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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 et 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 (El-

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; Häuser 

et al., 2011; Jakubowski et al., 2018; Wegman & Stetler, 2009), behavioural (Angelakis 

et al., 2019; J. Liu et al., 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 et 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 
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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 et 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 (Krüger & 

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” (Cardeña, 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; Cardeña, 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 typically 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 et 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). 



 

 15 

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–IV; 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, Şar and Ross (2006), Şar 

(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 et 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 et 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 et 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 



 

 20 

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, 
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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, Krüger 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 Krüger 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 trust 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 (Møeller & Bech, 2019). If anger is 

perceived as a threat, negative beliefs about it are likely to encourage the individual to 

regulate anger through suppression (Møeller, 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 Møeller (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 et 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 et al., 2013; Schalinski et 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). 



 

 34 

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 α = .05, a statistical power of π = .90, and an estimated 

moderate effect size of f2 = .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 IVs. 

 

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 8-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 α = .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 (α = .97) and its Detachment and Compartmentalisation subscales (α = .93 and α = 

.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 α 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; Møeller, 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, α = .87, for negative beliefs, α = .88, and for angry rumination, α = .91). The 

MAPS also demonstrated concurrent validity with measures of meta-cognition and 

anger in student, forensic, and mixed clinical samples in separate studies (Møeller, 

2016; Møeller & 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 α = .74, desire for revenge at α = 

.88, anger at the criminal justice system at α = .86, anger at other people at α = .68, and 
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anger at the self at α = .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 (α = .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 (Møeller, 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 
MAPS1 -

.100 

.576 .342 
MAPS2 .736 -

.073 

.547 
MAPS3 .286 .613 .458 
MAPS4 .660 .114 .449 
MAPS5 .207 .592 .394 
MAPS6 .742 .000 .551 
MAPS7 -

.132 

.675 .473 
MAPS8 .771 .054 .597 
MAPS9 .039 .748 .561 
MAPS10 .811 -

.066 

.662 
MAPS11 -

.121 

.753 .582 
MAPS12 .573 .101 .338 
MAPS13 -

.119 

.780 .622 
MAPS14 .770 .000 .592 
MAPS15 -

.001 

.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 
PTAS5 .087 .274 .787 .111 .193 .751 
PTAS6 .099 .346 .802 .108 .159 .810 
PTAS7 .111 .059 .858 .124 .200 .808 
PTAS8 .041 .036 .858 .161 .200 .805 
PTAS9 .939 -.024 .082 .036 .135 .909 
PTAS10 .947 -.010 .084 -.027 .177 .936 
PTAS11 .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 .757 
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 (α = .90). Similarly, the internal consistency for the Arabic 

translation was also excellent (α = .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 (α = .89 for the Detachment subscale, α = .93 for the 

Compartmentalisation subscale, and α = .95 for the total score). Similarly, the Arabic 

translation of the DCI and its factors demonstrated very high internal consistency (α = 

.88 for the Detachment subscale, 

α = .91 for the Compartmentalisation subscale, and α = .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 et al., 2019). 

The English version of the TAQ Betrayal Trauma subscale demonstrated very 

high internal consistency (α = .91), which is comparable to the internal consistency 

reported by the scale’s authors (α = .92; cf. DePrince et al., 2010). However, the Arabic 

translation a adequate reliability (α = .84). 
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The ARSQ also demonstrated very high internal consistency in its English 

version 

(α = .90) and Arabic translation (α = .89), which is higher than the reliability coefficient 

obtained by the scale’s authors (α = .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 (α = 

.86). This finding is further identical to that obtained by the scale’s author (cf. Møeller, 

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 (α = .92), Desire for Revenge also yielded high 

internal consistency 

(α = .90), Anger at Institutions yielded very high internal consistency (α = .96), while 

Anger at Others and Anger at the Self yielded adequate internal consistency (α = .86 and 

α = .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 α = .79, Desire for Revenge had a reliability coefficient of α = 

.87, Anger at Institutions had a reliability coefficient of α = .90, Anger at Others had a 

reliability coefficient of α = .85, and Anger at the Self had a reliability coefficient of α = 

.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 α = .88. Similar results were obtained for the 

total scale score of the English version (α = .90) and its Arabic translation (α = .85) in 

this Lebanese sample. 
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Table 3 

Internal Consistency of the Study Questionnaires 

Scale and Subscale 
Cronbach’s α 

for English Version 
Cronbach’s α 

for Arabic 
Translation 

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 

Anger 

.86 .86 9 
Positive Beliefs about 

Anger 

.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. 
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Table 4 

Descriptive Statistics for the Main Study Variables 

Variable N Min Max M SD Mdn Skew Kurtosis 
Dissociative 

Psychopathology 

155 0.10 6.85 2.36 1.52 1.95 0.96 0.30 
Average Therapy Duration 64 0.05 6.00 1.27 1.44 0.71 1.73 2.90 
Financial Distress 155 1.00 5.00 2.87 0.90 2.88 0.10 -0.62 
Cumulative CM 

(Occurrence) 

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 

Anger 

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 0.46 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 5.42 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 2.41 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 Impact 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 

(SD = 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) 155 0.00 5.00 1.42 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 4.91 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) 155 0.00 4.00 0.72 0.84 1.00 1.23 1.48 
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 5.42 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) 155 0.00 5.00 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.
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Table 9 

Pearson’s Correlations for Main Study Variables 

 1 2 3 4 5 6 7 8 9 10 11 
1. Dissociative 

Psychopathology 

—           
2. Financial Distress .363* —          
3. Cumulative CM 

(Occurrence) 

.207 .156 —         
4. Cumulative CM 

(Onset) 

.139 .036 -

.346* 

—        
5. Cumulative CM 

(Duration) 

-.009 -.014 .081 -

.659* 

—       
6. Cumulative CM 

(Impact) 

.186* .098 .388* -.162 .108 —      
7. Betrayal 

(Awareness/Appraisal) 

.309* .079 .419* -.016 .038 .431* —     
8. Negative Beliefs 

about Anger 

.394* .058 .108 -.081 .064 .187* .175* —    
9. Anger at the 

Perpetrator 

.201* .134 .309* -.091 .046 .399* .605* .142 —   
10. Anger at the Self .284* .051 .346* -

