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ABSTRACT

George Jean Saadé for Master of Arts
Major: Clinical Psychology

Title: A Preliminary Investigation of Childhood Maltreatment and Dissociative
Psychopathology in Lebanon: Examining the Roles of Maltreatment-Related Betrayal,
Anger, and Shame

Dissociation is an evolutionarily adaptive response that aims to protect individuals from
the emotionally damaging effects of extremely distressing and inescapable experiences,
such as those of childhood maltreatment (Lanius ef al., 2018; Levine et al., 2018). The
past three decades have witnessed various efforts to delineate the impact of specific
maltreatment-related characteristics associated with childhood maltreatment and
identify the roles of several cognitive, emotional, behavioural, and relational processes
in predicting dissociative symptoms. In line with this, Dorahy (2017) proposed that in
response to the betrayal trauma of childhood maltreatment, individuals may suppress
their anger at the perpetrator, redirecting it into anger at the self and shame, which
ultimately results in the activation of dissociative processes to preserve needed albeit
threatening relationships such as those with abusive caregivers. As such, the purpose of
the present study is to investigate the impact of five cognitive, emotional, and relational
processes — namely, appraisals of betrayal, negative beliefs about anger, anger at the
perpetrator, maltreatment-related shame, and anger at the self — over and above those of
four maltreatment-related characteristics — namely, cumulative exposure to childhood
maltreatment, age at onset of maltreatment, the total duration of maltreatment, and the
severity of maltreatment — in the prediction of dissociative symptoms among a sample
of adults who were maltreated in childhood and/or adolescence. In doing so, the present
study seeks to validate Dorahy’s (2017) conceptual framework on the roles of various
psychological processes in the prediction of dissociative psychopathology.
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CHAPTER I

INTRODUCTION

Acts of omission of care and commission of violence against youth remain
enduring issues worldwide, affecting close to 50% of children and adolescents annually
across different cultures (Hillis et al., 2016). In fact, a recent systematic review
indicated that violence against youth is a pervasive issue across the Arab World (EI-
Ghossain et al., 2019). In Lebanon alone, nearly two thousand suspected cases of
childhood maltreatment are reported each year (himaya, 2015, 2016, 2017, 2018, 2019,
2020), although the true incidence is likely much larger than these estimates imply due
to under-reporting. Childhood maltreatment has the potential to drastically alter a child’s
course of development, producing long-term disruptions in neurological (Hein & Monk,
2017; Paquola et al., 2019), cognitive (Goodman et al., 2019; Mercier et al., 2018),
emotional (Messman-Moore & Bhuptani, 2017; Seligowski et al., 2015), physiological
(Bunea et al., 2017; Fogelman & Canli, 2018), medical (Baumeister et al., 2016; Hauser
et al., 2011; Jakubowski et al., 2018; Wegman & Stetler, 2009), behavioural (Angelakis
etal,2019;]. Liuetal.,2017; R. T. Liu, 2018, 2019; Wang et al., 2019), and
interpersonal functioning (Lo et al., 2019). Additionally, childhood maltreatment has
been consistently implicated in the development and exacerbation of various psychiatric
conditions, including depressive and anxiety disorders (Gardner ef al., 2019; Li et al.,
2016), bipolar-related disorders (Agnew-Blais & Danese, 2016; Palmier-Claus et al.,
2016), psychotic disorders (Bailey et al., 2018; Matheson et al., 2013), post-traumatic

stress disorder (Gardner et al., 2019), eating disorders (Caslini et al., 2016; Molendijk et



al., 2017), borderline personality disorder (Porter et al., 2020), dissociative disorders
(Rafiq et al., 2018; Vonderlin et al., 2018), and substance use disorders (Chwartzmann-
Halpern et al., 2018).

Early stressful life experiences can alter the epigenetic structures of specific
neural circuitry underlying emotional, cognitive, and behavioural adaptation to stressful
experiences later in life (Cicchetti & Rogosch, 2012; Daskalakis et al., 2013). In the
case of cumulative, repeated, and severe maltreatment, this adaptation may come in the
form of dissociation (e.g., Dutra et al., 2009; Lyons-Ruth et al., 2006; Ogawa et al.,
1997). Dissociation is an evolutionarily adaptive response that affords humans (and
other mammals) the ability to detach from extremely distressing and inescapable
experiences (Lanius ef al., 2018; Levine et al., 2018) and compartmentalise them away
from conscious awareness (Freyd, 1994, 1996; Freyd & Birrell, 2013); thus, it aims to
protect them from the potential emotionally damaging effects of extreme stress.
Dissociation has been consistently reported among clinical (Lyssenko et al., 2018) as
well as non-clinical (Kate et al., 2020) populations. When it is persistent, as in the case
of dissociative psychopathology, it is thought to result in poorer treatment outcomes by
thwarting the cognitive and emotional processing of post-traumatic reactions (Rafiq et
al., 2018; Schimmenti & Caretti, 2016).

While some post-traumatic sequalae arising from childhood maltreatment have
been studied in Lebanon within the last decade (e.g., Naal et al., 2018; Usta et al.,
2012), there is an evident absence of research on dissociative psychopathology within
this cultural context. Dissociative psychopathology is an important post-traumatic
outcome that is implicated in a broad range of disturbances in biopsychosocial

functioning and further complicates the clinical presentation of an extensive array of
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psychiatric conditions. Lack of awareness about the predictors and prevalence of
dissociative psychopathology across different diagnostic categories may thus result in
poorer responses to psychiatric medications and therapeutic interventions. For this
reason, the central objective of this study is to explore the rate and predictors of
dissociative psychopathology in a diverse sample of adults who were maltreated in
childhood and/or adolescence.

Furthermore, since the relationship between severe childhood trauma and
dissociative psychopathology was first noted by Pierre Janet and his contemporaries
(van der Hart & Dorahy, 2009), a modest yet growing number of research studies have
attempted to explore potential mechanisms for this relationship. For instance, one recent
line of research has attempted to identify and understand the roles of cognitive,
emotional, behavioural, and relational processes (e.g., trauma-related self-blame, shame,
compliance, and bonding) in contributing to the prediction of dissociative
psychopathology following childhood maltreatment (Feiring et al., 2010; Platt et al.,
2017; Schimmenti, 2017). Correspondingly, another line of research has sought to
delineate the roles of maltreatment-related characteristics (e.g., maltreatment source,
type, timing, and impact) in predicting dissociative psychopathology (Kriiger &
Fletcher, 2017; Mueller-Pfeiffer et al., 2013; Schalinski et al., 2016; Schimmenti, 2018).

Considering the nascence of these lines of research, however, there remains a
gap in the literature about the possible contributions of other clinically relevant
emotional processes to the prediction of dissociation. For instance, in a recent
theoretical paper that establishes the conceptual framework for this study, Dorahy
(2017) theorised that reduced awareness of betrayal, reduced anger at the perpetrator,

elevated anger at the self, and elevated shame all play important roles in the prediction
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of dissociative psychopathology. However, no studies have, as of yet, investigated the
joint contributions of these constructs over and above the contributions of maltreatment-
related characteristics through a unified model comparison approach. Additionally, there
appears to be an absence of research on the role of anger-related emotional processes in
the prediction of dissociative psychopathology, such as negative beliefs about anger, as
well as perpetrator-directed anger and self-directed anger. This is mainly due to the
unsuitability of most current measures in adequately capturing these constructs.

To address these research gaps, the present study aims to situate itself amidst the
two aforementioned lines of research by investigating the joint contributions of five
cognitive, emotional, and relational processes (namely, appraisals of betrayal, negative
beliefs about anger, anger at the perpetrator, maltreatment-related shame, and anger at
the self) over and above those of four maltreatment-related characteristics (namely,
cumulative exposure to childhood maltreatment, its age at onset, its average duration,
and its impact) in the prediction of dissociative psychopathology among adults who

were maltreated in childhood and/or adolescence.
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CHAPTER II

LITERATURE REVIEW

The present chapter begins by offering an overview of dissociation followed by a
review of the literature on the characteristics related to childhood maltreatment that are
implicated in the prediction of dissociative psychopathology. This is then proceeded by
a discussion on the roles of various psychological processes in the prediction of
dissociative psychopathology, with a focus on the roles of betrayal trauma, anger, and

shame.

A. Dissociation

While there is no clear consensus among researchers and clinicians on the range
of phenomena that comprise the construct of “dissociation” (Cardefia, 1994; Kihlstrom,
1994), a team of British researchers (Holmes et al., 2005; Brown, 2006) have proposed
a coherent definition of dissociation based on their review of several prominent theories
in the field (e.g., Allen, 2001; Brown, 2002; Cardena, 1994; Putnam, 1997; van der
Kolk & Fisler, 1995). They suggest that dissociation refers to a disruption of — or
discontinuity in — one or more aspects of #ypically integrated neuropsychological
functions associated with identity, memory, consciousness, motor control, and/or
perception. According to them, this disruption consists of two qualitatively distinct yet
partially interconnected forms: detachment and compartmentalisation.

Holmes et al. (2005), and then Brown (2006), conceptualised detachment as an
experiential shift in awareness that represents a sense of estrangement (or

disconnection) from various elements of one’s emotions, sense of self, bodily
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representation, and perception of the world. In particular, detachment may manifest
itself in the form of commonly co-occurring symptoms of emotional numbing,
depersonalisation, derealisation, and autoscopy (out-of-body experiences). Both Holmes
and colleagues, as well as Brown, concur that experiences of detachment are the result
of an evolutionary neurobiological threat-response system that aims to abate the
unbearable effects of intense emotions arising in life-threatening situations. In such
instances, peri-traumatic detachment is thought to lead to a deficit in integrative
capacity that then fragments the encoding of trauma-related information into
autobiographical memory, thus playing an important role in the development of
compartmentalisation (Dorahy, 2006; Lensvelt-Mulders ef al., 2008).
Compartmentalisation, according to Holmes et al. (2005) and Brown (2006), is
thus conceptualised as an experienced inability to retrieve information or control mental
processes or behaviours that would typically be accessible to conscious awareness,
attributable to the self, or intentionally controllable. As a result, compartmentalisation is
characterised by a discontinuity in subjective experience, at times accompanied with
involuntary and unsolicited intrusions into conscious awareness, as well as behaviours
that are experienced as “automatic” or outside the realm of one’s control. In particular,
symptomatic manifestations of compartmentalisation include dissociative amnesia,
identity confusion (as in dissociative fugue) and alterations (as in dissociative identity
disorder [DID]), intrusions of thoughts, emotions, images, sounds, smells, tastes, and
physical sensations (such as conversion symptoms, pseudo-neurological syndromes, and
acute psychogenic pains, among other instances of somatoform dissociation), as well as

unconscious automatic behaviours (otherwise known as automatisms).
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It is suggested that compartmentalisation may be the result of a chronic
dysregulation of two inter-dependent evolutionary neurobiological systems, namely the
threat-detection system and the psychological immune system. The threat-detection
system aims to monitor the environment for threat-related perceptual cues (Boyer &
Bergstrom, 2011), whereas the psychological immune system aims to prevent exposure
to these noxious stimuli through the activation of aversive emotions, cognitions,
behavioural impulses, and somatic sensations (Kagan, 2006). When these systems
become dysregulated, as in the case of chronic childhood maltreatment (e.g., McCrory
et al., 2011), they may lead to excessive monitoring of anticipated existential threat,
along with radically contrasting fluctuations in the retrieval of autobiographical
information, ranging from intrusive re-experiencing dissociative amnesia (for a more
complete discussion on this, see Corrigan, 2014).

The above definition of dissociation builds on the concept of désagrégation
(disintegration), first introduced by Pierre Janet near the end of the nineteenth century in
his attempt to describe the disruption of the mind’s integrative capacity that results in
mental fragmentation across several levels of conscious awareness: from the deficit in
the field of consciousness to the compromised unity of one’s personality structure (van
der Hart & Horst, 1989; van der Hart et al., 2006). Indeed, Janet was among the first to
recognise that this disruption in integrative capacity is induced by intense emotions,
such as extreme terror, that are often experienced during overwhelming traumatic events
(Nijenhuis, 2014; van der Hart & Rydberg, 2019). Despite having been buried by the
advent of Freudian views on psychic defence in response to trauma, Janet’s conception
on the disintegrative effects of vehement emotions has seen an increasing resurgence

over the past 50 years. This is especially evident in the American Psychiatric
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Association’s (APA) incorporation of his work in the revised classification of the
dissociative disorders within the Diagnostic and Statistical Manual of Mental
Disorders, Fifth Edition (DSM—-5; APA, 2013). This is further emphasised through the
APA’s introduction of a dissociative subtype for Acute Stress Disorder (ASD) and Post-
Traumatic Stress Disorder (PTSD) within the DSM-5, comparable to the earlier
inclusion of a dissociative symptoms criterion for Borderline Personality Disorder
(BPD) within the Diagnostic and Statistical Manual of Mental Disorders, Fourth
Edition (DSM-1V; APA, 1994).

While these improvements to the aforementioned diagnostic classifications are
testimonial of Janet’s important contributions, they do not reflect the transdiagnostic
nature of dissociative experiences that occur across a wide variety of clinical
presentations (e.g., see Lyssenko et al., 2018; van IJzendoorn & Schuengel, 1996) and
result in poorer responses to treatment (Rafiq et al., 2018). To remedy this, a team of
Italian researchers proposed a Traumatic—-Dissociative Dimension (Farina & Liotti,
2013; Farina & Imperatori, 2017; Farina et al., 2019) that aims to explain the
relationship between childhood maltreatment and dissociative manifestations across
different psychiatric disorders. In support of this dimension, Sar and Ross (2006), Sar
(2014), and Soffer-Dudek (2014) have independently reviewed empirical evidence
linking histories of childhood maltreatment and dissociative symptoms to various
psychiatric diagnoses, and described possible mechanisms through which dissociative
psychopathology may accompany a myriad of psychiatric conditions, potentially
complicating diagnosis and treatment, as well as acting as a confound in neurobiological

and psychopharmacological research. For these reasons, the present study seeks to
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investigate dissociative psychopathology in a diverse sample of adults who may utilise

mental health services for any of the DSM—5’s diagnostic classifications.

B. The Role of Childhood Maltreatment Characteristics in the Prediction of
Dissociative Psychopathology

Childhood maltreatment constitutes two inter-dependent dimensions of
experience: deprivation and threat (McLaughlin ef al., 2014). McLaughlin et al. (2014,
p. 578) define deprivation as “the absence of expected environmental inputs and
complexity” and threat as “the presence of experiences that represent a threat to one’s
physical [and/or psychological] integrity.” The World Health Organisation (WHO,
1999) further defines childhood maltreatment as the abuse and neglect of individuals
under the age of eighteen, encompassing “all forms of physical and/or emotional ill-
treatment, sexual abuse, neglect or negligent treatment or commercial or other
exploitation, resulting in actual or potential harm to the child’s health, survival,
development or dignity in the context of a relationship of responsibility, trust, or power”
(p. 16).

Several studies have sought to investigate the relationship between childhood
maltreatment and dissociation as well as the specific characteristics associated with
increased dissociative psychopathology. A recent review article by Vonderlin et al.
(2018) sought to meta-analyse the results of 65 of these studies (involving a total of
7,352 traumatised individuals) that utilised the Dissociative Experiences Scale—II
(DES-II; Carlson & Putnam, 1993), the most commonly used screening instrument for
dissociative experiences. They found that individuals who experienced childhood
maltreatment, overall, reported higher rates of dissociative experiences compared to

those who did not experience childhood maltreatment. Among those who experienced
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childhood emotional, physical or sexual abuse, the highest rates of dissociative
experiences were reported by those who were physically and sexually abused in
childhood. This is likely the result of cumulative effects of childhood maltreatment,
where individuals who were physically and sexually abused in childhood also report
experiencing other types of childhood maltreatment that overwhelm their self-regulatory
capacities, culminating in an increasingly complex array of dissociative symptoms (e.g.,
Briere et al., 2016; Chiu et al., 2015; Steine et al., 2017).

Vonderlin et al. (2018) also found that individuals who experienced childhood
physical and emotional neglect reported higher rates of dissociative symptomatology
compared to those who did not experience childhood physical and emotional neglect.
This result highlights the prominent role of childhood neglect in the development and
exacerbation of dissociative symptomatology (Korol, 2008; Pasquini et al., 2002).
Furthermore, they identified lower age of onset, longer duration, and greater frequency
of all forms of childhood maltreatment by parental figures as significant predictors of
higher rates of dissociative psychopathology. According to Vonderlin and colleagues,
these results demonstrate the inter-related effects of a dysfunctional family environment
on a child’s developing brain. In particular, they suggest that chronic, repeated exposure
to adverse childhood experiences by close others may lead to higher rates of functional
impairment in adulthood (e.g., Maglione et al., 2018; Nemeroff, 2016). However, it is
worth noting that they did not include studies evaluating the impact of timing of
childhood maltreatment and the victim’s affiliation with the perpetrator on the
pathogenesis of dissociative psychopathology.

For instance, Mueller-Pfeiffer et al. (2013) explored the impact of different

trauma exposure characteristics (i.e., type, timing, and the victim’s relationship to the
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perpetrator) on dissociative experiences. Their results found that childhood
maltreatment predicted an increase in dissociative symptoms over and above other
forms of adverse childhood and adulthood experiences (such as family problems, loss of
a family member, or serious bodily injury). More specifically, they found that
dissociative experiences were significantly linked to the severity of emotional abuse and
neglect as well as sexual abuse and harassment across all childhood developmental
stages, irrespective of the perpetrator’s relationship to the victim. Perhaps unexpectedly,
Mueller-Pfeiffer ef al. (2013) found that perifamilial- and extrafamilial-perpetrated
sexual abuse (involving physical contact) predicted higher levels of dissociation than
did intrafamilial-perpetrated sexual abuse. However, they postulated that an under-
reporting of intrafamilial-perpetrated sexual abuse due to shame, fear, or even amnesia,
otherwise referred to as betrayal blindness (as per Betrayal Trauma Theory, Freyd,
1994, 1996; Freyd & Birrell, 2013), may explain this result.

Schalinski ef al. (2016) aimed to further elucidate the impact of the type and
timing of adverse childhood experiences on the course and severity of dissociative
symptoms. Indeed, their results indicated that earlier onset, continued recurrence, and
longer duration of childhood maltreatment predicted more severe dissociative
psychopathology. More so, Schalinski et al. (2016) found that emotional and physical
neglect, as well as sexual abuse, during the pre-school and early adolescent years
significantly predicted higher rates of dissociative psychopathology. They suggested
that this is due to sensitive periods in the developing brain, where it is more susceptible
to the presence of adverse childhood experiences. They further postulated that these
windows of vulnerability overlap with critical periods of brain development involving

the hippocampus, the amygdala, and the prefrontal cortex (Pechtel et al., 2014; Teicher
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et al., 2016; Teicher et al., 2018). As such, subverting the development of these
modulatory brain regions (e.g., through exposure to childhood maltreatment) during
these two sensitive periods may result in the disruption of the mind’s integrative
capacities and retrieval processes.

Additionally, a more recent study by Schimmenti (2018) explored the role of
attachment figures in the development of dissociative experiences in a non-clinical
sample. His study found that adverse childhood experiences involving significant
attachment figures were linked to a variety of traumatic experiences across the lifespan.
More specifically, he found that childhood emotional neglect from parental figures
appears to be at the core of complex traumatisation and acts as a gateway for other
forms of trauma and a pathway in the development of dissociative psychopathology.

In the same study, Schimmenti (2018) also identified four classes of response
severity to trauma exposure in childhood and/or adolescence. The first of which
encompassed extremely traumatised individuals as it reflected the highest number of
trauma exposure reported, especially beginning in early childhood, and corresponding
to the highest levels of dissociative symptoms. The second class, thought to be a subset
of the first, included individuals who were considered resilient to the impact of abuse as
it reflected comparable levels of traumatisation yet with fewer dissociative symptoms
reported. This is intriguing, especially since, much like in the first class, all participants
in this class reported sexual abuse by relatives yet did not report any emotional neglect
or abuse. This may suggest that the presence of emotional abuse and/or neglect may
hinder resilience in the face of severe trauma and exacerbate distress. The third class
found by Schimmenti (2018) constituted individuals who were exposed to impersonal

and social trauma, encompassing a wide variety of extra-familial interpersonal trauma,

20



such as emotional neglect and emotional abuse by non-family members, as well as
being a witness to trauma, and reported with mild to moderate dissociative
psychopathology. Finally, the fourth class constituted non-traumatised or mildly
traumatised individuals who reported a negligible or limited number of traumatic
experiences coupled with the lowest number of dissociative symptoms.

