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ABSTRACT

THE RELATION OF CHILDHOOD TRAUMA AND ATTACHMENT
DIMENSIONS WITH PSYCHOTIC LIKE EXPERIENCES AND SUBCLINICAL

PSYCHIATRIC SYMPTOMS IN NON-CLINICAL SAMPLE

Ustamehmetoglu, Feyzan
M.A., Clinical Psychology

Thesis Supervisor: Assist. Prof. Dr. Oya Mortan Sevi

May 2019, 101 pages

Psychotic-like experiences are very common in the healthy population of
society and can be seen without being clinically diagnosed. Besides, there are
findings that these individuals may develop psychotic illness in the future. Moreover,
psychotic symptoms may be accompanied by subclinical psychiatric symptoms.
Therefore, many studies have emphasized the relationship between psychotic-like
experiences, childhood trauma, and attachment dimensions (model of self and
others). The purpose of this study was examining the relationship between five sub-
dimensions of childhood trauma (emotional abuse, physical abuse, sexual abuse,
emotional neglect and physical neglect), two dimensions of attachment (model of
self nnd others), three sub-dimensions of psychotic-like experiences (positive,

negative, and depressive) and nine sub-dimensions of subclinical psychiatric



symptoms (anxiety, depression, hostility, interpersonal sensitivity, obsessive-
compulsion, paranoid thoughts, phobic anxiety, psychoticism and somatization). In
order to investigate the relationship between these variables, Community Assessment
of Psychic Experiences, Symptom Assessment, Childhood Trauma Questionnaire,
and Relationship Questionnaire were used as assessment tools. As an important note,
in relationship questionnaire which consisting of four paragraphs related to four
attachment styles (secure, preoccupied, dismissing and fearful attachment), among
those four categories, the highest scores of participants were assigned to one of these
attachment styles. In this study, these attachment styles were used of both for
grouping secure and insecure attachment styles (preoccupied, dismissing and fearful)
and for the formation of model of self and others. In this study, it was assumed that
early childhood traumas and attachment dimensions would predict subclinical
psychiatric symptoms and psychotic-like experiences. The sample was compromised
of 412 participants (M= 28.79, SD= 9.50) between the ages of 17-65. As a result of
the study, significant correlations were found among the variables of the study.
Individuals who have high score on childhood trauma and low score on model of self
and other also have high score on subclinical psychiatric symptoms and psychotic-
like experiences. It was also confirmed by the study that high scores on emotional
abuse and low scores on two dimensions of attachment (model of self and others)
significantly predict high scores on psychotic-like experiences and subclinical
psychiatric symptoms. Furthermore, significant differences were also found between
individuals with secure and insecure attachment styles in terms of subclinical
psychiatric symptoms and psychotic-like experiences scores. The results were
discussed in the light of previous research and future directions were proposed for

subsequent studies.



Keywords: Psychotic-like experiences, subclinical psychiatric symptoms, childhood

trauma, attachment styles, attachment dimensions

Vi



(074

COCUKLUK TRAVMASI VE BAGLANMA BOYUTLARININ PSIKOZ
BENZERI YASANTILAR VE ESIK ALTI PSIKIYATRIK BELIRTILER iLE

ILISKISI

Ustamehmetoglu, Feyzan
Yiiksek Lisans, Klinik Psikoloji

Tez Yoneticisi: Dr. Ogretim Uyesi Oya Mortan Sevi

Mayis 2019, 101 sayfa

Psikoz-benzeri yasantilar toplumun saglikli kesiminde olduk¢a yaygindir ve
klinik olarak tan1 alinmadan da goriilebilmektedir. Ayrica, bu bireylerin ilerleyen
zamanlarda psikotik bozukluk gelistirebildigine dair bulgular mevcuttur. Buna ek
olarak, esik alt1 psikiyatrik belirtiler, psikotik semptomlara eslik edebilmektedir.
Buna bagli olarak, bir¢ok arastirma psikoz benzeri yasantilarin ¢ocukluk ¢agi
travmasi ve baglanma boyutlar1 (benlik ve baskalar1 modeli) ile olan iligkisini
vurgulamistir. Bu arastirmanin amaci ¢ocukluk ¢agi travmasmin bes alt boyutu
(duygusal istismar, fiziksel istismar, cinsel istismar, duygusal ihmal ve fiziksel
ihmal), baglanmanin iki boyutu (benlik ve baskalart modeli) ile psikoz benzeri
yasantilarinin {i¢ alt boyutu (pozitif, negatif ve depresif) ve esik alt1 psikiyatrik

belirtilerinin dokuz ayr1 alt boyutu (kaygi, depresyon, o6tke ve diismanlik, kisilerarasi

Vi



duyarlilik, obsesif kompulsif belirtiler, paranoyaya ait diisiinceler, korku, psikotizm
ve somatizasyon) arasindaki iliskiyi incelemektedir. Bu degiskenler arasindaki
iliskiyi incelemek adina, 6lgme araglar1 olarak Toplumda Psisik Yasantilar Olcegi,
Semptom Degerlendirme Olgegi, Cocukluk Cagi1 Ruhsal Travma Olgegi ve Iliskiler
Olgegi kullanilmigtir. Onemli bir not olarak, dort baglanma stiliyle (giivenli, kaygils,
kacman ve korkulu baglanma) ilgili dort ayr1 paragraftan olusan iligkiler 6l¢eginde,
dort kategori arasinda en ytiksek skor alan kisiler bu dort ayr1 baglanma stilinden
birine atanmustir. Bu ¢alismada bu baglanma stilleri hem giivenli ve giivenli olmayan
baglanma stillerini (kaygili, kagman ve korkulu) gruplamada hem de kendilik-modeli
ve bagkalar1 modelinin olusturulmasi i¢in kullanilmistir. Arastirmada, cocukluk cagi
travmasinin ve baglanma boyutlarinin, esik alt1 psikiyatrik belirtileri ve psikoz
benzeri yasantilar1 yordayacagi varsayilmistir. Orneklem, 17-65 yas arasinda toplam
412 katiimcidan (M= 28.79, SD= 9.50) olusmaktadir. Arastirmanin sonucunda,
calismanin degiskenleri arasinda anlamli iligkiler bulunmustur. Cocukluk travma
skorlar1 yiiksek olan ve benlik ve baskalar1 modeli skorlar1 diisiik olan bireylerin esik
alt1 psikiyatrik belirtiler ve psikotik benzeri yasantilar1 da skorlar1 yiiksek ¢ikmistir.
Ayrica calisma tarafindan, duygusal istismarda alinan yiiksek skorlarin ve
baglanmanin iki boyutunda (benlik ve bagkalar1 modeli) alinan diisiik skorlarin
psikotik benzeri yasantilar ve esik alt1 psikiyatrik belirtilerde alinan yiiksek skorlar1
yordadig1 dogrulanmistir. Buna ek olarak, gilivenli ve giivensiz baglanma stiline sahip
bireylerin arasinda esik alt1 psikiyatrik belirtiler ve psikoz-benzeri yasantilar skorlar1
acgisindan anlamli farkliliklar bulunmustur. Bulunan sonuglar, 6nceki arastirmalar

1s181nda tartisilmis ve gelecek calismalar i¢in Oneriler sunulmustur.
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Anahtar kelimeler: Psikoz benzeri yasantilar, esik alt1 psikiyatrik belirtiler, ¢ocukluk

cag1 travmasi, baglanma stilleri, baglanma boyutlar1
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CHAPTER 1

INTRODUCTION

1.1. Psychotic-like Experiences and Subclinical Psychiatric Symptoms in

Non-Clinical Sample

1.1.1. Psychosis Continuum and The Concept of Psychotic-like Experiences

Psychotic-like experiences are manifestations which resemble positive and
negative symptoms of psychosis (DeRosse & Karlsgodt, 2015; Kaymaz & van Os,
2010). These experiences are also called subclinical psychotic symptoms; however,
these symptoms do not meet the diagnostic criteria of a psychotic disorder (Kelleher

& Cannon, 2011).

According to fully dimensional model, psychotic experiences can be seen in
both clinical and non-clinical population and these experiences are existed along a
continuum from subclinical psychotic expressions to clinically significant psychotic
symptoms (DeRosse & Karlsgodt, 2015). For example, people can have symptoms of
psychosis (hallucinations and delusions) without getting diagnosed with a clinically

significant psychiatric disorder (Van Os, Linscott, Myin-Germeys, Delespaul,



Krabbendam, 2009). Notably, apart from psychotic-like experiences (PLE), the main
concepts of dimensional approach are also defined as a high-risk state, psychosis

proneness, and schizotypy.

The prevalence of these subclinical psychotic symptoms is very common in
the general population. For example, Van Os and colleagues (2009) demonstrated
that the prevalence rate of PLE was changing between 5% and 8% in a healthy
population. On the other hand, a meta-analysis study by Linscott & van Os (2013)
reported that the prevalence of psychotic experiences in the general population is
7.2%. Moreover, most recently Binbay, Misir & Onrat Ozsoydan (2017) found that
one in every four people has at least one psychotic-like experiences in Turkish
healthy population. More specifically, a study also showed that paranoid thinking
and hallucinations were widely distributed with 20-30% rate in the non-clinical

sample (Moritz, Goritz, McLean, Westermann & Brodbeck, 2017).

There are many shreds of evidence which support the continuity of
subclinical symptoms to clinically significant psychosis. First, the literature shows
that the demographic characteristics of both healthy and patient groups have
similarities. Secondly, both psychotic disorders and subclinical psychotic symptoms
have common etiological risk factors (van Os et al., 2009). Thirdly, there is an
overlap between psychosis continuum in genetic, family-based and brain imaging

studies (DeRosse & Karlsgodt, 2015).

Furthermore, Van Os and colleagues (2009) proposed a model called

proneness-persistence- impairment to explain psychotic experiences in a continuous



range. According to this model, there is a continuum which has the least severe and
most severe end. Least severe end corresponds psychotic experiences which is short-
dated and reduced level symptoms of psychosis in the general population, whereas
the most severe end of the continuum was described as psychotic disorders which
cause clinically significant impairment and distress. Psychotic-like experiences were
in between these two ends and were also considered as subclinical symptoms (Oh,
DeVylder, & Chen, 2014). Therefore, psychosis phenomenon can be investigated
based on the severity, frequency, and persistence of symptoms in both clinical and

healthy individuals (van Os & Linscott, 2012).