.174* 

.108 .363* .349* .339* .380* —  
11. Maltreatment-

Related Shame 

.308* .101 .453* -

.202* 

.157 .480* .438* .308* .363* .548* — 
Note. * p < .05 when Bootstrapped 95%CIlower ∩ 95%CIupper ≠ 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 r = 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, R2 = .383, F(10, 125) = 7.771, p < .001; adjusted R2 = .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 

R2 of .093, F(4, 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 R2 of .158, F(5, 125) = 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 Β Bias β Β Bias β Β Bias β 

FD 0.63** 0.012 0.36 0.54** 0.009 0.31 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 0.20 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 

          

          

R2 0.132   0.225   0.383   

F 20.40**   7.55**   7.77**   

ΔR2 0.132   0.093   0.158   

ΔF 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 (β = 0.30, p < .001; 95% 

CI: 0.237, 0.803), Age at Onset (β = 0.32, p < 0.05; 95% CI: 0.042, 0.188), and 

Negative Beliefs about Anger (β = 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. 

  



 

 72 

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 et al., 2019; Perona-Garcelán et al., 2021; Murphy, 1994; 

Putnam, et 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 et 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 et 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, 



 

 76 

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 et 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 et al., 

2013). Similarly, Schalinski et 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-



 

 77 

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. 

 

 

  



 

 78 

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; Näring & 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 I 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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APPENDIX A 

Call for Participation (Community Sample)
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Call for Participation (Community Sample), in English 
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Call for Participation (Community Sample), in Arabic 
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APPENDIX B 

Call for Participation (Student Sample)
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Call for Participation (Student Sample), in English 

 

 

  



 

 90 

Call for Participation (Student Sample), in Arabic 
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APPENDIX C 

Informed Consent Form (Community Sample)
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Informed Consent Form (Community Sample), in English – Page 1 of 2 
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Informed Consent Form (Community Sample), in English – Page 2 of 2 
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Informed Consent Form (Community Sample), in Arabic – Page 1 of 2 
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Informed Consent Form (Community Sample), in Arabic – Page 2 of 2 
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APPENDIX D 

Informed Consent Form (Student Sample)



 

 101 

Informed Consent Form (Student Sample), in English – Page 1 of 2 
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Informed Consent Form (Student Sample), in English – Page 2 of 2 
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Informed Consent Form (Student Sample), in Arabic – Page 1 of 2 
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Informed Consent Form (Student Sample), in Arabic – Page 2 of 2 
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APPENDIX E 

Debriefing Form (Community Sample)
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Debriefing Form (Community Sample), in English – Page 1 of 3 
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Debriefing Form (Community Sample), in English – Page 2 of 3
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Debriefing Form (Community Sample), in English – Page 3 of 3 
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Debriefing Form (Community Sample), in Arabic – Page 1 of 3 
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Debriefing Form (Community Sample), in Arabic – Page 2 of 3 
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Debriefing Form (Community Sample), in Arabic – Page 3 of 3 
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APPENDIX F 

Debriefing Form (Student Sample)
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Debriefing Form (Student Sample), in English – Page 1 of 2 
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Debriefing Form (Student Sample), in English – Page 2 of 2 



 

 126 



 

 127 

Debriefing Form (Student Sample), in Arabic – Page 1 of 2 
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Debriefing Form (Student Sample), in Arabic – Page 2 of 2 
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APPENDIX G 

Demographic Questionnaire 
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Demographic Questionnaire – English 
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Demographic Questionnaire – Arabic 
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APPENDIX H 

InCharge Financial Distress/Financial Well-being Scale  
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InCharge Financial Distress/Financial Well-being Scale – English 
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InCharge Financial Distress/Financial Well-being Scale – Arabic 
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APPENDIX I 

Detachment and Compartmentalisation Inventory 
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Detachment and Compartmentalisation Inventory – English 
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Detachment and Compartmentalisation Inventory – Arabic 
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APPENDIX J 

Traumatic Experiences Checklist 
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Traumatic Experiences Checklist – English 
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Traumatic Experiences Checklist – English 
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Traumatic Experiences Checklist – English 
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Traumatic Experiences Checklist – English 
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Traumatic Experiences Checklist – Arabic 
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Traumatic Experiences Checklist – Arabic 
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Traumatic Experiences Checklist – Arabic 
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Traumatic Experiences Checklist – Arabic 
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APPENDIX K 

Trauma Appraisals Questionnaire – Betrayal Subscale
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Trauma Appraisals Questionnaire – Betrayal Subscale – English 
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Trauma Appraisals Questionnaire – Betrayal Subscale – Arabic 
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APPENDIX L 

Abuse-Related Shame Questionnaire 
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Abuse-Related Shame Questionnaire – English 
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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 
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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 
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Post-Traumatic Anger Scale – Arabic 
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APPENDIX O 

Figure 1: Differences of Dissociative Psychopathology across Samples 
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APPENDIX P 

Figure 2: Differences of Dissociative Psychopathology across Diagnostic Statuses 
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APPENDIX Q 

Figure 3: Scatter Plot of Studentised Residuals by Unstandardised Predicted 

Values 
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APPENDIX R 

Figure 4: Partial Regression of Dissociative Psychopathology by Financial Distress 
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APPENDIX S 

Figure 5: Partial Regression of Dissociative Psychopathology 

by Cumulative Childhood Maltreatment (Occurrence) 
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APPENDIX T 

Figure 6: Partial Regression of Dissociative Psychopathology 

by Cumulative Childhood Maltreatment (Onset) 
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APPENDIX U 

Figure 7: Partial Regression of Dissociative Psychopathology 

by Cumulative Childhood Maltreatment (Duration) 
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APPENDIX V 

Figure 8: Partial Regression of Dissociative Psychopathology 

by Cumulative Childhood Maltreatment (Impact) 
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APPENDIX W 

Figure 9: Partial Regression of Dissociative Psychopathology by Betrayal 

Awareness 
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APPENDIX X 

Figure 10: Partial Regression of Dissociative Psychopathology 

by Negative Beliefs about Anger 
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APPENDIX Y 

Figure 11: Partial Regression of Dissociative Psychopathology 

by Anger at the Perpetrator 
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APPENDIX Z 

Figure 12: Partial Regression of Dissociative Psychopathology 

by Anger at the Self 
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APPENDIX AA 

Figure 13: Partial Regression of Dissociative Psychopathology 

by Maltreatment-Related Shame 

 

 

 

 

  



 

 176 

REFERENCES 

 

Agnew-Blais, J., & Danese, A. (2016). Childhood maltreatment and unfavourable 

clinical outcomes in bipolar disorder: A systematic review and meta-analysis. The 

Lancet Psychiatry, 3(4), 342–349. 

