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The purpose of this study was to examine the role of attachment processes and coping 

strategies in the development of psychiatric symptoms among military veterans and active duty 

personnel. Data were obtained from 268 male and female military veterans and active duty 

personnel.  A path analysis was conducted to estimate the relationships between attachment 

processes, coping strategies, and psychiatric symptoms.  Findings demonstrated that greater 

levels of attachment anxiety were related to increased levels of avoidant coping and psychiatric 

symptoms, while higher levels of attachment avoidance were related to avoidant coping and 

PTSD symptoms, as well as decreased levels of problem-focused coping.  Alcohol use was 

associated with psychiatric symptoms.  Avoidant coping, but not problem-focused coping, was 

associated with psychiatric symptoms and partially mediated the relationship between anxious 

attachment and psychiatric symptoms.  Avoidant coping also fully or partially mediated the 

relationships of avoidant attachment to depression and PTSD symptoms.  The findings of this 

study increase our knowledge of mechanisms that contribute to psychiatric symptoms among 

military populations, which in turn can guide treatment planning and interventions. 



 ii 

Copyright 2017 

by 

Daniel H. Romero



 iii 

TABLE OF CONTENTS 

Page 
 
LIST OF TABLES AND FIGURES.............................................................................................. iv 
 
CHAPTER I. REVIEW OF THE LITERATURE ...........................................................................1 

Attachment and Mental Health ............................................................................................2 

Coping and Psychiatric Symptoms ......................................................................................5 

The Mediating Role of Coping ............................................................................................8 

The Current Study ................................................................................................................9 
 
CHAPTER II. METHODOLOGY.................................................................................................11 

Participants .........................................................................................................................11 

Measures ............................................................................................................................11 

Procedures ..........................................................................................................................15 
 
CHAPTER III. RESULTS .............................................................................................................16 

Preliminary Analysis ..........................................................................................................16 

Path Analysis .....................................................................................................................16 
 
CHAPTER IV. DISCUSSION.......................................................................................................19 

Avoidant Coping Mediates Insecure Attachment and Psychiatric Symptoms ..................20 

Problem-Focused Coping and Psychiatric Symptoms .......................................................22 

Implications........................................................................................................................23 

Limitations and Conclusion ...............................................................................................26 
 
APPENDICES ...............................................................................................................................32 
 
REFERENCES ..............................................................................................................................78 
 



 iv 

LIST OF TABLES AND FIGURES 
 

Page 
 

Tables 
 
1. Characteristic of Participants .............................................................................................28 

2. Correlation Matrix of Predictors, Mediators, and Outcome Variables ..............................29 

 

Figures 

1. Hypotheses: Alcohol use and coping mediate the relationship between attachment and 
psychiatric symptoms.........................................................................................................30 

2. Path analysis: Alcohol use and coping mediate the relationship between attachment and 
psychiatric symptoms.........................................................................................................31 



CHAPTER I 

REVIEW OF THE LITERATURE 

Military service members often return from overseas deployments with psychiatric 

difficulties, including posttraumatic stress disorder (PTSD), generalized anxiety disorder (GAD), 

depression, and alcohol abuse (Jacobsen et al., 2008; Hoge et al., 2004; Tanielian & Jaycox, 

2008; Wells et al., 2010).  In addition, U.S. service members and veterans must also transition 

back from the military war zone to their regular life, which includes interacting with family 

members, friends, peers, and co-workers (Milliken, Auchterlonie, & Hoge, 2007; Sayers, 

Farrow, Ross, & Oslin, 2009; Vacchi, 2012).  Among military veterans, studies have 

demonstrated that depressive and PTSD symptoms were related to greater difficulties in family 

reintegration, marital adjustment, and intimacy (Cook, Riggs, Thompson, Coyne, & Sheikh, 

2004; Sayers et al., 2009).  Thus, it is important to identify variables that predispose, predict, and 

maintain psychopathological symptoms among military veterans and active duty personnel.  For 

example, research findings suggest that attachment style influences the way a person reacts to 

stress, such that a secure attachment style buffers against psychological distress and increases the 

likelihood of obtaining social support (see Mikulincer & Shaver, 2007, for a review).  

Conversely, an insecure attachment style is associated with poor coping strategies that may 

increase the risk of psychopathology (Wei, Heppner, & Mallinckrodt, 2003). 

Adaptive coping styles may be critical to post-deployment psychological functioning.  

Unfortunately, research has demonstrated that veterans with psychopathological symptoms were 

more likely to engage in avoidant coping compared to veterans without psychiatric symptoms 

(Galor & Hentschel, 2012), while problem-focused coping is related to lower levels of 

psychological distress (Eisenbarth, 2012; Billings & Moos, 1981).  In addition, some individuals 
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may cope with their emotional experiences by using alcohol or other substances to self-medicate 

or alleviate symptoms of PTSD and depression (Held, Owens, Schumm, Chard, & Hansel, 2011; 

Owens et a., 2013; Stewart, Pihl, Conrad, & Dongier, 1998).  The purpose of this study is to 

examine the role of attachment processes and coping strategies in relation to psychiatric 

symptoms among military veterans and active duty personnel.  Findings will increase our 

knowledge of mechanisms that contribute to psychiatric symptoms among veterans and active 

duty personnel, which will inform treatment interventions in counseling and psychotherapy.  

Attachment and Mental Health 

Secure attachment develops in the context of consistent experiences with loving and 

sensitive caregivers and provides a foundation for psychological health (see Mikulincer & 

Shaver, 2007, for a review).  Individuals with secure attachment are generally aware of their 

levels of distress and tend to seek help from relationship partners when they are having 

problems.  Secure individuals are also likely to remain relatively composed during times of 

distress, recover quickly from stressful states, and experience long duration of positive mood 

(Mikulincer & Shaver, 2012).  As such, a secure attachment strategy enables people to benefit 

from therapy because they cope with stress by acknowledging it, which then allows them to fully 

engage in the beginning phases of therapy (Mallinckrodt, Porter, & Kivlighan, 2005).  Using 

samples of prisoner of war veterans and undergraduates students, research findings indicate that 

compared to insecure adults, individuals with a secure attachment style are less likely to 

experience depressive symptoms, anxiety, and GAD and PTSD symptoms (Dieperink, Leskela, 

Thuras, & Engdahl, 2001; Marganska, Gallagher, & Miranda, 2013).  

By contrast, children who develop insecure attachment have caregivers who are either 

constantly rejecting, inconsistently responsive, or over controlling (Bowlby, 1988).  In 
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adulthood, attachment avoidance is related to a basic negative internal working model of others 

as fundamentally untrustworthy, while attachment anxiety is related to an underlying negative 

internal working model of the self as being unlovable and unworthy (Brennan, Clark, & Shaver, 

1998).  

Due to their negative internal model of others, individuals with avoidant attachment 

patterns may fear intimacy and dependency, preferring to remain distant and disengaged 

(Mikulincer, Shaver, & Pereg, 2003).  While an avoidant attachment encourages independence, a 

tendency to refrain from seeking help may deprive such individuals of the benefits of social 

support and treatment that may alleviate distress (Renaud, 2008).  In turn, the failure to seek 

support may leave individuals with this particular attachment pattern vulnerable to developing 

psychopathological symptoms.  With respect to traumatic events, attachment avoidance may 

predispose an individual to reject and avoid emotions while trying to escape reminders of the 

trauma (see Mikulincer & Shaver, 2007, for a review).  As a result, military personnel and 

veterans with greater levels of attachment avoidance in intimate relationships also may endorse 

higher levels of PTSD symptomatology (Clark & Owens, 2012).  

With its negative internal model of self, attachment anxiety is related to hyper-activating 

coping strategies, such as hyper-awareness of threatening information, heightened appraisals of 

harm, and severe levels of emotional distress in reaction to stressful stimuli (Shaver & 

Mikulincer, 2002; see Mikulincer & Shaver, 2007, for a review).  In one study, Israeli prisoners 

of war with attachment anxiety recounted their experience of captivity as more adverse and with 

greater levels of suffering and abandonment relative to the accounts of those with secure 

attachment (Solomon, Ginzburg, Mikulincer, Neria, & Ohry, 1998).  Horowitz (1982) postulated 

that attachment anxiety might facilitate the activation of past traumatic events and the 
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discontented and frustrated act of asking for help, which brings back intrusive reactions.  The 

research evidence supports this idea across diverse samples.  For example, college graduates 

with higher attachment anxiety versus attachment avoidance described trauma experiences as 

more severe and reported higher levels of PTSD (Ogle, Rubin, & Siegler, 2016).  Among 

veterans and active duty personnel, research has also demonstrated that attachment anxiety is 

correlated with overall PTSD symptomatology (Currier, Holland, & Allen, 2012; Owens et al., 

2013).  In particular, attachment anxiety is related to high levels of intrusive thought symptoms 

of PTSD (Mikulincer, Florian, & Weller, 1993).    

According to Bowlby (1980), early childhood attachment experiences may be involved in 

the etiology of depression.  Failure to form a secure attachment to the primary caregiver may 

lead one to perceive the self and the world in a pessimistic and hopeless manner (Bowlby, 1980).  

The child may perceive others as unloving, and perceive the self as not capable of being loved, 

which in adulthood becomes an expectation that other people are rejecting or unreliable during a 

time of need (Bowlby, 1980).  A longitudinal study demonstrated that among undergraduate 

students, adult attachment avoidance prospectively predicted levels of depressive symptoms 

(Hankin, Kassel, & Abela, 2005).  In addition, attachment avoidance is positively correlated with 

anxiety symptoms among university students (Cooper, Rowe, Penton-Voak, & Ludwig, 2009), 

but longitudinal findings suggest that it does not prospectively predict levels of anxiety (Hankin 

et al., 2005).  Another study with undergraduate students demonstrated that attachment 

avoidance predicted higher levels of depression but not GAD symptoms (Marganska et al., 

2013).    

Adults with attachment anxiety experience a greater awareness of potential threats to the 

self, particularly those that involve abandonment, which contribute to frequent activation of the 
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attachment system and emotional regulation strategies like clinging behaviors (Mikulincer et al., 

2003). Similarly, individuals with GAD symptoms report cognitions related to worry, social 

acceptance, and conflict (Breitholtz, Johansson, & Öst, 1999), and demonstrate a propensity to 

excessively pursue reassurance from other individuals (Cougle et al., 2012) as a way to relieve 

distress (Marganska et al., 2013).  It is unsurprising then that research has demonstrated links 

between attachment anxiety and GAD symptoms (Marganska et al., 2013).  Mixed messages 

from caregivers that their children are not capable of being loved may also contribute to a sense 

of inadequacy and depression (Bowlby, 1980).  In adulthood, a person with high attachment 

anxiety may demonstrate clinginess, dependent behaviors, and the inclination to adverse or 

pessimistic emotions, which may create a vulnerability to experience depressive symptoms 

(Sherry et al., 2014).       

Coping and Psychiatric Symptoms 

Coping is defined as an attempt to reduce a stressor or the emotional distress due to the 

stressor (Lazarus & Folkman, 1984).  The use of particular coping strategies may impact the 

development of psychiatric symptoms (Holahan, Moos, & Bonin, 1999), and may either 

exacerbate or alleviate the effects of stress on both transitory and longitudinal psychological 

functioning and distress (Skinner, Edge, Altman, & Sherwood, 2003).  For instance, studies have 

demonstrated the deleterious effects of an avoidant coping style (Barlow, 2002) and the positive 

impact of problem-focused coping (Eisenbarth, 2012) on mental health.  

Avoidant coping is defined as an attempt to handle the effect of a stressor by turning 

away from difficulties that result from unpleasant experiences related to the stressor (Holahan et 

al., 1999).  Avoidant coping may be a particularly adaptive coping strategy during wartime, 

because prioritizing the mission involves minimizing emotional responses in favor of quick 
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action (Romero, Riggs, & Ruggero, 2015).  However, continuously engaging in an avoidant 

coping style over a prolonged period of time may contribute to mental health difficulties 

(Barlow, 2002; Holahan & Moos, 1987).  

Empirically supported models of PTSD indicate that regulating emotions by avoiding 

traumatic triggers, thoughts, and reminders may increase the risk for the severity of PTSD 

symptomatology (Foa et al., 2007; Boden, Bonn-Miller, Vujanovic, & Drescher, 2012).  

According to emotional processing theory, the etiology of PTSD is the failure to adequately 

process memories of traumatic stressors due to considerable avoidance of traumatic triggers 

(Foa, Hembree, & Rothbaum, 2007).  When developing and maintaining these avoidant 

behaviors, distorted interpretations of the traumatic event are formed.  Because of avoidance 

behaviors, some individuals fail to process the memory of the trauma, do not learn to habituate to 

traumatic triggers due to lack of exposure, continue to perceive and experience traumatic 

memories as dangerous, and do not allow themselves to gain personal competence and self-

control; these is turn, may lead to the development and maintenance of PTSD symptomatology.  

