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An understanding of factors that contribute to complex post-traumatic stress disorder 

(CPTSD) is of considerable importance to inform the prevention and treatment of the disorder. 

Moreover, gaining a better understanding of the factors that contribute to the etiology of CPTSD 

is of interest since most research to date focuses on the etiology of PTSD. Therefore, the purpose 

of the current study is to test the hypothesized prediction between childhood exposure to 

violence, childhood attachment, current interpersonal factors, and CPTSD symptoms. Using data 

from a community clinic and shelter serving victims of domestic violence and sexual assault, a 

partial least squares path analysis approach was employed to test the model’s strength in 

predicting contributing factors of CPTSD. Results support the proposed model, however, an 

alternative and more parsimonious model was found to be superior and revealed relationships 

between interpersonal variables and CPTSD. Specifically, women who reported child abuse and 

poor attachment with either parent, a perceived lack of current emotional and tangible support, 

and recent intimate partner violence (IPV) also reported symptoms of CPTSD. However, other 

variables, such as adult attachment avoidance and anxiety did not influence IPV or CPTSD as 

expected. Ultimately, the current findings lend support for Judith Herman’s original 

conceptualization of CPTSD symptoms observed in survivors of prolonged and repeated trauma. 

Implications of these findings are discussed and results highlight the importance of assessing the 

contextual factors (e.g., social support, family environment) when a victim of prolonged trauma 

comes for treatment. Lastly, treatment implications and specific points of intervention are 

presented. 
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CHAPTER I 

INTRODUCTION 

Complex Posttraumatic Stress Disorder 

History of Complex Posttraumatic Stress Disorder 

Spanning the course of two decades, researchers and clinicians continue to grapple with the 

psychological construct of complex posttraumatic stress disorder (CPTSD). Herman (1992a) 

coined “CPTSD” to refer to the syndrome that follows the subjection of prolonged and repeated 

trauma among those who have experienced extensive domination and control. For example, 

Prisoners of war and victims of domestic violence or child abuse likely experience difficulties 

beyond the well- known anxiety symptoms of posttraumatic stress disorder (PTSD) and more 

closely resemble symptoms of CPTSD. These symptoms are: alterations in emotional regulation, 

consciousness, identity, perceptions of perpetrators, relationships with others, and systems of 

meaning and frequently effect the sense of self, feelings of mistrust, alterations to the relational 

style, disturbance of relationships, and feelings of grief and loss (Herman, 1992a). Alternative and 

additive definitions of CPTSD exist (e.g., Ford and Courtois, 2009; Pelcovitz, van der Kolk, Roth, 

Kaplan, & Resick, 1997), however, the current study primarily relies on the pioneering work and 

conceptualization of the construct by Judith Herman (1992 a & b).  

In 1993, Herman proposed that the aforementioned constellation of symptoms be added to 

the American Psychiatric Association, The Diagnostic and Statistical Manual of Mental Disorders 

(4th ed.; DSM–IV; American Psychiatric Association, 1994) as disorders of extreme stress not 

otherwise specified (DESNOS). Since then, a “spirited discussion” (Friedman and Karam, 2009, 

p.18) arose after the DSM-IV task force concluded that that the addition of DESNOS was 

unnecessary. They argued that the majority of people (in the DSM-IV field trials) who met the 
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proposed DESNOS criteria also met diagnostic criteria for the pre-existing diagnosis of PTSD. As 

a result, rather than a separate diagnostic entity, CPTSD symptoms were added to the DSM-IV as 

associated descriptive features of PTSD. More recently, the work groups and task forces of the 

DSM-V (APA, 2013) rejected the addition of CPTSD but added a PTSD subtype with prominent 

dissociative (depersonaliztaion/ derealization) symptoms. The subtype symptoms may be 

prevalent among survivors of prolonged and chronic trauma who likely experience detachment 

from traumatic memories (Chu, 2010; Lanius, Vermetten, Loewenstein, Brand, Schmahl, 

Bremner, & Spiegel, 2010). 

Controversial Construct 

The “spirited discussion” (Friedman and Karam, 2009, p.18) endures with one camp of 

researchers and clinicians supporting CPTSD as a diagnostic entity and another camp challenging 

that decision. The controversy primarily revolves around two issues. First, some argue that there is 

little empirical support for CPTSD as a distinct diagnosis. Second, other experts contend that 

failure to recognize CPTSD commonly results in the misdiagnosis of childhood trauma survivors, 

especially women, as having borderline personality disorder (BPD) - a diagnosis that is 

particularly stigmatizing.   

In a study involving a review of CPTSD literature, Resick et al. (2012) support the task 

force’s decision by concluding a lack of adequate construct validity needed to support a distinct 

psychiatric diagnosis of CPTSD. The heterogeneity among reactions to traumatic exposure 

increases the difficulty of agreeing upon an operational definition of CPTSD. As a case in point, 

Resick et al. (2012) visually depicted (via Venn diagram) the overlap between symptoms of 

PTSD, CPTSD, borderline personality disorder (BPD) and major depressive disorder (MDD) and 

concludes a lack of discriminant validity to ensure that CPTSD is theoretically distinct.  
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However, Bryant (2012) examined aspects of CPTSD, and normalizes the overlap of 

symptoms (i.e., CPTSD and PTSD, MDD, and BPD) by concluding that CPTSD is a variant of 

PTSD (Cloitre et al., 2012) and one of the distinguishing features of CPTSD (e.g., emotion 

dysregulation) is also a symptom of BPD and MDD. This overlap raises the question, “what does 

the co- occurrence mean?” (Rutter & Sroufe, 2000, p. 283). Similarly, Herman (2012) argues the 

symptom overlap illustrates the crux of the issue, or the heterogeneity of individuals’ adaptation to 

trauma. Furthermore, she believes that construct validity is contingent on the recognition of 

CPTSD as a distinct entity, which will aid in continued (and necessary) research (Herman, 2012).  

Previous PTSD research consistently demonstrates the comorbidity of PTSD with other 

disorders. For example, data from the National Comorbidity Survey indicates  that 79% of women 

who had a history of PTSD also met criteria for at least one additional psychological disorder 

(assessed by the DSM- III- R) (3rd ed.; DSM–III; American Psychiatric Association, 1980; 

Kessler, Sonnega, Bromet, Hughes, & Nelson, 1995). Moreover, The Australian Comorbidity 

Study (Creamer, Burgess, & McFarlane, 2001) evaluated 10,600 individuals and concluded that 

88% of the sample with PTSD had at least one other diagnosis. Among other diagnoses, major 

depressive disorder and alcohol abuse were the most common, occurring among 48% and 52% of 

those diagnosed with PTSD, respectively. Furthermore, 59% of those who met PTSD criteria had 

three or more disorders, and 51% met criteria for an Axis II diagnosis. The comorbidity often 

results in trauma survivors labeled with a variety of diagnoses and ineffective treatment (Herman, 

2012). One interpretation of the extensive comorbidity is that the diagnostic system does not have 

a parsimonious way to account for the specific constellation of symptoms that a subset of trauma 

survivors experience.  
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In addition to the construct validity issue, the CPTSD controversy is also fueled by the 

negative connotation of borderline personality disorder (BPD).  The BPD construct was originally 

applied as a psychoanalytic concept to describe client level of functioning. Adolf Stern (1938) 

applied the term “borderline” to patients who displayed mentally unstable features, but did not fit 

in the standard (of that time) “psychotic” or “neurotic” functioning categories. Therefore, Stern 

(1938) conceptually placed them on the “border line” between those two levels of functioning. 

Later, Kernberg (1967) introduced and conceptualized borderline personality organization (BPO) 

as a personality dysfunction characterized by identity diffusion (i.e., lack of intelligible notion of 

self and others). Although BPO is not equivalent to BPD as theorized in the DSM, Kernberg’s 

(1967) contribution generated widespread interest of the concept resulting in the addition of BPD 

to the DSM- III (3rd ed.; DSM–III; American Psychiatric Association, 1980). 

The diagnostic criteria for BPD have remained relatively similar to those put forth in 1980. 

However, several changes (e.g., hybrid dimensional- categorical model) were proposed to the 

personality disorder section (including BPD) in the latest edition of the DSM-V (5th ed.; DSM–5; 

American Psychiatric Association, 2013). The American Psychiatric Association’s Board of 

Trustees ultimately decided to retain the DSM-IV- TR (4th ed., text rev.; DSM–IV–TR; American 

Psychiatric Association, 2000) categorical approach with the same 10 personality disorders. 

Despite current theoretical and diagnostic continuity, the proposed changes to the personality 

disorder section are included in DSM-V’s (5th ed.; DSM–5; American Psychiatric Association, 

2013) “Section III” (disorders requiring further study). The proposed changes aim to address 

several shortcomings of the current system (e.g., clients often meet criteria for more than one 

personality disorder) by altering the definition and diagnostic approach to personality disorders. 

Specifically, the alternative is a hybrid personality model that includes an evaluation of 
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impairments in personality functioning (i.e., how an individual typically experiences themselves 

and others) plus five broad areas of pathological personality traits (i.e., negative affectivity, 

detachment, antagonism, disinhibition, and psychoticism). Based on the proposed changes, 

assessment (and potential diagnosis) of personality disorder is based on one’s difficulty in 

personality functioning (ranging from 0-4) and specific pattern of pathological personality traits. 

This approach yields six personality disorders (i.e., antisocial, avoidant, borderline, narcissistic, 

obsessive- compulsive, and schizotypal); however, a diagnosis of personality disorder- trait 

specified (PD- TS) can be made when the criteria for a specific disorder are not met, but a 

personality disorder is considered present (5th ed.; DSM–5; American Psychiatric Association, 

2013, p. 761). 

It is important to keep the “Cautionary Statement” (4th ed., text rev.; DSM–IV–TR; 

American Psychiatric Association, 2000, p.xi) of the DSM-IV-TR in mind to remind readers that 

the diagnostic criteria are a reflection of the “current formulations of evolving knowledge” and is 

suggested to be used in accordance with clinical judgment. Although psychiatrists, psychologists, 

medical doctors, service providers, and third party payers rely on the DSM to provide a common 

language from which to describe and diagnose psychiatric and clinical taxonomy, it is not a mirror 

of nature or the human experience. The latest edition, DSM-V (5th ed.; DSM–5; American 

Psychiatric Association, 2013), was released in May 2013, and in an interview about the manual, 

the Director of the National Institute of Mental Health, Dr. Insel, said, “as long as the research 

community takes the DSM to be a Bible, we’ll never make progress” (“The Book Stops Here,” 

2013). His statement reminds researchers and clinicians to continue to think critically about their 

clients and not rely on diagnostic labels as immutable truths.  
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An example of clinicians defining their clients by diagnostic criteria is illustrated by 

Herman’s (1992, p. 123) statement that certain mental health professionals consider a BPD 

diagnosis “a little more than an insult” (Herman, 1992a, p. 123).  As previously mentioned, 

CPTSD and BPD share several symptoms (e.g., unstable self- image, chronic feelings of 

emptiness, reckless or self- destructive behavior), rates of comorbidity, and the prevalence of early 

trauma (Lewis, Grenyer, 2009). Herman (1992a) concludes that efforts to fit the client into the 

frame of the existing diagnostic criteria most likely results in an incomplete understanding of the 

problem and approach to treatment. MacLean and Gallop, (2003, p. 369) suggest that clients who 

are diagnosed with both PTSD and BPD should be “extricated from the diagnosis of borderline 

personality disorder and subsumed under that of CPTSD” (MacLean & Gallop, 2003, p. 369). 

Consensus 

Amongst the continued debate, authors (e.g., Herman, 2012; Resick, 2012) tend to agree 

on the need for sophisticated research and the potential consideration of CPTSD as an entity on 

the spectrum of trauma disorders. Effective development of assessment tools and treatment 

interventions for CPTSD rely on continued and advanced CPTSD research. Although CPTSD was 

not included as a distinct subtype of PTSD in the DSM-5, the construct remains clinically relevant 

when working with survivors of prolonged and repeated trauma (Herman, 2012). In fact, in a 

sample of treatment- seeking women with a history of childhood sexual and/or physical abuse, 

CPTSD symptoms (e.g., affect dysregulation and interpersonal problems) account for significantly 

more of the functional impairment than PTSD symptoms alone (Cloitre, Miranda, Stovall- 

McClough, & Han, 2005). A single PTSD diagnosis, therefore, cannot adequately capture the 

complexity of serious reactions to traumatic experiences (van der Kolk, 2007).  
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Another area of potential consensus among researchers is the consideration of CPTSD as 

an entity on the spectrum of trauma disorders (Goodman, 2012; Herman, 2012; Resick, 2012). 

Epidemiological studies demonstrate that most people experience a traumatic event over their 

lifetime (Kessler, Sonnega, Bromet, Hughs, & Nelson, 1995) and the majority experience at least 

some symptoms of PTSD (Rothbaum, Foa, Riggs, Murdock, & Walsh, 1992). Therefore, 

pathological reactions to trauma (included in PTSD and CPTSD) may be more accurately 

characterized as a dimension of symptomatic severity rather than a discrete category (Broman- 

Fulk et al., 2009). For example, in a study on personality research, Haslam (2007) concludes that 

most personality disorders reflect deviation from healthy personality by degree and not by type. 

This perspective is in line with the DSM- 5’s proposed approach to personality disorders. The 

same conceptual approach could be applied to reactions to trauma by describing the symptom 

degree rather than the type. This integrative conceptualization allows for more symptom overlap 

between various traumatic reactions while still recognizing the distinguishing features of CPTSD 

(Goodman, 2012). 

Since there is aforementioned consensus regarding the consideration of CPTSD as an 

entity on the spectrum of trauma disorders, it may be relevant (and helpful for current and future 

research) to apply PTSD research and thinking to CPTSD. Meehl (1992) described PTSD as 

comprised of the small additive effects of multiple risk and protective factors with a multifactorial 

etiology. Therefore the next research step is to address potential risk and resilience factors of 

CPTSD and to consider the multiple etiologies comprised of the interrelations and additive effects 

of these factors to aid in further conceptual clarification. 
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Risk and Resilience 

Research attention in the area of risk and resilience mechanisms increased when studies of 

both mild and severe risk resulted in universal heterogeneous outcomes. The outcomes were not 

the result of measurement error but rather reflected the idea that given the same risk experience 

and/or exposure, some people develop disorders whereas others seem largely unaffected (Rutter & 

Sroufe, 2000). Summarizing this research, Ozer and colleagues (2003, p.54) concluded, “roughly 

50% - 60% of the U.S. population is exposed to traumatic stress but only 5%-10% develop 

PTSD.”   However, those that develop PTSD differ markedly from one another demonstrating the 

large variability in the types and levels of exposure to stressful events, resulting in greater 

variability of PTSD rates over time. These findings aided in the stimulation of large amounts of 

research focused on clarifying why some people are more vulnerable to the effects of trauma than 

others are. In line with these considerations, studies on resilience and protective factors sought to 

provide clarification of these questions.  

Although the concept of resilience may seem straight forward, considerable debate exists 

on how to define and study it. The majority of resilience research is presented in the 

developmental literature in terms of protective factors that promote positive outcomes and 

adaptive personality features among children exposed to aversive life experiences (Garmezy, 

1991; Luthar, Ciccheti, & Becker, 2000; Rutter, 1999).  Recent research suggests that resilient 

functioning arises from the interaction between heritable factors, individual characteristics, and 

experiential factors that occur over time (Collishaw, Pickels, Messer, Rutter, Shearer, Maughan, 

2007). Rutter (2007) further examined the concept of resilience and noted several key points  that 

he encourages for consideration of the definition: 1) resilience cannot be reduced to the factors 

involved in the  moment of risk exposure; rather, experiences before and after must be considered. 
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2) Resilience could also be shaped by the genetic susceptibility or physiological responses to

environmental risk or change. 3) The personal coping strategies are also likely to influence 

resiliency, therefore, individual traits, experiences, and mental operations need to be considered. 

4) Lastly, although the individual traits should be considered, resiliency is not an observed trait

because people may be resilient in some kinds of risk exposure or with respect to some outcomes 

but not others. Therefore, Rutter (2007) believes “resilience” constitutes a shift from variables to 

processes.  

Risk is defined in either an individual or a cumulative context. An individual risk model is 

characterized by the contribution of one risk factor in the development of negative outcomes (e.g., 

complex trauma symptoms), whereas a cumulative risk model emphasizes maladaptive outcomes 

from the accumulation of adversity (Rutter, 1979). Although the cumulative risk model approach 

limits insight into individual or unique characteristics of risk, it enables the exploration of multiple 

stressors that depend on the pattern of relationships with other variables of interest (Linder & 

Sexton, 2011; Martinez-Torteya, Bogat, von Eye, & Levendosky, 2009). In accordance with the 

goals of this study, the cumulative risk model will be implemented in order to assess the patterns 

among multiple variables and their relationships to one another and to CPTSD.  

Research of both risk and resilience add value to the scientific understanding of 

psychological constructs in addition to producing knowledge that informs the public and service 

providers with information regarding the allocation of resources. For example, research on risk 

factors may help determine potential high-risk populations while also providing knowledge that 

informs prevention and intervention programs (Sullivan, 2013).  To date, most trauma research on 

risk and resilience has focused on PTSD rather than CPTSD. Although the rationale for the current 

study relied heavily on PTSD literature to make a case for further CPTSD research, it should be 
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noted that risk and protective processes for the initial onset of PTSD might differ from those for 

CPTSD (since by definition, CPTSD is characterized by exposure to chronic and prolonged 

trauma).   

We hope to contribute to the literature by addressing the underlying etiology and basic 

processes of the construct through the study of risk and resilience processes for the development 

of CPTSD. Our hope is consistent with one of the goals of science, which is to understand how 

particular factors influence a phenomenon (Kazdin & Kagan, 1994). The potential risk and 

resilience factors are described first followed by the purpose and specific hypotheses of the current 

study.  

Risk Factors 

Domestic Violence 

Interpersonal violence has likely played a role throughout human history. In modern times, 

the impact of violence is a global human rights and public health concern that can be seen in 

various forms worldwide. According to the World Health Organization, it is estimated that each 

year, more than a million people lose their lives and many more suffer non-fatal injuries as a result 

of interpersonal violence (2002). Precise estimates of violence are difficult to obtain due to 

differences in definitions and underreporting. In particular, family violence is considered one of 

the most chronically underreported crimes (U.S. Department of Justice Bureau, Criminal 

Victimization, 2003).  

At the outset, it is important to acknowledge that the term “domestic violence” (DV) is 

broad and encompasses a wide range of acts. Furthermore, policy makers, researchers, law 

enforcement personnel, clinicians, and the public define the term differently and may refer to 

specific types of DV (e.g., child abuse or intimate partner violence). More specifically, in one 

 10 



context versus another, these types can be further categorized into subcategories. For example, 

emotional neglect may be a form of child abuse but not categorized as “violent” per se. These 

examples illustrate the conceptual breadth of DV. The US Department of Justice defines DV as a 

“pattern of abusive behavior in any relationship that is used by one partner to gain or maintain 

power and control over another intimate partner”. DV is expressed through physical, sexual, 

emotional, economic, or psychological actions or threats of actions that influence another person. 

For the purposes of this study, DV is a type of interpersonal violence including intimate partner 

violence (IPV), elderly abuse, child abuse, and sibling abuse. 

Children who Witness Intimate Partner Violence 

Intimate partner violence (IPV) includes physical, psychological, and sexual abuse toward 

romantic partners of the same or opposite sex. Specifically, Capaldi, Knoble, Shortt, and Kim, 

(2012) define the following types (e.g., physical, psychological, sexual) of abuse. Physical 

violence is characterized by forceful contact which ranges from light pushes to severe (and 

potentially) lethal beatings. Psychological violence (i.e., emotional abuse) refers to treating 

someone in an offensive or degrading manner typically through acts of  verbal threats, humiliation, 

intimidation, ridicule, withholding affection, and restrictions (e.g., social isolation, financial 

control). Sexual abuse involves coercive and physical behaviors varying from persuasion of the 

performance of sexual acts against their will, refusing “no” responses, to physically forced sexual 

acts and other sexual coercion. 

The prevalence of children exposed to domestic violence is high and is noted as one of the 

most common, severe, and adverse events during childhood (Margolin & Gordis, 2000). One 

study considered that domestic violence occurs in approximately 30% of homes where children 

live with two parents (McDonlad, Jouriles, Ramisetty-Milker, Caetano, & Green, 2006).  
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Considerable research has established a link between children exposed to or witnessing intimate 

partner violence and an increased risk of a variety of adjustment difficulties. These include both 

internal [e.g., anxiety, depressive, PTSD symptoms (Maker, Kemmelmeier, Peterson, 1998; 

Modrowski, Miller, Howell & Graham Bermann, 2013)] and external difficulties [e.g., aggression, 

oppositional, and social behavioral problems (Davies and Lindsay, 2004; Jouriles, Norwood, 

McDonald & Peters, 2001; Wolf, Crooks, Lee, McIntyre-Smith & Jaffee, 2003)].  

In addition to the increased risk for adjustment difficulties, debate continues regarding 

whether all children who are exposed to or witness DV should be considered “abused” and receive 

child protective services and interventions. Some believe that witnessing DV is a form of 

psychological child abuse (Somer & Braustein, 1999), while others caution the practice of 

routinely defining the exposure to violence as child abuse (Edleson, 2001; Fleck- Henderson, 

2000). Those who are cautious argue that it may be insensitive for the victim who may be trying to 

address the issue independently and may even place the victim at greater risk of harm.  

Despite the aforementioned high prevalence of children’s exposure to IPV, approximately 

21 states address the issue (via Statute) of children who witness domestic violence in their homes 

(Child Welfare Information Gateway, 2008). However, Edleson (2004) believes that the expansion 

of the legal definition does not necessarily increase adequate assessment of the needs of a child 

exposed to DV. Furthermore, child welfare professionals are encouraged to assume that witnessing 

IPV does not constitute child maltreatment and intervention from child protective services 

(Edleson, 2004). 