Allen, J. G. (2001). Traumatic relationships and serious mental disorders. John Wiley 

& Sons. 

American Psychiatric Association (1994). Diagnostic and statistical manual of mental 

disorders (4th ed.; DSM–IV). American Psychiatric Publishing. 

American Psychiatric Association (2013). Diagnostic and statistical manual of mental 

disorders (5th ed.; DSM–5). American Psychiatric Publishing. 

Angelakis, I., Gillespie, E. L., & Panagioti, M. (2019). Childhood maltreatment and 

adult suicidality: A comprehensive systematic review with meta-

analysis. Psychological Medicine, 49(7), 1057–1078. 

Antunes, A., Frasquilho, D., Azeredo-Lopes, S., Silva, M., Cardoso, G., & Caldas-de-

Almeida, J. M. (2019). Changes in socioeconomic position among individuals 

with mental disorders during the economic recession in Portugal: A follow-up of 

the National Mental Health Survey. Epidemiology and psychiatric sciences, 28(6), 

638–643. 

Bailey, T., Alvarez-Jimenez, M., Garcia-Sanchez, A. M., Hulbert, C., Barlow, E., & 

Bendall, S. (2018). Childhood trauma is associated with severity of hallucinations 

and delusions in psychotic disorders: A systematic review and meta-

analysis. Schizophrenia Bulletin, 44(5), 1111–1122. 



 

 177 

Baldwin, J. R., Reuben, A., Newbury, J. B., & Danese, A. (2019). Agreement between 

prospective and retrospective measures of childhood maltreatment: a systematic 

review and meta-analysis. JAMA Psychiatry, 76(6), 584–593. 

Baumeister, D., Akhtar, R., Ciufolini, S., Pariante, C. M., & Mondelli, V. (2016). 

Childhood trauma and adulthood inflammation: A meta-analysis of peripheral C-

reactive protein, interleukin-6 and tumour necrosis factor-α. Molecular 

Psychiatry, 21(5), 642–649. 

Bernstein, R. E., & Freyd, J. J. (2014). Trauma at home: How betrayal trauma and 

attachment theories understand the human response to abuse by an attachment 

figure. Attachment, 8(1), 18–41. 

Boyer, P., & Bergstrom, B. (2011). Threat-detection in child development: An 

evolutionary perspective. Neuroscience & Biobehavioural Reviews, 35(4), 1034–

1041. 

Brand, B. L., & Loewenstein, R. J. (2014). Does phasic trauma treatment make patients 

with dissociative identity disorder treatment more dissociative? Journal of 

Trauma & Dissociation, 15(1), 52–65. 

Brand, B. L., Classen, C. C., McNary, S. W., & Zaveri, P. (2009). A review of 

dissociative disorders treatment studies. The Journal of Nervous and Mental 

Disease, 197(9), 646–654. 

Brand, B. L., McNary, S. W., Myrick, A. C., Classen, C. C., Lanius, R., Loewenstein, R. 

J., Pain, C., & Putnam, F. W. (2013). A longitudinal naturalistic study of patients 

with dissociative disorders treated by community clinicians. Psychological 

Trauma, 5(4), 301–308. 



 

 178 

Briere, J. N., Dietrich, A. M., & Semple, R. J. (2016). Dissociative complexity: 

Antecedents and clinical correlates of a new construct. Psychological Trauma, 

8(5), 577–584. 

Brown, R. J. (2002). The cognitive psychology of dissociative states. Cognitive 

Neuropsychiatry, 7(3), 221–235. 

Brown, R. J. (2006). Different types of “dissociation” have different psychological 

mechanisms. Journal of Trauma & Dissociation, 7(4), 7–28. 

Bunea, I. M., Szentágotai-Tătar, A., & Miu, A. C. (2017). Early-life adversity and 

cortisol response to social stress: A meta-analysis. Translational Psychiatry, 7, 

1274. 

Butler, C., Dorahy, M. J., & Middleton, W. (2019). The Detachment and 

Compartmentalization Inventory (DCI): An assessment tool for two potentially 

distinct forms of dissociation. Journal of Trauma & Dissociation, 20(5), 526–547. 

Cardeña, E. (1994). The domain of dissociation. In S. J. Lynn, & J. W. Rhue (Eds.), 

Dissociation: Clinical and theoretical perspectives (pp. 15–31). Guilford Press. 

Carlson, E. B., & Putnam, F. W. (1993). An update on the Dissociative Experiences 

Scale. Dissociation, 6(1), 16–27. 

Caslini, M., Bartoli, F., Crocamo, C., Dakanalis, A., Clerici, M., & Carrà, G. (2016). 

Disentangling the association between child abuse and eating disorders: A 

systematic review and meta-analysis. Psychosomatic Medicine, 78(1), 79–90. 

Chiu, C. D., Tseng, M. C. M., Chien, Y. L., Liao, S. C., Liu, C. M., Yeh, Y. Y., & Hwu, 

H. G. (2015). Cumulative traumatization associated with pathological dissociation 

in acute psychiatric inpatients. Psychiatry Research, 230(2), 406–412. 



 

 179 

Chwartzmann-Halpern, S., Barreto-Schuch, F., Nichterwitz-Scherer, J., Orgler-Sordi, A., 

Pachado, M., Dalbosco, C., Fata, L., Pechansky, F., Kessler, F., & von Diemen, L. 

(2018). Child maltreatment and illicit substance abuse: A systematic review and 

meta‐analysis of longitudinal studies. Child Abuse Review, 27(5), 344–360. 

Cicchetti, D., & Rogosch, F. A. (2012). Gene× Environment interaction and resilience: 

Effects of child maltreatment and serotonin, corticotropin releasing hormone, 

dopamine, and oxytocin genes. Development and Psychopathology, 24(2), 411–

427. 

Clark, F. C. (1995). Anger and its disavowal in shame-prone people. Transactional 

Analysis Journal, 25(2), 129–132. 