(Foa et al., 2007; Resick, Monson, & Chard, 2014).  Studies have demonstrated that avoidant 

coping is positively related to both PTSD symptoms (Boden et al., 2012) and depressive 

symptoms (Barlow, 2002; Billings & Moos, 1984; Eisenbarth, 2012; Romero et al., 2015).  

Depressed individuals who avoid specific distressing memories may gain short-term advantages 

and protect themselves against the negative impact of worrying about the stressful events; 

however, avoidant coping is highly unfavorable in the long-term because it may negatively alter 

the course of the depression (Hermans et a., 2008).  Though avoidant coping strategies provide 

immediate relief, such individuals may lose the opportunity to examine cognitive distortions.  
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For instance, depressed individuals are unable to conduct behavioral experiments to test their 

automatic thoughts because they continue to engage in avoidant coping strategies (Beck, 2011).  

Among both veterans and civilians, avoidant coping is also related to anxiety and GAD 

symptoms (Eisenbarth, 2012; Romero et al., 2015).  According to Borkovec’s model of worry 

and GAD, levels of anxiety are sustained via the negative reinforcement of engaging in avoidant 

coping behaviors (Borkovec, Alcaine, & Behar, 2004; Leahy, Holland, & McGinn, 2012).  In 

turn, these behaviors perpetuate the distorted perception that avoiding the situation is the only 

approach to cope with anxiety.  Avoidance strategies maintain anxiety because they remove 

opportunities to tolerate and habituate to the anxiety-provoking stimuli and prevent modification 

of distorted beliefs via new experiences (Leahy et al., 2012; Wolpe, 1990).  In addition, Stewart 

et al. (1998) postulated that veterans may use substances to help cope with symptoms of PTSD.  

Specifically, individuals engage in avoidant strategies such as numbing feelings or using alcohol 

to self-medicate to alleviate PTSD symptoms (Held et al., 2011; Hruska, Fallon, Spoonster, 

Sledjeski, & Delahanty, 2011; Owens et al., 2013; Stewart et al., 1998).  Evidence also indicates 

that individuals with alcohol dependence or high levels of alcohol use are at a high risk of 

disorders and symptoms of anxiety and depression (Dawson, Grant, Stinson, and Chou, 2005; 

Ross, 2004).  

Problem-focused coping is a strategy oriented to planning or emphasizing a particular 

action to handle the stressor producing distress (Folkman & Lazarus, 1985).  Research findings 

suggest that problem-focused coping enables a person to identify and analyze the problem, 

define a solution, and review options and resources in order to examine possibilities and rank-

order options (Dugas & Robichaud, 2007).  The problem-focused coping approach is particularly 

useful in a military setting that requires swift action to resolve problems and reduce threats 
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(Romero et al., 2015).  Among combat veterans, studies have demonstrated that PTSD is related 

to lower levels of problem-focused coping (Nezu & Carnevale, 1987).  Problem-focused coping 

also appears to reduce the risk for other psychiatric symptoms.  For instance, evidence suggests 

that individuals who engage in more problem-focused coping report lower levels of depressive 

symptoms, anxiety, and stress (Eisenbarth, 2012; Billings & Moos, 1981).   

The Mediating Role of Coping 

Compared to an insecure attachment, individuals with a secure attachment are more 

likely to use problem-focused coping (Lussier, Sabourin, & Turgeon, 1997; Mikulincer & 

Florian, 1998), which may prevent or alleviate distress (Lazarus & Folkman, 1984; Waters, 

Rodrigues, & Ridgeway, 1998; see Mikulincer & Shaver, 2007, for a review).  Conversely, 

adults with insecure attachment patterns tend to rate stressful events as highly threatening (see 

Mikulincer & Shaver, 2007, for a review) and may not engage in effective coping strategies, 

which in turn can exacerbate psychological distress (Wei, Heppner, & Mallinckrodt, 2003). 

Individuals with an avoidant attachment style are likely to cope with stress by 

deactivating the attachment system, which minimizes negative affect and constrains emotional 

behaviors.  Studies have demonstrated a relationship between attachment avoidance and avoidant 

coping (Feeney, 1995; Lopez, Mauricio, Gormley, Simko, & Berger 2001).  For example, 

Mikulincer, Florian, and Weller (1993) found that undergraduate students with an avoidant 

attachment style reported more avoidant coping compared to those with ambivalent and secure 

attachment styles.  Avoidant coping strategies (e.g., denial and behavioral disengagement) 

commonly used by those with high attachment avoidance extend to the avoidance of ongoing 

stressors and may hinder problem-focused coping strategies (Berry & Kingswell, 2012).  Among 

university students, Berry and Kingswell (2012) found that problem-focused coping was 
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negatively associated with attachment avoidance but had no significant relationship with 

attachment anxiety.     

Adults with high attachment anxiety tend to overestimate the degree to which the stressor 

is threatening and uncontrollable and cope by engaging in hyper-activating strategies, which 

produces highly emotional reactions (Shaver & Mikulincer, 2002; Lopez et al., 2001; Mikulincer 

& Florian, 1998).  These individuals lack a sense of self-efficacy and confidence which 

contribute to negative expectations and doubts about their capacity to control stressful situations.  

They maintain constant hyper-vigilance for potential dangers and may become overly dependent 

on others.  These behaviors and perceptions may increase fearful responses to threats, resulting 

in excessive worrying that interferes with problem-solving (Shaver & Mikulincer, 2008); such 

avoidant strategies are characteristic of anxiety disorders (Leahy et al., 2012).  For example, they 

may try to reduce their distress using avoidant coping strategies such as alcohol, drugs and other 

escape mechanisms (Ognibene & Collins, 1998).  Berry and Kingswell (2012) also found 

positive associations between attachment anxiety and other dysfunctional coping strategies 

(defined as denial, behavioral disengagement, mental disengagement, and alcohol/drug use).        

Taken together, the literature suggests that the relationship between attachment and 

psychiatric symptoms is better explained via other intervening variables as opposed to a linear 

relationship.  In particular, theory and research highlight the important role played by coping, 

with several studies showing that coping mediated the relationship between attachment style and 

psychological distress (Lopez et al., 2001; Wei et al., 2003).  

The Current Study 

Research suggests the relationship between attachment and psychiatric symptoms is more 

complex than a simple linear relationship (Wei et al., 2003).  Although research has documented 
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the complex mediational effects of coping in associations between attachment and psychiatric 

symptoms in civilian samples, no investigations have yet examined this relationship among 

military veterans and active duty personnel despite potentially greater risk.  Specifically, there is 

reason to believe that insecure attachment is more prevalent among veterans with psychiatric 

symptoms relative to those without psychiatric symptoms (Dieperink et al., 2001; Mikulincer, 

Shaver, & Horesh 2006; see Mikulincer & Shaver, 2007, for a review).  Furthermore, avoidant 

coping strategies are associated with psychological distress or disorders among veterans (Boden 

et al., 2012; Romero et al., 2015).  In contrast, high levels of problem-focused coping are linked 

to improved psychological functioning and fewer psychiatric symptoms (Billings and Moos, 

1984; Eisenbarth, 2012).  

In this cross-sectional path analysis study, the first hypothesis predicted that higher levels 

of attachment anxiety would be related to increased levels of avoidant coping, alcohol use, and 

symptoms of depression, GAD and PTSD.  The second hypotheses predicted that higher levels of 

attachment avoidance would be associated with increased levels of avoidant coping, alcohol use, 

and symptoms of depression and PTSD, as well as decreased levels of problem-focused coping.   

The third hypothesis predicted that coping strategies would be related to psychiatric symptoms:  

(a) higher levels of avoidant coping would be linked to increased levels of depressive, GAD and 

PTSD symptoms, (b) higher levels of problem-focused coping would be associated with lower 

levels of these three symptoms, and (c) higher levels of alcohol use would be related to increased 

levels of symptoms.  Lastly, the forth hypothesis predicted that coping strategies would mediate 

the relationship between attachment patterns and psychiatric symptoms (See Figure 1).   
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CHAPTER II 

METHODOLOGY 

Participants 

Participants were 268 United States active duty service members and veterans (193 men, 

74 women, and 1 identified as other) with a mean age of 38 (Range = 18 - 72).  All military 

branches were represented, with most participants having served in the Army (40.7%), followed 

by the Air Force (22.4%), the Navy (20.9%), and the Marines (15.7%).  Also, 64.23% of 

participants identified as veteran, 28.83% are active duty, and 6.94% indicated current service in 

the National Guard or Reserves.    The majority of participants (68.3%) reported a previous 

deployment, including the Persian Gulf/Middle East (e.g., Bahrain, Beirut, Kuwait, Saudi; 

20.1%), Iraq (19.8%), Afghanistan (11.2%), South/Southeastern Europe (e.g., Albania, Balkans, 

Mediterranean Sea, etc.; 3.4%), and other locations (e.g., Caribbean, South Pacific, stateside, 

unknown, etc.; 13.8%).  In addition, 31.7% did not report any deployment.  Additional 

characteristics of participants are summarized in Table 1.   

Measures 

The Background Information Questionnaire-Veterans Version (Riggs & Campbell, 2012) 

is a revision of the Background Information Questionnaire and Mental Health Survey (Riggs & 

Jacobvitz, 2002; Riggs, Jacobvitz & Hazan, 2002).  This measure obtains information about 

demographics and other factors, such as history of psychological health, psychotropic 

medication, previous counseling, history of relationships, and early family experiences (e.g., 

death of family member, parental divorce).  Items were added to the original instrument to gather 

pertinent data regarding military background.        
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Posttraumatic Stress Disorder Checklist Version 5 (PCL-5; Weathers et al., 2013).  PTSD 

symptoms are assessed with the PCL-5 (e.g., “Repeated, disturbing, and unwanted memories of 

the stressful experience?”).  Participants are asked to rate each of the 20 items, which correspond 

to the Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition (DSM-V; American 

Psychiatric Association, 2013) diagnostic criteria for PTSD.  On a scale of 0 (Not at all) to 4 

(Extremely) in terms of how often, over the past month, they report how much they have been 

bothered by PTSD symptoms.  The scores range from 0 to 80, with higher scores indicating 

greater levels of PTSD symptoms.  A proposed cutoff score of 38 was deemed reasonable to 

indicate the presence of PTSD (Weather et al., 2013).  The PCL-5 demonstrated  good internal 

consistency (Cronbach’s α) of α = .95 using a U.S. veteran sample (Armour et al., 2015).  The 

PCL-5 correlates with the Detailed Assessment of Posttraumatic Stress, Posttraumatic Stress 

Disorder Checklist, and Posttraumatic Stress Diagnostic Scale  (rs = .84, .85, and .85, 

respectively) demonstrating convergent validity (Blevins, Weathers, Davis, Witte, & Domino, 

2015).  In the current study, internal consistency for the PCL-5 had a value of α = .97.      

Patient Health Questionnaire - 9 (PHQ-9; Kroenke, Spitzer, & Williams, 2001).  

Symptoms of depression are measured with the PHQ-9 (e.g., “Little interest or pleasure in doing 

things”).  Participants are asked to rate 9 items, which correspond to the Diagnostic and 

Statistical Manual of Mental Disorders, Fourth Edition (DSM-IV; American Psychiatric 

Association [APA], 2000) diagnostic criteria for MDD symptoms.  On the PHQ-9, participants 

are asked to rate each of the 9 items on a scale of 0 (Not at all) to 3 (Nearly every day), in terms 

of how often, over the past 2 weeks, they have been bothered by each problematic symptom.  In 

addition, scores range from 0 to 27, with higher scores indicating greater levels of depressive 

symptoms.  A cut-off score of 10 indicates 88% sensitivity and specificity for major depression.  
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The PHQ-9 has been used on a U.S. veteran sample (Fortney et al., 2016) and has good internal 

consistency of (Cronbach’s α) ranging from .86 to .89 (Kroenke et al., 2001).  Additionally, the 

PHQ-9 has adequate convergent validity as it correlates with the Beck Depression Inventory-II (r 

= .72; Titov et al., 2011).  Internal consistency for the PHQ-9 in this study had a value of α = .91. 

Generalized Anxiety Disorder-7 (GAD-7; Spitzer, Kroenke, Williams & Lӧwe, 2006).  

GAD symptoms are measured with the GAD-7 (e.g., “Feeling nervous, anxious, or on edge”).  

Participants are asked to rate each of the 7 items, which correspond to the DSM-IV diagnostic 

criteria for GAD, on a scale of 0 (Not at all sure) to 3 (Nearly every day).  Over the past 2 weeks, 

participants are asked how often they have been bothered by each of 7 symptoms of GAD.  Total 

scores range from 0 to 21, with higher scores indicating greater levels of GAD symptoms.  Also, 

a cut-off score of 10 indicates sensitivity and specificity greater than .80 for generalized anxiety.  