Exposure to or witnessing IPV in the family of origin or in childhood is a frequently 

studied risk factor for later IPV because of theories based in social learning and intergenerational 

transition of violence (Bell, 1995; Straus, 1983; Straus et al., 1980). For example, witnessing IPV 
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in childhood (as assessed through retrospective reports) was predictive of later IPV victimization 

in their romantic relationships (Linder & Collins, 2005; Renner & Slack, 2006).  Although IPV 

involves violent behavior between individuals in an intimate relationship, children exposed to 

family violence are more likely to be at increased risk of physical, sexual, and emotional abuse 

themselves (Mahoney, Donnelly, Boxer & Lewis, 2003; Saunders, 1994). In a similar line of 

research, Appel and Holden (1998) revealed that approximately 40% of families who experience 

domestic violence also experience some form of child maltreatment, which increases their need for 

intervention services.  

Childhood Trauma 

Much like domestic violence, childhood trauma has many types (i.e., sexual abuse, 

physical abuse, emotional abuse and/or parental neglect) and can have prolonged negative effects 

on survivors well into adulthood. Often times, children who experience trauma are physically and 

psychologically incapable to handle the overwhelming stress of the trauma, and can impact 

development (Courtois, 2004).  Specifically, research illustrates the association of early childhood 

trauma with later diagnoses of Post-Traumatic Stress Disorder (PTSD) and Borderline Personality 

Disorder (BPD) (Roth, Newman, Pelcovitz, van der Kolk, & Mandel, 1997; van der Kolk et al., 

1996; Yehuda, 2002).   

Childhood sexual abuse (CSA) may interfere with the development of self- regulatory 

abilities and research indicates it may also be a risk factor for women in predicting PTSD 

symptoms (Austin, 1995; Cook et. al, 2005). McLean and Gallop (2003) report that among a 

sample of 65 CSA survivors the diagnoses of both CPTSD and BPD were significantly higher 

among women with histories of early onset sexual abuse (i.e., <12 years of age) compared to 

women with late onset (i.e., >13 years of age) sexual abuse.  Nearly all of the women in this study 
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(94.7%) with early onset sexual abuse met the diagnostic criteria for both BPD and CPTSD. 

Moreover, the early onset group reported higher rates of intrafamilial (paternal) sexual abuse, 

higher lifetime victimization, and higher biparental neglect.  These results suggest that early onset 

sexual abuse may be an important risk factor to consider in the development of CPTSD. 

  In addition to the adverse effects of CSA, childhood physical abuse (CPA) is rated the 

second most common (child neglect most reported) form of child maltreatment (National Child 

Abuse and Neglect Data System, 2010).  A history of CPA is associated with emotional and 

behavioral problems (Lansford, Dodge, Pettit, Bates, Crozier, & Kaplow, 2002) major depression, 

PTSD, conduct disorder, oppositional defiant disorder, agoraphobia, generalized anxiety disorder, 

and substance use disorders (Flisher, Kramer, Hoven, Greenwald, Alegria, & Bird, et at., 1997) 

and an increased risk of suicide attempts (Dube, Anda, Felitti, Chapman, Williamson, & Giles, 

2001). In the Illinois Family Study, comprised of retrospective reports, Renner and Slack (2006) 

observed that CPA and CSA were predictive of later IPV victimization.  

A history of CPA often co-occurs with childhood adversities (present among 34- 95% of 

maltreated children), but little is known regarding whether the impact of CPA is independent or 

mediated by the adversities and comorbid psychiatric disorders (Dong, Anda, Felitti, Dube, 

Williamson, & Thompson, et al. 2004). Sugaya et al. (2012) addressed that question and 

concluded that CPA independently increased the odds of several psychiatric disorders in 

adulthood (e.g., any Axis I disorder, any substance disorder) and the authors also observed 

evidence for a dose-response relationship between frequency of CPA and risk of several 

psychiatric disorders in adulthood. Moreover, frequency of abuse may indicate a more disrupted 

environment, which also increases the risk of other forms of abuse and psychiatric disorders.  
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Individuals with a trauma history rarely experience a single event but rather are multiply 

traumatized (Kessler, 2000). In a study involving the aftereffects of exposure to prior trauma, 

authors King, King, Foy, Keane, and Fairbank (1999) demonstrated increased chances of 

exhibiting PTSD symptoms in response to later trauma exposure. Specifically, in a longitudinal 

study authors (Ehrensaft et al., 2003) assessed child abuse, and observed that those who were 

victims of child abuse had double the risk of becoming a victim or perpetrator of IPV. 

Furthermore, children who witnessed parental IPV tripled their risk. As such, adverse childhood 

experiences (e.g., family instability or poor family functioning) increase the likelihood of 

exhibiting PTSD symptoms in response to later trauma exposure (Fontana & Rosenheck, 1994). In 

addition to childhood physical or sexual trauma, emotional abuse is often overlooked but 

frequently co-occurs and exacerbates many forms of violence (Toth & Cicchetti, 2006).  

Many childhood abuse survivors are referred to as “invisible” victims because the violence 

exposure is oftentimes not known outside of the home (Fantzzo, Mohr, & Noone, 2000).  Herman 

describes victims of child abuse, where “a child might develop within a relational matrix in which 

the strong do as they please, the weak submit, caretakers seem willfully blind, and there is no one 

to turn to for protection” (Herman, 2009, p. xiv).  Researchers illustrate that the younger the victim 

and the more chronic the trauma (e.g., abuse), the more likely the trauma survivor will develop 

CPTSD (Teicher et al, 2002; van der Kolk et al., 1996). 

Attachment Theory 

Attachment Theory Overview 

 Attachment theory posits that infants manifest an instinctive behavioral system to seek and 

maintain physical closeness to caregivers for comfort during times of distress. John Bowlby 

(1969), also known as the father of attachment theory, originally founded the theory as a 
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psychobiological theory of personality development. In accordance with Darwinian Theory, the 

attachment perspective is characterized by our ability to instinctively gravitate towards others 

(usually the primary caregiver), who are “older and wiser.”  Closer proximity to caregivers offers 

an increased chance of protection and survival during times of threat or stress and a higher 

likelihood of passing DNA to future generations. Connection and proximity to the primary 

caregiver is sought through attention solicitation behaviors (e.g., crying, gaze, facial expressions, 

grasping) (Ainsworth, 1989). Then, caregiver attention is maintained through a feedback loop in 

which the caregiver is reinforced by their infants for engaging in the attention seeking behaviors. 

For example, the infant engages in a smile towards the caregiver in response to the caregiver’s 

cooing to the infant.  

The availability and responsiveness (or lack thereof) of the caregiver contributes to the 

bond between the infant and parent resulting in individual differences in attachment. Specifically, 

the parent’s degree of sensitive responses to the child’s set of attention soliciting behaviors largely 

determines the child’s basic attachment style (e.g., secure or insecure). Moreover, the interaction 

of parent and child patterns, which Bowlby referred to as “internal working models,” helps infants 

predict behavior based on past interactions with their caregivers. Internal working models 

significantly influence the inner representation of the self, others, and self- other relationships 

(Bowlby, 1973). Specifically, internal working models include views of the self and self-

worthiness in addition to views of others’ and their availability and responsiveness.  

Using an experimental method called the Strange Situation, Ainsworth, Blehar, Waters, 

and Bell (1978) created a way to assess infant attachment behavior and categorize attachment into 

two main categories: “secure” and “insecure.”  In this experimental procedure, infants are 

separated and reunited with their parent and exposed to the presence of a stranger. The method 
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aims to elicit the infant’s attachment behavioral system (e.g., proximity seeking behavior) in order 

to determine attachment style. Specifically, the infant’s behavior is assessed on two dimensions; 

the degree of anxiety experienced regarding abandonment and the infant’s avoidance of closeness 

during the reunion.  

  The secure category is characterized by parental behavior that is consistent and highly 

sensitive and attuned to the infant’s attention seeking behavioral cues (Ainsworth, Blehar, Waters, 

& Wall, 1978). In turn, the infant uses the caregiver as a secure base from which they can explore 

and return when they feel distressed. Researchers divided insecure attachment into two 

subcategories, “avoidant” and “resistant.” Parents of avoidant children tended to be consistently 

emotionally unavailable and exhibit subtly rejecting and rigid (e.g., not wanting infant to interrupt 

activities) behaviors. The parent’s behavior influences the child to deactivate his or her attachment 

needs and avoid or even ignore their parents when they return. Parents of resistant children, on the 

other hand, are chronically unresponsive and provide inconsistent care, resulting in the infant’s 

intensification of distress and angry protests for attention seen through hyperactive attachment 

needs and vigilance of potential abandonment. Each category has adaptive value (e.g., infant’s 

attempts to maintain connection with their caregiver), but the secure classification is considered to 

allow an optimal balance between attachment and exploration.  

Childhood Attachment 

The basic prototypes of secure and insecure attachment provide the foundation for ways 

that we manage distress and rely on others- or not (Allen, 2013). Although attachment styles can 

change over a lifetime, the basic functions of attachment (e.g., emotion regulation, seeking 

comfort, and the provision of basic needs) remain steady across the lifespan. A wealth of research 

has focused on the impact of early attachment on later development. For example, individuals with 

 
 

17 



 
 

secure attachments tend to have better developmental outcomes and responses to treatment 

compared to those with insecure attachment styles (Dozier & Sepulveda, 2004). Furthermore, 

secure attachment is hypothesized to foster growth in emotion regulation, behavior, and 

personality. All of which are significant factors that influence one’s mental health and well-being 

(Bowlby, 1982). Moreover, children with secure attachment reported fewer symptoms of 

depression and anxiety than children with insecure attachment styles (Muris, Mayer, & Meesters, 

2000).  

Conversely, children with insecure attachment tend to exhibit more externalizing (e.g., 

aggressive, immature) behaviors (Greenberg, DeKlyen, Speltz, & Endriga, 1997) and express 

more negative affect (Kochanska, 2001) compared to their peers.  Moreover, insecure attachment 

can increase one’s lifelong risk of posttraumatic stress (Stovall-McClough & Cloitre, 2006), 

depression (Bifulco, Moran, & Lillie, 2002), and somatization (Waldinger, Schulz, Barsky, & 

Ahern, 2006). In a similar line of research, a meta- analytic review of attachment styles 

demonstrated large effect sizes for the implication of emotion dysregulation in psychological 

disorders such as PTSD symptoms and depression among adults with insecure attachment styles 

(Aldao, Nolen-Hoeksema, & Schweizer, 2010). As such, attachment disruption, especially in 

childhood, can affect the development of post-trauma psychopathology (Massie & Szajnberg, 

2006). 

Adult Attachment 

There are two main spheres of adult attachment research: adult’s current attachment to 

their childhood caregivers and adults current attachment to romantic partners. George, Kaplan, and 

Main (1984) were the first to measure the adult’s mental representations, or attachment “state of 

mind,” via the Adult Attachment Interview (AAI).  The AAI is a semi-structured interview that 
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measures the adult’s current attachment “state of mind” based on the meaning the adult assigns to 

early childhood experiences (Crowell, Fraley, & Shaver, 1999). The interview consists of open-

ended questions, which stimulate the adult’s recall and reflection of attachment related memories. 

Attachment “states of mind” are assigned based on narrative quality (e.g., coherency, consistency, 

and collaboration) of the adult’s communication rather than the content of the childhood 

memories. Using the AAI coding system ( Hesse, 1999; Main & Goldwyn, 1984)  interview 

transcripts are then classified into one of four categories (1) secure / autonomous, (2) dismissing, 

(3) preoccupied, (4) unresolved / disorganized which correspond to the infant attachment 

categories of (1) secure, (2) avoidant, (3) ambivalent and (4) disorganized, respectively (Main & 

Goldwyn, 1985).   

 The other domain of research focuses on adult romantic attachment as assessed by self-

report questionnaire and is scored on the anxiety and avoidance dimensions (Brennan et al., 1998).  

Attachment anxiety represents an individual’s level of fear of abandonment and sensitivity to cues 

of rejection in relationships, whereas attachment avoidance is characterized by abstaining from 

contact or closeness with others. Those who score high on attachment avoidance may feel 

uncomfortable with others who seek proximity towards them (Muller, 2009).  Similar to childhood 

attachment, times of distress increase the strength of attachment anxiety or avoidance tendencies. 

Secure attachment reflects low scores on anxiety and avoidance (i.e., comfort with closeness).  

Preoccupied attachment is associated with high scores on anxiety and low scores on avoidance 

(i.e., anxiety with closeness); avoidant attachment is reflected in low scores on anxiety and high 

scores on avoidance (i.e., comfort with distance), and fearful or disorganized attachment is 

characterized by high anxiety and high avoidance which epitomizes attachment trauma (Allen, 

2013). 
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In a study involving military trauma among veterans, those with current PTSD had lower 

overall (not specific to a particular person) secure and higher insecure attachment scores, as 

measured by the Relationship Scales Questionnaire (Griffen & Bartholomew, 1994), compared to 

those without PTSD.  Furthermore, the authors determined that current PTSD symptomology was 

associated with higher overall insecure attachment scores than was an absence of PTSD (Ghafoori, 

Hierholzer, Howsepian, & Boardman, 2008).  In a line of research more closely related to the 

current sample, PTSD symptoms were predicted by both greater anxious attachment and emotion 

regulation difficulties in survivors of IPV (Lilly & Lim, 2013).  

Attachment and Domestic Violence 

 Domestic violence (as previously mentioned) is a form of interpersonal violence that can 

disrupt both child and adult attachment.  Specifically, abuse within the domestic violence context, 

can provide an influential and powerful setting, which can directly affect how a child 

interpersonally relates, and lives their lives (Styron & Janoff-Bulman, 1997).  A number of 

researchers (e.g., Carlson, Cicchetti, Barnett, & Braunwald, 1989; Crittenden & Ainsworth, 1989)  

investigated the potential for the dramatic disruption in these bonds from childhood abuse and 

contend that attachment theory may be helpful for understanding the risk factors and long- term 

consequences of  such abuse. In fact, the term ‘attachment trauma’ refers to a form of trauma (e.g., 

physical, sexual, emotional, neglect) that occurs not only within the attachment relationship but 

traumatizes the attachment system itself.  

Attachment trauma commonly results in difficulty developing secure attachments (Allen, 

2001). Baer and Martinez (2006) conducted a meta-analysis of 80 studies and concluded that 

abused infants were more likely to be insecurely attached than non-abused infants. Specifically, 

researchers have demonstrated that children with abusive parents typically form avoidant 
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(Crittenden & Ainsworth, 1989; Egeland & Sroufe, 1981b; Finzi, Cohen, Sapir, & Weizman, 

2000; Gauthier, Stollak, Messe, & Aronoff, 1996; George, 1996), anxious (Crittenden & 

Ainsworth, 1989), or disorganized (Solomon & George, 1999) attachment to their parents. Main 

and Solomon (1990) recognized a fourth infant attachment style, “disorganized attachment” for 

infants who appeared to lack of behavior pattern that could be described as either anxious- 

ambivalent or avoidant behaviors. While studying behavior patterns, research concluded that 

infants who fit the “disorganized” pattern might have experienced the most interpersonal problems 

(including child trauma) with their attachment figures (Solomon & George, 1999).  

The concept of attachment trauma stems from disorganized attachment. Fonagy and Target 

(1997) referred to attachment trauma as a “dual liability” in which emotional distress evokes a 

simultaneous challenge for the capacity to regulate current and future distress.  The internal model 

of those with disorganized attachment style is a negative model of the self (e.g., unworthiness) and 

a negative model of others (e.g., others are undependable). Given that attachment is a deeply 

rooted biological need, after or during exposure to trauma, the child is often drawn to the very 

source of the fear (i.e., primary caregiver) hoping to receive comfort, but is often left uncomforted, 

psychologically alone, and distressed (Allen, 2013). This internal model may result in the child 

experiencing difficulty establishing a sense of relatedness to others, relying on others for support, 

and a lack of self- worth and autonomy in the self (Allen, 2013).   

In addition to abuse directed towards the child, the attachment bond could also be affected 

by domestic violence (particularly IPV) that occurs in the home. For example, IPV among parents 

may affect the parent- child attachment by causing parental distress in which the parent may not be 

able to provide adequate nurturance and protection necessary to forming secure attachment 

(Brofenbrenner,1986; Zeanah. Danis, Hirshber, Benoit, Miller, & Heller, 1999).  In accordance 
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with this theory, researchers Stover, Van Horn, and Lieberman (2003) concluded that abused 

mothers exhibited maternal hostility, intrusiveness, or low involvement with their children, and 

their children are more likely to display a disorganized attachment style when compared to 

children with non-abused mothers. 

  The internal working models formed in childhood may carry into adulthood and affect 

one’s adult attachment with romantic partners. That is, childhood attachment to one’s parents can 

predict adult romantic attachment (Styron and Janoff-Bulman, 1997). Concerning IPV, researchers 

discovered that insecure romantic attachment is associated with both IPV perpetration (Dutton et 

al., 1994; Mauricio & Gormley, 2001; O’Hearn & Davis, 1997; Roberts & Noller, 1998; 

Schumacher, Slep, & Heyman, 2001) and IPV victimization (Bookwala, 2002; Henderson et al., 

2005; Wekerle & Wolfe, 1998). More specifically, preoccupied attachment significantly predicted 

the perpetration of violence in both males and females (Henderson, Bartholomew, Trinke, & 

Kwong, 2005). In a similar line of research, Henderson, Bartholomew and Dutton (1997) observed 

that the majority of female victims (of male perpetration) had preoccupied and fearful attachment 

styles.  

 A well-established evidence base exists in the literature for the link between attachment 

insecurity and adult symptomatology and has been interpreted as being related to underlying 

disturbances in interpersonal and emotional functioning (Westen, Nakash, Thomas, & Bradley, 

2006). More specifically, associations between insecure attachment and difficulties in affect 

regulation, modulating excitement in emotionally arousing situations, and difficulty recovering 

from episodes of mood liability have been demonstrated (Shields & Cicchetti, 1997). 

Consequently, both attachment trauma and interpersonal trauma increase the risk of multiple 
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psychiatric disorders (Allen, 2013) and is linked to disruptive functioning in the survivors’ 

attachment style (Flanagan & Furman, 2000; Koss, Dinero, Seibel, & Cox, 1988).  

Affective Regulation 

 Difficulty regulating affect, which involves coping with and modulating negative 

emotions, is another area of interpersonal functioning associated with the aftereffects of trauma 

reactions. Emotion dysregulation can take several forms, for example, expressions of anger and/or 

hostility (Jakupcak & Tull, 2005) or deliberate self- harm (Yates, Carlson, & Egeland, 2008).  

Moreover, emotional lability is often experienced during and immediately following a traumatic 

experience, which can compromise one’s capacity to regulate affect resulting in a tendency to 

respond with inappropriate emotions during normal circumstances (Cloitre, Miranda, Stovall-

McClough, &Han, 2005). In light of attachment research, secure children learn to take care of  

themselves and learn how to seek help when they are distressed. In contrast, insecure children are 

frequently unable to communicate or interpret emotional signals (Crittenden, 1994) making it 

difficult to regulate one’s internal states and behavioral responses resulting in insecurity in 

relationships (e.g., distrust, suspiciousness, lack of intimacy, and isolation) (Cole and Putnam, 

1992). In accord with the literature, (Lilly & Lim, 2013) observed that more PTSD symptoms 

were predicted by increased emotion regulation difficulties.  

Social Support 

Social support is composed of emotional and tangible support (e.g., material resources, 

safe place to live) that is commonly provided by a supportive network (e.g., family, friend, church, 

advocate, mental health care provider, or health care professional) (Glass et al., 2007). Researchers 

consistently demonstrate the empirical evidence and importance of emotional, tangible, and social 

network support to protect against potential negative mental health consequences including 
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symptoms of PTSD (Coker et al., 2002; Fraser, McNutt, & Clark, Williams- Mahammed, & Lee, 

2002; Glass et al., 2007; Kaslow et al., 1998). In a study involving types of support, authors (Glass 

et al., 2007) concluded that tangible support moderated the relationship between lifetime trauma 

(i.e., repeated exposure to traumatic stressors) and PTSD symptoms in women seeking care at an 

urban trauma center. In addition to the importance of tangible support, social networks refer to the 

number and strength of relational ties one has with others. On one extreme, some have extensive 

social networks and receive significant support, whereas on the other extreme, some are socially 

isolated and have few ties to others (Van Wyk, Benson, Fox, & DeMaris, 2003).  For those who 

are not currently in an abusive relationship, authors, DuMont, Widom and Czaja (2007) illustrated 

that stable relationships (highly supportive spousal or partner relationship) were associated with 

resilience and a positive sense of community was associated with social role satisfaction and 

positive functioning (Banyard and Willaims, 2007).  

Social support through social networks is particularly important for domestic violence 

survivors. Summarizing this research, a lack of social support increased the risk of violent 

victimization by romantic partners and was the strongest predictor for the development of PTSD 

symptoms (Brewin, 2000; Feld & Straus, 1990). Moreover, Lanier and Maume (2009) examined 

social isolation and support in the following four domains: received help, social interaction, 

church involvement, participation in events and activities. They discovered that received help was 

the one type of support that lowered the probability of male to female victimization.  In terms of 

children’s exposure to domestic violence, researchers contend that factors (e.g., high self- esteem, 

social competence, intelligence, outgoing temperament, strong sibling and peer relationships, and 

a supportive relationship with a non- abusive adult) to be protective against the adverse effects of 

DV (Edleson, 2004 ; Hughes, Graham- Bermann, & Gruber, 2001; Calson, 2000).  
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Although social support is one of the most influential protective factors against symptoms 

of PTSD, it is important to note that social support, by definition, is characterized by positive 

interactions. This distinction needs to be made because many interpersonal trauma survivors 

receive negative interpersonal responses, which often result in feelings of shame, re-

traumatization, and an increase of PTSD symptoms. Specifically, the victim runs the risk of 

experiencing blame, disbelief, and punishment from negative interpersonal reactions (Allen, 

2013).  Early research by Bowker (1988) concluded that 35-45% of abused women do not seek 

help outside of family and friends. Some hypothesize that the stigma experienced when revealing 

an abusive history interferes with help seeking behavior (Gordon, 1996). Consequently, many 

victims of interpersonal trauma do not seek social support and refrain from disclosure by keeping 

the trauma a secret. In fact, victims who revived negative interpersonal responses (e.g., coldness, 

lack of sympathy, criticism) have worse outcomes than those who refrain from disclosing (Allen, 

2013; Ullman et al., 2012).  