Clark, K. R. (1993). Season of light/season of darkness: The effects of burying and 

remembering traumatic sexual abuse on the sense of self. Clinical Social Work 

Journal, 21(1), 25–43. 

Corrigan, F. M. (2014). The clinical sequelae of dysfunctional defence responses: 

Dissociative amnesia, pain and somatisation, emotional motor memory, and 

interoceptive loops. In 

U. F. Lanius, S. L. Paulsen, & F. M. Corrigan (Eds.), Neurobiology and treatment 

of traumatic dissociation: Towards an embodied self (pp. 153–172). Springer 

Publishing Company. 

Darlington, Y. (1996). Escape as a response to childhood sexual abuse. Journal of Child 

Sexual Abuse, 5(3), 77–93. 

Daskalakis, N. P., Bagot, R. C., Parker, K. J., Vinkers, C. H., & de Kloet, E. R. (2013). 

The three-hit concept of vulnerability and resilience: Toward understanding 



 

 180 

adaptation to early-life adversity outcome. Psychoneuroendocrinology, 38(9), 

1858–1873. 

Davenport, D. S. (1991). The functions of anger and forgiveness: Guidelines for 

psychotherapy with victims. Psychotherapy, 28(1), 140–144. 

de Wachter, D., Lange, A., Vanderlinden, J., Pouw, J., & Strubbe, E. (2006). The 

influence of current stress on dissociative experiences: An exploratory study in a 

non-clinical population. Journal of Trauma & Dissociation, 7(1), 87–96. 

Dell, P. F. (2006). The Multidimensional Inventory of Dissociation (MID): A 

comprehensive measure of pathological dissociation. Journal of Trauma & 

Dissociation, 7(2), 77–106. 

DePrince, A. P., Chu, A. T., & Pineda, A. S. (2011). Links between specific post-trauma 

appraisals and three forms of trauma-related distress. Psychological Trauma, 3(4), 

430–441. 

Diemer, M. A., Mistry, R. S., Wadsworth, M. E., López, I., & Reimers, F. (2013). Best 

practices in conceptualizing and measuring social class in psychological 

research. Analyses of Social Issues and Public Policy, 13(1), 77–113. 

Dorahy, M. J. (2006). The dissociative processing style: A cognitive organization 

activated by perceived or actual threat in clinical dissociators. Journal of Trauma 

& Dissociation, 7(4), 29–53. 

Dorahy, M. J. (2017). Shame as a compromise for humiliation and rage in the internal 

representation of abuse by loved ones: Processes, motivations, and the role of 

dissociation. Journal of Trauma & Dissociation, 18(3), 383–396. 



 

 181 

Dorahy, M. J., McKendry, H., Scott, A., Yogeeswaran, K., Martens, A., & Hanna, D. 

(2017). Reactive dissociative experiences in response to acute increases in shame 

feelings. Behaviour Research and Therapy, 89, 75–85. 

Durham, T. A., Byllesby, B. M., Elhai, J. D., & Wang, L. (in press). Latent profile 

analysis of PTSD and dissociation, and relations with anger. Current Psychology, 

1–8. 

Dutra, L., Bureau, J. F., Holmes, B., Lyubchik, A., & Lyons-Ruth, K. (2009). Quality of 

early care and childhood trauma: A prospective study of developmental pathways 

to dissociation. The Journal of Nervous and Mental Disease, 197(6), 383–399. 

Economic and Social Commission for Western Asia (2020). Poverty in Lebanon: 

Solidarity is vital to address the impact of multiple overlapping shocks (Report 

No. E/ESCWA/2020/Policy Brief.15). Beirut, Lebanon: United Nations, 

Economic and Social Commission for Western Asia. 

El-Ghossain, T., Bott, S., Akik, C., Ghattas, H., & Obermeyer, C. M. (2019). Prevalence 

of key forms of violence against adolescents in the Arab Region: A systematic 

review. Journal of Adolescent Health, 64(1), 8–19. 

Farina, B., & Imperatori, C. (2017). What if dissociation were a psychopathological 

dimension related to trauma? Neuropsychiatric Disease and Treatment, 13, 409–

410. 

Farina, B., & Liotti, G. (2013). Does a dissociative psychopathological dimension exist? 

A review on dissociative processes and symptoms in developmental trauma 

spectrum disorders. Clinical Neuropsychiatry, 10(1), 11–18. 



 

 182 

Farina, B., Liotti, M., & Imperatori, C. (2019). The role of attachment trauma and 

disintegrative pathogenic processes in the traumatic–dissociative dimension. 

Frontiers in Psychology, 10, Article 933. 

Faul, F., Erdfelder, E., Buchner, A., & Lang, A. G. (2009). Statistical power analyses 

using G* Power 3.1: Tests for correlation and regression analyses. Behaviour 

Research Methods, 41(4), 1149–1160. 

Faul, F., Erdfelder, E., Lang, A.-G., & Buchner, A. (2007). G*Power 3: A flexible 

statistical power analysis program for the social, behavioural, and biomedical 

sciences. Behaviour Research Methods, 39(2), 175–191.Fogelman, N., & Canli, T. 

(2018). Early life stress and cortisol: A meta-analysis. Hormones and 

Behaviour, 98, 63–76. 

Finkelhor, D., & Browne, A. (1985). The traumatic impact of child sexual abuse: A 

conceptualization. American Journal of orthopsychiatry, 55(4), 530–541. 

Finkelhor, D., & Browne, A. (1988). Assessing the long-term impact of child sexual 

abuse: A review and conceptualization. In G. T. Hotaling, D. Finkelhor, J. T. 

Kirkpatrick, & M. A. Straus (Eds.), Family abuse and its consequences: New 

directions in research (pp. 270–284). SAGE Publications, Inc. 

Frasquilho, D., Matos, M. G., Salonna, F., Guerreiro, D., Storti, C. C., Gaspar, T., & 

Caldas-de-Almeida, J. M. (2015). Mental health outcomes in times of economic 

recession: A systematic literature review. BMC Public Health, 16(1), 115. 

Freyd, J. J. (1994). Betrayal trauma: Traumatic amnesia as an adaptive response to 

childhood abuse. Ethics & Behaviour, 4(4), 307–329. 