Longitudinal studies showed that subclinical psychotic symptoms frequently
predict the onset of later psychiatric disorders. Moreover, psychotic experiences may
also represent a risk factor for the development of psychotic disorders (Linscott &
van Os, 2013). For example, in one of the longitudinal studies, Poulton and
colleagues (2000) found that around 1,037 children, 25 % of children with psychotic
experiences at age 11 were clinically diagnosed with a schizophreniform disorder at
age 26. Similarly, in the general adult population, Hanssen, Bak, Bijl, Vollebergh &
Van Os (2005) discovered that 8% of individuals who report psychotic-like
experiences developed clinically significant psychosis 2 years later. Moreover, the
prevalence of subclinical psychotic experiences may increase the chance of
developing the psychotic disorder in a dose-response relationship (Dominguez,
Wichers, Lieb, Wittchen & van Os, 2011). Likewise, Hanssen and colleagues (2005)
also reported that having a greater number of symptoms may cause a greater risk for
developing a psychotic disorder. These findings also support the continuity

assumption between subclinical and clinically significant psychotic symptoms.



Recent studies on psychosis emphasize the importance of subclinical
psychotic symptoms in the context of developing psychosis, early detection and
possible intervention techniques (Unterrassner, 2018). Furthermore, examining
subclinical psychosis diminish possible confounding factors while understanding the
etiological mechanism of psychosis (Kwapil & Barrantes-Vidal, 2012). In light of
this information, subclinical psychosis seems to be a suitable concept to study for

both research and clinical purposes.

1.1.2. Subclinical Psychiatric Symptoms and Their Relations with Psychotic-like

Experiences

The trans-diagnostic approach proposes that both subclinical and clinical
symptoms of different psychopathological symptoms may cross developmentally
(van Os and Reininghaus, 2016). Nevertheless, psychotic symptoms show
comorbidity with other psychopathological symptoms (van Os, Hanssen, Bijl &
Ravelli, 2000). As an example, positive symptoms of psychosis (hallucinations and
delusions) also subtly occurred in affective disorders like depression and anxiety

(Wigman et al., 2012).

Van Os (2015) proposed that there is an interplay between
psychopathological diagnoses in terms of sharing symptomology. For instance, when
affective symptoms (manic symptoms) are more severe and negative symptoms
(psychotic symptoms) are fewer, the patient may be diagnosed with bipolar disorder
(Unterrassner, 2018). Furthermore, Kessler and colleagues (2005) suggest that most

individuals with non-affective psychotic disorder have also other psychiatric



symptoms. Subclinical psychosis also has co-occurring disorders like anxiety,
depressive, bipolar disorder, obsessive-compulsive disorder and social phobia

(Rossler et al., 2011; Wigman et al., 2012).

All these findings suggest that continuity also exists between different
psychopathologies. Therefore, studies which examine the etiology of psychosis are
required to investigate the relationship between psychosis phenomenon and other

symptomology of different psychological disorders.

1.2.  Childhood Trauma

Trauma is characterized by both negative experiences that cause difficult
feelings and thoughts and reaction to distress itself (Briere & Scott, 2014). Moreover,
childhood trauma is defined as a variety of adversities including physical, sexual, and
emotional abuse as well as physical and emotional neglect before the age of 16

(Cristobal-Narvaez et al., 2016; Larkin & Read, 2008).

In this regard, the physical abuse of a child refers to intentional actions that
directed to the physical integrity of a child. This may include using physical violence
against individuals who are under 18 years old with an object or by hand (Butchart,
Harvey, Mian & Furniss, 2006). Emotional abuse may be defined as persistent bad
manners and activates which damage the child’s emotional development (Ackner,
Skeate, Patterson & Neal, 2013). These may include verbal assault, blaming,
frightening, isolation, ridicule, threats of maltreatment, threatening (Kaplan,

Pelcovitz &. Labruna, 1999). Sexual abuse involves sexual activity with a child that



is not developmentally ready and not aware of the intention of these actions. Neglect
by its broad definition means that failing to provide nurturance or protection to a
child by a caregiver (Butchart et al., 2006). Within this context, physical neglect
covers maltreatment to a child through inadequate nutrition, clothing, hygiene, and
supervision and emotional neglect is the absence of compassion and emotional
support that later affect the emotional development of a child negatively (Kaplan et

al., 1999).

Traumatic experiences in early relationship inhibit the healthy psychological
development of children. Childhood trauma may cause feelings like fear and
helplessness and impair a children’s coping mechanism to deal with these traumatic
experiences (American Psychological Association, 2008). These experiences make
children more vulnerable to have distress and negatively affect their self-regulatory
capacities which later disrupt their cognitive and emotional functioning. In this
regard, childhood trauma is a risk factor for psychological health and functioning
(Tobin, 2016). Furthermore, childhood trauma is a common experience and nearly
1/3 of the population worldwide is affected (Kessler et al., 2010). In this sense,
investigating the association between childhood trauma and psychopathology and

defining risk and protective factors are important for preventive interventions.



1.2.1. The Relation of Childhood Trauma with Psychotic-like Experiences and

Subclinical Psychiatric Symptoms

Childhood trauma is an important risk factor for both the development of
psychosis and continuum of subclinical psychotic symptoms to psychotic disorder

(\Varese et al., 2012).

The relationship between childhood trauma and the development of psychosis
is studied and well established. Evidence of the relationship between childhood
trauma and psychosis is mostly based on several meta-analyses (Matheson,
Shepherd, Pinchbeck, Laurens & Carr, 2013; Wigman et al., 2012; Varese et al.,
2012). Moreover, different types of childhood traumatic experience (abuse and
neglect) has been associated with psychosis (Read, van Os, Morrison & Ross, 2005).
Specifically, in one of the longitudinal studies with the participation of 4000 adult
individuals from the healthy population, Janssen and colleagues (2004) indicated that
after 2 years follow up, people with childhood abuse history are 10 times more likely
to develop psychotic symptoms. On the other hand, the dose-response relationship
indicates some causality. There are studies that emphasize the dose-response
relationship between childhood traumatic experiences and psychotic experiences
(Kelleher et al., 2013; Scott, Chant, Andrews, Martin & McGrath, 2007). As an
example of this dose-response relationship, in their prospective cohort study which
lasts 1-year period, Kelleher and colleagues (2013) found that psychotic experiences

increased in the same level with bullying and physical assault in adolescents.



As mentioned previously, the continuum hypothesis indicates the symptoms
of psychosis (such as hallucination and delusions) prevalently occur in a healthy
population. It was also found that healthy individuals who have childhood trauma
are more vulnerable to have psychotic symptoms (Rdssler, Hengartner, Ajdacic-
Gross, Haker & Angst, 2014). Moreover, van Os and colleagues (2009) clarified that
the factors which play a role in the development of psychosis also have an influence
on the development of psychotic-like experiences. On the other hand, childhood
trauma is also associated with schizotypy (Berenbaum, Valera & Kerns, 2003) and
individuals at ultra-high risk for psychosis also have a history of childhood trauma
(Kraan, Velthorst, Smit, de Haan & van der Gaag, 2015). Likewise, Addington and
colleagues (2013) indicated that young people with clinical high risk (CHR) for
psychosis were more likely to have incidents of bullying and trauma compared to

healthy individuals.

Investigating childhood trauma in a healthy population with subclinical
psychosis have some advantages with regard to both psychosis and psychotic-like
experiences shared the same risk factors (van Os et al., 2009). For example, the
effects of severe symptomatology on the recalling of traumatic events and the side
effect of possible medication are ruled out (Toutountzidis, Gale, Irvine, Sharma &
Laws, 2018). The efforts of understanding the cornerstones of childhood trauma and
psychosis are also useful for early recognition, prevention and creating an

intervention for people with psychotic experiences.

Beyond, childhood traumatic experiences have also impact on the

development of other psychiatric symptoms in adolescence and adulthood.



According to Green and colleagues (2010), childhood trauma corresponds to 45% of
the variance of onset of childhood psychiatric disorders and 26 to 32% of later-onset
disorders. Many empirical studies emphasize the developmental pathway from
childhood trauma to psychiatric disorders including depression, anxiety, obsessive-
compulsive disorder and post-traumatic stress disorder (Fontenelle et al., 2012;
McCauley et al. 1997; Read et al., 2005). Besides, childhood trauma also affects
mood and anxiety symptoms and these symptoms generally accompany psychotic

symptoms as comorbidities (Gabinio et al., 2018).

1.3. Attachment

The infant-mother relationship is an important concept to study since it is
highlighted by Freud by saying that it is ‘prototype for all later love relations’
(Fonagy, 1999). Likewise, Bowlby’s attachment theory has been many contributions
on this subject. According to attachment theory, early interactions with a primary
caregiver is a determinant factor of developing mental representations of self and
others, affect regulation and interpersonal behavior with others (Bowlby, 1982). This
theory implies that infants cannot regulate their emotional arousal by themselves and
the infant’s affective regulation is needed to be regulated by the attachment figure’s
responses. Attachment relationship which is built with the primary caregiver

provides a secure base for infant to handle distress.

Besides, early interaction between primary caregiver and infant contribute to
developing internal working models (Bowlby, 1980). These models describe
archetypes that help to evaluate the worthiness of the self and interpret other’s

behaviors (Bowlby, 1973). There are two dimensions: self and others of internal



working models. The model of self refers to whether a person evaluates
himself/herself as a lovable person, whereas the model of others defines whether
others are trustful to ensure care (Bartholomew & Horowitz, 1991; Griffin &

Bartholomew, 1994).

Eventually, early experiences are internalized via internal working models
(IWM) in infancy and mental representations of significant others (the internal
working model of self and others) are carried forward from infancy to adulthood
depend on the quality of relationship with main caregivers. This affectional bond
between infant and primary caregiver stays important through a lifespan and affects
the psychological function and the interpersonal relationship of an adult (Bowlby,

1969, 1973, 1980).

Furthermore, this model suggested that internal working models of self and
others may be positive and negative based on the availability of caregiver and the
quality of the relationship between caregiver and infant. If infants experience
consistently responsive, available, and trustworthy response by a primary caregiver,
they have a secure attachment, and this may cause to have a healthy relationship in
their adulthood. Secure attachment style may be defined as a positive view of self
and positive view of others. Conversely, unavailable, unreliable, neglectful
attachment figure cause insecure attachment. Consequently, at least one negative
working model is formed and it results in having difficulties in establishing and
maintaining relationships in adulthood (Bowlby, 1980). Nevertheless, negative
internal working model of self presents an evaluation of self as unworthy of love and

fear of being abandoned, whereas the negative internal working model of others
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refers to find an interpersonal relationship as unavailable and unreliable. Inconsistent
attitudes or over-involvement acts of a caregiver may result in the formation of the
negative internal working model of self and consistent neglectful behaviors of a
caregiver might be responsible for the development of a negative internal working

model of others (Bartholomew & Horowitz, 1991; Griffin & Bartholomew, 1994).

