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Complex posttraumatic stress disorder (CPTSD) integrates symptoms common 

to victims of “complex” traumas, like childhood physical or sexual abuse, with the 

diagnostic criteria of posttraumatic stress disorder (PTSD).  It was hypothesized that a 

history of witnessing interparental violence would be related to adulthood CPTSD 

symptoms.  Results from hierarchical multiple regressions with 287 college students 

showed that witnessing interparental violence and experiencing child physical abuse 

predicted higher levels of CPTSD, PTSD, and depression symptoms.  After controlling 

for child abuse, witnessing interparental violence predicted higher levels of traditional 

PTSD symptoms, but it did not predict an increase in overall CPTSD symptom severity 

or depression.  Results suggest that the traditional PTSD construct, rather than CPTSD, 

best accounts for the symptoms of those who witnessed interparental violence in 

childhood. 
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CHAPTER 1 

INTRODUCTION 

Prevalence of Partner Violence 

Prevalence in General Population 

Research on the prevalence of domestic violence finds that it occurs in 

approximately 30% of marriages.  In their 1988 national survey, Gelles and Straus 

reported the lifetime incidence of spousal abuse to be about 28% in the US.  Worldwide, 

reviews from prevalence studies found the mean lifetime prevalence rates of domestic 

violence against women to be between 20% and 50% in most of the countries examined 

(Alhabib, Nur, & Jones, 2010; Garcia-Moreno, Jansen, Ellsberg, Heise, & Watts, 2006).  

Due to the shame and stigma of domestic violence, the prevalence may realistically be 

even higher than reported.  It is noteworthy that partner violence occurs more frequently 

between partners who have children than those who do not (McDonald, Jouriles, 

Ramisetty-Mikler, Caetano, & Green, 2006).  This pattern appears outside of the United 

States as well; the presence of children actually increased the risk of partner violence in 

Great Britain (Mirlees-Black, 1999).  This was shown to have a particularly increased 

risk in women between the ages of 30 and 59.  For these women, the risk that they 

would be assaulted by their partner was three times higher if the couple had children 

(Mirlees-Black, 1999).  It may be that children present increased stress and cause strain 

to the relationship, resulting in higher incidents of violence.  Though the direct physical 

implications of this interpersonal violence are incurred by the victim, the effects of 

witnessing this violence as a child are not fully understood. 
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Estimates of the number of American children living in homes where domestic 

violence occurs have ranged from 3.3 to 15.5 million children (McDonald et al., 2006; 

Osofsky, 2003).  Osofsky’s (2003) review of the research on the prevalence of children 

exposed to domestic violence found estimates ranging from 16% to 25% of children 

from community samples.   McDonald and colleagues (2006) estimate that 15.5 million 

children, or roughly 29.4% of American children, live in homes in which some sort of 

violence between parental partners has occurred in the past year.  These investigators 

included throwing things, pushing, and slapping in their definition of violence, but 

defined severe violence as kicking, hitting, beating up, choking, and threatened or 

actual use of knife or gun.  They estimated the number of American children living in 

homes with severe domestic violence to be about 7 million, or 13.3% of children.  Most 

likely underestimations, these estimates are staggering and highlight the necessity of 

understanding the consequences of witnessing domestic violence.  

 

Co-Occurrence with Child Abuse 

An important consideration in studying the effects of witnessing interparental 

violence is its frequent co-occurrence with child abuse.  The implications of this 

concurrent parent-child violence must be taken into account, whether the abuse occurs 

as a result of the conflict between parents (i.e., violence inflicted on a child because of 

his or her attempt to intervene in the parents’ struggle) or as separate incidents of 

abuse.  Like the prevalence of partner violence, the exact rate of co-occurring partner 

violence and child physical abuse is unknown.  In their review, Knickerbocker, Heyman, 

Slep, Jouriles and McDonald (2007) discuss the difficulties in obtaining consistent rates 
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of co-occurring partner and parent-child physical aggression, but cite rates of 

approximately 40% in community samples.  Suh and Abel (1990) found the co-

occurrence to be 40% from the reports of mothers in a battered women’s shelter.  In a 

study of retrospective data from a sample of non-clinical adults, the overlap was found 

to be even higher: around 52% of the women and 43% of the men who reported 

witnessing violence between their parents also experienced abuse (Silvern, Karyl, 

Waelde, Hodges, Starek, Heidt, & Min, 1995).  

 The two forms of violence exposure can be quite entangled. In a study that 

reviewed the records of 139 children who were seen at an emergency room due to 

injuries incurred by domestic violence, 59% of the children under 2 years old were 

injured from being held by the parent during the parents’ fight, and 78% of the 

adolescents were injured because they tried to intervene in violence between their 

parents (Christian, Scribano, Seidl, & Pinto-Martin, 1997).  In some cases, the threat of 

harm or actual harm to the child is used as an intimidation to the mother (McGee, 1997).  

In other cases, the child may be forced to engage in the violence against his or her 

parent.  As reported by McGee (1997), one mother explained that her husband would 

force their child to hit her.  An even more alarming example of the entanglement of the 

two kinds of abuse is also provided by McGee (1997) in the case of a man who bundled 

the couple’s baby in a sheet and used the baby’s body as a weapon to hurt the mother.  

Although extreme examples, these incidents highlight the inter-connectedness of 

partner abuse and child abuse, which will have to be taken into account in the present 

study. 
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Research on Witnessing Intimate Partner Violence 

Childhood Effects of Witnessing Family Violence 

Research suggests that, because of its developmental implications, trauma is 

most influential when it occurs during childhood (van der Kolk, 2005).  Witnessing 

domestic violence has a variety of physical and emotional effects on children of all ages.  

Beginning in prenatal development, physical abuse of a pregnant mother can result in 

subsequent low infant birth weight (Campbell, Torres, Ryan, King, Campbell, Stallings, 

& Fuchs, 1999).  As an infant, violence in the home is associated with erratic sleeping 

and feeding schedules, which can result in poor weight gain and increased time to 

reach developmental milestones (Knapp, 1998).  School-aged children who witness 

domestic violence may have poor performance in school and they may also report 

somatic complaints (Mahoney & Campbell, 1998).  Older children and teenagers 

exposed to this violence may be more likely to engage in truant behavior (Hornor, 

2005).  

Research on the emotional effects of witnessing family violence has shown that 

this exposure can result in varying degrees of distress for the child, often including 

symptoms of posttraumatic stress.  Graham-Bermann and Levendosky (1998) studied 

64 children, aged 7 to 12, whose mothers had been physically abused by their partners.  

The mothers and children were recruited for this study through domestic violence 

shelters and community programs as well as through flyers.  The resulting sample was 

mothers and children from low socio-economic backgrounds, with the mean monthly 

family income being $1,084 (SD = $870).  Each mother was determined to have been 

physically abused by her partner by the Conflict Tactics Scale (CTS; Straus, 1979).  The 
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children’s traumatic stress symptomology was assessed by asking their mothers to 

answer questions about the child’s experience.  Seventeen symptoms from the DSM-IV 

criteria for PTSD were assessed in this manner.  Observations on the children’s 

emotional and behavioral functioning were gathered via completion of the Child 

Behavior Checklist (CBCL; Achenbach & Edlebrock, 1993) by the child’s mother and 

teacher.  The children’s social competence and self-worth were assessed using the 

Perceived Competence Scales for Children (PCS; Harter, 1982).  

As a result of the witnessed violence, Graham-Bermann and Levendosky (1998) 

found that 48% of the children experienced irritability, 42% had difficulty concentrating, 

approximately 33% experienced intrusive memories or engaged in marked efforts to 

avoid thinking about the witnessed violence, and 25% demonstrated hypervigilance or 

increased startle response, according to their mothers’ reports.  As will be discussed 

below, the PTSD diagnosis consists of three groups of symptoms: re-experiencing the 

traumatic event, avoiding the event, and increased arousal.  In order to meet for a 

PTSD diagnosis, all three symptom clusters must be present.  Of the 64 children, 8 

(13%) met full criteria for PTSD diagnosis.  Thirty-three children (52%) met the first 

criterion of re-experiencing symptoms, 12 children (19%) met the second criterion of 

avoidance symptoms, and 27 children (42%) met the third criterion of increased arousal 

symptoms.  Internalizing and externalizing behaviors as measured by the CBCL varied 

among the children; however, children who were experiencing PTSD symptoms did 

have higher CBCL scores, indicating higher levels of both internalizing and externalizing 

behavioral problems.  

 Research conducted by Fantuzzo, DePaola, Lambert, Martino, Anderson, and 
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Sutton (1991) examined the immediate effects of witnessing family violence on the 

externalizing and internalizing behavior of preschool aged children.  This research also 

addressed the behavioral consequences of living in a domestic violence shelter.  

Fantuzzo and colleagues recruited 107 children, aged 3.5 to 6.5 years old, and their 

mothers from Head Start Centers and battered women’s shelters.  The sample 

consisted of a roughly equal number of boys and girls and was fairly ethnically diverse.  

All of the enrolled families were low-income and living below the poverty line.  Based on 

the mothers’ reports of violence from the CTS and the mother and child’s current living 

situation (temporary shelter or family home), the mother-child dyads were divided into 

four groups: shelter plus physical violence and verbal aggression (n = 23), home plus 

physical violence and verbal aggression (n = 27), home plus verbal aggression (n = 30), 

and home control (n = 27).  

  Fantuzzo and colleagues found that children who witnessed physical violence 

and verbal aggression demonstrated externalizing behavior problems that were 

significantly more severe than children in the verbal aggression or control groups, 

regardless of their living situation.  This was determined according to the mothers’ 

reports of the children’s behavior on the CBCL.  The verbal aggression group did exhibit 

externalizing behavior problems as well, and at a higher rate than the control group.  

Interestingly, the shelter physical violence and verbal aggression group showed higher 

levels of internalizing behavior problems than all three other groups, including the home 

physical violence and verbal aggression group.  This distinction between internalizing 

behavior was the only difference that remained between the shelter group and the 

others once the severity of violence was statistically controlled.  While investigating the 
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relationship between witnessing interparental violence and preschool aged children’s 

behavior development, this study also raised issues of the specific problems caused by 

living in temporary shelters. 

 In contrast with other traumatic events, witnessing interparental violence is 

unique in the ways it may interact with the child’s psychological development.  In most 

cases it is a repetitive, chronic condition in the child’s home, as opposed to a single, 

traumatic incident such as a car accident or natural disaster.  Because of its chronic 

nature and the fact that it occurs during childhood, witnessing interparental violence has 

the potential to severely interact with the development of the child’s brain and 

personality (van der Kolk, 2005).  Without the optimal support from a parent, as one is 

the perpetrator and the victimized parent is often incapacitated, these children may not 

be able to regain the sense of safety and security that is necessary for them to recover 

from the traumatic experience.  Instead, they are left in a state of confusion, unable to 

comprehend what is happening around them and ultimately unable to integrate all of the 

information relative to their experience.  This causes an interference in the child’s 

neurological development such that he or she is unable to successfully integrate 

sensory, emotional, and cognitive information (van der Kolk, 2005).  This fragmentation 

can have serious implications for the development of the child’s personality, which is of 

particular interest for this study and which will be discussed in further detail. 

Additionally, witnessing violence at the hands of a known person, especially one 

who is expected to provide protection from harm, will undoubtedly have severe 

consequences on the attachment between a child and his or her caretaker and also on 

the development of that child’s personality.  In order for a secure attachment to develop 
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between mother and child, the young child must be able to receive comfort and security 

from the mother.  This is often impossible when the mother is the victim or perpetrator of 

domestic violence.  When the child experiences distress, she is unable to turn to her 

mother for support, which could result in an insecure attachment.  The child may then 

become helpless, anxious, and experience difficulty relying on others to help them (van 

der Kolk, 2005).  

 

Characteristics of Adults Having Witnessed Family Violence 

Some research has been conducted on the long-term effects of witnessing 

interparental violence in childhood.  The Adverse Childhood Experiences Study, a 

survey of 13,494 adults, found a relationship between exposure to abuse and 

household dysfunction and many physical illnesses, such as heart disease, cancer, 

chronic lung disease, skeletal fractures, and liver disease (Felitti, Anda, Nordenberg, 

Williamson, Spitz, Edwards, Koss, & Marks, 1998).  The adverse childhood experiences 

that were reported in this study included psychological, physical, and sexual abuse, as 

well as living in a home with someone who abused substances or was mentally ill, or 

witnessing their mother being treated violently.  Although broader than exposure to 

interparental violence alone, this study shows that there are long-term physical 

consequences to chronic traumatic experiences in childhood.  

Other research has concentrated on the relationship between witnessing 

domestic violence as children and the likelihood of perpetrating or becoming victims of 

violence in their own adult relationships (Hotaling & Sugarman, 1986).  In their review of 

400 studies, Hotaling and Sugarman (1986) examined potential risk factors for both 
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perpetrator and victim in husband-to-wife violence.  In their review they found that 

witnessing interparental violence in childhood or adolescence was the only consistent 

risk marker of women who are victims of domestic violence.  They found several 

consistent risk markers of physically violent husbands; the most prominent of these 

were concurrent violent behavior, including being sexually aggressive with their wives 

and using physical violence with their children, as well as witnessing violence between 

their own parents in childhood or adolescence.   

Ehrensaft, Cohen, and Johnson (2006) conducted research to determine if the 

development of personality disorders plays a role in the link between witnessing 

domestic violence and becoming its perpetrator.  These researchers hypothesized that 

children who grow up surrounded by family violence are more likely to commit violence 

against their intimate partners as adults because they are also more likely to develop 

personality disorders.  To test their hypotheses, they followed 821 children beginning in 

1975.  The mothers and children were assessed at three follow-up points and with a 

final questionnaire, inquiring about aggressive behavior, work history, intimate partner 

history, and partner violence, which was collected in 1999.  Of the original participants, 

582 continued their participation by responding to the final survey, 543 of which had had 

an intimate partner over the past year. 

In their various interviews, Ehrensaft, Cohen, and Johnson (2006) measured 

socioeconomic status, psychiatric disorders, child punishment, parent-to-parent 

violence, and child abuse in the child’s home.  The final questionnaire also assessed 

whether the adult participant had engaged in partner violence.  This study found that 

Cluster A personality symptoms (paranoid, schizoid, and schizotypal personality 
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disorders) as well as Cluster B personality symptoms (histrionic, borderline, and 

narcissistic personality disorders; antisocial personality disorder was not included) were 

related to perpetrating partner violence in both men and women.  Cluster C personality 

symptoms (avoidant, dependent, and obsessive-compulsive personality disorders) were 

associated with a decreased risk for perpetrating partner violence.  While personality 

symptoms were found to play a part in determining the risk to perpetrate partner 

violence, exposure to domestic violence, as well as severe punishment in childhood, 

were found to predict partner violence perpetration independent of the effects of 

personality disorder symptoms.    

There has also been some research into the long-term psychological effects of 

witnessing interparental violence.  Silvern and colleagues (1995) studied men and 

women who reported witnessing violence between their parents as children.  In doing 

so, these researchers sought to determine if childhood exposure to interparental 

violence is associated with subsequent posttraumatic symptoms, depression, and low 

self-esteem in adulthood.  The participants, 287 female and 263 male undergraduate 

students at a state university, were asked to give retrospective reports about their 

exposure to interparental violence, child physical abuse, child sexual abuse, and 

parental alcohol abuse.  Current data was collected on the participants’ demographic 

information, depressive symptoms, trauma symptoms, and self-esteem.  

Silvern and colleagues (1995) found that 118 (41.1%) of the female and 85 

(32.3%) of the male participants reported that they had witnessed violence between 

their parents.  Of these participants, 61 women (51.7%) and 36 men (42.9%) also 

experienced child abuse.  Also of the participants who reported exposure to 
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interparental violence, 40 women (34.2%) and 10 men (11.8%) reported being sexually 

abused.  This research also found that reported exposure to interparental violence was 

associated with reported parental alcohol abuse and parental divorce in these men and 

women.  To answer their research question, Silvern and colleagues (1995) statistically 

controlled for child sexual and physical abuse and found that women who reported 

witnessing interparental violence experienced more depressive symptoms and lower 

self-esteem than those who had not.  After controlling for childhood abuse, the 

relationship between exposure to interparental violence and trauma symptoms was not 

significant for women.  Although exposure to interparental violence and mild trauma 

symptoms was found in men before controlling for childhood abuse, no significant 

relations were found between exposure to interparental violence and depression, self-

esteem, or trauma symptoms when child sexual and physical abuse were statistically 

controlled.  

Other researchers have found a significant relation between witnessing 

interparental violence and PTSD symptoms in adulthood after controlling for child 

physical or sexual abuse.  In their study of 180 US college students, Marmion and 

Lundberg-Love (2008) found prevalence rates of childhood physical abuse (CPA; 36%), 

childhood sexual abuse (CSA; 16%), and witnessing interparental violence (22%) 

consistent with prior research.   Altogether, CPA, CSA, and interparental violence were 

related to several of the scales of the Trauma Symptom Inventory (TSI).  They did not 

report findings for overall or total PTSD symptoms and instead focused on individual 

PTSD criteria.  Specifically, they found that CPA, CSA, and interparental violence 

significantly predicted PTSD symptoms of intrusive experiences and defensive 
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avoidance, but did not significantly predict symptoms of anxious arousal (Marmion & 

Lundberg-Love, 2008).  In addition, the three forms of violence predicted anger and 

irritability, depression, and tension reduction behavior.  Contrary to the findings of 

Silvern and colleagues (1995), Marmion and Lundberg-Love (2008) found that 

witnessing interparental violence was a significant, unique predictor of each of these 

symptom categories except depression.  In addition, witnessing interparental violence 

had stronger relations with intrusive experiences, anger and irritability, defensive 

avoidance, and tension reduction behavior than CPA or CSA.  Their study provides 

evidence that witnessing interparental violence in childhood may be uniquely related to 

psychological symptoms in adulthood. 

Interparental and parent-child violence have been found to be predictive of PTSD 

symptoms in adulthood outside of the US as well.  Haj-Yahia, Tishby, and de Zoysa 

(2008) studied a group of 476 medical students in Sri Lanka.  Haj-Yahi, Tishby, and de 

Zoysa (2008) found that interparental violence and child abuse together accounted for 

significant variance in PTSD symptoms after controlling for sociodemographic variables 

and perceptions of family functioning and environment.  Additionally, both forms of 

violence were found to be significant, unique predictors of PTSD symptoms.  Shen 

(2009) found similar results in a sample of 1,924 college students in Taiwan.  

Participants were categorized into four groups: no violence, interparental violence 

alone, parent-child violence alone, and dual violence (both interparental and parent-

child violence).  Omnibus results showed significant difference across groups predicting 

PTSD symptoms; the dual violence group had significantly higher PTSD severity than 

all other groups.  Interestingly, both the interparental violence alone and parent-child 
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violence alone groups had higher PTSD severity than the no violence group, but the two 

groups were not statistically different from each other with regard to PTSD severity.  In 

addition, Shen (2009) examined the effects of both types of violence on PTSD 

symptoms after controlling for sociodemographic variables.  Dual violence and 

witnessing interparental violence alone were significant, unique predictors in the final 

model; parent-child violence alone was not. 