The GAD-7 has been used on a U.S. veteran sample (Fortney et al., 2016) and has good internal 

consistency of Cronbach’s α = .89.  In addition, the GAD-7 demonstrates adequate convergent 

validity as it correlates with both Beck Anxiety Inventory (r = .72) and the anxiety subscale of 

the Symptom Checklist-90 (r = .75; Spitzer et al., 2006).  The coefficient alpha of the GAD-7 

was .94 in the current study.   

Alcohol Use Disorders Identification Test (AUDIT; Saunders, Aasland, & Babor, de la 

Fuente, & Grant, 1993).  The AUDIT is used to measure harmful and problematic levels of 

alcohol consumption (“How often do you have a drink containing alcohol?”).  Participants are 

asked to rate each of the 10 items on a scale of 0 (Never) to 5 (4 or more times a week).  Total 

score range from 0 to 40, with greater scores indicating higher levels of problematic drinking.  

For problematic drinking a cut-off score of 8 indicates sensitivity and specificity of .90 and .80, 

respectively (Babor, Higgins-Biddle, Saunders, & Monteiro, 2001).  The AUDIT has been used 
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on a U.S. veteran population (Crawford, Fulton, Swinkels, Beckham, & Calhoun, 2013) and 

demonstrated adequate internal consistency of Cronbach’s α equal to .80 (Lundin, Hallgren, 

Balliu, & Forsell, 2015).  In addition, the AUDIT correlates with the Michigan Alcoholism 

Screening Test (r = .88) demonstrating convergent validity (Bohn, Babor, & Kranzler, 1995).  In 

the current study, internal consistency for the AUDIT had a value of α = .85.          

Brief COPE (Carver, 1997).  The Brief COPE will be used to measure the participant’s 

type of coping (e.g., “I’ve been giving up the attempt to cope”). Participants are asked how they 

respond under stressful states and rate items on a scale of 1 (I haven’t been doing this at all) to 4 

(I’ve been doing this a lot).  Eisenbarth (2012) demonstrated support for a 4-factor solution using 

an exploratory factor analysis for this measure.  Using a student veteran population Romero et al. 

(2015) conducted a confirmatory factor analysis on two of the four factors (e.g., avoidant and 

problem-focused coping) that are of focus in this study, and demonstrated adequate model fit.  

Avoidant coping involves behavioral disengagement and denial types of coping (e.g., “I’ve been 

giving up trying to deal with it.”), while a problem-focused coping style includes active and 

planning types of behaviors (e.g., I’ve been thinking hard about what steps to take”).   

Cronbach’s α’s for avoidant coping and problem-focused coping had values of .71 and .82, 

respectively (Eisenbarth, 2012; Romero et al., 2015).  For the problem-focused coping and 

avoidant coping components, Cronbach’s alphas were .83 and .71, respectively.  

Experiences in Close Relationships Inventory Scale (ECR; Brennan, Clark, & Shaver, 

1998).  Adult attachment style will be measured by the ECR (“I prefer not to show a partner how 

I feel deep down”).  Participants are asked to rate each of the 36 items on a scale from 1 (not at 

all) to 7 (very much) with respect to how it represents their feelings in close relationships.  This 

scale includes two 18-item subscales of Attachment Anxiety (fear of rejection and abandonment) 
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and Attachment Avoidance (discomfort with dependence intimacy), which is used to measure 

insecure attachment styles.  Moreover, the ECR has been used on a U.S. veteran sample 

(Renaud, 2008) and has good internal consistency for the avoidance and anxiety components 

with a Cronbach’s α of .94 and .91, respectively (Brennan et al., 1998).  In addition, the ECR 

demonstrates evidence of good construct validity (see Mikulincer & Shaver, 2007, for a review).  

In the current study, both avoidance and anxiety components had Cronbach’s alphas of .95.   

Procedures 

Participants were recruited for an online survey via social networking websites using 

snowball sampling, a convenience non-probability sampling method that requests participants to 

refer their friends and acquaintances to the study.  On the first page of the online survey, 

participants read information about the purpose, benefits, and precautions of the study (see 

Appendix D).  All participants were treated in accordance with ethical standards set forth by the 

American Psychological Association and the University of North Texas Institutional Review 

Board (IRB).  Participants completed the survey using Qualtrix; subsequently data was 

downloaded into SPSS and evaluated for missingness and statistical assumptions.  Across the 

eight instruments used in this current study, data were missing completely at random (p > .05) 

according to Little’s Missing Completely At Random test (MCAR).  Missingness was computed 

through the use of maximum likelihood estimation with robust standard errors (MLR).    
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CHAPTER III 

RESULTS 

Preliminary Analysis 

Results of one-way ANOVAs demonstrated non-significant differences between 

dependent variables and sex, current relationship status, age, ethnicity, and educational 

attainment.  An ANOVA also showed non-significant differences in outcome variables between 

those who reported (n = 167) or did not report (n = 100) deployment to war zone and/or conflict.  

Lastly, ANOVA post hoc tests were non-significant when examining differences in outcome 

variables between active duty, veterans, and national guard/reserve.  Descriptive statistics and 

correlations among endogenous and exogenous variables are summarized in Table 2.  

Path Analysis 

Path analysis was conducted using MLR estimation in Mplus Version 7 software 

(Muthén and Muthén, 1998 – 2008) to estimate the associations between attachment processes, 

coping strategies, and psychiatric symptoms (See Figure 1).  Attachment anxiety was specified to 

have direct relationships with avoidant coping, alcohol use, and all outcome variables while 

attachment avoidance was specified to have direct relationships with avoidant and problem-

focused coping strategies, alcohol use, depression, and PTSD symptoms (See Figure 1).  Coping 

strategies and alcohol use were specified to have direct effects on psychiatric symptoms.  

Additionally, avoidant coping and alcohol use were specified to mediate the relationship between 

anxious attachment and psychiatric symptoms and also specified to mediate the relationship of 

avoidant attachment to symptoms of depression and PTSD.  Problem-focused coping was only 

specified to mediate the relationship between avoidant attachment and psychiatric symptoms 

(See Figure 1).  
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The hypothesized model had adequate fit across all model fit indices (e.g., χ2 (12) = 

25.15, SRMR = .06, CFI = .98, RMSEA = .06, 90% CI [.03, .09]; Blackburn, Donnelly, Logan, 

& Renwick, 2004; Hu & Bentler, 1999; McDonald, 1999).  After accounting for the covariation 

among attachment processes, attachment avoidance was significantly associated with increased 

levels of avoidant coping and PTSD symptoms (β = .29 and β = .15, respectively) and 

decreased levels of problem-focused coping (β = -.37).  Attachment avoidance approached 

significance on alcohol use (β = .15, p = .053) but was not significantly related to depressive 

symptoms (p > .05).  Attachment anxiety was significantly related to greater levels of avoidant 

coping, depression, GAD, and PTSD (β = .23,β = .32, β = .34, β = .16, respectively); 

however, the association between attachment anxiety and alcohol use was non-significant (p > 

.05).  

After controlling for the covariation between problem-focused coping and alcohol use, 

avoidant coping was significantly associated with increased depressive, GAD, and PTSD 

symptoms (β = .36, β = .38, β = .35, respectively); however, the relationships between 

problem-focused coping and depressive, GAD, and PTSD symptomatology were non-significant 

(p = .47, p = .28, p = .83, respectively).  In addition, alcohol use was significantly related to 

increased levels of depression, GAD, and PTSD symptoms (β = .17, β = .18, β = .28, 

respectively).   

Problem-focused coping was unrelated to outcome variables, thus its mediation effects 

were not examined.  While attachment avoidance approached significance in association to 

alcohol use (p = .05) and alcohol use was related to all 3 outcome variables, alcohol use did not 

significantly mediate the relationship of attachment avoidance to depression (p = .11), GAD (p = 
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.13), and PTSD symptoms (p = .08).  However, avoidant coping fully mediated the relationship 

between attachment avoidance and depressive symptoms (β= .11, SE = .04, p < .05) and 

partially mediated the relationship between attachment avoidance and PTSD symptoms (β= .10, 

SE = .04, p < .05).  In addition, avoidant coping partially mediated the association of attachment 

anxiety to depression (β= .08, SE = .03, p < .01), GAD (β= .09, SE = .03, p < .01), and PTSD 

symptoms (β= .08, SE = .03, p < .01).  
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CHAPTER IV 

DISCUSSION 

The present study extends the research and enhances our knowledge of attachment 

processes and coping strategies pertinent to psychiatric symptoms among active duty personnel 

and military veterans.  Consistent with hypotheses based on previous research (Boden et al., 

2012; Currier et al., 2012; Marganska et al., 2013; Owens et al., 2013; Romero et al., 2015; Ross, 

2004; Stewart et al., 1998), attachment anxiety, avoidant coping, and alcohol use were positively 

related with increased levels of all symptoms in the expected direction.  Similarly, attachment 

anxiety and avoidance were positively associated with avoidant coping and attachment 

avoidance was negatively associated with problem-focused coping.  Although attachment 

avoidance was directly correlated with alcohol use and approached significance in the path 

model, alcohol use did not significantly mediate the relationship between attachment avoidance 

and the outcome variables.    Similarly, contrary to expectations and Pearson correlation results, 

attachment anxiety did not predict alcohol use in the path model.  Additionally, while earlier 

studies demonstrated that problem-focused coping is negatively related to anxiety, depression, 

and PTSD (Billings & Moos, 1984; Dugas & Robichaud, 2007; Nezu & Carnevale, 1987), in the 

current study, problem-focused coping did not contribute significantly to these outcomes.  

Although the direct path between attachment avoidance and depression was non-significant, 

avoidant coping fully mediated this association, and partially mediated the relationship between 

attachment avoidance and PTSD symptoms.  Lastly, avoidant coping also partially mediated the 

relationship between attachment anxiety and all three outcome variables.  Specific findings and 

implications are discussed below.   
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Avoidant Coping Mediates Insecure Attachment and Psychiatric Symptoms 

As expected based on previous research using college students, military veterans, and 

student veterans (Barlow, 2002; Boden et al., 2012; Eisenbarth, 2012; Romero et al., 2015), 

avoidant coping was positively related to depression, GAD, and PTSD symptoms.  While alcohol 

use did not significantly mediate the relationship between attachment avoidance and outcome 

variables, it was directly related to increased levels of psychiatric symptoms, like past findings 

(Owen et al., 2013; Dawson et al., 2005; Ross, 2004; Stewart et al., 1998).  The literature 

suggests that alcohol use is a type of avoidant coping used to reduce the pain and emotional 

distress associated with psychological symptoms (Held et al., 2011; Owens et al., 2013; Stewart 

et al., 1998). As such, some people may use alcohol as a means to self-medicate to reduce PTSD 

symptomatology (Stewart et al., 1998).  Thus, attention to the subtypes of avoidant coping, such 

as alcohol use, may be important in conducting psychotherapy with military veterans and active 

duty personnel.  

  Although there is considerable research examining the relationship between attachment 

processes, coping, and psychiatric symptoms (Berry & Kingswell, 2012; Littleton, Horsley, 

John, & Nelson, 2007; Lopez et al., 2001; Mikulincer & Florian, 1998; see Mikulincer & Shaver, 

2007, for a review; Wei et al., 2003), few studies have tested specific mediation models 

incorporating these variables, and even fewer have used a sample of military veterans and active 

duty personnel.  As predicted by theory, current findings demonstrated that avoidant coping fully 

mediated the relationship between attachment avoidance and depressive symptoms.  However, in 

contrast to the aforementioned research linking attachment avoidance to depression (Hankin et 

al., 2005), our results are more in line with other research contradicting this direct association 

(Sherry et al., 2014).  These discrepant findings suggest that the association between attachment 
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avoidance and depression is not a simple direct linear relationship; rather, results suggest that 

attachment avoidance has only indirect effects on depression via avoidant coping as a mediator. 

Specifically, avoidant coping strategies appear to play a significant mediating role in depressive 

symptoms among military veterans and active duty personnel.  Current findings also 

demonstrated that attachment avoidance was directly associated with PTSD symptoms and 

avoidant coping partially mediated the relationship between attachment avoidance and PTSD 

symptoms.  These results suggest that attachment avoidance has both a main effect on PTSD 

symptoms and an indirect effect through avoidant coping.  Individuals with attachment 

avoidance are predisposed to maintain emotional distance, remain overly independent, distrust 

others, and engage in avoidant coping, which are characteristics related to increased levels of 

PTSD and depression (Beck, 1976; see Mikulincer & Shaver, 2007, for a review; Renaud, 2008; 

Romero et al., 2015).  This is important because attachment patterns are difficult, though not 

impossible, to change later in life, suggesting it is more feasible to first modify types of coping 

strategies than to change insecure attachment patterns (Wei et al., 2003).  