Finally, to increase generalisability to the dissociative disorders, Kriiger and
Fletcher (2017) explored the different types of childhood maltreatment, combined with
perpetrator—victim relational ties, that may be predictive of a dissociative disorder
diagnosis. In their study, patients diagnosed with dissociative disorders reported a much
higher incidence of childhood maltreatment compared to patients diagnosed with other
psychiatric conditions, with intrafamilial-perpetrated emotional neglect presenting the
strongest association with a dissociative disorder diagnosis, followed by intrafamilial-
perpetrated emotional abuse, bodily threat, and sexual harassment. In addition, they
reported higher frequencies of perifamilial-perpetrated emotional neglect, emotional
abuse, and sexual harassment, as well as extrafamilial-perpetrated sexual harassment
compared to their non-dissociative counterparts. According to Kriiger and Fletcher
(2017), these results provide further support for Betrayal Trauma Theory (Freyd, 1994,
1996; Freyd & Birrell, 2013), where the presence of betrayal trauma (i.e., the violation
of an individual’s trust by an indispensable caregiver) is considered pivotal in the
pathogenesis of more severe dissociative psychopathology and provides an explanation
to these findings.

Taken together, the findings from these studies indicate that there is an overall

relationship between cumulative childhood maltreatment perpetrated by immediate
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family members at different time periods, thus providing indirect support for Betrayal

Trauma Theory (Freyd, 1994, 1996; Freyd & Birrell, 2013).

C. The Role of Maltreatment-Related Reactions in the Prediction of Dissociative
Psychopathology

Perhaps Janet was the first among his contemporaries to theorise about the role
of potentially traumatising events in evoking vehement (i.e., intense) emotions, which in
their essence may induce dissociative symptoms (van der Hart & Horst, 1989; van der
Hart & Dorahy, 2009). He also observed that the disorganising effects of these intense
emotions are proportional to their intensity, duration, and repetition (van der Hart &
Rydberg, 2019). He further noted that these emotions are not adaptive in the situations
in which they occur in that they result in disruptions in a person’s self-regulating
capacities (van der Hart & Rydberg, 2019).

In congruence with Janet’s theoretical stance and clinical observations, Dorahy
(2017) put forth a conceptual framework that weaves together the various constructs
under study herein and their relationships to dissociative psychopathology. More
specifically, Dorahy’s (2017) conceptual framework suggests that dissociation is
invoked in an attempt to compartmentalise outside of conscious awareness the betrayal
that is inherent in childhood maltreatment and to detach from intense emotional
experiences that may be perceived as threatening to key attachment relationships in a
child’s life. Thus, according to Dorahy (2017), dissociation is perceived as a necessary
mechanism to preserve positive mental representations of maltreating caregivers at the
expense of the child’s sense of self-worth. The various cognitive, emotional, and

relational reactions to childhood maltreatment that were discussed by Dorahy’s (2017)
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conceptual framework are thus delineated in the following subsections, with a review of

the literature pertaining to each of these reactions.

1. Betrayal Blindness

Betrayal trauma is a social dimension of childhood maltreatment that involves
the violation of a child’s #rust within a caregiving relationship by someone who was
supposed to protect the child from harm. It also involves the exploitation of a child’s
dependence on a caregiving relationship for the purpose of harming or silencing the
child (Freyd, 1994, 1996; Freyd & Birrell, 2013). Under these circumstances, however,
becoming fully cognisant of the betrayal that is inherent in being maltreated may be
detrimental to the child’s well-being. For instance, a child who recognises that his or her
caregiver is being abusive or neglectful may thus be motivated to confront them or
emotionally and physically distance him- or herself from them. However, both of these
reactions are likely to incite a punitive response from the maltreating caregiver in an
attempt to re-affirm power over the child (Johnson-Freyd & Freyd, 2013) and
compromise the child’s chances of survival. Since the child recognises that he or she
may not have any tangible means for self-sustenance or self-defence in these likely
scenarios, he or she must thus maintain the attachment with that caregiver through
continued approach and engagement (Bernstein & Freyd, 2014; Gagnon et al., 2017).
To do this, the child must then compartmentalise these instances of maltreatment away
from conscious awareness, causing him or her to become blind to the betrayal (Freyd,
1994, 1996; Freyd & Birrell, 2013).

To date, only one study explicitly explored the links between self-reported

appraisals of betrayal and dissociative psychopathology. In that study, DePrince et al.
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(2011) found that the appraisal of betrayal was a significant negative predictor of
dissociative psychopathology among female survivors of intimate partner violence. In
other words, they found that reduced awareness of betrayal predicted higher levels of
dissociative symptomatology. This finding is consistent with previous research that
found correlations between interpersonal trauma committed by close others (i.e., high-
betrayal trauma) and dissociative psychopathology (e.g., Martin et al., 2013; Freyd et
al., 2007). However, no study has, as of yet, investigated the relationship between self-
reported appraisals of betrayal and dissociative psychopathology among survivors of
childhood maltreatment more specifically. Additionally, none of the studies surveyed in
the previous section directly measured self-reported appraisals of betrayal, instead
opting to use proximal closeness (i.e., immediate family members, extended family
members, and non-family members) as a proxy for betrayal trauma. To address this
shortcoming and further validate the role of betrayal in predicting dissociative
psychopathology among survivors of childhood maltreatment, the present study seeks to
measure participants’ self-reported appraisals of betrayal to more clearly delineate its

role in predicting dissociative psychopathology.

2. Negative Beliefs about Anger

Anger is a self-affirming emotion that is evolutionarily necessary for survival
and a natural response against perceived injustice and humiliation (F. C. Clark, 1995;
Dorahy, 2017). It is provoked by anticipated or actual harm or threat to one’s sense of
self from another with the aim to preserve the self and defend it against such harm
(Dorahy, 2017). According to Dorahy, when this harm or threat is perceived to be

intentional, this contributes to the subjective experience of feeling demeaned or
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violated. He further argues that the experience of anger follows the recognition that a
transgressor had the capacity to refrain from causing harm or injury but chose not to
exercise that capacity. While the discharge of this anger typically allows individuals to
affirm their needs in the face of injustice, when its expression is perceived to pose a
threat to the self (e.g., through the loss of relationships or potential retaliation), it
becomes disavowed (F. C. Clark, 1995; Dorahy, 2017).

Indeed, Wells (2001) proposed that the regulation of cognitions and emotions is
often guided by an individual’s survival goals (e.g., eliminating vs. escaping threat) and
his or her use of various cognitive strategies (e.g., threat-monitoring vs. redirecting
attention) to achieve them. In the case of anger, due to heightened negative beliefs about
anger as being dangerous and overpowering, anger can be perceived to be threatening to
one’s relationships and outside one’s control (Mgeller & Bech, 2019). If anger is
perceived as a threat, negative beliefs about it are likely to encourage the individual to
regulate anger through suppression (Meeller, 2016). In line with this, Briere (1992)
observed that the “affects most likely to be dissociated or avoided seem to be those most
dangerous or unacceptable during the survivor's childhood, such as anger...” (p. 120),
while more recently, Stout (2002) noted that ““...dissociation may involve a lifelong
cordoning off and dispossession of the ‘dangerous’ emotion of anger.” (p. 219). Indeed,
this is further corroborated by Rieker and Carmen (1986), and more recently by Stein
(2011, 2012), who independently observed that survivors of childhood maltreatment do
not usually experience or express anger about the injustices they experienced in
childhood, since to them, anger is perceived as a potentially dangerous and

uncontrollable emotion.
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Despite these observations, however, evidence for the relationship between
negative beliefs about anger and dissociative psychopathology has mainly emerged
from clinical case discussions of dissociative identity disorder (e.g., see K. R. Clark,
1993; Gullestad, 1995; Winer, 1978; Young, 1992) and its treatment (e.g., see
Davenport, 1991; Hegeman & Wohl, 2000; Humphreys et al., 2005). To date and to the
best of our knowledge, no empirical studies exist that explore the contributions of
negative beliefs about anger in predicting dissociative psychopathology. This is likely
due to the absence — until recently — of adequate measures that evaluate meta-cognitive
anger processing styles. It was only recently that Meeller (2016) has developed an
appropriate measure that fulfils this purpose. Thus, in utilising this measure, our study

would be the first to investigate this variable in predicting dissociative psychopathology.

3. Anger at the Perpetrator vs. Anger at the Self

When self-affirming anger is disavowed, attention shifts away from a focus on
one’s emotions, needs, and desires, and moves instead toward what appears to be
necessary for the preservation of a caregiving relationship (F. C. Clark, 1995; Dorahy,
2017). According to Dorahy, this includes the preservation of a positive mental
representation of the transgressing caregiver by redirecting this anger inward in
response to perceiving oneself as powerless to or responsible for the transgressor’s
actions.

Consistent with Betrayal Trauma Theory (Freyd, 1994, 1996; Freyd & Birrell,
2013), Dorahy invokes dissociation as a potential mechanism to compartmentalise
outside of conscious awareness any traumatic experiences that may contradict cherished

beliefs about the transgressor’s trustworthiness, loving nature, value, and capacity for
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connection. This is further corroborated by Darlington (1997), who observed that
survivors of childhood maltreatment often have a faint recognition of the transgressor’s
role in instigating the abuse, opting instead to hold themselves as blameworthy for
having within themselves a flaw or defect that, to them, instigated, encouraged, or
justified the abuse, or even prevented them from averting or terminating it. As such,
anger at the perpetrator is expected to negatively predict dissociative psychopathology,

while anger at the self is expected to positively predict dissociative psychopathology.

4. Maltreatment-Related Shame

Shame is an agonising self-conscious emotion that infiltrates one’s entire body
and encompasses one’s total sense of self; it can be conceived as among the most
painful of human emotions in that it can cause a person to experience a sense of failure
and feel defective, fundamentally flawed, inadequate, insignificant, inferior, dirty, and
unworthy of love and belonging (Kaufman, 1996; H. B. Lewis, 1971; M. Lewis 1995;
Nathanson, 1992). For young children whose survival is entirely reliant on the care of a
trusted other, an experienced or perceived rejection or abandonment by that other can
feel extremely threatening (DeYoung, 2015; Gilbert, 2007; Kaufman, 1996). It is
because of this that shame has garnered an increased interest by researchers and
clinicians as a plausible mediator to explain the relationship between childhood
maltreatment and the development and persistence of dissociative psychopathology. In
fact, the earliest and perhaps most recognised theory linking shame and dissociation,
known as the Bypassed Shame Theory (H. B. Lewis, 1971, 1995), proposes that

dissociation serves as an adaptive defence mechanism that is intended to “bypass” (or
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expel out of conscious awareness) the unbearable and disorganising emotion of shame,
that emerges as a result of traumatic experiences.

The earliest study that investigated this theory was conducted by Irwin (1998a),
who sought to expand the empirical literature on the affective predictors of dissociative
experiences. Congruent with Bypassed Shame Theory (H. B. Lewis, 1971, 1995), he
found that the frequency of experiencing shame significantly predicted higher rates of
dissociative experiences in a non-clinical sample of university students. However, a
limitation of Irwin’s study is that it did not survey respondents about childhood
maltreatment, which would have provided further clarification about the difference
between maltreated and non-maltreated individuals in experiencing shame as a predictor

of dissociative experiences.

More than a decade later, Dorahy ef al. (2017) published the first paper that
sought to experimentally examine whether there exists a direct causal relationship
between elevations in shame and reactive experiences of dissociation. They found that
in both non-clinical and clinical samples, participants reported higher levels of
dissociative symptomatology following exposure to shame-inducing scenarios
compared to neutral scenarios, independent of referential cues (i.e., private experiences
of shame compared to experiences of shame in the presence of others). They also found
that, within their clinical sample, dissociative experiences following shame induction
were provoked by upsetting intrusions of shame-based memories. This may suggest the
presence of a negative feedback loop in clinical populations where chronic dissociative
psychopathology may be sustained through the interaction between acute experiences of

shame and the salient shame-laden memories (e.g., Matos & Pinto-Gouveia, 2010).
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While not directly stated in their paper, the findings by Dorahy et al. (2017)
provided partial support for Bypassed Shame Theory (H. B. Lewis, 1971, 1995) at least
in that dissociation functions as a defensive reaction against the potent effects of shame-
inducing scenarios. However, their findings also demonstrate shortcomings of the
theory, where reactive dissociation fails to protect against the noxious effects of shame
when its source is internal (e.g., stemming from intrusive shame-laden memories).

To date, only two studies (Platt & Freyd, 2015, 2017) investigated the roles of
both betrayal trauma and shame in predicting dissociative psychopathology. In their first
study, Platt and Freyd (2015) evaluated the impact of high and low betrayal trauma on
reactive shame, fear, and dissociation in response to depictions of interpersonal vs. non-
interpersonal threat (e.g., image of children crying and begging vs. image of motor
vehicle accident). Their results found that female university students with childhood
experiences involving high betrayal trauma, compared to those with childhood
experiences involving low betrayal trauma, reported an increase in both shame and
dissociation, but not fear following exposure to images depicting interpersonal threat.
According to Platt and Freyd (2015), this suggests that for individuals with childhood
experiences high in betrayal trauma, reminders of interpersonal threat activates a
complex set of biopsychosocial processes geared toward subservience and appeasement in an
attempt to abate such perceived threat.

Platt and Freyd’s (2017) second study aimed to more directly evaluate the
assumptions of the aforementioned Bypassed Shame Theory (H. B. Lewis, 1971, 1995)
in female university students with histories of betrayal trauma. They attempted to do
this through experimentally inducing dissociation (for a detailed description of this, see

Zoellner et al., 2007). Their results demonstrated that baseline feelings of shame were
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associated with higher levels of reactive dissociation following the experimental
induction. However, reactive dissociation did not reduce the feelings of shame after the
induction. In fact, reactive dissociation was found to be associated with even higher
levels of shame post-induction. This is likely because the experimental induction may
have indirectly prompted the recall of traumatic experiences, which may potentially
hold negative appraisals of the self (e.g., Matos & Pinto-Gouveia, 2010). Their results
mirrored those of Dorahy and colleagues (Dorahy et al., 2017) mentioned above, and
provide partial support for Bypassed Shame Theory (H. B. Lewis, 1971, 1995). Much
like their first study (Platt and Freyd, 2015), they also found that female university
students with childhood experiences high in betrayal trauma reported higher levels of
baseline shame and reactive dissociation, but not fear, compared to their counterparts
who had childhood experiences low in betrayal trauma. To explain this finding, they
suggest that shame and dissociation interact in such a way as to obscure awareness of
experienced harm and betrayal, instead redirecting attention toward the self in an
attempt to preserve needed relationships through compliance and surrender.

Taken together, these studies provide some empirical evidence for Dorahy’s
(2017) conceptual framework on the roles of betrayal trauma and shame in predicting
dissociative psychopathology; however, there remains a paucity of scientific literature
that addresses these emotional processes, among others such as negative beliefs about

anger, anger at the perpetrator, and anger at the self in predicting dissociative

psychopathology. Thus, this study aims to add to the literature by examining the roles of

these anger-related processes in the prediction of dissociative psychopathology.
Additionally, this study seeks to be the first to unite two lines of research (one

pertaining to maltreatment-related characteristics while the other relating to trauma-
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related reactions) via a model comparison approach, after controlling for the possible
therapeutic effects and socioeconomic factors. In this study, cumulative exposure to
childhood maltreatment, onset of maltreatment, duration of maltreatment, and severity
of maltreatment are all considered maltreatment-related characteristics, while betrayal,
negative beliefs about anger, anger at the perpetrator, anger at the self, and

maltreatment-related shame, are all considered maltreatment-related reactions.
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CHAPTER III

AIMS AND HYPOTHESES

A. Aims

The central objective of this study is to explore the rate and predictors of
dissociation among adults who were maltreated in childhood and/or adolescence. Within
this broad objective, this study attempts to target two focal aims. The first aim is to
establish the rate of dissociative psychopathology in a diverse sample of adults who
may utilise mental health services in Lebanon, compared to the rate for those who do
not. The second aim of this study is to examine the relative contributions of
maltreatment-related reactions (i.e., appraisals of betrayal, negative beliefs about anger,
anger at the perpetrator, anger at the self, and shame) to the prediction of dissociative
psychopathology. While appraisals of betrayal and maltreatment-related shame have
been studied before as predictors of dissociative psychopathology (e.g., DePrince et al.,
2011; Platt & Freyd, 2015, 2017), this is the first study to explore three anger-related
processes (namely, negative beliefs about anger, anger at the perpetrator, and anger at
the self) in predicting dissociative psychopathology. In doing so, the present study seeks
to validate Dorahy’s (2017) conceptual framework on the roles of various maltreatment-

related reactions in the prediction of dissociative psychopathology.

B. Hypotheses

Dissociation has been shown to be prevalent across dissociative disorders,

trauma- and stressor-related disorders, personality disorders, somatic symptoms and
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related disorders, substance-related and addictive disorders, eating disorders, psychotic
disorders, anxiety disorders, obsessive-compulsive and related disorders, depressive
disorders, and bipolar and related disorders (Lyssenko et al., 2018).

Hypothesis 1: The rate of dissociative symptoms will be higher across all
endorsed DSM-5 diagnostic groups, compared to those who are not diagnosed with a
mental health condition.

Cumulative exposure to childhood maltreatment has been found to predict
higher rates of dissociative symptoms (Mueller-Pfeiffer ef al., 2013; Schalinski ef al.,
2016). The length of time spent in therapy has been shown to reduce the propensity to
dissociate (e.g., Brand et al., 2009; Brand et al., 2013; Brand & Loewenstein, 2014;
Myrick et al., 2017). Changes in socioeconomic status in times of economic recession
have been shown to have adverse mental health outcomes (Frasquilho et al., 2016;
Antunes et al., 2019). For these reasons, average time spent in therapy and financial
distress will be considered as control variables in the testing of this study’s hypotheses.

Hypothesis 2: Cumulative exposure to childhood maltreatment will positively
predict dissociative symptoms after controlling for average time spent in therapy and
financial distress.

Age at onset of childhood maltreatment has been found to negatively predict
dissociative symptoms (Mueller-Pfeiffer et al., 2013; Schalinski et al., 2016).

Hypothesis 3: Age at onset of childhood maltreatment will negatively predict
dissociative symptoms after controlling for average time spent in therapy and financial
distress.

Chronicity of childhood maltreatment has been found to predict dissociative

symptoms (Mueller-Pfeiffer et al., 2013; Schalinski et al., 2016).
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Hypothesis 4: Average duration of childhood maltreatment will positively
predict dissociative symptoms after controlling for average time spent in therapy and
financial distress.

Severity of childhood maltreatment has been found to predict higher rates of
dissociative symptoms (Schalinski et al., 2016).

Hypothesis 5: Subjective impact of childhood maltreatment will positively
predict dissociative symptoms after controlling for average time spent in therapy and
financial distress.

Appraisals of betrayal have been found to negatively predict dissociative
symptoms (DePrince et al., 2011).

Hypothesis 6: Appraisals of betrayal will negatively predict dissociative
symptoms after controlling for average time spent in therapy and financial distress.

Heightened negative beliefs about anger are theorised to induce dissociative
symptoms to protect the self against experiencing anger, as it is perceived as
unacceptable and threatening during one’s childhood (Briere, 1992; Stout, 2002).

Hypothesis 7: Negative beliefs about anger will positively predict dissociative
symptoms after controlling for average time spent in therapy and financial distress.

Anger at the perpetrator is theorised to be low in individuals who have a higher
propensity to dissociative, as they attempt to preserve a positive mental representation
of the maltreating caregiver (Dorahy, 2017).