Although correlational, this entire line of research lends support to the theory that 

witnessing interparental violence may have long-term consequences.  In particular, 

adults who witnessed interparental violence have higher rates of chronic physical 

illnesses (Felitti et al., 1998), are at higher risk of being involved in an abusive romantic 

relationship (Hotaling & Sugarman, 1986), and may experience more severe symptoms 

of depression (Silvern et al., 1995) and PTSD (Haj-Yahia, Tishby, & de Zoysa, 2008; 

Marmion & Lundberg-Love, 2008; Shen, 2009). 

 

Shortcomings in the Research 

Research Conducted with Children 

Much of the research conducted on the effects of witnessing parental violence 

has been done with children immediately after they have left the violent environment, 

often while living in a temporary shelter (Carlson, 1991; Fantuzzo, DePaola, Lambert, 

Martino, Anderson, & Sutton, 1991).  The outcomes of these research studies are likely 

confounded by the situational effects of living in a shelter.  Children who have left their 

homes to live in a shelter are more likely to have witnessed more severe violence than 

the majority of children witnessing parental violence.  Also, having been displaced from 
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their homes and separated from family will most likely increase the severity of their 

symptoms, even if only temporarily.  It would be impossible to separate the effect of 

these variables from the effects that may occur solely from witnessing interparental 

violence. 

Although it is undoubtedly important to understand a child’s subjective 

experience and point of view, conducting research with children carries some inherent 

risk, including ethical concerns and difficulties obtaining valid data.  Children are 

inherently dependent on their parents.  Dependence on the perpetrator, a so-called 

“traumatic bond,” complicates the children’s understanding of the violence (Dutton & 

Painter, 1981).  They may normalize their family’s violence or minimize the violent 

behavior of a parent whom they love and on whom they depend.  This may affect the 

validity of data collected from children about the extent of violence in their homes.  In 

addition, the adults conducting the research are representatives of authority, a fact that 

may inhibit a child’s responses and may make it difficult to obtain valid data. 

Depending on the child’s age and maturity, he or she may not be able to 

understand the events occurring around him, let alone have the cognitive and language 

skills to freely describe the events to others.  Young children may not understand the 

concept of confidentiality and may fear punishment if they talk about abuse.  There is 

also the risk of potentially distorting a child’s memory or implanting false memories by 

asking multiple questions about abuse (Herrmann & Yoder, 1998).  A possible benefit of 

using retrospective data from adults is that they may be in a better position to accurately 

describe the past violence, without trying to normalize the family environment or fear 

punishment from dominant adults.  It is also possible to collect this sensitive information 
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confidentially and anonymously from adults, whereas ethical concerns make giving 

children this consideration more difficult as any concurrent child abuse would have to be 

reported. 

 

Research Conducted with Clinical Samples 

The predominant literature introducing the concept of complex PTSD begins by 

observing and classifying the symptomatology of a clinical population with a similar 

history of chronic, interpersonal trauma (Courtois, 2004; Roth, Newman, Pelcovitz, Van 

der Kolk, & Mandel, 1997).  These are clients or patients who are usually experiencing 

serious psychiatric symptoms, such as severe dissociative episodes or suicidal ideation.  

Because of the widespread incidence of exposure to intimate partner violence in 

children, it is important to consider the harmful effects this may have on many different 

aspects of the population, from those incapacitated by severe mental illness to those 

who may be suffering from milder symptoms but are still able to function without seeking 

psychological treatment.  The present study seeks to include the latter segment of the 

population.  

 

Posttraumatic Stress Disorder 

 Posttraumatic stress disorder, as it is currently defined in the Diagnostic and 

Statistical Manual of Mental Disorders, 4th edition (DSM-IV-TR), is composed of four 

criteria.  The first criterion for a diagnosis of PTSD is exposure to a traumatic event.  

This is described as an event in which the person experienced or witnessed serious 

actual or threatened injury, or threat to his or her physical integrity.  This experience 
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must be accompanied by feelings of intense fear, helplessness, or horror.  The 

remaining three criteria include symptoms of re-experiencing the traumatic event, 

avoiding places, people, or situations reminiscent of the event, and symptoms of 

increased arousal (American Psychiatric Association, 2000).  The disorder was 

introduced in the third edition of the Diagnostic and Statistical Manual of Mental 

Disorders (DSM-III) and was included, in part, to give a name for the symptoms 

observed in veterans returning from combat (van der Kolk & Courtois, 2005).  These 

symptoms of PTSD are common among victims of many types of trauma, including 

natural disasters, motor vehicle accidents, and sexual assault.  Since the introduction of 

the disorder, many studies have also found increased rates of PTSD among adults 

exposed to violence during childhood (Courtois, 2004; Roth et al., 1997).  Most 

incidences of PTSD are found in the direct victims of a trauma; however, the DSM-IV-

TR specifically includes witnessing injury, threats of injury, or the threat to the physical 

integrity of another as fulfillment of the primary criterion necessary to meet the diagnosis 

of PTSD. 

 The examples of traumatic stressors listed in the DSM-IV-TR (including terrorist 

attacks, natural disasters, and severe motor vehicle accidents) are similar in that they 

occur at discreet intervals and only last for relatively short periods of time.  Also, these 

sorts of trauma do not typically happen at the hands of people with whom the victim 

shares a meaningful relationship, such as an intimate partner or a family member 

(Courtois, 2004).  It is argued that trauma experienced by victims of family violence is 

qualitatively different from other types of trauma in that it is often chronic, rather than 

occurring as a single, isolated event and because it is perpetrated by someone with 
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whom the victim has a personal relationship (Courtois, 2004).  Because of this 

difference, it is proposed that it results in symptoms that are qualitatively different from 

the resulting symptoms of other types of trauma. 

 

Complex Posttraumatic Stress Disorder 

 Although the PTSD diagnosis included in the DSM-IV-TR is relevant for the 

survivors of many acute types of trauma, there is growing evidence supporting a 

separate diagnosis which incorporates additional symptoms that are often observed in 

victims of chronic, interpersonal trauma.  The proposed complex PTSD (CPTSD; also 

referred to as developmental PTSD or disorders of extreme stress, not otherwise 

specified, DESNOS) summarizes the characteristics of those distressed by having 

experienced a prolonged trauma.  According to Herman (1992), one of the key 

differences between a single traumatic event and one that occurs repeatedly is that a 

trauma can only be repeated if the victim is under the control of the perpetrator.  This 

occurs with prisoners in captivity, as well as in domestic relationships.  This is also true 

for children who witness violence between their parents.  Herman argues that this 

aspect of psychological control has a profound effect on this population and results in 

additional sequelae beyond the traditional PTSD diagnosis. 

 Herman (1992) identifies three broad categories of the additional effects of 

complex trauma: symptomatic sequelae (including somatization, dissociation, and 

affective changes), characterological sequelae (including changes in their relationships 

with others and changes in their identity), and repetition of harm.  A field trial was 

conducted by the American Psychological Association (APA) between 1990 and 1992 to 
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investigate DESNOS for its inclusion in the DSM-IV.  This field trial specified seven 

specific criteria for the DESNOS diagnosis (Roth, Newman, Pelcovitz, van der Kolk, & 

Mandel; 1997).  The seven criteria are: a) difficulties regulating affect and impulses, b) 

disturbances in attention and consciousness, c) abnormalities in self perception, d) 

abnormal perception of the perpetrator, e) difficulties in relationships with others, f) 

somatization, and g) disrupted systems of meaning (Roth et al., 1997).  

 The first criterion refers to an individual’s ability to modulate his or her emotions, 

in particular feelings of anger.  Anger is an emotion common to those who have been 

chronically traumatized (Dyer et al., 2009; Orth & Wieland, 2006).  Their anger may be 

directed at the perpetrator, but there is also a profound, unexpressed, and general 

anger that these individuals feel towards all those who knew about their suffering and 

were unable or unwilling to help (Herman, 1992).  There are several theories as to why 

anger is so strongly present in this population.  It may be that one experiences anger to 

avoid experiencing fear, or that increased anger is part of the biological “fight or flight” 

response when one is reminded of the trauma (Orth & Wieland, 2006).  It may also be 

that anger is a way to cope with the negative feelings that those who have been abused 

have towards themselves (Dyer et al., 2009).  This underlying anger may appear in 

intense outbursts, which may seem to be excessive and inexplicable to others.  Anger 

that is not expressed outward may be internalized, leading this population to engage in 

risky, self-harming, or suicidal behavior (Herman, 1992).  They may resort to various 

measures of self-destruction, such as self-mutilation, drug or alcohol addictions, or 

excessive risk taking. 

 Symptoms that fall in the second category, disturbances in attention and 
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consciousness, are those associated with dissociation.  One theory that attempts to 

explain the association between trauma and dissociation posits that people who are 

exposed to excruciating circumstances learn to alter their consciousness (i.e., 

dissociate) in order to endure the experience (Herman, 1992).  This practice can be 

especially well developed in survivors of childhood abuse.  As children, they adapt to 

their violent surroundings by dissociating during the violence.  An association has also 

been found between neglect in childhood and dissociation in adulthood (Chu & 

DePrince, 2006; Dutra, Bureau, Holmes, Lyubchik, & Lyons-Ruth, 2009).  Adults with a 

history of childhood trauma or neglect exhibit varying degrees of alterations in attention 

and consciousness (e.g., difficulty keeping track of time, “spacing out,” or feeling like 

they are living in a dream).  

 Abnormalities in self-perception refer to unpleasant feelings about oneself, such 

as low self-esteem and poor self-concept.  With regard to survivors of childhood trauma, 

these feelings may be a result of the child’s internalization of guilt and shame, and from 

feeling worthless or somehow deserving of the trauma they experienced (Armsworth & 

Holaday, 1993).  In addition, Herman (1992) hypothesizes that the identity of someone 

who has been the victim of chronic trauma may be so severely affected that the survivor 

does not feel like a person, which is in contrast to those who have experienced a single 

trauma which leaves them feeling like they are different from their normal selves.  Those 

who experienced childhood abuse often incorporate feelings of guilt and shame into 

their identities. People who have experienced chronic interpersonal trauma may feel like 

they are permanently damaged from the abuse or that they are helpless at the hands of 

others and have no influence over what happens to them. 
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 Those who have experienced chronic, interpersonal trauma have different 

perceptions of the perpetrator than someone who was the victim of a single episode of 

violence or assault.  This may be a result of “traumatic bonding,” the strong emotional 

connection that has been observed between the victims and perpetrators of chronic 

abuse.  Dutton and Painter (1981) propose that this bond develops as a result of the 

power imbalance in the relationship and the intermittent nature of the abuse.  Examples 

that illustrate the power of the traumatic bond include women who return to physically 

abusive partners, hostages who express romantic interest in their captors, and abused 

children who fight against attempts to remove them from their parents (Dutton & Painter, 

1981).  The bond the survivor has with the perpetrator becomes part of the survivor’s 

character and will affect her even after she is out of the traumatic situation (Herman, 

1992).  This may result in the person adopting the beliefs of the perpetrator, idealizing 

the perpetrator, or becoming preoccupied with hurting the perpetrator.  Although 

observed in this population, this was the only criterion of the seven that was not 

necessary to warrant the CPTSD diagnosis in the 1991 DSM-IV field trial for CPTSD 

(Roth et al., 1997) and is not assessed by the Structured Interview for Disorders of 

Extreme Stress. 

 The fifth criterion for the CPTSD diagnosis is difficulties in relationships with 

others.  People with a history of chronic trauma are observed to have intense 

relationships that fall at the extremes of attachment to the other person.  Herman 

explains the phenomenon in this way: “Terrified of abandonment on the one hand, and 

domination on the other, they oscillate between extremes of abject submissiveness and 

furious rebellion,” (Herman, 1992, p.385).  The oscillation can be understood in terms of 



21 

the confusion felt on the part of the survivor of complex trauma towards the perpetrator, 

at the same time dependent on him as she tries to distance herself from harm.  Also 

affecting future relationships with others, those who experience chronic trauma grow to 

have distorted views of other people.  They may find it very difficult to trust others and 

may hold the belief that most people will hurt others to get what they want (Courtois, 

2004).  This criterion is also related to the finding that survivors of chronic, interpersonal 

trauma are often repeatedly victimized.  A history of childhood abuse is related to 

increased risk of physical and sexual assault in adulthood (Smith, Davis, & Fricker-

Elhai, 2004).  As one example, women who witnessed domestic violence in childhood 

are more likely to be involved with an abusive partner (Hotaling & Sugarman, 1986). 

 The sixth criterion of CPTSD is somatization; persons with a history of chronic 

abuse sometimes experience physical health problems with no identifiable, organic 

cause.  Physical and psychological abuse in childhood is related to higher levels of 

somatic complaints and non-emergency visits to the doctor (Sansone, Wiederman, 

Tahir, & Buckner, 2009) and sexual abuse is a significant predictor of somatization 

disorder (Spitzer, Barnow, Gau, Freyberger, & Grabe, 2008).  There are several 

theories to explain why somatic symptoms may develop in patients with a history of 

chronic, interpersonal trauma.  Kendall-Tackett (2005) hypothesizes that physical health 

problems in this population arise from hostility.  Another possibility is that children who 

are physically and/or emotionally abused internalize messages that they are “bad,” 

which may negatively impact body image and lead to somatic symptoms (Sansone et 

al., 2009).  Herman (1992) posits that somatic symptoms are physical consequences of 

unconscious anxiety and hypervigilance.  Additionally, some, especially those who were 
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physically abused, may come to view the effects of their abuse as primarily physical 

rather than psychological and thus experience somatic symptoms (Herman, 1992).  

 Disrupted systems of meaning, the seventh criterion, refer to distortions in the 

person’s view of the world, the future, and life’s meaning.  The experience of trauma 

fundamentally alters a person’s understanding of the world and confronts the survivor 

with existential questions of meaning (Jenmorri, 2006).  For some, this may result in 

hope and so-called “post-traumatic growth.”  For others, the result may be despair.  

Having suffered at the hands of another, survivors of chronic, interpersonal trauma may 

be especially vulnerable to experiencing despair.  They may feel “forsaken by man [sic] 

and God,” (Herman, 1992, p. 382) and may become pessimistic about being able to find 

happiness, loving relationships, or satisfaction in their life.  

 Among other goals, the DSM-IV PTSD field trial sought to investigate whether 

the symptoms of those who had been traumatized by chronic, interpersonal violence 

were better accounted for by the CPTSD or traditional PTSD symptom clusters (Roth et 

al., 1997).  Two hundred and thirty-four adults who had been sexually and/or physically 

abused participated in the field trial.  They were given four interviews, the Potential 

Stressor Events Interview (PSEI; to assess for exposure to trauma), the Structured 

Clinical Interview for DSM-III-R (SCID; to assess, in part, for PTSD), the Diagnostic 

Interview Schedule (DIS; also to assess for PTSD), and the Structured Interview for 

Disorders of Extreme Distress (SIDES; to assess for CPTSD symptoms).  Fifty-six 

percent of the participants (11 men and 117 women) had been sexually abused, 

approximately 29% (31 men and 36 women) had been physically abused, and 

approximately 17% (3 men and 36 women) had been both sexually and physically 
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abused.  Forty-eight percent of all participants met criteria for both lifetime PTSD and 

CPTSD, 19% met criteria for lifetime PTSD only, 2% met criteria for lifetime CPTSD 

only, and 30% did not meet criteria for either disorder. 

 The results from the field trial give support to the validity of CPTSD.  CPTSD and 

PTSD were found to be highly comorbid; about 96% of those who met criteria for 

lifetime CPTSD also met criteria for lifetime PTSD, and 72% of those with a lifetime 

diagnosis of PTSD also met criteria for CPTSD.  The comorbidity of the two disorders is 

evidence for the idea that CPTSD is related to trauma, and is an extension of traditional 

PTSD.  It shows that although persons in this population usually meet criteria for PTSD, 

the PTSD criteria alone do not encompass all of their symptoms.  Further results from 

the field trial showed that the physical-abuse-only group had significantly fewer cases of 

CPTSD, and that the risk for developing CPTSD increased by almost four and a half 

times when the person was sexually abused.  Roth and colleagues (1997) hypothesize 

that sexual abuse is more closely linked to CPTSD because sexual abuse may involve 

more shame and secrecy, boundary violation, dissociation, and influence on the 

person’s identity than physical abuse alone. 

 Despite the conclusions of the field trial, the CPTSD diagnosis was not included 

in the DSM-IV.  Instead, the symptoms described in CPTSD are listed in a single 

sentence as associated features of PTSD, while the diagnostic criteria remain 

unchanged.  The decision not to include CPTSD in the manual may be due in part to the 

fact that it is unclear whether CPTSD should be conceptualized as a separate, discrete 

Axis I disorder.  Critics have suggested that, rather than a discrete diagnosis, CPTSD 

may instead represent one combination of the large variety of symptoms and 
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comorbidity experienced by survivors of complex trauma (Allen, Coyne, & Hunton, 

1998; de Jong, Komproe, Spinazzola, van der Kolk, & Ommeren, 2005; Kilpatrick, 

2005).  Supporters of CPTSD’s inclusion in the DSM-IV-TR as an Axis I diagnosis 

contend that diagnosing an individual with CPTSD as opposed to PTSD with multiple 

comorbid disorders, including borderline personality disorder, may help to diminish the 

stigma of borderline personality disorder (Pearlman & Courtois, 2005).  Roth and 

colleagues (1997) explain that viewing difficult interpersonal behaviors in the framework 

of CPTSD may increase a clinician’s empathy with the client and improve the 

therapeutic relationship.  However, it is difficult to assert that these clinical benefits 

alone justify its inclusion as an Axis I disorder.   

 Other proponents of CPTSD as an Axis I diagnosis argue that in discounting the 

CPTSD diagnosis and conceptualizing this symptom group as PTSD with other 

comorbid disorders, the comorbid symptoms are implied as “secondary” or somehow 

unrelated to the primary condition (van der Kolk et al., 2005).  Kilpatrick (2005) critiques 

this argument, explaining that perhaps instead of introducing a new diagnosis, 

researchers and clinicians should examine the many possible consequences of 

experiencing trauma, only one of which is PTSD.  Though the status of CPTSD as a 

diagnosis is in debate, there is substantial evidence that the symptoms compiled in the 

CPTSD construct are frequently observed in survivors of chronic, interpersonal trauma, 

and it is therefore the interest of this study to determine if a similar pattern is found 

among witnesses of such trauma.  
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The Present Study 

 The prevalence of children who witness interparental violence necessitates 

research investigating both the short- and long-term effects on this population.  

