k
l
m
n

j 40%
k
l
m
n

j 50%
k
l
m
n

j 60%
k
l
m
n

j 70%
k
l
m
n

j 80%
k
l
m
n

j 90%
k
l
m
n

j 100%
k
l
m
n

Some people sometimes have the experience of feeling that other people, objects, and
the world around them are not real
j 0%
k
l
m
n

j 10%
k
l
m
n

j 20%
k
l
m
n

j 30%
k
l
m
n

j 40%
k
l
m
n

j 50%
k
l
m
n

j 60%
k
l
m
n

j 70%
k
l
m
n

j 80%
k
l
m
n

j 90%
k
l
m
n

j 100%
k
l
m
n

Some people sometimes have the experience of feeling that their body does not belong
to them
j 0%
k
l
m
n

j 10%
k
l
m
n

j 20%
k
l
m
n

j 30%
k
l
m
n

j 40%
k
l
m
n

j 50%
k
l
m
n

j 60%
k
l
m
n

j 70%
k
l
m
n

j 80%
k
l
m
n

j 90%
k
l
m
n

j 100%
k
l
m
n

Some people have the experience of sometimes remembering a past event so vividly
that they feel as if they were reliving that event
j 0%
k
l
m
n

j 10%
k
l
m
n

j 20%
k
l
m
n

j 30%
k
l
m
n

j 40%
k
l
m
n

j 50%
k
l
m
n

j 60%
k
l
m
n

j 70%
k
l
m
n

j 80%
k
l
m
n

j 90%
k
l
m
n

j 100%
k
l
m
n

Some people have the experience of not being sure whether things that they remember
happening really did happen or whether they just dreamed them
j 0%
k
l
m
n

j 10%
k
l
m
n

j 20%
k
l
m
n

j 30%
k
l
m
n

j 40%
k
l
m
n

j 50%
k
l
m
n

j 60%
k
l
m
n

j 70%
k
l
m
n

j 80%
k
l
m
n

j 90%
k
l
m
n

j 100%
k
l
m
n

Some people have the experience of being in a familiar place but finding it strange and
unfamiliar
j 0%
k
l
m
n

j 10%
k
l
m
n

j 20%
k
l
m
n

j 30%
k
l
m
n

j 40%
k
l
m
n

j 50%
k
l
m
n

j 60%
k
l
m
n

j 70%
k
l
m
n

j 80%
k
l
m
n

j 90%
k
l
m
n

j 100%
k
l
m
n

Some people find that when they are watching television or a movie they become so
absorbed in the story that they are unaware of other events happening around them
j 0%
k
l
m
n

j 10%
k
l
m
n

j 20%
k
l
m
n

j 30%
k
l
m
n

j 40%
k
l
m
n

j 50%
k
l
m
n

j 60%
k
l
m
n

j 70%
k
l
m
n

j 80%
k
l
m
n

j 90%
k
l
m
n

j 100%
k
l
m
n

Some people sometimes find that they become so involved in a fantasy or daydream
that it feels as though it were really happening to them
j 0%
k
l
m
n

j 10%
k
l
m
n

j 20%
k
l
m
n

j 30%
k
l
m
n

j 40%
k
l
m
n

j 50%
k
l
m
n

j 60%
k
l
m
n

j 70%
k
l
m
n

j 80%
k
l
m
n

j 90%
k
l
m
n

j 100%
k
l
m
n

j 80%
k
l
m
n

j 90%
k
l
m
n

j 100%
k
l
m
n

Some people find that they are sometimes able to ignore pain
j 0%
k
l
m
n

j 10%
k
l
m
n

j 20%
k
l
m
n

j 30%
k
l
m
n

j 40%
k
l
m
n

j 50%
k
l
m
n

j 60%
k
l
m
n

j 70%
k
l
m
n

Some people find that they sometimes sit staring off into space, thinking of nothing,
and are not aware of the passage of time
j 0%
k
l
m
n

j 10%
k
l
m
n

j 20%
k
l
m
n

j 30%
k
l
m
n

j 40%
k
l
m
n

j 50%
k
l
m
n

j 60%
k
l
m
n

j 70%
k
l
m
n

j 80%
k
l
m
n

j 90%
k
l
m
n

j 100%
k
l
m
n

Some people sometimes find that when they are alone they talk out loud to themselves
j 0%
k
l
m
n

j 10%
k
l
m
n

j 20%
k
l
m
n

j 30%
k
l
m
n

j 40%
k
l
m
n

j 50%
k
l
m
n

j 60%
k
l
m
n

j 70%
k
l
m
n

j 80%
k
l
m
n

j 90%
k
l
m
n

j 100%
k
l
m
n

Some people find that in one situation they may act so differently compared with
another situation that they feel almost as if they were different people
j 0%
k
l
m
n

j 10%
k
l
m
n

j 20%
k
l
m
n

j 30%
k
l
m
n

j 40%
k
l
m
n

j 50%
k
l
m
n

j 60%
k
l
m
n

j 70%
k
l
m
n

j 80%
k
l
m
n

j 90%
k
l
m
n

j 100%
k
l
m
n

Some people sometimes find that in certain situations they are able to do things with
amazing ease and spontaneity that would usually be difficult for them (for example,
sports, work, social situations, etc)
j 0%
k
l
m
n