Hypothesis 8: Anger at the perpetrator will negatively predict dissociative

symptoms after controlling for average time spent in therapy and financial distress.
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Anger at the self is theorised to be high in individuals who have a higher
propensity to dissociate, as they are more likely to feel responsible for inducing or
failing to halt the abuse (Dorahy, 2017).

Hypothesis 9: Anger at the self will positively predict dissociative symptoms
after controlling for average time spent in therapy and financial distress.

Shame has been found to predict dissociative symptoms (Dorahy et al., 2017;
Irwin, 1998a).

Hypothesis 10: Maltreatment-related shame will positively predict dissociative
symptoms after controlling for average time spent in therapy and financial distress.

Based on Janet’s original treatise on dissociative psychopathology (cf. van der
Hart & Horst, 1989; van der Hart & Dorahy, 2009; van der Hart & Rydberg, 2019),
intolerable emotions resulting from childhood maltreatment are thought to play a greater
role in its development and maintenance, over and above that of childhood maltreatment
alone. More recent theories, building on Janet’s original work, draw similar conclusions
(e.g., see Freyd, 1994, 1996; Freyd & Birrell, 2013; Dorahy, 2017).

Hypothesis 11: Maltreatment-related reactions (i.e., appraisals of betrayal,
negative beliefs about anger, anger at the perpetrator, anger at the self, and shame) will
jointly predict dissociative psychopathology over and above maltreatment-related
characteristics (i.e., cumulative occurrence, age at onset, average duration, and
subjective impact), after controlling for average time spent in therapy and financial

distress.
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CHAPTER IV

METHODOLOGY

This Methods chapter will be divided into four subsections. First, the sample and
participant characteristics will be described. Second, the psychometric properties of this
study’s instruments will be outlined. Third, the procedures for data collection will be
delineated. Finally, the prospective data screening and analysis procedures will be

reviewed.

A. Participants and Sampling Procedures

The population of interest for this study consisted of adults with histories of
childhood maltreatment who are currently residing in Lebanon. In line with this,
convenience sampling was used to recruit a subset of participants from this targeted
population. Participants were included in this study on the basis of (a) being 18 years of
age or older, (b) self-identifying as having faced abusive or traumatic experience in
childhood and/or adolescence, and (c) residing in Lebanon. Participants were recruited
from the Psychology Student Pool for Research at the American University of Beirut
(AUB) and through advertisements posted on online social media platforms such as
Lebanese Facebook Groups, Reddit, twitter, Instagram, and WhatsApp. Adults with
histories of childhood maltreatment were chosen to participate in this study as they may
have likely experienced dissociative psychopathology, to any given extent, at some

point in their lives.
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1. Sample Size Determination

A power analysis was conducted using G*Power (Faul et al., 2007, 2009) to
determine the minimum sample size needed to perform the main analyses in this study,
given a significance level of a = .05, a statistical power of 7 = .90, and an estimated
moderate effect size of /° = .15 (roughly equivalent to the effect size of d = .53 reported
in a recent meta-analytic review of studies investigating dissociation in victims of
childhood maltreatment; see Vonderlin et al., 2018). Higher statistical power reflects the
probability of detecting a significant effect without the risk of making a Type II error
(i.e., incorrectly detecting an effect where there is none, otherwise known as a “false
positive”; X. S. Liu, 2014). G*Power determined that a sample size of about 116
participants is adequate for performing the main analyses in this study. However,
according to the two rules-of-thumb proposed by Tabachnick and Fidell (2013), a
minimum sample size between n > 115 and n > 138 is required to test seven predictors,
following the formulas of n > 50 + 8m for testing the multiple correlation and n > 104 +

m for testing the individual predictors, where m is the number of I'Vs.

2. Participant Characteristics

A total of 155 participants took part in this study (25.8% male, 72.9% female,
1.3% missing), with ages ranging between 18 and 57 (M = 22.42, SD = 5.54).
Additionally, 85.2% of the participants were Lebanese, 2.6% were Armenian, 0.6% was
French, 1.3% were Iraqi, 0.6% were Kurdish, 2.6% were Palestinian, 3.2% were Syrian,
and 3.9% endorsed “Other”. In terms of highest level of educational attainment, 1.9%
completed some high school, 36.8% received a high school diploma, 0.6% received

vocational training certification, 15.5% completed some college, 25.2% received a
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bachelor’s degree, 1.3% received a post-graduate diploma, 15.5% received a master’s
degree, 1.9% received a doctoral degree, while 1.3% had missing entries. In terms of
employment, 25.8% of the sample were currently employed on a full-time basis, 7.7%
on a part-time basis, 0.6% were on extended leave from work, 3.2% endorsed working
without pay, 1.9% indicated having a job lined up for them, 8.4% were unemployed but
currently looking for work, 21.9% were unemployed and not looking for work, 2.6%
were unemployed due to being unable to work, 2.6% were unemployed due to the
unavailability of job opportunities, 23.9% have never been employed before, while
1.3% did not enter a response. Finally, 20% of the participants were diagnosed with a

mental health condition, 78.7% were not, while 1.3% did not enter a response.

B. Recruitment Procedures

After obtaining ethics clearance from the Institutional Review Board (IRB) of
AUB to conduct this study, permission was sought from the Coordinator of the
Psychology Student Pool for Research at AUB to recruit participants from an
introductory psychology course. The recruitment of participants from the undergraduate
introductory psychology class followed the procedure set by the Interim Guidance for
Access to the Psychology Student Pool for Research. When permission was granted,
students attending the introductory psychology course received an announcement on the
Moodle platform detailing the study (see Appendices A and B for the announcement).
The announcement contained a brief description of the study and its potential benefits to
the scientific and clinical communities at large, coupled with a shortened secure
LimeSurvey web link that redirects to the study’s online survey. The web link presented

participants with the informed consent form (see Appendices C and D) followed by
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demographic questions. After which, the participants were presented with the research
questionnaires (i.e., [IFDFWS, DCI, TEC, TAQ-B, ARSQ, MAPS, and PTAS,
respectively). Upon completion of the survey, they were then shown a debriefing
statement about the study’s aims and hypotheses along with a list of resources to contact
if they experienced emotional distress resulting from their participation in the study (see
Appendix E and F). They also received extra credit in their psychology course.

The study was also advertised on social media platforms such as Reddit, twitter,
Facebook, Instagram, and WhatsApp. A digital representation of the flyer was posted
and supplemented with a brief description of the study and its potential benefits to the
scientific and clinical communities at large, coupled with a shortened secure
LimeSurvey web link to access the study’s online survey.

Data collection took place over the span of one month during the Spring
semester of 2021. During this period, unfortunately, Lebanon was still unravelling from
a multitude of crises (economic, political, biomedical, and security-related), which may
have affected participation. Despite this, to preserve interest in the study, reminders of
the study’s call for participation was posted on twitter, Facebook, and WhatsApp every
week. The advertisements of the study informed prospective participants that their
participation in the study is completely voluntary and anonymous as no identifying
information would be collected. They were also informed that their participation would
contribute to psychological research on the impact of childhood trauma in Lebanon,
which seeks to better inform the Lebanese mental health community about the
importance of addressing these experiences to improve treatment outcomes. The student
sample in this study included 77 participants (49.7%) while the community sample

included 78 participants (50.3%). About 3.9% participants heard about the study
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through Facebook advertisements, 3.9% through Instagram, 23.9% through WhatsApp,
3.9% through Reddit, 49.7% through the Psychology Student Pool at AUB, while 14.2%

heard about the study through their friends, acquaintances, and colleagues.

1. Ethical Considerations

A potential risk to participating in this study is that participants may experience
mild yet transient emotional distress resulting from some of the study’s questionnaires
about their histories of childhood maltreatment. To mitigate this risk, participants were
asked to complete a brief trauma-informed relaxation exercise, produced by the
Australian Health Service in both English and Arabic, to bring them back to the present
moment. They were also provided with a list of resources that offer free or low-cost
local mental health services, along with the local crisis hotline number of Embrace
Lebanon. This is to ensure that they had professional support available if they
experienced any emotional distress from completing the questionnaires. Participants
were also informed, prior to completing the study’s questionnaires that they can

discontinue their participation in the study at any time as it is completely voluntary.

C. Data Collection Procedures
1. Instruments

a. Demographic Questionnaire

The demographic questions in this study asked about participants’ assigned sex,
chronological age, ethnic origin, highest level of educational attainment, employment
status, formal psychiatric diagnosis, utilisation of psychopharmacological and

psychotherapeutic treatments, and their duration. Two additional questions also asked
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about participants’ current residence and self-identification as a survivor of childhood

abuse or trauma. The demographic questions are presented in Appendix G.

b. Socio-Economic Status

According to the United Nations Economic and Social Commission for Western
Asia (ESCWA, 2020), poverty rates are rising in Lebanon following an amalgamation
of an economic crisis, a health crisis, and the Beirut Port Explosion. Because of this, the
present study utilised best practices recommended by Diemer et al. (2013) to more
accurately capture participants’ socio-economic status. On that note, Diemer and
colleagues proposed that the most sensitive approach to capture socio-economic status
in failing economies is to measure economic pressure, which comprises financial
distress and lifestyle adjustments in response to economic hardship), as such, the
InCharge Financial Distress/Financial Well-being Scale IFDFWS; Prawitz et al., 2006,
see Appendix H) was used. The IFDFWS is an §-item self-report questionnaire that
measures perceived financial distress/financial wellness. Sample items of the IFDFWS
include “How satisfied are you with your present financial situation?” and “How often
do you worry about being able to meet normal monthly living expenses?”. Each of the
IFDFWS items is rated on a ten-point Likert-type scale, with higher scores indicating
higher levels of financial distress. The IFDFWS demonstrated robust internal
consistency, with Cronbach’s o = .96. Convergent, discriminant, concurrent, and
construct validity were also demonstrated (Prawitz et al., 2006). In this study, the ten-
point Likert-type rating scale for the IFDFWS was abbreviated to five points to reduce

participants’ response burden.
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c. Dissociative Psychopathology

The Detachment and Compartmentalisation Inventory (DCI; Butler et al., 2019,
see Appendix I) is a 20-item self-report instrument assessing dissociative
psychopathology as defined comprehensively by Holmes et al. (2005) and Brown
(2006). In line with this definition, the DCI is theoretically divided into two subscales:
detachment (e.g., “I focus on something going on in my mind and more or less lose
track of what is happening around me”’) and compartmentalisation (e.g., “I do not feel in
control of what my body does as if there is someone or something inside me directing
my actions”). Items are rated on an eight-point Likert-type scale, ranging from 0 (never)
to 7 (daily), with higher scores indicating increased severity of dissociative
psychopathology. The DCI demonstrated excellent internal consistency for the total DCI
score (a = .97) and its Detachment and Compartmentalisation subscales (o =.93 and o =
.96, respectively). Convergent, discriminant, concurrent, and construct validity were
also demonstrated (Butler et al., 2019). In this study, the total score of the DCI was used

as the outcome variable when testing the study’s hypotheses.

d. History of Childhood Maltreatment

The Traumatic Experiences Checklist (TEC; Nijenhuis et al., 2002, see
Appendix J) is a self-report questionnaire inquiring about 29 potentially traumatising
events, including loss of significant others, threats to life or bodily integrity, exposure to
war, and emotional, physical, and sexual trauma. All items ask about the occurrence,
age at onset, duration, and the subjective impact of the trauma. Items evaluating
emotional neglect, emotional abuse, physical abuse, sexual harassment, and sexual

abuse specifically address the perpetrator’s affiliation to the victim (i.e., immediate
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family member, extended family member, non-family member). The items contain short
descriptions that intend to define the events of concern (e.g., “being left alone, receiving
insufficient affection” for emotional neglect, “being belittled, teased, called names,
threatened verbally, or unjustly punished” for emotional abuse, “being hit, tortured, or
wounded” for physical abuse, “acts of a sexual nature that do not involve physical
contact” for sexual harassment, and “unwanted sexual acts involving physical contact”
for sexual abuse).

The TEC is scored by generating different composite scores for each type of
childhood maltreatment (i.e., emotional abuse, emotional neglect, physical abuse, sexual
harassment, and sexual abuse) and during three developmental periods (i.e., 0—6 years,
7—12 years, and 13—18 years). These generated variables were demonstrated to be
homogeneous constructs in samples of patients diagnosed with dissociative and other
psychiatric disorders (Nijenhuis et al., 1998). The composite scores involve four
domains: (a) occurrence of the traumatic event; (b) age at onset and duration of the
trauma; and (c) subjective impact of the trauma. The internal consistency and test-retest
reliability of the scores for the presence and impact of these types of childhood
maltreatment were satisfactory (Nijenhuis et al., 2002). In this study, the full scope of
the composite scores for the TEC was utilised to generate descriptive statistics of
childhood maltreatment within the study’s sample, while the earliest age at onset as well
as the composite score for the total duration of cumulative exposure to childhood

maltreatment were used in testing this study’s hypotheses.
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e. Appraisals of Betrayal

The Trauma Appraisal Questionnaire (TAQ; DePrince et al., 2010, see
Appendix K) is a 54-item self-report measure that examines trauma-related appraisals
(i.e., beliefs, emotions, and behaviours that emerge in response to traumatic
experiences). Its items are rated on a five-point Likert-type scale ranging from 1 (not at
all true) to 5 (completely true), with higher scores indicating an increased likelihood of
possessing these appraisals. The TAQ comprises six distinct appraisal categories
(namely, anger, alienation, fear, betrayal, shame, and self-blame). Participants are
probed about their thoughts, feelings, and behaviours in response to the difficult
experiences they faced in childhood and/or adolescence. The TAQ demonstrated
excellent internal consistency for retrospective reports, with Cronbach’s o ranging
between .89 and .91 across the six subscales. Convergent, discriminant, concurrent, and
construct validity were also demonstrated (DePrince et al., 2010). In this study, the 7-

item betrayal subscale was used as a predictor in testing the study’s hypotheses.

f. Negative Beliefs About Anger

The Metacognitive Anger Processing Scale (MAPS; Mgeller, 2016, see
Appendix M) is a 26-item instrument assessing meta-cognition in relation to anger in
three domains: (1) positive beliefs about anger (e.g. “Anger helps me solve problems™),
(2) negative beliefs about anger, particularly those focused on danger, harm, and
madness (e.g. “Anger could make me go mad”), and (3) uncontrollable angry
rumination (e.g. “I cannot let go of angry thoughts”). MAPS items are worded solely to
assess anger, avoiding overlap with aggression. The items are rated on a four-point

Likert-type scale ranging from 1 (never true) to 4 (always true), with higher scores
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indicating increased likelihood of possessing these beliefs. The MAP internal
consistency and test-retest reliability have been shown to be excellent (for positive
beliefs, a = .87, for negative beliefs, a = .88, and for angry rumination, a = .91). The
MAPS also demonstrated concurrent validity with measures of meta-cognition and
anger in student, forensic, and mixed clinical samples in separate studies (Mgeller,
2016; Meeller & Bech, 2019). For the purpose of this study, the 9-item subscale for

negative beliefs about anger was used in testing the study’s hypotheses.

g. Perpetrator-Directed and Self-Directed Anger

The Post-Traumatic Anger Scale (PTAS; Orth & Maercker, 2009, see Appendix
N) is a 20-item self-report instrument measuring the frequency at which anger is
experienced at different targets. The PTAS was developed using a rational approach and
comprises five subscales: anger at the perpetrator (e.g., “I was angry at the people who
hurt me because my well-being was so unimportant to them”), desire for revenge (e.g.,
“I imagined how the people who hurt me will once really have to suffer”), anger at the
criminal justice system (e.g., “I was angry at the police, courts, or administration
because they only care about the perpetrators and not the victims”), anger at bystanders
(e.g., “I was angry at other people because they did not prevent these events”), and
anger at the self (e.g., “I was angry at myself because I did not prevent these events”).
Its items are rated on a six-point Likert-type scale, ranging from 0 (never) to 5 (very
often), with higher scores indicating a higher frequency at which anger is experienced at
these different targets. The reliability of the PTAS was very good overall, where the
internal consistency of anger at the perpetrator was at a = .74, desire for revenge at o =

.88, anger at the criminal justice system at a. = .86, anger at other people at o = .68, and
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anger at the self at o = .78. For this study, anger at the self and anger at the perpetrator

were used as predictors in testing the study’s hypotheses.

h. Maltreatment-Related Shame

The Abuse-Related Shame Questionnaire (ARSQ); Feiring & Taska, 2005, see
Appendix L) is an 8-item self-report instrument that was designed to measure
maltreatment-related shame in youth. Its items are rated on a three-point Likert-type
scale ranging from 1 (not true) to 3 (very true), with higher scores indicating higher
maltreatment-related shame. The internal consistency for the ARSQ appears to be very
good (a = .86) and was shown to be reliable over time in a sample of maltreated youth
(Feiring & Taska, 2005; Feiring et al., 2010). In this study, the scale was adapted for use
with an adult sample. In line with this, new directions were developed to probe for
feelings of shame related to childhood maltreatment. As such, the new directions are as
follows:

Below are a number of statements that describe thoughts and feelings that

people sometimes have about themselves in response to difficult experiences

they faced during their childhood and/or adolescence. Please read each statement
carefully and select the number to the right that best reflects how much it
applied to you back then.

Additionally, the Likert-type scale was revised to include a wider range of choices better

suited for an adult sample; it now ranges from 1 (not at all true) to 5 (completely true).
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2. Cross-Cultural Adaptation of Study Instruments

The guidelines set forth by the International Test Commission (ITC; Hambleton
et al., 2005) were followed in adapting the study’s instruments into the Arabic language.
In line with this, the instruments were translated by the author of this study (G.S.) and
back-translated by N.E.H., both of whom are fluent in both English and Arabic and are
familiar with the constructs under study. The instruments then underwent informal pilot
testing, where five individuals offered general feedback and suggestions to improve the

comprehension of the translated items.

D. Statistical Analysis Procedures

Preliminary data analyses were performed using the R package ‘naniar’ in
RStudio 1.4 to treat missing values and outliers, G*Power 3.1.9.6 was used to determine
a priori statistical power, while IBM SPSS Statistics 28.0 was used to test for normality,
obtain descriptive statistics on demographic information and each of the research
variables, as well as perform reliability analyses and diagnostics in preparation for the
regression analysis. Following this, an Exploratory Factor Analysis was conducted on
the Metacognitive Anger Processing Scale (Mgeller, 2016) and the Post-Traumatic
Anger Scale (Orth & Maercker, 2009) to determine their respective factor structures
within a Lebanese context. Additionally, prior to hypothesis testing, a Mann-Whitney U
test was conducted to investigate whether there was a difference between sample
distributions (i.e., community sample vs. student sample) on dissociative
psychopathology.

To test hypothesis 1 of this study, dissociative psychopathology was compared

between those who endorsed having a diagnosis versus those who did not through
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computing another Mann-Whitney U test. To test hypotheses 2—11 of the study, a
Hierarchical Multiple Regression was conducted in three steps, with dissociative
psychopathology as the outcome variable. In the first step, the covariates (i.e., time
spent in therapy and financial distress) were entered, followed by simultaneously
entering the four maltreatment-related characteristics (namely, cumulative occurrences,
age at onset, average duration, and subjective impact) as predictors in the second step,
then followed by simultaneously entering the five maltreatment-related reactions
(namely, appraisals of betrayal, negative beliefs about anger, anger at the perpetrator,

anger at the self-, and shame) as predictors in the third step.
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CHAPTER V

RESULTS

This chapter describes and summarises the statistical analyses used to evaluate
the research questions and hypotheses established in the previous chapters. After the
data screening process, this section reports the results of the preliminary analyses, and

the main analyses of the study.

A. Data Screening
1. Exclusion and Attrition

A total of 77 participants from the community sample and 116 participants from
the student sample were excluded from the study based on not currently residing in
Lebanon and not self-identifying as having faced traumatic or abusive experiences
during their childhoods and/or adolescence. Further, 51 participants from the
community sample and 1 from the student sample did not complete more than 80% of

the study and were thus dropped from further analyses.