Consistent with previous research (Berry & Kingswell, 2012; Ognibene & Collins, 1998), 

findings supported our hypothesis that attachment anxiety is positively associated with avoidant 

coping, which then partially mediated the relationship between attachment anxiety and all three 

outcome variables.  Specifically, attachment anxiety has both a direct effect on PTSD, 

depressive, and GAD symptoms, and an indirect effect through avoidant coping.  Beck (1976) 

posited that individuals who have maladaptive beliefs about themselves have a predisposition for 

psychiatric disorders.  Attachment anxiety is related to difficulties with self-efficacy and self-

worth, and symptoms of depression, anxiety, and PTSD (see Mikulincer & Shaver, 2007, for a 

review).  Individuals with high attachment anxiety tend to be ineffective in obtaining support 
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from others due to their hyper-sensitivity to signs of rejection (Shaver & Mikulincer, 2002).  

Thus, individuals with attachment anxiety are likely to lack the competence to cope with threats, 

leaving them in a state of constant hyper-vigilance to identify potential dangers.  Negative 

expectations about their ability to control stressful events may lead to attempts to reduce their 

stress levels through the use of avoidant coping strategies (Berry & Kingswell, 2012; Ognibene 

& Collins, 1998).   

Problem-Focused Coping and Psychiatric Symptoms 

Unlike previous findings with military veterans, college students, and community 

samples that demonstrate the positive effects of problem-focused coping (Billings & Moos, 

1981; Eisenbarth, 2012), no significant associations between problem-focused coping and 

psychiatric symptoms emerged in this study.  However, other research on effective coping 

strategies specifically utilized to deal with traumatic situations and psychiatric symptoms have 

demonstrated inconsistent results (Eisenbarth, 2012; Littleton et al., 2007; Romero et al., 2015).  

According to one meta-analysis, only avoidant coping was consistently related to PTSD and 

other distress, while there was no consistent relationship between problem-focused coping and 

these outcomes (Littleton et al., 2007).  Bonanno, Pat-Horenczyk, and Noll (2011) explained that 

such inconsistencies are not due to a specific type of coping strategy, but rather individuals’ 

flexibility in their ability to utilize various types of coping styles needed under specific 

situations.  For instance, Park, Chang, and You (2015) found that using a variety of coping 

strategies is more adaptive than rigidly using only one or two types of coping when trying to 

alleviate psychological distress.    

Additionally, previous work by Romero et al. (2015) demonstrated that student veterans’ 

problem-focused coping interacted with family social support in predicting depression but not 
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PTSD or GAD, while another study found moderating effects for coping flexibility on PTSD 

symptoms but not depression (Park et al., 2015).  Thus, future studies may benefit from assessing 

multiple adaptive coping strategies and interaction effects of such coping strategies when 

examining links with psychiatric symptoms.  

Implications 

Military veterans and active duty personnel often experience stigma related to seeking 

mental health services due to strong beliefs and values in military culture related to self-

sufficiency and weakness, stigma regarding sickness, less confidence in people with mental 

health concerns, and elevated levels of masculinity (Hoge et al., 2004; Iverson et al., 2005; 

Vacchi, 2012).  The addition of having an avoidant attachment style creates a further challenge 

for this population (Renaud, 2008).  Such characteristics and predispositions foster an avoidant 

coping strategy in response to psychological distress and may substantially decrease the 

likelihood of help-seeking behaviors and motivations to seek psychotherapy (see Mikulincer & 

Shaver, 2007, for a review; Renaud, 2008; Vacchi, 2012).   

Current results indicate that avoidant coping not only is linked to considerable emotional 

dysfunction, but also mediates the relationship between attachment processes and symptoms of 

depression and PTSD.  Yet servicemen and veterans with this coping strategy are reluctant to 

seek mental health for fear of being viewed as weak, burdensome, and dependent on other people 

(Vacchi, 2012).  Moreover, given that the average number of psychotherapy sessions is 5 in 

Veterans Health Administration (VA) outpatient treatment (Cully et al., 2008), brief therapies 

may not provide sufficient opportunity to modify clients’ insecure attachment system and 

processes.  However, it may be possible and less stigmatizing to teach clients more adaptive 

coping skills to handle their distress (Wei et al., 2003).  When service members and veterans do 

23



seek assistance, it may be particularly beneficial for providers to focus on reducing avoidant 

coping strategies, which may facilitate the effectiveness of short-term treatment interventions.  

Increasing flexibility in the use of adaptive coping strategies also may be beneficial for 

clients’ psychological well-being (Bonanno et al., 2011; Littleton et al., 2007; Park et al., 2015).  

Some researchers have posited that gaining optimal benefits of adaptive coping strategies 

depends on the controllability of the situations.  For instance, emotion-focused coping may be 

adaptive when facing uncontrollable events, while problem-focused strategies may be more 

effective in controllable situations (Folkman & Moskowitz, 2004; Masel, Terry, & Gribble, 

1996).  Romero et al. (2015) postulated that in the military environment where swift action and 

the mission is prioritized, avoidant coping might be remarkably adaptive in the short-term; 

however, upon returning home this method of coping among veterans and service members 

becomes maladaptive and often creates psychological and/or interpersonal problems.  Thus, 

distinguishing between different types of adaptive coping and examining the short-term and 

long-term effects of avoidant coping becomes particularly important when psycho-educating and 

treating military or veteran clients with PTSD and other psychological symptoms.     

Attending to covert behaviors and possible denial of symptoms is warranted among those 

with high attachment avoidance.  Roisman, Tsai, and Chiang, (2004) reported that despite 

endorsing fewer symptoms, individuals with high attachment avoidance have similar 

physiological reactions to stress as those with attachment anxiety.  This suggests that those with 

attachment avoidance may be unwilling to acknowledge problems or may unknowingly mask 

symptoms with other more acceptable types of difficulties (e.g., physical illness).  Thus, 

providers may find it helpful to assess military clients’ defensive behaviors and denial of 

symptoms, and engage in extensive rapport building due to possible distrust of mental health 
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providers and/or government employees (VA or military).  Intervention efforts may also benefit 

from emphasizing that reporting distress is not a sign of weakness, especially in individuals with 

attachment avoidance who tend to mask symptoms (Roisman et al., 2004).  Psycho-educational 

workshops on stigma related to mental illness among the military population can provide 

information useful in counteracting these negative attitudes.  Due to common fears of being 

forced out of the military due to mental illnesses or impact on service connection for those who 

are connected to a VA hospital, clinicians should provide clear and concise information about the 

benefits of mental health care in improving psychological functioning, which in turn would 

likely improve work productivity and relationship with others.    

Individuals with attachment anxiety lack a sense of self-autonomy and confidence, which 

is linked to negative expectations and doubts about their ability to control stressful situations.  

These behaviors and thoughts may elevate fearful reactions to threats, resulting in an increase of 

worrying and avoidant strategies (Shaver & Mikulincer, 2008).  A commonality among those 

with attachment anxiety, GAD, PTSD, and depression, is that they all may be hyper-aware of 

potential threats or examine situations from a pessimistic perspective, may lack self-efficacy, and 

engage in avoidant coping behaviors (Beck, 2011; Foa et al., 2007; Leahy et al., 2012; 

Mikulincer et al., 2003; Romero et al., 2015).   For example, individuals with GAD symptoms 

report hyper-activating thoughts of worrying and social acceptance, and tend to catastrophize 

situations as more harmful than they actually are (Breitholtz et al., 1999; Cougle et al., 2012; 

Leahy et al., 2012), resulting in avoidant coping (Romero et al., 2015).  Similarly, adults who 

have developed PTSD symptoms tend to be hyper-aware of potential threats or traumatic triggers 

that activate the fear structure (Foa et al., 2007; Resick et al., 2014) and thus engage in avoidant 

coping in an attempt to avoid reminders of the trauma.  In addition, avoidant coping behaviors 
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used to protect against anxiety may bring temporary relief to a person struggling with any of 

these symptoms, but then perpetuate the primary problem by preventing the opportunity to 

disconfirm distorted thoughts (Beck, 2011) and identify traumatic triggers (Foa et al., 2007).  

Through the process of reducing avoidant coping strategies, individuals with PTSD may benefit 

from being able to reorganize memories and obtain new perspective, habituate to traumatic 

memories, and gain control and self-efficacy when they discontinue avoiding traumatic triggers 

(Foa et al., 2007).  Those with depression and GAD symptoms benefit from reducing avoidant 

coping as they are able to engage in behavioral activation strategies to examine that distorted 

thoughts are unreal via behavioral experiments (examine worst, more likely, and best case 

scenarios) and test the accuracy of maladaptive beliefs (Beck, 2011).  

Limitations and Conclusions 

In addition to the limitations of self-report instruments, snowball sampling via social 

media to collect data may introduce biases.  For instance, individuals are likely to socialize with 

others who are similar to themselves (McPherson, Smith-Lovin, & Cook, 2001).  Other 

limitations include the inability of researchers to control for accountability, noise, spurious 

variables, and other simultaneous activities that may distract participants when completing an 

online study. (Gosling, Vazire, Srivastava, & John, 2004).  On the other hand, data collection 

through social media allows researchers to collect data from individuals in their “natural 

environment” (Kosinski, Matz, Gosling, Popov, & Stillwell, 2015, p. 547), and research has 

demonstrated that studies using Facebook data collection procedures have similar reliability and 

discriminant validity compared to studies using in-person data collection (Goldberg, 1999; John 

& Benet-Martinez, 2000; John & Srivastave, 1999; Kosinski et al., 2015; Stillwell & Kosinski, 

2015).  In addition, it should be noted that women are overrepresented in this current study, 
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making up 27.70% of the sample compared to estimates of 10% women veterans and 15.10% 

active duty women (U.S. Department of Veterans Affairs, 2011; U.S. Department of Defense, 

2014).  Women tend to be more comfortable seeking mental health care (Kessler, Brown, & 

Broman, 1981), and also tend to have higher rates of MDD and PTSD (Kessler, 2003).  As such, 

future research should examine gender differences related to coping strategies and help seeking 

behaviors, and their effects on psychiatric symptoms.  Also, our sample size was widely diverse 

in age ranging from 18 to 72 and the majority of individuals of our study were between the ages 

of 18 to 40, however, we were unable to examine cohort effects due to the diversity and 

disproportionality of age in our sample. Finally, non-significant findings for alcohol use may be 

due to lower mean scores on the AUDIT in our sample (µ = 6.76) in comparison to U.S. college 

students (µ = 9.0; Fleming, Barry, & MacDonald, 1991), and treatment seeking U.S. Veterans 

with hazardous substance use (µ = 19.17 ) and with both hazardous substance abuse with PTSD 

(µ = 20.08, Owens et al., 2014).  Thus, future research should examine the mediating effects of 

alcohol using a clinical sample of military service members and Veterans.   

Current findings are consistent with previous research and extend the literature to a 

military sample with novel results related to the mediating effects of avoidant coping strategies.  