In addition to negative interpersonal responses, victims may not seek support because they 

may lose material needs (e.g., money, food, clothing, shelter, and childcare) from their perpetrator. 

For example, women with a higher level of tangible support (from sources other than perpetrator) 

were two time more likely to follow through with prosecution against their abusive partners 

protecting them from further exposure to violence and vulnerability of mental health outcomes 

(Goodman et al., 1999).  The women who sought help and assistance (e.g., counseling, legal aid, 

therapy groups, or transitional living arrangements) from a domestic violence agency reported 

increased quality of life, less depressive symptoms, and increased ability to obtain resources when 

compared to women who did not receive such services (Sullivan & Bybee, 1999).  Empirical 
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research findings support the significant need for interventions and agencies offering emotional 

and tangible support to survivors of interpersonal violence.  

Purpose of the Current Study 
 

Overall, these studies illustrate the importance and need for further exploration of risk and 

resilience mechanisms of CPTSD. While research exists regarding these factors for PTSD (the 

literature used to base our case for the current study) we cannot and do not assume these factors 

and processes are the same for CPTSD, but are merely a starting point for continued research. To 

our knowledge, the current literature does not address these mechanisms for CPTSD, and we hope 

to provide a first step into exploring these processes.  

The primary goal of the current study is to enhance the understanding of factors that 

influence CPTSD using existing research of PTSD risk and resilience factors. Taken together, the 

statistical approach used (i.e., partial least squares; PLS) and the inclusion of multiple variables 

aimed to elucidate the impact of these factors in three ways: 1) using a variance- based structural 

equation modeling approach, the predictive power of a CPTSD model will be tested based on the 

relationship and combination of multiple variables that represent latent constructs; 2) a model 

predicting CPTSD is proposed and tested that includes variables of family history of abuse, 

current and past attachment factors, social support, and current IPV factors that may influence 

one’s reaction to trauma; and 3) the current study focuses on CPTSD, which is a construct and 

area of study in which increased research is needed.  

First, PLS estimation procedures, a form of structural equation modeling (SEM), is used to 

determine the goodness of fit of predictive relationships between various characteristics of women 

interpersonal violence survivors and CPTSD.  PLS modeling has several advantages and allows 

researchers to 1) concurrently model and test multiple predictor and criterion variables, 2) 
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combine multiple indicators to construct unobservable latent variables, which might otherwise 

have been studied independently, and 3) the ability to statistically test a-priori substantive/ 

theoretical and measurement assumptions against empirical data. (PLS is explained in detail in the 

Methods section).  

Second, the current study proposes a model that includes and compares the predictive 

relationships between various variables of family history of abuse, past and current attachment, 

social support, and current IPV factors that may be related to CPTSD. The impact of current (adult 

romantic relationship attachment) and past attachment (attachment to mother and father figures) 

will be examined, in addition to social support and current IPV factors to better understand how 

these factors influence aspects of post trauma reactions.   

Finally, the current study focuses on CPTSD, a construct that has been underrepresented in 

empirical studies of trauma, and as aforementioned, it is crucial to gain understanding of the 

various responses to trauma. Most research regarding trauma has focused on PTSD, and while this 

is important, results demonstrate heterogeneous reactions to trauma that are not generalizable to 

interpersonal trauma survivors (population studied). In sum, the present study aims to offer a 

meaningful contribution to the literature on CPTSD by testing a complex model of how the risk 

and resilience variables interact and potentially predict CPTSD.  Specifically, how child abuse by 

parents, IPV between parents, current and past attachment, along with social support and current 

intimate partner violence predict one’s symptoms of CPTSD. A diagram of the proposed model is 

presented in Figure 2 and Figure 3.   
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CHAPTER II 

METHOD 

Participants 

Participants were recruited from a community clinic and shelter serving victims of intimate 

partner violence, sexual assault, childhood abuse, and perpetrators of intimate partner violence. 

Only adult women clients who sought victim services at the clinic and shelter were included in the 

study and a total of 88 adult women with an average age of 34.53 years (SD = 11.51) and 59.8 % 

self- identified as European American. The plurality (30%) of the women were divorced, the mean 

income was $21,567.18, over half of the participants were unemployed (56.3%), and most 

participants reporting having (32.2%) attended “some college.” Additional demographic data 

collected from the demographic form (see Appendix A) is reported in Table 1 and Table 2. 

Procedure 

The Institutional Review Board at the University of North Texas approved the current 

study (see Appendix B). Furthermore, permission to conduct research at the clinic was acquired by 

their board of directors. Participants were recruited through clinician referrals and flyers (see 

Appendix C) posted in the clinic lobby. Data collection was facilitated during the clinic business 

hours by informing potential participants about the study. All participants signed an informed 

consent document (see Appendix C) and completed one of three counter balanced packets of self- 

report questionnaires. Each packet contained 11 questionnaires, eight of which were used in the 

current study. A research assistant remained in the room with each participant to answer questions 

and administer items orally as needed. Participants completed the questionnaires in 45 to 90 

minutes and were compensated with $10 upon completion. 
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Measures 

Demographic Information 

 The Demographic Information and History Form (see Appendix A) was developed for this 

study. The form provided a method of collecting data to describe the sample (e.g., age, ethnicity, 

marital and relationship status, education level, approximate income) , as well as general 

information related to trauma history (e.g., reasons for seeking services at the clinic, frequency of 

experienced or witnessed trauma, age or time periods that the trauma occurred) and individual and 

family psychiatric diagnoses.   

Parental Relationship (Mother and Father IPV Perpetration) 

A modified version of the Revised Conflict Tactics Scale (CTS2; Strauss & Douglas, 

2004) was used to assess participants’ retrospective report of witnessed intimate partner violence 

(IPV) between their parents . The CTS2 consists of a list of behaviors directed toward a partner, 

and deliberately excludes attitudes, emotions, and cognitive appraisal of these behaviors. Items on 

the CTS2 are presented in pairs, with the first question asking the participant to indicate how often 

their mother carried out the abusive behavior in the referent period, and the second asking how 

often their father carried out the abusive behavior. For example, “Mother pushed, shoved, or 

slapped father; Father pushed, shoved, or slapped mother” (Physical assault). The CTS2 subscales 

used in the present study to assess witnessed IPV between the participants’ parents include: 

Physical Assault, Psychological Aggression, and (Causing) Injury. 

The CTS2 was initially validated on 1,157 undergraduate students (347 males and 810 

females) (Straus & Douglas, 2004). Internal consistency reliability ranged from α = .34 to α = .94 

in 41 studies (Straus, 2005), with the occasional low alpha coefficient occurring when severe 

behaviors as measured by some of the items (such as attacking a partner with a knife or gun) were 
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absent or nearly absent in the sample (Straus, 2007). In the current study, internal consistency 

reliabilities ranged from α = .71 to α = .91. 

Childhood Maltreatment 

Childhood maltreatment was retrospectively measured by the Demographic Information 

and History Form (see Appendix A) and the Parent Child-Conflict Tactics Scale (CTSPC; Straus, 

Hamby, Finkelhor, Moore, & Ruuyan 1998). The Demographic Information and History Form 

was used to measure two forms of childhood neglect (i.e., emotional and physical) and two forms 

of childhood abuse (i.e., emotional and physical) whereas the CTSPC was used to measure 

physical maltreatment and neglect of children from both mother and father figures. The CTSPC 

measures the extent to which a parent has carried out specific acts of physical and psychological 

aggression. 

 The CTSPC Physical Assault and Sexual Abuse subscales were used in the present study 

and consist of a list of behaviors (rather than attitudes, emotions, or cognitive appraisals) directed 

toward a child. Physical Assault subscale is comprised of thirteen items that assessing varying 

levels (e.g., spanking, slapping, burning) of physical tactics applied toward children by both 

mother and father figures. The Sexual Abuse subscale is comprised of two items, which assess 

unwanted sexual touch and forced sexual contact by an adult or older child, to include anyone who 

is a member of the family. However, it should be noted that the items on the Sexual Assault 

subscale were modified in the current study to increase specificity regarding the respondents’ 

potential parent-specific relationship to the perpetrator (e.g., mother/primary female guardian, 

father/primary male guardian). Prevalence, frequency, and severity ratings for both subscales can 

be obtained.  
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In the original national Gallup Survey of 1,000 parents (reporting on their own parenting 

practices), the CTSPC demonstrated nearly adequate reliability on the Physical Assault scale (.55), 

which was similar to Physical Assault scale  average alpha coefficient from the original CTS 

(Straus, 1979) analyses (Straus, Hamby, Finkelhor, Moore, & Runyan, 1998).  Psychometric data 

was not included for the Sexual Abuse subscale in the survey because it was considered an 

exploratory supplemental subscale (Straus et. al., 1998). The CTSPC yielded alphas ranging from 

.25 to .92, with a mean of .64 (Straus, 2007). The coefficients that fell below .70 reflected samples 

in which there was a near zero rate of extremely abusive acts or rare events (Straus, 2007). No 

studies were located that provided data on test-retest reliability of the CTSPC; however, three 

studies utilizing the pervious parent-child version of the original CTS yielded correlation 

coefficients ranging from .49 (McGuire & Earls, 1993) to .80 (Amato 1991). The CTSPC is 

similar to the original CTS (Straus, 1979), and Straus (2007) argues that these results likely also 

apply to the CTSPC.  Internal consistency for the current sample on the CTSPC was α = .57 for  

Sexual Abuse by father figure, α = .94 Physical Assault by mother figure, and α = .93 for Physical 

Assault by father figure scales.  

Parent-Child Attachment 

Participants retrospectively reported on their childhood attachment with each of their 

parents during childhood using the Inventory of Parent and Peer Attachment (IPPA; Armsden & 

Greenberg, 1987) and the Parental Bonding Instrument (PBI; Parker, Tupling, & Brown, 1979). 

Although the IPPA contains 25 mother items, 25 father items, and 25 peer items; only the parent 

items were used in the current study.  Moreover, in order to account for diverse family 

compositions, items were reworded to refer to non-specific parental figures. For instance, my 

mother helps me to talk about my difficulties was changed to, my mother / guardian helped me to 
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talk about my difficulties. Participants completed the same re-worded items about their father 

figure as well. For example, my father / guardian helped me to talk about my difficulties. For each 

set of parental items, participants identified the specific parental figure they are evaluating. 

Participants respond to each IPPA item on a 5-point Likert type scale, ranging from almost never 

or never true (1), to almost always or always true (5).  

The IPAA has three parent subscales: Trust (10 items), Communication (9 items), and 

Alienation (6 items). The Trust subscale measures the degree of mutual trust in the parent-child 

relationship. The Communication subscale reflects the quality of communication, and the 

Alienation subscale measures feelings of alienation from and anger toward the parent. The three 

IPPA subscales are highly intercorrelated, ranging from α = .70 to α = .76 (Armsden & Greenberg, 

1987).  All three subscales were used in the present study; however, the Trust and Communication 

subscales were converted to Lack of Trust and Lack of Communication in order to maintain 

consistency of modeling predictors (or risk factors) of IPV and CPTSD. Accordingly, researchers 

converted these two subscale scores by reverse scoring items prior to the mean of the scales.  The 

Alienation subscale calculations remained unchanged since parental alienation is considered a 

potential risk factor of IPV and CPTSD.  

The IPPA demonstrates strong internal reliability across the parent scales with alpha 

coefficients ranging from α = .87 (mother attachment) to α = .89 (father attachment) (Armsden& 

Greenberg, 1987). The IPPA also exhibits strong test-retest reliability for parent scales over a 

three-week period with a correlation of .93 (Armsden & Greenberg, 1987). Convergent validity of 

the IPPA was established by significant correlations between IPPA security and the Adult 

Attachment Scale (AAS; Collins & Read, 1990), the Parental Attachment Questionnaire (PAQ; 

Kenny, 1990), Family Self-Concept (.78) on the Tennessee Self-Concept Scale (Fitts, 1965), and 
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family expressiveness (.52) and family cohesion (.56) on the Family Environment Scale (FES; 

Moos, 1974; Armsden & Greenberg, 1987). Internal consistency reliability for the current sample 

on the IPPA ranged from good to excellent: Lack of Trust (father figure α = .95, mother figure α = 

.94), Lack of Communication (father figure α = .93, mother figure α = .93), and Alienation (father 

figure α = .81, mother figure α = .81).  

The PBI was also used to assess childhood attachment with each parent. The PBI is a 25-

item self-report measure in which participants respond to statements about how they experienced 

each parent (mother and father figures) during childhood up to age 16. The PBI measures two 

factors: Care and Overprotection. The Overprotection dimension was not used in the present 

study, but the Care dimension was and reflects parental warmth and affection as opposed to 

coldness and rejection. Similar to the Trust and Communication subscales on the IPPA, the Care 

dimension on the PBI was converted to Lack of Care by calculating the mean of the reverse scored 

items.  Participants responded to statements about each parent’s parenting style on a Likert-type 

scale from (0), very unlike [my parental figure] to (3), very like [my parental figure]. 

The PBI demonstrates strong psychometric properties. Several studies supported 

adequate to good internal reliability of subscales (α = .71 to .94) (e.g., Brewin, Firth-

Cozens, Furnham, & McManus, 1992; Halik, Rosenthal, & Pattison, 1990; Kendler, 

Meyers, & Prescott, 2000; Richman & Flaherty, 1986, Safford, Alloy, & Pieracci, 2007). 

Test-retest reliability was adequately demonstrated in the original non-clinical sample (r = 

.76 Care) and in a community sample (r = .74 to .94) (Mackinnon, Henderson, Scott, & 

Duncan-Jones, 1989).  Internal consistency for the current sample on the PBI ranged from 

good to excellent: Lack of care (father figure α = .88, mother figure α = .94).  
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The PBI has been validated with other measures of perceived and actual parenting. In the 

original validation study of a non-clinical group, PBI scores on parental care were correlated with 

participants’ descriptions of their parents as caring  during a semi-structured interview (agreement 

on parental care was .77).  In a sample of students, both PBI maternal and paternal care were 

positively correlated with ISSI availability of attachment (r = .38 for both) and availability of 

social integration (r = .41 and r = .33, respectively). In a sample of children, the PBI the Care 

scale was positively correlated with the EMBU-A Emotional Warmth scale (r = .67), and 

negatively correlated to the EMBU-A Rejection scale (r = .63) (Gerlsma, Arrindell, & Van der 

Veen, 1991). Researchers have also found consistency between sibling PBI scores and parent’s 

self- reports, which suggests that the PBI is a valid measure of actual, rather than perceived, 

parenting styles (e.g., Mackinnon et al, 1991; Parker, 1983).  In a non-clinical group, moderate 

agreement of PBI scores was demonstrated between  participants’ ratings of their mothers and 

mothers’ ratings of themselves with regard to their relationship with their child during the first 16 

years of life (Parker, 1981).   

Social Support 

 Factor analytic procedures were used to derive a Lack of Social Support Latent Variable 

that is composed of items from the Millon Clinical Multiaxial Inventory- III (MCMI- III; Millon, 

1997). The first set of factor analyses were conducted and assessed on a larger data set (with a 

similar sample) in order to ensure higher confidence and generalizability in the factor structure. 

Fourteen items were originally included in the factor analyses; however, based on factor loading 

strengths and goodness of fit to the current sample, eight items were retained to form three parcels 

of social support. Specifically, Lack of Social Support Parcel 1, consists of two items (e.g., I often 

criticize people strongly if they annoy me  and If someone criticized me for making a mistake, I 
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would quickly point out some of that person’s mistakes).  Lack of Social Support Parcel 2, 

consists of four items (e.g., I’m afraid to get really close to another person because it may end up 

with me being ridiculed or shamed, A long time ago, I decided it’s best to have little to do with 

people, Since I was a child, I have always had to watch out for people who were trying to cheat 

me, and  I’m alone most of the time and I prefer it that way). Lastly, Lack of Social Support Parcel 

3 consists of two items (e.g., I have little desire for close friendships and Other than my family, I 

have no close friends). 

The MCMI- III is a self- report inventory of psychological functioning. The questionnaire 

consists of 175 true- false items that load onto 24 content scales. The content scales correspond to 

seven clinical syndrome scales (i.e., anxiety, somatoform, bipolar, dysthymia, alcohol dependence, 

drug dependence, and post- traumatic stress disorder,), three severe clinical syndrome scales (i.e., 

thought disorder, major depression, and delusional disorder) used to assess Axis I clinical 

disorders. The content scales also correspond to 11 personality disorder scales (i.e., schizoid, 

avoidant, depressive, dependent, histrionic, narcissistic, antisocial, sadistic, compulsive, 

negativistic, and masochistic) and three severe personality pathology scales (i.e., schizotypal, 

borderline, and paranoid) used to distinguish enduring Axis II  disorders as described in the DSM-

IV (4th ed.; DSM–IV; American Psychiatric Association, 1994). Additionally, the MCMI-III 

includes a validity scale and three Modifying Indices (i.e., disclosure, desirablility, and 

debasement). Researchers and clinicians can assess the validity of a participant’s responses and 

adjust scores for certain response patterns associated with specific Axis I or II disorders.  

The MCMI- III was normed on 600 clinical participants and is “applicable only to 

individuals who evidence problematic emotional and interpersonal symptoms or who are 

undergoing professional psychotherapy or psychodiagnostic evaluation” (Millon, 1997, p. 6). 
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Participants in the current study were receiving professional services, such as individual and/or 

group psychotherapy for interpersonal victimization. 

The MCMI- III uses base rate (BR) scores as the standard score from which raw scores are 

translated. The BR scores lie on a continuum that indicates the pervasiveness and severity of a 

psychological characteristic. Specifically, BR scores from 0 to 74 suggest no pathology, whereas 

scores from 75- 84 reflect pathology at the traits or features level, and scores of 85 or higher 

suggest pathology at the diagnostic level. For the Axis II scales, BR at or above 75 may be viewed 

as indicating the presence of clinically significant personality traits, and BR at or above 85 likely 

indicates pervasive pathology to be called a personality disorder (Millon, 1997).   

 The author described high scorers on the histrionic scale as overly dramatic and those who 

demonstrate a strong desire to be the center of attention. Additionally, high scorers may have a 

tendency to manipulate to receive attention and approval from others.  However, the author also 

cautions against interpretation of the histrionic scale as a disorder, but rather suggests high scores 

may indicate a healthy histrionic style. In fact, factor analytic studies show that the histrionic scale 

is positively correlated with extroverted traits and behaviors and negatively correlated with items 

pertaining to maladjustment. Furthermore, the histrionic scale may also be associated with less 

distress, more positive life events, and fewer social problems. The author describes high scorers on 

the narcissistic scale as self- centered, requiring constant praise and admiration. Further, they may 

appear entitled and demand social factors based simply on who they are. However, similar to the 

histrionic scale, authors caution interpreting elevated scores as a disorder, but rather suggest 

interpreting high scores as a healthy adaptational personality style. Specifically, the narcissistic 

scale loads negatively on items pertaining to maladjustment and positively on items dealing with 

extroverted traits.  
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The eight items that comprise the three indicators measuring social support are subsumed 

under six subscales (e.g., avoidant, histrionic, sadistic (aggressive), masochistic, schizotypal, and 

paranoid) of the MCMI-III.  According to Millon (1997), good internal consistency measured by 

alpha coefficients, is present for all six subscales. Specifically, alphas range from α = .79 to α = 

.89 for the Sadistic and Avoidant scales respectively. With the sample used for the current study, 

internal consistency reliabilities for the six subscales ranged from α = .78 to α = .87 on the 

histrionic and avoidant scales respectively. Strong correlations with similar and dissimilar scales 

indicate support for convergent and discriminant validity (Millon, et al., 1997). A total of 67 

primary clinicians participated in the MCMI- III validity study in which they were well acquainted 

with the MCMI test and Millon’s (1990) evolutionary theory. The clinicians rated patients (who 

they have had at least three therapeutic or counseling sessions) severity on both Axis I and Axis II 

syndromes. 

Adult Romantic Relationship Attachment 

The Experiences in Close Relationships - Revised (ECR-R; Fraley, Waller, & Brennan, 

2000) was used to assess adult romantic relationship attachment. ECR-R is a revised version of the 

Brennan and colleagues’ (1998) Experience in Close Relationships questionnaire. The 36 ECR-R 

items were selected using item response theory and were drawn from the original pool of items on 

the ECR (Fraley, Waller, & Brennan, 2000). The original ECR items were drawn from several 

adult attachment self-report measures including the Adult Attachment Scale (AAS; Collins & 

Read, 1990), the Relationship Styles Questionnaire (RSQ; Griffin & Bartholomew, 1994), the 

Inventory of Parent and Peer Attachment (IPPA; Armsden & Greenberg, 1987), and Simpson’s 

(1990) attachment measure. 
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 The ECR-R measures an individual’s attachment-related anxiety (18 items) and 

attachment-related avoidance (18 items). High scores on the anxiety scale reflect worry about 

interpersonal rejection, abandonment, and feelings of insecurity about the availability and 

responsiveness of one’s partner. High scores on avoidance scale reflect feelings of comfort 

associated with distance from one’s partner and discomfort with depending on others.  