Research in this area has typically focused on this population as children (Fantuzzo et 

al., 1991; Graham-Bermann & Levendosky, 1998; Hornor, 2005).  However, 

researchers are beginning to examine witnesses of interparental violence in adulthood, 

and some preliminary evidence suggests that witnessing such violence is related to 

increased severity of PTSD and depression (Haj-Yahia, Tishby, & de Zoysa, 2008; 

Marmion & Lundberg-Love, 2008; Shen, 2009; Silvern et al., 1995).  Because of its 

similarity to other types of chronic, interpersonal violence (including producing feelings 

of shame and fear, and dependence on the perpetrator), witnessing interparental 

violence may result in symptoms similar to those who were the direct victims of chronic, 

interpersonal violence.  These symptoms are summarized by the CPTSD construct. 

Thus, the possible association between witnessing interparental violence and symptoms 

of CPTSD was the primary focus of the present study. 

 

Study Objectives 

This study was designed to investigate the long-term consequences of 

witnessing interparental violence.  The present study investigated whether a history of 

witnessing interparental violence is predictive of symptoms of CPTSD and depression.  

Based on prior research, the hypotheses of this study were as follows: 

1) Higher frequencies of experienced and witnessed violence are 
associated with increased CPTSD, traditional PTSD, and depression 
symptoms. 

2) Witnessed interparental violence and child abuse are correlated. 
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3) Witnessing interparental violence accounts for significant variance in 
CPTSD symptoms, traditional PTSD symptoms, and depression, over 
and above the variance accounted for by experienced abuse alone. 

4) A history of experienced violence acts as a moderator by strengthening 
the relationship between witnessed violence and complex PTSD 
symptoms.  In other words, those who both witnessed and experienced 
violence experience symptoms at a rate that is more than simply 
additive of the effects of either variable on its own. 

This research also proposed to examine the following broader research questions: 

1) Is witnessing interparental violence as a child associated with symptoms 
of CPTSD as an adult, and if so, which symptoms specifically? 

2) Does a relationship exist between witnessing violence and CPTSD 
without experienced child abuse?  (Does child abuse act as a mediator 
in the relationship?) 
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CHAPTER 2 

METHOD 

Sample 

 Participants were recruited through the University of North Texas’s Research 

Participant Pool by way of the Sona system, which allows students to volunteer for 

ongoing research studies online.  Participants received either extra credit or credit 

towards fulfilling a course research requirement for their participation.  Data were 

initially collected in April and May of 2009, during which period 371 students participated 

in the study.  However, due to an error in the online survey’s skip logic, 228 of the 

surveys were either systematically missing portions of the data or were biased to 

include complete data because of their response to a single item on the SIDES-SR.  

These 228 incomplete or biased surveys were excluded from the final analysis.  The 

online survey was re-opened for data collection in February and March of 2010, during 

which period 245 additional students participated in the study.  Surveys that were 

duplicate (as revealed by identical IP addresses and demographic information) or 

missing more than four items from any one scale were deleted, leaving a total of 340 

complete surveys from both collection periods.  Of these, 50 participants reported that 

they did not live with two parents or parent substitutes (such as step-parents or mothers’ 

or fathers’ partners) for at least three years between the ages of 7 and 18 years old; 

three participants reported that they did not know if they lived with two parents.  These 

53 participants were excluded from the analyses.  The final sample included 287 

participants (201 female, 84 male, and 2 of unreported gender) whose data were 

examined in the analyses.  Of the participants included in the final sample, 120 surveys 



28 

were collected during the first data collection period in the spring of 2009.  Participants 

from the 2009 collection period were comparable to participants from the 2010 

collection with regard to frequency of witnessed interparental conflict and experienced 

parent-child conflict, severity of PTSD, depression, and CPTSD symptoms, and most 

aspects of demographic information.  Participants from the two collection periods 

differed with respect to reported personal and family of origin income.  Participants in 

the 2009 collection reported higher personal income, t(280) = 2.16, p = .032, and higher 

family of origin income, t(285) = 2.69, p = .008.  This difference may be due to spurious 

differences or may be a result of the continuing economic recession during this time 

period. 

 Participants ranged in age from 18 to 46 (M = 20.57, SD = 3.77) with 95.5% of 

the sample between the ages of 18 and 26.  The sample’s ethnic composition was 

66.9% Caucasian (n = 192), 13.2% African American (n = 38), 11.8% Hispanic (n = 34), 

5.2% Asian or Pacific Islander (n = 15), 0.7% American Indian (n = 2), and 2.1% other 

ethnicity (n = 6).  The sample’s ages and ethnicities are representative of the University 

of North Texas undergraduate student population.   

 Approximately one third (33.4%) of the sample reported that their parents were 

divorced or separated (n = 96), 66.2% reported parents were not divorced or separated 

(n = 190), and one participant (0.3%) reportedly did not know whether or not his parents 

were divorced or separated.  Of the participants whose parents divorced or separated, 

their age at the time of their parents’ divorce or separation ranged from 1 to 25 years old 

(M = 8.42, SD = 5.57).  Regarding their own relationship status, 51.2% reported that 

they were single (n = 147), 36.2% reported they were in a dating relationship (n = 104), 
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7.0% reported they were living with a romantic partner (n = 20), and 4.2% reported 

being married (n = 12).  One participant reported being divorced or separated (0.3%) 

and three participants (1.0%) did not report their relationship status.    

 

Measures 

Demographic Information 

Information was collected regarding participants’ gender, age, race/ethnicity, 

annual income, marital status, and their parents’ annual income, marital status, and 

level of education. Family-of-origin composition was assessed and information was 

gathered to assess for the presence of parent substitutes.  

 

The Revised Conflict Tactics Scale 

Participants completed two separate versions of the Revised Conflict Tactics 

Scale (CTS2; Straus, Hamby, McCoy, & Sugarman, 1996). The instrument is a 

retrospective self-report that measures the ways in which people deal with conflict. 

Assessing both nonviolent behaviors and violent acts, the CTS2 asks about a range of 

behaviors that may take place between two individuals during a disagreement or fight. 

The CTS2 includes scales of Negotiation, Psychological Aggression, Physical Assault, 

Sexual Coercion, and Injury. The Negotiation scale inquires about ways of settling 

disagreements through discussion, and includes items such as “explained side of 

argument” and “respected partner’s feelings.” The Psychological Aggression scale asks 

about verbal and nonverbal aggressive acts, such as “insulted or swore at partner” and 

“stomped out of room.” The Physical Assault scale includes items that assess for 
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physical violence, including: slapped partner, beat up partner, choked partner, slammed 

partner against wall, threw something at partner that could hurt, pushed or shoved 

partner, and used knife or gun on partner. The Injury scale assesses for the physical 

results of the conflict, such as asking if the parent “was cut or bleeding,” “needed to see 

doctor but didn’t,” or “felt pain the next day.” The Sexual Coercion scale includes items 

that assess for actual or threatened sexual violence, such as “used force to make me 

have oral or anal sex” or “used threats to make me have sex.” The internal consistency 

reliability of the five scales has generally been reported as acceptable or high (Straus et 

al., 1996); alphas for each scale range from .58 to .74 (Negotiation), .35 to .66 

(Psychological Aggression), .39 to .70 (Physical Assault), .34 to .74 (Sexual Coercion), 

and .74 to .92 (Injury).   

Straus and colleagues (1996) have made reasonable arguments demonstrating 

the construct and discriminant validity of their revised measure. As a first example, the 

Psychological Aggression and Physical Assault scales are both more highly correlated 

with the Sexual Coercion scale for men than for women, which aligns with the 

assumption that men are more likely to use force or intimidation to have sex than are 

women. Construct validity is also shown by the relation of the Physical Assault and 

Injury scales. These scales are again more strongly correlated for men perpetrating the 

assault than for women, which would be predicted by research showing that physical 

aggression at the hands of men more often leads to serious injury than assaults by 

women (Straus et al., 1996). Construct validity is further evidenced by the high 

correlation of the Psychological Aggression and Physical Assault scales. This 

correlation supports the conflict-escalation theory, which posits that verbal aggression 
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increases the risk of physical assault (Straus et al., 1996). When compared with scores 

from a social integration scale, the CTS2 Physical Assault scale was negatively 

correlated with social integration. This lends evidence to the control theory of crime 

(Straus et al., 1996) which states that those who are unable to integrate into society are 

more likely to commit crimes, such as engaging in physical violence against a partner. 

Discriminant validity was demonstrated by the nonsignificant correlations of the 

Negotiation and Sexual Coercion scales as well as the Negotiation and Injury scales. 

These scales have no theoretical reason to be related to each other, and therefore 

these nonsignificant correlations add evidence to the CTS2’s discriminant validity. 

In the first completion of the CTS2 (CTS2a), the participants answered questions 

that have been adapted to ask about behaviors that the participant may have witnessed 

between his or her parents. If the participant’s home included parental substitutes, they 

were instructed to answer the questions in reference to the behavior they observed 

between their parent and the parental substitute. Each behavior was assessed 

separately for both parents. First, the participant was asked to rate how many times his 

father behaved in that way towards his mother. Next, the participant rated how many 

times his mother did the same behavior. For instance, the first item on the CTS2 is “My 

father showed my mother he cared even though they disagreed.” The second item is, 

“My mother showed my father care even though they disagreed.” In the second version 

of the CTS2 (CTS2b), the participant answered the questions in response to ways a 

parent or significant adult acted toward the participant.  For each item there are six 

possible responses which assess the frequency of the action. Participants were asked 

to estimate the number of times they witnessed or experienced each act and chose 
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between the responses of “none,” “once or twice,” “3 to 5,” “16 to 30,” “31 to 100,” and 

“more than 100” times.  

A number of scores were derived from each administration of this measure. The 

items from the Negotiation scale were not included in these calculations, but were 

retained for exploratory analysis.  From the CTS2a, the first score calculated was a total 

of all the items that were endorsed across both parents.  This was a number from 0 to 

66.  The total items endorsed for each parent were also calculated separately, yielding 

two more scores ranging from 0 to 33.  Additional calculations were made to account for 

the frequency of each behavior from the CTS2a.  Because the participants were asked 

to consider an extended period of time when reporting the frequency of each action, it 

was assumed the participants’ answers were general estimations and were interpreted 

as an ordinal scale.  Thus, an answer of “none” was given the frequency score of 0, 

“once or twice” was converted to a frequency score of 1, “3 to 5 times” was converted to 

a frequency score of 2, and so on.  Again, a total frequency score across all items was 

calculated which could range from 0 to 330, as well as scores for each parent, which 

could range from 0 to 165.  Thus, six scores were derived from the CTS2a.  

Responses from the CTS2b generated two scores: total number of endorsed 

items, ranging from 0 to 30, and a score that accounts for frequency, which could range 

from 0 to 150.  In total, eight total scores were calculated for each participant from their 

responses to the two versions of the CTS2.    

 

The Center for Epidemiologic Studies Depression Scale  

The Center for Epidemiologic Studies Depression (CES-D) scale was used to 
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assess for symptoms of depression within the past two weeks.  The CES-D is a 20-item 

self-report measure that was designed to screen for depression in a nonclinical, adult 

population.  Participants were asked to rate each item on a 4 point Likert-type scale, 

from 0 (rarely/none) to 3 (most of the time).  A total score was then calculated by 

summing the ratings; the total scores range from 0 to 60.  In most confirmatory and 

exploratory factor-analytic studies, the CES-D has been found to include four factors, 

Depressive Affect, Positive Affect, Somatic and Retarded Activity, and Interpersonal 

Problems (Skorikov & Vandervoort, 2003). However, Schroevers, Sanderman, van 

Sonderen and Ranchor (2000) also found support for a two-factor structure (Depressed 

Affect, consisting of the 16 items on the Depressive Affect, Somatic and Retarded 

Activity, and Interpersonal Problems subscales, and Positive Affect, consisting of the 4 

items on the Positive Affect subscale). 

 The CES-D is one of the most commonly used measures of depression.  Its 

reliability and validity have been measured by dozens of authors in a great variety of 

populations.  In their study comparing the CES-D with the Beck Depression Inventory 

(BDI), Skorikov and Vandervoort (2003) assessed 261 participants with the CES-D, 

BDI, State-Trait Anxiety Inventory, Cook and Medley Hostility Scale, Coopersmith 

Inventory (to assess self-esteem), the Hypochondriasis scale of the Minnesota 

Multiphasic Personality Inventory (MMPI), and Rotter’s Locus of Control Scale. These 

authors found the reliability of the CES-D to be .90, as measured by Cronbach’s alpha. 

The results also support the construct validity of the measure.  Its correlation with the 

BDI was .75.  The CES-D was significantly, positively correlated with anxiety, 

hypochondriasis, hostility, and locus of control, and significantly negatively correlated 
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with self-esteem, all at the p < .001 level. In their study of 475 cancer patients and 255 

healthy individuals, Schroevers and colleagues (2000) also found good reliability, 

Cronbach’s alpha = .85.  Their results also suggested the measure has strong construct 

validity, finding correlations with other measures of psychological distress, physical 

symptom distress, and neuroticism. 

 

The Impact of Events Scale – Revised 

The Impact of Event Scale – Revised (IES-R) is a 22-item self-report measure 

used to assess three of the PTSD criteria described in the DSM-IV: intrusion, 

avoidance, and hyperarousal. Participants rated each item on a 5-point Likert-type 

scale, ranging from 0 (not at all) to 4 (extremely). Each participant received scores for 

each of the three subscales, as well as an overall score which was used to determine 

the overall intensity of PTSD symptoms.  

 The IES-R is widely used to assess for PTSD symptoms and its psychometric 

properties have been examined by multiple authors since the test’s revision by Weiss in 

2004.  Adkins, Weathers, McDevitt-Murphy, and Daniels (2008) compared seven self-

report measures of PTSD symptoms in a population of 239 college students.  In this 

sample, the IES-R had good test-rest reliability, r = .87, and high internal consistency, 

alpha = .94. It also demonstrated good convergent validity, with correlations ranging 

from .56 to .76 with the other PTSD measures.  The IES-R was one of the measures 

with the best discriminant validity; its correlation with measures of depression, anxiety, 

and social phobias being fairly low, ranging from .32 with social phobia to .54 with 

depression. 
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Structured Interview for Disorders of Extreme Stress – Self Report 

The Structured Interview for Disorders of Extreme Stress – Self Report (SIDES-

SR) was administered to participants to determine the presence and severity of CPTSD 

symptoms.  The SIDES-SR includes 45 items which first asks participants whether they 

have ever experienced the symptom and next asks about the symptom’s current 

presence and severity on a behaviorally anchored scale from 0, none, to 3, very severe. 

The SIDES-SR examines six symptom clusters of CPTSD, including: 1) affect 

dysregulation, 2) amnesia and dissociation, 3) somatization, 4) disruptions in self-

perception, 5) disorders in relationships with others, and 6) disrupted systems of 

meaning.  

 The SIDES-SR is an adapted version of the interview, the SIDES, which was 

used in the DSM-IV field trial. The SIDES-SR is the only comprehensive self-report 

measure of CPTSD symptoms.  The internal consistency for the full scale is high (alpha 

= .93), as well as for five of the six subscales (alphas ranging from .74 to.82; Luxenberg, 

Spinazzola, & van der Kolk, 2001).  The Somatization subscale had lower internal 

consistency, alpha = .68, which causes Luxenberg, Spinazzola, and van der Kolk (2001) 

to recommend interpreting this scale cautiously. The SIDES-SR is correlated with the 

SIDES, r = .86, indicating convergent validity.  When compared to measures of 

traditional PTSD, the SIDES-SR demonstrates good discriminant validity by being less 

strongly correlated with these measures (Pearson r correlation ranged from .51 to .62).  

 Two scores were generated for each participant based on overall responses to 

the SIDES-SR items.  The first score indicates the presence versus absence of each 

symptom.  This is calculated by totaling the number of lifetime endorsements of each 
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symptom, as indicated by 1 point for each “yes” and 0 for “no”.  This score can range 

from 0 to 45.  The second score indicates current symptom severity and is calculated by 

totaling the scores from each symptom.  This score can range from 0 to 135.  

 

Procedures 

 The data in the study were collected via questionnaires posted to an online 

survey.  When the participants volunteered for this project they were directed to the 

online survey web site.  Before answering the questionnaires, a consent page 

(appendix) was presented to the participants explaining that sensitive information would 

be requested and stated that their responses would remain confidential.  A crisis hotline 

phone number was listed in the consent and at the top of each of the survey’s web 

pages.  Directions were given for participants to call the hotline if they experienced 

distress.  Participants were instructed that they are free to withdraw from the study at 

any time and would only have to exit the internet browser to do so.  The first survey the 

participants encountered presented them with the study’s measures.  Once completed, 

participants were sent to a separate survey which asked for their identifying information, 

so that they could be given credit for their participation. The two surveys were not linked 

in any way, so that participants’ identifying information was completely separated from 

their responses.  

 The measures were presented in various sequences to prevent any possible 

ordering effects.  Each participant completed the demographics questionnaire first, 

followed by the two versions of the CTS2.  The remaining three measures, CES-D, IES-

R, and SIDES-SR, were alternated to result in six sequences. At the very end of each 
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sequence, participants were asked two questions: Were you physically abused as a 

child? and were you sexually abused as a child? with response choices of “yes,” “no,” or 

“I am not sure” to provide a self-reported indicator for childhood physical and sexual 

abuse.  Also at the end of the sequence, participants were asked to rate their current 

relationship with their mother (or step-mother or father’s partner) and father (or step-

father or mother’s partner) as excellent, good, fair, poor, or not applicable.   

 The demographics questionnaire always preceded all other questionnaires 

because of its presumed innocuousness and to determine whether the participant had 

two parents or parent-like figures during a significant (at least three years) period of 

their childhood.  Those who did have two parental figures proceeded to complete the 

first version of the CTS2 that asks about witnessed violence between parents, and then 

the second version which asks about experienced child abuse.  Those who did not have 

two parental figures were eventually dropped from the analysis.  In order to preserve the 

length and appearance of the study, however, they were instructed to go on to complete 

the remaining questionnaires, with the exception of the first version of the CTS2.  The 

CTS2 questionnaires always preceded the remaining measures to give a reference for 

the traumatic event that was the focus of the IES-R.  

 As described in the discussion of the CTS2 and SIDES-SR, two general sets of 

scores were obtained for these measures: those that accounted for the total presence of 

types of conflict or CPTSD symptoms and those that accounted for the presence and 

frequency (conflict) or severity (CPTSD symptoms).  Unless otherwise noted, the scores 

that accounted for both presence and frequency/severity were used in the following 

analyses. 
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CHAPTER 3 

RESULTS 

Reliability Analyses 

 The internal consistency reliabilities of each scale and subscale are presented in 

Table 1 for the total sample and in Table 2  for the subset of participants who had 

witnessed at least one act of physical assault between their parents.  All measures were 

found to have good to excellent internal consistency, with the exception of the SIDES-

SR subscales.  The SIDES-SR reliability was examined for the total symptom severity 

score, which had excellent internal consistency.  The SIDES-SR subscales were found 

to have variable internal consistency, ranging from poor to adequate in the total sample.  