Results provided insight as to what psychologists and other clinical providers should attend to 

when treating those who have insecure attachment processes with particular coping strategies.  In 

particular, tapping into avoidant coping strategies commonly used by those who have insecure 

attachment processes and using this as part of a treatment intervention may be beneficial for 

treatment.  While not impossible to modify attachment processes, it is more efficient and feasible 

to modify coping strategies to help alleviate psychiatric symptoms among military veterans and 

active duty personnel with insecure attachment processes.     
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Table 1

Characteristics of Participants (N = 268) 

Characteristic    n  (%) 

Sex
     Female 74 (27.60)         
     Male  193 (72.00) 
     Other 1 (0.40) 
Age 
     18-30 78 (29.10) 
     31-40                73 (27.20) 
     41-50 30 (11.10) 
     51-60          29 (10.80) 
     60-72 17 (6.20) 
     Missing Data 41 (15.60) 
Deployed to war 
     No 100 (37.30)  
     Yes 167 (62.30)  
     Missing Data 1 (.40) 
Current Relationship Status 
     Single/Divorced/Separated 84 (31.30) 
     Committed/Cohabiting/Married 184 (68.70) 
Ethnicity 
     African-American 11 (4.10) 
     Asian-American/Pacfic Islander               5 (1.90)
     Hispanic/Latino/Mexican-American 20 (7.50) 
     Native American 7 (2.60) 
     White/European American        211 (78.70) 
     Bi/Multi-racial 9 (3.40) 
     Other             5 (1.90) 
Highest educational achievement 
     Below high school 1 (0.40) 
     High school degree 25 (9.30) 
     Some college 85 (31.70) 
     Technical/2-year degree 48 (17.90) 
     Bachelor’s degree 62 (23.10) 
Income level 
     Below $15,000      20 (7.5) 
     $15,000-$30,000   48 (17.90) 
   $31,000-$45,000 50 (18.70) 

     $46,000-$60,000            37 (13.80) 
     $61,000-$75,000     47 (17.50) 
     Over $75,000 65 (24.30) 
     Missing Data        1 (0.30) 
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     1      2     3    4     5     6 7 8 

1.Attachment Avoidance    ----- 

2.Attachent Anxiety .34***     -----    

3.Avoidant Coping .37***  .35***   ----- 

4.Problem-Focused Coping -.37*** -.24*** -.44***    -----

5.AUDIT-Alcohol Use .16* .08 .13* -.08     ---- 

6.PHQ-9-Depression .47*** .50*** .54*** -.31*** .27***   ---- 

7.GAD-7-Anxiety .42*** .48*** .50*** -.21** .26*** .83*** ----	

8.PCL-5-PTSD Total .47*** .36*** .50*** -.24*** .35*** .79*** .78***  ---- 

M  61.52  63.66 6.06 11.83 6.76 17.16 14.51 22.63 

SD  24.06  25.75 2.36 2.78 6.14 6.84 6.28 20.77 

n   268   268 264  268  246   265 268   233 

*p < .05  **p < .01  ***p < .001

Table 2

Correlation Martrix of Predictors, Mediators, Moderator, and Outcome Variables
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Figure 1. Hypotheses: Alcohol use and coping mediate the relationship between 
attachment and psychiatric symptoms.   
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Figure 2. Path analysis: Alcohol use and coping mediate the relationship between 
attachment and psychiatric symptoms.  Dashed lines represent non-significant paths.       
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APPENDIX A 

EXTENDED LITERATURE REVIEW 
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Approximately 2.2 million military personnel have served in two concurrent wars, 

Operation Iraqi Freedom (OIF) and Operation Enduring Freedom (OEF) (Institute of Medicine 

[IOM], 2013).  Additionally, tours over seas have lasted longer than in previous wars and 

military personnel have often served more than one tour (Tanielian & Jaycox, 2008).  With 

increased exposure to wartime stressors, many veterans of OIF and OEF return from overseas 

with psychiatric symptoms and disorders, including posttraumatic stress disorder (PTSD), 

generalized anxiety disorder (GAD), depression, and alcohol abuse (Adams, Larson, Corrigan, 

Horgan, & Williams, 2012; Hoge et al., 2004; Tanielian & Jaycox, 2008; Wells et al., 2010).  

Psychiatric symptoms are not the only problems veterans deal with when they return 

from their deployments.  They must also transition from the military environment and war zones 

to the civilian life, which includes interacting with family members, friends, peers, and co-

workers (Milliken, Auchterlonie, & Hoge, 2007).  Studies have demonstrated that depressive and 

PTSD symptoms were related to greater difficulties in family reintegration, marital adjustment, 

and intimacy (Cook, Riggs, Thompson, Coyne, & Sheikh, 2004; Sayers, Farrow, Ross, & Oslin, 

2009).  In addition, veterans with PTSD compared to veterans without PTSD have higher divorce 

rates and physical aggression towards their partners (Cook et al., 2004; Evans, McHugh, 

Hopwood, & Watt, 2003; Monson & Taft, 2005).  Reciprocal effects may occur, such that altered 

and problematic family situations may increase the risk of psychological symptoms among 

veterans or veterans’ psychological symptoms may contribute to relationship difficulties 

(Sherman, Zanotti, & Jones, 2005). Thus, it is important to identify interpersonal variables that 
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predispose, predict, and maintain psychopathological symptoms among military veterans and 

active duty personnel.      

For example, a vast literature documents the contribution of attachment processes to 

mental health and relationship functioning.  Research findings suggest that attachment style 

influences the way a person reacts to stress, such that a secure attachment style buffers against 

psychological distress (see Mikulincer & Shaver, 2007, for a review) and increases the likelihood 

of obtaining social support (see Mikulincer & Shaver, 2007, for a review).  However, an insecure 

attachment style is a risk factor associated with poor coping strategies that may contribute to 

greater levels of psychopathology (Mickelson, Kessler, & Shaver, 1997).   

Adaptive coping styles may be critical to veterans’ psychological functioning.  Research 

demonstrated that veterans with psychopathological symptoms were more likely to engage in 

avoidant coping compared to veterans without psychiatric symptoms (Galor & Hentschel, 2012), 

while problem-focused coping is related to lower levels of psychological distress (Eisenbarth, 

2012; Billings & Moos, 1981; Pearlin & Schooler, 1978).  The purpose of this study is to 

examine the role of attachment processes and coping strategies in relation to psychiatric 

symptoms among military veterans and active duty personnel.  Findings will increase our 

knowledge of mechanisms that contribute to psychiatric symptoms among veterans and active 

duty personnel, and guide treatment interventions in counseling and psychotherapy.  

Psychopathological Symptoms Among Veterans 

Approximately 35% of veterans have made use of mental health services, and about 12% 

per year have been diagnosed with a psychiatric disorder (Hoge, Auchterlonie, Milliken, 2006).  

Tanielian and Jaycox (2008) found that OEF and OIF veterans had high rates of depression and 

PTSD.  In particular, evidence indicates that war veterans who have experienced traumatic 
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events had a higher prevalence of depression, generalized anxiety, and PTSD symptoms 

(Gaylord, 2006; Hoge et al., 2006; Reeves, Parker, & Konkle-Parker, 2005).  For instance, 

studies have found that 12% to 18% of OEF and OIF combat veterans receive a diagnosis of 

PTSD (Erbes, Westmeyer, Engdahl, & Johnsen, 2007; Hoge et a., 2004).  Among OIF veterans, 

7.1% to 7.9 % met criteria for major depression, and 6.6% to 7.9% met criteria for generalized 

anxiety (Hoge et al., 2004).  Another study found that approximately 20% of combat veterans 

who returned from OIF and OEF met the diagnostic criteria for comorbid depression and PTSD 

(RAND Corporation, 2011).   

In addition, among OEF/OIF veterans, 33% were deemed to have drinking problems 

(Erbes et al., 2007).  These psychological conditions may negatively affect the overall quality of 

daily functioning for this group of veterans (Milliken, Auchterlonie, & Hoge, 2007).  For 

instance, studies found that psychiatric disorders (e.g., PTSD and depression) among OEF and 

OIF veterans increased the risk of suicidality, challenges in interpersonal and familial 

relationships, difficulties with employment, and legal problems (Kaplan, McFarland, Huguet, & 

Valenstein, 2012; Kline, Ciccone, Falca-Dodson, Black, & Losonczy, 2011; Martin, 

Ghahramanlou-Holloway, Lou, & Tucciarone, 2009; Pietrzak, Russo, Ling, & Southwick, 2011). 

PTSD is a psychiatric disorder that sometimes develops after an individual experiences, 

witnesses, or learns of traumatic event(s).  Symptoms that arise in response to a traumatic event 

vary.  In the fifth edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM-5; 

American Psychiatric Association [APA], 2013), symptoms of PTSD are divided into four PTSD 

symptom clusters including re-experiencing, avoidance, hyper-arousal, and negative alterations 

in mood and cognitions (APA, 2013).  
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Foa and colleagues (Foa, Hembree, & Rothbaum, 2007; Foa & Kozak,1986) proposed 

emotional processing theory to explain the formation of PTSD.  According to this theory, the 

fear network includes representations of the stimulus that is feared (e.g., the experience of war), 

the response to the fear (e.g., accelerated heart rate), and the cognitions related to the feared 

stimuli (e.g., “War is dangerous”) and to the responses to the feared stimuli (e.g., “Accelerated 

heart rate means that I am scared”).  PTSD emerges due to the development of a fear network 

that generalizes to harmless stimuli and evokes avoidance behavior (Foa, Steketee, & Rothbaum, 

1989).  Reminders of the trauma easily trigger responses that impede daily functioning, whereby 

harmless stimuli and responses are falsely perceived as being related to threat (Foa et al., 2007). 

This fear network among individuals with PTSD becomes stable and generalized so that it is 

accessed easily by the individual (Foa et al., 1989).   

Additionally, the fear network is usually activated by reminders related to the traumatic 

event.  Any attempt to avoid the activation of traumatic triggers (e.g., avoid reminders, thoughts, 

places, people, and stimuli related to the traumatic events) leads to avoidance symptoms (Resick, 

Monson, & Chard, 2014).  Although temporarily effective, attempts to regulate the upsetting 

stressors using avoidance is actually related to greater levels of PTSD in the long-term (Schnider, 

Elhai, & Gray, 2007).   

 PTSD is one of the most common mental disorders among veterans coming back from 

Afghanistan and Iraq (Hoge, Terhakopian, Castro, Messer, & Engel, 2007).  Prevalence rates of 

PTSD are higher among veterans from OIF and OEF in comparison to the general civilian 

population in the United States (Breslau, Davis, Andreski, Federman, & Anthony, 1998; Hoge et 

al., 2004; Kessler, Sonnega, Bromet, Hughes, & Nelson, 1995).  The nature of combat exposure 

experienced overseas, such as longer tours, difficulties in distinguishing enemies from civilians, 
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and strategically placed IEDs in random places in combat zones may increase stress levels and  

present additional psychological risks among U.S. veterans from Afghanistan and Iraqi wars 

(Sammons & Batten, 2008).     

Studies have demonstrated that deployments overseas and combat exposure have been 

related to excessive alcohol use (Adams et al., 2012; Federman, Bray, & Kroutil, 2000; Jacobson 

et al., 2008; Ramchand, Miles, Schell, Jaycox, Marchall, & Tanielian, 2011).  Theories of 

emotion regulation suggest that individuals may use substances to manage their positive or 

negative emotional experiences (Gross, 1998; Held, Owens, Schumm, Chard, & Hansel, 2011; 

Owens et al., 2013).  Thus, some may use alcohol to self-medicate or alleviate levels of PTSD 

symptoms (Brady, Back, & Coffey, 2004; Brown, & Wolfe, 1994; Hruska, Fallon, Spoonster, 

Sledjeski, Delahanty, 2011; Stewart, Pihl, Conrad, & Dongier, 1998).  A study demonstrated that 

severe PTSD symptoms are related with higher levels of alcohol cravings following a traumatic 

event (Marshall, Serran, & Cortoni, 2000).  Substances are also used by veterans to cope with 

their PTSD symptoms (Brady et al., 2004).  Studies have also found that individuals who 

experience depression tend to consume alcohol if they perceive it will help alleviate stress and 

tension (Colder, 2001; Flyn, 2000; Weitzman, 2004).  Geisner, Mallett, and Kilmer (2012) 

showed that individuals who self-reported high levels of problematic drinking experienced 

significantly greater scores on the Beck Depression Inventory-II (BDI-II).  Studies also 

demonstrated that individuals with alcohol dependence or high levels of alcohol use experienced 

a high risk of an anxiety or mood disorders and symptoms  of anxiety and depression (Dawson, 

Grant, Stinson, and Chou, 2005; Ross, 2004).        

In addition to high levels of alcohol use and PTSD (Kessler et al., 1995; Wells et al., 

2010), depression and GAD are also common among OEF and OIF veterans (Gaylord, 2006; 
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Hoge et al., 2006; Phillips et al., 2011; Reeves et al., 2005).  Depression is characterized as 

having sadness or depressed mood, and a considerable decrease in many daily activities.  Other 

symptoms include significant changes in sleep or weight, feelings of worthlessness and 

helplessness, lack of concentration and motivation, and decrease in energy levels (Leahy, 

Holland, & McGinn, 2012).  Although depression has a genetic predisposition (Sullivan, Neale, 

& Kendler, 2000), psychosocial factors also play a critical role its development.  For instance, 

individuals who experienced a death in the family during childhood, and whose parents have 

been separated or divorced, had higher levels of depression (Blatt & Homann, 1992).  Also, 

genetics interact with environmental factors, such that those with biological predispositions for 

depression are at a greater risk of developing depressive symptoms after experiencing stressful 

situations; this interaction presents evidence for a diathesis-stress model for depression (Kendler 

et al., 1995).  

GAD is characterized as having constant, excessive, and uncontrollable worry and 

anxiety (Milanak, Gros, Magruder, Brawman-Mitzer, & Frueh, 2013). In addition, individuals 

who have a biological predisposition of GAD are more likely to develop this disorder, 

specifically in response to stressful environmental factors (Donner et al., 2008; Hettema, Neale, 

& Kendler, 2001).  Research has demonstrated a high prevalence of generalized anxiety among 

OEF and OIF veterans (Hoge et al., 2006).   

Overall, studies have demonstrated high rates of comorbidity for MDD and both GAD 

and PTSD among Canadian military and US army veterans (Elhai, Contractor, Palmieri, Forbes, 

& Richardson, 2011; Kessler et al., 1995; Phillips et al., 2011; Tanielian & Jaycox, 2008).  In 

turn, veterans’ psychological distress has been linked to marital and family difficulties (Cook et 
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al., 2004; Sayers et al., 2009).  More research is needed to understand these connections.  