Participants were asked to respond to how they generally experience relationships by 

completing items on a 7-point Likert-type scale, ranging from disagree strongly (1), to agree 

strongly (7) (Fraley, Waller, & Brennan, 2000). The avoidance and anxiety scales yield continuous 

scores by reversing the scores of the reverse-keyed items and summing the items together. 

Although the authors voice caution, participants can be classified into one of Bartholomew’s 

(1990) four attachment categories (i.e., secure, preoccupied, fearful, dismissing) based on their 

scores. Specifically, secure individuals score low on both avoidance and anxiety, preoccupied 

individuals score low on avoidance and high on anxiety, fearful individuals score high on both 

avoidance and anxiety, and dismissing individuals score high on avoidance and low on anxiety.  

Fairchild and Finney (2006) conducted confirmatory factor analysis and 

demonstrated support for the two-factor model of ECR-R. The ECR-R also has strong 

internal reliability, with alphas above .90 for both anxiety and avoidance scales (Fairchild 

& Finney, 2006; Fraley, Waller, & Brennan, 2000). Moreover, construct validity of the 

ECR-R was demonstrated by correlations with various measures. Specifically, the anxiety 

scale was negatively correlated with the Social Provisions Scale (SPS; Cutrona & Russell, 

1987) and positively correlated with the Penn State Worry Questionnaire (PSWQ; Meyer et 

al., 1990), the UCLA Loneliness Scale (Russell, 1996) (Fairchild & Finney, 2006),  the 

Preoccupation subscale (Feeney et al., 1994), and the Jealousy/ Fear of Abandonment 
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subscale (Brennan & Shaver, 1995). The avoidance scale was negatively correlated with 

the Affectionate Proximity Subscale of the Touch Scale, and positively correlated with the 

UCLA Loneliness Scale, the Safe-Haven Touch and Touch Avoidance subscales of the 

Touch Scale (Fairchild & Finney, 2006), the Avoidance subscale (Carver, 1997), and the 

Discomfort with Closeness subscale (Feeney, Noller, & Hanrahan, 1994).  In the current 

sample, the internal consistency reliability for the Attachment Anxiety scale was α = .90 

and was α = .93 for the Attachment Avoidant scale.  

Intimate Partner Violence 

The Revised Conflict Tactics Scale (CTS2; Strauss & Douglas, 2004) was used to assess 

recent intimate partner violence victimization.  Like the CTSPC, the CTS2 consists of a list of 

behaviors directed toward a partner, and deliberately excludes attitudes, emotions, and cognitive 

appraisal of these behaviors. Items on the CTS2 are presented in pairs, with the first question 

asking participants to indicate how often they carried out each abusive behavior in the referent 

period, and the second asking how often their partner carried out each behavior. The frequency of 

the partner’s behavior is of interest in the current study, whereas the particpants’ report was not 

used.  The CTS2 subscales used in the present study include physical assault, sexual coercion, 

psychological aggression, and (causing) injury.   

 The CTS2 was initially validated on 1,157 undergraduate students (347 males and 

810 females) (Straus & Douglas, 2004). Internal consistency reliability ranged from .34 to 

.94 in 41 studies (Straus, 2005), with the occasional low alpha coefficient occurring when 

severe or infrequent behaviors indicated in some items (e.g., attacking a partner with a 

knife or gun) were absent or nearly absent in the sample (Straus, 2007).  With the sample 
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used for the current study, internal consistency reliabilities for the four subscales range 

from  α = .82 to α = .93. 

Complex PTSD 

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

Pelcovitz, van der Kolk, Roth, Mandel, Kaplan, & Resick, 1997) is a self-report questionnaire 

designed to assess presence and/or severity of the Disorders of Extreme Stress Not Otherwise 

Specified (DESNOS). The items correspond to symptoms defined in the DESNOS diagnosis.  The 

questionnaire measures a person’s past and current (in the last month) functioning among six 

domains: 1) regulation of affect and impulses, 2) attention or consciousness, 3) self- perception, 4) 

relations with others, 5) somatization and 6) “systems of meaning” ( i.e., chronically traumatized 

individuals may question life’s purpose or the religious or ethical structures in which they were 

raised) (Luxenberg, Spinazzola, &van der Kolk, 2001).  

The SIDES is comprised of 45 items that describe adverse situations and feelings; each 

item is followed by presence and severity questions. Participants indicate lifetime presence (i.e., 

this has been true for me) and current symptom severity (i.e., how much have you been bothered 

in the last month?) for each item.  Lifetime presence is answered as a yes / no dichotomy, whereas 

symptom severity ranges from 0 to 3. Presence of disturbances in all six areas of functioning and 

specific item endorsement is required for a DESNOS or Complex PTSD diagnosis. The current 

study utilized the lifetime presence questions as a severity indicator of Complex PTSD determined 

by the number of criteria met (e.g., 0-6). 

 The interview version of the SIDES was administered to 520 subjects as part of the 

original DSM-IV (4th ed.; DSM–IV; American Psychiatric Association, 1994) PTSD field trials 

(Pelcovitz et al., 1997).  According to Pelcovitz, van der Kolk, Roth, Mandel, Kaplan, & Resick 
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(1997), inter-rater reliability as measured by Kappa coefficients was .81 and internal consistency 

reliability ranged from α = .53 to α = .96. Furthermore, internal consistency for the SIDES-SR was 

high (α = .93), and in the current study the alpha coefficient was α = .94.  According to the scale 

authors, five of the six subscales have adequate to good internal consistency (α = .74 to α = .82), 

with the somatization subscale being an exception (α = .68). In the current study, subscale 

reliabilities ranged from (α = .41 to α = .83). The somatization and alterations in systems of 

meaning subscales had the lowest reliabilities (α = .41 and α = .50, respectively) due to very little 

variance among the current study’s participants on the items that measure somatization symptoms 

and possibly unclearly written items on the items that measure Systems of Meaning.   

Data Analysis 

Prior to analyzing the data, basic screening procedures were used to examine the accuracy 

of data entry and check for missing values and outliers. First, a research assistant checked the 

accuracy of data entry by comparing electronic data to the corresponding values recorded on the 

original survey. Frequency tables were then examined to further identify data entry errors and 

missing values. Six participants did not grow up in two-parent households and had incomplete 

data for father measures. To replace specific items that were not missing at random (e.g., six 

participants who had incomplete father measures) and those that were missing at random, 

researchers used R v2.15.0 statistical programming language (R Development Core, 2012),) with 

the rrp.impute package v2.94 (Iacus, 2012) to assign missing values an imputed value. 

Specifically, a procedure called random recursive partitioning (RRP) (Iacus and Porro, 2006) was 

used to impute the values by repeatedly bisecting the special distribution of the observations (i.e., 

the space spanned by all predictor variables) to determine if two observations can be considered 

equal.  Observations with similar response values are grouped and the algorithm generates a 
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proximity (or dissimilarity) matrix measure between observations (Porro and Iacus, 2009). Groups 

with missing items are compared to groups which are similar in all other non-missing covariates, 

and then the missing data is imputed as the corresponding value in the record of the fully observed 

individual (Iacus and Porro, 2007).  Factor analyses and descriptive data were conducted using 

SPSS version 18 (SPSS IBM, New York, U.S.A).  The latent variable path analysis with partial 

least squares (PLS) estimation procedures was conducted to test the hypothesized model that was 

based on theoretical and empirical literature (see Figures 2 and 3). Specifically, PLS was 

performed in R v3.0.2 (R Development Core, 2013) using the PLS package (i.e., plspm (Sanchez, 

Trinchera, & Russolillo, 2013)). 

PLS is used to perform variance- based structural equation modeling (SEM) that  

maximizes the variance of the dependent variables explained by the independent variables. PLS 

allows researchers to explore hypothesized relationships among multiple independent and 

dependent variables without imposing certain restrictive statistical and structural assumptions 

commonly present in covariance based SEM programs such as LISREL (Falk & Miller, 1992). 

That is, multiple manifest variables (indicators) are combined to create theoretically significant 

latent variables. Similar to other SEM approaches, a PLS model consists of both structural and 

measurement components. The structural component (inner model) reflects the relationships 

between the latent variables, whereas the measurement component (outer model) indicates the 

relationship between the latent variables and their indicators. Additionally, PLS has a third 

component that estimates the case values (i.e., estimated values for each latent variable) for the 

latent variables by the weight relations of each block of indicators (Chin & Newsted, 1999). PLS 

path analysis was selected for the current study because it is ideally suited for use on small 

samples with multiple measures (Cowan, Cohn, Cowan, & Pearson, 1996).  
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The necessary PLS assumptions are considered liberal. Specifically, the data can have non-

normal distributions, indicators can be categorical, ordinal, or continuous, and some unreliability 

and heteroscedasticity may be present. Additionally, PLS allows for indicators to be modeled in 

either a reflective or formative way. In reflective indicators, the causality flows from the latent 

construct to the indicator. Therefore, change in the indicator reflects the change in the latent 

construct. However, causality flows in the opposite direction (from indicator to construct) for 

formal indicators (Coltman, Devinney, Midgley, & Venaik, 2008).  In the current study, all 

indicators are reflective. Therefore, changes in the latent construct are expected to be manifested 

in changes in all of its indicators (Henseler, Ringle, & Sinkovics, 2009).  Given that all the 

indicators in the current model are reflective, the minimal required sample size for PLS analysis is 

ten times the dependent latent variable with the largest number of independent latent variables 

influencing it (Chin, 1998). In the current model, the largest number of independent latent 

variables influencing a dependent variable is three. Specifically, intimate partner violence is 

predicted by four independent latent variables. Therefore, ten times four yields a required minimal 

sample size of 40.   

The proposed model in the current study (see Figures 1 and 2) contains 11 latent variables 

that are created from their respective manifest variables (or reflective indicators) described in the 

measures section. Two latent variables represent Parental IPV in the model: Father IPV 

Perpetration and Mother IPV Perpetration. Both Parental IPV variables are each comprised of 

three reflective indicators including: Physical Assault, Psychological Aggression, and Causing 

Injury.  Two latent variables represent Child Abuse: Child Abuse by Father and Child Abuse by 

Mother. Child abuse by Father is comprised of three reflective indicators: Sexual Abuse, Physical 

Assault, and Abused by Father (as assessed on the Demographic Questionnaire (see Appendix A). 
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Child Abuse by Mother is comprised of three reflective indicators: Physical Assault by Mother 

Parcel 1, Physical Assault by Mother Parcel 2, and Abused by Mother (as assessed on the 

Demographic Questionnaire (see Appendix A)). Physical Assault by Mother required parceling to 

increase the number of parameters, since the previous number of parameters (e.g., 2) was smaller 

than the number of degrees of freedom. Therefore, Physical Assault by Mother Parcels 1 and 2 

were created using factor analysis and parceling items in a stepwise manner according to their 

loading strength to create two equally strong parcels. Physical Assault by Mother Parcel 1 consists 

of six items and Physical Assault by Mother Parcel 2 consists of seven items.    

Two latent variables represent childhood attachment in the model: Less Secure Attachment 

with Mother and Less Secure Attachment with Father. Both childhood attachment variables are 

comprised of four reflective indicators including: Alienation, Lack of Care, Lack of Trust, and 

Lack of Communication.   

There is one latent variable that accounts for Lack of Social Support and is comprised of 

three reflective indicators:  Lack of Social Support Parcel 1, Lack of Social Support Parcel 2, and 

Lack of Social Support Parcel 3. Each indicator consists of several items from the Millon Clinical 

Multiaxial Inventory- IIII (created using factor analysis and parceling items in a stepwise fashion 

according to their loading strength to create three parcels).   

One latent variable taps into Adult Attachment Anxiety, which is comprised of three 

reflective indicators: Attachment Anxiety Parcel 1, Attachment Anxiety Parcel 2, and Attachment 

Anxiety Parcel 3. Each parcel consists of six items from the attachment anxiety scale (similar to 

the latent variable, Child Abuse by Mother, the parcels for Adult Attachment Anxiety were created 

using factor analysis and parceling items in a stepwise fashion according to their loading strength 

to create three equally strong parcels). One latent variable represents adult attachment avoidance, 
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which is also comprised of three reflective indicators: Attachment Avoidance Parcel 1, 

Attachment Avoidance Parcel 2, and Attachment Avoidance Parcel 3. Parcels were created 

similarly to the Adult Attachment Anxiety indicator but using the Attachment Avoidance scale 

items.  There is one latent variable representing IPV in the model, which is comprised of four 

reflective indicators including: Injury, Physical Assault, Psychological Aggression, and Sexual 

Coercion. Finally, there is one dependent variable that represents CPTSD in the model. It is 

comprised of one indicator, which has seven numeric levels (e.g., 0-6) based on the severity level 

of number of CPTSD criteria met. See Table 3 for all indicator factor loadings. 
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CHAPTER III 

RESULTS 

PLS results are assessed and reported in two phases. First, the measurement model (i.e., 

outer model) is evaluated by evaluating the reliability and validity of the measures used to 

represent each latent variable and its block of indicators (Sanchez, 2013). This analysis ensures the 

accuracy (e.g., reliability) and validity (e.g., convergent and discriminant validity) of each measure 

used before assessing the inner structural model (Chin, 2010- handbook of partial least squares, 

chapter 28).  Second, the theoretically based structural model (i.e., inner model) is assessed to 

evaluate the predicted relationships between the latent variables (LV) (Henseler et al., 2009).  

Evaluation of the proposed measurement Model 

 The measurement model consists of unobservable variables called latent variables (LV), 

which are indirectly described by a block of observable variables called manifest variables (MV). 

Because psychological constructs are essentially unobservable, convergent and discriminant 

validity help demonstrate the degree of convergence with and discrimination from measures of 

other constructs in order to determine the utility of the measurement (Cronbach & Meehl, 1955).  

The measurement model is evaluated by assessing individual item reliability, internal consistency, 

average variance extracted analysis, and discriminant validity. Since all of the latent variables in 

the current model are modeled by reflective indicators, internal consistency assumes that each 

block is homogenous and unidimensional (Chin, 1998). That is, homogenous and unidimensional 

manifest variables measure the same unique underlying concept, and are examined by values from 

Cronbach’s alpha, Dillon- Goldstein’s rho, and the principal component analysis of a block (i.e., 

first and second eigenvalues). 
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 The individual item reliability is assessed by examining correlation loadings of the 

indicators with their respective latent variable. Carmines and Zeller (1979) suggest that a manifest 

variable should have a loading (> .70) to be an acceptable indicator of a construct. That is, more 

variance is shared between the construct and its measures than error variance. Nearly all of the  34 

manifest variable loadings are > .70, however three (i.e., Sexual Abuse by Father (.59), Lack of 

Social Support Parcel 2 (.57), and Lack of Social Support Parcel 3 (.58))  manifest variables are 

below .70 suggesting potentially inadequate reliability. However, Chin (1998b) believes that the 

general guideline (.70) should not be as rigid for PLS as for the early stages of scale development 

and loadings of 0.5 or 0.6 may be acceptable if additional indicators are present in the block for 

comparison basis. In contrast to covariance based SEM (where including poor indicators will lead 

to worse fit), including weaker indicators in PLS will help extract potentially useful information 

which will create a better construct score. Moreover, PLS uses distinct constructs, therefore, weak 

indicators are factored in by lower weights and are retained in the current study’s analysis (Chin, 

2002). (See Table 3 for item loadings.) 

The internal consistency (reliability) and unidimensionality of the measurement model is 

determined through Cronbach alpha tests (Chin, 1998), Dillon- Goldstein’s rho (or composite 

reliability), and the first eigenvalue of the indicator’s correlation matrix.  Reliability is 

traditionally measured by Cronbach’s alpha, which provides a reliability estimate based on the 

average inter- variable correlation and assumes all indicators are equally reliable. As a general 

rule, values at or above .70 suggest adequate reliability (Nunnally & Burnstein, 1994), however 

values from .60 to .70 are considered acceptable in exploratory research (Hair, Ringle, & Sarstedt, 

2011) such as the current study. Acceptable Cronbach’s alpha values were obtained for all latent 

variables except lack of social support (α = .27).  While the Cronbach’s alpha value for lack of 
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social support was low, composite reliability values were considered acceptable for all 

measurement models including lack of social support (.66).  Moreover, composite reliability 

(measured by Dillon-Goldstein’s rho) is considered a better indicator than Cronbach’s alpha for 

PLS because it considers the extent to which the latent variable explains the block of indicators, 

rather than assuming all indicators are equally reliable.  The same cutoff values apply to composite 

reliability as Cronbach’s alpha, and as previously mentioned, Hair, Ringle and Sarstedt (2011) 

suggest values from .60 to .70 are acceptable in exploratory research. Moreover, the authors 

suggest only eliminating indicators with (<. 40) loadings due to their contribution to content 

validity. Since the Dillon- Goldstein rho value for lack of social support (.66)  was in the 

acceptable range for exploratory research and was also above the suggested elimination level (<. 

40), it will be retained in the model (see Table 3).  

Lastly, an eigen- analysis of the correlation matrix of indicators is assessed based on the 

first eigenvalue that determines the unidimensionality of the block of reflective indicators. 

Reflective indicators should be closely related and be in a one- dimensional space since they 

indicate the same latent variable. Unidimensionality is obtained if the first eigenvalue is larger 

than one and the second eigenvalue is smaller than one (Sanchez, 2013). The first eigenvalues 

ranged from 1.25 to 3.40 and the second eigenvalues ranged from .20 to .98. While 

unidimensional criteria was met for all blocks of indicators, some indicators are considered more 

unidimensional than others. It should be noted that the indicator for the manifest variable CPTSD 

was not included since it only has one indicator (see Table 3).  

Convergent and discriminate validity were examined to determine the overall construct 

validity of the measurement model (Chin, 2010). The Average Variance Extracted (AVE) assesses 

convergent validity and should be 0.5 or greater (Fornell & Larcker, 1981). This suggests adequate 
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convergent validity, indicating that the latent construct is, on average, able to explain more than 

half of the variance of its indicators (Chin, 1998). In the proposed outer measurement model, all 

measurement models had adequate convergent validity, except lack of social support (AVE= .39).   

Discriminant validity represents the extent to which measures of a given construct differ 

from measures of other constructs in the same model. Discriminant validity is determined by two 

measurements.  

First, the Fornell- Larcker criterion states that the shared variance between two constructs 

is less than the Average Variance Extracted (AVE) for each individual construct (Fornell and 

Larcker, 1981). The AVE is an average percent of variation explained among the items that 

represent a construct. Moreover, each latent construct should share more variance with its assigned 

indicators than with any other latent constructs. The Fornell – Larcker criterion was met for all 

latent constructs in the proposed measurement model (see Table 4). 

 Second, the cross- loading criterion assesses discriminant validity at the indicator level. 

Specifically, if each indicator’s loading is higher for its designated construct than it is for any 

other construct and each construct loads highest with its assigned items, then discriminant validity 

of the model is supported (Assaker, Hallak, O’Connor, & Vinzi, 2013; Chin, 1998). This was 

found to be true for all of the manifest variables in the model meaning that all indicators loaded 

more highly on their own constructs than on other constructs. Therefore, the shared variance 

between a construct and its indicators is larger than the shared variance with other constructs. 

Correlations between the latent constructs are in Table 5 and the highest cross loadings are in 

Table 15.  
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Evaluation of the proposed inner structural Model 

The inner structural model specifies the relationships between the latent variables (LVs). 

Since the validity of the outer measurement model is established, the inner structural model can be 

analyzed. The inner model is analyzed in multiple ways. First, the amount of variance explained 

(R2) for each endogenous latent variable is examined followed by evaluating the model for its 

overall goodness of fit (Assaker et al., 2013; Chin, 1998; Tennehaus et al., 2005).  

The amount of variance explained (R2) reflects the level of the LVs explained variance and 

measures the regression function’s goodness of fit against the empirically based manifest variables 

(Backhaus et al. 2003). The amount of variance explained (R2) is a normalized term and values 

range from 0-1, with higher values indicating a higher percentage of explained variance. It is one 

of the primary evaluation criteria and the first step in evaluating the inner structural model. There 

are seven endogenous variables: 1) Less Secure Less Secure Attachment with Mother, 2) Less 

Secure Attachment with Father, 3) Adult Attachment Anxiety, 4) Adult Attachment Avoidance, 5) 

Lack of Social Support, 6) Intimate Partner Violence Victimization and 7) Complex PTSD. The R2 

values for the endogenous latent variables in the proposed inner model ranged from .12 to .52 and 

are considered weak (02-.14), moderate (15-.25), or strong (>.26) according to Cohen’s (1987) 

standards (see Table 6).  

The second step in evaluating the inner structural model involves assessing the 

standardized path coefficients between the latent constructs and their predictor variables. The 

signs of all path coefficients were in the expected (i.e., positive) direction.  The path coefficients 

are analyzed in terms of their sign, magnitude, and statistical significance (Assaker et al., 2013). A 

bootstrap resampling procedure using 1,000 subsamples was used to obtain information about the 

variability and precision of the parameter estimates. Thus, Beta weights, t-values, and 95th 
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percentile confidence intervals of the path coefficients are reported for the proposed model. Paths 

between latent variables should be statistically significant (p < .05) and theoretically sound.  The 

confidence interval provides information about the magnitude of the path estimate, such that 

smaller width intervals indicate greater power (Henseler, 2009). Lastly, effect size was calculated 

for each path coefficient (see Tables 7- 13).  

Less Secure Attachment with Mother was hypothesized in the proposed model to be 

predicted by two latent variables: Child Abuse by Mother and Mother IPV Perpetration. Results 

suggest that the variance accounted for by these two predictors were statistically significant, F (2, 

88) = 10.58, p < .01, R² = .52, that is 52% of the variance in Less Secure Attachment with Mother, 

can be accounted for by child abuse by mother and mother IPV.  The path coefficients from both 

predictor variables to Less Secure Attachment with Mother were significant and in the expected 

direction (see Table 7). Specifically, Child Abuse by Mother was the most significant predictor  

(Beta = .59, t = 6.46, p < .05) with a large effect size (R2 = .35). Mother IPV Perpetration was also 

a significant predictor (Beta = .18, t = 2.00, p < .05) with a small effect size (R2 = .03). 