The subscale Affective Dysregulation was the only subscale demonstrating good 

internal consistency.  The Alterations in Attention and Consciousness, Alterations in Self 

Perception, Difficulties in Relationships with Others, Somatization, and Alterations in 

Systems of Meaning subscales were each found to have poor internal consistency, with 

Cronbach’s alphas of less than .70.  All SIDES-SR subscales had poor internal 

consistency when examined within the subsample.   

The removal of any specific items did not raise the Cronbach’s alpha scores of 

the Alterations in Attention and Consciousness, Alterations in Self Perception, 

Difficulties in Relationships with Others, or Somatization subscales.  By removing one 

item (SIDES-SR Item 45, which asked if the participant had experienced changes in 

their philosophy or religious beliefs), the Alterations in Systems of Meaning subscale’s 

Cronbach’s alpha increased to .70 in the total sample and to .61 in the subsample.  This 

revised subscale was used in the analyses.
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Table 1 
 
Inter-Correlations and Internal Consistency Reliability of All Variables Used in Multiple Regression Analyses with Total Sample (N = 287) 
 

  1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 

Interparental  
Conflict 1. Interparental Conflict Total (.96) .55* .54* .45* .25* .23* .17* .29* .16* .21* .12† .30* .27* .27* .30* .16* 

Parent-Child 
Conflict 

2. Parent-Child Conflict Total  (.91) .94* .87* .35* .33* .27* .30* .26* .26* .15† .32* .31* .28* .33* .21* 
3. Parent-Child Psyc. Agg.   (.80) .70* .38* .35* .29* .31* .26* .27* .20* .32* .30* .28* .34* .22* 
4. Parent-Child Phys. Violence    (.88) .27* .27* .23* .22* .20* .22* .06 .26* .26* .23* .26* .16* 

CPTSD 

5. Total severity     (.90) .88* .76* .75* .74* .59* .57* .36* .34* .33* .36* .69* 
6. Affect Dysreg.      (.78) .64* .58* .58* .45* .44* .34* .33* .32* .33* .63* 
7. Dissociation       (.61) .57* .53* .43* .38* .26* .24* .24* .26* .54* 
8. Self-Perception        (.66) .55* .43* .49* .30* .28* .26* .30* .58* 
9. Relationships         (.56) .33* .45* .27* .25* .25* .26* .55* 
10. Somatization          (.65) .21* .31* .27* .27* .32* .42* 
11. Sys. of Meaning           (.70)‡ .19* .20* .15† .22* .48* 

PTSD 

12. Total severity            (.95) .88* .96* .94* .36* 
13. Hyperarousal             (.85) .77* .85* .35* 
14. Avoidance              (.89) .83* .32* 
15. Intrusion               (.90) .37* 

Depression 16. Total severity                (.90) 
 
Note.  *p < .01, †p < .05. Cronbach’s alphas are reported in parenthesis on the diagonal.  ‡The Cronbach’s alpha reported for Systems of Meaning is the final alpha obtained after eliminating one item 
from the scale.  Psyc. Agg. = Psychological Aggression, Phys. Violence = Physical Violence, CPTSD = complex posttraumatic stress disorder, PTSD = posttraumatic stress disorder. 
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Table 2 
 
Inter-Correlations and Internal Consistency Reliability of All Variables Used in Multiple Regression Analyses Subscales for Participants who Witnessed Physical Assault 
Between Their Parents (n = 119) 
 
  1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 

Interparental  
Conflict 1. Interparental Conflict Total (.96) .48* .43* .41* .21* .03 .07 .24* .08 .34* .15 .37* .33* .35* .38* .14 

Parent-Child 
Conflict 

2. Parent-Child Conflict Total  (.92) .92* .76* .29* .17 .16 .30* .08 .10 .09 .30* .35* .27* .30* .19† 
3. Parent-Child Psyc. Agg.   (.78) .51* .34* .22† .18† .31* .13 .09 .18 .34* .35* .30* .34* .21† 
4. Parent-Child Phys. Violence    (.92) .13 .11 .02 .21† -.04 .04 -.06 .11 .18† .09 .09 .07 

CPTSD 

5. Total severity     (.81) .64* .49* .59* .51* .40* .36* .38* .32* .37* .37* .71* 
6. Affect Dysregulation      (.66) .40* .37* .29* .17 .33* .15 .18 .12 .18 .46* 
7. Dissociation       (.41) .40* .27* .25* .07 .10 .04 .18 .11 .23* 
8. Self-Perception        (.58) .41* .44* .16 .30* .26* .28* .28* .37* 
9. Relationships         (.21) .23* .08 .27* .18 .26* .30* .50* 
10. Somatization          (.38) .17 .27* .25* .24* .28* .31* 
11. Sys. of  Meaning           (.61)‡ .15 .09 .16 .14 .31* 

PTSD 

12. Total severity            (.94) .88* .96* .95* .36* 
13. Hyperarousal             (.81) .75* .85* .29* 
14. Avoidance              (.87) .86* .37* 
15. Intrusion               (.89) .34* 

Depression 16. Total severity                (.89) 
 
Note. *p < .01, †p < .05. Cronbach’s alphas are reported in parenthesis on the diagonal.  ‡The Cronbach’s alpha reported for Systems of Meaning is the final alpha obtained after eliminating one item 
from the scale.  Psyc. Agg. = Psychological Aggression, Phys. Violence = Physical Violence, CPTSD = complex posttraumatic stress disorder, PTSD = posttraumatic stress disorder.
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Descriptive Analyses 

Table 3 shows the means, standard deviations, and possible and actual ranges 

of the measures of violence witnessed between parents (CTS2a) and experienced 

violence (CTS2b) for the total sample.  Table 4 shows the total percentages that 

endorsed at least one instance of each item of the CTS2 Physical Assault scale for both 

witnessing interparental violence and experienced parent-child violence. 

Table 3 
 
Means and Standard Deviations for Interparental and Parent-Child Conflict for the Total 
Sample (n = 287) 
 

Measure M SD 
Possible 
Range 

Actual 
Range 

Witnessed Interparental Conflict     
     Frequency Total 27.42 33.75 0 – 396 0 – 248 
     Negotiation 45.15 18.84 0 – 72 0 – 72 
     Psychological Aggression 19.36 16.50 0 – 96 0 – 80 
     Physical Assault 4.97 13.26 0 – 156 0 – 96 
     Injury 1.23 4.08 0 – 60 0 – 30 
     Sexual Coercion 1.86 5.83 0 – 84 0 – 51 
Experienced Parent-Child Conflict     
     Frequency Total 14.61 16.22 0 – 180 0 – 118 
     Negotiation 11.31 8.65 0 – 36 0 – 36 
     Psychological Aggression 9.40 7.34 0 – 42 0 – 41 
     Physical Assault 4.33 7.70 0 – 78 0 – 54 
     Injury 0.64 2.20 0 – 30 0 – 17 
     Sexual Abuse 0.24 1.67 0 – 30 0 – 20 

 

As assessed by the CTS2b, 64.5 % of the total sample (n = 185) experienced at 

least one act of physical assault perpetrated against them by their parents, although 

only 16.0 % reported that they sustained any type of injury (n = 46).  The majority of the 
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sample (92.3%, n = 265) experienced at least one instance of psychological aggression 

toward them from their parents.   

Table 4 
 
Percentages of Total Sample (n = 287) that Endorsed Each Item of the CTS2a and 
CTS2b Physical Assault Subscales 
 
 
Physical Assault Scale Items 

Interparental Parent-Child 
By Father By Mother By Either  

Threw something that could hurt 19.2 23.7 30.3 16.0 
Twisted arm or hair   9.4   6.6 11.8 23.0 
Pushed or shoved 20.9 20.6 27.5 26.1 
Used a knife or a gun   2.1   2.8 3.5 1.4 
Passed out from being hit    2.8   2.4 3.5 1.4 
Punched or hit with something 
that could hurt 

  9.4   8.7 13.2 13.9 

Choked   5.9   2.8 7.0 4.5 
Slammed against a wall 11.8   4.2 13.2 12.9 
Beat up   8.4   3.5 9.1 5.9 
Grabbed 22.3 12.9 23.3 47.7 
Slapped   9.1 15.0 18.1 41.5 
Burned or scalded on purpose   1.7   1.7 1.7 1.7 
Kicked   5.9   5.2 8.0 4.5 
Note.  CTS2a = Conflict Tactics Scale – Revised, version assessing interparental 
conflict.  CTS2b = Conflict Tactics Scale – Revised, version assessing parent-child 
conflict. 
 

Three and a half percent (n = 10) endorsed one or more items of the CTS2b indicating 

sexual abuse by their parents.  The most frequently endorsed incident of physical 

assault was that the parent grabbed them, which was endorsed by 47.7% of the sample 

(n = 137).  Suffering from a sprain, bruise, or small cut as a result of a fight with a parent 

was the most frequently reported injury and was endorsed by 14.3% of the sample (n = 

41).  Shouting or yelling from the parent was the most frequently endorsed form of 

psychological aggression, which 84.0% of the participants endorsed (n = 241).   
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 When asked simply “were you physically abused as a child?”, only 8.0% 

responded yes (n = 23), 88.9% responded no (n = 255), 2.4% responded that they did 

not know (n = 7) and 0.7% failed to answer (n = 2).  Similarly, when asked “were you 

sexually abused as a child?”, 7.3% responded yes (n = 21), 88.5% responded no (n = 

254), 3.8% responded that they did not know (n = 11), and 0.3% failed to answer (n = 

1).  It should be noted that the CTS2b inquired about instances perpetrated by the 

participants’ parents or parent-like figures, but the two broad questions did not specify 

any perpetrator.  Participants’ responses to “were you physically abused as a child?” 

were positively correlated with the CTS2b total frequency score (r = .33, p < .001) and 

its Psychological Aggression (r = .25, p < .001), Physical Assault (r = .36, p < .001), and 

Injury subscales (r = .31, p < .001).  Participants’ responses to “Were you sexually 

abused as a child?” were not significantly correlated with either the CTS2b total score or 

any of its subscales, including the Sexual Abuse subscale (r = .02, p = .801). 

 Regarding violence witnessed between their parents, 41.5% of the total sample 

(n = 119) responded that they had witnessed at least one act of physical assault 

between their parents and 18.8% reported that at least one parent sustained at least 

one injury as a result of conflict with the other parent (n = 54).  Most participants 

endorsed witnessing at least one instance of psychological aggression between their 

parents (96.9%, n = 278).  Nearly one fifth (18.8%) reported at least one occurrence of 

sexual coercion between their parents (n = 53).  The most frequently endorsed item of 

witnessed physical assault was the participant’s mother throwing something at the 

participant‘s father that could hurt and was endorsed by 23.7% of the sample (n = 68).  

The most frequently endorsed item of witnessed injury was the participant’s mother 
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having a sprain, bruise, or small cut because of a fight with the participant’s father and 

was endorsed by 13.2% of the sample (n = 38).  Witnessing their mother shout or yell at 

their father was the most frequently endorsed occasion of psychological aggression, 

witnessed by 89.2% of the sample (n = 256).  The most frequently endorsed item of the 

sexual coercion scale was their father making their mother have sex without a condom, 

which 14.6% endorsed (n = 42). 

 Taking into account both experienced and witness violence, 32.4% of the sample 

(n = 93) experienced at least one incident of physical assault perpetrated towards them 

by their parent as well as witnessed at least one incident of physical assault between 

their parents.  Examined another way, these 93 participants with a history of both forms 

of violence represent 50.3% of those who experienced physical assault and 78.2% of 

those who witnessed interparental physical assault. 

  Most participants reported no or relatively few PTSD, depression, or complex 

PTSD symptoms.  Thirty percent reported no PTSD symptoms on the IESR (n = 86).  

Although only 3.8% endorsed no depression symptoms (n = 11), 50% of the sample had 

scores lower than 11 on the CESD, which has a possible range of 0 to 60.  Eight 

percent of the sample reported no complex PTSD symptoms on the SIDES-SR (n = 23) 

and 50% reported experiencing fewer than 7 of the 39 complex PTSD symptoms in their 

lifetime.  

The participants’ total witnessed interparental conflict, parent-child conflict, PTSD 

symptom severity, depression severity, and CPTSD symptom severity were examined 

across participants’ demographics (age, gender, ethnicity, relationship status, year in 

school, personal income, parents’ income, parental divorce, father’s education level, 
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and mother’s education level).  Age was not significantly correlated with any of the 

variables examined.  Results from tests examining the other demographic variables are 

presented in Table 5.   

Table 5 

Results from Tests Examining Interparental Conflict, Parent-Child Conflict, PTSD, 
Depression, and CPTSD across Demographic Variables within the Total Sample (n = 
287) 
 

 Interparental 
Conflict 

Parent-Child 
Conflict PTSD Depression CPTSD 

 F p η2 F p η2 F p η2 F p η2 F p η2 
Gender 0.12 .73 .00 0.11 .74 .00 0.36 .55 .00 5.85 .02 .02 8.07 .01 .03 
Ethnicity 0.13 .99 .00 1.74 1.26 .03 2.05 .07 .04 1.07 .38 .02 0.49 .78 .01 
Relationship 
Status 0.22 .93 .00 0..51 .73 .01 0.24 .92 .00 1.36 .25 .02 1.03 .39 .02 

Year in 
School 0.40 .85 .01 0.23 .95 .00 0.28 .92 .01 1.58 .17 .03 0.67 .65 .01 

Parental  
Divorce 5.65 .01 .04 1.02 .36 .01 3.57 .03 .03 0.83 .44 .01 3.29 .04 .02 

Personal 
Income 1.06 .39 .03 0.16 .99 .00 0.90 .51 .02 1.32 .24 .03 2.17 .04 .05 

Parental 
Income 2.73 .01 .07 2.49 .01 .07 3.10 .01 .08 1.71 .10 .05 1.66 .11 .05 

Father’s 
education 5.02 .01 .08 2.01 .08 .03 2.52 .03 .04 1.59 .16 .03 1.12 .35 .02 

Mother’s 
education 2.97 .01 .05 1.03 .40 .02 2.98 .01 .05 1.00 .42 .02 0.70 .62 .01 

Note. PTSD=posttraumatic stress disorder, CPTSD=complex posttraumatic stress disorder. 
 

These findings showed that females reported more depression and CPTSD symptoms 

than males, and that CPTSD symptoms were different across levels of personal income.  

Additionally, reported interparental conflict and parent-child conflict, and PTSD 

symptoms were different across parental income levels, with participants from lower 

income families reporting more instances of conflict and PTSD symptoms.  Participants 

whose parents had divorced or separated reported higher levels of interparental 

violence, PTSD symptoms, and CPTSD symptoms.  Finally, mothers’ and fathers’ 

education levels proved to be relevant, as participants whose parents had less 
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education reported higher frequencies of interparental violence and severity of PTSD 

symptoms.   

All variables used in the following analyses were not normally distributed; these 

variables were quite positively skewed and had influential positive outliers.  To preserve 

the normality assumption, outliers were trimmed and transformations were applied to 

the variables.  Outliers were trimmed in the following manner.  The point of three 

standard deviations above the variable’s mean was calculated.  The first value above 

this point was retained, and the next highest value was changed to one whole number 

value higher than the previous value.  All remaining higher values were truncated in the 

same manner, in order to reduce the high values’ influence while preserving the 

sequential order of the values.  Once the variables’ outliers were trimmed, square root 

and logarithm of base 10 transformations were applied.  The transformation that brought 

the variable to the most normal distribution, as determined by examining the 

transformed varaibles’ skew and kurtosis, was used in the analyses.  The square root 

transformation was used for all variables except the total witnessed conflict frequency 

(CTS2a) scores.  For the CTS2a total frequency scores the logarithmic transformation 

resulted in the more normal distribution.  Means, standard deviations, skew, and 

kurtosis of the original and transformed variables are presented in Table 6.  

Most all of the variables examined in this project were significantly positively 

intercorrelated at the p < .001 level.  Some correlations were significant at the p < .01 

and p < .05 levels, but the only correlation that was not significant at any level was that 

between Parent-Child Violence and the complex PTSD subscale Disrupted Systems of 

Meaning.  Inter-correlations of all variables used in the multiple regression analyses are 
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presented in Tables 1 and 2.  In exploratory analyses, a subgroup of the sample who 

had witnessed at least one incidence of physical assault between their parents was 

examined (n = 119).  Means, standard deviations, skew, and kurtosis of each original 

and transformed measure for this group are presented in Table 7. 

It should be noted that although the two independent variables are correlated, 

collinearity was not determined to be a problem in the analyses with the total sample (n 

= 287; Tolerance = .70, VIF = 1.44) nor with the subset who had witnessed at least one 

incident of interparental physical assault (n = 119; Tolerance = .76, VIF = 1.32).  After 

the variables were transformed, no influential multivariate outliers were detected. 