Attachment theory offers a strong conceptual framework to generate testable hypotheses.  

Attachment Theory 

Bowlby (1973, 1988) postulated that individuals are born with an inherent 

psychobiological predisposition that drives them to seek attachment figures (e.g., caregivers, 

parents) as a way to protect themselves from threats and manage distressing experiences.  During 

childhood, secure bonds with caregivers may affect psychological well-being and adjustment.  

Experiences with caregivers revolving around their availability, ability to provide protection and 

comfort, and reliability during a time of need are internalized as mental representations. 

(Mikulicer, Shaver, Sapir-Lavid, & Avihou-Kanza, 2009).  These internal working models of 

attachment contain expectations about the self and others that are based upon consistency and 

availability of attachment figures.  Caregivers who are responsive and predictable facilitate the 

formation of a secure-base schema of attachment security for their offspring (Bowlby, 1980; 

Waters, Rodrigues, & Ridgeway, 1998).  A secure attachment style allows an individual to 

develop a positive sense of self and others, which leads to good emotional regulation, healthy 

self-esteem and positive psychological adjustment.  However, if attachment figures are 

unreliable and unpredictable, the person may internalize negative representations and develop 

insecure attachment strategies.  

Insecure attachment is characterized by negative perceptions of self and/or others that 

contribute to inadequate coping reactions, and may impede social functioning related to 

psychological distress (Riggs & Han, 2009).  The literature suggests that adult attachment can be 

reliably measured along the two continuous orthogonal dimensions of attachment avoidance and 
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attachment anxiety, which combine in different ways to capture four attachment styles (Brennan, 

Clark, & Shaver, 1998).   

Attachment avoidance is related to a basic negative internal working model of others as 

fundamentally untrustworthy, while attachment anxiety is related to an underlying negative 

internal working model of the self as being necessarily unlovable and unworthy (Brennan et al., 

1998).  Individuals who score closer to the lower end of both dimensions are deemed to have a 

more secure attachment (Brennan et al., 1998).  Individuals who score high on attachment 

avoidance and low on attachment anxiety (e.g., Dismissing style) engage in deactivating coping 

strategies, which include denial of attachment needs, and avoidance of interpersonal 

relationships.  Those who score high on attachment anxiety and low on attachment avoidance 

(e.g., Preoccupied style) engage in hyper-activating coping strategies, which include energetic 

efforts to attain social support and love while lacking confidence that resources will be provided 

followed by resentment and animosity when resources are not afforded (see Mikulincer & 

Shaver, 2007, for a review).  Those who score high on both attachment dimensions are 

considered to be fearful-avoidant (Bartholomew & Horowitz, 1991), a type of dismissive-

avoidance where deactivating defenses have collapsed and the execution of both strategies are 

enacted in an aimless, baffled, and disorganized manner.  

Secure Attachment as a Protective Factor 

Secure attachment provides a foundation for psychological health and develops in the 

context of consistent experiences with caring, loving, and sensitive attachment caregivers (see 

Mikulincer & Shaver, 2007, for a review).  A sense of security and protection enables a person 

with a secure attachment style to be confident enough to take risks and expect that help will be 

available if needed (Bowlby, 1973).  Secure attachment style allows people to focus their 
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attention on tasks at hand rather than worrying about protecting themselves or who will care for 

them (Bowlby, 1982; see Mikulincer & Shaver, 2007, for a review). Individuals with a secure 

attachment are generally aware of their levels of distress, and tend to seek out relationship 

partners when they are having problems.  As a result, a secure attachment enables a person to 

obtain support from others.  In turn, receiving instrumental support from reliable and caring 

individuals alleviates distress (Lazarus & Folkman, 1984; Waters et al., 1998; see Mikulincer & 

Shaver, 2007, for a review).   

Secure adults possess a sense of self-efficacy, flexibility, self-awareness, and efficacious 

management of negative affect, which promote social adjustment (Cooper, Shaver, & Collins, 

1998) and interpersonal competency (Sroufe, 2005).  In fact, secure individuals tend to remain 

relatively composed during times of distress, recover quickly from stressful states, and 

experience long duration of positive mood (Mikulincer & Shaver, 2012).  In addition, secure 

attachment enables people to benefit from therapy because they cope with stress by 

acknowledging it, which allows them to fully engage in the beginning phases of therapy 

(Mallinckrodt, Porter, & Kivlighan, 2005).     

In addition, a secure attachment may buffer against stress and psychopathology.  

Research findings indicate that individuals with a secure attachment style compared to those with 

an insecure attachment style are less likely to experience depressive symptoms, anxiety, and 

GAD symptoms (Marganska, Gallagher, & Miranda, 2013; Simonelli, Ray, & Pincus, 2004).  

Mikulincer, Shaver, and Horesh (2006) argued that the attachment system contributes to 

psychological adjustment after combat experiences.  Specifically, PTSD symptoms may be 

alleviated when combat military veterans with secure attachment styles can organize mental 

representations and social resources (Mikulincer et al., 2006). Evidence supports this idea, 
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demonstrating that veterans with a secure attachment compared to those with an insecure 

attachment reported lower levels of PTSD symptomatology (Dieperink, Leskela, Thuras, & 

Engdahl, 2001).  

Insecure Attachment and PTSD 

Insecure attachment styles include negative internal working models of self and others 

(Bartholomew & Horowitz, 1991; Brennan et al., 1998).  Individuals with attachment anxiety 

patterns tend to have difficulties with self-efficacy and self-worth, and may have a tendency 

towards perceiving their world with levels of helplessness and hopelessness.  Individuals with 

attachment avoidance patterns are inclined to criticism and rejection, which leads to self-

criticism and detrimental levels of perfectionism (see Mikulincer & Shaver, 2007, for a review).  

In fact, Beck (1976) postulated that problematic thoughts about self, others, and the world are 

important diatheses or vulnerabilities for psychological problems. Individuals with insecure 

attachment styles are likely to not find security or external resources of social support, which 

may interfere with their ability to modulate their stress.  Having perceptions of rejection and/or 

loneliness, ineffective strategies that prevent resolution of the trauma, and negative views of self 

and others may exacerbate levels of distress (see Mikulincer & Shaver, 2007, for a review).   

 While most individuals recover after a traumatic event, vulnerabilities associated with 

insecure attachment style increase the risk for the development of psychopathological symptoms 

(Dieperink et al., 2001).  In a sample of veterans, Dieperink et al. (2001) demonstrated that an 

insecure attachment style was a stronger predictor of PTSD symptomatology than was intensity 

of the trauma.  Military personnel who have an insecure attachment style and have experienced 

combat may be at higher risk of developing adjustment problems because they may have a 
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shortage of security enhancement and supportive interpersonal relationships within their 

battalions and other military environments (Mikulincer et al., 2006).     

Traumatic events such as war, assault, and man-made and natural disasters, mobilize 

external and internal resources for coping, and place individuals at greater risk for short-term and 

long-term emotional problems (see Horowitz, 1982, for a review).  In some instances, 

individuals recover shortly after the traumatic event; however, others may develop prolonged 

mental health difficulties, including PTSD.  Research suggests that differences among persons’ 

attachment patterns play a significant role in determining whether a person develops PTSD 

following a traumatic event (see Mikulincer & Shaver, 2007, for a review).  High levels of 

secure attachment patterns and healthy functioning may allow traumatized persons to feel 

relatively secure and safe, which makes it less likely that they will develop long-term PTSD.  

Yet, non-optimal functioning of the attachment system may interfere with the recovery of 

emotional stability following a traumatic event, which increases the likelihood of developing 

PTSD (see Mikulincer & Shaver, 2007, for a review).  For instance, some individuals who 

experience a traumatic event may struggle to find inner representations of security or external 

support, which may result in greater feelings of loneliness and rejection, aggregation of distress, 

and ineffective strategies of emotional regulation.  These difficulties may prevent resolution of 

the traumatic event, which then increases the probability of developing PTSD (see Mikulincer & 

Shaver, 2007, for a review).       

Individuals with avoidant attachment patterns may fear intimacy and dependency, 

preferring to remain autonomous (Mikulincer, Shaver, & Pereg, 2003).  Such individuals attempt 

to keep themselves emotionally distant and do not trust other people’s intentions (see Mikulincer 

& Shaver, 2007, for a review).  While an avoidant attachment encourages autonomy, a tendency 
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to refrain from seeking help may deprive such individuals of the benefits of social support and 

treatment interventions that may alleviate distress (Renaud, 2008), which leave individuals with 

this particular attachment pattern vulnerable to developing psychopathological symptoms.   

Attachment avoidance may predispose an individual to reject and avoid emotions while 

trying to escape confronting the trauma (see Mikulincer & Shaver, 2007, for a review).  Clark 

and Owens (2012) demonstrated that veterans with greater levels of attachment avoidance in 

intimate relationships also reported higher levels of PTSD symptomatology.  Other researchers, 

found that attachment avoidance was also related to hazardous drinking behavior among veterans 

returning from the OIF and OEF wars (Currier, Holland, & Allen, 2012).  Overall, individuals 

with high levels of attachment avoidance tend to curtail social connections and disregard 

emotional distress, which may hinder veterans’ psychological well-being and discourage them 

from obtaining help from others (Currier et al., 2012).       

Attachment anxiety is also related to PTSD.  Horowitz (1982) postulated that attachment 

anxiety might facilitate the activation of past traumatic events and the discontented and frustrated 

act of asking for help, which brings back intrusive reactions.  One study found that individuals 

with attachment anxiety had high levels of intrusive thought symptoms of PTSD (Mikulincer, 

Florian, & Weller, 1993).  Other research has demonstrated that attachment anxiety is correlated 

with overall PTSD symptomatology (Currier et al., 2012; Owens et al., 2013).  However, it is 

notable that various studies indicated that veterans with high attachment avoidance had higher 

levels of PTSD than those with high attachment anxiety (Currier et al., 2012; Owens, 2013; 

Renaud, 2008).  In one study with a veteran sample, Clark and Owens (2012) demonstrated that 

attachment avoidance predicted higher levels of PTSD while attachment anxiety showed no 

association with PTSD.   
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Depression, Generalized Anxiety, and Insecure Attachment 

According to Bowlby (1980), early childhood experiences may be involved in the 

etiology of depression.  For instance, failure to formulate a secure attachment to the primary 

caregiver may lead one to perceive the self and the world in a pessimistic and hopeless manner 

(Bowlby, 1980).  Lack of support, approval, love, or other messages from the primary caregiver 

indicating that the child is unlovable or inadequate can contribute to the development of 

depression.  The child may perceive others as unloving, and perceive the self as not capable of 

being loved, which in adulthood becomes an expectation that other people are rejecting during a 

time of need (Bretherton, 1985).  This may be linked to depression because events are 

experienced and perceived as being uncontrollable (Bowlby, 1980; Seligman, Abramson, 

Semmel, & von Baeyer, 1979).     

Similarly, Bowlby (1973) postulated that most anxiety disorders are explained by anxiety 

related to the availability of the primary caregiver.  For example, in cases when parents fight, are 

frequently absent, or attempt suicide, some children with insecure attachment will worry 

excessively about the parent’s survival. Alternatively, parents who have difficulty letting go of 

the child due to fears regarding child’s safety may encourage the development of anxiety 

disorders in their children.  Consistent with this theory, Cassidy (1995) showed that individuals 

with GAD compared to those without GAD reported higher levels of rejection from caregivers in 

childhood.  

A review of the literature showed that both anxious and avoidance attachment styles were 

related to depression and anxiety (see Mikulincer & Shaver, 2007, for a review).  Research has 

demonstrated that among undergraduate students, adult attachment avoidance predicted levels of 

depressive symptoms at both an 8-week and 2-year follow-up (Hankin, Kassel, & Abela, 2005).  
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While attachment avoidance is positively correlated with anxiety symptoms among university 

students (Cooper, Rowe, Penton-Voak, & Ludwig, 2009), a longitudinal study demonstrated that 

it does not prospectively predict levels of anxiety (Hankin et al., 2005).  In fact, another study 

demonstrated that among undergraduate students, attachment avoidance/dismissive predicted 

levels of depressive symptoms but not GAD symptoms (Marganska et al., 2013).   

Additionally, studies have demonstrated that attachment avoidance compared to 

attachment anxiety had weaker relationships with symptoms of anxiety and depressive symptoms 

(Marganska et al., 2013; see Mikulincer & Shaver, 2007, for a review).  Despite these findings, 

research using psychophysiological measurements to assess for distress suggests that individuals 

with high attachment avoidance may not recognize or acknowledge symptoms of distress on self-

report measures (Roisman, Tsai, & Chiang, 2004).   