 Less Secure Attachment to Father was hypothesized to be predicted by two latent 

variables: Child Abuse by Father and Father IPV Perpetration. Results suggest that the variance 

accounted for by these two predictors were statistically significant, F (2, 88) = 10.37, p < .01, R² = 

.42, that is 42% of the variance in Less Secure Attachment with Father, can be accounted for by 

Child Abuse by Father and Father IPV.  Although both predictors were statistically significant, 

only the path coefficient for Child Abuse by Father to Less Secure Attachment with Father was 

significant, (Beta = .53, t = 5.27, p < .05) with a medium effect size (R2 = .28). Despite the 

insignificant path coefficient from Father IPV to Less Secure Attachment with Father (Beta = .16, 
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t = 1.65, p > .05), the signs of the path coefficient was in the expected direction with a small effect 

size (R2 = .02) (see Table 8).  

Adult Attachment Anxiety was hypothesized to be predicted by Less Secure Attachment 

with Mother and Less Secure Attachment with Father. Results indicated that the variance 

accounted for by these two predictors was statistically significant, F (2, 88) = 4.61, p < .05, R² = 

.12. That is, 12% of the amount of variance in Adult Attachment Anxiety is explained by Less 

Secure Attachment with Mother and Less Secure Attachment with Father. Despite the significance 

of the two predictors, neither of the two path coefficients from the predictors to Adult Attachment 

Anxiety were significant.  However, it is also valuable to examine the sign of the path coefficients 

and the effect size of the path coefficients. Both paths were in the expected direction, and of the 

two path coefficients, Less Secure Attachment with Father (R2 = .05) had a slightly larger (albeit, 

still small) effect size than Less Secure Attachment with Mother (R2 = .01) indicating a stronger 

path (see Table 9).  

 Adult Attachment Avoidance was modeled to have two predictor variables, Less Secure 

Attachment with Mother and Less Secure Attachment with Father. Results indicated that the 

variance accounted for by these two predictors was statistically significant, F (2, 88) = 4.83, p < 

.01, R² = .13. Thus, 13% of the variance in Adult Attachment Avoidance can be explained by Less 

Secure Attachment with Mother and Less Secure Attachment with Father.  Only the path 

coefficient from Less Secure Attachment with Father to Adult Attachment Anxiety was 

significant, (Beta = .31, t = 2.81, p < .05) with a small effect size (R2 = .09). Less Secure 

Attachment with Mother was not a significant predictor of Adult Attachment Avoidance (Beta = 

.03, t = 0.28, p > .05) (see Table 10).  
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Lack of Social Support was modeled to be predicted by two predictor variables; Less 

Secure Attachment with Father and Less Secure Attachment with Mother. The total variance 

accounted for by Lack of Social Support was strong and significant, F (2, 88) = 5.79, p < .01, R² = 

.16. That is, 16% of variance in Lack of Social Support can be explained by Less Secure 

Attachment with Father and Less Secure Attachment with Mother.  Although the predictors were 

significant, neither path coefficient from the predictors to Lack of Social Support was significant. 

Despite the insignificant paths, the signs for both path coefficients were in the expected direction. 

Less Secure Attachment with Mother had the strongest relationship to Lack of Social Support as 

evidenced by a higher path coefficient and slightly higher effect size  (R2 = .06) than Less Secure 

Attachment with Father  (R2 = .03) (see Table 11).  

Intimate Partner Violence (IPV) was modeled to have three predictor variables, Adult 

Attachment Anxiety, Adult Attachment Avoidance, and Lack of Social Support. The variance 

accounted for by these three predictor variables was significant, F (3, 88) = 3.80, p >.05,              

R² = .16.That is, 16% of variance in Intimate Partner Violence can be explained by Adult 

Attachment Anxiety, Adult Attachment Avoidance, and Lack of Social Support.  Despite the 

significance of the predictors, none of the three path coefficients were significant.  However, the 

path coefficient and the effect size from Adult Attachment Avoidance to IPV was highest among 

the three paths indicating the strongest relationship between these two latent variables (see Table 

12).  

Complex Post-Traumatic Stress Disorder (CPTSD) was modeled to have one predictor 

variable, Intimate Partner Violence (IPV). The variance accounted for by IPV was strong and 

significant, F (2, 88) = 11.67, p <. 01, R² = .16. Meaning that 16% of the variance in Complex 

Post-Traumatic Stress Disorder can be explained by IPV. The path coefficient from IPV to 

 
 

53 



 
 

CPTSD was also significant (Beta = .39, t = 3.93, p < .05) with a medium effect size (R2 = .15) 

(see Table 13).  

The next step in evaluating the inner structural model is to assess the model’s goodness of 

fit. Tenenhaus et al. (2004) proposed a global criterion of goodness of fit (i.e., GoF Index) to 

account for the PLS model’s performance at both the structural and measurement levels to give an 

overall prediction performance of the model by taking into account the communality and the R2 

coefficients. Wetzels, Odekerken-Sschroder, and van Oppen (2009) suggest values of .10, .25, and 

.36 to represent weak, moderate, and substantial GoF values and model fit respectively. GoF 

results for the current model suggest that the proposed model demonstrated a substantial goodness 

of fit (GoF = .39), meaning that the prediction power of the proposed model is 39%.  

Model Modification 

After the primary PLS analyses are conducted on the proposed model, researchers often 

trim the hypothesized model in an effort to identify a more parsimonious and descriptive model to 

better fit the data. As such, the next steps were: eliminating non- significant and low path 

coefficients, latent variables that no longer predicted endogenous variables, and adding a path 

between two highly correlated variables.  

Non-significant paths were eliminated first (in a stepwise manner starting with the weakest 

path) followed by re-calculation of the model and re-assessment of all paths and variables. 

Additional statistics were also calculated and analyzed to ensure adequate rationale for eliminating 

and adding paths.  Specifically, Falk and Miller (1992) suggest eliminating paths that have a value 

less than twice its corresponding bootstrap estimate of the standard error, indicating a near zero 

path coefficient. In contrast, in order to help determine the legitimacy of adding an additional path, 

squared correlations between latent variables were assessed to identify the amount of shared 
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variance between variables. As a general guideline, Tabachnick and Fidell (2001) suggest 

minimum loadings of 0.32, which equates to roughly 10% (.32 *.32 =.1024) overlapping variance 

between two variables or items to be factor analyzed. Similar guidelines were applied for the 

current study to assess the magnitude of shared variance between latent variables. Therefore, 

variables in the current study with squared correlations above 10% were closely examined for 

further evaluation regarding path addition. The proposed Model was trimmed and adjusted until 

the majority of the paths were significant, each latent variable predicted another latent variable, 

and the GoF increased from the original model. The new model will be referred to as the 

alternative Model and the model modification occurred in the following order (see Figure 5).   

First, the path between Less Secure Attachment with Mother and Adult Attachment 

Avoidance had the weakest path coefficient (β = .03) and the mean bootstrapped path coefficient 

(.0307) was less than twice the standard error (.2596). Therefore, the path was eliminated and 

results showed no effect on other paths after model re-calculation. Therefore, the next weakest 

path between Lack of Social Support and IPV (β = .04) with a mean bootstrapped path coefficient 

(.0427) that was less than twice the standard error (.3402) was eliminated. However, this 

elimination resulted in Lack of Social Support not predicting another latent variable. In an effort to 

maintain this variable due to its hypothesized importance and calculated correlation indicating 

22% of shared variance with CPTSD (more than Tabachnick and Fidell’s (2001) guideline of 10% 

shared variance), a path from Lack of Social Support to CPTSD was added (β = .45). Once the 

path from Lack of Social Support and CPTSD was added, Adult Attachment Anxiety and Adult 

Attachment Avoidance were no longer predictor variables for any endogenous variables, were 

unnecessary in the model, and were omitted. Once the alternative model was determined, it was 
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then evaluated in the same manner as the proposed model, (i.e., assessment of the outer 

measurement model and inner structural model). See Figure 6 for the alternative model. 

Evaluation of the alternative outer measurement Model  

The latent variables in the alternative model retained the same indicators from the 

proposed Model; therefore, the evaluation of the measurement model did not differ significantly 

from the proposed model. Specifically, reliability and validity findings for the alternative model 

were the same for the proposed model, and results suggest the latent constructs share more 

variance with their measures than with other constructs. Adequate reliability and validity of the 

measurement model for the alternative model is assumed. Reliability, validity, and 

unidimensionality statistics are presented in Tables 14 and 15 and correlations between the latent 

constructs are in displayed in Table 16. 

Evaluation of the alternative inner structural Model 

 There are five endogenous variables in the alternative model: 1) Less Secure Attachment 

with Mother, 2) Less Secure Attachment with Father, 3) Lack of Social Support, 4) Intimate 

Partner Violence Victimization, and 5) Complex PTSD. The R2 values for the endogenous latent 

variables in the alternative inner Model ranged from .08 to .52 and are considered weak (.02-.14), 

moderate (.15-.25), or strong (>.26) according to Cohen’s (1987) standards (see Table 17).  

Next, the standardized path coefficients between the latent constructs and their predictor 

variables were assessed. Similar to the proposed model, the signs of all path coefficients were in 

the expected (i.e., positive direction) for the alternative model. A bootstrap resampling procedure 

using 1,000 subsamples was used to obtain information about the variability and precision of the 

parameter estimates. Thus, Beta weights, t-values, and 95th percentile confidence intervals of the 

path coefficients are reported for the alternative model.  
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Similar to the proposed model, Less Secure Attachment with Mother was modeled to be 

predicted by two predictor variables Child Abuse by Mother and Mother IPV perpetration. Results 

were nearly the same as the proposed model. Specifically, the variance accounted for was 

statistically significant F (2, 88) = 10.59, p < .01, R² = .52. Similar to the proposed model, Child 

Abuse by Mother was the most significant predictor (Beta = .59, t = 6.47, p < .05) and Mother IPV 

Perpetration was a significant predictor (Beta = .18, t = 2.00, p < .05) with a small effect size (R2 = 

.03) (see Table 18). 

As in the proposed Model, Less Secure Attachment with Father was modeled to be 

predicted by two predictor variables Child Abuse by Father and Father IPV perpetration. The total 

variance accounted for statistically significant F (2, 88) = 10.32, p < .01, R² = .41. Also similar to 

the proposed Model, only one path coefficient (i.e., Child Abuse by Father) was significant (Beta 

= .53, t = 5.27, p < .05) with a medium effect size (R2 = .28), whereas Father IPV was not 

significant (Beta = .16, t = 1.65, p > .05) and had a small effect size (R2 = .02) (see Table 19). 

Similar to the proposed Model, Lack of Social Support was modeled to have the same two 

predictors in the alternative model, Less Secure Attachment with Mother and Less Secure 

Attachment with Father. The variance accounted for by these two predictors were significant F (2, 

88) = 5.34, p < .01, R² = .14. Both paths were significant with similar strengths: Less Secure 

Attachment with Mother (Beta = .25, t = 1.91, p < .05) with a small effect size (R2 = .05) and Less 

Secure Attachment with Father (Beta = .21, t = 1.96, p < .05) also with a small effect size (R2 = 

.04) (see Table 20). 

In the alternative model Intimate Partner Violence was modeled to have two predictors, 

Less Secure Attachment with Mother and Less Secure Attachment with Father, whereas it had 

three predictors in the proposed model. Unlike the proposed model though, the variance accounted 
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for by these three predictor variables was not significant F (2, 88) = 2.19, p > .05,       R² = .08. 

Therefore neither path coefficient was significant, Less Secure Attachment with Mother (Beta = 

.18, t = 1.65, p < .05) with a small effect size (R2 = .03) and Less Secure Attachment with Father 

(Beta = .12, t = 1.09, p < .05) with a small effect size (R2 = .01) (see Table 21). 

 CPTSD was modeled to have two predictor variables-Lack of Social Support and Intimate 

Partner Violence in the alternative model, whereas it only had one predictor in the proposed 

Model. The variance accounted for by these two predictor variables was statistically significant    

F (2, 88) = 19.49, p < .01, R² = .36. Both path coefficients were significant as well. Specifically, 

Lack of Social Support was the strongest predictor of CPTSD (Beta = .45, t = 5.00, p > .05) with a 

medium effect size (R2 = .20). Intimate Partner Violence was also significant (Beta = .34, t = 3.78, 

p > .05) although its effect size was small (R2 = .11) (see Table 22). Although neither path 

coefficient to Intimate Partner Violence was significant, it significantly predicted CPTSD and will 

be retained in the alternative model.  

Lastly, the alternative model was also examined for its Goodness of Fit index to 

demonstrate how well the new model fit the data. The alternative model demonstrated a 

substantial fit (GoF = .45). That is, the prediction power of the alternative model is 45%, which is 

more than the proposed model and is in keeping with the value of parsimony. The alternative 

model is able to take into account slightly more achievable fit and prediction power, which 

supports acceptance of the alternative model. 

Exploratory Analyses 

 Post-hoc mediation analyses were conducted to assess the relationships between parent-

child attachment, lack of social support, and symptoms of CPTSD. The mediation was tested using 

Baron and Kenny’s (1986) four-step procedure as well as the Sobel Test (Sobel, 1982).  It was 
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proposed that Less Secure Parent-Child Attachment (X) indirectly affects symptoms of CPTSD 

(Y) through the mediating cause of a perceived Lack of Social Support. Results differed among 

maternal and paternal insecure childhood attachment. Specifically, Lack of Social Support fully 

mediated the relationship between Less Secure Childhood Attachment with Father and CPTSD 

symptoms, whereas it did not mediate the relationship between Less Secure Childhood 

Attachment with Mother and CPTSD symptoms (see Figures 7-9). Results for paternal attachment 

will be discussed first, followed by maternal attachment results.  

In Step 1 of the mediation model, the regression of Less Secure Attachment with Father on 

CPTSD, ignoring the mediator, was significant, β = .25, t (86) = 2.67, p  = .01. Step 2 showed that 

the regression of Less Secure Attachment with Father on the mediator, Lack of Social Support, 

was also significant,  β = .70, t (86) = 3.72, p  <.001. Step 3 of the mediation process showed that 

the mediator (Lack of Social Support), controlling for Lack of Secure Attachment with Father, was 

significant β = .20, t (85) = 4.13, p < .001. Step 4 of the analysis revealed that, controlling for the 

mediator (Lack of Social Support), Less Secure Attachment with Father was not a significant 

predictor of CPTSD, β = .10, t (85) = 1.16, p = .24. A Sobel test was conducted and found full 

mediation in the model (z = 2.72, p = .001).Therefore, it was found that Lack of Social Support 

fully mediated the relationship between Less Secure Attachment with Father and CPTSD 

symptoms.   

 In Step 1 of the mediation model, the regression of Less Secure Attachment with Mother 

on CPTSD, ignoring the mediator, was significant, β = .49, t (86) = 2.49, p  = .01. Step 2 showed 

that the regression of Less Secure Attachment with Mother on the mediator, Lack of Social 

Support, was also significant,  β = .19, t (86) = 2.03, p  = .04. Step 3 of the mediation process 

showed that the mediator (Lack of Social Support), controlling for Lack of Secure Attachment 
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with Mother, was significant β = .90, t (85) = 4.48, p < .001. Step 4 of the analysis revealed that, 

controlling for the mediator (Lack of Social Support), Less Secure Attachment with Mother was 

not a significant predictor of CPTSD β = .31, t (85) = 1.73, p = .09. A Sobel test was conducted 

but did not find that the indirect path from Less Secure Attachment with Mother and CPTSD is 

statistically significantly different from zero (z = 1.81, p = .06).  
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CHAPTER IV 

DISCUSSION 

The primary goal of the current study was to expand the understanding of factors that 

influence Complex PTSD (CPTSD). In keeping with Herman’s (1992) seminal articulation of 

CPTSD, a chronologically oriented model (child to adulthood) was proposed to test factors that 

could be involved in the development of CPTSD. The purpose of the current study was to test a 

statistical model of potential contributing factors (e.g., the role of child and adult attachment, 

social support, and current and/or recent intimate partner violence) in the development and 

prediction of CPTSD. Specifically, the proposed Model illustrates hypotheses that direct and/or 

indirect childhood exposure to violence by parental figures, would be transmitted to CPTSD 

through less secure childhood attachment relationships to parents, less secure adult attachment 

relationships with one’s partner, lack of social support, and current and/or recent intimate partner 

violence. A variance- based structural equation modeling approach, Partial Least Squares, was 

used in the current study to examine the concurrent relationships between multiple variables with 

the aim of illuminating the process and interactive relationships between these potentially 

contributing factors and the development of CPTSD.  

Summary of Findings 

 Despite several insignificant pathways between latent variables and weak R2 values, the 

proposed Model achieved a substantial fit (GoF= .39). However, the process of trimming 

insignificant paths and latent variables and adding a path between two correlated variables, led to a 

more parsimonious model (i.e., the alternative model) with a slightly better goodness of fit (GoF = 

.45) and predictive value. An inspection and discussion of the pathways in the proposed and 

alternative models helps explain various factor influences on the development of CPTSD. 
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Childhood Exposure to Violence and Childhood Attachment 

Participants in the current study reported on their direct and/or indirect childhood exposure 

to violence by both parents. Specifically, retrospective reports of direct exposure to violence were 

assessed by measures of physical and sexual child abuse, and indirect exposure was assessed by 

measures of witnessed parental intimate partner violence (IPV). Both proposed and alternative 

models support the hypotheses that child abuse from mother or father and IPV perpetration by 

mother or father (i.e., mother or father is the perpetrator of psychological aggression, physical 

assault, or causing injury to the other partner) predicts less secure parent-child attachment. The 

apparent impact on a woman of being the daughter of a perpetrator of IPV, however, differed 

according to the perpetrating parent’s sex. 

 Specifically, the findings indicate that women who reported being raised by a mother who 

abused them and/or abused their father, also reported low attachment security with their mother. 

Moreover, their direct abuse was a more significant predictor of attachment insecurity than was 

the indirect abuse of witnessing them harm their father. The findings related to paternal abuse 

were not parallel. Although experiencing abuse from one’s father significantly predicted poorer 

attachment to him, his abuse of one’s mother did not predict women’s accounts of father-daughter 

attachment security. Several hypotheses exist to help explain these findings.  

The significant finding that child abuse by mother and father significantly predict less 

secure childhood attachment is not surprising considering years of research and literature on these 

subjects. Specifically, findings are consistent with Bowlby’s influential longitudinal research that 

has documented the link between childhood maltreatment and its impact on the child’s internal 

working models and their subsequent relationships and attachments with others (Bowlby, 
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1969/1982). Children who have experienced maltreatment often experience the caregiver(s) as 

negative or unpredictable, which can contribute to their insecure internal working models of 

attachment.  To the original three identified models of attachment styles; Secure, 

Ambivalent/Resistant, and Avoidant, Main and Solomon (1990) added a fourth attachment type: 

Disorganized, which is characterized by a lack of attachment and is thought to originate from 

childhood maltreatment. Lykken (2001) and Westman (1994) proposed the notion , license to 

parent, which was theorized to reduce the high rates of child abuse and neglect, and decrease the 

raising costs of welfare and correctional programs.  More recently, Jon Allen (2013) 

conceptualized attachment trauma that occurs in traumatic attachment relationships and affects the 

capacity to develop secure attachment relationships. Findings from the current study and past 

research, therefore, suggests a relationship between child abuse and less secure attachment.  

In contrast, women who reported witnessing their father abusing their mother did not 

necessarily have less secure attachment with their fathers. Meaning, women who witnessed their 

fathers abusing their mothers were not associated with father-daughter attachment security. One 

potential explanation for this finding could be the large effect size of the correlation between child 

abuse by father and IPV perpetration by father, which indicates the variables share a large amount  

of variance, and reflects the co-occurrence of these types of abuse. Meaning, women who reported 

abuse from their father may have also reported witnessing abusive behaviors from their father 

toward their mother. However, the direct impact of child abuse from father to daughter played a 

more significant role in father-daughter attachment when compared to the indirect abuse between 

parents. To illustrate this point, researchers Taylor, Guterman, Lee, and Rathouz (2009) reported 

IPV as a risk factor for child abuse, and Appel and Holden (1998) estimated the co-occurrence of 

child abuse and IPV is between 30 and 60%.  Consistent with previous findings, results from this 
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study suggest fathers who abuse children were associated with male partners who abuse female 

partners. However, results from this study show the direct abuse from father to daughter is a more 

significant predictor of father-daughter attachment security than indirect abuse between parents.  

  It is also important to note various reasons for the discrepancy between mother and father 

IPV perpetration in predicting less secure childhood attachment. To aid this process, additional 

exploratory analysis (i.e., t-test) revealed a significant difference between the mean frequencies of 

abusive behaviors among mother vs. father IPV perpetration. Specifically, results suggest 

significantly more abusive behaviors perpetrated by fathers on mothers than vice-versa. This is 

worth noting since fathers perpetrated IPV behaviors more often than mothers did, but mothers 

who perpetrated IPV, influenced mother-daughter attachment security. Several hypotheses are 

explored to help explain why results only support the association between parental IPV and less 

secure child-parent attachment for mothers, but not fathers.  

One possible explanation for the different influences between maternal and paternal IPV 

on childhood attachment may also be attributed to society’s enduring epidemic that male violence 

is rooted in the archaic ideals of manhood. Faludi (1999) writes that some men may enact violence 

against their partner as a means of claiming the power and status they see as a birthright of 

manhood. Therefore, women who reported childhood abuse by their fathers might view their 

father’s violent behavior as “manly” and may be more expected from fathers than mothers. 