In accordance with this theory, Bartholomew & Horowitz (1991) proposed a
four-category model of attachment. According to this model, the intersection of these
two dimensions leads to four attachment patterns: secure, preoccupied, dismissing
and fearful. Specifically, preoccupied, fearful and dismissing styles are defined as
‘insecure’. Individuals with preoccupied attachment style have a negative view of
self (e.g., seeing oneself as unworthy of love) and a positive view of others (e.g.,
need to get approval and be accepted). Individuals with dismissing style have a
positive view of self (e.g., seeing oneself as worthy of love) and a negative view of
others (e.g., others are rejecting and unreliable). People with fearful attachment have
both negative view of self (e.g., seeing oneself as unworthy of love) and negative
view of others (e.g., having avoidant behavior due to possible rejection from others)

(Hazan & Shaver, 1987; Bartholomew & Horowitz, 1991).

Besides, attachment theory’s dimensions of self and other model are re-
conceptualized as anxiety (related with a model of self) and avoidance (related with a
model of others) attachment (Mikulincer, Shaver & Pereg, 2003). A negative model
of self corresponded high level of attachment anxiety in regards of the anxiety which
was arise from fear of rejection and abandonment with negative affect whereas a

negative model of others corresponded high level of attachment avoidance due to
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avoiding interpersonal relationship and social withdrawal with a low level of affect
(Bartholomew & Horowitz, 1991). Beyond, these attachment dimensions can be low
or high level and individuals can score high for both attachment anxiety and

attachment avoidance.

Recent researches showed that two dimensions of attachment more accurately
measured attachment in continuously instead of categorical approach (Fraley &
Spieker, 2003; Mikulincer & Shaver, 2007). Moreover, the link and resemblance
between insecure attachment dimensions (attachment anxiety and attachment
avoidance) and internal working models (self and others) were well established and
theoretically supported (Griffin & Bartholomew, 1994). For that reason, both internal
working models and attachment dimensions (anxious and avoidant) were used in the
discussion section of this study to discover the effect on psychotic-like experiences

and subclinical psychiatric symptoms.

1.3.1. The Relation of Attachment Dimensions with Psychotic-like Experiences

and Subclinical Psychiatric Symptoms

Disruption in the attachment relationship during infancy may cause emotional
disturbances and psychiatric symptoms later in life (Bowlby, 1979). Moreover,
internal working models are important concepts to understand why early experiences
may lead to various kind of psychopathology (Bowlby, 1969). Specifically, emotion
regulation may be the possible framework for understanding the relationship between
attachment and mental health problems. Emotion regulation refers processes that

monitoring and evaluating of what kind of emotions which individuals have and how
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they have these emotions (Gross, 1998 as cited in Mortazavizadeh & Forstmeier,
2018). Infant-caregiver relationship also affect the emotion regulation strategies and

in attachment theory perspective, internal working model of self and others have
linked with emotion regulation strategies. Thus, individuals use these strategies while
dealing with distress. For example, people with negative model of self are more
likely to use hyperactivating strategies like self-criticism and feeling of helplessness
which cause having enduring negative thoughts and feelings and people with
negative working model of others are more likely to use deactivating strategies like
denial of emotions and avoiding showing emotions. These negative emotions and
thoughts may cause psychopathology later for both individuals with insecure
attachment models (negative working model of self and others) (Pascuzzo. Moss &

Cyr, 2015).

The link between insecure adult attachment and various kind of psychiatric
disorders including anxiety, depression, obsessive-compulsive disorder, and post-
traumatic stress disorder is well established (Cummings & Cicchetti, 1990; Doron,
Moulding, Kyrios, Nedeljkovic & Mikulincer, 2009; Eng, Heimberg, Hart, Schneier,
& Liebowitz, 2001; Muller, Sicoli & Lemieux, 2000). What is more, this link also
shows that symptoms of these psychiatric disorders may overlap and may be a

comorbidity of psychosis (Buckley, Miller, Lehrer & Castle, 2009).

Attachment theory has also a wealthy theoretical background for
understanding the influence of interpersonal relationships on the development of
psychosis with regards to psychosis also has symptoms of severe interpersonal
problems (Penn et al., 2004). Besides, Read and colleagues (2005) emphasize that
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interpersonal factors are strong predictors of the development of psychosis and
vulnerability to psychosis. To give an illustration, Mickelson, Kessler, and Shaver
(1997) indicated that people with schizophrenia have a higher level of insecure
attachment in a large sample. More specifically, Berry, Barrowclough & Wearden
(2008) found that a high level of positive and negative symptoms was related to a
high level of insecure attachment Likewise, two systematic reviews found a
relationship between attachment styles and psychosis phenomena and they indicate
that individuals with insecure attachment (both anxious and avoidant styles) are more
vulnerable to deal with psychosis (Gumley, Taylor, Schwannauer, & Macbeth, 2014;

Korver-Nieberg, Berry, Meijer & de Haan, 2014).

Along with studies which investigate the relationship between insecure
attachment and clinically significant psychosis, studies also focus on subclinical
psychosis in the context of attachment (Berry, Wearden, Barrowclough, &
Liversidge, 2006; Meins, Jones, Fernyhough, Hurndall & Koronis, 2008). For
instance, in one of the longitudinal researches, Bifulco and colleagues (2006)
reported that insecure attachment is a predictor of the onset of psychiatric symptoms
in high-risk samples. Furthermore, more recently, a relationship between insecure
attachment and severity of positive and negative symptoms was found in both

clinical and non-clinical samples (Carr, Hardy, & Fornells-Ambrojo, 2018).

Continuum hypothesis claims that psychotic symptoms may be seen in the
non-clinical population. Studying the non-clinical sample may be helpful to
understand the link between attachment and development, and maintenance of

psychosis without including any confounding factors like clinical status, such as
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symptom severity, medication, hospitalization, and social stigma (Sheinbaum,

Bedoya, Ros-Morente, Kwapil, & Barrantes-Vidal, 2013).

1.3.2. The Relation of Childhood Trauma with Attachment

Fonagy (2010) highlighted that early trauma is the most important concept in
the disruptions of the attachment relationship. Moreover, self-trauma model of Briere
(1996) showed how these traumatic experiences affect negatively attachment system
of a child. According to this model, the attachment system has a regulating role for
possible threats that were encountered. In the situation which children have traumatic
experiences like abuse and neglect with their parents, children deal with his/her own
anxiety all alone. This may cause distress and later impairment of the attachment
system. Disruption in the attachment system leads to problems in security and safety.
Eventually, children who experience these terrifying events build bad attachment
representations of their main caregivers and this leads the development of negative
internal working models of self and other and high-level attachment anxiety and
avoidance. Moreover, these early traumatic experiences are internalized through
internal working models and mental representations of significant others are
transfered into adulthood. Thus, these individuals continue to have problematic
attachment relationship with non-significant others when they become adults since
attachment representations are more likely to be constant throughout the life span
(Read & Gumley, 2008). On the other hand, between all types of traumatic
experiences, childhood trauma with a primary caregiver has the most negative impact

on the development of attachment system (Fraley & Brumbaugh, 2004).
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The relationship between childhood trauma and insecure attachment has been
empirically supported in the literature. For instance, Erozkan (2016) found that
individuals who experience physical, emotional, and sexual abuse were more likely
to have insecure attachment styles in the non-clinical sample. Specifically, Carol &
Davies (1995) observed that a high percentage of survivors from childhood sexual
abuse have an insecure attachment. Moreover, Muller and colleagues (2000)
indicated that 76% of adults who have childhood trauma also have an insecure

attachment style.

1.4. The relationship of Attachment Dimensions and Childhood Trauma with
Psychotic-like Experiences and Subclinical Psychiatric Symptoms
Early childhood trauma has a major impact on developing an insecure
attachment that makes individuals more vulnerable and prone to have psychiatric
disorders in adulthood (Bowlby, 1969). Moreover, insecure attachment is a
theoretically supported concept for investigating how childhood trauma can lead to
psychosis later in life for both clinical and non-clinical samples (Read & Gumley,

2008).

The stress-vulnerability model of schizophrenia can explain the developmental
pathway of attachment from early childhood adversity to psychosis. This model often
focuses on genetic causes on the development of schizophrenia, but environmental
causes like childhood abuse and neglect also took place in this model. Psychosis is
characterized by heightened sensitivity to stress and dysregulated effect. Likewise,
according to attachment theory, internal working models are also responsible for

emotional regulation. This stress-vulnerability model proposes that individuals with
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schizophrenia are vulnerable to stress and emotionally show an exaggerated response
to stressful situations. These stressful events like childhood traumatic experiences
may induce hypersensitivity and inability to regulate affective response to stressors
(Read & Gumley, 2008). Moreover, it was stated that environmental events like
trauma, particular illnesses, and problematic interpersonal relationship with both
significant and non-significant others may cause “acquired vulnerability” and
enhance the development of possible disorders in the later years (Zubin & Spring,

1977 as cited in Read & Gumley, 2008).

Moreover, attachment has been seen as a possible pathway from childhood
trauma to psychosis. For example, many studies suggest that insecure attachment is a
possible mediator between specific childhood adversities and psychotic symptoms
(Blair, Nitzburg, DeRosse, & Karlsgodt, 2018; Sheinbaum, Kwapil & Barrantes-
Vidal, 2014; Sitko, Bentall, Shevlin, & Sellwood, 2014). More specifically, as an
example, Longden, Madill & Waterman (2012) reveal that early traumatic events can
lead to voice-hearing symptoms through insecure attachment. Moreover, Blair and
colleagues (2018) suggested that the collective effect of insecure attachment and
early trauma plays a major role in the development of PLEs. Besides, Berry,
Barrowclough & Wearden (2009) empirically support the relationship between early

trauma and insecure attachment in psychotic patients.

On the other hand, the association between childhood trauma, attachment, and
other psychiatric disorders were linked empirically. Mediator role of insecure
attachment on the relationship between childhood trauma and many psychiatric

disorders were reported. These included depression, somatization, and overall
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psychopathology (Hankin, Kassel & Abela, 2005; Shapiro and Levendosky, 1999;

Waldinger, Schulz, Barsky & Ahern, 2006).