Attachment anxiety is characterized by an abundant activation of emotional regulation 

strategies that include a greater awareness of any threats to the self, particularly those that 

involve abandonment (Mikulincer et al., 2003).  Comparably, individuals with GAD symptoms 

report cognitions related to worrying and typically focus on target interpersonal components, 

such as social acceptance and conflict (Breitholtz, Johansson, & Öst, 1999).  Additionally, hyper-

activating strategies utilized by individuals with high attachment anxiety are designed to elicit 

attention from other people, often by engaging in clinging behaviors (Mikulincer et al., 2003). 

Similarly, individuals with GAD symptoms demonstrate a propensity to excessively pursue 

reassurance from other individuals (Cougle et al., 2012) as a way to relieve worrying about 

distress (Marganska et al., 2013).   

In contrast to the aforementioned research linking attachment avoidance to depression, 

one study found that only attachment anxiety, but not attachment avoidance, predicted 
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depression (Sherry et al., 2014).  Childhood interactions with the primary attachment figure may 

explain such relationships.  Specifically, mixed messages from caregivers that their children are 

not capable of being loved may be linked to a sense of inadequacy and depression (Bowlby, 

1980).  In adulthood, a person with high attachment anxiety may demonstrate clinginess, 

dependent behaviors, and the inclination to adverse and pessimistic emotions, which may create 

a vulnerability to experience depressive symptoms (Sherry et al., 2014).   

Coping and Psychiatric Symptoms 

Coping is defined as an attempt to lessen a stressor or emotional problems due to the 

stressor (Lazarus & Folkman, 1984), or to acclimate to a stressful event (Creech, Benzer, 

Liebsack, Proctor, & Taft, 2013).  As coping is both contextual and process-oriented, individuals 

must utilize cognitive and behavioral skills to manage internal and external demands that may 

exceed their available resources (Lazarus & Folkman, 1984).   

Research demonstrates that specific coping strategies to manage stressful events are 

related to better psychological well-being (Billings & Moos, 1984; Eisenbarth, 2012).  When an 

individual experiences negative emotions as a result of a stressful situation, the person may 

choose a particular response and coping strategy to alleviate the effects of the negative emotion 

(Lazarus & Folkman, 1984; Smith, Tarakeshwar, Hansen, Kochman, & Sikkema, 2009).  The 

particular coping style utilized may impact the development of psychiatric symptoms (Holahan, 

Moos, & Bonin, 1999), and may either exacerbate or alleviate the effects of stress on both 

transitory and longitudinal psychological functioning and distress (Skinner, Edge, Altman, & 

Sherwood, 2003).  For instance, studies have demonstrated the deleterious effects of an avoidant 

coping style (Barlow, 2002) and the positive impact of problem-focused coping (Eisenbarth, 

2012). 
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Avoidant Coping 

Avoidant coping is defined as an attempt to handle the effect of a stressor by turning 

away from difficulties that result from unpleasant experiences related to the stressor (Holahan et 

al., 1999).  An avoidant coping style involves minimization or denial of a particular situation, 

and/or choosing not to confront and endure the problem (Boden, Bonn-Miller, Vujanovic, & 

Drescher, 2012).  Avoidant coping may be a particularly adaptive coping strategy during 

wartime, because prioritizing the mission involves minimizing emotional responses in favor of 

quick action (Romero, Riggs, & Ruggero, 2015).  However, continuously engaging in an 

avoidant coping style over a prolonged period of time may contribute to mental health 

difficulties (Barlow, 2002; Holahan & Moos, 1987).  Research has shown that individuals with 

higher levels of avoidant coping reported greater levels of psychological distress (Eisenbarth, 

2012).  

Evidence suggests that individuals with anxiety disorders tend to avoid negative feelings 

related to feared events, which maintains anxiety and creates somatic discomfort (Barlow, 2002; 

Bögels & Mansell, 2004).  Empirically supported models of PTSD indicate that regulating 

emotions by avoidance of traumatic triggers, thoughts, and reminders may increase the risk for 

the severity of PTSD symptomatology (Feeny & Foa, 2005; Boden et al., 2012).  Traumatized 

individuals often engage in avoidant coping in order to control their intrusive thoughts related to 

the traumatic event (Feeny & Foa, 2005).  Constantly engaging in avoidant coping strategies 

maintains maladaptive views that the self is incompetent and hopeless, and perceptions that the 

world is an unsafe place (Foa et al., 2007; Resick et al., 2014).  

In a sample of student veterans, Romero et al. (2015) showed that those who endorsed 

higher levels of avoidant coping also reported greater levels of PTSD symptomatology.  In 
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another study examining a treatment intervention for veterans, decreases in avoidant coping 

predicted the reduction of PTSD symptomatology (Boden et al., 2012).  Some empirically 

supported treatments for PTSD aim to reduce avoidant coping and encourage the use of problem-

focused and active coping strategies.  For instance, Prolonged Exposure treatment for PTSD is 

based on the framework of emotional processing theory, which postulates that the etiology of 

PTSD is the failure to process memories of traumatic stressors adequately due to considerable 

avoidance of traumatic triggers (Foa et al., 2007).  When developing and maintaining these 

avoidant behaviors, distorted interpretations of the traumatic event are formed.  Because of 

avoidance types of behaviors, some individuals fail to process the memory of the trauma, which 

may lead to the development and maintenance of PTSD symptomatology.  (Foa et al., 2007; 

Resick et al., 2014).   

Avoidant coping is also associated with other psychological symptoms and distress 

(Barlow, 2002; Budge, Rossman, Howard, 2014; Glass, Flory, Hankin, Kloos, & Turecki, 2009; 

Schnider et al., 2007).  For instance, many studies have demonstrated that avoidant coping was 

related to higher levels of depressive symptoms (Barlow, 2002; Billings & Moos, 1984; Bӧgels 

& Mansell, 2004; Eisenbarth, 2012; Ottenbreit & Dobson, 2004; Romero et al., 2015).  While 

avoidant coping may be situationally effective, information processing biases that block 

resolution after distress increase the likelihood of risk, maintenance, and relapse of depression 

(Trew, 2011).   

Additionally, engaging in avoidant coping is associated with negative affective mood 

states (Taylor et al., 1992).   Avoidant coping by depressed individuals who avoid specific 

distressing memories may be advantageous in the short-term and protect them against the 

negative impact of worrying about the stressful events; however, it is highly unfavorable in the 
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long-term because it may negatively alter the course of depression (Hermans et a., 2008).  In 

contrast, research demonstrates that repeated confrontation of previous stressful memories or 

traumatic events alleviates negative feelings related with the events (Littrell, 1998).    

Among both veterans and civilians, avoidant coping is also related to anxiety and GAD 

symptoms (Eisenbarth, 2012; Romero et al., 2015).  According to Borkovec’s Model of worry 

and GAD, levels of anxiety are maintained via the negative reinforcement of engaging in 

avoidant coping behaviors (Borkovec, Alcaine, & Behar, 2004; Leahy et al., 2012).  In turn, 

these behaviors maintain the distorted perception that avoiding the situation is the only approach 

to cope with anxiety.  Thus, anxious individuals continue to perseverate about negative and 

distorted predictions of disastrous outcomes (Borkovec et al., 2004; Leahy et al., 2012).  An 

avoidant coping style maintains levels of anxiety because it does not allow the opportunity to 

tolerate the anxiety so anxious individuals are unable to habituate to the anxiety-provoking 

stimuli and fail to modify their distorted beliefs via new experiences (Leahy et al., 2012; Wolpe, 

1990). 

Problem-Focused Coping 

Problem-focused coping is a coping strategy oriented to planning or emphasizing a 

particular action to handle the stressor producing distress (Folkman & Lazarus, 1985).  Problem-

focused coping enables an individual to adapt or eliminate the source of what is causing distress 

through one’s behavior (Lazarus & Folkman, 1984).  Folkman and Moskowitz (2004) postulated 

that problem-focused coping is effective because it is related to individuals’ levels of control and 

autonomy.  Research findings suggest that problem-solving coping allows a person to identify 

and analyze the problem, define a solution, and review options and resources to be able to 
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examine possibilities to rank-order options (Dugas, Buhr, & Ladouceur, 2004; Dugas, Freeston, 

& Ladouceur, 1997; Dugas & Robichaud, 2007).  

The problem-focused coping approach is particularly useful in a military setting that 

requires swift action to resolve problems and reduce threats.  Among combat veterans, studies 

have demonstrated that PTSD is related to lower levels of problem-focused coping (Mikulincer 

& Solomon, 1989; Nezu & Carnevale, 1987).  Problem-focused coping is also negatively related 

to other types of psychiatric symptomatology.  For instance, studies have demonstrated that 

individuals who reported greater levels of problem-focused coping had lower levels of 

depressive symptoms, anxiety, and stress (Eisenbarth, 2012; Billings & Moos, 1981; Pearlin & 

Schooler, 1978).   

Conversely, Billings and Moos (1984) found that patients diagnosed with depression 

reported lower levels of problem-focused coping. Another study demonstrated that engaging in 

problem-focused coping was related to increased positive affect (Moskowitz, Folkman, Collette, 

& Vittinghoff, 1996).  Problem-focused coping also allows an individual to formulate a plan and 

engage in behaviors that execute established plans, which reduces levels of GAD symptoms 

(Dugas et al., 1997; Dugas & Robichaud, 2007).    

Coping as a Mediator 

A sense of security allows a person to be sufficiently confident to take risks and trust that 

help will be available if needed (Bowlby, 1969, 1982).  Securely attached individuals are able to 

devote attention to events other than self-protection, worries of being cared for, or thoughts of 

being unloved (Bowlby, 1969, 1982).  Individuals with a secure attachment are able to 

acknowledge and disclose that they are having distress, seek intimate relationships, and thus 

obtain support from others.  In addition, studies have demonstrated that individuals with a secure 
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attachment compared to those with an insecure attachment were more likely to have a problem-

focused coping style (Lussier, Sabourin, & Turgeon, 1997; Mikulincer & Florian, 1998; Raskin, 

Kummel, & Bannister, 1998), which may prevent or alleviate distress (Lazarus & Folkman, 

1984; Waters et al., 1998; see Mikulincer & Shaver, 2007, for a review).     

Conversely, adults with insecure attachment patterns may not engage in effective coping 

strategies, which in turn can exacerbate psychological distress (Wei, Heppner, & Mallinckrodt, 

2003).  Research demonstrates attachment avoidance and anxiety are related to rating stressful 

events as highly threatening (see Mikulincer & Shaver, 2007, for a review).  For instance, 

Williams and Riskind (2004) demonstrated both attachment avoidance and anxiety were related 

with evaluating potential threats as quickly arising and risk progressively worsening.  This may 

explain the associations between insecure attachment and avoidant coping strategies (Lopez, 

Mauricio, Gormley, Simko, & Berger, 2001; see Mikulincer & Shaver, 2007, for a review).   

As such, those with attachment avoidance may be using distractions to avoid having to 

deal with stressors (Feeney, 1995).  Focusing on the negative affect may deplete important 

cognitive resources and increase denial and disengagement strategies to avoid the effect of the 

stressor (Berry & Kingswell, 2012). Individuals with an avoidant attachment style are likely to 

cope with stress by attempting to protect themselves using rejection, constraining emotional 

behaviors, and minimizing or denying negative affect; something shared among those who 

engage in avoidant coping and deactivating strategies.  Avoidant coping strategies (e.g., denial 

and behavioral disengagement) commonly used by those with attachment avoidance processes 

may be linked to avoidance of stressor being experienced and hinder problem-focused coping 

strategies (Berry & Kingswell, 2012).  Studies have demonstrated a relationship between 

attachment avoidance and avoidant coping (Feeney, 1995; Lopez et al., 2001; Marshall et al., 
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2000).  Particularly, Mikulincer et al. (1993) demonstrated that those with an avoidance 

attachment style reported more avoidant coping compared to those with ambivalent and secure 

attachment styles.  Additionally, Berry and Kingswell (2012) demonstrated problem-focused 

coping was negatively associated with attachment avoidance but had no significant relationship 

with attachment anxiety.     

Those with anxious attachment tend to cope by engaging in hyper-activating strategies 

and overestimate the degree to which the stressor is threatening and uncontrollable, which 

produces highly emotional reactions (Kobak & Sceery, 1988; Lopez et al., 2001; Mallinckrodt, 

2001; Mikulincer & Florian, 1998); however, such individuals may not be effective in using 

support from others because they may be hyper-sensitive to signs of rejection (Shaver & 

Mikulincer, 2002).  Individuals with attachment anxiety tend to keep doubts about their ability to 

cope with dangers or threats, leaving them to continue to engage in hyper-vigilant behaviors for 

potential dangers.  However, these behaviors and perceptions may increase fearful responses to 

threats that include excessive worrying and avoidance of problem-solving strategies (Shaver & 

Mikulincer, 2008); such avoidant strategies are common among anxiety disorders.  Also, 

individuals with a preoccupied attachment style may not have a sense of self-efficacy and 

confidence which may lead to negative expectations about their capacity to control stressful 

situations.  As a result, they may try to reduce their distress via the use of avoidant coping 

strategies such as using alcohol, drugs and other escape strategies (Ognibene & Collins, 1998).  