Moreover, children may defensively identify with physical strength (often seen in their abusive 

father) and may ally with their father (Freud, 1936), while losing respect for their mother, the 

victim (Bancroft, 2004). Consequently, a positive cognitive appraisal of abusive behavior for their 

fathers (e.g., “he is strong”) could have less negative relational or attachment impact, when 

compared to their mother’s potentially unexpected and unfeminine violent behavior.  
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A second explanation to help explain the difference between maternal and paternal IPV 

and its impact on childhood attachment could be the influence of an additional manifest variable, 

Sexual Abuse, which was used to measure the latent variable Child Abuse by Father, but not Child 

Abuse by Mother. Perhaps the traumatic experience of fathers perpetrating sexual abuse on their 

child outweighed the impact of father IPV perpetration on father- child attachment. Meaning, 

women who reported child sexual abuse by their fathers (20%) may have also reported lower 

attachment security within father-daughter attachment. These findings corroborate and extend the 

results obtained in previous research on the long- term negative impact of childhood sexual abuse 

(CSA) (e.g., stigmatization, betrayal, powerlessness, shame) (Browne & Finkelhor, 1986; Cloitre, 

2009; Putnam, 2003) by illustrating the significant impact that child abuse via CSA (not IPV) has 

on father, and not mother, attachment security.   

Childhood Attachment to Current Interpersonal Factors 

 The three current interpersonal factors included in the proposed model are Adult 

Attachment Anxiety, Adult Attachment Avoidance, and Lack of Social Support. The proposed 

model illustrates the hypotheses that low attachment security predicts insecure adult romantic 

attachment styles and a perceived lack of emotional and/or tangible support. Results from the 

proposed model suggest poor attachment with both mother and father; however, results did not 

predict Lack of Social Support, as expected. Results from the proposed model also illustrate a 

significant finding: women who reported poor attachment with their father also reported 

discomfort with intimacy in their romantic relationship (i.e., high romantic attachment avoidance), 

but not fear of abandonment (i.e., high attachment anxiety). Results for mother-daughter 

attachment were neither consistent nor expected. That is, low maternal attachment security did not 

significantly impact adult attachment or perceived social support.  
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The significant finding that low attachment security with father (but not mother) predicts 

adult attachment avoidance is discussed first from a general perspective of father-daughter 

attachment, then from a more specific perspective of the prediction of adult attachment avoidance 

rather than adult attachment anxiety. Generally speaking, it is not surprising that father-daughter 

attachment impacts adult romantic attachment since fathers generally have more impact on the 

way daughters relate to men later in life, compared to mothers (Danes, Frieman, & Kitsmann, 

2006; Sanftnar, 2009). This impact may be related to an internal mental representation about 

male/female relationships stemming in part from, father-daughter childhood attachment. That is, 

when daughters experience attachment insecurity with their fathers, they are likely to repeat the 

pattern of insecure relationships with men in adulthood.  

The next finding for discussion is that of poor paternal attachment security resulting in 

adult attachment avoidance (but not anxiety). It is not necessarily unexpected that adult attachment 

avoidance was significantly predicted by low paternal attachment security; however, it is 

surprising that adult attachment anxiety was not significantly predicted by low father-daughter 

attachment security. Results from the current sample suggest that 93% of participants classified as 

“Fearful” attachment, and 6.8% classified as “Pre-Occupied” attachment. Both of these attachment 

styles are high on the anxiety dimension. Several potential explanations are presented to help 

explain why father-daughter attachment was predictive of adult attachment avoidance, but not 

anxiety.  

First, participants in the current study reported more frequent child abuse by their fathers 

than their mothers. Therefore, the direct impact of abuse could increase the negative influence on 

father-daughter attachment security, more than mother-daughter attachment security. Moreover, 
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IPV (primary presenting concern for the agency) by their partner could remind them of the child 

abuse by their father, which could increase their desire to maintain distance from their partner.  

Second, it should be noted that the path coefficient from less secure paternal attachment to 

adult attachment anxiety was not substantially different from the significant path to adult 

attachment avoidance (difference of .6). Meaning, women with less secure paternal attachment 

may also experience fears of abandonment, but their desire to distance themselves from 

relationships seems to outweigh fears if abandonment in this  sample. Although the Experiences in 

Close Relationships Scale- Revised (ECR-R) assess an individual’s general feelings in 

relationships, women in the current sample could have been impacted by recently leaving (e.g., 

seeking increased distance) from their abusive partner(s).  

Similarly, results could be influenced by the intersection of the attachment measure and the 

current study’s population. Specifically, the attachment-related anxiety questions on the ECR-R 

(Fraley et al., 2000) are related to fears of abandonment (e.g., I’m afraid I will lose my partner’s 

love, I worry about my partner leaving me). However, the population studied is survivors of 

domestic violence, who may experience relief (not feelings of abandonment) from the separation 

of an abusive partner. Therefore, participants likely endorsed feelings of discomfort with intimacy 

(e.g., attachment avoidance) rather than fear of rejection or abandonment (e.g., attachment 

anxiety) from their romantic partner.  

Formulation of the Alternative Model 

Results from the proposed model suggest neither adult romantic attachment (i.e., Anxious 

or Avoidant) variables predicts or explains IPV in a meaningful way. Moreover, only one of the 

adult attachment variables had a significant predictor, which led researchers to explore the 

formulation of a more parsimonious model. Generally, paths with stronger loadings and paths that 
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met Falk and Miller’s (1992) guidelines for model trimming (e.g., eliminate paths that do not 

account for .015 of the variance explained) guided hypotheses for the alternative model (see model 

modification section in Chapter III for more detail). Therefore, the paths between childhood 

attachment with either parent and lack of social support were equal and relatively strong compared 

to other paths, so they were retained in the alternative model. In contrast, both adult attachment 

variables were eliminated (more detail in the following section). Consequently, the alternative 

model reflects hypotheses that childhood exposure to violence predicts less secure childhood 

attachment, which predicts lack of social support and Intimate Partner Violence, which ultimately 

predicts CPTSD.  

Childhood Attachment and Lack of Social Support 

Results from the alternative model suggest that low attachment security with either parent, 

equally and significantly, predicts low perceived social support in adulthood. Simply stated, 

women who reported insecure attachment with mother and/or father in childhood also reported 

low amounts of currently perceived social support. The findings in the current study are consistent 

with previous literature, which suggests that insecure childhood attachment is a risk factor in 

predicting poor social support (Asendorph & Wilpers, 2000; Florian, Mikulincer, & Bucholtz, 

1995; Ognibene & Collins, 1998). Moreover, the quality of childhood attachment influences the 

adult’s exploration system and competence as related to interacting with physical and social 

environments (Grossmann, Grossman, and Zimmermann, 1999). Specifically, individuals with 

less secure childhood attachment form a basic mistrust of others, which may result in lower levels 

of perceived support and less support seeking behaviors. In contrast, those with secure childhood 

attachments perceive and actively seek support (Florian, Mikulincer, & Bucholtz, 1995). In 

accordance with attachment theory, results suggest that supportive and secure experiences with 
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parents can transfer to supportive close relationships with peers (Bowlby, 1973; Sroufe & Fleeson, 

1986).  

It is interesting that both insecure mother and father attachment equally predicted low 

amounts of emotional and tangible support. This finding is somewhat unexpected because 

generally speaking, previous research shows that attachment to mothers is associated with children 

and adolescent’s peer acceptance and relationships (Kerns,Klepac, & Cole, 1996; Markiewicz, 

Doyle, & Brendgen, 2001; Zimmermann, 2004). Along the same lines, attachment security to 

fathers was inversely related to attachment security to friends (Markiewicz, Doyle, & Brendgen, 

2001). However, Zimmermann (2004) reported conflicting results and found, a positive 

relationship between attachment security with fathers and friendship quality. In summary, our 

results suggest the potential impact and importance of less secure maternal and paternal 

attachment on later perceived support.  

Childhood Attachment to Intimate Partner Violence (IPV) Severity 
 
 Childhood attachment variables were initially modeled to directly impact current and/or 

recent Intimate Partner Violence severity, however, results unexpectedly revealed no significant 

findings. That is, neither childhood attachment variable significantly predicted intimate partner 

violence. The childhood attachment variables were hypothesized to help explain why the 

childhood exposure to violence variables (e.g., childhood abuse and parental IPV) and recent IPV 

variable were related. In accordance with attachment theory, the internal working models of 

relationship behavior and interactions with one’s caregiver may produce a trait-type style for 

relating in later romantic relationships (Hazen & Shaver, 1987). Therefore, parent-child 

attachment was predicted to help explain why child abuse and IPV were related.  Several potential 

explanations exist to help explain this unexpected finding.  
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 First, other mediating variables may better explain or predict IPV than childhood 

attachment.  According to the well-documented re-victimization/re-traumatization theory, prior 

childhood trauma is associated with later victimization (Armsworth, Stronck, & Carlson, 1999) 

however; questions remain regarding the explanation of how violence begets violence. That being 

said, results from the current study support and extend previous literature (Archer, 2000; 

MacEwen, 1994; Whitfield, 1995) on other factors that may predict IPV more effectively than 

childhood attachment. For example, variables that assess information regarding the severity and 

frequency of child abuse may help differentiate levels of traumatic impact. Additionally, the 

victim’s relationship to the perpetrator(s), the presence of other victims, and enabling behaviors of 

others (co-abuse) could help distinguish the impact that others have on the potential long-lasting 

aftereffects of trauma.  Moreover, variables that assess the victim’s feelings of shame, guilt, and 

self-esteem could illuminate useful affective data. Lastly, factors measuring the strength of sibling 

relationship(s), bullying victimization by peers, the presence of a positive teacher and/or coach, 

and an assessment of drug and alcohol use in addition to other coping strategies could also help 

clarify other potential risk and protective factors of IPV.  

 A second explanation for the unexpected and insignificant path between childhood 

attachment and IPV could be due to the relativity of one’s experience of abuse. For example, a 

participant who experienced and witnessed a severe level and frequency of child abuse may rate 

her IPV experiences as less severe based on the severity of her previous experiences. In 

comparison, a participant who experienced less severe childhood abuse, but a similar level of 

recent IPV severity, may report their IPV as more severe when compared to the previous example 

with severe childhood abuse. Therefore, data regarding the severity and frequency of both types of 

abuse may help to statistically control for any potential influential factors. 
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Lastly, in hindsight, perhaps the lack of relationship between childhood attachment and 

IPV severity may not be entirely unexpected given that IPV severity is the only variable in the 

model that reflects behavior of the perpetrator, not the abuse survivor. That is, all of the other 

variables in the model reflect characteristics about the survivor (e.g., childhood attachment, child 

abuse by parent, lack of social support), whereas IPV severity reflects data about the severity of 

the perpetrator’s IPV, rather than the survivor’s experience of the abuse. This potential reason 

could also help explain the non-significant relationships between adult attachment and lack of 

social support variables and IPV severity in the proposed model.  

IPV Severity to Complex PTSD (CPTSD) 

  IPV severity significantly predicted CPTSD in both the proposed and alternative models. 

These finding are consistent with Herman’s (1997) CPTSD diagnostic criterion, which states: “A 

history of subjection and totalitarian control over a prolonged period (months to years), including 

those subjected to totalitarian systems in sexual and domestic life, including survivors of domestic 

battering, childhood physical or sexual abuse, and organized sexual exploitation” (p. 121). Results 

in the current study suggest an association between individuals who reported current intimate 

partner violence within the last year, (as measured by reports of physical assault, psychological 

aggression, sexual coercion, and (causing) injury) and symptoms of CPTSD. The positive 

direction of the path suggests that women who reported higher levels of IPV also reported more 

symptoms of CPTSD. 

Results are also consistent with Roth, Newman, Pelcovitz, van der Kolk, and Mandel’s 

(1997) findings from the DSM-IV Posttraumatic Stress Disorder Field Trail. Researchers reported 

sexually abused women, especially those who also experienced physical abuse, were at a higher 

risk of developing CPTSD. Although results are consistent with these two citations from the late 
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1990’s, there is a lack of recent research addressing these issues.  Incidentally, the argument 

regarding the recognition of CPTSD as a distinct construct among the spectrum of PTSD disorders 

may be a larger issue that has affected research in this area (Herman, 2012).  

In contrast to the lack of recent research regarding the association between IPV and 

CPTSD, extensive documentation reflects PTSD as one of the most frequent mental health 

consequences of IPV. For instance, Golding (1999) stated PTSD occurs among a mean prevalence 

rate of 64% of abused women. Moreover, others have reported a strong, positive correlation 

between severity of abuse and intensity of PTSD symptomatology (Astin, Lawrence, & Foy, 

1993).  Although only 28% of the current sample met criteria for CPTSD, results suggest a strong 

correlation between IPV severity and CPTSD. Results also suggest a strong and positive 

correlation between IPV severity and CPTSD symptoms. Overall, the proposed and alternative 

models demonstrate a significant association between IPV severity and CPTSD, while also 

implicitly supporting the need for more research in this area. In addition exploring the predictive 

relationship between IPV severity and CPTSD, researchers assessed the association between Lack 

of Social Support and CPTSD.  

Lack of Social Support to CPTSD 

The path between Lack of Social Support and CPTSD was added in the alternative model 

based on a combination of theoretical support and post-hoc analyses. Specially, numerous 

researchers have found a protective relationship between social support and PTSD (e.g., Brewin, 

Andrews, & Valentine, 2000; Ozer, Best, Lipsey, & Weiss, 2003) and analyses revealed a strong 

correlation between Lack of Social Support and CPTSD. Therefore, the path was added to reflect 

the hypothesis that Lack of Social Support predicts CPTSD. Results indicate that lack of social 

support significantly predicts CPTSD, making it a contributing factor of CPTSD. This means that 
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participants who reported less tangible and emotional support also reported higher levels of 

CPTSD symptoms.   

This finding illuminates an interesting difference regarding the impact of different types of 

relationships. Specifically, the bi-dimensional model of adult romantic attachment (attachment 

anxiety and avoidance) did not explain or predict IPV or CPTSD, whereas, Lack of Social Support 

significantly predicted CPTSD. This means among IPV women survivors, Lack of Social Support 

has a significant role in terms of predicting CPTSD, whereas adult romantic attachment does not.   

Several potential explanations exist to help explain this finding. One potential reason is 

that social support may buffer the potential damaging psychological outcomes associated with 

lifetime trauma exposure (Wenzel, Tucker, Elliot, Marshall, & Williamson, 2004). Confiding in a 

supportive other may reduce the negative affect of the trauma, by offering physical and emotional 

comfort and increased opportunities for repeated rehearsal of the event, which would assist in the 

process of cognitive reappraisal (Brewin, Dalgleish, & Joseph, 1996). Specifically, the social-

cognitive processing model (SCP) of adjustment to trauma (Lepore, 2001) suggests positive social 

support received from others in response to trauma disclosure may buffer against distress by 

strengthening cognitive processing. Therefore, social support and utilization of SCP, may serve as 

a protective factor against symptoms of CPTSD.  

In summary, comparison between the variance explained in the proposed versus alternative 

models illustrates the predictive strength in the alternative model. As such, both IPV severity and 

perceived lack of social support explain a large amount of variance when compared to IPV alone 

predicting CPTSD in the proposed model. Moreover, it is interesting to note that Lack of Social 

Support more strongly predicts CPTSD when compared to IPV. The strength of this significant 
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predictive path is indicative of a strong association between the Lack of Social Support and 

CPTSD that is worthy of further exploration.  

Exploratory Analyses 

In an effort to further delineate differences between parent-child attachment and the 

associations with social support and CPTSD symptoms; post- hoc mediation analyses were 

conducted.  Results revealed that low paternal attachment security affects current CPTSD 

symptoms through less emotional and tangible support. This means that social support was a 

significant predictor of CPTSD symptoms, and full mediation accounted for a significant amount 

of variance in the relationship between low paternal attachment security and symptoms of CPTSD. 

Therefore, a perceived lack of social support helps explain the association between low father-

daughter attachment security and CPTSD. However, results were not consistent for mother-

daughter attachment.  Although the results of the mediation that included maternal attachment 

insecurity met Baron and Kenny’s (1986) four-step mediation analysis, the indirect path between 

maternal attachment and symptoms of CPTSD did not meet the Sobel test and was therefore not 

significantly different from zero. As such, according to a more conservative approach, lack of 

social support does not mediate the relationship between low maternal attachment security and 

symptoms of CPTSD. Consequently, the following discussion will focus on the significant indirect 

path between paternal attachment and symptoms of CPTSD, but further exploration of a possible 

indirect path between maternal attachment security and symptoms of CPTSD is suggested.   

The results that a perceived lack of social support helps explain the relationship between 

low father-daughter attachment security and CPTSD symptoms are somewhat unexpected.  

Accordingly, attachment to mothers has been associated with children and adolescent’s peer 

acceptance and relationships (Kerns,Klepac, & Cole, 1996; Markiewicz, Doyle, & Brendgen, 
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2001; Zimmermann, 2004). Prior research has also demonstrated that children who have a secure 

attachment to their mothers are more socially adapted and use more effective emotion regulation 

strategies than their insecure peers (Easterbrooks,, Bureau, & Luons-Ruth, 2012). However, 

Dumlao and Botta (2000) report that the relationship between females and their fathers has been 

neglected when studying relationships within the family. Therefore, more research is certainly 

needed, but several potential explanations exist to help explain the discrepant results in the current 

study.  

First, the significant findings for paternal but not maternal attachment may be due in part, 

to the higher frequency of paternal abuse and the additional manifest variable, Sexual Abuse by 

Father, in the current study. That is, consistent with attachment theory (Bowlby, 1969; Finzi, Ram, 

Har-Evan, & Shnit, 2001) women who experienced more paternal abuse and perhaps childhood 

sexual abuse by their fathers may have reported higher rates of attachment insecurity with their 

fathers. Moreover, the relationship between the perpetrator and the victim is an important 

predictor of the occurrence and severity of PTSD symptoms. Specifically, PTSD symptoms were 

significantly higher among childhood sexual abuse survivors who were abused by a family 

member when compared to those who were abused by a stranger (Lev-Wiesel, Amir, & Besser, 

2005). In addition to the influence of child abuse by fathers and insecure paternal attachment, 

fathers also traditionally engage in different types of interactions with their children when 

compared to mother’s engagement. For example, mothers generally act as a safe haven and take a 

nurturing role with children, whereas fathers take a play-based role with children. Researchers 

found that father’s play-based interactions are associated with social development qualities such as 

competition and emotional-regulation skills (Bretherton, Lambert, & Golby, 2005; Grossmann, 

Grossmann, Fremmer-Bombik, Kindler, Scheuerer-Englisch, & Zimmermann, 2002). In a study of 
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49 fathers of preschool children, researchers found that some fathers deliberately encouraged their 

daughters to be “bold and spread their wings” (Bretherton, Lambert, & Golby, 2005, p.248). Such 

encouraging exploration from a father would likely ameliorate later exploration and increase social 

support options.  

Secondly, despite higher rates of paternal perpetration of child abuse, participants in the 

current study reported similar levels of insecure attachment security with both mothers and fathers. 

Therefore, investigation of the differences between mother and father attachment may help to 

disentangle various influences on attachment security. One such difference, may be the role of the 

non-offending parent and the child’s reliance and attunement to the perpetrator as an attachment 

figure.  For example, if the non-offending parent exhibits severe depression or other 

psychologically impairing symptoms (e.g., alcohol abuse), the child may be left to maintain an 

attachment with the perpetrator. Anderson and Alexander (1996) found non-responsiveness, 

unavailability, and further abuse from the other caregiver is significantly correlated with closeness 

to the perpetrator. Thus, although one parent may perpetrate child abuse more than the other, the 

failure to respond as a nurturing or supportive other by the non-offending parent may exacerbate 

the trauma from childhood abuse.   

Implications of Findings 

Theoretical Implications 

The current study contributes to the literature on Complex Post Traumatic Stress Disorder 

(CPTSD) in multiple ways. First, results lend support to CPTSD as defined by Herman (1992a) as 

a syndrome observed in survivors of prolonged, repeated trauma. Results demonstrate significant 

prediction of CPTSD through repeated trauma such as childhood family violence and recent 
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intimate partner violence. Findings provide evidence for the existing association between 

prolonged trauma exposure and CPTSD symptoms.  

Second, results from the current study illustrate a significant and meaningful relationship 

between a perceived lack of emotional and tangible support and CPTSD. As previously 

mentioned, many researchers have documented the buffering effect of social support on symptoms 

of PTSD, but no studies (to our knowledge) found a significant relationship between CPTSD and 

the lack of social support. The prediction of a perceived lack of social support on symptoms of 

CPTSD is not surprising, due to the interpersonal nature of CPTSD. That is, individuals who have 

experienced severe cumulative interpersonal violence, neglect, and/or abuse may experience 

difficulty connecting with others in ways that promote relational security and stability. 

Additionally, CPTSD survivors may develop maladaptive cognitive distortions about themselves, 

the motivations and expectations of others, and their worth in relationships (Pearlman, 2003). 

Consequently, these beliefs are confirmed when relationships in adulthood repeat similar relational 

experiences (e.g., dissatisfaction, abandonment, and abuse) of the past. Unfortunately, these 

relational difficulties make it difficult for others to relate to CPTSD survivors, leading to social 

isolation and perhaps exacerbating the original symptoms of the traumatic experience, as they are 

deprived of the type of social support that has been found to buffer and ameliorate those effects 

(Bowlby, 1969; Wortman, Battle, & Lemkau, 1997).   

In addition to theoretical implications for CPTSD, the weakest parts of both models are the 

insignificant paths from adult romantic attachment and child-parent attachment in the proposed 

and alternative models, respectively.  These insignificant paths highlight the likelihood that other 

variables (not included in the study) influence these pathways more significantly than the 

hypothesized variables.  Researchers suggest social, cultural, personal, and situational factors 
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contribute to increase risk of IPV (Dutton, 1995; Heise, 1998). For example, substance abuse is 

linked with offender behavior and increased risk for IPV victimization (Collins & Spencer, 2002).  