 

Hypothesis 1 

 The first hypothesis predicted that higher frequencies of experienced and 

witnessed violence would be associated with increased complex PTSD, traditional 

PTSD, and depression symptoms.  A series of multiple regressions were performed in 

which the transformed total frequency scores of the experienced and witnessed conflict 

variables (CTS2b and CTS2a) were both entered in one block to predict the 

transformed total scores of complex PTSD, PTSD, and depression symptoms 

separately.  The experienced and witnessed conflict transformed total frequency scores 

were also used to predict each transformed subscale of complex PTSD (Affective 

Dysregulation, Alterations in Attention and Consciousness, Alterations in Self 

Perception, Difficulties in Relationships with Others, Somatization, and Disrupted 

Systems of Meaning) and PTSD (Hyperarousal, Avoidance, and Intrusion).     
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Table 6 
  
Means, Standard Deviations, Skew, and Kurtosis for Original and Transformed Variables for the Total Sample (n = 287) 
 
  Original  Transformed 

  M SD 
Skew 
(SE = 
.22) 

Kurtosis 
(SE = 
.44) 

 M SD 
Skew 
(SE = 
.22) 

Kurtosis 
(SE = .44) 

Interparental 
Conflict 

Frequency 
Total 27.42 33.75 3.19 13.85  1.21 0.48 -0.44 -0.18 

Parent-Child 
Conflict 

Frequency 
Total 14.61 16.22 2.89 11.95  3.30 1.81 0.39 0.28 

CPTSD  

Total severity 10.36 11.12 2.40 10.12  2.75 1.63 0.27 -0.29 
Affect 
Dysregulation 4.14 4.87 2.14 7.22  1.49 1.18 0.35 -0.62 

Dissociation 1.26 1.91 1.93 4.90  0.26 0.84 0.42 -0.90 
Self-Perception 1.22 1.99 2.29 6.16  0.68 0.86 0.87 -0.45 
Relationships 1.46 1.80 1.83 4.32  0.89 0.81 0.32 -0.91 
Somatization 1.12 1.73 1.93 3.79  0.67 0.82 0.79 -0.65 
Sys. of 
Meaning 1.04 1.68 2.91 11.92  0.39 0.67 1.53 1.32 

PTSD 

Total severity 12.49 14.79 1.47 2.45  2.69 2.28 0.26 -1.13 
Hyperarousal 2.38 3.85 2.37 6.73  1.00 1.16 0.85 -0.35 
Avoidance 5.99 6.56 0.89 -0.05  1.83 1.62 0.11 -1.48 
Intrusion 4.12 5.45 1.76 3.47  1.46 1.41 0.46 -0.92 

Depression Total Severity 13.09 9.97 1.22 1.47  3.32 1.42 -0.01 0.03 

Note. CPTSD= complex posttraumatic stress disorder, PTSD = posttraumatic stress disorder. 
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Table 7 
 
Means, Standard Deviations, Skew, and Kurtosis for Original and Transformed Scales and Subscales for Participants who 
Witnessed Physical Assault Between Their Parents (n = 119) 
 
  Original  Transformed 

  M SD 
Skew 
(SE = 
.22) 

Kurtosis 
(SE = .44)  M SD 

Skew 
(SE = 
.22) 

Kurtosis 
(SE = .44) 

Interparental 
Conflict 

Frequency 
Total 50.08 42.53 2.34 6.66  1.59 0.30 -0.21 .044 

Parent-Child 
Conflict 

Frequency 
Total 21.11 19.07 2.14 6.66  4.12 1.87 0.09 0.01 

CPTSD  

Total severity 12.54 11.23 1.32 2.03  3.11 1.69 -0.02 -0.41 
Affect 
Dysregulation 5.05 5.17 1.34 1.43  1.77 1.25 0.12 -0.76 

Dissociation 1.77 2.01 1.30 1.27  1.01 0.86 0.18 -1.10 
Self-Perception 1.58 2.23 2.06 5.14  0.87 0.90 0.54 -0.86 
Relationships 1.75 1.89 1.24 1.17  1.03 0.83 0.08 -1.08 
Somatization 1.22 1.59 1.42 1.41  0.76 0.81 0.46 -1.17 
Sys. of 
Meaning 1.18 1.80 2.62 8.84  0.42 0.72 1.44 0.85 

PTSD 

Total severity 15.68 15.09 0.92 0.08  3.27 2.24 -0.08 -1.05 
Hyperarousal 3.13 4.00 1.58 2.17  1.30 1.20 0.42 -0.93 
Avoidance 7.23 6.57 0.53 -0.88  2.19 1.56 -0.24 -1.31 
Intrusion 5.32 5.65 1.26 1.15  1.84 1.39 0.09 -0.95 

Depression Total Severity 14.29 9.88 1.04 1.18  3.52 1.37 -0.15 0.07 

 Note.  CPTSD = complex posttraumatic stress disorder, PTSD = posttraumatic stress disorder.
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All regression models were significant at the p < .05 level and most were significant at p 

< .001.  Experienced parent-child conflict was a significant, positive, unique predictor of 

every dependent variable except for the SIDES-SR subscale Disrupted Systems of 

Meaning.  Witnessed parental conflict was a significant, positive, unique predictor of the 

SIDES-SR subscale Alterations in Self Perception, the IESR total, and each individual 

IESR subscale.  Results of these regressions are presented in Table 8.  

Table 8 
  
Multiple Regression Analyses Predicting CPTSD, PTSD, and Depression with 
Frequency of Witnessed and Experienced Violence with Total Sample (n = 287) 
 
 Predictors Model Statistics 
 Interparental 

Conflict 
Parent-Child 

Conflict 
 

Dependent Variable β p  β p Adj. R2 F p 
CPTSD Symptoms        
    Severity Total .08 .230 .31 < .001 .12 20.95 < .001 
    Affective Dysregulation .07 .334 .29 < .001 .10 17.64 < .001 
    Alterations in Attn. and 
Consciousness 

.02 .769 .26 < .001 .07 11.55 < .001 

    Alterations in Self 
Perception 

.18 .009 .20 .004 .10 17.29 < .001 

    Difficulties in 
Relationships 

.02 .757 .25 < .001 .06 10.17 < .001 

    Somatization .10 .167 .21 .002 .07 11.53 < .001 
    Alterations in Systems of 
Meaning 

.06 .419 .12 .039 .02 3.61 .028 

PTSD Symptoms        
    Severity Total .17 .011 .22 .001 .12 19.68 < .001 
    Hyperarousal .14 .034 .23 .001 .10 17.41 < .001 
    Avoidance .17 .015 .19 .005 .09 15.73 < .001 
    Intrusion .17 .011 .23 .001 .12 20.71 < .001 
Depression Symptoms .07 .313 .17 0.16 .04 6.88 .001 

Note.  CPTSD = complex posttraumatic stress disorder, PTSD = posttraumatic stress disorder. 
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Exploratory Analyses Associated with Hypothesis 1 

Exploratory analyses were conducted to examine whether the above findings 

would hold when examining only the participants who witnessed at least some physical 

assault between their parents.  The same multiple regressions described above were 

conducted with this subsample (n = 119).  With this subsample, again most regression 

models were significant at the p < .05 level.  However, the models predicting the SIDES-

SR subscale Alterations in Systems of Meaning, the SIDES-SR subscale Difficulties in 

Relationships, and the CES-D depression scores were no longer significant with this 

subsample.  Experienced parent-child conflict was a significant, positive, unique 

predictor of the SIDES-SR symptom severity total and most of the SIDES-SR 

subscales, with the exception of the Somatization and Alterations in Systems of 

Meaning subscales.  Experienced parent-child conflict was no longer significant in 

uniquely predicting total IESR or CES-D scores, but experienced conflict did remain a 

significant, positive, unique predictor of the Hyperarousal subscale of the IESR.  

Witnessed parental conflict was a significant, positive, unique predictor of the 

Somatization subscale of the SIDES-SR as well as total IESR scores and all IESR 

subscales.  The results from these regressions are presented in Table 9. 
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Table 9 
 
Multiple Regression Analyses Predicting CPTSD, PTSD, and Depression with 
Frequency of Witnessed and Experienced Violence with Participants Who Have 
Witnessed Physical Assault between Their Parents (n = 119) 
 
 Predictors Model Statistics 
 Interparental 

Conflict 
Parent-Child 

Conflict 
 

Dependent Variable β p  β p Adj. R2 F p 
CPTSD Symptoms        
    Severity Total .10 .332 .25 .014 .08 6.31 .003 
    Affective Dysregulation .09 .393 .24 .020 .07 5.44 .006 
    Alterations in Attn. and 
Consciousness 

-.02 .870 .23 .026 .03 3.13 .048 

    Alterations in Self 
Perception 

.12 .233 .21 .040 .07 5.40 .006 

    Difficulties in 
Relationships 

-.03 .797 .21 .047 .02 2.36 .099 

    Somatization .34 .001 .00 .996 .10 7.68 .001 
    Alterations in Systems of 
Meaning 

.14 .190 .03 .758 .01 1.47 .235 

PTSD Symptoms        
    Severity Total .30 .003 .17 .091 .15 11.52 < .001 
    Hyperarousal .22 .023 .26 .009 .16 11.99 < .001 
    Avoidance .29 .005 .13 .197 .12 8.99 < .001 
    Intrusion .31 .002 .15 .117 .16 11.90 < .001 
Depression Symptoms .07 .536 .16 .121 .02 2.49 .087 

Note.  CPTSD = complex posttraumatic stress disorder, PTSD = posttraumatic stress disorder. 
 

 

Hypothesis 2 

 This hypothesis predicted simply that witnessed interparental violence and 

experienced child abuse would be correlated.  The Psychological Aggression, Physical 

Assault, Injury, Sexual Coercion, and total frequency scores of the CTS2a were 

positively correlated with the Psychological Aggression, Physical Assault, Injury, Sexual 

Abuse, and total frequency scores of the CTS2b.  The correlations of the CTS2a and 
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CTS2b subscales are presented in Table 10.  The intercorrelations of all variables used 

in the analyses are presented in Table 1.  With the exception of the correlation between 

parent-child Physical Assault and Disrupted Systems of Meaning (r = .06, p = .321), all 

intercorrelations were significant at the p < .05 level.  Shared variance levels ranged 

from .02 (p = .038) to .48 (p < .001).   

Table 10 
  
Correlations of Frequency of Witnessed and Experienced Violence with Total Sample (n 
= 287) 
 
 Interparental Conflict  
Parent-Child Conflict  1 2 3 4 5 
1. Psychological Aggression .61 .29     .17** .22 .47 
2. Physical Assault .43 .43 .33 .34 .48 
3. Injury .31 .44 .42 .46 .45 
4. Sexual Abuse (Coercion) .22 .51 .54 .64 .48 
5. Total .54 .45 .34 .41 .55 

Note. **p < .01. The p values for all other above correlations were p < .001. 
 

 

Hypothesis 3 

 The third hypothesis predicted that witnessing interparental violence would 

account for significant variance in complex PTSD, traditional PTSD, and depression 

over and above the variance accounted for by experienced abuse alone.  Experienced 

abuse can be conceptualized in several ways; so in these analyses, experienced abuse 

was controlled in three different manners.  The first score used to control for 

experienced child abuse was the transformed total experienced conflict frequency 

score, which included the participants’ scores on all items of the Psychological 

Aggression, Physical Assault, Injury, and Sexual Abuse subscales of the CTS2b.  The 
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second manner used to control for experienced child abuse was with the transformed 

experienced Psychological Aggression frequency score from the CTS2b.  The third 

score used to control for experienced child abuse was the transformed total 

experienced violence frequency score, which included the participants’ scores on all 

items of the Physical Assault, Injury, and Sexual Abuse subscales of the CTS2b.   

 This hypothesis was tested by a series of hierarchical regressions predicting 

each dependent variable with the experienced conflict, Psychological Aggression, or 

violence measure entered first and the witnessed total conflict frequency (CTS2a) 

entered second.  Thus, three hierarchical regressions were conducted with each 

dependent variable.  The R2 changes between the first and second steps of the models 

were then examined to determine if witnessing interparental violence significantly 

accounted for additional variance.  In the models predicting CPTSD symptoms, the R2 

change was significant when the parent-child physical violence score was used to 

control for experienced child abuse; the R2 change was not significant when using the 

total parent-child conflict nor parent-child psychological aggression to control for 

experienced child abuse.  Similar results were found in the models predicting 

depression symptoms.  The R2 change was significant when controlling for parent-child 

physical violence but was not significant when using the other two methods to control 

for child abuse.  With regard to predicting PTSD symptoms, the R2 change was 

significant in predicting PTSD for each of the three manners of controlling for 

experienced child abuse.  Results from these hierarchical regressions are presented in 

Tables 11, 12, and 13. 
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Table 11 
 
Hierarchical Multiple Regression Analyses Predicting CPTSD from Parent-Child Conflict 
and Interparental Conflict with Total Sample (n = 287) 
 
 CPTSD  
 Δ R2 F change p of Δ R2  β Total Adj. R2 

Controlling for Parent-Child Conflict      

Step 1 .124 40.39  < .001   
    Total Parent-Child Conflict    .35  
Step 2 .004   1.45 .230   
    Total Parent-Child Conflict    .31  
    Interparental Conflict    .08  
     .122 
Controlling for Parent-Child Psyc. Agg.      

Step 1 .141 46.83   <.001   
    Parent-Child Psyc. Agg.    .38  
Step 2 .003   1.02 .315   
    Parent-Child Psyc. Agg.    .34  
    Interparental Conflict    .07  
     .138 
Controlling for Parent-Child Violence      

Step 1 .072 22.05   <.001   
    Parent-Child Violence    .27  
Step 2 .02   6.63 .011   
    Parent-Child Violence    .20  
    Interparental Conflict    .16  
     .087 

Note. CPTSD = complex posttraumatic stress disorder, Psyc. Agg. = psychological aggression. 
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Table 12 
 
Hierarchical Multiple Regression Analyses Predicting PTSD from Parent-Child Conflict 
and Interparental Conflict with Total Sample (n = 287) 
 
 PTSD 
 Δ R2 F change p of Δ R2  β Total Adj. R2 

Controlling for Parent-Child Conflict      

Step 1 .101 32.18 <.001   
    Total Parent-Child Conflict    .32  
Step 2 .020 6.56 .011   
    Total Parent-Child Conflict    .22  
    Interparental Conflict    .17  
     .116 
Controlling for Parent-Child Psyc. Agg.      

Step 1 .101 32.18 < .001   
    Parent-Child Psyc. Agg.    .32  
Step 2 .021 6.81 .010   
    Parent-Child Psyc. Agg.    .23  
    Interparental Conflict    .17  
     .116 
Controlling for Parent-Child Violence      

Step 1 .068 20.67 < .001   
    Parent-Child Violence    .26  
Step 2 .040 12.63 < .001   
    Parent-Child Violence    .16  
    Interparental Conflict    .22  
     .101 

 Note.  PTSD = posttraumatic stress disorder, Psyc. Agg. = psychological aggression. 
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Table 13 
  
Hierarchical Multiple Regression Analyses Predicting Depression from Parent-Child 
Conflict and Interparental Conflict with Total Sample (n = 287) 
 
 Depression 
 Δ R2 F change p of Δ R2  β Total Adj. R2 

Controlling for Parent-Child Conflict      

Step 1 .043 12.75    < .001   
    Total Parent-Child Conflict    .21  
Step 2 .003   1.02 .313   
    Total Parent-Child Conflict    .17  
    Interparental Conflict    .07  
     .040 
Controlling for Parent-Child Psyc. Agg.      

Step 1 .047 14.11   < .001   
    Parent-Child Psyc. Agg.    .22  
Step 2 .003    .87 .352   
    Parent-Child Psyc. Agg.    .18  
    Interparental Conflict    .06  
     .043 
Controlling for Parent-Child Violence      

Step 1 .024   7.09 .008   
    Parent-Child Violence    .16  
Step 2 .011   3.21 .074   
    Parent-Child Violence    .10  
    Interparental Conflict    .12  
     .028 

 Note. Psyc. Agg. = psychological aggression. 

 
 This hypothesis was also tested using the participants’ responses to the 

questions “were you physically abused as a child?” and “were you sexually abused as a 

child?”  The correlations of witnessed interparental conflict and PTSD, depression, and 

CPTSD were compared between those who identified themselves as abused by 

answering “yes” to either of the questions (n = 31) or identified themselves as non-

abused by answering “no” to both (n = 238).  The correlation of witnessed interparental 
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conflict and PTSD was stronger in the non-abused group (r = .31, p < .001) than in the 

abused group (r = .11, p = .574), Z = 3.54, p < .001.  Similarly, the correlation of 

witnessed interparental conflict and depression was stronger in the non-abused group (r 

= .17, p = .007) than in the abused group (r = .06, p = .766), Z = 1.91, p = .028.  The 

correlation of witnessed interparental conflict with CPTSD was also stronger in the non-

abused group (r = .29, p < .001) than the abused group (r = -.05, p = .775), Z = 5.89, p < 

.001.  

 

Exploratory Analyses Associated with Hypothesis 3 

Exploratory analyses were conducted to determine whether the results presented 

above would be similar when examining only the participants who witnessed physical 

assault between their parents.  The hierarchical regressions described above were 

conducted with this subsample (n = 119).  Witnessed parental conflict was no longer 

significant in accounting for additional variance in SIDES-SR complex PTSD scores or 

CES-D depression scores when controlling for experienced child abuse in any of the 

manners described above.  Witnessed parental conflict was, however, significant in 

accounting for additional variance in IESR PTSD scores when controlling for 

experienced child abuse in each of the three manners.  The results from these 

hierarchical regressions are presented in Tables 14, 15, and 16. 
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Table 14 
  
Hierarchical Multiple Regression Analyses Predicting CPTSD from Parent-Child Conflict 
and Interparental Conflict with Participants Who Have Witnessed Interparental Violence 
(n = 119) 
 
 CPTSD  
 Δ R2 F change p of Δ R2  β Total Adj. R2 

Controlling for Parent-Child Conflict      

Step 1 .090 11.67 .001   
    Total Parent-Child Conflict    .30  
Step 2 .007 .95 .332   
    Total Parent-Child Conflict    .25  
    Interparental Conflict    .10  
     .082 
Controlling for Parent-Child Psyc. Agg.      

Step 1 .115 15.30 < .001   
    Parent-Child Psyc. Agg.    .34  
Step 2 .007 .98 .323   
    Parent-Child Psyc. Agg.    .30  
    Interparental Conflict    .10  
     .107 
Controlling for Parent-Child Violence      

Step 1 .050 6.21 .014   
    Parent-Child Violence    .22  
Step 2 .020 2.56 .112   
    Parent-Child Violence    .16  
    Interparental Conflict    .16  
     .054 

 Note.  CPTSD = complex posttraumatic stress disorder, Psyc. Agg. = psychological aggression. 
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Table 15 
 
Hierarchical Multiple Regression Analyses Predicting PTSD from Parent-Child Conflict 
and Interparental Conflict with Participants Who Have Witnessed Interparental Violence 
(n = 119) 
 
 PTSD 
 Δ R2 F change p of Δ R2  β Total Adj. R2 

Controlling for Parent-Child Conflict      

Step 1 .097 12.68 .001   
    Total Parent-Child Conflict    .31  
Step 2 .067 9.44 .003   
    Total Parent-Child Conflict    .17  
    Interparental Conflict    .30  
     .150 
Controlling for Parent-Child Psyc. Agg.      

Step 1 .114 15.22 < .001   
    Parent-Child Psyc. Agg.    .34  
Step 2 .068 9.68 .002   
    Parent-Child Psyc. Agg.    .22  
    Interparental Conflict    .29  
     .168 
Controlling for Parent-Child Violence      

Step 1 .061 7.63 .007   
    Parent-Child Violence    .25  
Step 2 .093 12.86 < .001   
    Parent-Child Violence    .11  
    Interparental Conflict    .33  
     .139 

Note.  PTSD = posttraumatic stress disorder, Psyc. Agg. = psychological aggression.  
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Table 16 
 
Hierarchical Multiple Regression Analyses Predicting Depression from Parent-Child 
Conflict and Interparental Conflict with Participants Who Have Witnessed Interparental 
Violence (n = 119) 
 
 Depression  
 Δ R2 F change p of Δ R2  β Total Adj. R2 

Controlling for Parent-Child Conflict      

Step 1 .038 4.62 .034   
    Total Parent-Child Conflict    .19  
Step 2 .003 .39 .536   
    Total Parent-Child Conflict    .16  
    Interparental Conflict    .07  
     .024 
Controlling for Parent-Child Psyc. Agg.      

Step 1 .045 5.55 .020   
    Parent-Child Psyc. Agg.    .21  
Step 2 .004 .44 .508   
    Parent-Child Psyc. Agg.    .18  
    Interparental Conflict    .07  
     .032 
Controlling for Parent-Child Violence      

Step 1 .021 2.50 .117   
    Parent-Child Violence    .14  
Step 2 .009 1.05 .307   
    Parent-Child Violence    .10  
    Interparental Conflict    .10  
     .013 

 Note. Psyc. Agg. = psychological aggression. 