Regarding the link between childhood trauma and attachment with psychotic-
like experiences and subclinical psychiatric symptoms, it is important to investigate

all these variables together.

1.5. Aim of Thesis

Previous researches have demonstrated a strong association between early
trauma exposure, model of self and others, the development of psychotic symptoms
and subclinical psychiatric symptoms. Therefore, in this study, it was aimed to gain a
understanding of the relationships between PLE, associated subclinical psychiatric
symptoms and other related variables — childhood trauma and model of self and
others in non-clinical sample. Discovering these relationship may help to use trauma
background, attachment styles and model of self and others in therapeutic setting and

in prevention plan for high-risk people with PLE.

Due to the prevalence of psychotic-like experiences in a community sample
and the advantage of minimizing confounding variables while investigating
subclinical psychosis, it is important to make this study with non-clinical individuals.
Thus, it is thought that this study will contribute to subclinical psychosis field in the
literature. Besides, understanding the relationship is essential for ensuring
preventions for high-risk individuals in non-clinical population. In this context,
childhood trauma and model of self and others may be important factors while

developing intervention techniques for these individuals.
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It is hypothesized that, (1) PLE, subclinical psychiatric symptoms scores and
childhood trauma scores will be higher for individuals with insecure attachment
styles than individuals with secure attachment styles, (2) there is a significant
relationship between childhood trauma, model of self and others, psychotic-like
experiences and subclinical psychiatric symptoms, (3) psychotic-like experiences and
subclinical psychiatric symptoms are predicted by childhood trauma and model of
self and others, (4) higher levels of PLE and subclinical psychiatric symptoms are
predicted by higher level of childhood trauma and lower score of model of self and

others.

1.6. Importance of Thesis

This thesis is a part of the BAUBAP project named “Childhood Trauma,
Attachment Dimensions, Automatic Thoughts, Perceived Social Support, and Coping
Styles as predictors of Psychotic-like Experiences and Subclinical Psychiatric
Symptoms in Non-Clinical Sample”. Current study is important for (1) providing a
significant contribution to detecting a serious psychiatric disorder before it shows up
(2) examining important factors which are relevant with these symptoms in Turkish
sample (3) demonstrating the continuity assumption mentioned previously (4)

reducing the labeling for chronic diseases such as psychosis.

Moreover, it is planned to establish preventive treatment programs based on
the results of the study. It is believed that the implementation of these programs will

be an important step in terms of preventive mental health.

This thesis constitutes only one part of this project. Through these three
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different theses, psychotic-like experiences will be explained on the basis of three
different theories: cognitive, attachment, and trauma-oriented. Thus, this thesis is
based on the attachment perspective. As a part of this project, in this thesis, the
relevant variables— childhood trauma and model of self and others with psychotic-
like experiences and subclinical psychiatric symptoms will be addressed in the
attachment context and for future directions, it is thought that attachment model may

be used in the prevention of the psychosis for subclinical groups.
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CHAPTER 2

METHOD

2.1. Participants

436 participants who were the volunteers to participate in the study were
evaluated according to inclusion criteria (not having any psychiatric diagnosis and
not using any psychiatric medication). 23 of them were excluded because they used
psychiatric medication. No other exclusion criteria have been established. In
conclusion, the sample was comprised of 412 participants aged 17 to 65 years. 289
participants (70%) were women and 123 participants (30%) were men. The mean age
of the participants was 28.79 (SD = 9.5). Moreover, the majority of participants were
graduated from university (N=282) and single (N=269). Furthermore, 209

participants (%51) were currently working to 192 participants (%46) had no job.

114 participants (28%) reported that they had a traumatic experience in the
last 5 years, 40 participants (10%) indicated they had drug use past. 55 participants
(13%) defined a psychiatric diagnosis in their family. 74 participants (18%) stated
that they received psychological help before and 22 (5%) participants had a physical

illness.
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2.2. Measures

2.2.1. Sociodemographic Form

This form includes questions about age, gender, educational background, total
monthly income, occupation, currently working status, marital status. Besides,
physical illness, psychological help history, psychiatric medication use, drug use,
psychiatric diagnosis in the family, and traumatic experience in the last 5 years were

asked to participants.

2.2.2. The Community Assessment of Psychic Experience (CAPE)

Community Assessment of Psychic Experiences (CAPE) was developed by
Jim van Os, Héléne Verdoux and Manon Hanssen (Pdiginfo). The scale is being used

to investigate lifelong psychotic-like experiences in the general population.

CAPE is a self-report scale including 42 items, and 20 items are about
positive psychotic symptoms, 14 of them negative symptoms, and 8 of them
depressive symptoms (Stefanis et al., 2002). Furthermore, CAPE rates two
dimensions (frequency and distress associated with psychotic-like experiences)
(Mark & Toulopoulou, 2015). Positive dimension refers to a bizarre experience, odd
thinking and perception abnormalities (e.g., “Do you ever feel as if there is a
conspiracy against you?”), negative dimension indicates social withdrawal, affective
flattening and apathy symptoms (e.g., “Do you ever feel that you experience few or

no emotions at important events?”’) and depressive dimension show depressive
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symptoms (e.g., “Do you ever feel pessimistic about everything?””). All frequency
and distress responses are rated in the 4-point Likert. The frequency of symptoms
includes never=1, sometimes=2, often=3, and nearly always=4. If participants rate
‘never’ in the frequency dimension, then they leave question blank in distress
dimension. On the other hand, if participants rate ‘sometimes’, ‘often’ or ‘nearly
always’, in distress dimension they can rate not distressed= 1, a bit distressed= 2,
quite distressed= 3 and very distressed= 4. The high score of frequency scale
indicates that psychotic experiences are frequently experienced. Besides, high score
of distress scale shows psychotic experiences cause more stress. These two
dimensions’ scores range between 42 — 168. Moreover, only the frequency dimension

was used in this study.

Original validation and factor analysis studies of CAPE are made by Stefanis
and his colleagues (2002). Their study showed that a three-factor model of CAPE
provided better fit, three dimensions of CAPE have correlated with each other and
good discriminant validity consisted between CAPE and other related scales.
Besides, Mark & Toulopoulou (2015) based on their review and meta-analysis of
different studies which examined psychometric properties of CAPE scores,
suggested that CAPE scores were psychometrically reliable and have good internal
consistency. The alpha coefficient for CAPE-42 is reported as 0.91; CAPE-Positive

is 0.84; CAPE-Negative is 0.81 and CAPE-Depressive subscale is 0.76.

Moreover, Saka, Atbasoglu & Alptekin (2015) performed a Turkish
translation of CAPE. After this translation, the scale was used in a study of Binbay

and his colleagues (2017). But its reliability and validity study has recently realized
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in a representative population sample of 453 healthy individuals by Mortan-Sevi and
colleagues as a part of BAUBAP project (in preparation). Internal consistency
analysis indicated that the instrument has a good reliability with Cronbach Alpha
coefficient 0.91 for frequency dimension. In order to assess criterion-related validity,
the relationship between CAPE and SA-45 were investigated. The relationship
between CAPE A (Frequency) and SA-45 was significantly high and reported as .77
(p<0.01). The correlation of frequency dimension of CAPE and positive, negative
and depression subscales of CAPE are between .84 and .88. The factor structure
demonstrated a multiple dimension for positive, negative and depression subscales.
Moreover, current study has a good internal reliability with Cronbach Alpha
coefficient 0.91 and positive, negative and depression subscales of CAPE are

between .79 and .84.

The results of the study suggested that CAPE is a reliable and valid

instrument to assess the psychotic-like experiences in Turkish non-clinical sample.

2.2.3. Symptom Assesment-45 Questionnaire (SA-45)

The original version of Symptom Assessment (SA-45) is SCL-90 (Symptom
Check List). SA-45 is a self-report questionnaire measure psychiatric
symptomatology frequency from healthy individuals to clinically diagnosed
individuals. Measurement has 45 items and 9 sub-items (Anxiety, depression,
hostility, interpersonal sensitivity, obsessive-compulsion, paranoid thinking, phobic
anxiety, psychoticism, and somatization). It is rated on a 5-point Likert scale from

never (1) to extreme (5). Global Symptom Index (GSI) refers to a total score of all
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subscales. High scores for both total score (GSI) and subscales indicate a higher level

of psychopathology.

Avcu (2006) made Turkish adaptation and standardization of SA-45 for
adolescents. Internal consistency for total score was reported as .92 and for
subscales, these were between from .55 to .78. Besides, Epozdemir (2009)
standardizes the Turkish version for both clinical and non-clinical adult samples. The
Cronbach alpha coefficient is found as between .58 and .83 for the non-clinical
sample. After all, Anxiety, Depression, Hostility, and Somatization subscales have
good internal reliability (>.80). Interpersonal Sensitivity, Obsessive-Compulsive,
Paranoid Ideation, and Phobic Anxiety subscales have moderate internal reliability
(>.70) and Psychoticism subscale has low internal reliability (.58 to .63). These two
important studies show that SA-45 is a psychometrically reliable measurement
(Epbzdemir, 2009). Moreover, current study has a good internal reliability with

Cronbach Alpha coefficient .95 and subscales of SA-45 are between .60 and .86.

2.2.4. Relationships Questionnaire (RQ)

Relationships Questionnaire (RQ) was developed by Bartholomew and
Horowitz (1991). The measurement consists of four short paragraphs corresponding
to four attachment styles (secure, preoccupied, fearful, dismissive). Each paragraph
aims to measure an attachment style. Participants are asked to evaluate the extent to
which each paragraph defines themselves on 7-digit scales (1 = does not define me at
all, 7 = defines me completely). Assessment of each paragraph is used as continuous

variables corresponding to four attachment styles. The highest score was given to one
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single paragraph categorize individuals to their attachment style. In case which there
is an equal highest score to more than one subscale (paragraph), it was asked

participants to choose a single best-fitting attachment pattern.

Scores for self and others models are calculated by using continuous scores
from four styles via the formulation developed by Griffin and Bartholomew (1994).
A score of an internal working model of self was calculated as (fearful +
preoccupied) - (secure + dismissing) and score of an internal working model of
others was calculated as (fearful + dismissing) - (secure + preoccupied). These
models are scored between +12 and -12. Highest and positive scores correspond to
positive internal working model of self and others. Negative scores demonstrated
negative internal working model of self and others. (In this study, self-model scores
were ranged from —11 to 11 whereas others model scores were ranged from —12 to

9).