Our findings highlight the growing need for an increased understanding of risk factors of IPV. 

The current study also highlights the importance of examining the direct and indirect 

impact of violence on childhood attachment. As such, results provide support that the direct 

impact of child abuse by a parent has more of a significant impact on childhood attachment to that 

parent compared to the indirect impact of witnessing IPV between parents. These findings do not 

minimize the indirect influence of IPV, but help clarify the spectrum of impact.  

Clinical Implications 

 Over two decades of research contribute to the conceptualized complexity of CPTSD. 

More recently, the advent of the DSM-V sparked controversy (e.g., Bryant, 2012; Goodman, 

2012; Herman, 2012; Resick et al., 2012) regarding the validity of the construct to be considered 

for inclusion into the latest edition of the DSM. Ultimately, CPTSD was not included due to 

“insufficient evidence” (Resick et al., 2012, p.248); however, researchers tend to agree that 

CPTSD may be more effectively conceptualized as a Trauma Spectrum Disorder (Goodman, 

2012; Herman, 2012; Resick, 2012). 

There are no simple answers for such a complex issue; however, the current study 

illustrates the complexity while also presenting clinical implications for prevention and treatment 

related to CPTSD.  While not all survivors of prolonged interpersonal violence will develop 

CPTSD, it is important to acknowledge and assess the potential risk factors (or sources of the 

problem) to aid in the prevention of CPTSD.  The current study suggests that child abuse by 

parent predicts less secure childhood attachment to that parent, which predicts lack of social 

support in adulthood. Additionally, results suggest that lack of social support and recent IPV 
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predicts CPTSD. Several prevention strategies are discussed first, followed by treatment 

implications.  

The following prevention strategies are organized according to the timing of the “problem” 

and are based on Last and Wallace’s (1992) levels of prevention classification system. Primary 

prevention strategies are those that intervene before the problem occurs by removing the cause or 

the source of the problem. For instance, psycho-educational classes directed towards parenting 

practices that highlight the importance of non-violence and attachment security may be beneficial. 

Additionally, educational programs for youth and adolescents focused on safe dating practices and 

the importance of friendship may help prevent later relationship violence and increase social 

support. Secondary prevention strategies attempt to identify the problem in order to prevent further 

development or progression. Therefore, assessing the presence of abusive behaviors in the home 

and the child’s attachment security to their parents at multiple times during childhood may aid in 

preventing the progression of relationship violence and ultimately symptoms of PTSD. 

Additionally,  administering screening materials that assess relationship violence (e.g., physical, 

sexual, emotional, verbal), bullying, and current social support at the time of routine health care or 

school health programs could be a useful preventative intervention. Individuals who endorsed 

exposure to violence or lack of social support could be referred to continued care services and 

provided psycho-educationally based materials on how to seek appropriate help. Lastly, tertiary 

prevention intervention strategies are implemented after the problem has occurred and are 

designed to lessen the impact and restore safety. For example, support services directed towards 

survivors of IPV with a focus on safety and increasing social support may be particularly 

beneficial. 
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The treatment implications for the findings are numerous. First, results highlight the 

importance of obtaining a thorough background history of relational influences and experiences 

that client’s may have when presenting for therapy. Specifically, information regarding previous 

child abuse, childhood attachment with parents, social support, and current symptoms are 

suggested as part of routine clinical interview. According to results from the current study, 

childhood attachment could impact later social support. Therefore, information regarding 

childhood attachment may shed light on how the client currently relates to others. This 

information may also help inform a more accurate treatment plan.  

Results also illustrate the discrepant impact that romantic relationships and social support 

have on CPTSD symptoms. Specifically among women IPV survivors, perceived social support 

played a significant role in predicting CPTSD symptoms, whereas attachment style to romantic 

figures did not. Therefore, assessment and focus on current social support may be a potential point 

of clinical intervention.  

Limitations of the Current Study 

The current study has several methodological limitations that are contained in three main 

categories: internal validity, external validity, and reliability of measurement tools. First, 

participant selection bias could have impacted results since participants were motivated to 

complete our survey for $10 compensation. Therefore, the compensation could have biased our 

sample toward a lower socioeconomic status or those who are motivated by monetary 

compensation. Additionally, two of the 88 participants completed their measures over a weeks’ 

time, due to scheduling and childcare constraints. Moreover, it would have been helpful to obtain 

detailed information about the family structure during various times of abuse. For example, father 

figure(s) presence or absence could have potentially confounded results on some of the 
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questionnaires; therefore, it could have been beneficial to control for the confound as much as 

possible.  

Second, the findings of the current study are only be generalizable to those from a similar 

population (e.g., females, seeking services for IPV victimization, and who were mostly non-

violent towards their partner). Although the sample size met the assumptions for the analyses 

conducted, Partial Least Squares, a larger sample size would increase statistical power and 

generalizability to a larger population. 

Third, issues with measurement tools are another limitation of the current study. All of the 

measures were self-report based and thus, based on participant’s perceptions, making them 

vulnerable to response bias (especially for measures without validity scales). Participants also 

retrospectively reported on their childhood experiences, which could have compromised accuracy.  

While completing the SIDES-SR (assessment of CPTSD), several participants reported confusion 

regarding the instructions and the format of the questions. As a result, the current study only 

utilized the “lifetime presence” data because the “symptom severity” data was unreliable.  Some 

participants also shared feeling fatigued while completing the measures. The fatigue could be due 

to a number of factors, but some participants completed measures after engaging in potentially 

mentally draining activities at the agency (e.g., individual or group therapy or receiving legal aid).  

In addition, due to space limitations, participants completed the measures in a room that also 

served as a passageway to other offices in the building. Therefore, participants could have been 

distracted by others or loud noises nearby. Lastly, in hindsight, researchers now realize the 

potential value detailed questions concerning the longevity and severity (to the extent appropriate) 

of the abuse, to assess potential associations between abuse and CPTSD symptoms. 

Future Directions for Research  
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Numerous research possibilities exist to add clarity to the CPTSD construct. Future studies 

that utilize advanced statistical techniques (e.g., structural equation modeling (SEM)) may help 

further explain the complex relationships involved in various risk and protective factors of 

CPTSD. The current study examined the predictive impact of two protective factors (e.g., parent 

attachment and social support); however, those factors might not have been viable in the current 

study’s population. That is, the population had little parental and social support, which could have 

increased their likelihood of seeking services from the domestic violence agency. Therefore, it 

may be beneficial to examine protective factors that are more likely for this population (e.g., 

spirituality, coping and problem solving skills, and resourcefulness). Additionally, it might be 

helpful to investigate additional potential protective factors among women who experienced child 

abuse, but did not experience later IPV in their romantic relationships. Consequently, a 

comparison study of women survivors of childhood abuse who experiences versus not experienced 

later IPV.   

It is also suggested that future research examine possible mediating and moderating 

variables within the model to help identify the complex interactions of variables. Specifically, the 

Father IPV perpetration may moderate or change the relationship between child abuse by father 

and paternal attachment security. This investigation could help elucidate the impact of children 

witnessing IPV. Additionally, the developmental pathway between parent-child attachment and 

adult romantic attachment is an area that could benefit from more research. Specifically, 

examining potential mediating and moderating variables of child and adult attachment could help 

explain attachment patterns and the relational influence on CPTSD. Lastly, based on high 

correlations between several variables, it could be advantageous to correlate the exogenous 
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variables (father IPV perpetration and child abuse by father) in an SEM model (mother IPV 

perpetration and child abuse by mother) in order to fit the data to a more parsimonious model.   
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Table 1 

Descriptive Statistics for the Sample 

Variable M SD Range 
Age in years 34.53 11.51 18 – 62 
Yearly income 21,567.18 34,580.98 0 - 250,000 
 

Table 2 

Descriptive Frequencies for Sample 

Variable n Percent 

 
Ethnicity 

African 
American 

15 18.8 

Caucasian 48 60 
Hispanic 8 10 
Biracial 8 10 
Other 1 1.3 

 
Marital 
Status 

Never Married 21 25.9 
Married/ 
Partnered 

12 14.8 

Separated 17 21 
Divorced 25 30.9 
Widowed 3 3.7 
Other 3 3.7 

 
Current 

Relationship 
Status 

Single, Not 
Dating 

36 44.4 

Single, Dating 
Casually 

11 13.6 

Single, but 
Dating Seriously 

6 7.4 

Living Together/ 
Engaged 

8 9.9 

Married/ 
Partnered 

10 12.3 

Separated 10 12.3 

 
Employed 

Yes, Part-time 12 14.5 
Yes, Full-time 23 28 
No 47 57.3 

   (table continues) 
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Table 2 (continued). 
 
Variable  n  Percent  
 
   Student 

Yes, Part-time 5 6.2 
Yes, Full-time 14 17.3 
No 62 76.5 

 
 
 

Highest Degree 

9th grade 3 3.7 
10th grade 2 2.4 
11th grade 11 13.4 

High School 
Diploma or GED 

15 18.3 

Some College 27 32.9 
 

 
 
 

Highest Degree 

Technical/ Trade 
School Diploma 

6 7.3 

Community 
College 

7 8.5 

University 
Degree 

8 9.8 

Other 3 3.7 
Domestic 
Violence 
Victim 

Yes 68 85 

No 12 15 

Sexually 
Assaulted 

Yes 33 44 
No 42 56 

Someone close 
to you was 
abused or 
assaulted 

 
Yes 

 
36 

 
48 

 
No 

 
39 

 
52 

 
How Long 
Attending 

service at FOF 

3 Months or Less 44 55 
3-9 Months 16 20 
About 1 year 10 12.5 
2 years 3 3.8 
3+ years 6 7.5 
N/A 1 1.3 

 
 

How Long in 
Therapy 
Service 

3 Months or Less 42  53.2 
3-9 Months 15 19 
About 1 year 9 11.4 
2 years 2 2.5 
3+ years 3 3.8 
Not attending 
therapy  

8 10.1 

(table continues) 
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Table 2 (continued). 

 
 

 
 
 
 
Variable 

 
 
 
n 

 
 
Percent 

 
 
 
 
 
 

Number of 
Traumatic 

Events over 
Course of Life 

1 6 8 
2 3 4 
2.5 1 1.3 
3 4 5.3 
3.5 3 4 
4 6 8 
4.5 1 1.3 
5 7 9.3 
7 1 1.3 
7.5 2 2.7 
8 2 2.7 
8.5 1 1.3 
9 2 2.7 
10 4 5.3 
11 1 1.3 
12 1 1.3 
12.5 1 1.3 
15 1 1.3 
20 8 10.7 
25 1 1.3 
30 2 2.7 
43 6 8.0 
45 1 1.3 
50 4 5.3 
300 3 4 
500 3 4 
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Table 3 

Factor Reliabilities and Unidimensionality for Proposed Model 

 Reliability of the 
Indicator Internal Consistency  

Unidimensionalityd 

Latent Construct/Indicator Factor Loadingsa Composite 
Reliabilityb 

Cronbach’s 
Alphab 

1st Eigenvalue  
 

2nd Eigenvalue  
 

Child Abuse by Mother  .87 .78 2.13 0.76 
Mother Abused Participant in 
Childhood  .68     

Physical Abuse Parcel 1 .89     

Physical Abuse Parcel 2 .92     

Child Abuse by Father   .80  .64 1.76 0.77 

 Physical Abuse .80     

 Sexual Abuse .59     

 Father abused in childhood .86     

Mother IPV Perpetration  .88 .80 2.17 0.59 

 Causing Injury  .68     

 Physical Assault .90     

 Psychological Aggression .89     

Father IPV Perpetration  .92 .86 2.38 0.47 

 Causing Injury  .84     

 Physical Assault .91     

 Psychological Aggression .88     

Less Secure Attachment with Mother   .95 .94 3.40 0.28 

 Alienation  .89     

 Lack of Care .90     

 Lack of Communication .93     

 Lack of Trust  .95    (table continues) 
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Table 3 (continued). 

 Reliability of 
the Indicator Internal Consistency Unidimensionalityd  

Construct/Indicator Factor 
Loadingsa 

Composite 
Reliabilityb Cronbach’s Alphab 1st Eigenvalue  

 
2nd Eigenvalue  

 
Less Secure Attachment 
with Father   .94 .91 3.19 0.51 

 Alienation  .76     

 Lack of Care .91     

 Lack of 
Communication .93     

 Lack of Trust .93     

Adult Attachment Anxiety  .93 .89 2.49 0.29 

 Attachment Anxiety 
Parcel 1  .92     

 Attachment Anxiety 
Parcel 2 .88     

 Attachment Anxiety 
Parcel 3 .92     

Adult Attachment 
Avoidance  .95 .93 2.64 0.20 

 Attachment 
Avoidance Parcel 1  .92     

 Attachment 
Avoidance Parcel 2 .95     

 Attachment 
Avoidance Parcel 3 .93     

Lack   Of Social Support   .66 .27 1.25 0.98 

 Parcel 1  .73     
 Parcel 2 .57     
 Parcel 3 .58    (table continues) 
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  Table 3 (continued). 

a Factor loading > .55 is adequate.  b Composite reliability and Cronbach’s alpha > .70 is adequate. cSingle indicator construct. dUnidimensionality 
obtained: 1st Eigenvalue >1, 2nd Eigenvalue <1. 
 

 
 

 

 

 

 

Construct/Indicator  

Reliability of the 
Indicator Internal Consistency Unidimensionalityd 

Factor Loadingsa Composite 
Reliabilityb 

Cronbach’s 
Alphab 

1st Eigenvalue  
 

2nd Eigenvalue  
 

Intimate Partner Violence 
Victimization  .92 .88 2.97 0.50 

 Injury  .87     

 Physical 
Assault  .90     

 Psychological 
Aggression  .87     

 Sexual 
Coercion  .79     

CPTSDc    1.00 1.00 1.00 0.00 

 CPTSD Criteria 
Met  1.00     
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Table 4  

Validity of the Proposed Measurement Model (PLS Estimation) 
                                                                                  Convergent  validity                                               Discriminant validity           

Latent Construct/Indicator AVEa  Fornell-Larckerb Highest Cross 
Loadingsb 

Child Abuse by Mother .70  .70 > .48  

Mother Abused Participant in Childhood     .56 < .68 

Physical Abuse Parcel 1    .57 < .89 

Physical Abuse Parcel 2     .61 < .92 

Child Abuse by Father  .58  .58 >.37  

 Physical Abuse    .51 < .80 

 Sexual Abuse     .34 < .60 

 Father abused in childhood    .54 < .86 

Mother IPV Perpetration .70  .70 > .40  

 Causing Injury     .60 < .68 

 Physical Assault    .55 < .90 

 Psychological Aggression    .56 < .89 

Father IPV Perpetration .78  .78 > .40  

 Causing Injury     .50 < .84 

 Physical Assault    .49 < .91 

 Psychological Aggression    .54 < .88 

Less Secure Attachment with Mother  .84  .84 > .48  

 Alienation     .61 < .88 
 Lack of Care    .67 < .90 
 Lack of Communication    .61 < .93 
 Lack of Trust    .67 < .95 

(table continues) 
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Table 4 (continued). 
 Convergent validity   Discriminant validity 

Construct/Indicator AVEa  Fornell-Larckerb Highest Cross Loadingsc 
Less Secure Attachment with Father  .79   .79 > .37  
 Alienation     .48 < .76  
 Lack of Care     .54 < .91 
 Lack of Communication     .52 < .93 
 Lack of Trust     .63 < .93 
Adult Attachment Anxiety .82   .82 > .19  
  Attachment Anxiety Parcel 1     .38 < .92 
  Attachment Anxiety Parcel 2     .47 < .88 
  Attachment Anxiety Parcel 3     .37 < .92 
Adult Attachment Avoidance .87   .87 > .10  
  Attachment Avoidance Parcel 1     .32 < .92 
  Attachment Avoidance Parcel 2     .37 < .95 
  Attachment Avoidance Parcel 3     .30 < .93 
Lack of Social Support .39   .39 > .22  
 Parcel 1     .28 < .73 
 Parcel 2      .34 < .57 
 Parcel 3     .32 < .57 
      (table continues) 
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Table 4 (continued).    
 Convergent validity   Discriminant validity 

Construct/Indicator AVEa  Fornell-Larckerb Highest Cross Loadingsc 
Intimate Partner Violence Victimization  .74   .74 >.15  
 Injury      .28 < .87 
 Physical Assault      .29 < .90 
 Sexual Coercion      .37 < .78 
 Psychological Aggression     .37 < .87 
CPTSDd 1.00   -- -- 
a AVE = Average variance extracted = Average of the individual indicator communalities of the construct = %  of the variance of the indicators/manifest 
variables explained by the Latent Construct.  AVE > .50 is adequate.  b Correlation = highest correlation between the model constructs.  AVE > Correlation2 is 
adequate.  c Highest cross loading < loading on own construct is adequate.  d Single construct. 
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 Table 5 

Correlations among Latent Variables of the Proposed Model 
Construct 1 2 3 4 5 6 7 8 9 10 11 
1.   Childhood Abuse by Mother  1.00           
2.   Childhood Abuse by Father  .26 1.00          
3.   Mother IPV Perpetration .83 .36 1.00         
4.   Father IPV Perpetration .46 .66 .63 1.00        
5.   Less Secure Attachment with Mother  .70 .26 .64 .33 1.00       
6.   Less Secure Attachment with Father  .27 .55 .37 .55 .35 1.00      
7.   Adult Attachment Anxiety .16 .29 .22 .31 .19 .28 1.00     
8.   Adult Attachment Avoidance .20 .26 .27 .29 .14 .32 .30 1.00    
9.   Lack of Social Support  .18 .08 .26 .25 .30 .27 .23 .32 1.00   
10. Intimate Partner Violence  .31 .28 .29 .31 .22 .19 .22 .26 .14 1.00  
11. CPTSD  .29 .31 .33 .42 .28 .42 .44 .33 .47 .39 1.00 
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Table 7 

The Explanation of Less Secure Attachment with Mother R2 (.52) in the Proposed Model 

    95% CIa  Effect 
Sizeb 

R2 Construct Beta t  LL UL  
Childhood Abuse by Mother  .59 6.46  .43 .75  0.35 
Mother IPV Perpetration .18 2.00  .01 .35  0.03 
a Beta weights, t values and confidence intervals were calculated through bootstrapping procedure  
with a resampling of 1000.  b Effect Size: R2= Beta2;  values of 0.02, 0.15, and 0.35 reflect small, medium, 
 or large effect size. * p < .05, one-tailed. 
 
 

 

 

 

 

 

 

Table 6 

R2 and F Tests Values for Endogenous Constructs of the Alternative Model 
Construct  R2a F (df)b   

Less Secure Attachment with Mother  .52 10.58 ** (2,88) 
Less Secure Attachment with Father  .42 10.37 ** (2, 88) 
Adult Attachment Anxiety .12 4.61 * (2, 88) 
Adult Attachment Avoidance .13 4.83 ** (2, 88) 
Lack of Social Support  .16 5.79 ** (2, 88) 
Intimate Partner Violence .16 3.80 * (3, 88) 
CPTSD .16 11.67 ** (1,88) 
a R2 values were calculated through bootstrapping procedure with a resampling of 1000. bF distribution values  = 
(N – p – 1)(R2)/p(1 - R2), df = p, N – p – 1, where N = Number of cases and p = number of predictors.  * p < 0.05. 
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Table 8 

The Explanation of Less Secure Attachment with Father R2 (.42) in the Proposed Model 
    95% CIa  Effect 

Sizeb 
R2 Construct Beta t  LL UL  

Childhood Abuse by Father  .53 5.27  .35 .70  0.28 
Father IPV Perpetration .16 1.65  -.02 .36  0.02 
a Beta weights, t values and confidence intervals were calculated through bootstrapping procedure  
with a resampling of 1000.  b Effect Size: R2= Beta2; values of 0.02, 0.15,and 0.35 reflect small, medium,  
or large effect size. * p < .05, one-tailed. 
 
 
 
Table 9 

The Explanation of Adult Attachment Anxiety R2 (.12) in the Proposed Model 
    95% CIa  Effect 

Sizeb 
R2 Construct Beta t  LL UL  

Less Secure Attachment with 
Father  .25 2.20  -.05 .49  0.05 

Less Secure Attachment with 
Mother  .10 9.96  -.14 .33  0.01 
a Beta weights, t values and confidence intervals were calculated through bootstrapping procedure  
with a resampling of 1000.  b Effect Size: R2= Beta2;  values of 0.02, 0.15, and 0.35 reflect small, medium, 
 or large effect size. * p < .05, one-tailed. 
 

Table 10 

The Explanation of Adult Attachment Avoidance R2 (.13) in the Proposed Model 
    95% CIa  Effect 

Sizeb 
R2 Construct Beta t  LL UL  

Less Secure Attachment with 
Father  .31 2.81  .07 .53  0.09 

Less Secure Attachment with 
Mother  .03 .28  -.21 .27  0.00 
a Beta weights, t values and confidence intervals were calculated through bootstrapping procedure  
with a resampling of 1000.  b Effect Size: R2= Beta2;  values of 0.02, 0.15, and 0.35 reflect small, medium, 
 or large effect size. * p < .05, one-tailed. 
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Table 11 

The Explanation of Lack of Social Support R2 (.16) in the Proposed Model 
    95% CIa  Effect 

Sizeb 
R2 Construct Beta t  LL UL  

Less Secure Attachment with 
Father  .18 1.78  -.15 .40  0.03 

Less Secure Attachment with 
Mother  .25 2.18  -.03 .46  0.06 
a Beta weights, t values and confidence intervals were calculated through bootstrapping procedure  
with a resampling of 1000.  b Effect Size: R2= Beta2;  values of 0.02, 0.15, and 0.35 reflect small, medium, 
 or large effect size. * p < .05, one-tailed. 
 