Freyd, J. J. (1996). Betrayal trauma: The logic of forgetting childhood abuse. Harvard 

University Press. 



 

 183 

Freyd, J. J., & Birrell, P. J. (2013). Blind to betrayal: Why we fool ourselves we aren't 

being fooled. John Wiley & Sons. 

Freyd, J. J., DePrince, A. P., & Gleaves, D. H. (2007). The state of betrayal trauma 

theory: Reply to McNally—Conceptual issues, and future 

directions. Memory, 15(3), 295–311. 

Gagnon, K. L., Lee, M. S., & DePrince, A. P. (2017). Victim–perpetrator dynamics 

through the lens of betrayal trauma theory. Journal of Trauma & 

Dissociation, 18(3), 373–382. 

Gardner, M. J., Thomas, H. J., & Erskine, H. E. (2019). The association between five 

forms of child maltreatment and depressive and anxiety disorders: A systematic 

review and meta-analysis. Child Abuse & Neglect, 96, 104082. 

Gilbert, P. (2007). The evolution of shame as a marker for relationship security. In J. L. 

Tracy, R. W. Robins, & J. P. Tangney (Eds.), The self-conscious emotions: Theory 

and research (pp. 283–309). Guilford Press. 

Goodman, J. B., Freeman, E. E., & Chalmers, K. A. (2019). The relationship between 

early life stress and working memory in adulthood: A systematic review and meta-

analysis. Memory, 27(6), 868–880. 

Gullestad, S. E. (2005). Who is ‘who’ in dissociation? A plea for psychodynamics in a 

time of trauma. The International Journal of Psychoanalysis, 86(3), 639–656. 

Hambleton, R.K. (2005). Issues, designs, and technical guidelines for adapting tests into 

multiple languages and cultures. In R.K. Hambleton, P.F. Merenda, & C.D. 

Spielberger (Eds.), Adapting educational and psychological tests for cross-

cultural assessment (pp.3–38). Lawrence Erlbaum Associates, Inc. 



 

 184 

Hegeman, E., & Wohl, A. (2000). Management of trauma-related affect, defences, and 

dissociative states. In R. H. Klein & V. L. Schermer, (Eds.), Group psychotherapy 

for psychological trauma (pp. 64–88). Guilford Press. 

Hein, T. C., & Monk, C. S. (2017). Research Review: Neural response to threat in 

children, adolescents, and adults after child maltreatment: A quantitative meta‐

analysis. Journal of Child Psychology and Psychiatry, 58(3), 222–230. 

Hillis, S., Mercy, J., Amobi, A., & Kress, H. (2016). Global prevalence of past-year 

violence against children: A systematic review and minimum 

estimates. Paediatrics, 137(3), e20154079. 

Himaya (2015). 2015 statistics report. Retrieved from 

https://www.himaya.org/sites/default/files/report/himaya_stats_2015.pdf 

Himaya (2016). 2016 statistics report. Retrieved from 

https://www.himaya.org/sites/default/files/report/himaya_stats_2016.pdf 

Himaya (2017). 2017 statistics report. Retrieved from 

https://www.himaya.org/sites/default/files/report/himaya%20Statistics%202017%

20-%20English.pdf 

Himaya (2018). 2018 impact report. Retrieved from 

https://www.himaya.org/sites/default/files/report/himaya_impact_report_2018_V4

.pdf 

Himaya (2019). 2019 impact report. Retrieved from 

https://www.himaya.org/sites/default/files/report/himaya_IR_2019_v3%20%282

%29_compressed.pdf 



 

 185 

Holmes, E. A., Brown, R. J., Mansell, W., Fearon, R. P., Hunter, E. C., Frasquilho, F., & 

Oakley, D. A. (2005). Are there two qualitatively distinct forms of dissociation? A 

review and some clinical implications. Clinical Psychology Review, 25(1), 1–23. 

Humphreys, C. L., Rubin, J. S., Knudson, R. M., & Stiles, W. B. (2005). The 

assimilation of anger in a case of dissociative identity disorder. Counselling 

Psychology Quarterly, 18(2), 121–132. 

Irwin, H. J. (1994). Affective predictors of dissociation: I. The case of unresolved 

grief. Dissociation: Progress in the Dissociative Disorders, 7(2), 86–91. 

Irwin, H. J. (1995). Affective predictors of dissociation, III: Affect balance. The Journal 

of Psychology, 129(4), 463–467. 

Irwin, H. J. (1998). Attitudinal predictors of dissociation: Hostility and 

powerlessness. The Journal of Psychology, 132(4), 389–400. 

Irwin, H. J. (1998a). Affective predictors of dissociation II: Shame and guilt. Journal of 

Clinical Psychology, 54(2), 237–245. 

Jakubowski, K. P., Cundiff, J. M., & Matthews, K. A. (2018). Cumulative childhood 

adversity and adult cardiometabolic disease: A meta-analysis. Health 

Psychology, 37(8), 701–715. 

Johnson-Freyd, S., & Freyd, J. J. (2013). Revenge and forgiveness or betrayal 

blindness? Behavioural and Brain Sciences, 36(1), 23–24. 

Kagan, H. (2006). The psychological immune system: A new look at protection and 

survival. Author House. 

Kaiser, H. F. (1974). An index of factorial simplicity. Psychometrika, 39(1), 31–36. 

Kaufman, G. (1996). The psychology of shame: Theory and treatment of shame-based 

syndromes (2nd ed.). Springer Publishing Company. 



 

 186 

Kihlstrom, J. F. (1994). One hundred years of hysteria. In S. J. Lynn, & J. W. Rhue 

(Eds.), Dissociation: Clinical and theoretical perspectives (pp. 365–394). 

Guilford Press. 

Korol, S. (2008). Familial and social support as protective factors against the 

development of dissociative identity disorder. Journal of Trauma & 

Dissociation, 9(2), 249–267. 

Krüger, C., & Fletcher, L. (2017). Predicting a dissociative disorder from type of 

childhood maltreatment and abuser–abused relational tie. Journal of Trauma & 

Dissociation, 18(3), 356–372. 