Studies in Western cultures have shown that RQ has an acceptable level of
reliability and validity. However, the internal consistency coefficient could not be
calculated regards to the subscales of RQ consisted of a single item. The Turkish
version of RQ was standardized by Siimer & Giingor (1999). Correlations between
the attachment styles were ranged from .58 to .72 (with the one-month time interval)

(Stimer & Giingor, 1999).

Relationship Questionnaire measured attachment styles by an only single
statement and it received a criticism toward the reliability of this measurement (Levy,

Ellison, Scott & Bernecker, 2011). For that reason, only dimensions of attachment
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were included in this study rather than styles.

2.2.5. Childhood Trauma Questionnaire (CTQ)

Childhood Trauma Questionnaire (CTQ) was developed by Bernstein and
colleagues (1994). CTQ is a self-report, retrospective measurement that evaluates the
frequency and severity of abuse and neglect during childhood and adolescence

(before age 20).

Measurement has 28 items include five subscales: emotional abuse (e.g.,
People in my family said hurtful or insulting things to me), physical abuse (e.g., |
believe that | was physically abused), sexual abuse (e.g., Someone molested me
(took advantage of me sexually), emotional neglect (e.g., My family was a source of
strength and support) and physical neglect (e.g., | didn't have enough to eat). Scale
also contains minimization/denial subscale to measure denial of trauma. On the other
hand, measurement contains total 7 reverse items in emotional neglect and physical
neglect subscales. CTQ is rated on a 5-point Likert scale from never true (1) to very
often true (5). The total score of CTQ is from 25 to 125 and subscales scores are
from 5 to 25. Besides, minimization subscale is between from 0 to 3. Importantly, 3

items in minimization subscale are not included while scoring total score.

Higher scores indicate a high frequency of the experience. Bevilacqua and
colleagues (2012) stated that cut-off score for sexual abuse, physical abuse, and
physical neglect subscales are >8, for emotional neglect is >15, and for emotional

abuse is >10. The Turkish version was standardized by Sar, Oztiirk & ikikardes
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(2012). The Cronbach alpha coefficient was found as .93 which indicates good
internal reliability for the measurement. Moreover, current study has a good internal
reliability with Cronbach Alpha coefficient .89 and subscales of Childhood Trauma

Questionnaire are between .78 and .90.

2.3. Procedure

After getting approval from Bahgesehir University Ethical Committee for
conducting the study, the approval for measurement was received. Self-report scales
in paper-pencil were applied to volunteers who meet inclusion criteria. Moreover, for
avoiding bias, titles of measurements were edited. The participants are comprised of
students from Bahgesehir University and their acquaintances by convenient
sampling. Participants received measures via closed envelope and test took

approximately 20 minutes to complete.

28



CHAPTER 3

RESULTS

3.1. Data Screening

Prior to the analysis, data were checked to investigate univariate outliers to
fulfill the assumptions for regression. As a result of the analysis, no change has been

made in data regarding the lack of significantly extreme outlier.

3.2. Descriptive Statistics

Means, standard deviations and range scores were calculated for scales and

their subscales. Values of these variables were given in Table 3.1.
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Table 3. 1. Descriptive Information of the Measures

Measures N M SD Range
Cape A 412 71.71 13.71 43-125
Cape Positive 412 30.89 6.27 20-57
Cape Negative 412 25.80 5.94 14-46
Cape Depressive 412 15.02 3.88 8-28
SA-45 412 76.44 24.38 45-189
SA45 - Anxiety 412 8.12 3.57 5-24
SA45 - Depression 412 10.01 4.31 5-25
SA45 - Hostility 412 8.12 3.98 5-25
SA45 - Interpersonal 412 8.78 3.72 5-25
SA45 - Obsessive 412 10.56 3.93 5-25
SA45 - Paranoid Thinking 412 9.52 3.67 5-23
SA45 - Phobic Anxiety 412 6.46 2.40 5-22
SA45 - Psychoticism 412 6.45 2.19 5-18
SA45 - Somatization 412 8.37 3.81 5-24
Self-Model 412 .8908 4.52 -11-11
Others-Model 412 7306 4.06 -12-9
CTQ 412 34.45 10.34 25-96
Emotional Abuse 412 6.84 3.04 5-22
Physical Abuse 412 5.64 2.26 5-24
Sexual Abuse 412 5.60 2.18 5-25
Emotional Neglect 412 9.69 4.41 4-25
Physical Neglect 412 6.66 2.36 4-20

Note: CAPE: Community Assessment of Psychic Experiences, CAPE A: Frequency of Psychotic-like
Experiences, CAPE Positive: Positive Dimension, CAPE Negative: Negative Dimension, CAPE
Depressive: Depressive Dimension, SA-45: Symptom Assessment, SA45 - Interpersonal:
Interpersonal Sensitivity, SA -45 Obsessive: Obsessive-compulsion, Self-Model: Internal Working
Model of Self of Attachment dimension, Others Model: Internal Working Model of Others of
Attachment dimension, CTQ: Childhood Trauma Questionnaire.
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Moreover, the clinical characteristics of 412 non-clinical adult sample were

shown below (Table 3.2).

Table 3. 2. Clinical characteristics of 412 non-clinical adult sample

Variables N %
CAPE

Frequency 76 18
Positive Dimension 43 9
Recent Traumatic

Event

Yes 114 27,7
No 295 71,6
Missing 3 7
Attachment Security

Secure Attachment 177 43
Insecure Attachment 235 57
Childhood Trauma

Emotional Abuse 58 14
Physical Abuse 32

Sexual Abuse 29

Emotional Neglect 61 15
Physical Neglect 103 25

Result of this study showed that the frequency of psychotic-like experiences
was 18% in the general population (individuals who had scores above 84 on CAPE
A- frequency of psychotic-like experiences). Moreover, the prevalence of positive
psychotic-like experiences were 9% (individuals who had scores above 40 on CAPE
Positive- frequency of positive psychotic-like experiences dimension). Finding also
indicated that the percentage of secure attachment was %43 and insecure attachment

was 57%. On the other hand, physical neglect was the most rated childhood trauma
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type with 25 percent whereas sexual abuse was least rated type with 8 percent.

Beyond, 28% of participants reported recent traumatic experience during 5 years.

3.3. Group Differences

3.3.1. Differences on CAPE, SA-45 Scores, Childhood Trauma Scores, and
Their Subscale Scores According to Secure and Insecure Attachment Styles

An independent samples t-test was conducted to compare CAPE, SA-45,
Childhood Trauma Questionnaire, and their subscales scores according to

participants’ secure and insecure attachment style scores (see Table 3.3).

Results indicated that there were significant differences between the
attachment styles in terms of CAPE A (Frequency) scores. Participants with insecure
attachment style (M=75.97, SD=13.88) had significantly higher score on frequency
of psychotic-like experiences than participants with secure attachment style
(M=66.06, SD=11.24); t (407) = -8.002, p=.000. Participants with insecure
attachment style (M=32.31, SD=6.66) had a significantly higher score on CAPE
positive dimension (which indicates that they more frequently had high bizarre
experience and perception abnormalities) than participants with secure attachment
style (M=28.99, SD=5.14); t (409) = -5.708, p=.000. Participants with insecure
attachment style (M=27.62, SD=5.94) had a significantly higher score on CAPE
negative dimension (which indicates that they more frequently had social
withdrawal, affective flattening and apathy symptoms) than participants with secure

attachment style (M=23.39, SD=5.03); t (404) = -7.819, p=.000. Besides,
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participants with insecure attachment style (M=16.03, SD=3.97) had a significantly
higher score on CAPE depressive dimension (which indicates that they frequently
had depressive symptoms) than participants with secure attachment style (M=13.67,

SD=3.33); t (405) = -6.533, p=.000.

Furthermore, there were significant differences between the attachment styles
in terms of total childhood trauma score and their subscales including emotional
abuse, emotional neglect, and physical neglect. More specifically, individuals with
insecure attachment style (M=35.78, SD=11.03) had significantly higher childhood
trauma scores than individuals with secure attachment style (M=32.69, SD=9.08); t
(406) = -3.109, p=.002. Individuals with insecure attachment style (M=7.26,
SD=3.32) had significantly higher emotional abuse scores than individuals with
secure attachment style (M=6.28, SD=2.53); t (409) = -3.391, p=.001. Individuals
with insecure attachment style (M=10.12, SD=4.47) had significantly higher
emotional neglect scores than individuals with secure attachment style (M=9.13,
SD=4.27); t (410) =-2.262, p=.024. Individuals with insecure attachment style
(M=6.97, SD=2.67) had significantly higher physical neglect scores than individuals
with secure attachment style (M=6.26, SD=1.79); t (405) = -3.237, p=.001. On the
other hand, results indicated that there were no significant differences between

secure and insecure attachment styles in terms of physical abuse and sexual abuse.

Moreover, there were significant differences between the attachment styles in
terms of SA-45 total and subscale scores. Participants with insecure attachment style
(M=84.09, SD=25.84) had significantly higher score on total symptom assessment

score than participants with secure attachment style (M=66.29, SD=17.85); t (407) =
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-8.264, p=.000. Participants with insecure attachment style (M=8.96, SD=3.98) had
significantly higher score on anxiety than participants with secure attachment style
(M=7.01, SD=2.55); t (400) = -6.031, p=.000. Participants with insecure attachment
style (M=11.11, SD=4.51) had significantly higher score on depression than
participants with secure attachment style (M=8.57, SD=3.55); t (409) = -6.386,
p=.000. Participants with insecure attachment style (M=8.85, SD=4.46) had
significantly higher score on hostility than participants with secure attachment style
(M=7.16, SD=2.98); t (404) = -4.606, p=.000. Participants with insecure attachment
style (M=9.97, SD=4.08) had significantly higher score on interpersonal sensitivity
than participants with secure attachment style (M=7.20, SD=2.40); t (388) = -8.596,
p=.000. Participants with insecure attachment style (M=11.63, SD=4.02) had
significantly higher score on obsessive-compulsion than participants with secure
attachment style (M=9.13, SD=3.32); t (406) = -6.911, p=.000. Participants with
insecure attachment style (M=10.60, SD=3.84) had significantly higher score on
paranoid thinking than participants with secure attachment style (M=8.08, SD=2.87);
t (409) = -7.630, p=.000. Participants with insecure attachment style (M=7.00,
SD=2.80) had significantly higher score on phobic anxiety than participants with
secure attachment style (M=5.75, SD=1.46); t (368) = -5.845, p=.000. Participants
with insecure attachment style (M=6.81, SD=2.44) had significantly higher score on
psychoticism than participants with secure attachment style (M=5.98, SD=1.70); t
(407) = -4.092, p=.000. Participants with insecure attachment style (M=9.12,
SD=4.24) had significantly higher score on somatization than participants with

secure attachment style (M=7.38, SD=2.88); t (405) = -4.950, p=.000.
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Table 3. 3. Group Differences among Variables According to Attachment Style