 
This hypothesis was also tested within the subsample by comparing the 

correlations of witnessing interparental violence with CPTSD, PTSD, and depression of 

those who self-identified as having been physically or sexually abused in childhood (n = 

20) and those who self-identified as not having been physically or sexually abused (n = 

87). The correlation of witnessed interparental conflict and PTSD in the abused group (r 
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= .33, p = .153) was equivalent to the non-abused group (r = .33, p = .002), Z = 0.00, p 

= 1.00.  The correlation of witnesed interparental conflict and depression was also 

statistically equivalent in the abused (r = -.14, p = .563) and non-abused groups (r = .19, 

p = .085), Z = 1.23, p = .219.  Again, the correlation of witnessed interparental conflict 

and CPTSD was similar in the abused group (r = -.11, p = .64) to the non-abused group 

(r = .23, p = .029), Z = 1.32, p = .187.  

 

Hypothesis 4 

 The fourth hypothesis predicted that a history of experienced child abuse would 

act as a moderator by strengthening the relationship between witnessed interparental 

violence and complex PTSD symptoms.  This idea was tested through a hierarchical 

regression in which complex PTSD was predicted by entering parent-child conflict first, 

interparental conflict second, and a product of the two conflict scores third.  The R2 

changes between each model were then examined.  If the final step accounted for 

significant additional variance, a moderating relation between experienced and 

witnessed conflict would be demonstrated.  In order to conduct this analysis, the 

experienced and witnessed conflict scores were standardized and then centered by 

adding a constant of 3 to each value.  The normalized and centered variables were then 

transformed in order to achieve a more normal distribution.  The resulting variables had 

no zeros or negative values.  These transformed experienced and witnessed total 

conflict frequency scores and their cross-products were used as the independent 

variables in this analysis.  The analysis was also conducted with the normalized and 

centered, but non-transformed, variables.  Both hierarchical regressions’ models were 
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significant, but the final step resulted in a non-significant R2 change when the 

transformed variables were used.  However, the final step was significant when the non-

transformed variables were used.  The results from these hierarchical regressions are 

presented in Table 17.   

Table 17 
  
Hierarchical Multiple Regression Analyses Predicting CPTSD from Parent-Child 
Conflict, Interparental Conflict, and their Interaction with the Total Sample (n = 287) 
 
 CPTSD 
 Δ R2 F change p of Δ R2  β Total Adj. R2 

Standardized, Non-transformed      

Step 1 .074 22.83   < .001   
    Parent-Child Conflict     .27  
Step 2 .003   1.00 .319   
    Parent-Child Conflict     .24  
    Interparental Conflict     .07  
Step 3 .021   6.52 .011   
    Parent-Child Conflict     .50  
    Interparental Conflict     .35  
    Parent-Child*Interparental Conflict    -.50  
     .089 
Standardized, Transformed      
Step 1 .124 40.39   < .001   
    Parent-Child Conflict     .35  
Step 2 .007   2.43 .120   
    Parent-Child Conflict     .30  
    Interparental Conflict     .10  
Step 3 .003    .99 .322   
    Parent-Child Conflict     .45  
    Interparental Conflict     .20  
    Parent-Child*Interparental Conflict    -.22  
     .125 

 Note.  CPTSD = complex posttraumatic stress disorder. 
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Exploratory Analysis Associated with Hypothesis 4 

Exploratory analyses were conducted to determine whether similar results would 

be found when examining only those participants who had witnessed physical assault 

between their parents.  The hierarchical regression models were significant, but the final 

step resulted in a non-significant R2 change.   

Table 18 
 
Hierarchical Multiple Regression Analyses Predicting CPTSD from Parent-Child 
Conflict, Interparental Conflict, and their Interaction with Participants Who Have 
Witnessed Interparental Violence (n = 119) 
 
 CPTSD  
 Δ R2 F change p of Δ R2  β Total Adj. R2 

Standardized, Non-transformed      

Step 1 .072  9.14 .003   
    Parent-Child Conflict     .27  
Step 2 .002   .26 .610   
    Parent-Child Conflict     .24  
    Interparental Conflict     .05  
Step 3 .030  3.83 .053   
    Parent-Child Conflict     .60  
    Interparental Conflict     .40  
    Parent-Child*Interparental Conflict    -.65  
     .104 
Standardized, Transformed      
Step 1 .090 11.67 .001   
    Parent-Child Conflict     .30  
Step 2 .019   2.48 .118   
    Parent-Child Conflict     .23  
    Interparental Conflict     .16  
Step 3 .002    .24 .622   
    Parent-Child Conflict     .40  
    Interparental Conflict     .23  
    Parent-Child*Interparental Conflict    -.22  
     .111 

 Note. CPTSD = complex posttraumatic stress disorder. 
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Although not significant at the p < .05 level, when using the normalized and centered 

but non-transformed variables the final step produced an R2 change significant at the p 

< .06 level.  Results from these hierarchical regressions are presented in Table 18. 

 

Additional Research Questions 

 This study also sought to answer follow-up research questions.  The first 

research question entailed examining the association of interparental conflict to each 

individual criterion of CPTSD.  These inter-correlations can be found in Table 1.  

Witnessed interparental conflict was positively related to each of the six CPTSD criteria 

at the p < .05 level.  When examined together with experienced parent-child conflict, 

witnessed interparental conflict was a significant, unique predictor of Alterations in Self-

Perception in the total sample and a significant, unique predictor of Somatization in the 

subsample with a history of interparental physical violence.  The second research 

question asked if a relation existed between witnessing interparental violence and 

CPTSD without experienced child abuse and called for a test of mediation.  Results of 

the hierarchical regressions showed that the relation between interparental conflict and 

CPTSD symptoms was negated when controlling for total parent-child conflict.  

Furthermore, very few participants reported witnessing significant interparental violence 

without also reporting some child abuse.  In light of these results, the mediation model 

was not tested. 
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CHAPTER 4 

DISCUSSION 

 The purpose of the present study was to examine the psychological 

consequences of witnessing interparental violence.  In particular, the primary interest of 

this study was to determine if there is a relation between witnessing interparental 

violence and experiencing CPTSD symptoms.  Traditional PTSD and depression 

symptoms were also examined as possible sequelae of witnessing interparental 

violence.   

 

Prevalence of Interparental and Parent-Child Violence 

 The sample gathered in this study was comparable in its history of witnessed 

interparental violence to those of many other research samples and, therefore, most 

likely to the general population.  As discussed previously, partner violence is estimated 

to occur in about 30% of relationships (Gelles & Straus, 1988; McDonald et al., 2006), 

with partner violence occurring more frequently in couples who have children 

(McDonald et al., 2006).  Approximately 42% of this sample witnessed at least one 

incidence of physical violence between their parents, and roughly 19% witnessed at 

least one incident of assault between their parents that was severe enough to cause 

injury.  Research examining the prevalence of witnessing interparental violence has 

found similar rates ranging from 21% to 37% in non-clinical samples (Blumenthal, 

Neemann, & Murphy, 1998; Fergusson & Horwood, 1998; Knickerbocker et al., 2007; 

Marmion & Lundberg-Love, 2008; Shen, 2009; Silvern et al., 1995).  Variations in these 

estimates are likely due to differences in the definitions of interparental violence, with 
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some researchers using more severe incidents of violence to constitute a history of 

witnessed interparental violence than others.    

 The present sample was also comparable to those involved in past research in 

its experience of physical violence perpetrated towards them by one or both of their 

parents and in the co-occurrence of experienced childhood violence and witnessed 

interparental violence.  Approximately one third (32.4%) of this sample experienced at 

least one incident of parent-initiated physical abuse as well as witnessed at least one 

incident of physical assault between their parents.  This is comparable to research that 

estimates the rate of co-occurrence to be about 40% (Knickerbocker et al., 2007; Shen, 

2009; Silvern et al., 1995; Suh & Abel, 1990). 

 

Co-Occurrence of Interparental and Parent-Child Violence 

As put forth in the second hypothesis, interparental conflict and parent-child 

conflict were correlated in the current study’s sample.  Not surprisingly, the correlation 

of interparental violence and parent-child violence was quite high (r = .55).  This is 

similar to other research that shows that the two are intimately related (Knickerbocker et 

al., 2007).  Knickerbocker and colleagues (2007) provide an overview of the rates of co-

occurrence of partner and child abuse.  Although the range of prevalence is broad, the 

rates found in this sample are similar to those described in this review that assessed 

similar, non-clinical or non-referred samples.  Knickerbocker and colleagues (2007) 

explain that the two forms of violence frequently occur in the same household because 

of similar underlying individual and environmental factors (e.g., personality 

characteristics of the perpetrator, stressful family environment).  They also reason that 
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one type of abuse could cause the other.  For instance, they describe the “spillover 

hypothesis” (Knickerbocker et al., 2007, p.40) which posits that partner physical abuse 

contributes to child abuse, or in some cases vice versa.  This could result from partner 

violence negatively impacting parenting or from children trying to intervene in 

interparental violent conflict (Knickerbocker et al., 2007).  Although most research 

studies, and in addition advocacy and intervention groups, focus on one form of 

violence, the present line of research calls for a more integrated approach that 

assesses for both forms of violence simultaneously.  

 Similarly, other research highlights the implications of multiple forms of violence 

on children.  Becker-Blease and Freyd (2005) explain that the number of different types 

of victimization that children may encounter, such as physical and sexual abuse, 

neglect, community violence and interparental violence, must be taken into account to 

understand childhood victimization’s full implications.  In fact, the number of different 

types of victimization may account for trauma symptoms better than the severity of one 

form of victimization (Finkelhor, Ormrod, & Turner, 2007).  Finkelhor, Ormrod, and 

Turner (2007) defined poly-victimization as experiencing four or more kinds of 

victimization.  They found that poly-victimization was not only predictive of trauma 

symptoms, but that controlling for poly-victimization reduced or even negated the 

relation between individual forms of victimization and trauma symptoms.  Specific to the 

two forms of victimization of interest in this study, several studies have shown that 

experiencing both interparental violence and child abuse are related to more symptoms 

of PTSD, depression, and anxiety than either form of violence alone (Haj-Yahi, Tishby, 

& de Zoysa, 2008; Shen, 2009; Silvern et al., 1995).   
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Posttraumatic Stress Symptoms 

 The current study demonstrated moderate relations between total PTSD 

symptoms and both interparental conflict and parent-child conflict.  These results are 

similar to results found by other researchers studying similar non-clinical populations in 

the US (Marmion & Lundberg-Love, 2008; Silvern et al., 1995) and internationally (Haj-

Yahi, Tishby, & de Zoysa, 2008; Shen, 2009).  The association between witnessing 

interparental conflict and PTSD symptoms remained after controlling for parent-child 

conflict.  This shows that children who witnessed interparental conflict, regardless of 

whether or not they themselves were physically abused by their parent, experience 

more severe symptoms of posttraumatic stress than children who did not witness 

interparental violence.  This is similar to what has been found previously.  The relation 

between interparental violence and PTSD symptoms, after controlling for a variety of 

related factors, has been demonstrated by many researchers.  For example, 

interparental conflict remained significant in predicting PTSD symptoms when 

controlling for socio-demographic variables like sex, age, family income, and parents’ 

education (Blumenthal, Neemann & Murphy, 1998; Haj-Yahia, Tishby, & de Zoysa, 

2008; Shen, 2009), child physical and sexual abuse and other forms of trauma 

(Blumenthal, Neemann, & Murphy, 1998; Shen, 2009), and family functioning (Haj-

Yahia, Tishby & de Zoysa, 2008).   

This result of a persisting relation between interparental conflict and PTSD 

symptoms was not found by Silvern and colleagues (1995) in their study of a sample of 

college students.  Although they found a significant relation between both forms of 

violence and PTSD symptoms, they did not find a relation between interparental conflict 
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and PTSD symptoms once child physical and sexual abuse had been controlled.  The 

present study controlled for the total responses from the CTS2b, which included 

instances of incestuous sexual abuse.  However, in the present study, sexual abuse by 

non-parent perpetrators was not controlled.  A follow up question, “were you sexually 

abused as a child?” was asked.  The responses from this question were not correlated 

with responses from the Sexual Abuse subscale of the CTS2b, which seems to indicate 

that of the participants who had been sexually abused, most of them were not sexually 

abused by a parent.  Silvern and colleagues (1995) did a more thorough assessment of 

sexual abuse, for which they controlled and which may partially explain their 

nonsignificant results.  However, other researchers found interparental conflict to be a 

significant predictor of PTSD symptoms when accounting for sexual abuse (Blumenthal, 

Neemann & Murphy, 1998; Marmion & Lundberg-Love, 2008).    

The written directions presented to the participants when completing the IESR 

instructed them to “think about the most distressing event that you witnessed between 

your parents during your childhood” and to answer the questions with respect to this 

event.  These instructions were given in order to give focus to the traumatic event that is 

referred to in the IESR.  Although it could be argued that this may have caused an 

exaggeration of the relation between interparental conflict and PTSD, the multiple 

examples of this association shown in the literature make it likely that the present 

study’s results could be an accurate portrayal of this relation. 

Some research has shown witnessing interparental violence to be more strongly 

related to PTSD symptoms than experiencing violence directly (Marmion & Lundberg-

Love, 2008).  Interestingly, when examining only those participants who had witnessed 
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at least one instance of interparental physical assault, interparental conflict was a 

stronger predictor of PTSD symptoms than parent-child conflict, and both forms of 

conflict accounted for slightly more variance of PTSD symptoms in this subset than in 

the total sample.  This discrepancy may be due to the fact that parent-child conflict was 

more widely endorsed within the total sample, and thus may have appeared to have a 

stronger relation with PTSD symptoms.  

There are several probable explanations for the relations between witnessed 

interparental conflict and symptoms of hyperarousal, avoidance, and intrusive 

memories.  It is possible that living in a home in which physical violence exists creates a 

stressful, traumatic experience for the child which results in chronic, long-term effects of 

posttraumatic stress that continue into early adulthood.  An atmosphere in which violent 

conflict occurs between a child’s parents likely compromises the child’s feelings of 

safety and security, which could lead to an increased vulnerability in adulthood.  

Marmion and Lundberg-Love (2008) propose an interesting hypothesis to explain why 

witnessing interparental violence may be even more strongly related to PTSD 

symptoms than experienced physical or sexual abuse.  They suggest that children often 

blame themselves for the conflict in their home environment.  Children who are 

physically abused may notice a connection between their behavior and the violence 

perpetrated against them.  For example, if they were abused when they misbehaved.  In 

cases of interparental violence, the connection between their own behavior and the 

resulting violence may be much less evident.  Therefore, the violence may be seen by 

the child as more unpredictable and more out of the child’s control.  It is reasonable to 

expect that an environment with unpredictable, random violence could lead to PTSD 
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symptoms like hyperarousal, hypervigilance, and anxiety.  It may also be that 

interparental violence creates a divided loyalty in the child which becomes an additional 

emotional burden on the child and leads to more psychological symptoms (Marmion & 

Lundberg-Love, 2008).   

Another way to understand the connection between interparental conflict and 

PTSD symptoms is to consider what the child’s home environment is lacking.  Rather 

than being a direct result of the presence of violence between their parents, PTSD 

symptoms may instead result from the relative absence of a loving, supportive family 

environment.  Male-to-female partner aggression negatively impacts parenting skills 

(Blumenthal, Neemann, & Murphy, 1998; Ferguson & Horwood, 1998) and poor 

parenting could impact the child’s psychological health.  Male-to-female partner violence 

also affects the woman’s mental health, causing her to become traumatized, depressed, 

or otherwise incapacitated and subsequently unable to develop a close, secure bond 

with her children (van der Kolk, 2005).  Although this depends on the developmental 

level of the child at the time of the violence, having a secure attachment in childhood 

has been shown to be a protective factor for adults when they encounter stressful or 

traumatic events (Feerick, Haugaard, & Hien, 2002; Twaite & Rodriguez, 2004).  

Perhaps the relation between interparental violence and PTSD symptoms in adulthood 

is because children exposed to interparental violence are denied the protective buffer of 

having a secure attachment and are therefore more vulnerable to stressors they 

encounter as adults.   

A child who witnesses interparental violence is also likely to have other social 

and economic disadvantages, like low socio-economic status, parental divorce, 



 

73 
 

community violence, and alcoholic parents (Blumenthal, Neemann, & Murphy, 1998; 

Ferguson & Horwood, 1998; Zinzow et al., 2009).  In the present study, witnessing 

interparental conflict was related to parental divorce, lower educational levels of fathers 

and mothers, and lower family of origin income.  Although these related variables may 

contribute to a child’s likelihood of having PTSD symptoms in adulthood, research that 

statistically controls for many of these variables shows that witnessing interparental 

violence is related to increased PTSD symptomatology in its own right (Blumenthal, 

Neeman, & Murphy, 1998; Haj-Yahia, Tishby, & de Zoysa, 2008; Shen, 2009). 

 

Depression Symptoms 

 The current study found a small but significant relation between both 

interparental violence and parent-child violence and depression symptoms.  Parent-

child conflict was uniquely related to depression syptoms, but witnessed interparental 

conflict was not.  This small overall effect is similar to findings by other researchers.  

Marmion and Lundberg-Love (2008) determined that childhood physical assault (CPA), 

childhood sexual assault (CSA), and interparental violence had a small, significant 

relation to depression symptoms.  Of the three forms of violence, only CPA had a 

significant, unique relation to depression symptoms.  Silvern and colleagues (1995) 

reported finding a significant effect of interparental violence and child abuse on 

depression symptoms among women.  However, these factors were not significantly 

predictive of depression among the men in their sample.  Zinzow and colleagues (2009) 

found a significant relation between witnessed parental violence and current major 

depressive episode; Fergusson and Horwood (1998) did not.  In general, examining the 
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relation between witnessed interparental conflict and depression symptoms seems to 

have mixed results. 

 In the present study, the relation between both forms of violence and depression 

symptoms was even less notable when looking only at the subset of participants who 

had witnessed at least one incident of physical assault between their parents.  Within 

the subsample, neither form of violence was a significant, unique predictor and the 

model itself was not statistically significant. 

 Some clarity was gained in the analyses that examined the relation between 

interparental conflict and depression symptoms after controlling for three different 

conceptualizations of child abuse (total parent-child conflict, parent-child psychological 

aggression only, and parent-child physical assault only).  Interparental conflict was not 

significant in explaining additional variance in depression symptoms after controlling for 

child abuse in any of its three variations.  However, examining the first step of these 

hierarchical regressions shows that total parent-child conflict and parent-child 

psychological aggression individually predicted depression symptoms.  Parent-child 

violence did not predict depression symptoms.  It is interesting to note that of the three 

ways child abuse was conceptualized, parent-child psychological aggression accounted 

for the most variance in depression symptoms.  This is similar to other research that 

suggests that verbal aggression is a larger predictor of depression symptoms than other 

forms of aggression (Blumenthal, Neemann, & Murphy, 1998).  Blumenthal, Neemann, 

and Murphy (1998) found that both interparental violence and interparental verbal 

aggression significantly predicted depression symptoms after controlling for socio-

demographic characteristics.  However, only interparental verbal aggression continued 
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to significantly predict depression symptoms after controlling for CPA in addition to 

socio-demographic characteristics.   