2. Missing Values Analysis

Summary statistics were generated for [IFDFWS, DCI, TAQ-B, ARSQ, MAPS,
and PTAS to determine the remaining proportion of missing values in the data. While
ARSQ had no missing values, all other measures had less than 5% of their values

missing. To determine the pattern of missingness across these measures (namely, the

IFDFWS, DCI, TAQ-B, MAPS, and PTAS), a Little’s MCAR test was conducted using
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the R package ‘naniar’ (Tierney, 2021). Little’s MCAR test was significant for all these
measures (p <. 05), except for the TAQ—-B. These findings indicate that the missing
values in [IFDFWS, DCI, MAPS, and PTAS were not missing completely at random,
whereas the missing values in TAQ-B were missing completely at random. Since the
missing values on these measures do not exceed 5%, no further exploration of their
missingness is needed (Tabachnick & Fidell, 2018). In turn, Predictive Mean Matching
via the R package ‘mice’ (van Buuren, 2021) was used to impute the missing values.
This method was chosen as it draws real values sampled from the data, thus reducing

the potential for bias in imputing missing values (Little & Rubin, 2020).

B. Preliminary Analyses
1. Dissociative Psychopathology across Samples

Since dissociative psychopathology was not normally distributed in both the
community and student samples (as determined by Shapiro-Wilk’s test of normality,
where
p <.001), the Mann—Whitney U test was used to determine whether dissociative
psychopathology was different across these two samples. Distributions of dissociative
psychopathology scores for the community and student samples were similar, as
assessed by visual inspection (see Figure 1). The median dissociative psychopathology
scores were not statistically significantly different across both samples (Mdn =2.13 for
the community sample and Mdn = 1.90 for the student sample), U = 2937.50, z = -
234, p = .815. Because of this, data from the community sample and student sample

were combined for all subsequent analyses.
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2. Factor Analyses

Two Principal Components Analyses (PCAs) were conducted to determine the
factor structure of the English versions of the MAPS and PTAS within the Lebanese
context. No PCAs were conducted on the Arabic translations of these scales due to an
insufficient sample size (N = 22). Additionally, no PCAs were conducted on any of the
other measures as their total scale scores will be used in testing the study’s hypotheses.

The suitability of PCA was assessed prior to analysing the factor structures of
both the MAPS and the PTAS. Inspection of the correlation matrix showed that all
variables had at least one correlation coefficient greater than 0.3. The overall Kaiser—
Meyer—Olkin (KMO) measure of sampling adequacy was 0.82 for both the MAPS and
the PTAS with individual KMO measures all greater than 0.7, classifications of
‘middling’ to ‘meritorious’ according to Kaiser (1974). Bartlett’s test of sphericity was
statistically significant (p <.001) for both questionnaires, indicating that their data are
likely factorisable.

A two-factor solution of the MAPS explained 51.04% of the total variance. A
Varimax orthogonal rotation was employed to aid interpretability. The interpretation of
the data was consistent with the meta-cognitive processing styles the MAPS was
designed to measure with items pertaining to Positive Beliefs about Anger strongly
loading on Factor 1 and items pertaining to Negative Beliefs about Anger strongly
loading on Factor 2. Factor loadings and communalities of the rotated solution are

presented in Table 1.
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Table 1

Rotated Structure Matrix for PCA with Varimax Rotation of a Two-Factor Solution for

MAPS
Factor
Item 1 2 Communalities
MAPSI1 - 576 342
MAPS2 .736 - .547
MAPS3 286 .613 458
MAPS4 660 .114 449
MAPS5 207  .592 394
MAPS6 742 .000 551
MAPS7 - 675 473
MAPSS8 71 .054 597
MAPS9 .039 .748 561
MAPS10 811 - .662
MAPSI11 - 753 582
MAPS12 573 101 338
MAPS13 - .780 622
MAPS14 770 .000 592
MAPS15 - 672 451
MAPS16 740 107 .560
MAPS17 .090 .700 498

Note. Factor loadings greater than .450 are shown in bold. Factor 1 = Negative Beliefs
about Anger; Factor 2 = Positive Beliefs about Anger; MAPS = Meta-cognitive Anger
Processing Scale. The original measure has a third factor (ruminative anger), but its
items were excluded from this study to reduce respondents’ burden, especially since
they were not relevant for this study.

A five-factor solution of the PTAS explained 79.48% of the total variance. A
Varimax orthogonal rotation was also used to aid interpretability. The rotated solution
also exhibited ‘simple structure’ (Thurstone, 1947). The interpretation of the data was
consistent with the targets of post-traumatic anger that the PTAS was designed to
measure with items pertaining to anger at institutions strongly loading on Factor 1,

items pertaining to anger at the perpetrator on Factor 2, items pertaining to desire for

revenge on Factor 3, items pertaining to anger at the self on Factor 4, and items
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pertaining to anger at others on Factor 5. Factor loadings and communalities of the

rotated solution are presented in Table 2.

Table 2

Rotated Structure Matrix for PCA with Varimax Rotation of a Five-Factor Solution for

PTAS
Factor

Item 1 2 3 4 5 Communalities
PTAS1 -.023 836 200 321 138 .861
PTAS2 -.041 .784 .095 216 249 734
PTAS3 .043 881 .164 .061 209 851
PTAS4 .055 828 173 143 188 774
PTASS .087 274 787 A11 193 751
PTAS6 .099 346 802 108 .159 810
PTAS7 A11 .059 858 124 200 .808
PTASS .041 .036 858 161 200 .805
PTAS9 939 -.024 .082 .036 135 .909
PTAS10 947 -.010 .084 -.027 177 936
PTASI11 950 .008 .038 -.006 .146 926
PTAS12 .893 071 .100 -.096 103 .833
PTAS13 302 194 242 041 699 .678
PTAS14 161 .190 232 114 817 .796
PTAS15 250 329 138 165 743 770
PTAS16 052 225 291 265 648 .629
PTAS17 -.060 013 159 818 242 157
PTAS18 -.074 184 177 770 236 719
PTAS19 .045 207 .082 852 -.066 781
PTAS20 -.014 242 .072 .833 .088 .766

Note. Factor loadings greater than .450 are shown in bold. Factor 1 = Anger at
Institutions; Factor 2 = Anger at the Perpetrator; Factor 3 = Desire for Revenge; Factor
4 = Anger at the Self; Factor 5 = Anger at Others; PTAS = Post-Traumatic Anger Scale.

Taken together, these analyses suggest that the original factor structure of both the

MAPS and the PTAS are upheld in a mixed non-clinical sample of Lebanese adults, and
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these constructs as originally proposed remain valid within a non-clinical Lebanese

sample.

3. Reliability Analyses

Estimates of internal consistency were examined separately for both the English
and Arabic translations of all the measures used in this study and their corresponding
subscales. They are thus outlined below and summarised in Table 3.

For the English version of the IFDFWS, its total score demonstrated excellent
internal consistency (a = .90). Similarly, the internal consistency for the Arabic
translation was also excellent (o =.92). Both of these reliability statistics are almost
comparable to those reported by the scale’s authors (cf. Prawitz et al., 2006).

The English version of the DCI and its factors also demonstrated very high
internal consistency (a = .89 for the Detachment subscale, a = .93 for the
Compartmentalisation subscale, and o = .95 for the total score). Similarly, the Arabic
translation of the DCI and its factors demonstrated very high internal consistency (a =
.88 for the Detachment subscale,
o= .91 for the Compartmentalisation subscale, and o = .94 for the total score). These
results, obtained in a Lebanese non-clinical sample, are almost comparable to those
reported in the scale’s original publication (cf. Butler ez al., 2019).

The English version of the TAQ Betrayal Trauma subscale demonstrated very
high internal consistency (a = .91), which is comparable to the internal consistency
reported by the scale’s authors (a = .92; cf. DePrince et al., 2010). However, the Arabic

translation a adequate reliability (o = .84).
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The ARSQ also demonstrated very high internal consistency in its English
version
(o =.90) and Arabic translation (o = .89), which is higher than the reliability coefficient
obtained by the scale’s authors (a = .86; cf. Feiring & Taska, 2005).

Furthermore, both the English version and Arabic translation of the MAPS
Negative Beliefs about Anger subscale demonstrated identical internal consistency (a =
.86). This finding is further identical to that obtained by the scale’s author (cf. Mgeller,
2016).

Finally, the internal consistency of the PTAS and its factors ranged from
acceptable to very high. For the English version, the Anger at the Perpetrator subscale
yielded high internal consistency (a = .92), Desire for Revenge also yielded high
internal consistency
(a=.90), Anger at Institutions yielded very high internal consistency (a = .96), while
Anger at Others and Anger at the Self yielded adequate internal consistency (a = .86 and
o = .88, respectively). Comparably, the internal consistency of the Arabic translation of
the scale ranged from acceptable to high. Particularly, Anger at the Perpetrator had a
reliability coefficient of o = .79, Desire for Revenge had a reliability coefficient of o =
.87, Anger at Institutions had a reliability coefficient of a = .90, Anger at Others had a
reliability coefficient of o = .85, and Anger at the Self had a reliability coefficient of o =
.91. Reliability coefficients were not reported for each of the subscales in the original
publication of the scale (cf. Orth & Maercker, 2009); however, they reported that the
internal consistency of the total score was a = .88. Similar results were obtained for the
total scale score of the English version (o =.90) and its Arabic translation (a = .85) in

this Lebanese sample.
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Table 3

Internal Consistency of the Study Questionnaires

Cronbach’s a Cronbach’s a
Scale and Subscale for English Version for Arabic N of Items
IFDFWS .90 .92 8
DCI 95 .94 20
Detachment .89 .88 10
Compartmentalisation .93 91 10
TAQ — — —
Betrayal Awareness 91 .84 7
ARSQ .90 .89 8
MAPS — — —
Negative Beliefs about .86 .86 9
Positive Beliefs about .87 .82 8
PTAS .90 .85 20
Anger at the Perpetrator .92 .79 4
Desire for Revenge .90 .87 4
Anger at Insititutions .96 .90 4
Anger at Others .86 .85 4
Anger at the Self .88 91 4

Note. IFDFWS = InCharge Financial Distress/Financial Wellness Scale; DCI =
Detachment and Compartmentalisation Inventory; TAQ = Trauma Appraisals
Questionnaire; ARSQ = Abuse-Related Shame Questionnaire; MAPS = Meta-cognitive
Anger Processing Scale; PTAS = Post-Traumatic Anger Scale.

4. Descriptive Analyses

Means, standard deviations, medians, skewness, and kurtosis for the dependent

variable, the two covariates, and the nine predictors are shown in Table 4.

56



Table 4

Descriptive Statistics for the Main Study Variables

Variable N Min Max M SD Mdn Skew Kurtosis
Dissociative 155 0.10 6.85 236 1.52 195 0.96 0.30
Average Therapy Duration 64 0.05 6.00 127 144 0.71 1.73 2.90
Financial Distress 155 1.00 5.00 2.87 090 2.88 0.10 -0.62
Cumulative CM 155 0.00 12.00 3.39 2.26 3.00 0.62 0.74

Cumulative CM (Onset) 137 1.00 17.00 7.04 4.43 6.00 0.43 -0.67
Cumulative CM (Duration) 137 1.00 18.00 5.51 3.89 5.00 0.78 0.12
Cumulative CM (Impact) 139 1.00 5.00 3.70 0.95 4.00 -0.80 0.14

Betrayal Awareness 155 1.00 5.00 3.25 1.16 3.29 -0.23 -0.84
Negative Beliefs about 155 1.00 4.00 2.49 0.72 2.44 0.21 -0.79
Anger at the Perpetrator 155 0.00 6.00 3.95 1.71 4.25 -0.63 -0.50
Anger at the Self 155 0.00 6.00 3.26 1.92 3.25 -0.17 -1.14

Maltreatment-Related Shame 155 1.00 5.00 2.64 1.20 2.50 0.34 -1.08
Note. CM = Childhood Maltreatment.

The mean score of Dissociative Psychopathology in this sample (M = 2.36,
SD = 1.52) was below the midpoint of 3.5 on the DCI, indicating that participants in this
sample tended to report lower levels of dissociative psychopathology. Since the variable
of Therapy Duration appears to be noticeably skewed (almost nearing the absolute
critical value of 2), it is thus prudent to report its median of 0,71, which indicated that
most participants who endorsed attending therapy (N = 64) have been attending it for
less than a year. Considering the low response rate for this variable, however, it will be
dropped from further analyses. The mean score of Financial Distress in this sample (M
=2.87, SD = 0.90) was above the midpoint of 2.5 on the IFDFWS, indicating that
participants reported higher levels of financial distress. The mean score for the
Occurrence of Cumulative Childhood Maltreatment in this sample (M = 3.39, SD =
2.26) was below the first quartile cut-off point of 3.75 on the composite Occurrence

score of Cumulative Childhood Maltreatment, indicating that participants, on average,
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reported lower occurrence rates of cumulative childhood maltreatment. The mean score
for the Duration of Cumulative Childhood Maltreatment in this sample (M = 5.51, SD =
3.89), indicating that participants endured, on average 5.51 years of cumulative
childhood maltreatment. The mean score for Onset of Cumulative Childhood
Maltreatment in this sample (M = 7.04, SD = 4.43), indicating that participants, on
average, tended to be around 7 years old when they first experienced cumulative
childhood maltreatment. However, it is worth noting that participant scores tended to
vary widely for Duration and Onset of Cumulative Childhood Maltreatment, as
indicated by their respective standard deviations. The mean score for the Impact of
Cumulative Childhood Maltreatment in this sample (M = 3.70, SD = 0.95) was well
above the midpoint of 2.5 on the Impact of Cumulative Childhood Maltreatment
composite score generated from the TEC. This indicates that participants, on average,
tended to be more severely impacted by cumulative childhood maltreatment in this
sample. The mean score of Betrayal Awareness in this sample (M = 3.25, SD = 1.16)
was well above the midpoint of 2.5 on the TAQ-BT, indicating that participants, on
average, had higher awareness of betrayal trauma as committed by close others. The
mean score of Maltreatment-Related Shame in this sample (M = 2.64, SD = 1.20) was
slightly above the midpoint of 2.5 on the ARSQ, indicating that participants, on average,
tended to report moderate to higher levels of maltreatment-related shame. The mean
score of Negative Beliefs about Anger in this sample (M = 2.49, SD = (0.72) was higher
than the midpoint of 2.00 on the MAPS, indicating that participants, tended, on average,
to have higher levels of negative beliefs about anger. The mean score of Anger at the
Perpetrator in this sample (M = 3.95, SD = 1.71) was higher than the midpoint of 3.00

on the PTAS, indicating that participants tended, on average, to report higher rates of
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anger directed at perpetrator(s). Finally, the mean score of Anger at the Self in this

sample (M = 3.26, SD = 1.92) was slightly above the midpoint of 3.00 on the PTAS,

indicating that participants tended, on average, to report higher rates of self-directed

anger.

To further elucidate the types, average duration, age at onset, and subjective

impact of childhood maltreatment reported in this sample, means, standard deviations,

medians, skewness, and kurtosis for these variables were computed and are shown in

Table 5.

Table 5

Descriptive Statistics for the Types, Durations, Onset, and Impact of Childhood

Maltreatment

Variable N Min Max M SD Mdn Skew Kurtosis
Emotional Neglect (Occurrence) 154 0.00 3.00 1.25 1.00 1.00 0.40 -0.86
Emotional Neglect (Onset) 110 1.00 18.00 8.31 4.89 8.00 0.16 -0.97
Emotional Neglect (Duration) 110 1.00 18.00 6.82 5.04 6.00 0.68 -0.35
Emotional Neglect (Impact) 114 1.00 5.00 3.60 1.13 4.00 -0.49 -0.60
Emotional Abuse (Occurrence) 154 0.00 3.00 1.01 0.85 1.00 0.56 -0.23
Emotional Abuse (Onset) 104 1.00 18.00 9.15 4.67 10.00 -0.10 -0.86
Emotional Abuse (Duration) 104 1.00 18.00 6.20 4.76 5.00 1.07 0.56
Emotional Abuse (Impact) 109 1.00 5.00 4.02 0.99 4.00 -1.03 0.50
Physical Abuse (Occurrence) 154 0.00 3.00 046 0.62 0.00 1.33 0.20
Physical Abuse (Onset) 60 1.00 17.00 7.98 4.70 8.00 0.29 -0.89
Physical Abuse (Duration) 60 1.00 18.00 6.10 542 5.00 0.82 -0.53
Physical Abuse (Impact) 60 1.00 5.00 3.78 1.12 4.00 -0.41 -0.92
Sexual Harassment (Occurrence) 154 0.00 3.00 0.40 0.63 0.00 1.51 1.82
Sexual Harassment (Onset) 49 1.00 18.00 11.27 4.31 10.50 -0.41 -0.79
Sexual Harassment (Duration) 49 1.00 18.00 2.99 3.36 1.00 2.57 8.04
Sexual Harassment (Impact) 49 1.00 5.00 3.83 1.13 3.75 -0.66 -0.63
Sexual Abuse (Occurrence) 154 0.00 2.00 0.30 0.53 0.00 1.55 1.53
Sexual Abuse (Onset) 40 3.00 18.00 11.25 4.49 12.00 -0.33 -1.22
Sexual Abuse (Duration) 40 1.00 14.00 2.69 2.92 1.00 241 6.22
Sexual Abuse (Impact) 39 1.00 5.00 4.06 1.08 4.00 -1.21 -0.80
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In this mixed non-clinical sample, participants, on average, endorsed the
Occurrence of Emotional Neglect by at least one type of perpetrator (i.e., close family
member, extended family member, non-family member), as indicated by M = 1.25 (SD
= 1.00). Among those who endorsed experiencing Emotional Neglect, they also
endorsed that, on average, its Onset tended to be around the age of 8 (specifically, M =
8.31, SD = 4.89) and its Duration lasted for an average of close to 7 years (M = 6.82,
SD =5.04). Its Impact (M = 3.60, SD = 1.13) was well above the midpoint of 2.50 on
the TEC composite subscale for the /mpact of Emotional Neglect. This indicates that
participants, on average, tended to be more severely impacted by emotional neglect in
this sample.

The Occurrence of Emotional Abuse in this sample had a mean score of M =
1.01 (SD = 0.85), indicating that participants, on average, endorsed experiencing
emotional abuse by at least one type of perpetrator. Among those who endorsed
experiencing Emotional Abuse, they also endorsed that, on average, its Onset tended to
be around the age of 9 (specifically, M =9.15, SD = 4.67) and its Duration lasted for an
average of more than 6 years (M = 6.20, SD = 4.79). Its Impact (M = 4.00, SD = 0.99)
was well above the midpoint of 2.50 on the TEC composite subscale for the Impact of
Emotional Abuse. This indicates that participants, on average, tended to be highly
impacted by emotional abuse in this sample.

The Occurrence of Physical Abuse in this sample had a mean score of M = 0.46
(SD = 0.62), indicating that participants, on average, had a lower endorsement rate of
experiencing physical abuse by at least one type of perpetrator. Among those who
endorsed experiencing Physical Abuse, they also endorsed that, on average, its Onset

tended to be around the age of 8 (specifically, M = 7.98, SD = 4.78) and its Duration
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lasted for an average of about 6 years (M = 6.10, SD = 5.42). Its Impact (M = 3.78, SD =
1.12) was well above the midpoint of 2.50 on the TEC composite subscale for the
Impact of Physical Abuse. This indicates that participants, on average, tended to be
more severely impacted by physical abuse in this sample.

The Occurrence of Sexual Harassment in this sample had a mean score of M =
0.40 (SD = 0.63), indicating that participants, on average, had a lower endorsement rate
of experiencing sexual harassment by at least one type of perpetrator. Among those who
endorsed experiencing Physical Abuse, they also endorsed that, on average, its Onset
tended to be around the age of 11 (specifically, M = 11.27, SD = 4.31) and its Duration
lasted for a median of 1 year (Mdn = 1.00). Its Impact (M = 3.83, SD = 1.13) was well
above the midpoint of 2.50 on the TEC composite subscale for the Impact of Sexual
Harassment. This indicates that participants, on average, tended to be more severely
impacted by sexual harassment in this sample.