Lanius, R. A., Boyd, J. E., McKinnon, M. C., Nicholson, A. A., Frewen, P., Vermetten, 

E., Jetly, R., & Spiegel, D. (2018). A review of the neurobiological basis of 

trauma-related dissociation and its relation to cannabinoid-and opioid-mediated 

stress response: A transdiagnostic, translational approach. Current Psychiatry 

Reports, 20, Article 118. 

Lensvelt-Mulders, G., van der Hart, O., van Ochten, J. M., van Son, M. J., Steele, K., & 

Breeman, L. (2008). Relations among peri-traumatic dissociation and post-

traumatic stress: A meta-analysis. Clinical Psychology Review, 28(7), 1138–1151. 

Levine, P. A. (2018). Polyvagal theory and trauma. Clinical applications of the 

polyvagal theory: The emergence of polyvagal-informed therapies (pp. 3–24). W. 

W. Norton & Company. 

Lewis, H. B. (1971). Shame and guilt in neurosis. Psychoanalytic Review, 58(3), 419–

438. 



 

 187 

Lewis, H. B. (1995). Shame, repression, field dependence, and psychopathology. In J. L. 

Singer (Ed.), Repression and dissociation: Implications for personality theory, 

psychopathology, and health (pp. 233–257). University of Chicago Press. 

Lewis, M. (1995). Shame: The exposed self. The Free Press. 

Li, M., D'Arcy, C., & Meng, X. (2016). Maltreatment in childhood substantially 

increases the risk of adult depression and anxiety in prospective cohort studies: 

Systematic review, meta-analysis, and proportional attributable 

fractions. Psychological Medicine, 46(4), 717–730. 

Little, R. J., & Rubin, D. B. (2020). Statistical analysis with missing data. John Wiley & 

Sons. 

Liu, J., Fang, Y., Gong, J., Cui, X., Meng, T., Xiao, B., He, Y., Shen, Y., & Luo, X. 

(2017). Associations between suicidal behaviour and childhood abuse and neglect: 

A meta-analysis. Journal of Affective Disorders, 220, 147–155. 

Liu, R. T. (2019). Childhood maltreatment and impulsivity: A meta-analysis and 

recommendations for future study. Journal of Abnormal Child Psychology, 47(2), 

221–243. 

Liu, R. T., Scopelliti, K. M., Pittman, S. K., & Zamora, A. S. (2018). Childhood 

maltreatment and non-suicidal self-injury: A systematic review and meta-

analysis. The Lancet Psychiatry, 5(1), 51–64. 

Liu, X. S. (2014). Statistical power analysis for the social and behavioural sciences: 

Basic and advanced techniques. Routledge. 

Lo, C. K., Chan, K. L., & Ip, P. (2019). Insecure adult attachment and child 

maltreatment: A meta-analysis. Trauma, Violence, & Abuse, 20(5), 706–719. 



 

 188 

Lyons-Ruth, K., Dutra, L., Schuder, M. R., & Bianchi, I. (2006). From infant attachment 

disorganization to adult dissociation: Relational adaptations or traumatic 

experiences? Psychiatric Clinics, 29(1), 63–86. 

Lyssenko, L., Schmahl, C., Bockhacker, L., Vonderlin, R., Bohus, M., & Kleindienst, N. 

(2017). Dissociation in psychiatric disorders: A meta-analysis of studies using the 

dissociative experiences scale. American Journal of Psychiatry, 175(1), 37–46. 

Maglione, D., Caputi, M., Moretti, B., & Scaini, S. (2018). Psychopathological 

consequences of maltreatment among children and adolescents: A systematic 

review of the G×E literature. Research in Developmental Disabilities, 82, 53–66. 

Martin, C. G., Cromer, L. D., DePrince, A. P., & Freyd, J. J. (2013). The role of 

cumulative trauma, betrayal, and appraisals in understanding trauma 

symptomatology. Psychological Trauma, 5(2), 110–118. 

Matheson, S. L., Shepherd, A. M., Pinchbeck, R. M., Laurens, K. R., & Carr, V. J. 

(2013). Childhood adversity in schizophrenia: A systematic meta-

analysis. Psychological Medicine, 43(2), 225–238. 

Matos, M., & Pinto‐Gouveia, J. (2010). Shame as a traumatic memory. Clinical 

Psychology & Psychotherapy, 17(4), 299–312. 

McCann, I. L., & Pearlman, L. A. (1992). Constructivist self-development theory: A 

theoretical model of psychological adaptation to severe trauma. In D. K. Sakheim 

& S. E. Devine (eds.), Out of darkness: Exploring satanism and ritual abuse (pp. 

185–206). Jossey-Bass, Inc. 

McCrory, E., de Brito, S. A., & Viding, E. (2011). The impact of childhood 

maltreatment: A review of neurobiological and genetic factors. Frontiers in 

Psychiatry, 2, Article 48. 



 

 189 

Mercier, A. R., Masson, M., Bussieres, E. L., & Cellard, C. (2018). Common 

transdiagnostic cognitive deficits among people with psychiatric disorders 

exposed to childhood maltreatment: A meta-analysis. Cognitive 

Neuropsychiatry, 23(3), 180–197. 

Messman‐Moore, T. L., & Bhuptani, P. H. (2017). A review of the long‐term impact of 

child maltreatment on posttraumatic stress disorder and its comorbidities: An 

emotion dysregulation perspective. Clinical Psychology, 24(2), 154–169. 

Møeller, S. B. (2016). The Metacognitive Anger Processing (MAP) Scale: Preliminary 

testing. Behavioural and Cognitive Psychotherapy, 44(4), 504–509. 

Møeller, S. B., & Bech, P. (2019). The Metacognitive Anger Processing (MAP) Scale: 

Validation in a mixed clinical and a forensic in-patient sample. Behavioural and 

Cognitive Psychotherapy, 47(1), 67–80. 

Molendijk, M. L., Hoek, H. W., Brewerton, T. D., & Elzinga, B. M. (2017). Childhood 

maltreatment and eating disorder pathology: A systematic review and dose-

response meta-analysis. Psychological Medicine, 47(8), 1402–1416. 

Morgan III, C. A., Hazlett, G., Wang, S., Richardson Jr, E. G., Schnurr, P., & Southwick, 

S. M. (2001). Symptoms of dissociation in humans experiencing acute, 

uncontrollable stress: a prospective investigation. American Journal of 

Psychiatry, 158(8), 1239–1247. 