 Several of the possible explanations for the relation between interparental conflict 

and PTSD symptoms (e.g., living in a violent home, having an insecure attachment with 

one’s parent, related social or environmental variables) seem reasonable to explain a 

relation between interparental conflict and depression symptoms in adulthood as well.  

However, this relation was not found in this sample.  It could be that a violent and 

chaotic childhood home causes more anxiety in adulthood than depressed mood.  

Having to be alert to signs of impending physical fights between one’s parents could 

cause the child to develop heightened arousal, hypervigilance, and general anxiety, all 

of which would be assessed in the measurement of PTSD symptoms.  This would be 

congruent with research that shows a link between interparental violence and anxiety 

(Blumenthal, Neemann, & Murphy, 1998; Fergusson & Horwood, 1998; Shen, 2009).  

Rather than primarily a result of childhood experiences, it is possible that depression 

may stem more from current life circumstances and/or a genetic predisposition.  

 Again, it should be noted that it is also possible that the instructions given to the 

participants before completing the IESR in the current study exaggerated the link 

between interparental conflict and PTSD symptoms; participants who did not witness 

many aggressive exchanges between their parents would not endorse having intrusive 

memories or avoiding thinking about these events.  Rather than a methodological error, 

it is more likely the nature of PTSD that it must be in reference to a traumatic event that 

makes the relation between PTSD symptoms and past events more clear.  Depression 

symptoms, conversely, are assessed generally and without reference to the past.   
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 These findings may simply be a result of not having enough statistical power.  It 

may be that a slight relation exists between interparental conflict and depression 

symptoms, but the relation has a small effect size.  Thus, to detect such an effect, a 

study would need higher statistical power than was achieved in the present study. 

 

Complex Posttraumatic Stress Disorder Symptoms 

Relation to Total CPTSD Symptom Severity 

The current study demonstrated that, together, interparental conflict and parent-

child conflict had moderate relations with total CPTSD symptoms.  Parent-child conflict 

had a unique relation with CPTSD symptoms; interparental conflict did not.  This 

general pattern held when examining the subset of the sample that had witnessed 

interparental violence.   

 After controlling for parent-child violence, interparental conflict retained a small, 

significant relation with CPTSD symptoms.  However, when less severe forms of child 

abuse were controlled (total parent-child conflict or parent-child psychological 

aggression), interparental conflict was no longer significantly related to CPTSD 

symptoms.  Similar to what was discussed with regard to depression symptoms, the 

model including parent-child psychological aggression accounted for the most variance 

in CPTSD symptoms.  This finding also fits with research by Blumenthal, Neemann, and 

Murphy (1998) which found interparental verbal aggression to account for more 

variance in each of its outcome variables, depression, anxiety, interpersonal problems, 

and trauma symptoms, than interparental physical violence.  This suggests that 

psychological aggression, which includes what is referred to as verbal or emotional 
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abuse, may be more detrimental with respect to symptoms of depression and CPTSD 

symptoms than physical abuse.  This could be explained by the social betrayal aspect 

of such forms of abuse.  Social betrayal has been identified as an important feature of 

traumas that are more likely to lead to CPTSD symptoms (Becker-Blease & Freyd, 

2005).  It may be that psychological aggression reveals more social betrayal than 

physical abuse, which could cause it to be more strongly related to CPTSD symptoms.  

It could also be that yelling, belittling, and other forms of psychological aggression 

happen more frequently and chronically than physical violence, which may strengthen 

its relation to CPTSD symptoms. 

 The positive relations between interparental conflict and adulthood CPTSD, 

PTSD, and depression symptoms were found to be stronger in those participants who 

self-reported no history of physical or sexual abuse during childhood by answering “no” 

to the questions “were you physically abused in childhood?” and “were you sexually 

abused in childhood?”  Within those who did identify themselves as having been 

physically and/or sexually abused in childhood, these relations were not even 

statistically significant.  When children experience violence directly, the violence they 

witness between others may become less influential in determining their own adulthood 

mental health.  In these cases, the long-term effects of witnessing interparental violence 

may become overshadowed by the long-term effects of experienced abuse.  This 

suggests that understanding the impact of witnessing interparental violence may be 

most relevant to those with a comparatively less traumatic history.  In an indirect way, 

this seems to argue against the idea that witnessing interparental violence has the 

capacity to “complicate” the PTSD reaction that might be associated with other traumas.  
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As no other reports of this phenomenon have been located in the research literature, 

this interpretation should be considered tentative until replicated.  

 

Relation to Individual CPTSD Symptom Criteria 

Because very little research examines the relation between witnessed 

interparental conflict and CPTSD, the present findings with the individual criteria of 

CPTSD will be discussed individually and compared to literature examining similar 

areas of functioning.  In addition to total CPTSD symptom severity, this study also 

investigated interparental and parent-child conflict’s relation to each of the individual 

CPTSD criteria: affective dysregulation, alterations in attention and consciousness, 

alterations in self-perception, difficulties in relationships with others, somatization, and 

alterations in systems of meaning.   

 Affective dysregulation includes emotional reactivity, difficulty reducing feelings of 

anger, and impulsivity.  In the present study, both forms of conflict together had a 

moderate relation with affective dysregulation.  Parent-child conflict was uniquely 

related to affective dysregulation; interparental conflict was not.  A similar pattern of 

results were found in the subset of the sample exposed to interparental violence.  Other 

researchers have found a relation between both interparental and parent-child conflict 

and affective dysregulation (Davies & Cummings, 1994; Lee, 2001; Marmion & 

Lundberg-Love, 2008; Maughan & Cicchetti, 2002).  Herman (1992) identifies anger as 

the emotion in CPTSD that is most difficult to control.  Marmion and Lundberg-Love 

(2008) found that interparental violence, CPA, and CSA account for a significant amount 

of variance in anger and irritability, with interparental violence being the only significant 
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predictor.  The relation between both forms of violence and affective dysregulation can 

be explained several ways.  In their “emotional security hypothesis,” Davies and 

Cummings (1994) describe how witnessing interparental conflict and experiencing child 

abuse can lead a child to emotional insecurity.  This causes them to cope less 

effectively with stress and experience heightened emotional reactivity (Davies & 

Cummings, 1994).  It seems reasonable to assume that the heightened emotional 

reactivity described by Davies and Cummings (1994) could continue into adulthood.  

Lee (2001) explains that young children require help from adults to learn how to tolerate 

difficult negative emotions, often turning to a trusted adult to help them cope with stress.  

Parents engaging in interparental or parent-child violence could be unable to help their 

children develop this skill.    

 Alterations in attention and consciousness include symptoms of amnesia and 

dissociation.  Both forms of conflict were related to alterations in attention and 

consciousness.  Parent-child conflict was more strongly related to these symptoms than 

interparental conflict, which did not demonstrate a unique relation to alterations in 

attention and consciousness.  Similar results were found in the subsample exposed to 

interparental violence.  These results suggest that the relation between increased levels 

of parent-child conflict and increased dissociative symptoms is moderately strong, but 

there is no significant, unique relation between interparental conflict and dissociation.  

Draijer and Langeland (1999) looked at both forms of conflict as well as CSA, childhood 

neglect, and parental dysfunction in their examination of dissociative symptoms in 

psychiatric inpatients.  They found that CSA, CPA, and maternal dysfunction were 

significant in predicting dissociative symptoms.  Interparental violence was not found to 
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be related to dissociative symptoms (Draijer & Langeland, 1999).  The relation between 

perceived maternal dysfunction and dissociative symptoms is interesting.  The items 

Draijer and Langeland (1999) used to assess for perceived maternal dysfunction asked 

the participants if their mothers were often ill, nervous, tense, depressed, or drank a lot 

of alcohol or used sedatives.  The researchers hypothesized that a dysfunctional mother 

is unavailable to comfort the child in times of distress, consequently causing the child to 

cope alone and leaving her vulnerable to using dissociation as a means of coping 

(Draijer & Langeland, 1999).  It is conceivable that interparental violence may indirectly 

affect dissociative symptoms if it makes the child’s mother often ill, nervous, tense, 

depressed, prone to using alcohol or drugs, or otherwise incapacitated and unavailable 

to the child.  This indirect association, if indeed present, was too small to be detected in 

the current study.  Perhaps with more power, a more reliable measure of dissociation, 

or a study design that more thoroughly assessed maternal functioning, this relation 

could have been examined more successfully. 

 Alterations in self-perception include feelings of personal ineffectiveness, feeling 

“damaged” as a result of one’s past, feeling set apart from others, and feeling guilty or 

ashamed.  Together, interparental conflict and parent-child conflict were both related to 

alterations in self-perception.  This is the only individual criterion of CPTSD with which 

interparental conflict had a significant, unique relation within the total sample, although 

this unique relation was not found when examining the participants who had witnessed 

at least some interparental violence.  There is reason to suspect that the findings in the 

total sample are a more accurate representation of the relation between interparental 

conflict and feeling guilty, ashamed, or fundamentally damaged or different from others.  
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Other research has shown interparental conflict to predict low self-esteem in women, 

even after accounting for CPA and CSA (Silvern et al., 1995).  Lee (2001) explains how 

guilt and shame can result from witnessing interparental violence.  Children may feel 

guilty, thinking that they caused the violent outbreak between their parents or that they 

should have somehow stopped it (Lee, 2001).  The divided loyalty in children that 

results from witnessing interparental violence can also result in guilt and shame (Lee, 

2001; Marmion & Lundberg-Love, 2008).  This self-blame for their parents’ violent 

conflicts and feelings of guilt and shame could be incorporated into the child’s identity 

and continue into adulthood, resulting in low self-esteem, feelings of inadequacy, and 

otherwise poor perceptions of self. 

 Difficulties in relationships with others incorporates interpersonal problems, an 

inability to trust others, revictimization, and victimizing others.  Together, both forms of 

conflict were related to difficulties in relationships, but parent-child conflict was a much 

more strongly related to difficulties in relationships than was interparental conflict.  

Interparental conflict was not uniquely associated with having difficulties in relationships 

with others.  Results were similar in the subsample exposed to interparental violence.  

Despite the findings of the current study, there is evidence to support a small, but 

present, relation between interparental violence and interpersonal problems.  

Blumenthal, Neemann, and Murphy (1998) found that interparental violence accounted 

for additional variance in interpersonal problems after controlling for CPA.  Interestingly, 

they found that interparental verbal aggression accounted for additional variance in 

interpersonal problems beyond what was accounted for by CPA.   
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There is extensive research that suggests that witnessing interparental violence 

leads men and women to be involved in intimate partner violence in their own 

relationships in adulthood (Bensley et al., 2003; Carr & VanDeusen, 2005; Ehrensaft, 

Cohen, & Johnson, 2006; Fehringer & Hindin, 2009; Hotaling & Sugarman, 1986).  

Being physically abusive or physically abused in a romantic relationship would certainly 

fall into the criteria of difficulties in relationships.  Watching parents fight, especially in 

households where interparental conflict was chronic and severe, can hardly serve to 

provide a child with an appropriate model of a healthy romantic relationship.  There are 

two methodological reasons an association between interparental conflict and difficulties 

in relationships with others could have been present and was simply not found to be 

significant in this study.  The internal reliability of this scale was low (Cronbach’s alpha = 

.56), which may have made a relation between interparental conflict and difficulties in 

relationships difficult to detect.  Also, the item of the SIDES-SR that assesses for 

victimizing others refers to having “hurt others in ways similar to how I was hurt.”  Such 

an item directs the participant to reflect only on ways in which they were directly hurt, 

rather than witnessing violent conflict between others.  It could also be that the SIDES-

SR items seek to assess more general, non-romantic relationships. 

 Somatization includes physical problems in a variety of body systems, including 

digestive problems, chronic pain, conversion symptoms, and sexual symptoms without 

an organic cause.  Interparental conflict and parent-child conflict together were related 

to somatic symptoms.  Within the total sample, parent-child conflict was uniquely related 

to somatization, whereas interparental conflict was not.  The association between 

interparental conflict and somatization was much stronger in the subsample with a 
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history of witnessing interparental violence.  In the subsample, interparental conflict was 

uniquely related to somatic symptoms, but parent-child conflict was not.  The finding in 

the subsample is somewhat surprising.  Although witnesses of interparental violence 

have been found to exhibit somatic symptoms as children (Hornor, 2005; Somer & 

Braunstein, 1999) and adults (Sansone, Widerman, Tahir, & Buckner, 2009), studies 

looking at both interparental conflict and child abuse in relation to somatic symptoms 

have found child abuse to be more strongly related to somatic symptoms (Kendall-

Tackett, 2005; Sansone, Widerman, Tahir, & Bucker, 2009; Spitzer, Barnow, Gau, 

Freyberger, & Grabe, 2008).  It may be that multiple forms of victimization or adverse 

events in childhood are more predictive of somatic symptoms in adulthood, rather than 

one form being more predictive than the other (Anda et al., 2006).  The strong relation 

of interparental violence with somatization found in the current subsample of 

participants who had witnessed interparental violence is interesting.  Somatization may 

be better understood in its relation to PTSD symptoms.  Also observed in this sample, 

witnesses of interparental violence had increased symptoms of hyperarousal, which 

could generalize into physical complaints.   

 Alterations in systems of meaning represent the participants’ sense of despair 

and hopelessness.  Though significant, both forms of violence were only slightly related 

to alterations in systems of meaning, and although parent-child conflict was uniquely 

associated with alterations in systems of meaning, interparental conflict was not.  

Results were similar but no longer significant in the subsample exposed to witnessing 

interparental violence.  Because of its poor consistency with the other items in the scale, 

the SIDES-SR item asking about changes in religious beliefs or philosophy was 
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excluded from the analysis.  The rest of the items on the scale asked about feelings of 

hopelessness and pessimism about the future, not expecting to find happiness in 

relationships, being unable to find satisfaction in work, and believing that life has lost its 

meaning.  The participants’ answers to these questions were possibly related to their 

mood.  If depressed, they would have likely endorsed higher severity on these items.  

As discussed when examining depression as an outcome measure, the relation 

between interparental conflict and depression appears to be very small, if it is present at 

all, and therefore may also be reflected in the nonsignificance of the relation between 

interparental conflict and alterations in systems of meaning.  These findings suggest 

that adults with a history of parent-child conflict experience somewhat more feelings of 

pessimism and hopelessness, regardless of whether or not they were exposed to 

interparental conflict.  

 

Summary of Findings with CPTSD 

With the exception of alterations in self-perception in the total sample and 

somatization in the subsample exposed to interparental violence, witnessing 

interparental conflict was not uniquely predictive of the individual CPTSD criteria nor 

total CPTSD symptom severity.  This suggests that exposure to interparental conflict 

alone does not cause a person to be more likely to develop CPTSD in adulthood.  In 

fact, the relation of interparental conflict with CPTSD symptoms that was observed 

when controlling for parent-child physical violence may simply be due to the 

psychological aggression aspect of interparental conflict.  This idea is based on the fact 

that interparental conflict was not uniquely predictive of CPTSD symptoms when 
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analyzed with parent-child conflict, nor when controlling for total parent-child conflict or 

parent-child psychological aggression.  This finding aligns with research conducted by 

Blumenthal, Neemann, and Murphy (1998) which found compelling evidence that 

interparental verbal aggression was a more powerful predictor of symptomatology than 

interparental physical violence.  Despite the reasoning that was the rationale for this 

study, the findings do not support the hypothesis that witnessing interparental conflict is 

independently related to CPTSD symptoms.  These results could be due to flaws in the 

theoretical reasoning that links CPTSD with witnessing interparental conflict, 

deficiencies in the measurements used, other methodological limitations to the study, or 

some combination of these factors. 

 The rationale for this study was that trauma that is chronic and interpersonal in 

nature, especially such trauma that occurs during childhood, is fundamentally different 

from acute instances of trauma, and therefore results in different symptomatology.  The 

logic followed that the traditional PTSD diagnosis does not incorporate the additional 

impact from such chronic, interpersonal traumas, whereas CPTSD does.  In the case of 

witnessed interparental conflict, this may not be true.  Despite its chronic and 

interpersonal nature, witnessing interparental conflict was more strongly related to 

traditional PTSD symptoms than CPTSD symptoms in the current study.  It is possible 

that the traditional diagnosis of PTSD fits the symptomatology of those exposed to 

interparental violence better than the CPTSD construct, or that another configuration of 

symptoms may be more applicable to this population than either PTSD or CPTSD.   

 Valid critiques of the CPTSD construct have been made.  The most common and 

perhaps most valid critique is that CPTSD may not be discretely separate from other 
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disorders and instead may represent the general comorbidity and variety of symptoms 

expressed by those with a history of chronic, interpersonal trauma (Allen, Coyne, & 

Hunton, 1998; de Jong, Komproe, Spinazzola, van der Kolk, & Ommeren, 2005; 

Kilpatrick, 2005; Roth et al., 1997).  Kilpatrick (2005) makes the point that exposure to 

trauma increases a person’s risk of developing PTSD as well as many other Axis I and 

Axis II disorders.  Kilpatrick (2005) does not interpret this as a fundamental error in the 

PTSD construct nor as support for the CPTSD diagnosis.  Rather, it may simply indicate 

that a more thorough assessment of psychopathology be made in survivors of complex 

trauma before treatment decisions be made.  The field trial of Disorders of Extreme 

Stress, not otherwise specified (DESNOS) looked only at traditional PTSD and 

DESNOS (Roth et al., 1997); it did not assess other Axis I or Axis II disorders, which 

make it difficult to assert that CPTSD or DESNOS is a unique disorder (Kilpatrick, 

2005).  Roth and colleagues (1997) admit that critics of DESNOS believe that the 

conceptualization of the disorder and the development of the SIDES happened too 

quickly, without first understanding the sensitivity and specificity of the symptoms of 

interest.   

 Another critique of the CPTSD or DESNOS construct is that it has mostly been 

researched in clinical, treatment-seeking populations.  This limits the construct’s 

generalizability and makes it difficult to assert complex trauma as its etiology (Allen, 

Coyne, & Hunton, 1998; de Jong et al., 2005).  Allen, Coyne, and Hunton (1998) found 

support of the CPTSD construct through factor analysis of personality symptoms in an 

inpatient sample.  However, they admit that it is impossible to determine that the 

CPTSD profile is unique to survivors of complex trauma.  They argue that they may 
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have found similar results studying a severely depressed sample without history of 

complex trauma (Allen, Coyne, & Hunton, 1998).  De Jong and colleagues (2005) 

express doubt in the reliability and validity of the CPTSD construct as it is measured by 

the SIDES.  Besides being unable to establish inter-rater reliability, de Jong and 

colleagues (2005) found that the SIDES has poor validity across cultures.  Despite 

these criticisms, however, it would be imprudent to assume that possible flaws in the 

CPTSD construct are responsible for the findings of this study.   