The Occurrence of Sexual Abuse in this sample had a mean score of M = 0.30
(8D = 0.53), indicating that participants, on average, had a lower endorsement rate of
experiencing sexual abuse by at least one type of perpetrator. Among those who
endorsed experiencing Sexual Abuse, they also endorsed that, on average, its Onset
tended to be around the age of 11 (specifically, M = 11.25, SD = 4.49) and its Duration
lasted for a median of about 1 year (Mdn = 1.00). Its Impact (M = 4.06, SD = 1.08) was
well above the midpoint of 2.50 on the TEC composite subscale for the Impact of
Physical Abuse. This indicates that participants, on average, tended to be highly
impacted by physical abuse in this sample.

Finally, to explore the descriptive statistics for cumulative childhood

maltreatment across types of perpetrators (i.e., close family members, extended family
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members, non-family members) that were reported in this sample, means, standard
deviations, medians, skewness, and kurtosis for these variables were computed and are
shown in Table 6.

In this sample, participants endorsed, on average, at least one type of childhood
maltreatment committed by close family members (M = 1.42, SD = 1.26) out of a total
of five maltreatment types (i.e., emotional neglect, emotional abuse, physical abuse,
sexual harassment, sexual abuse). Among those who reported experiencing Intrafamilial
Cumulative Childhood Maltreatment, they also endorsed that, on average, its Onset
tended to be around the age of 7 (specifically, M = 7.06, SD = 4.37) and its Duration
lasted for an average of about 7 years (M = 6.91, SD = 4.91). Its Impact (M = 4.06, SD =
1.00) was well above the midpoint of 2.50 on the TEC composite subscale for the
Impact of Intrafamilial Cumulative Childhood Maltreatment. This indicates that
participants in this sample, on average, tended to be highly impacted by cumulative

childhood maltreatment committed by close family members.

Table 6

Descriptive Statistics for Cumulative Childhood Maltreatment across Perpetrator Type

Variable N Min Max M SD Mdn Skew Kurtosis
Intrafamilial CCM (Occurrence) 1550.00 5.00 142 1.26 1.00 0.52 -0.71
Intrafamilial CCM (Onset) 102 1.00 18.00 7.06 4.37 6.00 0.44 -0.44
Intrafamilial CCM (Duration) 102 1.00 18.00 6.91 491 6.00 0.56 -0.63
Intrafamilial CCM (Impact) 104 1.00 5.00 4.06 1.00 4.33 -0.81 -0.30
Perifamilial CCM (Occurrence) 1550.00 4.00 0.72 0.84 1.00 1.23 148
Perifamilial CCM (Onset) 77 1.00 18.00 8.34 4.98 8.00 0.26 -0.91
Perifamilial CCM (Duration) 77 1.00 18.00 6.13 542 4.00 0.77 -0.56
Perifamilial CCM (Impact) 82 1.00 5.00 3.33 1.26 3.25 -0.21 -1.10
Extrafamilial CCM (Occurrence) 1550.00 500 1.25 1.18 1.00 0.86 0.16
Extrafamilial CCM (Onset) 102 1.00 18.00 10.75 4.32 11.00 -0.48 -0.46
Extrafamilial CCM (Duration) 102 1.00 18.00 4.28 3.77 3.00 1.72 3.43
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Extrafamilial CCM (Impact) 106 1.00 5.00 3.70 1.09 4.00 -0.76 -0.27

Note. CCM = Cumulative Childhood Maltreatment.

The Occurrence of Perifamilial Cumulative Childhood Maltreatment in this
sample had a mean score of M = 0.72 (SD = 0.84), indicating that participants, on
average, had a lower endorsement rate of experiencing at least one type of childhood
maltreatment by extended family members. Among those who reported experiencing
Perifamilial Cumulative Childhood Maltreatment, they also endorsed that, on average,
its Onset tended to be around the age of 8 (specifically, M = 8.34, SD = 4.98) and its
Duration lasted for an average of about 6 years (M = 6.13, SD = 5.42). Its Impact (M =
3.33, SD = 1.26) was above the midpoint of 2.50 on the TEC composite subscale for the
Impact of Perifamilial Cumulative Childhood Maltreatment. This indicates that
participants in this sample, on average, tended to be more severely impacted by
cumulative childhood maltreatment committed by extended family members.

The Occurrence of Extrafamilial Cumulative Childhood Maltreatment in this
sample had a mean score of M = 1.25 (SD = 1.18), indicating that participants, on
average, endorsed experiencing at least one type of childhood maltreatment by non-
family members. Among those who reported experiencing Extrafamilial Cumulative
Childhood Maltreatment, they also endorsed that, on average, its Onset tended to be
around the age of 11 (specifically,

M =10.75, SD = 4.32) and its Duration lasted for a median of 3 years (Mdn = 3.00). Its
Impact (M = 3.70, SD = 1.09) was above the midpoint of 2.50 on the TEC composite
subscale for the Impact of Extrafamilial Cumulative Childhood Maltreatment. This
indicates that participants in this sample, on average, tended to be more severely

impacted by cumulative childhood maltreatment committed by non-family members.
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C. Main Analyses
1. Differences between Groups

Differences between individuals who endorsed having a mental health condition
(N =31) compared to those who did not report having a mental health condition (N =
122) were computed. To that end, a Shapiro—Wilk test of normality was computed to
determine the distribution of dissociative psychopathology scores for participants with a
formal mental health diagnosis and those without a formal mental health diagnosis.
Shapiro—Wilk’s test was significant (p <.001), indicating that dissociative
psychopathology scores were not normally distributed across diagnosis status.
Accordingly, a Mann—Whitney U test was used to determine whether dissociative
psychopathology was different between those diagnosed with at least one mental health
condition and those who are not. Distributions of dissociative psychopathology scores
were not similar for individuals diagnosed with at least one mental health condition
compared to those who are not diagnosed with any mental health condition, as assessed
by visual inspection (see Figure 2). Dissociative psychopathology scores for individuals
diagnosed with at least one mental health condition (mean rank = 94.69) were
statistically significantly higher than for those who are not diagnosed with any mental

health condition (mean rank = 72.50), U = 1342.50, z =-2.49, p = .013.

2. Hierarchical Multiple Regression

To test the second hypothesis of the study, that maltreatment-related reactions
will predict dissociative psychopathology over and above maltreatment-related
characteristics and the covariate of financial distress, a hierarchical multiple regression

was performed. The first block of the regression analysis contained the covariate of
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financial distress, while the second block contained maltreatment-related characteristics
(i.e., cumulative occurrence, average duration, age at onset, and subjective impact), and
the third block contained maltreatment-related reactions (i.e., betrayal awareness,
shame, negative beliefs about anger, anger at the perpetrator, and anger at the self).
However, prior to examining the results of the regression analysis, the following
sections evaluate the assumptions of the hierarchical multiple regression.

Assumption 0: Absence of Outliers, High Leverage Points, and Influential
Values. Studentised deleted residuals, centred leverage values, and Cook’s distance
were generated to rule out the presence of outliers, high leverage points, and influential
values. As demonstrated in Table 7 below, the studentised deleted residuals are well
within the range of > -3 SDs and < +3 SDs, indicating that there are no notable outliers
in this model. However, only one leverage point was deemed to be higher than the
criterion of 0.2 (particularly the case has a value of 0.234), warranting further inspection
to determine whether it carries high influence on the model. In turn, Cook’s distance
ruled that out, as no highly influential points were identified (i.e., values for Cook’s

distance were less than the criterion of 1).

Table 7

Outliers, Leverage, and Influence

Min Max
Studentised Deleted Residuals -2.12 2.93
Centred Leverage Values 0.01 0.23
Cook’s Distance 0.00 0.08

Assumption 1: Independence of Residuals. The assumption of independence of

residuals was met, as assessed by a Durbin—Watson statistic, where DW = 2.06.
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Assumption 2: Linearity. As assessed by visual inspection of the studentised
residuals plotted against the unstandardised predicted values (see Figure 3), all the
independent variables appear to be collectively related in an approximately linear
fashion to the dependent variable. Furthermore, each of the independent variables
appears to be somewhat linearly related to the dependent variable, based on visual

inspection of the partial regression plots displayed in Figures 4—13.

Assumption 3: Homoscedasticity. To test for the homogeneity of variance for
this model, the Koenker test was used and yielded a non-significant result (LM = 12.01,
p = .285). This indicates that the assumption of homoscedasticity is satisfied. Further
inspection of Figure 3 supports this finding, indicating that the studentised residuals are

roughly equal for all values of the predicted dependent variable.

Assumption 4: Absence of Multicolinearity. To test for the absence of

multicollinearity among the independent variables of the model, the Variance Inflation

Factor (VIF) for each of the independent variables was examined, as seen below.
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Table 8

Multicollinearity Statistics

Variable Tolerance VIF

Financial Distress [Covariate] 0.948 1.055
Cumulative CM (Occurrence) 0.579 1.726
Cumulative CM (Onset) 0.448 2.232
Cumulative CM (Duration) 0.522 1.915
Cumulative CM (Impact) 0.672 1.487
Betrayal (Awareness/Appraisal) 0.511 1.958
Negative Beliefs about Anger 0.855 1.170
Anger at the Perpetrator 0.578 1.729
Anger at the Self 0.621 1.611
Maltreatment-Related Shame 0.537 1.863

Note. CM = Childhood Maltreatment.

As seen in Table 8 above, all independent variables entered into the final model
appear well within the acceptable range of VIF < 10. Taken together, these findings
indicate the absence of multicollinearity in the final model of the hierarchical multiple
regression. This was further supported by examining the intercorrelations of the model,

as seen below.

67



Table 9

Pearson's Correlations for Main Study Variables

1 2 3 4 5 6 7 8 9 10 11

1. Dissociative —

2. Financial Distress .363* —

3. Cumulative CM 207 156 —

4. Cumulative CM 139 .036 - —

5. Cumulative CM -.009 -.014 .081 - —

6. Cumulative CM .186* .098 .388* -.162 .108 —

7. Betrayal 309*% .079 .419* -.016 .038 .431* —

8. Negative Beliefs ~ .394* .058 .108 -.081 .064 .187* .175% —

9. Anger at the 201%* 134 .309* -.091 .046 .399* .605* .142 —

10. Anger at the Self .284* .051 .346* - .108 .363* .349* 339* 380* —

11. Maltreatment- J308* 101 .453* - 157 .480* .438* .308* .363* .548* —

Note. * p < .05 when Bootstrapped 95%Cliower N 95%Clupper # 0. N = 136 (listwise

exclusion). CM = Childhood Maltreatment.

Examination of the correlation matrix above demonstrated that none of the
intercorrelations between the independent variables was greater than » = 0.70, thus
indicating no evidence of multicollinearity.

Assumption 5: Normality of the Residuals. To determine the multivariate
distribution of this model’s residuals, a Shapiro—Wilk test was conducted on its
studentised residuals, which indicated that they were not normally distributed, where
SW = .977, p = .024. Accordingly, a bias-corrected bootstrapped hierarchical multiple
regression was performed, with bootstrap samples set to 2,000, since it does not assume

a normal distribution of the residuals.

Bootstrapped hierarchical multiple regression. A bootstrapped hierarchical
multiple regression with accelerated bias correction was performed to determine if

maltreatment-related reactions (i.e., betrayal blindness, negative beliefs about anger,
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anger at the perpetrator, anger at the self, and shame) predict dissociative
psychopathology over and above maltreatment-related characteristics (i.e., cumulative
occurrence, average duration, age at onset, and subjective impact) and the covariate of
financial distress. See Table 10 for full details on each regression model. The full model
containing the aforementioned covariate, maltreatment-related characteristics, and
maltreatment-related reactions predicting dissociative psychopathology (Model 3) was
statistically significant, R’ = .383, F(io, 125y = 7.771, p < .001; adjusted R’ = .334, thus
explaining 33.4% of the variance in dissociative psychopathology scores. The addition
of the aforementioned maltreatment-related characteristics to the prediction of
dissociative psychopathology (Model 2) resulted in a statistically significant increase in
R? of .093, F, 130) = 3.902, p < .005. The addition of maltreatment-related reactions to
the prediction of dissociative psychopathology (Model 3) also resulted in a statistically

significant increase in R? of .158, F(s, 125y = 6.415, p <.001.
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Table 10

Hierarchical Multiple Regression Predicting Dissociative Psychopathology

Dissociative Psychopathology

Model 1 Model 2 Model 3

Variable B Bias B B Bias B B Bias B
FD 0.63** 0.012 0.36 0.54** 0.009 031 0.53** 0.008 0.30
CCM-CO 0.17** 0.000 0.22 0.09 0.001 0.12
CCM-AO 0.12** -0.001 0.35 0.11** -0.001 0.32
CCM-AD 0.08 -0.004 020 0.06 -0.002 0.15
CCM-SI 0.17  0.007 0.10 -0.06 0.007 -0.04
ABT 0.21  0.000 0.15
NBA 0.68** -0.004 0.31
AP -0.04  0.000 -0.04
AS 0.08 -0.005 0.09
MRS 0.11  0.008 0.09
R 0.132 0.225 0.383

F 20.40%* 7.55%* 7.77**

AR’ 0.132 0.093 0.158

AF 20.40** 3.90* 6.42%*

Note. * p <.05; ** p<.0001. FD = Financial Distress; CCM = Cumulative Childhood Maltreatment; CO
= Cumulative Occurrence; AD = Average Duration; AO = Age at Onset; SI = Subjective Impact; ABT =
Appraisal of Betrayal Trauma; MRS = Maltreatment-Related Shame; NBA = Negative Beliefs about
Anger; AP = Anger at the Perpetrator; AS = Anger at the Self.

Of note, as seen in Table 10 above, Financial Distress (f = 0.30, p <.001; 95%
CI: 0.237, 0.803), Age at Onset (B = 0.32, p < 0.05; 95% CI: 0.042, 0.188), and
Negative Beliefs about Anger (B =0.31, p <.001; 95% CI: 0.349, 0.999) in Model 3
were statistically significant contributors to the prediction of dissociative
psychopathology, thus providing support for hypotheses 3 and 7, while hypotheses 2, 4,

5,6, 8,9, and 10 were not supported. It is also worth noting that cumulative occurrence,
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average duration, and age at onset of childhood maltreatment were statistically
significant predictors of dissociative psychopathology in Model 2; however, after
adding maltreatment-related reactions in Model 3, cumulative occurrence and average
duration lost their significance, while age at onset of childhood maltreatment remained
to be a statistically significant predictor of dissociative psychopathology. Taken

together, these results partially support hypothesis 11.
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CHAPTER VI

DISCUSSION

This chapter will discuss the results presented in the previous chapter. First, the
findings of the preliminary and main analyses will be discussed in reference to possible
explanations of the findings and their convergence or divergence with previous
literature. Next, theoretical and research implications of the study will be discussed.
Finally, limitations of the study will be reviewed and suggestions for future directions
within clinical research will be made.

The present study investigated the rate and predictors of dissociative
psychopathology in a mixed, non-clinical Lebanese sample of adults who were
maltreated in childhood and/or adolescence. A higher rate of dissociative
psychopathology has been consistently reported in the literature in relation to exposure
to childhood maltreatment (Vonderlin et al., 2018), while dissociative symptoms have
been persistently reported in various mental health conditions (Lyssenko et al., 2018).
However, since no studies have investigated the presence of dissociative symptoms
among individuals diagnosed with various mental health conditions in Lebanon, this
study sought to address this research gap.

Our first hypothesis stated that the rate of dissociative symptoms will be higher
across all endorsed DSM-5 diagnostic groups, compared to those who are not
diagnosed with a mental health condition. Our findings demonstrated a higher rate of
dissociative symptoms among those who were diagnosed with at least one mental health
condition. These results converged with previous findings, where dissociative symptom

scores were collectively elevated in adults who have a psychiatric diagnosis compared
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to those who do not (Butler ef al., 2019; Perona-Garcelan et al., 2021; Murphy, 1994;
Putnam, ef al., 1996). This lends further cross-cultural support for the transdiagnostic
nature of dissociative experiences, as per the Traumatic—Dissociative Dimension
proposed by Farina and colleagues (Farina & Liotti, 2013; Farina & Imperatori, 2017;
Farina et al., 2019), which aims to account for the presence of dissociative experiences
among various mental health conditions, while not being limited to only trauma-related
disorders.

While a link between dissociative psychopathology and childhood maltreatment
has been consistently established in the literature (Vonderlin et al., 2018), variation
remains in how individuals respond and adapt to the trauma of childhood maltreatment.
One line of research sought to understand this variation in response through exploring
maltreatment-related characteristics that could be implicated in the maintenance of
dissociative psychopathology.At the same time, sporadic efforts were being made to
identify potent affective and attitudinal factors that could explain this variation in
responding and adapting to childhood maltreatment (e.g., Irwin, 1994, 1995, 1998a,
1998b). However, much of these studies did not rely on pre-existing conceptualisations
about the possible factors implicated in the development and maintenance of
dissociative psychopathology, such as the Traumagenic Dynamics Model (Finkelhor &
Browne, 1985, 1988; James, 1989), Constructivist Self-Development Theory (McCann
& Pearlman, 1992), and Betrayal Trauma Theory (Freyd, 1994, 1996). The first of those
established theories, as discussed in earlier sections, was that of Pierre Janet about the
role of trauma-induced vehement emotional experiences (such as fear, anger, chagrin,
shame, indignation, discouragement, despair, anguish, pain, weakness, helplessness,

irresoluteness, embarrassment, etc.) in the development and maintenance of dissociative
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psychopathology (for a more complete discussion of this, see van der Hart & Rydberg,
2019). However, it was not until recently that a comprehensive conceptual framework
emerged that delineated the roles of specific maltreatment-related reactions (such as
betrayal blindness, negative beliefs about anger, anger at the perpetrator, anger at the
self, and shame) in predicting dissociative psychopathology (Dorahy, 2017). While
these two separate lines of research attempt to explore the factors maintaining
dissociative psychopathology into adulthood, no studies have attempted to investigate
them in conjunction with one another. Additionally, no studies have attempted to
explore the maltreatment-related reactions outlined by Dorahy (2017) as conjoint
predictors of dissociative psychopathology. Thus, our study was the first to do so.

To that end, our study found that, out of the maltreatment-related reactions under
investigation, only negative beliefs about anger was a strong predictor of dissociative
psychopathology in our mixed, non-clinical sample, after controlling for financial
distress, which fully supports hypothesis 7 of our study. This finding provides nascent
empirical evidence for Briere’s (1992) and Stout’s (2002) postulates about the role of
negative beliefs about anger in inducing dissociative reactions geared toward protecting
against the threatening nature of this emotion. This finding also lends further support to
Wells’ (2001) model pertaining to the metacognitive regulation of cognitions and
emotions in line with survival goals. In other words, because anger may have been
internalised as a threatening emotion to survival, individuals may engage in the meta-
cognitive regulation strategy of escaping it through invoking dissociation. Finally, this
finding adds to the burgeoning body of literature about the affective, cognitive, and

relational predictors of dissociative psychopathology, since no prior research has
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attempted to establish its relationship to dissociation — especially in a mixed non-
clinical sample.

Aside from negative beliefs about anger, none of the other maltreatment-related
reactions measured in this study (i.e., betrayal blindness, anger at the perpetrator, anger
at the self, and shame) were significant predictors of dissociative psychopathology;
thus, hypotheses 6, 8, 9, and 10 were not supported. These findings are consistent with
some recent research, particularly pertaining to anger expression and shame. For
instance, a study conducted by Durham ef al. (in press) found that anger expression was
reportedly low in a community sample, especially among participants who experienced
mild post-traumatic and dissociative symptoms. Similarly, DePrince ef al. (2011) found
that shame was not a significant predictor of dissociative psychopathology in a
community sample of women who were subjected to intimate partner violence. Other
research, however, has found that higher rates of shame predicted higher rates of
dissociative psychopathology (e.g., Dorahy et al., 2017; Platt & Freyd, 2015; Platt et al.,
2017; Irwin, 1998a). Thus, we suspect that lower rates of dissociative psychopathology
may be better predicted by a different set of variables than those proposed by Dorahy’s
(2017) theoretical framework. This is despite these specific variables being found to be
significantly correlated to dissociative psychopathology at the bivariate level (see Table
9). Another possible explanation of these non-significant findings is the increased
salience of financial distress within the current Lebanese context; in turn, rendering
other predictors of dissociative psychopathology less prominent. This is further
elaborated in the last paragraph of this chapter.