 

Table 12 

The Explanation of Intimate Partner Violence R2 (.16) in the Proposed Model 
    95% CIa  Effect 

Sizeb 
R2 Construct Beta t  LL UL  

Adult Attachment Anxiety  .17 1.33  -.16 .51  0.02 
Adult Attachment Avoidance  .20 1.86  -.04 .42  0.04 
Lack of Social Support  .04 .38  -.33 .32  0.01 
a Beta weights, t values and confidence intervals were calculated through bootstrapping procedure  
with a resampling of 1000.  b Effect Size: R2= Beta2;  values of 0.02, 0.15, and 0.35 reflect small, medium, 
 or large effect size. * p < .05, one-tailed. 
 
 
Table 13 
The Explanation of CPTSD R2 (.16) in the Proposed Model 

    95% CIa  Effect 
Sizeb 

R2 Construct Beta t  LL UL  
Intimate Partner Violence  .39 3.93  .23 .55  0.15 
a Beta weights, t values and confidence intervals were calculated through bootstrapping procedure  
with a resampling of 1000.  b Effect Size: R2= Beta2;  values of 0.02, 0.15, and 0.35 reflect small, medium, 
 or large effect size. * p < .05, one-tailed. 
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Table 14 

Factor Reliabilities and Unidimensionality for Alternative Model 

 Reliability of the 
Indicator Internal Consistency Unidimensionality  

Latent Construct/Indicator Factor Loadingsa Composite 
Reliabilityb Cronbach’s Alphab 1st Eigenvalue  

 
2nd Eigenvalue 

Child Abuse by Mother  .87 .78 2.13 0.76 

Mother Abused Participant in 
Childhood  .68   

  

Physical Abuse Parcel 1 .89     

Physical Abuse Parcel 2 .92     

Child Abuse by Father   .80  .64 1.76 0.77 

 Physical Abuse .80     

 Sexual Abuse .60     

 Father abused in childhood .86     

Mother IPV Perpetration  .88 .80 2.17 0.59 

 Causing Injury  .68     

 Physical Assault .90     

 Psychological Aggression .89     

Father IPV Perpetration  .92 .86 2.38 0.47 

 Causing Injury  .84     

 Physical Assault .91     

 Psychological Aggression .88     

Less Secure Attachment with Mother   .95 .94 3.40 0.28 

 Alienation  .89     

 Lack of Care .90     

 Lack of Communication .93     

 Lack of Trust  .95    (table continues) 
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 Table 14 (continued.    

 

 
 

Reliability of the 
Indicator 

Internal Consistency 

 
Unidimensionality  

Latent Construct/Indicator Factor Loadingsa Composite Reliabilityb Cronbach’s 
Alphab 

1st Eigenvalue 2nd Eigenvalue 

Less Secure Attachment with Father   .94 .91 3.19 0.51 

Alienation  .76     

Lack of Care  .92     

Lack of Communication  .93     

Lack of Trust  .94     

Lack of Social Support   .66  .27 1.25 0.98 

 Parcel 1  .61     

 Parcel 2 .68     

 Parcel 3  .62     

Intimate Partner Violence   .92 .88 2.97 0.50 

 Injury  .87     

 Physical Assault  .91     

 Sexual Coercion  .78     

 Psychological Aggression  .86     

Complex PTSDc  1.00 1.00 1.00 0.00 

 CPTSD Criteria  1.00     

a Factor loading > .55 is adequate.  b Composite reliability and Cronbach’s alpha > .70 is adequate. cSingle indicator construct..  dUnidimensionality 
obtained: 1st Eigenvalue >1, 2nd Eigenvalue <1. 
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Table 15 
Validity of the Reflective Measurement Models of the Alternative Model 

 Convergent validity  Discriminant Validity 
Construct/Indicator AVEa   Fornell-Larckerb Highest Cross Loadingsc 
Child Abuse by Mother  .70   .70 > .48  

 Mother Abused Participant in 
Childhood      .56 < .68 

 Physical Abuse Parcel 1     .57 < .89 
 Physical Abuse Parcel 2     .61 < .92 
Child Abuse by Father .58   .58 > .37   
 Physical Abuse      .51 < .80 
 Sexual Abuse      .34 < .60 

 Father Abused in Participant in 
Childhood      .54 < .86 

Mother IPV Perpetration  .70   .70 > .40   
 Causing Injury      .60 < .68 
 Physical Assault      .55 < .90 
 Psychological Aggression      .56 < .89 
Father IPV Perpetration  .78   .78 > .48   
 Causing Injury      .50 < .84 
 Physical Assault      .49 < .91 
 Psychological Aggression      .54 < .88 
Less Secure Attachment with Mother .84   .84 > .37  
 Alienation      .61 < .89 
 Lack of Care      .67 < .90 
 Lack of Communication      .61 < .93 
 Lack of Trust     .67 < .95 

(table continues)  
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Table 15 Continued  
Validity of the Reflective Measurement Models of the Alternative Model 

 Convergent validity  Discriminant Validity 
Construct/Indicator AVEa   Fornell-Larckerb Highest Cross Loadingsc 
Attachment with Father  .79   .79 > .23  
 Alienation      .48 < .76 
 Lack of Care      .54 < .92 
 Lack of Communication      .52 < .93 
 Lack of Trust      .63 < .94 
Lack of Social Support  .40   .40 > .23   
 Interpersonally Impulsive       .28 < .61 
 Interpersonal Alienation      .31 < .68 
 Does Not Seek Social Support      .37 < .62 
Intimate Partner Violence  .74   .74 > .15   
  Injury      .29 < .87 
 Physical Assault      .36 < .91 
 Sexual Coercion      .37 < .78 
 Psychological Aggression       .37 < .91 
Complex PTSDd 1.00   --  
 CPTSD Criteria Met      .48 < 1.00 
a AVE = Average variance extracted = Average of the individual indicator communalities of the construct = %  of the variance of the indicators/manifest 
variables explained by the Latent Construct.  AVE > .50 is adequate.  b Correlation = highest correlation between the model constructs.  AVE > Correlation2 is 
adequate.  c Highest cross loading < loading on own construct is adequate.  d Single indicator construct.  
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Table 16 

Latent variable correlations for the Alternative Model  
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Table 17  

R2 and F Tests Values for Endogenous Constructs of the Alternative Model

Construct 1 2 3 4 5 6 7 8 9 
1.   Child Abuse by Mother  1.00         
2.   Child Abuse by Father  .35 1.00        
3.   Mother IPV Perpetration .56 .35 1.00       
4.   Father IPV Perpetration .36 .53 .63 1.00      
5.   Less Secure Attachment with Mother  .70 .30 .52 .26 1.00     
6.   Less Secure Attachment with Father  .27 .61 .34 .44 .35 1.00    
7.   Lack of Social Support  .16 .12 .23 .22 .28 .28 1.00   
8.   Intimate Partner Violence  .31 .29 .20 .27 .22 .18 .12 1.00  
9.   Complex PTSD  .29 .35 .24 .36 .28 .42 .48 .38 1.00 

Construct  R2a F (df)b 

Less Secure Attachment with Mother  .52 10.59 ** (2,88) 
Less Secure Attachment with Father  .41 10.32 ** (2,88) 
Lack of Social Support  .14 5.34 ** (2,88) 
Intimate Partner Violence .08 2.19  (2,88) 
CPTSD .36 19.99 ** (2, 88) 
a R2 values were calculated through bootstrapping procedure with a resampling of 1000. bF distribution values  = (N 
– p – 1)(R2)/p(1 - R2), df = p, N – p – 1, where N = Number of cases and p = number of predictors.  * p < 0.05. 
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Table 18 

The Explanation of Less Secure Attachment with Mother  R2 (.52) in the Alternative Model 
    95% CIa  Effect 

Sizeb 
R2 Construct Beta t  LL UL  

Child Abuse by Mother  .59 6.47  .43 .75  0.35 
Mother IPV Perpetration .18 2.00  .02 .35  0.03 
a Beta weights, t values and confidence intervals were calculated through bootstrapping procedure  
with a resampling of 1000.  b Effect Size: R2= Beta2;  values of 0.02, 0.15, and 0.35 reflect small, medium, 
 or large effect size. * p < .05, one-tailed. 
 
 
 
Table 19 

The Explanation of Less Secure Attachment with Father R2 (.41) in the Alternative Model 

    95% CIa  Effect 
Sizeb 

R2 Construct Beta t  LL UL  
Child Abuse by Father  .53 5.27  .34 .69  0.28 
Father IPV Perpetration .16 1.65  -.02 .35  0.02 
a Beta weights, t values and confidence intervals were calculated through bootstrapping procedure  
with a resampling of 1000.  b Effect Size: R2= Beta2;  values of 0.02, 0.15, and 0.35 reflect small, medium, 
 or large effect size. * p < .05, one-tailed. 
 
 
Table 20 

The Explanation of Lack of Social Support R2 (.14) in the Alternative Model 

    95% CIa  Effect 
Sizeb 

R2 Construct Beta t  LL UL  
Less Secure Attachment with 
Father  .21 1.96  .00 .40  0.04 

Less Secure Attachment with 
Mother  .25 1.91  .02 .41  0.05 
a Beta weights, t values and confidence intervals were calculated through bootstrapping procedure  
with a resampling of 1000.  b Effect Size: R2= Beta2;  values of 0.02, 0.15, and 0.35 reflect small, medium, 
 or large effect size. * p < .05, one-tailed. 
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Table 21 

The Explanation of Lack of Intimate Partner Violence (IPV) R2 (.08) in the Alternative Model 

    95% CIa  Effect 
Sizeb 

R2 Construct Beta t  LL UL  
Less Secure Attachment with 
Father  .12 1.09  -.06 .31  0.01 

Less Secure Attachment with 
Mother  .18 1.65  -.02 .37  0.03 
a Beta weights, t values and confidence intervals were calculated through bootstrapping procedure  
with a resampling of 1000.  b Effect Size: R2= Beta2;  values of 0.02, 0.15, and 0.35 reflect small, medium, 
 or large effect size. * p < .05, one-tailed. 
 
 
Table 22 

The Explanation of Complex PTSD R2 (.36) in the Alternative Model 

    95% CIa  Effect 
Sizeb 

R2 Construct Beta t  LL UL  
Lack of Social Support  .45 5.00  .30 .58  0.20 
IPV .34 3.78  .08 .17  0.11 
a Beta weights, t values and confidence intervals were calculated through bootstrapping procedure  
with a resampling of 1000.  b Effect Size: R2= Beta2;  values of 0.02, 0.15, and 0.35 reflect small, medium, 
 or large effect size. * p < .05, one-tailed.  
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Father IPV 
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Child Abuse 
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Child Abuse 
by Mother  

Mother IPV 
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with Father  
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Lack of 
Social 
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IPV  
Severity 

Adult 
Attachment 

Anxiety  

Adult 
Attachment 
Avoidance  

CPTSD  

Figure 1. Proposed model without indicators. 
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Father IPV 
Perpetration 4 

Figure 2. Proposed outer measurement model with indicators. Note. Variable numbering is used for reference convenience.  
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Figure 3. Proposed model with R2 values and path coefficients. * p < .05, one-tailed.Goodness of Fit = .39. 
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Figure 4. Order pathways and variables were eliminated and addeda in the model modification process. 
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Figure 5.Alternative model with R2 values and path coefficients. * p < .05, one-tailed. 
Goodness of Fit = .45. 
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Figure 6.  Conceptual model for exploratory mediation analyses.  
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Figure 7. Mediation model being tested (on the basis of Baron & Kenny1986). Lack of social 
support as a mediator of insecure paternal attachment and CPTSD symptoms. Regression Beta 
coefficients, boot-strapped 1,0000 times . Note. * p < .05 ** p < .01, *** p < .001 
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Figure 8. Mediation model being tested (on the basis of Baron & Kenny1986). Lack of social 
support as a mediator of insecure maternal attachment and CPTSD symptoms. Regression Beta 
coefficients, boot-strapped 1,0000 times . Note. * p < .05 ** p < .01, *** p < .001 
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DEMOGRAPHIC INFORMATION AND HISTORY FORM ID #  ________ 
 
1.    Your age today: ___________      
 
2.   Is English your first language?   (1) Yes  (2) No (please specify:____________________)    
     
3.   How would you describe your ethnic-racial background?  

(1) Asian American      (2) Black/African American  (3) White/(Caucasian  
(4) Hispanic                 (5) Middle Eastern/Arab (6) Native American Indian         
(7) Biracial (specify: ___________________)     (8) Other (specify:  ________________) 

 

4.  Which category best describes your current marital status? 
(1) never married  (2) married / partnered   (3) separated   
(4) divorced (5) widowed   (6) other 
(explain_________________________)  
 

5. Which category best describes your current relationship status? 
(1) single, not dating  (2) single, dating casually  (3) single, but dating seriously  
(4) living together/engaged(5) married / partnered (6) separated 
(7) other (please explain _________________________________) 

 
6. How long have you been in your current relationship?  
 (1) N/A (Not in a relationship) (2) 3 months or less (3) 3- 9 months (4) about 1 year 

(5) about 2 years  (6) 3-4 years  (7) 5 years or more 
 
7. If you are NOT currently in a relationship, how long since your last serious (i.e., dating exclusively 

for 6 months or more) relationship? 
(1) N/A (I’m in a relationship) (2) 3 months or less (3) 3- 9 months   (4) about 1 year  
(5) about 2 years  (6) 3-4 years  (7) 5 years or more 
 

8. If you are NOT currently in a relationship, how long were you with/dating that person? 
(1) N/A (I’m in a relationship) (2) 3 months or less (3) 3- 9 months (4) about 1 year  
 (5) about 2 years  (6) 3-4 years  (7) 5 years or more 
 
9. What is the highest degree you’ve earned or the last grade in school you completed?  

(1) 8th grade     (2) 9th grade     (3) 10th grade   (4) 11th grade        (5) 12th grade (H.S. 
diploma or GED)  (6)Some College (no degree) (7) technical/trade school diploma    
(8) community college degree     
(9) university degree, specify ____________________________________________      

(10) advanced degree, specify ____________________________________________ 
(11)  other, please specify ________________________________________________ 

 
10. Are you currently a student? (1) Yes, part-time     (2) Yes, full-time            (3) No  

 
11. Are you currently employed? (1) Yes, part-time     (2) Yes, full-time           (3) No  
  If yes, what is your job? ______________________________________ 
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12. What is your approximate yearly household income before taxes? (include any child support 
received; do not include public assistance [e.g., welfare or food stamps])? $ ______, __ __ __. 00 
 
13.  How long have you been attending services at the current agency?  

 (1) 3 months or less (2) 3-9 months (3) about 1 year (4) 2 years  
(5) 3+ years  
  

14.  If you are/were attending therapy services (individual or group) at the current agency, how long 
have you attended these therapy services?  

 (1) 3 months or less (2) 3-9 months (3) about 1 year (4) 2 years  
(5) 3+ years  (6)I am not attending therapy   

 
 15. Which of the following are reasons you are seeking services at the current agency?     
      (1)YES(2)NO 

a. You were a victim of domestic violence      b. You 
were a perpetrator of domestic violence         
 c. You were referred by Child Protective Services (CPS) for parenting classes       

d. You were sexually assaulted        
 If “yes,” please check all who sexually assaulted you:    (1)YES(2)NO 
 (1)Romantic partner         
 (2)Acquaintance(someone you know who was not a romantic partner)       
(3)Stranger        
 (4)Other (please specify relation): ____________________________      
e. You were abused in childhood         
  If “yes,” please check all types you experienced: (1)YES(2)NO 

 (1)Physical Child Abuse        
 (2)Sexual Child Abuse         
(3)Emotional Child Abuse         
 (4)Physical Child Neglect (e.g., not enough food/clothing/housing/ supervision)    
 (5)Emotional Child Neglect(e.g., not enough attention to your emotional needs)    
  

  If “yes,” please check all who abused you in childhood:  (1)YES(2)NO  
  (6)Mother/female guardian                           

 (7)Father/male guardian          
 (8)Sibling            

  (9)   Stranger              
 (10)Other family member (please specify relation):_______________________     
 (11) Other (please specify relation): _______________________        

  f. Someone close to you was abused or assaulted       
 If “yes,” please specify their relationship to you:   (1)YES(2)NO 
 (1)Romantic partner             

 (2)Child               
 (3)Other (please specify relation):  _____________________________      
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16. Have you received any of the following services at the current agency?    (1)YES( 2)NO 
(1) Individual therapy      
 (2) Group therapy             

 (3) Shelter               

 (4)Legal Advocacy Support             
(5)Parenting classes             

(6)Violence intervention & prevention for perpetrators (VIPP)        
 

17. Have you experienced an event that involved actual or threatened death, serious injury, or 
sexual assault and/or rape?  

  (1)Ye s        (2)No             (3) I’m not sure 
18. Have you witnessed an event that involved actual or threatened death, serious injury, or sexual 

assault and/or rape?  
  (1)Ye s        (2)No             (3) I’m not sure 
19. Have you had to deal with the kind of trauma described in #’s 17 and 18 (even though you did 

not witness it yourself?)  
  (1)Ye s        (2)No 
20. If you answered “No” to questions 17, 18, and 19: Do you believe you have experienced some 

other kind of traumatic event?  
  (1)Ye s        (2)No     If yes, please specify: 

_________________________________ 
   

 
21. If you answered, “yes” to #17, 18, or 19, please check all that apply:  

Did you feel any of the following after the event?  
a. intense fear    (1) Ye s  (2)No  
b. helplessness   (1) Ye s  (2)No  
c. horror    (1) Ye s  (2)No 
d. terror    (1) Ye s  (2)No 
e. rejection exclusion   (1) Ye s  (2)No 
f. rage     (1) Ye s  (2)No 
g. numbness or nothingness (1) Ye s  (2)No      
h. N/A- I have not experienced a traumatic event   (1) Ye s       

     
22. If you experienced or witnessed a traumatic event (as described in #’s 17 or 18 above) and felt 

any of the feelings listed in #21 above, please list all the age(s) or time period(s) in your life when 
that happened (for example: “During High School” OR “between ages 6-10 and also ages 24-26” OR “age 15 and 
during my last marriage (ages 36-42)” 
____________________________________________________________________________ 

 
     ____________________________________________________________________________ 

 
23. As best as you can, can you estimate how many of these type events you have encountered over 
the course of your life?___________________________  
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24. Have you ever been diagnosed with any of the following:     
 No, but I 
 suspect (4) I  

I have  don’t 
   (1)Yes(2)No the disorder know 

a. Attention-Deficit/Hyperactivity Disorder      
b. Post Traumatic Stress Disorder       
c. Panic Disorder or Panic Attacks         
d. Obsessive-Compulsive Disorder         
e. Substance Abuse or Dependence         
f.  Intermittent Explosive Disorder         
g. Generalized Anxiety Disorder         
h. Major Depressive Disorder         
i.  Dysthymic Disorder         
j.  Bipolar Disorder         
k. Schizophrenia or related disorder         
l.  Mental Retardation         
m. Personality Disorder (specify ___________________)       
n. Phobia  (specify _______________________________)      
o. Dissociative Disorder (specify ___________________)       
p. Eating Disorder (specify ________________________)       
q. Learning Disability (specify _____________________)       
r. Other (specify _________________________________)       

 
25. If you answered “yes” to any disorder in Question #22, are you currently taking mediation(s) for 

the disorders? 
 (1)Ye s  (s pe cify_____________________________)        (2)No             (3)N/A (no disorder) 

 
 
 
 
 
 
 
 
 
 
 

Family questions on the following page  
 
 
 
 
 
 
 
 
 
 
 

 
 

116 



 
 

---------------------------------------------------------Family Background--------------------------------------------- 
 
26. Have your biological parents or biological siblings ever been diagnosed with  
any of the following:     (3) No, but I 
 suspect (4) I  

they have don’t 
   (1)Yes(2)No the disorder know 

a. Attention-Deficit/Hyperactivity Disorder      
b. Post Traumatic Stress Disorder       
c. Panic Disorder or Panic Attacks         
d. Obsessive-Compulsive Disorder         
e. Substance Abuse or Dependence         
f.  Intermittent Explosive Disorder         
g. Generalized Anxiety Disorder         
h. Major Depressive Disorder         
i.  Dysthymic Disorder         
j.  Bipolar Disorder         
k. Schizophrenia or related disorder         
l.  Mental Retardation         
m. Personality Disorder (specify ___________________)       
n. Phobia  (specify _______________________________)      
o. Dissociative Disorder (specify ___________________)       
p. Eating Disorder (specify ________________________)       
q. Learning Disability (specify _____________________)       
r. Other (specify _________________________________)       

 
27a. If you answered, “Yes” or “ No, but I suspect they have the disorder” to any part of #24, please 
list which relatives were diagnosed with which of the disorders (or which relatives you suspect have 
certain disorders)  
 (Example: 1. Aunt, Bipolar Disorder 2. I suspect mother to have Generalized Anxiety Disorder)  
 
 
 
 
 
28. Have any of your biological parents or biological siblings:    (1)Yes(2)No 
 a. Been admitted into a psychiatric hospital 
(sometimes referred to as “having a nervous breakdown”)?      
 b. Attempted suicide             

c. Died because of suicide           
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NEED MONEY? 
Want to help prevent family violence?  

 
 

EARN $10 
For 1 hour participating in a research study 

 
WHO QUALIFIES 

Adults seeking victim services at Friends of the Family 
 

WHAT’S INVOLVED 
• 1 hour of your time 

• Filling out surveys about relationships and family violence 
• Your answers are anonymous 
• You get paid $10 for your time  

 
WHAT IS THIS FOR 

A research study within the UNT Department of Psychology about how to better 
understand and prevent family violence 

 
HOW TO PARTICIPATE: 

  
During working hours  

Denton County Friends of the Family 
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