Attachment Styles
Secure Insecure

Variables M SD N M SD N t df

CAPE A Total 66.06 11.24 177 75.97 13.88 235 -8.00** 407
CAPE A Positive 2899 514 177 3231 6.66 235 -5.70** 409
CAPE A Negative 23.39 5.03 177 27.62 5.94 235 -7.81** 404
CAPE A Depression 13.67  3.33 177 16.03  3.97 235 -6.53** 405
SA-45 Total 66.29  17.85 177 84.09 25.84 235 -8.26** 407
SA - Anxiety 7.01 2.55 177 8.96 3.98 235 -6.03** 400
SA - Depression 8.57 3.55 177 11.11 451 235 -6.38** 409
SA - Hostility 7.16 2.98 177 8.85 4.46 235 -4.60** 404
SA - Interpersonal 7.20 2.40 177 9.97 4.08 235 -8.59** 388
SA - Obsessive 9.13 3.32 177 11.63  4.02 235 -6.91** 406
SA - Paranoid 8.08 2.87 177 10.60 3.84 235 -7.63** 409
SA - Phobic Anxiety 5.75 1.46 177 7.00 2.80 235 -5.84** 368
SA - Psychoticism 5.98 1.70 177 6.81 2.44 235 -4.09** 407
SA - Somatization 7.38 2.88 177 9.12 4.24 235 -4.95** 405
Self-Model 3.60 2.96 177 -1.15 4.42 235 13.04** 404
Others-Model 3.15 2.16 177 -1.09 421 235 13.29** 367
CTQ 32.69 9.08 177 35.78  11.03 235 -3.10** 406
Emotional Abuse 6.28 2.53 177 7.26 3.32 235 -3.39** 409
Physical Abuse 5.53 2.27 177 5.73 2.25 235 -.861 410
Sexual Abuse 5.48 1.64 177 5.69 2.51 235 -.973 410
Emotional Neglect 9.13 4.27 177 10.12  4.47 235 -2.26* 410
Physical Neglect 6.26 1.79 177 6.97 2.67 235 -3.23** 399

*p<.05, **p<.01
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3.4. Correlational analysis

Pearson correlation was performed to investigate the relationship between
study variables. These variables are The Community Assessment of Psychic
Experiences (CAPE), three subscales of CAPE (Positive, Negative, and Depressive),
Symptom Assessment (SA-45), nine subscales of SA-45 (Anxiety, depression,
hostility, interpersonal sensitivity, obsessive-compulsion, paranoid thinking, phobic
anxiety, psychoticism, and somatization), Childhood Trauma Questionnaire (CTQ),
five subscales (emotional, sexual and physical abuse and emotional and physical
neglect) of CTQ and Relationship Questionnaire (RQ) and two dimension (model of

self and model of others) of RQ.

3.4.1. Correlations between Psychotic-like experiences, Attachment Dimensions

and Childhood Trauma

The relationship between CAPE A (Frequency), two dimensions of
Relationship Questionnaire (self-model and others-model), Childhood Trauma

Questionnaire and its subscales are revealed (Table 3.4).

Self-model had a significant negative relationship with CAPE A (Frequency)
and dimensions of CAPE. Specifically, self-model was negatively correlated with
CAPE A (Frequency) (r=-.39, p<.01), CAPE positive dimension (r= -.25, p<.01),
CAPE negative dimension (r= -.38, p<.01) and CAPE depressive dimension (r= -
.38, p<.01). Likewise, others-model had a significant negative relationship with
CAPE A (Frequency) and dimensions of CAPE. Specifically, others-model was

negatively correlated with CAPE A (Frequency) (r= -.20, p<.01), CAPE negative
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dimension (r= -.25, p<.01) and CAPE depressive dimension (r=-.19, p<.01). On the
other hand, results indicated that others-model had no significant relationship with
positive dimension (CAPE A), Childhood Trauma Total Score and subscale scores
including emotional abuse, physical abuse, sexual abuse, emotional neglect, and
physical neglect. Furthermore, self-model had no significant relationship_with
childhood trauma subscales including physical abuse, sexual abuse, emotional
neglect, and physical neglect. However, self-model was significantly and negatively
correlated with total childhood trauma score (r= -.12, p<.05) and emotional abuse

(r=-.18, p<.01).

In contrast, childhood trauma score was significantly and positively
correlated with CAPE A (Frequency) and dimensions of CAPE. Specifically,
childhood trauma was positively correlated with CAPE A (Frequency) (r= .35,
p<.01), CAPE positive dimension (r= .26, p<.01), CAPE negative dimension (r=
.30, p<.01) and CAPE depressive dimension (r= .35, p<.01). More specifically,
emotional abuse had a significant positive relationship with CAPE A (Frequency)
and dimensions of CAPE. Specifically, emotional abuse was positively correlated
with CAPE A (Frequency) (r= .39, p<.01), CAPE positive dimension (r= .27,
p<.01), CAPE negative dimension (r= .33, p<.01) and CAPE depressive dimension
(r= .43, p<.01). Physical abuse had a significant positive relationship with CAPE A
(Frequency) and dimensions of CAPE. Specifically, physical abuse was positively
correlated with CAPE A (Frequency) (r= .23, p<.01), CAPE positive dimension (r=
.21, p<.01), CAPE negative dimension (r= .16, p<.01) and CAPE depressive
dimension (r= .21, p<.01). Sexual abuse had a significant positive relationship with

CAPE A (Frequency) and dimensions of CAPE. Specifically, sexual abuse was
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positively correlated with CAPE A (Frequency) (r= .19, p<.01), CAPE positive
dimension (r=".10, p<.05), CAPE negative dimension (r= .19, p<.01) and CAPE
depressive dimension (r= .22, p<.01). Emotional neglect had a significant positive
relationship with CAPE A (Frequency) and dimensions of CAPE. Specifically,
emotional neglect was positively correlated with CAPE A (Frequency) (r= .24,
p<.01), CAPE positive dimension (r= .15, p<.01), CAPE negative dimension (r=
.23, p<.01) and CAPE depressive dimension (r= .24, p<.01). Physical neglect had a
significant positive relationship with CAPE A (Frequency) and dimensions of CAPE.
Specifically, physical neglect was positively correlated with CAPE A (Frequency)
(r= .20, p<.01), CAPE positive dimension (r= .22, p<.01), CAPE negative

dimension (r= .14, p<.01) and CAPE depressive dimension (r= .13, p<.05).
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Table 3. 4. Correlations between CAPE and Other Variables

1 2 3 4 5 6 7 8 9 10 11 12
1.Cape A - 832+ 874+ 849+ -388+ -203+« .351x ,390% .226% .190= .239 196+
2.Cape A Positive - D08+ .542x+ 253+ -092  .262% 272+« 208+ .101* 154+ 216
3.Cape A Negative - A32x+ -380% -.249~ . 305% 331+ 162+ .191xx .233%x 142+
4.Cape A Depressive - -381x - 187*  349% 429w 214w« 215%x 240+ 125+
5.Self-Model - -105~ -121~ -183- -.027 -.072 -.073 -.066
6.0ther-Model - -047 -090 -.001 .002 -.059 .019
7.CTQ - 786+ 679+ 530~ .840+ 658+
8.Emotional Abuse - 532+ 316+ 560+ 307
9.Physical Abuse - 249 424% 308+
10.Sexual Abuse - 225+« 329+
11.Emotional Neg - 475

12.Physical Neglect -

**Correlation is significant at the 0.01 level (2-tailed).
*Correlation is significant at the 0.05 level (2-tailed).

Notes: CAPE A: Frequency of Psychotic-like Experiences, CAPE Positive: Positive dimension of Psychotic-like Experiences, CAPE Negative: Negative
dimension of Psychotic-like Experiences, CAPE Depressive: Depression dimension of Psychotic-like Experiences, Self-Model: Internal Working Model
of Self of Attachment dimension, Others Model: Internal Working Model of Others of Attachment Dimension, CTQ: Childhood Trauma Questionnaire,
Emotional Neg: Emotional Neglect.
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3.4.2. Correlations between Subclinical Psychiatric Symptoms, Attachment

Dimensions, and Childhood Trauma

The relationship between SA-45 total and subscale scores and relevant scales’

scores are shown in Table 3.5.

Self-model had a significant negative relationship with SA-45 total and
subscale scores. Specifically, self-model was negatively correlated with total
symptom assessment score (r=-.43, p<.01), anxiety (r= -.36, p<.01), depression (r=
-.41, p<.01), hostility (r=-.21, p<.01), interpersonal sensitivity (r= -.48, p<.01),
obsessive-compulsion (r=-.38, p<.01), paranoid thinking (r= -.33, p<.01), phobic
anxiety (r= -.29, p<.01), psychoticism (r= -.25, p<.01) and somatization (r= -.23,
p<.01) subscales. Others-model had a significant negative relationship with SA-45
and subscales of SA-45. Specifically, others-model was negatively correlated with
total symptom assessment score (r= -.18, p<.01), anxiety (r= -.15, p<.01),
depression (r=-.16, p<.01), interpersonal sensitivity (r= -.15, p<.01), obsessive-
compulsion (r= -.16, p<.01), paranoid thinking (r=-.17, p<.01), phobic anxiety (r=
-.19, p<.01) and somatization (r= -.14, p<.01) subscales. On the other hand, results
indicated that others model had no significant relationship with hostility and

psychoticism subscales.