Among the maltreatment-related characteristics, only age at onset of childhood

maltreatment significantly predicted dissociative psychopathology in the final model,
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after adding the aforementioned maltreatment-related reactions and controlling for
financial distress. However, contrary to hypothesis 3, which expected that age at onset
of childhood maltreatment would negatively predict dissociative psychopathology, our
study found that the direction of this variable was positive, indicating that later ages at
onset of childhood maltreatment predicted higher rates of dissociative psychopathology.
Thus, hypothesis 3 is considered to have partial support. This finding is consistent with
that of Mueller-Pfeiffer ez al. (2013), where age at onset (when segmented across three
developmental time periods: early childhood, middle childhood, and adolescence) was
observed to positively predict dissociative psychopathology. However, it is worth noting
that in their study, childhood maltreatment with an onset in middle childhood (between
the ages of 7 and 12) had a higher explanatory power compared to the other two
developmental periods when predicting dissociative symptoms (Mueller-Pfeiffer ef al.,
2013). Similarly, Schalinski ef al. (2016) identified the ages of 5 and 14 as
developmentally sensitive periods for the development of dissociative symptoms in
response to childhood adversities. Thus, we posit that the relationship between age at
onset of childhood maltreatment and dissociative symptoms may be curvilinear in
nature, a hypothesis worth exploring in future research.

Additionally, our study found that the cumulative occurrence and average
duration of childhood maltreatment were significant predictors of dissociative
psychopathology; however, they lost their significance after the addition of the
aforementioned maltreatment-related reactions. Thus, in a broader sense, the addition of
maltreatment-related reactions over and above maltreatment-related characteristics,
explained more of the variation in dissociative psychopathology scores in this mixed

non-clinical sample of Lebanese adults. Furthermore, the addition of maltreatment-
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related reactions to the prediction of dissociative psychopathology resulted in
suppressing the effects of cumulative occurrence and average duration of childhood
maltreatment to the prediction of dissociative psychopathology, while only age at onset
remained significant. In turn, hypothesis 11 of this study is considered partially
supported since not all the maltreatment-related reactions were significant. In general,
this finding lends further support to Janet’s clinical observations that intense trauma-
related reactions play a greater role in the maintenance of dissociative symptoms (van
der Hart & Rydberg, 2019).

Finally, but notably, this study found that higher financial distress predicted an
increase in dissociative symptoms. This finding is consistent with previous research that
found a relationship between exposure to acute, inescapable stress and the experience of
dissociative reactions (de Wachter et al., 2006; Morgan et al., 2001). Since 2019,
Lebanon has been witnessing a rapid deterioration of its local currency, matched with a
rapid increase in the cost of living in the country, causing more than half of the
population to fall under the poverty line (ESCWA, 2020). Thus, this finding may
suggest that individuals who are currently residing in Lebanon are coping with this
inescapable financial distress through invoking dissociative reactions. Accordingly, it
may be possible that this acute stress overwhelms individuals’ self-regulatory capacities
to the point of psychological surrender and autonomic collapse, both hallmarks of

dissociative psychopathology.
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CHAPTER VII

LIMITATIONS AND IMPLICATIONS

A. Limitations

The results of this study must be interpreted with caution, in light of several
limitations. First, this study employed convenient and snowball sampling to recruit
participants through various social media platforms. In turn, this introduces bias into the
sample as individuals were not randomly sampled from across the population in
Lebanon. Secondly, while the study’s sample size was deemed to have adequate power
to complete the main analyses and reduce the likelihood of error, a bigger sample size
may have further allowed for better representation of the phenomena under study, in
addition to reducing the potential impact of demand characteristics that may not be
known to the authors of the study. Thirdly, in compliance with the IRB requirements,
participants were asked to identify whether they currently reside in Lebanon as well as
whether they have faced traumatic or abusive experiences during their childhoods
and/or adolescents. However, these two questions may have further limited the sample
since individuals who may have fled the country in search of better prospects were not
eligible for the study. Similarly, individuals who may deny, minimise, or be desensitised
to childhood adversities may not necessarily self-identify as survivors of childhood
abuse or trauma. Thus, the sample recruited for this study better reflects individuals who
explicitly self-identify as survivors of childhood trauma or abuse.

Another limitation of this study is its reliance on self-report measures of
childhood maltreatment, which may be subject to inaccurate recall (cf. Baldwin et al.,

2019), particularly of specific ages at the onset of various forms of childhood
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maltreatment. Additionally, despite the high reliability of this study’s measures, they
have not yet been rigorously validated within the Middle East, or Lebanon more
specifically. While our exploratory factor analyses are a step in that direction, their use
in a bigger sample is required to ensure more accurate analyses, in addition to
conducting validation studies to determine the questionnaires’ cross-cultural validity in
the Middle East. Here, it is also worth mentioning that the questionnaires and their
Arabic translations were informally piloted. While this was done in the interest of
expediency, it may have impacted the more formal verification of the questionnaires’
cross-cultural applicability through pilot testing. Furthermore, since the translators of
the study questionnaires both have an understanding of psychological concepts, this
might have biased the translations in favour of some terms that may not be within the
common parlance of the general public.

Yet another limitation of the study is its cohort design. While we detected no
differences between the community sample and the student sample (thus, combining
them for the final analyses), we believe that these two samples may have various
demand characteristics that could potentially influence the manifestations of the
variables under study. For instance, prior research reported differences in the mean
scores for dissociation, trauma history, betrayal blindness, and shame across student and
community samples (e.g., DePrince et al., 2011; Niaring & Nijenhuis, 2005). While the
demand characteristics that may cause these differences are not yet known, it may be
fitting to explore them in future research. On that note, this study was correlational in
nature in that it did not attempt any experimental manipulations to arrive at its findings.

Thus, no causal inferences could be drawn from the study’s findings.
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Finally, as this study was conducted during a multitude of serious crises
(economic, political, biomedical, and security-related) that were facing Lebanon, its
results cannot be generalisable to time periods with fewer existential threats, even
though attempts were made to account for the impact of one of these variables on our
dependent variable. However, it was not possible for us to control for the effects of the
other variables as they have become part-and-parcel of the daily experience of
individuals who currently reside in Lebanon. Despite this, the fact that the present study
was conducted during this complex time period does provide an insight into the impact
of these taxing experiences on the psychological adjustment (or maladjustment),

especially for individuals who were maltreated in childhood.

B. Implications

The present study carries several implications for theory, research, training, and
practice — both in Lebanon and globally. In terms of its theoretical implications, the
present study extends Wells’ (2001) model of the metacognitive regulation of cognitions
and emotions by demonstrating that dissociation may be one way in which maltreated
individuals may fulfil their survival goal of escaping threat, especially when it is
experienced in relation to a potent emotional experience such as anger. However, this
study demonstrated that Dorahy’s theoretical conceptualisation linking childhood
maltreatment to dissociative psychopathology through a network of theoretically
important variables (e.g., betrayal blindness, anger-related processes, and shame) may
not be valid in a mixed non-clinical sample of individuals who experienced childhood

maltreatment, suggesting that they may play a bigger role in samples of individuals who
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were subjected to specific kinds of maltreatment, such as sexual abuse, or who report
higher, clinically significant psychological distress.

In line with this study’s theoretical implications, this study also paves the way
for further research on the roles of meta-cognitive and meta-affective processes in
predicting dissociative psychopathology. For instance, future research could investigate
the roles of negative beliefs about and the fear of various trauma-related affective
experiences (e.g., negative beliefs about emotions; Wells & Cartwright-Hatton, 2004;
fear of emotions; Williams et al., 1997) in predicting dissociative psychopathology. For
instance, future research could investigate the role of negative beliefs about fear (e.g.,
“Fear paralyses me.”, “Fear is dangerous for me.”, etc.) and the fear of fear (e.g., “It
scares me when [ am afraid.”, “When I am afraid, I fear going crazy.”, etc.) in
maintaining dissociative psychopathology into adulthood. This is especially important
since the phobia of inner experience has been theorised to maintain dissociative
psychopathology (van der Hart et al., 2006). Additionally, future research may benefit
from testing a curvilinear relationship between maltreatment-related factors and
dissociative psychopathology, especially since maltreatment during middle childhood
may possibly have a greater impact in the maintenance of dissociative psychopathology
into adulthood. Furthermore, future research could also investigate the frequency of
childhood maltreatment (e.g., “It happened once,” “It happened just a few times,” “It
happened for months at a time,” “It happened for years at a time.”) in the prediction of
dissociative psychopathology, as it may provide further accuracy in its prediction.
Future research in Lebanon could also build on the findings of this study to investigate
the rate and predictors of dissociative psychopathology in a more representative sample

of adults who were maltreated in childhood. For instance, future research could utilise
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broader sampling strategies that aim to recruit individuals who reside across all
Lebanese governorates, while also seeking to reduce the possible impact of demand
characteristics onto recruitment (e.g., self-selection bias). The present study initially
intended to broaden its recruitment and sampling procedures; however, it had to adapt to
the limitations imposed by the COVID—-19 pandemic and the public health measures
geared toward reducing its societal impact. For this reason, the study utilised
convenience and snowball sampling through online social media platforms to recruit
participants.

The present study also carries implications for clinical training and practice in
Lebanon; particularly, it calls for the inclusion of dissociative psychopathology as part
of the curricula for graduate students in clinical and counselling psychology, in addition
to increased training in the screening, assessment, diagnosis, and treatment of
individuals who manifest with dissociative reactions, given that individuals in our study
who were formally diagnosed with a DSM—5 mental health condition experienced
higher rates of dissociative symptoms compared to those who did not have a psychiatric
diagnosis. In addition to this, the present study calls for considering the impact of
financial distress and negative beliefs about anger in treatment planning, as they may
exacerbate dissociative symptoms and thus act as potential barriers to therapeutic
progress. Through assessing for and addressing these factors, especially negative beliefs
about anger, therapists may be able to achieve second-order change, since most
therapeutic approaches for trauma recovery do not address meta-cognitive and meta-

affective beliefs that may be responsible for symptom maintenance.
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CHAPTER VIII

CONCLUSION

Based on the preceding discussion of the results, several conclusions were drawn
from this study. First, this study served both of its aims in exploring the rate and
predictors of dissociative psychopathology in adults who were maltreated in childhood
and are currently residing in Lebanon. More specifically, this study serves as a
promising first step in identifying the rate of dissociative psychopathology among
individuals who have been formally diagnosed with mental health conditions compared
to those who are not. While this finding is preliminary, it paves the way to explore this
relationship further. It was also concluded that the second aim of this study, pertaining
to exploring the predictive power of maltreatment-related reactions over and above
maltreatment-related characteristics and financial distress in predicting dissociative
psychopathology was also met. However, in our mixed non-clinical sample, negative
beliefs about anger was the single most important maltreatment-related reaction in
predicting dissociative psychopathology, over and above maltreatment-related
characteristics and financial distress. Further, financial distress and age at onset
remained as significant predictors of dissociative psychopathology in the final model,
albeit they explained less of the variance in dissociative symptoms compared to
negative beliefs about anger. Lastly, building on these points, the present study provided
crucial knowledge that may inform theory, research, training, and practice in the field of
clinical psychology, particular as it relates to the maintenance of dissociative symptoms

into adulthood.
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Call for Participation (Community Sample), in English

CALL FOR PARTICIPATION

in the

TRAUMATIC OR ABUSIVE LIFE EXPERIENCES
RESEARCH STUDY

This notice is for an AUB IRB-approved research study.

/// Our Goal:
IMPROVED
UNDERSTANDING

By understanding their impact, we hope to inform

the Lebanese mental health community about the

faced traumatic or abusive experiences during their importance of addressing these experiences and

their often under-recognised consequences to
improve treatment outcomes.

We are conducting a study on the short- and long-term
impact of traumatic or abusive experiences that
people sometimes face during their childhood and/or
adolescence. We are looking for adults who are over

the age of 18, currently living in Lebanon, and having

childhood and/or adolescence.

In case of questions, you may contact Dr Tima El-Jamil (fa25@aub.edu.lb) or George Saadé (gjs09@mail.aub.edu).

WHAT IS INVOLVED IN THIS STUDY?

O
—
Reading and completing an Completing a 20- to 40-minute web Completing a brief relaxation
informed consent form. survey on LimeSurvey.

exercise after the survey.

To participate in this research study, please visit the following link:

https://tinyurl.com/mk7as9hc
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Call for Participation (Community Sample), in Arabic
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Call for Participation (Student Sample), in English

CALL FOR PARTICIPATION

in the

TRAUMATIC OR ABUSIVE LIFE EXPERIENCES
RESEARCH STUDY

This notice is for an AUB IRB-approved research study.

/// Our Goal:
IMPROVED
UNDERSTANDING

By understanding their impact, we hope to inform

the Lebanese mental health community about the

faced traumatic or abusive experiences during their importance of addressing these experiences and

their often under-recognised consequences to
improve treatment outcomes.

We are conducting a study on the short- and long-term
impact of traumatic or abusive experiences that
people sometimes face during their childhood and/or
adolescence. We are looking for adults who are over

the age of 18, currently living in Lebanon, and having

childhood and/or adolescence.

In case of questions, you may contact Dr Tima El-Jamil (fa25@aub.edu.lb) or George Saadé (gjs09@mail.aub.edu).

WHAT IS INVOLVED IN THIS STUDY?

O
—
Reading and completing an Completing a 20- to 40-minute web Completing a brief relaxation
informed consent form. survey on LimeSurvey.

exercise after the survey.

To participate in this research study, please visit the following link:

https://tinyurl.com/4y9ecctc
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Call for Participation (Student Sample), in Arabic
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@l I B This consent form is for an IRB-approved research study at the
American University of Beirut (AUB). It is not an official message from AUB.

American University of Beirut

ARSI
Consent to Participate in an Online Research Study
Title: The Short- and Long-Term Impact of Childhood Adversities in Lebanon
Researcher(s): Dr Tima El-Jamil, AUB George Saadé, AUB
Researcher Contact Info: +961 1 350 000; Ext. 4372 +9617686 15 14

fa25@aub.edu.lb gjs09@mail.aub.edu

You are being invited to take part in a research study. The box below highlights key information about this research for
you to consider when deciding whether to take part or not. Carefully consider this information and the additional
information provided below the box.

Key Information for You to Consider

e Voluntary Consent. Your participation in this research study is completely voluntary. It is up to you
whether you choose to take part or not. There will be no penalty if you choose not to take part or to
discontinue your participation at any time.

e Purpose. The purpose of this research study is to explore the short- and long-term consequences of
traumatic or abusive experiences that people sometimes face during their childhoods and/or adolescence.

e Eligibility. To take part in this study, you must be over 18 years of age and currently residing in
Lebanon.

e Sample. You are one of approximately 140 participants that have been approached via online
advertisements and personal contacts, to take part in this study.

o Duration. It is expected that your participation will last approximately 20 to 40 minutes.

¢ Procedures and Activities. You will be asked to complete an online survey. This survey contains 9
questionnaires that ask about childhood adversities as well as their short- and long-term consequences.

e Risks. In earlier research on this topic, a small number of participants experienced mild emotional
distress when answering some of the research questionnaires; however, that distress was temporary.

e Protective Measures. To minimise this distress, you will be asked to complete a brief 6-minute
relaxation exercise when your participation in the study is over. You will also have access to this
exercise if you choose to withdraw your participation from the study at any time.

o Benefits. You may not directly benefit from this research; however, we hope that your participation in
the study may advance our understanding about the short- and long-term consequences of childhood
adversities experienced by people currently residing in Lebanon.

o Alternatives. Your alternative is to not take part in this research study.

Note: For scientific reasons, this consent form only offers general information about the research question
being studied. You will be given more specific information when your participation in the study is over.
You will also have access to this information if you choose to withdraw your participation at any time.

Informed Consent Form - The Short- and Long-Term Impact of Childhood Adversities in Lebanon Page 1
Version 1.3
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@l I B This consent form is for an IRB-approved research study at the
American University of Beirut (AUB). It is not an official message from AUB.

Amlerican'UrEversit‘{ ofB/eirut

CAABET AR

What happens to the information collected for this research?

Information collected for this research will be used to inform the Lebanese mental health community about the
importance of addressing childhood adversities and their often underrecognized impact to improve treatment outcomes.

How will my privacy and data confidentiality be protected?

Your participation in this study is completely anonymous. Accordingly, no personally identifiable information will be
collected from you.

Will I be paid for taking part in this research?
You will not be paid for taking part in this research.
How can | withdraw or conclude my participation from the study?

To withdraw or conclude your participation in the study at any time, you may press the “Next” button on each page of
the survey until you reach the Debriefing page. After which, you will be asked about whether you would like to have your
data included in the analyses of the study’s hypotheses. You will also be provided with more specific information about
the study and access to helpful resources.

Who can answer my questions about this research?
If you have questions or concerns, please contact the research team at:

Tima El-Jamil, PhD
+961 1 350 000; Ext. 4372
fa25@aub.edu.lb

George Saadé
+9617686 15 14

gjsO@mail.aub.edu

An Institutional Review Board (“IRB”) is overseeing this research. An IRB is a group of people who perform independent
review of research studies to ensure the rights and welfare of participants are protected. If you have questions about your
rights or wish to speak with someone other than the research team, you may contact:

Institutional Review Board Office
American University of Beirut
P.O.Box: 11-0236 F15

Riad El Solh, Beirut 1107 2020
+961 1 350 000; Ext. 5445
irb@aub.edu.lb

STATEMENT OF CONSENT

By clicking “Next” below, you are indicating that you are at least 18 years old, have read this consent form, and agree to
participate in this research study. You are free to skip any question that you choose.

Next I do not agree.

Informed Consent Form - The Short- and Long-Term Impact of Childhood Adversities in Lebanon Page 2
Version 1.3
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@l I B This consent form is for an IRB-approved research study at the
American University of Beirut (AUB). It is not an official message from AUB.

American University of Beirut

ARSI
Consent to Participate in an Online Research Study
Title: The Short- and Long-Term Impact of Childhood Adversities in Lebanon
Researcher(s): Dr Tima El-Jamil, AUB George Saadé, AUB
Researcher Contact Info: +961 1 350 000; Ext. 4372 +9617686 15 14

fa25@aub.edu.lb gjs09@mail.aub.edu

You are being invited to take part in a research study as part of your Introductory Psychology course. The box below
highlights key information about this research for you to consider when deciding whether to take part or not. Carefully
consider this information and the additional information provided below the box.

Key Information for You to Consider

e Voluntary Consent. Your participation in this research study is completely voluntary. It is up to you
whether you choose to take part or not. There will be no penalty if you choose not to take part or to
discontinue your participation at any time.

e Purpose. The purpose of this research study is to explore the short- and long-term consequences of
traumatic or abusive experiences that people sometimes face during their childhoods and/or adolescence.

e Eligibility. To take part in this study, you must be over 18 years of age and currently residing in
Lebanon.

e Sample. You are one of approximately 140 participants that have been approached via online
advertisements and personal contacts, to take part in this study.

o Duration. It is expected that your participation will last approximately 20 to 40 minutes.

¢ Procedures and Activities. You will be asked to complete an online survey. This survey contains 9
questionnaires that ask about childhood adversities as well as their short- and long-term consequences.

e Risks. In earlier research on this topic, a small number of participants experienced mild emotional
distress when answering some of the research questionnaires; however, that distress was temporary.

e Protective Measures. To minimise this distress, you will be asked to complete a brief 6-minute
relaxation exercise when your participation in the study is over. You will also have access to this
exercise if you choose to withdraw your participation from the study at any time.

o Benefits. You may not directly benefit from this research; however, we hope that your participation in
the study may advance our understanding about the short- and long-term consequences of childhood
adversities experienced by people currently residing in Lebanon.