Mueller-Pfeiffer, C., Moergeli, H., Schumacher, S., Martin-Soelch, C., Wirtz, G., 

Fuhrhans, C., Hindermann, E, & Rufer, M. (2013). Characteristics of child 

maltreatment and their relation to dissociation, post-traumatic stress symptoms, 

and depression in adult psychiatric patients. Journal of Nervous and Mental 

Disease, 201(6), 471–477. 



 

 190 

Mullen, P. E., Martin, J. L., Anderson, J. C., Romans, S. E., & Herbison, G. P. (1996). 

The long-term impact of the physical, emotional, and sexual abuse of children: A 

community study. Child Abuse & Neglect, 20(1), 7–21. 

Murphy, P. E. (1994). Dissociative experiences and dissociative disorders in a non-

clinical university student group. Dissociation: Progress in the Dissociative 

Disorders, 7(1), 28–34. 

Myrick, A. C., Webermann, A. R., Loewenstein, R. J., Lanius, R., Putnam, F. W., & 

Brand, B. L. (2017). Six-year follow-up of the treatment of patients with 

dissociative disorders. European Journal of Psychotraumatology, 8, Article 

1344080. 

Naal, H., El Jalkh, T., & Haddad, R. (2018). Adverse childhood experiences in 

substance use disorder outpatients of a Lebanese addiction centre. Psychology, 

Health, & Medicine, 23(9), 1137–1144. 

Näring, G., & Nijenhuis, E. R. (2005). Relationships between self-reported potentially 

traumatizing events, psychoform and somatoform dissociation, and absorption, in 

two non-clinical populations. Australian & New Zealand Journal of 

Psychiatry, 39(11–12), 982–988. 

Nathanson, D. L. (1992). Shame and pride: Affect, sex, and the birth of the self. W. W. 

Norton & Company. 

Nemeroff, C. B. (2016). Paradise lost: The neurobiological and clinical consequences of 

child abuse and neglect. Neuron, 89(5), 892–909. 

Nijenhuis, E. R. S. (2014). Dissociation in the DSM–5: Your View S’Il Vous Plaît, 

Docteur Janet? Journal of Trauma & Dissociation, 15(3), 245–253. 



 

 191 

Nijenhuis, E. R. S., van der Hart, O., & Krüger, K. (2002). The psychometric 

characteristics of the Traumatic Experiences Checklist (TEC): First findings 

among psychiatric outpatients. Clinical Psychology & Psychotherapy, 9(3), 200–

210. 

Ogawa, J. R., Sroufe, L. A., Weinfield, N. S., Carlson, E. A., & Egeland, B. (1997). 

Development and the fragmented self: Longitudinal study of dissociative 

symptomatology in a nonclinical sample. Development and 

Psychopathology, 9(4), 855–879. 

Orth, U., & Maercker, A. (2009). Posttraumatic anger in crime victims: Directed at the 

perpetrator and at the self. Journal of Traumatic Stress, 22(2), 158–161. 

Palmier-Claus, J. E., Berry, K., Bucci, S., Mansell, W., & Varese, F. (2016). 

Relationship between childhood adversity and bipolar affective disorder: 

Systematic review and meta-analysis. The British Journal of Psychiatry, 209(6), 

454–459. 

Paquola, C., Bennett, M. R., & Lagopoulos, J. (2016). Understanding heterogeneity in 

grey matter research of adults with childhood maltreatment: A meta-analysis and 

review. Neuroscience & Biobehavioural Reviews, 69, 299–312. 

Pasquini, P., Liotti, G., Mazzotti, E., Fassone, G., Picardi, A., & The Italian Group for 

the Study of Dissociation (2002). Risk factors in the early family life of patients 

suffering from dissociative disorders. Acta Psychiatrica Scandinavica, 105(2), 

110–116. 

Pechtel, P., Lyons-Ruth, K., Anderson, C. M., & Teicher, M. H. (2014). Sensitive 

periods of amygdala development: The role of maltreatment in 

preadolescence. NeuroImage, 97, 236–244. 



 

 192 

Porter, C., Palmier‐Claus, J., Branitsky, A., Mansell, W., Warwick, H., & Varese, F. 

(2020). Childhood adversity and borderline personality disorder: A meta‐

analysis. Acta Psychiatrica Scandinavica, 141(1), 6–20. 

Prawitz, A., Garman, E. T., Sorhaindo, B., O’Neill, B., Kim, J., & Drentea, P. (2006). 

InCharge Financial Distress/Financial Well-being Scale: Development, 

administration, and score interpretation. Journal of Financial Counselling and 

Planning, 17(1), 34–50. 

Putnam, F. W. (1997). Dissociation in children and adolescents: A developmental 

perspective. Guilford Press. 

Putnam, F. W., Carlson, E. B., Ross, C. A., Anderson, G., Clark, P., Torem, M., 

Bowman, E. S., Coons, P., Chu, J. A., Dill, D. L., Loewenstein, R. J., & Braun, B. 

G.  (1996). Patterns of dissociation in clinical and nonclinical samples. The 

Journal of Nervous and Mental Disease, 184(11), 673-679. 

Rafiq, S., Campodonico, C., & Varese, F. (2018). The relationship between childhood 

adversities and dissociation in severe mental illness: A meta‐analytic review. Acta 

Psychiatrica Scandinavica, 138(6), 509–525. 

Rieker, P. P., & Carmen, E. (1986). The victim‐to‐patient process: The disconfirmation 

and transformation of abuse. American Journal of Orthopsychiatry, 56(3), 360–

370. 

Şar, V. (2014). The many faces of dissociation: Opportunities for innovative research in 

psychiatry. Clinical Psychopharmacology and Neuroscience, 12(3), 171–179. 

Şar, V., & Ross, C. (2006). Dissociative disorders as a confounding factor in psychiatric 

research. Psychiatric Clinics of North America, 29(1), 129–144. 



 

 193 

Schalinski, I., Teicher, M. H., Nischk, D., Hinderer, E., Müller, O., & Rockstroh, B. 

(2016). Type and timing of adverse childhood experiences differentially affect 

severity of PTSD, dissociative and depressive symptoms in adult inpatients. BMC 

Psychiatry, 16, Article 295. 

Schimmenti, A. (2018). The trauma factor: Examining the relationships among different 

types of trauma, dissociation, and psychopathology. Journal of Trauma & 

Dissociation, 19(5), 552–571. 