In contrast, total score of childhood trauma was significantly and positively
correlated with SA-45 total and subscale scores. Specifically, childhood trauma was
positively correlated with total symptom assessment score (r= .36, p<.01), anxiety

(r=.30, p<.01), depression (r= .39, p<.01), hostility (r= .32, p<.01), interpersonal
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sensitivity (r= .33, p<.01), obsessive-compulsion (r= .16, p<.01), paranoid thinking
(r= .32, p<.01) phobic anxiety (r=".17, p<.01) psychoticism (r= .26, p<.01) and
somatization (r= .19, p<.01) subscales. More specifically, emotional abuse had a
significant positive relationship with SA-45 total and subscale scores. Specifically,
emotional abuse was positively correlated with total symptom assessment score (r=
43, p<.01), anxiety (r= .38, p<.01), depression (r= .42, p<.01), hostility (r= .38,
p<.01), interpersonal sensitivity (r= .39, p<.01), obsessive-compulsion (r= .26,
p<.01), paranoid thinking (r= .39, p<.01) phobic anxiety (r= .17, p<.01)
psychoticism (r= .30, p<.01) and somatization (r= .24, p<.01) subscales. Physical
abuse had a significant positive relationship with SA-45 total and subscale scores
Physical abuse was positively correlated with total symptom assessment score (r=
.21, p<.01), anxiety (r= .20, p<.01), depression (r= .19, p<.01), hostility (r= .18,
p<.01), interpersonal sensitivity (r= .18, p<.05), obsessive-compulsion (r= .13,
p<.01), paranoid thinking (r= .18, p<.01), psychoticism (r= .17, p<.01) and
somatization (r= .11, p<.05) subscales. Besides, physical abuse had no significant
relationship with phobic anxiety. Sexual abuse had a significant positive relationship
with SA-45 total and subscale scores. Sexual abuse was positively correlated with
total symptom assessment score (r= .15, p<.01), anxiety (r= .13, p<.01), depression
(r= .21, p<.01), hostility (r= .15, p<.01), interpersonal sensitivity (r= .14, p<.05),
paranoid thinking (r= .15, p<.01) subscales. Sexual abuse had no significant
relationship with obsessive-compulsion, phobic anxiety, psychoticism, somatization.
Emotional neglect had a significant positive relationship with SA-45 total and
subscale scores. Emotional neglect was positively correlated with total symptom
assessment score (r= .26, p<.01), anxiety (r= .20, p<.01), depression (r= .32,

p<.01), hostility (r= .23, p<.01), interpersonal sensitivity (r= .26, p<.05), paranoid
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thinking (r= .23, p<.01), phobic anxiety (r= .13, p<.01), psychoticism (r= .21,
p<.01) and somatization (r= .12, p<.05) subscales. Physical neglect had a_significant
positive relationship with SA-45 total and subscale scores. Physical neglect was
positively correlated with total symptom assessment score (r= .17, p<.01), anxiety
(r= .13, p<.01), depression (r= .20, p<.01), hostility (r= .16, p<.01), interpersonal
sensitivity (r= .15, p<.05), paranoid thinking (r= .18, p<.01), phobic anxiety (r=
.11, p<.05), psychoticism (r= .15, p<.01) and somatization (r= .12, p<.05)
subscales. Also, emotional neglect and physical neglect had no significant

relationship with obsessive-compulsion subscale.
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Table 3. 5. Correlations between SA-45 and Other Variables

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18
1.SA-45 - 854+ 786+ [ 740% 864 772+ 789+ 632+ 691+ 733+ -.430« -.175« .356++ 434+ 200+ 152+ 261+ 172
2.Anxiety - 687+« 575+ 690* .616** 584+ 578+ 545+ 596+x -358« - 149w 296+ 381+ 197+ .133% 197 127
3.Depression - ATl 705+ 544+x 550+ 371+ 448+ 485+ -407~ _ 163« 386+ .415+ .185+ .210%* 315xx 194
4.Hostility - 527+ 461+ .636** .363* .506% 494+ -210~ -051 .317* .379+ .181x 147+ 233 .156*«
5.Interpersonal - 660 .681x 520« .589* .547** -475« - 148~ 325+ 387+ 176+ .139* 257+ 149+
6.0bsessive - 54T+ 451~ 438+ 522+ -378~ - 158~ 155+ 250~ 134~ .041 091 .009
7.Paranoid - 416 544x  A42x -333~ - 171~ .324* 393+ 184*+ 151 225xx .176**
8.Phobic Anxiety - A21+  AB5x* - 294~ - 187~ 167+ 172+ .088 .080 132+~ .105*
9.Psychaoticism - 480+ -.245~ -014 259~ 304~ 169~ .043 208+ .154*
10.Somatization - 234~ - 139~ 186+ .241~ 113~ .058 119~ .121~
11.Self-Model - -.105- -.121* -183« -.027 -.072 -073 -.066
12.0ther-Model - -047 -090 -001 .002 -059 .019
13.CTQ - 786+ 679~ .530** 840+ .658**
14.Emotional Abuse - 532+ .316%* 560+ .307*
15.Physical Abuse - 249% 424+ 308+
16.Sexual Abuse - 225% 320
17.Emotional Neg - 475

18.Physical Neglect

**Correlation is significant at the 0.01 level (2-tailed)

*Correlation is significant at the 0.05 level (2-tailed)

Notes. SA-45: Symptom Assessment, Interpersonal: Interpersonal Sensitivity, Obsessive: Obsessive-compulsion, Paranoid: Paranoid Thinking, CTQ: Childhood Trauma

Questionnaire, Emotional Neg: Emotional Neglect
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3.5. Multiple Regression Analyses

3.5.1. Regression Analysis with Frequency of Psychotic-like Experiences

Multiple Regression Analyses was calculated to predict total CAPE A
(Frequency) score based on childhood trauma and attachment scores. A significant
regression equation was found (F (7,404) = 23.173, p < .01), with an R2=.29.
Results showed that one of the attachment dimension (negative model of self) was
the first significant predictor of CAPE score, B =-.959, 3 =-.317, t (7,407) = -7.344,
p <.01. Likewise, emotional abuse was the second significant predictor of CAPE, B
=1.152, B =.258, t (7,404) = 4.461, p <.01. Moreover, one of the attachment
dimension (negative model of others) was the third significant predictor in predicting
CAPE, B =-.499, p =-.148, t (7,404) =-3.479, p < .01. The combination of these
independent variables predicted 29% of CAPE A score with adjusted R2=.27.
However, CAPE was not predicted by physical abuse, sexual abuse, emotional
neglect, and physical neglect subscales. The results of standard multiple regression

were demonstrated in Table 3.6.

Moreover, the assumption of collinearity showed that VIF scores were below
10. Collinearity analysis indicated that there was not a multicollinearity between
variables of the model (Self-model, VIF =1.05; Emotional Abuse, VIF =1.86;

Others-model, VIF =1.02).
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Table 3. 6. Regression Analyses for The Predictors of CAPE A (Frequency) by
Childhood Trauma and Relationship Questionnaire Measurements

B SE B t Y
SELF -.959 131 -.317 -7.344 .000
OTHERS -.499 143 -.148 -3.479 .001
EM_ABU 1.152 .258 .256 4.461 .000
PHY_AB .289 310 .048 932 352
SEX_AB .328 .288 .052 1.138 .256
EMO_NEG  .002 173 .000 .009 993
PHY_NEG 374 .289 .065 1.296 196

Notes: EM_ABU: Emotional Abuse, PHY_ABU: Physical Abuse, SEX_AB: Sexual
Abuse, EMO_NEG: Emotional Neglect, SELF: Internal Working Model of Self of
Attachment Dimension, OTHERS: Internal Working Model of Others of Attachment
Dimension

Furthermore, Regression analysis was made with the dimensions of both

CAPE A (Frequency).

Multiple Regression Analyses was calculated to predict total CAPE A
(Frequency) positive dimension score based on childhood trauma and attachment
scores. A significant regression equation was found (F (7,404) = 10.018, p < .01),
with an R2=.15. Results showed that one of the attachment dimension (negative
model of self) was the first significant predictor of CAPE A Positive dimension
score, B =-.288, B =-.208, t (7,404) = -4.411, p = .00. Likewise, emotional abuse
was the second significant predictor of CAPE A Positive dimension, B = .373, =
181, t (7,404) = 2.888, p = 04. Moreover, physical neglect was the third significant
predictor in predicting CAPE A Positive Dimension, B = .441, 3 =.166, t (7,404) =
3.052, p =.02. The combination of these independent variables predicted 15% of
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CAPE A Positive dimension score with adjusted R2=.13. However, CAPE A
Positive dimension was not predicted by other model, physical abuse, sexual abuse

and emotional neglect subscales.

Moreover, collinearity analysis showed that there was not a multicollinearity
between variables of the model (Self-model, VIF =1.05; Emotional Abuse, VIF

=1.86; Physical Neglect, VIF =1.40).

Multiple Regression Analyses was calculated to predict total CAPE A
(Frequency) negative dimension score based on childhood trauma and attachment
scores. A significant regression equation was found (F (7,404) = 20.658, p < .01),
with an R2=.26. Results showed that one of the attachment dimension (negative
model of self) was the first significant predictor of CAPE A negative dimension
score, B=-.412, 3 =-.313, t (7,404) = -7.152, p = .000. Likewise, other attachment
dimension (negative model of others) was the second significant predictor of CAPE
A negative dimension, B = -.285, p =-.195, t (7,404) = -4.523, p = .000. Moreover,
emotional abuse was the third significant predictor in predicting CAPE A negative
dimension, B = .360, p =.184, t (7,404) = 3.169, p = .002. Also, sexual abuse was
the fourth significant predictor in predicting CAPE A negative dimension, B = .253,
B=.093,1t(7,404) = 1.988, p = .047. The combination of these independent variables
predicted 26% of CAPE A negative dimension score with adjusted R2=.25.
However, CAPE A negative dimension was not predicted by other model, physical

abuse and emotional neglect subscales.
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Moreover, collinearity analysis showed that there was not a multicollinearity
between variables of the model (Self-model, VIF =1.05; Others-model, VIF =1.02;

Emotional Abuse, VIF =1.86; Sexual Abuse, VIF =1.20).

Multiple Regression Analyses was calculated to predict total CAPE A
(Frequency) depressive dimension score based on childhood trauma and attachment
scores. A significant regression equation was found (F (7,404) = 24.942, p < .01),
with an R2=.30. Results showed that emotional abuse was the first significant
predictor of CAPE A depressive dimension score, B =.419, f =.328, t (7,404)
=5.779, p = .000. Furthermore, one of the attachment dimension (negative model of
self) was the second significant predictor of CAPE A depressive dimension, B = -
.260, p=-.302, t (7,404) =-7.091, p =.000. Moreover, other attachment dimension
(negative model of others) was the third significant predictor in predicting CAPE A
depressive dimension, B =-.119, B =-.124, t (7,404) = -2.957, p = .003. Besides,
sexual abuse was the fourth significant predictor in predicting CAPE A depressive
dimension, B =.168, p =.094, t (7,404) = 2.077, p = .038. The combination of
independent variables predicted 30% of CAPE A depressive dimension score with
adjusted R2=.29. However, CAPE A depressive dimension was not predicted by

others model, physical abuse, and emotional neglect subscales.