¢ Alternatives. Your alternative is to write a scientific report for an extra credit as suggested by your instructor.

Note: For scientific reasons, this consent form only offers general information about the research question
being studied. You will be given more specific information when your participation in the study is over.
You will also have access to this information if you choose to withdraw your participation at any time.

Informed Consent Form - The Short- and Long-Term Impact of Childhood Adversities in Lebanon Page 1
Version 1.3
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Ql I B This consent form is for an IRB-approved research study at the
American University of Beirut (AUB). It is not an official message from AUB.
Amencan Umver51ty of Beirut
/)'i% - /:V’Bll/“wm
What happens to the information collected for this research?

Information collected for this research will be used to inform the Lebanese mental health community about the
importance of addressing childhood adversities and their often underrecognized impact to improve treatment outcomes.

How will my privacy and data confidentiality be protected?

Your participation in this study is completely anonymous. Accordingly, no personally identifiable information will be
collected from you.

Will | be compensated for taking part in this research?

You will receive a total of one extra percentage point on your final course grade once your research participation is
complete. If you choose to discontinue your participation, you are still eligible to receive that extra credit.

How can | withdraw or conclude my participation from the study?

To withdraw or conclude your participation in the study at any time, you may press the “Next” button on each page of
the survey until you reach the Debriefing page. After which, you will be asked about whether you would like to have your
data included in the analyses of the study’s hypotheses. You will also be provided with more specific information about
the study, instructions to redeem that extra credit, and access to helpful resources.

Who can answer my questions about this research?
If you have questions or concerns, please contact the research team at:

Tima El-Jamil, PhD
+961 1350 000; Ext. 4372
fa25@aub.edu.lb

George Saadé
+9617686 1514

gjsO@mail.aub.edu

An Institutional Review Board (“IRB”) is overseeing this research. An IRB is a group of people who perform independent
review of research studies to ensure the rights and welfare of participants are protected. If you have questions about your
rights or wish to speak with someone other than the research team, you may contact:

Institutional Review Board Office
American University of Beirut
P.O.Box: 11-0236 F15

Riad El Solh, Beirut 1107 2020
+961 1 350 000; Ext. 5445
irb@aub.edu.lb

STATEMENT OF CONSENT

By clicking “Next” below, you are indicating that you are at least 18 years old, have read this consent form, and agree to
participate in this research study. You are free to skip any question that you choose.

Next I do not agree.

Informed Consent Form - The Short- and Long-Term Impact of Childhood Adversities in Lebanon Page 2
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%Al | B This debriefing form is for an IRB-approved research study at the
American University of Beirut (AUB). It is not an official message from AUB.

American University of Beirut

SR EVOT D Pll]

Debriefing after Participation in an Online Research Study
Now, let us take a few moments to complete a brief relaxation exercise.

Click here to access the relaxation exercise.

We would like to thank you for your participation in this research study. For this study, it was important that we provide
you with general information about some aspects of the study initially. Now that your participation is complete, we will
describe the study to you in more details and provide you with the opportunity to make a decision on whether you would
like to have your data included in this study.

Purpose of the Study:

e Earlier in our consent form, we informed you that the purpose of the study was to explore the short- and long-term
consequences of traumatic or abusive experiences that people sometimes face during their childhoods and/or adolescence.

¢ Inactuality, our study is about exploring the rate of dissociation in a diverse sample of adults residing in Lebanon.

¢ Italso aims to investigate the factors that may influence higher rates of dissociation within this sample by looking at:

1) the possible influence of trauma-related characteristics (such as cumulative exposure, timing, duration, and
severity) on the rate of dissociation; and

2) the possible influence of trauma-related reactions (such as being oblivious to betrayal, anger suppression,
shame, and anger at the self) on the rate of dissociation.

e Accordingly, we hypothesize that being oblivious to betrayal, anger suppression, shame, and anger at the self will influence
the rate of dissociation more so than cumulative exposure, timing, duration, and severity of childhood maltreatment.

e Dissociation is one way our minds cope with extreme stress resulting from traumatic events that cannot be easily
escaped, such as those experienced in childhood maltreatment.

e It describes an experience where you may feel in some way disconnected from, or unaware of, your behaviors,
movements, bodily sensations, experience of the world, emotions, memories, and/or sense of self.

Unfortunately, to rigorously test our hypothesis, we could not provide you with all these details prior to your participation.
This ensures that your answers to this study’s questionnaires were precise and not influenced by prior knowledge about
the purpose of the study. We regret this initial withholding of information, but we hope you understand the reason for it.

Now that you know the true purpose of our study and are fully informed, you may decide whether you do or do not want
your data used in this research. Please indicate below if you do, or do not, give permission to have your data included in
testing this study’s hypotheses:

© | give permission to have my data included in testing this study’s hypotheses.

© | do not give permission to have my data included in testing this study’s hypotheses.

Please do not disclose research procedures and/or hypotheses to anyone who might participate in this study in the future
as this could affect the results of the study.

Debriefing Form - The Short- and Long-Term Impact of Childhood Adversities in Lebanon Page 1
Version 1.2
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%Al | B This debriefing form is for an IRB-approved research study at the
American University of Beirut (AUB). It is not an official message from AUB.

American University of Beirut

B3Rk

Useful Contact Information:

If you have any questions or concerns regarding this study, its purpose or procedures, or if you have a research-related

problem, please feel free to contact the researchers:

Tima El-Jamil, PhD
+961 1 350 000; Ext. 4372
fa25@aub.edu.lb

George Saadé
+9617686 1514

gjsO@mail.aub.edu

If you have any questions concerning your rights as a research subject, you may contact the Institutional Review Board

(IRB) at the American University of Beirut:

Institutional Review Board Office
American University of Beirut
P.0O.Box: 11-0236 F15

Riad El Solh, Beirut 1107 2020
+961 1 350 000; Ext. 5445
irb@aub.edu.lb

If you feel upset after having completed the study or find that some questions or aspects of the study triggered distress,
talking with a qualified clinician may help. If you feel you would like assistance, please contact the Embrace Lifeline for
immediate or out-of-hours support at 1564, or any of the following affordable or free local mental health services:

AUBMC’s Outpatient Department
+961 1 350 000; Ext. 5740

Embrace’s Mental Health Centre
+961 81003870

Institute for Development, Research, Advocacy, and Applied Care (IDRAAC)

+96176 100576

The Blue Mission Organisation
+961 78 96 50 62

Restart Center
+961 76 70 80 83

International Medical Corps (IMC)
+961 71383097

Caritas Lebanon
+961 1499767

Medical Care and Community Development (SIDC)
+961 7098 34 27

Debriefing Form - The Short- and Long-Term Impact of Childhood Adversities in Lebanon
Version 1.2
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% Al | B This debriefing form is for an IRB-approved research study at the
American University of Beirut (AUB). It is not an official message from AUB.
Am‘ericanAUrLiwﬂrsitg DfE&irut
Further Readings:

If you would like to learn more about childhood maltreatment, complex traumatization, and dissociation, please see the
following references:

ISTSS Resources:

1. Information on Childhood Abuse and Neglect
2. Remembering Childhood Trauma

ISSTD Resources:

Trauma and Complex Trauma: An Overview
Post-Traumatic Stress Disorders

Trauma-Related Dissociation: An Introduction

What Are the Dissociative Disorders?

Getting Treatment for Complex Trauma and Dissociation

unhwnNn =

Once again, thank you for your participation in this study!

Submit

Debriefing Form - The Short- and Long-Term Impact of Childhood Adversities in Lebanon Page 3
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@l I B This debriefing form is for an IRB-approved research study at the
American University of Beirut (AUB). It is not an official message from AUB.

American University of Beirut

sk

Debriefing after Participation in an Online Research Study

Now, let us take a few moments to complete a brief relaxation exercise.

Click here to access the relaxation exercise.

We would like to thank you for your participation in this research study. For this study, it was important that we provide
you with general information about some aspects of the study initially. Now that your participation is complete, we will
describe the study to you in more details and provide you with the opportunity to make a decision on whether you would
like to have your data included in this study.

Purpose of the Study:
o Earlier in our consent form, we informed you that the purpose of the study was to explore the short- and long-term
consequences of traumatic or abusive experiences that people sometimes face during their childhoods and/or adolescence.
¢ Inactuality, our study is about exploring the rate of dissociation in a diverse sample of adults residing in Lebanon.
e Italso aims to investigate the factors that may influence higher rates of dissociation within this sample by looking at:

1) the possible influence of trauma-related characteristics (such as cumulative exposure, timing, duration, and
severity) on the rate of dissociation; and

2) the possible influence of trauma-related reactions (such as being oblivious to betrayal, anger suppression,
shame, and anger at the self) on the rate of dissociation.

o Accordingly, we hypothesize that being oblivious to betrayal, anger suppression, shame, and anger at the self will influence
the rate of dissociation more so than cumulative exposure, timing, duration, and severity of childhood maltreatment.

e Dissociation is one way our minds cope with extreme stress resulting from traumatic events that cannot be easily
escaped, such as those experienced in childhood maltreatment.

e It describes an experience where you may feel in some way disconnected from, or unaware of, your behaviors,
movements, bodily sensations, experience of the world, emotions, memories, and/or sense of self.

Unfortunately, to rigorously test our hypothesis, we could not provide you with all these details prior to your participation.
This ensures that your answers to this study’s questionnaires were precise and not influenced by prior knowledge about
the purpose of the study. We regret this initial withholding of information, but we hope you understand the reason for it.

Now that you know the true purpose of our study and are fully informed, you may decide whether you do or do not want
your data used in this research. Please indicate below if you do, or do not, give permission to have your data included in
testing this study’s hypotheses:

© | give permission to have my data included in testing this study’s hypotheses.

© | do not give permission to have my data included in testing this study’s hypotheses.

Whether you agree or do not agree to have your data used for this study, you will still receive one extra percentage point on
your final course grade as compensation for your participation. To redeem the extra credit, please follow these instructions.

Please do not disclose research procedures and/or hypotheses to anyone who might participate in this study in the future
as this could affect the results of the study.

Debriefing Form - The Short- and Long-Term Impact of Childhood Adversities in Lebanon Page 1
Version 1.2
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This debriefing form is for an IRB-approved research study at the
American University of Beirut (AUB). It is not an official message from AUB.

(“AUB

Amencan Umver51ty of Belrut

Useful Contact Information:

If you have any questions or concerns regarding this study, its purpose or procedures, or if you have a research-related
problem, please feel free to contact the researchers:

Tima El-Jamil, PhD
+961 1 350 000; Ext. 4372
fa25@aub.edu.lb

George Saadé
+9617686 1514

gjsO@mail.aub.edu

If you have any questions concerning your rights as a research subject, you may contact the Institutional Review Board
(IRB) at the American University of Beirut:

Institutional Review Board Office
American University of Beirut
P.O.Box: 11-0236 F15

Riad El Solh, Beirut 1107 2020
+961 1 350 000; Ext. 5445
irb@aub.edu.lb

If you feel upset after having completed the study or find that some questions or aspects of the study triggered distress, talking
with a qualified clinician may help. If you feel you would like assistance, please contact the Embrace Lifeline for immediate
or out-of-hours support at 1564. or any of the following free mental health services available to the AUB community:

AUB Counselling Center
+961 1 350 000; Ext. 3196
counselingcenter@aub.edu.lb

AUBMC'’s Department of Psychiatry
+961 1 350 000; Ext. 5650
(sessions are covered under HIP)

Due to the COVID-19 pandemic, both mental health services are offering appointments by phone or online.
Further Readings:

If you would like to learn more about childhood maltreatment, complex traumatization, and dissociation, please see the
following references:

ISTSS Resources: ISSTD Resources:
1. Information on Childhood Abuse and Neglect 1. Trauma and Complex Trauma: An Overview
2. Remembering Childhood Trauma 2. Post-Traumatic Stress Disorders
3. Trauma-Related Dissociation: An Introduction
4, What Are the Dissociative Disorders?
5. Getting Treatment for Complex Trauma and

Dissociation

Once again, thank you for your participation in this study!

Debriefing Form — The Short- and Long-Term Impact of Childhood Adversities in Lebanon

Version 1.2
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Background Information

Where did you find out about the study? What device are you using to answer this survey?
Facebook Instagram twitter Smartphone Computer/Laptop
Reddit PSYC201 Course Tablet Other, please specify:=___________

Other, please specify:=___________
What was your assigned sex at birth?  What is your age? What is your ethnic origin?
Male Female Intersex  Please specify: x= years old. Please specify: =

What is the highest level of education you have completed?

Some high school Associate’s degree Doctoral degree
High school diploma or equivalent Bachelor’s degree Other, please specify:
Vocational training Post-graduate diploma =

Some college Master’s degree

Are you currently employed?

Yes, full-time No, but | have a job lined up No, | am unable to work

Yes, part-time No, but | am currently looking for work No, | am not able to find work
Yes, but on extended leave No, and | am currently not looking for work (O No, and | never had a job

Yes, but it is unpaid work No, | am a full-time parent/homemaker O No, because | am retired

Mental Health Information

Have you ever been formally diagnosed with a mental health condition?

Yes No
If so, which one(s)? Diagnosed at what age? How was it treated? If with therapy, for how long?
A Depressive Disorder Please specify: »=__________ With Medications Please specify:»=_______________

With Psychotherapy

Bipolar (or a Related) Disorder Please specify:>=__________ W!th Medications Please specify: =
With Psychotherapy

A Schizophrenia Spectrum Disorder Please specify:>=__________ Wfth Medications Please specify: =
With Psychotherapy

An Anxiety Disorder Please specify:>=__________ Wfth Medications Please specify: =
With Psychotherapy

Obsessive—Compulsive (or Related) Disorder Please specify:>=__________ Wfth Medications Please specify: x=
With Psychotherapy

A Trauma- (or a Stressor-) Related Disorder Please specify:>=__________ W!th Medications Please specify: x=
With Psychotherapy

A Dissociative Disorder Please specify:»=__________ W!th Medications Please specify: x=
With Psychotherapy

Somatic Symptom (or a Related) Disorder Please specify: »=__________ W!th Medications Please specify: x=
With Psychotherapy

An Eating Disorder Please specify:»=__________ W!th Medications Please specify: =
With Psychotherapy

A Sleep Disorder Please specify:>=__________ W!th Medications Please specify: =
With Psychotherapy

A Sexual Dysfunction Please specify:>=__________ W!th Medications Please specify: =
With Psychotherapy

. . With Medications .
Gender Dysphoria Please specify: »= Please specify: =
ysp PECY: & o With Psychotherapy pecify

An Impulse Control Disorder Please specify:>=__________ W!th Medications Please specify: =
With Psychotherapy
A Substance-Related (or an Addictive) Disorder Please specify:»=__________ Wfth Medications Please specify: »=
With Psychotherapy
With Medications

With Psychotherapy

A Personality Disorder Please specify: »= Please specify: x=

Have you ever attended psychotherapy or counselling sessions for any other reason(s)?
Yes No

If so, for what other reason(s)? At what age(s)? For how long?

= = =
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InCharge Financial Distress/Financial Well-being Scale — English

Directions For each of the following 8 questions, select the number that corresponds most accurately to your situation.

1. What do you feel is the level of your financial stress today?

No stress at all

2. How satisfied are yo

Not at all satisfied

Low stress

Slightly satisfied

Moderate stress

u with your present financial situation?

Moderately satisfied

3. How do you feel about your current financial situation?

Not at all worried

4. How often do you worry about being able to meet normal monthly living expenses?

Never

5. How confident are you that you could find the

Not at all confident

Slightly worried

Rarely

Slightly confident

Moderately worried

Sometimes

money to pay for a financial emergency that costs

High stress

Very satisfied

Very worried

Often

Moderately confident

Very confident

about

Overwhelming stress

Extremely satisfied

Extremely worried

All the time

1,000?

Extremely confident

6. How often does this happen to you: You want to go out to eat, go to a movie, or do something else and don’t go because

you can'’t afford to?

Never

Rarely

Sometimes

7. How frequently do you find yourself just getting by financially and living

Never

8. How stressed do you feel about your personal

Not at all stressed

Rarely

Mildly stressed

Sometimes

finances in general?

Moderately stressed
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Often

Very stressed

All the time

All the time
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Detachment and Compartmentalisation Inventory — English

Directions This questionnaire assesses experiences you may have. Z
For each item, select the number to the right that best % 3 090 % Z
describes how often you have these experiences when “’9‘ 6(* 0“2 %\ -8‘6 ‘%
NOT under the influence of alcohol or drugs. Select “0” if 3 f,s) S %’) ?:\% s,

8.

9.

10.

11.
12.

13.

14,

15.

16.
17.

18.

19.

20.

it has never happened to you, select “7” if it happens to
you daily. If it occurs sometimes but not daily, select the
number between 1 and 6 that is the best fit for you.

When listening to someone talk, | suddenly realise that | do not hear part or all of
what was said.
What | see looks ‘flat’ or ‘lifeless’, as if | am looking at a picture.

| focus on something going on in my mind and more or less lose track of what is
happening around me.

| feel like | am watching a situation as an observer or spectator.

| feel divided, as if | have several parts or forces that have feelings, ideas,
memories, and behaviours that | do not regard as my own.

| feel as if something or someone has possessed me.

At times, | go into a trance-like state in which | am barely aware, or unaware, of
what is happening around me.

| have strong feelings that do not seem to belong to me.

For no medical or physical reason, | cannot feel all or parts of my body.

| feel detached from memories of things that have happened to me, as if | had
not been involved in them.

| “blank out” or “space out” or my mind goes totally empty.

People tell me that my behaviour changes drastically, or that | seem like a
different person.

| find myself in a place and have no idea how | got there or why | am there.
At times, | feel disconnected from a body that does not seem like mine.
Something inside of me seems to make me do things that | do not want to do.

| feel mechanical, like a robot, or like I'm not really human.
il t

| look at the clock and realise that time has gone by and | cannot remember
what has happened.

| do not feel in control of what my body does as if there is someone or
something inside me directing my actions.

| switch back and forth between feelings that seem to belong to me and
feelings that | do not experience as my own.

| feel my sense of time changes and things seem to happen in slow motion or in
double time.
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Traumatic Experiences Checklist — English

Directions People may experience a variety of traumatic events during their life. We would like to know:

1) if you have experienced any of the following 29 events,
2) how old you were when they happened, and
3) how much of an impact these experiences had upon you.

A) In the first column, indicate whether you had each of the 29 experiences by circling the appropriate answer.

B) In the second column, for each experience where you selected YES, list your age(s) when it happened.
If it happened more than once, list ALL the ages when this happened to you.
If it happened for years (e.g., age 7-12), list the age range (i.e., age 7-12).

C) In the third column, indicate the IMPACT by circling the appropriate number.

1. Having to look after your parents and/or brothers and sisters when you were a child.

Did this happen to you? How old were you when this happened?

How much did this impact you?
Not at all A little bit
A moderate amount Quite a bit

An extreme amount

2. Family problems (e.g., parent with alcohol or psychiatric problems, domestic violence, poverty).

Did this happen to you? How old were you when this happened?

3. Loss of a family member (brother, sister, parent) when you were a CHILD.

Did this happen to you? How old were you when this happened?

4. Loss of a family member (brother, sister, parent) when you were an ADULT.

Did this happen to you? How old were you when this happened?

No Yes

5. Serious bodily injury (e.g., loss of a limb, mutilation, burns).

Did this happen to you? How old were you when this happened?

No Yes

How much did this impact you?
Not at all A little bit
A moderate amount Quite a bit

An extreme amount

How much did this impact you?
Not at all A little bit
A moderate amount Quite a bit

An extreme amount

How much did this impact you?
Not at all A little bit
A moderate amount Quite a bit

An extreme amount

How much did this impact you?
Not at all A little bit
A moderate amount Quite a bit

An extreme amount

6. Threat to life from illness, a surgical operation, medical procedure, or an accident.

Did this happen to you? How old were you when this happened?

No Yes

7. Separation or divorce of your parents.

Did this happen to you? How old were you when this happened?