Schimmenti, A., & Caretti, V. (2016). Linking the overwhelming with the unbearable: 

Developmental trauma, dissociation, and the disconnected self. Psychoanalytic 

Psychology, 33(1), 106–128. 

Seligowski, A. V., Lee, D. J., Bardeen, J. R., & Orcutt, H. K. (2015). Emotion regulation 

and posttraumatic stress symptoms: A meta-analysis. Cognitive Behaviour 

Therapy, 44(2), 87–102. 

Soffer-Dudek, N. (2014). Dissociation and dissociative mechanisms in panic disorder, 

obsessive–compulsive disorder, and depression: A review and heuristic 

framework. Psychology of Consciousness, 1(3), 243–270. 

Stein, A. (2011). The utility of contempt. Contemporary Psychoanalysis, 47(1), 80–100. 

Stein, A. (2012). Engendered self-states: Dissociated affect, social discourse, and the 

forfeiture of agency in battered women. Psychoanalytic Psychology, 29(1), 34–58. 

Steine, I. M., Winje, D., Krystal, J. H., Bjorvatn, B., Milde, A. M., Grønli, J., Nordhus, 

I. H., & Pallesen, S. (2017). Cumulative childhood maltreatment and its dose-

response relation with adult symptomatology: Findings in a sample of adult 

survivors of sexual abuse. Child Abuse & Neglect, 65, 99–111. 



 

 194 

Stout, M. (2002). The myth of sanity: Divided consciousness and the promise of 

awareness. Penguin Books. 

Tabachnick, B. G., Fidell, L. S., & Ullman, J. B. (2013). Multiple regression. In Using 

multivariate statistics (6th ed., pp. 117–196). Pearson Education. 

Tangney, J. P. (1996). Conceptual and methodological issues in the assessment of shame 

and guilt. Behaviour Research and Therapy, 34(9), 741–754. 

Teicher, M. H., Anderson, C. M., Ohashi, K., Khan, A., McGreenery, C. E., Bolger, E. 

A., Rohan, M. L., & Vitaliano, G. D. (2018). Differential effects of childhood 

neglect and abuse during sensitive exposure periods on male and female 

hippocampus. NeuroImage, 169, 443–452. 

Teicher, M. H., Samson, J. A., Anderson, C. M., & Ohashi, K. (2016). The effects of 

childhood maltreatment on brain structure, function and connectivity. Nature 

Reviews Neuroscience, 17(10), 652–666. 

The jamovi Project (2020). jamovi (Version 1.6) [Computer Software]. Retrieved from 

https://www.jamovi.org. 

Usta, J., Farver, J. M., & Danachi, D. (2013). Child maltreatment: The Lebanese 

children's experiences. Child, 39(2), 228–236. 

van der Hart, O., & Dorahy, M. J. (2009). History of the concept of dissociation. In P. F. 

Dell & J. A. O'Neil (Eds.), Dissociation and the dissociative disorders: DSM-V 

and beyond (pp. 3–26). Routledge. 

van der Hart, O., & Horst, R. (1989). The dissociation theory of Pierre Janet. Journal of 

Traumatic Stress, 2(4), 397–412. 



 

 195 

van der Hart, O., & Rydberg, J. A. (2019). Vehement emotions and trauma-generated 

dissociation: A Janetian perspective on integrative failure. European Journal of 

Trauma & Dissociation, 3(3), 191–201. 

van der Hart, O., Nijenhuis, E. R. S., & Steele, K. (2006). Introduction. In The haunted 

self (pp. 1–22). W. W. Norton & Company. 

van der Kolk, B. A., & Fisler, R. (1995). Dissociation and the fragmentary nature of 

traumatic memories: Overview and exploratory study. Journal of Traumatic 

Stress, 8(4), 505–525. 

van IJzendoorn, M. H., & Schuengel, C. (1996). The measurement of dissociation in 

normal and clinical populations: Meta-analytic validation of the Dissociative 

Experiences Scale (DES). Clinical Psychology Review, 16(5), 365–382. 

Vonderlin, R., Kleindienst, N., Alpers, G. W., Bohus, M., Lyssenko, L., & Schmahl, C. 

(2018). Dissociation in victims of childhood abuse or neglect: A meta-analytic 

review. Psychological Medicine, 48(15), 2467–2476. 

Wang, Z. Y., Hu, M., Yu, T. L., & Yang, J. (2019). The relationship between childhood 

maltreatment and risky sexual behaviours: A meta-analysis. International Journal 

of Environmental Research and Public Health, 16(19), 3666. 

Wegman, H. L., & Stetler, C. (2009). A meta-analytic review of the effects of childhood 

abuse on medical outcomes in adulthood. Psychosomatic Medicine, 71(8), 805–

812. 

Wells, A. (2001). Emotional disorders and metacognition: Innovative cognitive therapy. 

John Wiley & Sons. 



 

 196 

Wells, A., & Cartwright-Hatton, S. (2004). A short form of the metacognitions 

questionnaire: properties of the MCQ–30. Behaviour Research and 

Therapy, 42(4), 385–396. 

Williams, K. E., Chambless, D. L., & Ahrens, A. (1997). Are emotions frightening? An 

extension of the fear of fear construct. Behaviour Research and Therapy, 35(3), 

239–248. 

Winer, D. (1978). Anger and dissociation: A case study of multiple personality. Journal 

of Abnormal Psychology, 87(3), 368–372. 

World Health Organization. (1999). Report of the consultation on child abuse 

prevention, 29–31 March 1999 (Report No. WHO/HSC/PVI/99.1). United 

Nations, World Health Organization. 

Young, L. (1992). Sexual abuse and the problem of embodiment. Child Abuse & 

Neglect, 16(1), 89–100. 

Zlotnick, C., Begin, A., Shea, M. T., Pearlstein, T., Simpson, E., & Costello, E. (1994). 

The relationship between characteristics of sexual abuse and dissociative 

experiences. Comprehensive Psychiatry, 35(6), 465–470. 

Zoellner, L. A., Sacks, M. B., & Foa, E. B. (2007). Dissociation and serenity 

induction. Journal of Behaviour Therapy and Experimental Psychiatry, 38(3), 252–262. 