 Another possible reason that no significant, independent relation was found 

between witnessing interparental conflict and CPTSD symptoms is that the most 

pervasive psychological effect of witnessing interparental conflict may be anxiety.  

PTSD is categorized as an anxiety disorder and its hyperarousal symptoms are directly 

related to the heightened physiological arousal elicited by anxiety.  Although perhaps 

indirectly through somatization, CPTSD does not directly incorporate symptoms of 

anxiety.  Witnessing interparental conflict may better predict PTSD than CPTSD simply 

because witnessing interparental conflict may cause a person to develop symptoms of 

anxiety.  A child living in a chaotic, violent home may develop heightened arousal, alert 

to signs of impending fights between their parents.  This heightened arousal could 

cause the child witness to develop anxiety that continues into adulthood.  This idea is 

supported by other research (Blumenthal, Neemann, & Murphy, 1998; Fergusson & 

Horwood, 1998; Marmion & Lundberg-Love, 2008; Zinzow et al., 2009), as well as by 

the finding in the current study that witnessing interparental conflict is significant in 

predicting hyperarousal and somatization symptoms in the subsample with a history of 

witnessing interparental violence.   
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 Another reason that witnessing interparental conflict does not independently 

predict CPTSD symptoms could be that this form of trauma is essentially different or 

dramatically less severe, in certain ways, than other forms of chronic, interpersonal 

trauma.  CPTSD has been identified in victims of CPA, CSA, and domestic violence.  Of 

these, survivors of CSA are the most likely to meet criteria for CPTSD (Roth et al., 

1997).  Witnessing interparental violence is obviously quite different from being sexually 

abused as a child.  It has been argued that CPTSD is most closely related to CSA 

because sexual abuse includes more extreme violation, shame, and secrecy than 

physical abuse does (Roth et al., 1997).  Although witnessing interparental conflict was 

related to altered self-perception, possibly as a result of internalized guilt from their 

parents’ violent conflicts, it may be that witnessing interparental violence does not have 

nearly the same levels of violation, shame, and secrecy that CSA does and therefore 

does not cause CPTSD symptoms, or does so to a much smaller degree.  

 CPTSD was conceptualized as a unique disorder after its symptoms had been 

observed in clinical populations with a history of traumatic abuse.  Another reason that a 

relation between interparental conflict and CPTSD symptoms was not found in the 

present sample could be that CPTSD symptoms represent more impairment over 

several areas of functioning than traditional PTSD symptoms.  Although in many cases 

PTSD is clearly debilitating, it may be easier to cope with symptoms of hyperarousal, 

avoidance, and intrusion than it is to cope with the variety of symptoms that make up 

the CPTSD criteria. This study aimed to evaluate CPTSD symptoms in a generally high 

functioning, non-clinical sample of college students.  Although both variables were very 

positively skewed, total CPTSD symptoms (M = 10.36, SD = 11.12, possible range 0 -
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135, actual range 0 - 90) were endorsed even less frequently than PTSD symptoms (M 

= 12.49, SD = 14.79, possible range 0 - 88, actual range 0 - 88) in this sample.  CPTSD 

symptoms may be more rare in a general, non-clinical population than PTSD symptoms, 

which may have made a possible relation between witnessing interparental conflict and 

CPTSD symptoms more difficult to find in this sample. 

 The SIDES-SR was used to assess symptoms of CPTSD.  There may have been 

deficiencies in this measure that made it difficult to find a significant relation between 

interparental conflict and CPTSD symptoms.  Although the overall internal consistency 

of all of the items was good, the internal consistencies of several of its scales were 

inadequate.  This makes the results regarding the individual criteria more difficult to 

interpret.  The SIDES-SR is based on the SIDES, which has been used in several 

studies evaluating the CPTSD construct (Roth et al., 1997).  The validity of the SIDES-

SR is less established than that of the SIDES.  Interview questions would be likely to 

assess CPTSD symptoms more adequately than a self-report questionnaire.  It is 

possible that someone experiencing symptoms of CPTSD may not have the insight or 

self-awareness to identify them in a self-report.   

 As alluded to previously, the fact that PTSD is by definition related to a single 

traumatic event will make it necessarily easier to find a connection between PTSD 

symptoms and the precipitating event that is referenced.  The IESR items refer to a 

specific event, and the participants were instructed to reflect upon an event of conflict 

between their parents.  CPTSD is conceptualized as resulting from the compounded 

effects of many instances of trauma, so the SIDES-SR items assess symptoms without 

referencing one specific past event.  This difference between the two disorders and, in 
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turn, the instruments used to assess each disorder, will make it easier to detect a 

relation between past events and PTSD than CPTSD in regression analyses, such as 

those employed in this study.   

 Finally, practically speaking, it may not matter that witnessing interparental 

conflict is not independently related to an increase in CPTSD symptoms.  As found in 

this sample as well as many others, witnessing interparental violence often co-occurs 

with experiencing child abuse (Knickerbocker et al., 2007).  Because the two forms of 

violence often occur in the same households, understanding the influence of each form 

of violence independently may not be as important as understanding the influence of 

both together.  Statistically examining interparental conflict alone may be artificial and 

less helpful in understanding the clinical outcomes of real children growing up with 

family violence.  Arguably the most clinically important finding is that together, 

witnessing interparental conflict and experiencing parent-child conflict account for a 

moderate amount of variance in CPTSD and PTSD symptoms.  The criticisms of 

CPTSD also become less important when considering clinical, rather than research, 

implications.  It is likely the case that PTSD, like most of the disorders compiled in the 

DSM-IV-TR, was defined with a priority on diagnostic precision and reliability, whereas 

CPTSD was defined with priority on content validity and clinical descriptiveness.  

Generally critical of CPTSD as a discrete disorder, de Jong and colleagues explain its 

potential clinical usefulness, stating that “diagnostic categories that are not valid may, 

however, be useful as working concepts for clinicians because they provide information 

about outcome, treatment response, and cause” (de Jong et al., 2005, p. 14).   
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Clinical Implications 

 The prevalence of witnessing interparental violence and experiencing child 

physical abuse in this sample demonstrates that the prevalence of family violence is 

significant and is not decreasing.  Moreover, the relation between exposure to both 

forms of violence in childhood and psychopathology in adulthood highlights the need to 

develop effective methods to prevent children’s exposure to all forms of family violence.  

The high rate of co-occurring interparental and parent-child violence is particularly 

important in its clinical implications; assessment and intervention that focuses on one 

form of family violence may be less helpful than comprehensive programs that assess 

the risk of all forms of family violence and child victimization (Becker-Blease & Freyd, 

2005; Finkelhor, Ormrod, & Turner, 2007).   

 The independent relation of witnessing interparental conflict and adulthood PTSD 

symptoms demonstrates that exposure to physical and psychological aggression 

between parents poses a significant risk to the child in itself.  This calls for more 

rigorous policies to identify children at risk of exposure to interparental conflict and 

intervention at the societal and familial levels to reduce children’s exposure to 

interparental conflict.  This may include increased efforts by Child Protective Services 

agencies to recognize interparental violence as a potential threat to children’s safety 

and education to parents to help them understand how their means of resolving conflict 

with each other may affect their children. 

  Results from this investigation also provide evidence that physical violence may 

not be the only or most damaging form of problematic interparental and parent-child 

conflict.  Parent-child psychological aggression was more strongly related to symptoms 
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of PTSD, depression, and CPTSD than child physical abuse.  Along with research by 

Blumenthal, Neemann, and Murphy (1998), this calls for increased attention to the 

assessment and intervention in families exhibiting psychological aggression. 

 Results from this study show that witnesses of interparental conflict are at an 

increased risk for PTSD symptoms in young adulthood; moreover, the more violence 

witnessed, the more the increased risk.  This underscores a potential need for treatment 

of anxiety and PTSD symptoms in young adults who have witnessed interparental 

violence.  Rather than focus all clinical intervention on witnesses of interparental 

violence during their childhood, some attention must be given to these same witnesses 

as adults.  It would be misleading to think that because they are no longer physically 

dependent on the perpetrator of violence or presently living in a violent environment that 

emotional effects have ceased and that clinical intervention is not necessary.  These 

results also suggest that having knowledge of a client’s history of witnessed 

interparental violence may be helpful to a clinician assessing for PTSD or working to 

understand the etiology of the client’s presenting PTSD symptoms.     

 With regard to therapeutic intervention, the knowledge that witnessing 

interparental conflict is related to PTSD symptoms may be important for clinicians to 

keep in mind and possibly discuss with clients who experience heightened arousal, 

intrusive memories of fights between their parents, or avoidance related to thinking 

about their childhood or reminders of their parents’ fiery arguments.  However, these 

results do not suggest that, in the midst of other prominent experiences of childhood 

abuse, therapy should focus on the influence of a client having witnessed violent fights 

between parents.  The present findings suggest that a history of witnessed interparental 
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violence may be most important in the understanding of current PTSD symptoms of 

clients without a history of other severe traumas.  In the presence of other traumatic 

experiences, a client’s exposure to interparental violence may be less influential. 

 Although the results from this study are mixed in their support of CPTSD as a 

discrete diagnosis, the underlying clinical implications of this study are similar to those 

voiced by proponents of the CPTSD construct.  Focusing only on assessing and treating 

PTSD symptoms in survivors of chronic, interpersonal trauma would be a mistake.  

Because of its developmental implications, a thorough assessment of all the symptoms 

experienced by clients with this history is needed.  Standard PTSD assessment may not 

be gathering enough information about the individual’s entire clinical picture in order to 

provide the best treatment. If integral symptoms are overlooked during assessment, it is 

likely that the most effective treatments will not be implemented (van der Kolk et al., 

2005).  Treatment planning should be specific to the most problematic symptoms that 

are experienced, whether that proves to be intrusive memories of violence, lowered self-

esteem and distortions in their self-perception, difficulties in their interpersonal 

relationships, or other impairments. 

 

Limitations 

 The study’s limitations must be considered in order to fully understand the validity 

of these results.  Like all studies utilizing a convenience sample, the generalizability of 

these findings is limited.  The limited range of the sample’s age, ethnicity, 

socioeconomic status, and exposure to family violence make it more difficult to 

generalize these findings to the general American population.  Young adults who are 
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enrolled in college courses have demonstrated a relatively high level of functioning and 

consequently are likely experiencing significantly less impairment based on PTSD, 

depression, and CPTSD symptoms than people not enrolled in college.  Because of 

their socioeconomic backgrounds, they may also have been exposed to less frequent or 

severe family violence on average.  Had the same measures been given to a broader 

community sample, the results may have been different. 

 The variables of interest in this study also have limitations.  Fortunately, the 

frequencies of interparental violence and child abuse are not normally distributed.  Most 

people experience none or relatively few instances of either form of violence.  

Unfortunately, people who do experience severe family violence often experience it 

frequently.  This results in positively skewed variables with a few extreme outliers, which 

violates the assumption of normality inherent to parametric tests.  Trimming the outliers 

and transforming the data lessened the degree of violation of normality, but may have 

limited the results in its own way. 

 The study was also limited by some of its measures and procedure.  As 

discussed previously, using the SIDES, rather than the SIDES-SR, may have improved 

the reliability and validity of CPTSD symptoms.  In fact, all measures were self-report, 

which may have limited the accuracy of the data.  Participants experiencing 

psychopathology may not have had insight into their symptoms, or may not have 

wanted to disclose that information.  However, interviewing participants face-to-face or 

seeking collateral information would have eliminated the anonymity of the online survey, 

which was beneficial in gathering sensitive information.  In hindsight, inclusion of a 

measure of generalized anxiety would have been helpful to better understand the role of 
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anxiety symptoms in witnesses of interparental violence.  Also, a more thorough 

assessment of other adverse childhood events, victimizations, and traumas would have 

given a better understanding of the relation between type and number of traumas, 

PTSD, and CPTSD.  

The study also depended on retrospective recollections of witnessing and 

experiencing family violence.  Several factors may have affected the accuracy of the 

retrospective reports, such as poor memory or repression of painful events, or the 

exaggeration or underreporting as a result of current relationships with family members 

(e.g., someone who currently has a poor relationship with his parents may exaggerate 

their dysfunction, and vice versa).  Participants were asked to consider the actions of 

their parent or “parent-like figure” in both versions of the CTS2.  The present study 

combined parents, step-parents, and parents’ partners, even though the actions of a 

parent might differ in importance to the participant than the actions of a short-term 

partner of their mother or father.  Also, participants were included in the analyses if they 

lived with two parents or parent-like figures for at least three years during their 

childhood.  This arbitrary cut-off may have limited the generality of the results, as 

participants who lived with both parents for the entirety of their child could be different 

from those who lived with two parents for as little as three years.  

 The error in the initial data collection could have also affected the validity of the 

results.  Because of the error, the participants’ data were collected in two discrete time 

periods, about one year apart.  Although the participants from each collection period 

were found to be equivalent in nearly all areas of interest to this study, they did differ on 

a few assessed variables, and it remains possible that they differed in other, unknown 
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ways.  Possibly due to the economic recession, participants from the 2010 collection did 

report lower levels of personal and family-of-origin incomes.  It is unknown if these 

differences affected the results of this study. 

 Finally, as with all correlational studies, causation cannot be determined.  It is 

impossible to discern whether witnessing interparental violence or experiencing child 

abuse caused PTSD, depression, or CPTSD symptoms.  It is possible that the 

psychopathology examined in the present study was caused not by exposure to family 

violence but by some other variable(s) not assessed in the present study. 

 

Directions for Future Research 

 The results and limitations of this study generate several important directions for 

future research.  Repeated research in a more generalizable sample, such as a non-

clinical, community sample inclusive of a diverse range of age, ethnicity, and 

socioeconomic status would provide valuable information on this topic.  Ethical 

experimental research designs that investigate posttraumatic stress are understandably 

difficult to develop, but it does not mean that such experimental designs are necessarily 

impossible in this line of research.  More realistically, however, well-designed 

longitudinal studies should be used to draw conclusive evidence of the causal relations 

between traumatic events in childhood and psychopathology or impaired functioning in 

adulthood.  As determined to be a limitation of the current study, future studies should 

incorporate measures of global anxiety in order to better understand the relation of 

witnessed interparental violence, anxiety, and PTSD symptoms.  Psychological and 

verbal aggression should be researched more thoroughly.   
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 Current advances in psychophysiology assessment should be employed to better 

understand the nature of anxiety in persons with a history of family violence.  Examining 

levels of cortisol could also give additional evidence of long-term physiological effects of 

trauma in childhood.  Additionally, future research should seek to understand why 

witnessing interparental conflict is associated with higher levels of physical ailments and 

somatization.   

 In light of the present study’s findings, a logical next step to better understand the 

long-term effects of witnessing interparental violence would be to examine these 

variables in a more general sample.  Rather than focus on a relatively low-functioning 

clinical sample, as other research has, or on a relatively high-functioning college sample 

as in the present study, the ideal sample would be inclusive of persons with varying 

ages, ethnicities, socioeconomic status, and levels of functioning.  Retrospective reports 

of exposure to physical violence and psychological aggression should be collected, as 

well as exposure to other forms of trauma.  Current PTSD and general anxiety 

symptomatology should be assessed.  In addition, it would be interesting to assess 

participants’ general, overall distress and level of functioning. 

 Finally, rather than focusing only on the negative consequences of witnessing 

interparental violence, future research should also investigate the protective factors that 

influence resiliency in this population.  Despite being exposed to violence in childhood, 

most survivors of interparental violence and other forms of family violence do not go on 

to experience severe psychopathology in adulthood.  Determining the risks and 

protective characteristics of these persons will be instrumental in understanding the 

prognosis of children in these situations and the best ways to help them. 
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APPENDIX 

INFORMED CONSENT NOTICE 
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Before agreeing to participate in this research study, it is important that you read and 
understand the following explanation of the purpose and benefits of the study and how it 
will be conducted.   
Title of Study: Childhood Experiences and Adult Personality 
Principal Investigator:  Susannah Miller, a graduate student in the University of North 
Texas (UNT) Department of Psychology 
Purpose of the Study: You are being asked to participate in a research study which 
involves answering questions about your life, your mood, and your personality. Some of 
these questions will involve recalling personal events from your life that were stressful; 
however, all information you provide will be strictly confidential.  
Study Procedures: You will be asked to complete several surveys that will take about 1 
hour and 30 minutes of your time.   
Foreseeable Risks: The potential risks involved in this study are minimal. It is possible 
that you may experience some distress due to recall of past stressful life events. In the 
event that such distress occurs, you are free to discontinue at any time.  If the distress 
persists, you are urged to contact the University of North Texas Counseling and Testing 
Center at (940) 565-2741, where UNT students are entitled to eight free counseling 
sessions. Also, the MHMR free Crisis Line number is (940) 387-5555. 
 
Any information that is obtained in connection with this study and can be identified with 
you will remain confidential.  
 
Benefits to the Subjects or Others: This study is not expected to be of any direct benefit 
to you, but we hope to use this information to better understand how people’s stressful 
experiences in childhood impact them psychologically as adults.  
 
Compensation for Participants:  You will receive 3 research credits as compensation for 
your participation upon completion of the study described above. You have the right to 
withdraw from this study at any time; however, in order to obtain research participation 
credits, you must complete the entire study. Your course instructor can inform you of 
alternative ways to receive extra credit requiring comparable time and effort. 
 
Procedures for Maintaining Confidentiality of Research Records: All participant data will 
be coded by number only. The confidentiality of your individual information will be 
maintained in any publications or presentations regarding this study.  
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Questions about the Study: If you have any questions about the study, you 
may contact Susannah Miller at telephone number (940) 565-2671 or via 
email at scm0126@unt.edu, or the faculty advisor, Dr. Kenneth Sewell, 
UNT Department of Psychology, at telephone number (940) 369-8249.   
Review for the Protection of Participants: This research study has been 
reviewed and approved by the UNT Institutional Review Board (IRB). The 
UNT IRB can be contacted at (940) 565-3940 with any questions 
regarding the rights of research subjects.  
Research Participants’ Rights: 
By clicking the “Next Page” button at the bottom of the page, you indicate 
that you have read or have had read to you all of the above and that you 
confirm all of the following:  
 
• You have read and understand the possible benefits and the potential 
risks and/or discomforts of the study and you have had the opportunity to 
ask questions by contacting the researchers either via phone or email.                                           
• You understand that you do not have to take part in this study, and your 
refusal to participate or your decision to withdraw will involve no penalty or 
loss of rights or benefits. The study personnel may choose to stop your 
participation at any time.  
• You understand why the study is being conducted and how it will be 
performed.  
• You understand your rights as a research participant and you voluntarily 
consent to participate in this study.  
• You understand that you may print this form from the website so you 
have a copy for yourself. 
 

mailto:scm0126@unt.edu
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