Also, Berry and Kingswell (2012) demonstrated positive associations between attachment 

anxiety and dysfunctional coping (defined as denial, behavioral disengagement, mental 

disengagement, and alcohol/drug use).        
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Furthermore, individuals are not necessarily wedded to a particular coping strategy.  

Lopez et al. (2001) postulated that individuals with an avoidant attachment style are more 

heterogeneous in their coping strategies.  In addition, the association between attachment and 

psychological distress may be more indirect (Wei et al., 2003).  For instance, several research 

studies have demonstrated that coping mediated the relationship between attachment style and 

psychological distress (Kenny & Rice, 1995; Lopez et al., 2001; Wei et al., 2003).  This suggests 

that the relationship between attachment and psychiatric symptoms is better explained via other 

intervening variables as opposed to a linear relationship.  

Alcohol Predicts and Moderates Psychopathology 

Despite its clear importance, no study has yet to use moderation models to examine how 

attachment and coping relate to psychiatric symptoms. While previous studies have examined 

how the interaction of alcohol use and avoidant coping impact psychiatric symptoms (Hruska et 

al., 2001), no studies have examined such effects in the presence of attachment as a predictor 

variable.   

Brady et al. (2004) postulated that veterans may use substances to help cope with 

symptoms of PTSD.  Specifically, individuals engage in avoidant strategies such as numbing 

feelings or using alcohol to self-medicate to alleviate PTSD symptoms (Brady et a., 2004; 

Brown, & Wolfe, 1994; Held et al., 2011; Hruska et al., 2001; Owens et al., 2014; Stewart et al., 

1998).  Research demonstrates that avoidant coping is related to higher levels of PTSD and 

alcohol use (Hruska et al., 2011; Owens et al., 2013; Schnider, et al., 2007).  Hruska et al. (2011) 

demonstrated a moderating role for alcohol use such that the relationship between avoidant 

coping and PTSD symptoms was greater for individuals who had a history of alcohol 
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abuse/dependence. These findings suggest a more complex relationship between avoidant coping 

and psychiatric symptoms as opposed to a simple linear relationship.   

In this cross-sectional path analysis study, the first hypothesis predicted that higher levels 

of attachment anxiety would be related to increased levels of avoidant coping, depression, and 

GAD and PTSD symptoms.  The second hypotheses predicted that higher levels of avoidant 

attachment would predict increased levels of avoidant coping, depression, and PTSD, and 

decreased levels of problem-focused coping.   In the third hypothesis, it was predicted that 

greater levels of avoidant coping would be linked to increased levels of depressive, GAD and 

PTSD symptoms while higher levels of problem-focused coping would be associated with lower 

levels of PTSD, anxiety, and depressive symptoms.  In the fourth hypothesis, it was predicted 

that higher levels of alcohol use would be related to increased levels of depression, PTSD, and 

GAD symptoms.  Lastly, the fifth hypothesis predicted that coping strategies would mediate the 

relationship between attachment patterns and psychiatric symptoms (See Figure 2).    

The sixth research question examined the role of alcohol use.  Given evidence that 

alcohol use strengthens the relationship between avoidant coping and PTSD symptoms (Hruska 

et al., (2011), a moderated path illustrates the relationship between avoidant coping and PTSD 

symptoms would be moderated by alcohol abuse (See Figure 3).  
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Recruitment efforts for in-person data collection were made by contacting the 

organizations Veterans of Foreign Wars (VFW) and American Legion within the Dallas-Forth 

Worth (DFW) area.  There were multiple visits to local meetings, however, obtained low return 

rates.  Attempts were also made to mail questionnaires to members of such organizations but 

continued to receive low response rates on the survey.    

Additional Methods
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Additional Results 

Original Hypothesized Model:  Moderation by Alcohol Use 

Path analysis was conducted using MLR estimation in Mplus Version 7 software 

(Muthén and Muthén, 1998 – 2008) to estimate the associations between attachment processes, 

coping strategies, and psychiatric symptoms (See Figure 3).  Attachment anxiety was specified to 

have direct relationships with avoidant coping and all outcome variables while attachment 

avoidance was specified to have direct relationships with both coping strategies, depression, and 

PTSD symptoms (See Figure 3).  Coping strategies were specified to have direct effects with 

psychiatric symptoms.  Additionally, avoidant coping was specified to mediate the relationship 

between anxious attachment and psychiatric symptoms and also specified to mediate the 

relationship between avoidant attachment, depression, and PTSD symptoms.  Problem-focused 

coping was only specified to mediate the relationship between avoidant attachment and 

psychiatric symptoms.  Alcohol use was specified to have a direct relationship with psychiatric 

symptoms and specified to moderate the relationships between avoidant coping and PTSD (See 

Figure 3). 

The proposed model had adequate fit on the following fit indices, χ2 (9) = 33.76, SRMR = 

.06, and CFI = .97, however, had poor model fit for one of the parsimonious fit indices (e.g., 

RMSEA = .12; Blackburn et al., 2004; Hu & Bentler, 1999; McDonald, 1999).  Within this 

model, alcohol use did not significantly moderate the relationship between avoidant coping and 

PTSD symptoms (p = .84; See Figure 4).  When deleting the interaction between avoidant coping 

and alcohol use, the model had adequate fit across all model fit indices (e.g., χ2 (10) = 22.80, 

SRMR = .06, CFI = .98, RMSEA = .06; Blackburn, Donnelly, Logan, & Renwick, 2004; Hu & 

Bentler, 1999; McDonald, 1999).  In particular, model fit improved for two of the parsimonious 
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fit indices (e.g., RMSEA and CFI).  Coefficients for each path and associated significance are 

reported in Figure 2.   
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Figure B.1. Proposed hypotheses: coping mediates the relationship between attachment and 
psychiatric symptoms, and alcohol use moderates the associations between avoidance coping 
and PTSD symptoms.  
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Figure B.2. Path analysis: Coping mediates the relationship between attachment and 
psychiatric symptoms, and alcohol use moderates the associations between avoidance 
coping and PTSD symptoms.  Dashed lines represent non-significant paths.      
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Additional Discussion 

Contrary to previous research (Hruska et al., 2011), the current study did not demonstrate 

that alcohol use moderated the relationship between avoidant coping and PTSD.  Only the direct 

effect of alcohol related to psychiatric symptoms was significant.  In fact, when deleting the 

interaction between avoidant coping and alcohol use, model fit improved and had adequate fit 

across all model fit indices. Discrepant findings might be explained by the inclusion of variables 

predisposed to play a significant role in the development of psychiatric symptoms, in this case 

attachment avoidance and anxiety.  Other possible reasons for differences in findings may be due 

to the different sample size in this study.  Compared to Hruska’s sample of victims of motor 

vehicle accident, servicemen have Tricare and veterans have veterans’ health benefits, which 

allow for free or affordable treatments for alcohol and/or substance use disorders as opposed to 

the possibility of having such disorders left untreated.  In addition, the path analysis procedure 

used in the present study is more robust than the regression methods used in Hruska’s study.  The 

results of this study may be due to a more complex conceptualization of both coping and 

psychological distress, and the benefits of a path analysis allowing for the analyses of multiple 

dependent variables and simultaneous equations that decrease family-wise error rates.  However, 

it is recommended that this study be replicated using structural equation modeling, which is a 

still more robust analytical method used to eliminate measurement error.  Structural equation 

modeling also examines variables at the latent mean level and not at the observed mean level, 

which increases the accuracy of methodology and improves generalizability of results.   

Further, studies exploring how psychiatric symptoms and psychological distress are 

related to alcohol abuse during and following deployment are scarce (Marshall et al., 2012).  

Based on their findings that National Guard soldiers who reported post-deployment depression 
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and PTSD also reported elevated levels of alcohol use, Marshall et al. (2012) suggested that 

depression and PTSD contribute to increased alcohol use.  In addition, a study demonstrated that 

among military personnel, those with PTSD and depression were at greater risk of continuing 

alcohol use and also at higher risk of developing alcohol-related difficulties at follow-up 

(Jacobson et al., 2008).  While the current study demonstrated non-significant differences in 

outcome variables between those who reported or did not report deployment to war zone and/or 

conflict, 31.37% of our sample were not deployed to war zone and/or conflict.  Thus, conducting 

a longitudinal study using a larger sample size with combat exposure may shed more light on the 

relationship between alcohol use disorders and psychiatric symptoms.  Particularly, future 

research can examine whether psychiatric disorders prospectively predict higher levels of alcohol 

abuse as demonstrated by Marshall et al. (2012), suggesting that alcohol may be an outcome 

variable rather than a moderator as originally conceptualized in the current study.        
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University of North Texas Institutional Review Board 

Informed Consent Notice 

Before agreeing to participate in this research study, it is important that you read and understand 
the following explanation of the purpose, benefits, and risks of the study and how it will be 
conducted. You must be 18 years of age or older to participate. Your participation is completely 
voluntary and you may withdraw at any time.  

Title of Project:  Risk and Resilience in the Psychological and Interpersonal Functioning of 
Military Service Members/Veterans 

Principal Investigator:  Shelley Riggs, Ph.D., Associate Professor 
University of North Texas (UNT) Department of Psychology 

This research study has been reviewed and approved by the UNT Institutional Review Board 
(940-565-4649.)  Contact the UNT IRB with any questions regarding your rights as a research 
subject. 

Purpose of the Study: 
You are being asked to participate in a research study investigating the interpersonal and 
psychological functioning of military service members and veterans. Military service places 
unique demands on service members, so it is important to identify key risk and resilience factors, 
such as coping strategies, attachment relationships, family processes, as well as barriers to care. 
The primary goal of the study is to learn what factors help or hinder the overall functioning of 
service members and veterans, which will inform prevention efforts and improve psychological 
and social services. 

Study Procedures:  
We will ask you to complete an online survey regarding your experiences in the military and 
your current close relationships and psychological health. Your participation is voluntary. We 
anticipate that it will take you approximately 25-30 minutes to complete 19 brief questionnaires. 

Foreseeable Risks:  
Participation in this online survey involves risks to confidentiality similar to a person’s everyday 
use of the Internet.  Although not expected, it is possible that you may experience some 
discomfort as a result of the questions asked in this survey. If excessive discomfort is 
experienced, you may choose to stop answering questions at any time without penalty. If you 
feel that you need to discuss your discomfort further, please contact a mental health provider at 
your military installation or local VAMC, or you may contact the researcher who will refer you 
to appropriate services. If your need is urgent, helpful resources include the Veterans’ Crisis Line 
(1.800.273.8255 and Press 1; Or text 838255) or National Suicide Prevention Lifeline 
(1.800.273.8255) 
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The researchers have tried to prevent any problem that could happen because of this research, but 
the study may involve risks to the subject that are currently unforeseeable. You may contact the 
researchers if there is a problem, and they will do their best to help you. However, the University 
of North Texas does not provide medical services or financial assistance for problems that might 
occur as a result of taking part in this research.  

Benefits to the Subjects or Others: 
This study is expected to allow us to better understand the impact of military service on 
psychological and interpersonal functioning. The indirect benefit of your participation may be 
your contribution to the knowledge base regarding the effects of military service on mental 
health.  

Compensation for Participants: 
There is no compensation for your participation in this study. However, the researchers will 
donate one dollar for each person who participates up to $500 to the Fisher House Foundation, a 
non-profit organization that supports service members/veterans and their families. 

Procedures for Maintaining Confidentiality of Research Records: 
All information gathered in this study will be kept confidential to the extent that is allowed by 
law. A number of steps will be taken to minimize the risk of loss of confidentiality. The survey 
will include no identifying information. A code, rather than your name, will be used by the 
researchers. Only the principal investigator and research assistants will have access to the data. 
The data collected will not be shared with any individuals or agencies, and will only be used for 
research or educational purposes. It is anticipated that the research will be published in a 
psychological journal; however, no identifying information will be included in any publication of 
the data collected in this study. 

Questions about the Study: 
You may contact the Principal Investigator at 940.565.2671 or by email at riggs@unt.edu or send 
an email to the project’s graduate student researchers at familyattachmentlab@unt.edu. 

Please print this consent form for your records. 
By clicking the "I Accept" Button below, you are agreeing that you understand your rights as a 
research subject, and you voluntarily consent to participate in this study. You understand also 
what the study is about and how and why it is being conducted. 

If you agree to participate in this study, please click the "I Accept" button below. If you choose 
not to participate, please click the "Reset" button and close your browser.  

I accept, proceed to survey 
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