j 10%
k
l
m
n

j 20%
k
l
m
n

j 30%
k
l
m
n

j 40%
k
l
m
n

j 50%
k
l
m
n

j 60%
k
l
m
n

j 70%
k
l
m
n

j 80%
k
l
m
n

j 90%
k
l
m
n

j 100%
k
l
m
n

Some people sometimes find that they cannot remember whether they have done
something or have just thought about doing that thing(for example, not knowing
whether they have just mailed a letter or have just thought about mailing it)
j 0%
k
l
m
n

j 10%
k
l
m
n

j 20%
k
l
m
n

j 30%
k
l
m
n

j 40%
k
l
m
n

j 50%
k
l
m
n

j 60%
k
l
m
n

j 70%
k
l
m
n

j 80%
k
l
m
n

j 90%
k
l
m
n

j 100%
k
l
m
n

Some people find evidence that they have done things that they do not remember
doing
j 0%
k
l
m
n

j 10%
k
l
m
n

j 20%
k
l
m
n

j 30%
k
l
m
n

j 40%
k
l
m
n

j 50%
k
l
m
n

j 60%
k
l
m
n

j 70%
k
l
m
n

j 80%
k
l
m
n

j 90%
k
l
m
n

j 100%
k
l
m
n

Some people sometimes find writings, drawings, or notes among their belongings that
they must have done but cannot remember doing
j 0%
k
l
m
n

j 10%
k
l
m
n

j 20%
k
l
m
n

j 30%
k
l
m
n

j 40%
k
l
m
n

j 50%
k
l
m
n

j 60%
k
l
m
n

j 70%
k
l
m
n

j 80%
k
l
m
n

j 90%
k
l
m
n

j 100%
k
l
m
n

Some people find that they sometimes hear voices inside their head that tell them to do
things or comment on things that they are doing
j 0%
k
l
m
n

j 10%
k
l
m
n

j 20%
k
l
m
n

j 30%
k
l
m
n

j 40%
k
l
m
n

j 50%
k
l
m
n

j 60%
k
l
m
n

j 70%
k
l
m
n

j 80%
k
l
m
n

j 90%
k
l
m
n

j 100%
k
l
m
n

Some people sometimes feels as if they are looking at the world through a fog so that
people or objects appear far away or unclear
j 0%
k
l
m
n

j 10%
k
l
m
n

j 20%
k
l
m
n

j 30%
k
l
m
n

j 40%
k
l
m
n

j 50%
k
l
m
n

j 60%
k
l
m
n

j 70%
k
l
m
n

j 80%
k
l
m
n

j 90%
k
l
m
n

j 100%
k
l
m
n

The following questions are about the kind of help and support you have available to you. Thinking about the support
you may have received from your family and close friends, especially the 23 who are closest to you, please select
the alternative which best indicates the support you have recieved in the past month.

How often did your family and close friends, especially the 2 3 who are most important
to you:
Really listen to you when you talked about your concerns or problems
j Never
k
l
m
n

j Sometimes
k
l
m
n

j Often
k
l
m
n

j Usually/Always
k
l
m
n

How often did you feel they were really trying to understand you
j Never
k
l
m
n

j Sometimes
k
l
m
n

j Often
k
l
m
n

j Usually/Always
k
l
m
n

j Often
k
l
m
n

j Usually/Always
k
l
m
n

How often did they make you feel loved
j Never
k
l
m
n

j Sometimes
k
l
m
n

How often did they help you in practical ways, like doing things for you that helped you
to cope with your problems
j Never
k
l
m
n

j Sometimes
k
l
m
n

j Often
k
l
m
n

j Usually/Always
k
l
m
n

How often did they give you clear and useful advice or information about how to deal
with your problems or worries
j Never
k
l
m
n

j Sometimes
k
l
m
n

j Often
k
l
m
n

j Usually/Always
k
l
m
n

How often could you use them as examples or role models to deal with your problems
j Never
k
l
m
n

j Sometimes
k
l
m
n

j Often
k
l
m
n

j Usually/Always
k
l
m
n

This is the final set of questions. The following questions are about the kind of help and support you have available to
you. Thinking about the support you may have received from your peers (others known to you with similar problems or
worries) please select the alternative which best indicates the support you have recieved in the past month.

How often did your PEERS: Really listen to you when you talked about your concerns
or problems
j Never
k
l
m
n

j Sometimes
k
l
m
n

j Often
k
l
m
n

j Usually/Always
k
l
m
n

How often did you feel that your PEERS: Were really trying to understand you
j Never
k
l
m
n

j Sometimes
k
l
m
n

j Often
k
l
m
n

j Usually/Always
k
l
m
n

How often did your PEERS: Help you in practical ways, like doing things for you that
helped you to cope with your problems
j Never
k
l
m
n

j Sometimes
k
l
m
n

j Often
k
l
m
n

j Usually/Always
k
l
m
n

How often did your PEERS: Give you clear and useful advice about your problems or
worries
j Never
k
l
m
n

j Sometimes
k
l
m
n

j Often
k
l
m
n

j Usually/Always
k
l
m
n

How often could you use your PEERS: As examples or role models to deal with
problems or worries
j Never
k
l
m
n

j Sometimes
k
l
m
n

j Often
k
l
m
n

j Usually/Always
k
l
m
n

You have completed the questionnaire.
I understand that people’s time is very important. Thankyou for taking the time to complete and submit this survey,
your participation is invaluable. If you know of someone who has rendered assistance or intervened in a traumatic
situation I would very much appreciate if you would forward the survey link to them for their consideration to
participate. Again, thankyou.