No Yes
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How much did this impact you?
Not at all A little bit
A moderate amount Quite a bit

An extreme amount

How much did this impact you?
Not at all A little bit
A moderate amount Quite a bit

An extreme amount



Traumatic Experiences Checklist — English

8. Your own separation or divorce.

Did this happen to you? How old were you when this happened?

No Yes

9. Threat to life from another person (e.g., during a crime).

Did this happen to you? How old were you when this happened?

No Yes

10. Intense pain (e.g., from an injury, surgery, or medical procedure).

Did this happen to you? How old were you when this happened?

No Yes

11. War-time experiences (e.g., imprisonment, loss of relatives, deprivation, injury).

Did this happen to you? How old were you when this happened?

How much did this impact you?
Not at all A little bit
A moderate amount Quite a bit

An extreme amount

How much did this impact you?
Not at all A little bit
A moderate amount Quite a bit

An extreme amount

How much did this impact you?
Not at all A little bit
A moderate amount Quite a bit

An extreme amount

How much did this impact you?
Not at all A little bit
A moderate amount Quite a bit

An extreme amount

12. Second-generation war victim (war-time experiences of parents or close relatives).

Did this happen to you? How old were you when this happened?

13. Witnessing others undergo trauma.

Did this happen to you? How old were you when this happened?

How much did this impact you?
Not at all A little bit
A moderate amount Quite a bit

An extreme amount

How much did this impact you?
Not at all A little bit
A moderate amount Quite a bit

An extreme amount

14. Emotional neglect (e.g., being left alone, insufficient affection) by your parents, brothers or sisters.

Did this happen to you? How old were you when this happened?

No Yes

How much did this impact you?
Not at all A little bit
A moderate amount Quite a bit

An extreme amount

15. Emotional neglect by more distant members of your family (e.g., uncles, aunts, nephews, nieces, grandparents).

Did this happen to you? How old were you when this happened?

No Yes

How much did this impact you?

Not at all A little bit
A moderate amount Quite a bit

An extreme amount

16. Emotional neglect by non-family members (e.g., neighbours, friends, step-parents, teachers).

Did this happen to you? How old were you when this happened?

No Yes
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How much did this impact you?

Not at all A little bit
A moderate amount Quite a bit

An extreme amount



Traumatic Experiences Checklist — English

17. Emotional abuse (e.g., being belittled, teased, called names, threatened verbally, or unjustly punished) by your parents,

brothers or sisters.

Did this happen to you? How old were you when this happened?

18. Emotional abuse by more distant members of your family.

Did this happen to you? How old were you when this happened?

19. Emotional abuse by non-family members.

Did this happen to you? How old were you when this happened?

How much did this impact you?
Not at all A little bit
A moderate amount Quite a bit

An extreme amount

How much did this impact you?
Not at all A little bit
A moderate amount Quite a bit

An extreme amount

How much did this impact you?
Not at all A little bit
A moderate amount Quite a bit

An extreme amount

20. Physical abuse (e.g., being hit, tortured, or wounded) by your parents, brothers, or sisters.

Did this happen to you? How old were you when this happened?

No Yes

21. Physical abuse by more distant members of your family.

Did this happen to you? How old were you when this happened?

No Yes

22. Physical abuse by non-family members.

Did this happen to you? How old were you when this happened?

No Yes

23. Bizarre or unusual punishments.

Did this happen to you? How old were you when this happened?

24, Sexual harassment (acts of a sexual nature that DO NOT involve physical contact) by your parents, brothers, or sisters.

Did this happen to you? How old were you when this happened?

25. Sexual harassment by more distant members of your family.

Did this happen to you? How old were you when this happened?

No Yes
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How much did this impact you?
Not at all A little bit
A moderate amount Quite a bit

An extreme amount

How much did this impact you?
Not at all A little bit
A moderate amount Quite a bit

An extreme amount

How much did this impact you?
Not at all A little bit
A moderate amount Quite a bit

An extreme amount

How much did this impact you?
Not at all A little bit
A moderate amount Quite a bit

An extreme amount

How much did this impact you?
Not at all A little bit
A moderate amount Quite a bit

An extreme amount

How much did this impact you?
Not at all A little bit
A moderate amount Quite a bit

An extreme amount



Traumatic Experiences Checklist — English

26. Sexual harassment by non-family members.

Did this happen to you? How old were you when this happened? How much did this impact you?
Not at all A little bit
No Yes A moderate amount Quite a bit

An extreme amount

27. Sexual abuse (unwanted sexual acts involving physical contact) by your parents, brothers, or sisters.

Did this happen to you? How old were you when this happened? How much did this impact you?
Not at all A little bit
No Yes A moderate amount Quite a bit

An extreme amount

28. Sexual abuse by more distant members of your family.

Did this happen to you? How old were you when this happened? How much did this impact you?
Not at all A little bit
No Yes A moderate amount Quite a bit

An extreme amount

29. Sexual abuse by non-family members.

Did this happen to you? How old were you when this happened? How much did this impact you?
Not at all A little bit
No Yes A moderate amount Quite a bit

An extreme amount

146



b9 i< Ly e 35 S LIl Slall e ) sdbls Pl bl e sac Cagals 38 S 3] Lo sas o de¥l 61 & (0

Traumatic Experiences Checklist — Arabic

1hymi o 393 pails > dalall Coladll o degito deganal poldl payen 28 Olgazedl
AJU Al Slas3l e bl Cugalo a8 cus 3] (1
0 dgdoas nic Wyae oS (P
wlle Gyl odm 586 530 lo (1

<

d.u.dLl.A.” 4.)l>}” J9> L\)Jl_s

«p&») lgde u:.>| A3 JS Sgas sie yac )S)l ‘d.uwl EHEN| 3 (t._!
el dy szl i i lasic lacHl I)_sblc.sm)a uoySqu.» 13

Q= Jlall s e ypazll dall zhly @3 (i 17l Jl leww‘m)ulw s 13

28 545G

38 556

Jitio il
S 58l

228 586

o 305
28 5485

JIRW

PR

Awliall 3 Jo> 8)5s gudey «auslln» JI)_..‘,I AWl s g (z

Mab i losic Helaisl o/ clyslls Gley J)lhsdl .0

Selede lin 556 530 b Sell 3n &raa> sic elyac Gl @S cell lin &3> Jn
Tal G 8
Jaize 556 oS s
Jils 556

(aally Jiiall Chislly deiill 51503l of JoxSIl e olosl o oaallsll 351 BLlse Jio) dypeol JSLio ¥

Selde Lin 556 o b Sell Lin 9> sie Wyac oIS oS sell lin &s> o
Tl by
Jaize 556 o s
Jils 556

Agabl :UST (i llell cro 31 of clads¥l o Al oIS eloww) dlall sy soi oylsss .

Selde Lin 556 0 b Sell Lin 9> sie Wyac oIS @S sell lin &3> o
ol by
Jaize 556 o s
Jilo 56

At LT (Galloll o 351 of clids3l o 3o 1S clgw) Ailall shyél asl olsas €

Seldle Lin 556 0 b Seell Lin 9> sic elyac olS @S sl lin &3> o
niuby
Jaize 556 oS N
Jilo 5t

(Basl o ogatll of BLbII s lads (Jlall Jso Lhe) a2 s> Gilo] .0

Selle Lin 555 0 b Sell Lin Gigas sic elyac olS @S sl lin &a> o
ity
Jaise 556 o s
o,

Lo &sl> of b izl ol ol dlac of Uosall caraay Bl e shs 1

Selele lin 556 530 b Sell in &raa> sic ehyac Gl @S sell lin Gas Jo
Tal G 8
Jsizo 556 oS s
Jils 56

wlyalls 3 of Jladsl v

Selede lin 556 s30 b Sell [3n Ggas sic yac HlS oS cell lin Ga> Jn
Tal G ¥
Jaize 556 pes: s
Jils 556

147



Jitio il
28 58l

Jitio il
28 5485

85556

Jito i
2858

28 5636

225 566

PR

Traumatic Experiences Checklist — Arabic

Selde Lin 556 o b

Tl by
Jazze 54
il 56

Selde Lin 556 0 b

ol by
Jazze 546

il 56

Seldle Lin 556 0 b

ity
Jazze 546

Jilo 56

Selele lin 556 530 b

ity
Jazza 546

Jilo 556

ity
Jazma 546

Jilo 56

Selele lin 556 530 b

ity
Jazma 54l

Jils 556

B of llwasl A

el I3n Sgam sic yace oIS oS Sell lin &a> o

o= s

(s> b (Jlall Jasw Ae) 35T i o Blal) 3y3g5 .4

Sl I3n Sgam sic yace oIS oS Sell lin &s> o

o= s

{oib elsz] of dmlyz duloc ol dyluo] oy (JUiall Juso o) 3pss @l 1

Sell I3n Sgam sic yace olS oS Sell lin &a> o

o= s

(Glols Hlosdly B3I lsdsy Hauadl Jio) Gl sl .11

Sell I3n Sgam sic Wyace olS oS Sell Lin Sa> o

o= N

Lo sall (831 of Saallsll 53) oyl sl ) U Jaall 00 03> g gosll Y

Selele lin 556 530 b

Sell I3n Sga sic yace olS oS Sell Lin &a> o

s sl

Aegre oyylxd Hodyeiy (1531 45y AP

Sell 1 Gigam sic yac lS oS Sl i s> o

s sls

eladl of clyally Jid oo (diblell o cliloy> of elssbay clS)s (Jliall Jurs le) Lible Jlon] 1€

Selee lin 556 530 b

Tl s 8
Juizo 54l
Sl 56

Sell 1 Ggam aie yac oS oS Sl i s> o

o5 s

(laz¥lg clas¥l elsls 3ty JIss Yl Silaslly placl (Jliall Jaes Ae) bazaall clisel 3Ll Jd o Lible Jlon] .10

Selde Lin 556 0 b

Taol G 8
Jils 56

Sell i Siga> sic yac HlS S el lin Sas Jo

o= ss

(35031 cBisiols ralzally Ja3l Zlosls eBsuoYls sl Jio) brawdl 33T (1o louud Golinisl S oo ible Jlan] .17

NERP¥

Selede lin 556 530 b

Tal G 8
Jils 556

el lin Giga> sic Wyae S oS Tel lin Sas> Jo

o= 85

148



Traumatic Experiences Checklist — Arabic

elal ol clyally Jd o (B> 3as lisbln of Liia) ayags of weloids of wclible] of welilis yo Julidll (Jlall Jaseo e) Gable elig] .1V

Jitio il
28 58l

Jitio il
28 5485

85556

Jito i
2858

28 5636

25 545

NERP¥

Selde Lin 556 o b Sell Lin 9> sic Wyac HlS oS sell lin &3> o
Tl by
Jaize 556 oS s
Jilo b

bazaall isel 3181 Jd g0 Lable ey 1A

Selde Lin 556 0 b Sell Lin 9> sic Wyac HlS oS cell lin &3> o
ol by
Jaize 556 oS N
o,

Braw¥l 3131 (30 loaad) Golindsl Jd o Lable eliy] .19

Seldle Lin 556 0 b Sell Lin 9> sic Wyac HlS oS cell lin &3> o
ity
Jaize 556 oS N
o,

elasl of clyalls Jb Go (zass Blodl ol cupieill of oxdll posill Jio) (Saeuz eliy] ¥
Selle Lin 556 0 b Sell Lin 9> sic eyac HlS @S Sell lin Ga> Jn

sty

Jaizo 556 o N
Jilo 556

Bazaall iyl shsl Jud (o (Ssuuz cliy] FY
Selele lin 556 530 b Sell [3n Grga> sic yac oS oS Sl i Gas Jo

ol ab Y

Jaizo 556 oS Y
Jilo 56

B3l 3181 (0 lgwane) polidl Jid oo (Sauu> clig] PP

Selee lin 556 530 Lo Sell 3 Ggas sic Wyac oS oS sell i Gas Jo
Tl b 8
Jsize 356 oS s
Sl 556

B3lizo yut o dugyé Obgdc PP

Selee lin 556 530 Lo Sell 3 Ggas sic Wyac oS oS sell lin Gas Jo
Tl b 8
Jaize 556 oS As
Sl 556
elidi of clally Jud oo (Sawunl Guuodil Lok 3 decis dzads I3 Jledl) Gais G5 FE
Selele lin 5455 (510 Lo Sell I Gy aic yac oS oS Sell lin s> o
[P
Jaize 556 pes: s
Jils 56

Baian]l eliywl sly8l Jb o i 33 PO
Selede lin 556 530 b Sell [3n Grgas sic yac HlS oS cell lin Ga> U

[TOW; P

Jaize 556 pes: s
Jils 556

149



Traumatic Experiences Checklist — Arabic

B3l 3181 (00 lgaasd) Goldl U o iz G233 Y

Selle lin 555 o Lo Sell [3n Grga> sic yac HlS oS Sell i s> o
Jets 5656 Tl by
S 5656 NICZIS o= s
Jilo 586
elasl of clyslly b o (Samundl puaadld] Jadis lasd ot s0 st dgausiz JI]) uaiz cldy] PV
Selee lin 556 530 Lo Sell 3 Ggas sic Wyac oS oS Sl lin Sas Jo
Jeis 556 Tal by
S 536 Jaize 356 oS N
NEIW

Baiaall sl shsl Jd o (i cliy] PA

Selle Lin 556 20 b Sell Lin 9> sic Wyac IS oS cell lin &3> o
b 545G Tl by
S 536 Jaize 556 pes s
Sl 550

B3l 3181 (o loaad) Golinisl S o uasiz £liy] .¥Q

Selee lin 556 530 Lo Sell 3 Ggas sic yac oS oS Sl i Gas Jo
NEESW Tal by
S 536 Jsize 356 oS N
Jilo 556

150



APPENDIX K

Trauma Appraisals Questionnaire — Betrayal Subscale
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Trauma Appraisals Questionnaire — Betrayal Subscale — English

Directions Below are several statements that describe thoughts, feelings, or
experiences that people sometimes have in response to difficult

experiences they faced in childhood and/or adolescence.

Please continue thinking about the difficult experiences you faced g 2
during your childhood and/or adolescence. We are interested in how 19‘ a@ 2 3_6
you thought, felt, and behaved at the time of these experiences. S, 75, 63 % 5;,
Accordingly, please select the number to the right that indicates how X % =% Z %
s SRR AR
true these descriptions were for you back then. ,‘% «‘% % —% %

1. The people who were supposed to be closest to me hurt me the most.

2. Important people (such as a parent, partner, or friend) let this happen to me.

3. If these people really cared about me, they would not have done what they did.

4. | felt betrayed.

5. | felt double-crossed (i.e., deceived, misled).

6. Someone important (such as a parent, partner, or friend) should have kept me safe.

7. The people that | was supposed to trust the most hurt me.
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APPENDIX L

Abuse-Related Shame Questionnaire
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Abuse-Related Shame Questionnaire — English

Directions Below are several statements that describe thoughts and feelings that g 9
people sometimes have about themselves in response to difficult % 2 E)
. . . . vy o Z
experiences they faced during their childhood and/or adolescence. Please PR % G
read each statement carefully and select the number to the right that best 2 % % Z %
i ; R AR
reflects how much it applied to you back then. —% *‘% "% —% "%

1. | felt ashamed because | thought that people could tell from looking at me what happened to me.
2. | wanted to go away, sit by myself, and hide.

3. | was ashamed because | felt that | was the only person in my school who this has happened to.
4, | felt dirty.

5. | felt like covering my body.

6. | wished that | was invisible.

7. | felt disgusted with myself.

8. | felt exposed.
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Abuse-Related Shame Questionnaire — Arabic
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APPENDIX M

Meta-Cognitive Anger Processing Scale
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Meta-Cognitive Anger Processing Scale — English

Directions The statements below describe beliefs that people have about their own feelings.
Please read each statement carefully and select the number to the right that best
reflects how generally true each statement was for you during your childhood
and/or adolescence. Please respond to all the statements as there are no right

or wrong answers.

| believed that...

1. ..my anger harms me.

2. ..anger helps me see things the way they really are.

3. ..anger could make me go mad.

4, ..anger helps me solve problems.

5. ..my anger could hurt others.

6. ..anger helps me handle threats and dangers.

7. ..anger makes me a bad person.

8. ..anger protects me.

9. ..my anger is dangerous for me.

10. ..anger makes me a strong and competent person.

11. ..when | am angry, | lose sight of different points of view.
12. ..my anger will make people realise that they went too far.
13. ..anger means loss of control.

14. ..anger is necessary to get by in the world.

15. ..anger will make other people think badly about me.

16. ..anger keeps me alert.

17. ..anger makes me insensitive to others.
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Meta-Cognitive Anger Processing Scale — Arabic
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APPENDIX N

Post-Traumatic Anger Scale
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Post-Traumatic Anger Scale — English

Directions Below are several statements that describe thoughts and feelings
of anger that people sometimes have in response to difficult

experiences they faced during their childhood and/or adolescence. 2 o

Please read each statement carefully and select the number to the [ ?& 2 fg"

right that best reflects how often you had these diverse types of A J:& 3 % L) “‘o

anger back then. A T T
ez Z2. .z Zz % S

| was angry at the people who hurt me...

1. ..because they caused so much harm in my life.

2. ..because my well-being was so unimportant to them.

3. ..because they failed to accept their guilt.

4. ..because they behaved badly even in the time after these events.

| imagined...

5. ..how the people who hurt me would be victims one day.

6. ..how the people who hurt me will once really have to suffer.

7. ..how | will pay back the people who hurt me for what they did to me.
8. ...how I will get even with the people who hurt me.

| was angry at the police, courts, or administration...

9. ..because they did not prevent these events.

10. ...because they did not do their work well enough.

11. ..because they dealt with me without comprehension.

12. ..because they only care about the perpetrators and not the victims.
| was angry at other people...

13. ..because they did not prevent these events.

14, ..because they treated me badly in the time since these events happened.
15. ..because they did not show understanding for my situation.

16. ...because they had the good luck not to become victims.

| was angry at myself...

17. ..because | did not prevent these events.

18. ..because | should have behaved differently when these events happened.
19. ..because | still feel weak and vulnerable because of these events.

20. ..because | cannot cope with these events as well as | would expect myself to.
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Figure 1: Differences of Dissociative Psychopathology across Samples
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APPENDIX P

Figure 2: Differences of Dissociative Psychopathology across Diagnostic Statuses

Independent-Samples Mann-Whitney U Test
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APPENDIX Q

Figure 3: Scatter Plot of Studentised Residuals by Unstandardised Predicted

Values

Scatter Plot of Studentized Residual by Unstandardized Predicted Value
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APPENDIX R

Figure 4: Partial Regression of Dissociative Psychopathology by Financial Distress

Partial Regression Plot

Dependent Variable: DCI: Dissociation
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APPENDIX S

Figure 5: Partial Regression of Dissociative Psychopathology

by Cumulative Childhood Maltreatment (Occurrence)

Partial Regression Plot
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APPENDIX T

Figure 6: Partial Regression of Dissociative Psychopathology

by Cumulative Childhood Maltreatment (Onset)

Partial Regression Plot

Dependent Variable: DCI: Dissociation
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APPENDIX U

Figure 7: Partial Regression of Dissociative Psychopathology

by Cumulative Childhood Maltreatment (Duration)

Partial Regression Plot
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APPENDIX V

Figure 8: Partial Regression of Dissociative Psychopathology

by Cumulative Childhood Maltreatment (Impact)

Partial Regression Plot

Dependent Variable: DCI: Dissociation
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APPENDIX W

Figure 9: Partial Regression of Dissociative Psychopathology by Betrayal

Awareness

Partial Regression Plot
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APPENDIX X

Figure 10: Partial Regression of Dissociative Psychopathology

by Negative Beliefs about Anger

Partial Regression Plot
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APPENDIX'Y

Figure 11: Partial Regression of Dissociative Psychopathology

by Anger at the Perpetrator

Partial Regression Plot
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Figure 12: Partial Regression of Dissociative Psychopathology
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APPENDIX AA

Figure 13: Partial Regression of Dissociative Psychopathology

by Maltreatment-Related Shame
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