Moreover, collinearity analysis showed that there was not a multicollinearity

between variables of the model (Emotional Abuse, VIF =1.86; Self-model, VIF

=1.05; Others-model, VIF =1.02; Sexual Abuse, VIF =1.20).
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Table 3. 7. Regression Analyses for The Predictors of CAPE A (Positive
Symptoms) by Childhood Trauma and Relationship Questionnaire
Measurements

B SE B t p
SELF -.288 065 -.208 -4.411 .000
OTHERS  -.094 072 -.061 -1.316 189
EM_ABU  .373 129 181 2.888 004
PHY_AB 266 155 096 1.719 086
SEX_AB .093 144 -.032 -.642 521
EMO _NEG -.111 086 -.078 -1.201 198
PHY NEG  .441 144 166 3.052 002

Notes: EM_ABU: Emotional Abuse, PHY_ABU: Physical Abuse, SEX_AB: Sexual
Abuse, EMO_NEG: Emotional Neglect, SELF: Internal Working Model of Self of
Attachment Dimension, OTHERS: Internal Working Model of Others of Attachment
Dimension

Table 3. 8. Regression Analyses for The Predictors of CAPE A (Negative
Symptoms) by Childhood Trauma and Relationship Questionnaire
Measurements

B SE B t p
SELF -.412 058 -.313 -7.152 000
OTHERS  -.285 063 -.195 -4.523 000
EM_ABU  .360 114 184 3.169 002
PHY_AB 002 136 001 016 987
SEX_AB 253 127 093 1.988 047
EMO_NEG  .097 076 072 1.276 203
PHY_NEG  .008 127 003 066 948

Notes: EM_ABU: Emotional Abuse, PHY_ABU: Physical Abuse, SEX_AB: Sexual
Abuse, EMO_NEG: Emotional Neglect, SELF: Internal Working Model of Self of
Attachment Dimension, OTHERS: Internal Working Model of Others of Attachment
Dimension
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Table 3. 9. Regression Analyses for The Predictors of CAPE A (Depressive
Symptoms) by Childhood Trauma and Relationship Questionnaire
Measurements

B SE B t P
SELF -.260 037 -.302 -7.091 000
OTHERS  -.119 040 -.124 -2.957 003
EM_ABU  .419 072 328 5.779 000
PHY_AB .020 087 012 235 815
SEX_AB 168 081 094 2.077 038
EMO _NEG  .016 048 018 328 743
PHY NEG  -.061 081 -.037 - 747 455

Notes: EM_ABU: Emotional Abuse, PHY_ABU: Physical Abuse, SEX_AB: Sexual
Abuse, EMO_NEG: Emotional Neglect, SELF: Internal Working Model of Self of
Attachment Dimension, OTHERS: Internal Working Model of Others of Attachment
Dimension

3.5.2. Regression Analysis with SA-45

The same analysis was applied to SA-45. According to the result, the second
model was significant, F (7,404) = 28.197, p<.001 with an Adjusted R2 of .32.
Results indicated that model of self (negative) was the first significant predictor of
symptom assessment total score, B =-.1903, B =-.353, t (7,404) = -8.443, p < .01.
Likewise, emotional abuse was the second significant predictor of symptom
assessment total score, B = 2.674, B = .334, t (7,404) = 6.003, p < .01 and model of
others (negative) was the third significant predictor of SA-45 score, B = -.639, p = -
107, t (7,404) = -2.587, p = .10. The combination of independent variables predicted

33% of symptom assessment total score. However, symptom assessment total score
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was not predicted by physical abuse, sexual abuse, emotional neglect, and physical
neglect subscales. The results of standard multiple regression were shown in Table

3.7.

Moreover, collinearity analysis showed that there was not a multicollinearity
between variables of the model (Self-model, VIF =1.05; Emotional Abuse, VIF

=1.86; Others-model, VIF =1.02).

Table 3. 10. Regression Analyses for The Predictors of SA-45 by Childhood
Trauma and Relationship Questionnaire Measurements

B SE B t p
SELF -1.903 225 -.353 -8.443 000
OTHERS  -.639 247 -.107 -2.587 010
EM_AB 2.674 445 334 6.003 000
PHY AB  -.008 535 -.001 -.016 987
SEX_AB  .050 498 004 100 920
EM_NEG  .133 298 024 448 655
PHY NEG .372 499 036 747 456

Notes: EM_ABU: Emotional Abuse, PHY _ABU: Physical Abuse, SEX_ AB: Sexual
Abuse, EMO_NEG: Emotional Neglect, SELF: Internal Working Model of Self of
Attachment Dimension, OTHERS: Internal Working Model of Others of Attachment
Dimension
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CHAPTER 4

DISCUSSION

The main purpose of this study was examining psychotic-like experiences,
subclinical psychiatric symptoms regard to model of self and others and childhood
trauma. Concerning this aim, group differences and correlation analyses between
related variables were explored. Moreover, one of the hypotheses of the study claims
childhood trauma and model of self and others predict both psychotic-like
experiences and subclinical psychiatric symptoms. Another hypothesis indicated that
higher score on childhood trauma and low score on model of self and others predict a
higher score on psychotic-like experiences and subclinical psychiatric symptoms.
With regard to testing these hypotheses, regression analyses of related variables were
presented. These results were discussed in the light of previous studies. Lastly,

limitations of the study, implications and suggestions for future work were presented.

In the present study, most of the hypotheses were confirmed and some of the

hypotheses were not verified. These hypotheses were shown below:
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e PLE, subclinical psychiatric symptoms scores, and childhood trauma
scores were higher for individuals with insecure attachment styles
than individuals with secure attachment styles.

e Model of self and others, the frequency of psychotic-like experiences
and subclinical psychiatric symptoms were found to be significantly
related.

e Childhood trauma, psychotic-like experiences and subclinical
psychiatric symptoms were found to be significantly related.

e Specifically, the model of self was significantly related to childhood
trauma. Moreover, no association was found between the model of
others and childhood trauma.

e PLE and subclinical psychiatric experiences were predicted by model
of self and others and childhood trauma.

e Higher scores on PLE and subclinical psychiatric symptoms were
predicted by a higher scores on childhood trauma and lower scores on

model of self and others.

Importantly, in this study, attachment dimensions (anxious attachment and
avoidant attachment) were used in the discussion part to compare literature with this
study due to lack of recent studies which related with model of self and others
concepts. Like it was mentioned above, model of self is analogous with anxious

attachment and model of others is analogous with avoidant attachment.
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4.1. Interpretation of Group Differences

4.1.1. Interpretation of Group Differences between Related Variables According

to Secure and Insecure Attachment Styles

Significant differences were found between the attachment styles in regard to
frequency of psychotic-like experiences, positive, negative, depressive symptoms of

PLE and subclinical psychiatric symptoms.

More specifically, insecurely attached individuals were more likely to
experience positive, negative and depressive symptoms of psychotic-like experiences
and subclinical psychiatric symptoms compare to securely attached individuals. This
finding was supported by past researches. Previous researches emphasized the
difference between secure and insecure attachment styles in regard to positive and
negative symptoms of psychosis in the non-clinical sample (Korver-Nieberg et al.,
2014; Sheinbaum et al., 2013). In accordance with the result of this study, other
studies demonstrated the involvement between secure attachment, insecure
attachment styles and different kinds of psychopathology. More specifically,
significant differences between secure and insecure attachment styles were found
according to depressive symptoms (Mickelson et al., 1997), anxious symptoms
(Weems, Berman, Silverman & Rodriguez, 2002), hostility and interpersonal
sensitivity (Bonab & Koohsar, 2011), obsessive-compulsive symptoms (Cooper,
Shaver & Collins, 1998), social phobia (Manassis, 2001), psychoticism (Bonab &
Koohsar, 2011), paranoid thinking (Ciocca et al., 2017) and medically unexplained

physical symptoms (somatization) (Taylor, Mann, White & Goldberg, 2000). These
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results proved that individuals with secure attachment style are less likely to have

psychopathology than indiviudals with insecure attachment styles.

Furthermore, significant differences were found between the attachment
styles in terms of childhood trauma including emotional abuse, emotional neglect,
and physical neglect. This finding showed that insecurely attached individuals were
more likely to have childhood trauma than securely attached individuals. The result
of this study was compatible with past literature. For example, Shapiro &
Levendosky (1999) mentioned that emotional abuse, emotional neglect and physical
neglect are risk factors for the establishment of insecure attachment in relationships
in adulthood. Besides, surprisingly results indicated that there were no significant
differences between secure and insecure attachment styles in terms of physical abuse
and sexual abuse. This finding was not supported by literature since previous
researches demonstrated that physical and sexual abuse are main indicators of
insecure attachment (Waters, Merrick, Treboux, Crowell, & Albersheim, 2000). On
the other hand, other types of childhood traumatic experiences are more common
than sexual abuse in general population (Vachon, Krueger, Rogosch, & Cicchetti,
2015) and the sample of this study was compromised from healthy individuals. Thus,

these findings might be relevant to the characteristic of the sample.

The results confirmed the first hypothesis of the study. PLE, subclinical
psychiatric symptoms scores, and childhood trauma scores were higher for insecurely
attached individuals than securely attached individuals. Moreover, individuals with

insecure attachment were more likely to have the psychotic-like experience,
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subclinical psychiatric symptoms and childhood trauma except for physical and
sexual abuse than individuals with insecure attachment. This finding was also
supported by the literature. Therefore, the insecure attachment was a risk factor for
having general psychopathology (Shapiro & Levendosky, 1999) and psychotic
experiences (Berry, Wearden, & Barrowclough, 2007) whereas secure attachment
provides a buffer against the development of several psychopathologies (Mikulincer,

Florian & Weller, 1993).

4.2. Interpretation of Correlation Analyses

4.2.1. Interpretation of Correlation Analysis between Attachment Dimensions,

Childhood Trauma, and CAPE

Result of the correlation analysis suggested that the model of self and others
were negatively related to the frequency of psychotic-like experiences, positive,
negative and depressive symptoms of PLE. In other words, individuals with a
negative model of self (anxious attachment) and negative model of others (avoidant
attachment) more frequently had psychotic-like experiences, positive, negative and
depressive symptoms of PLE. In accordance with these findings, contemporary
studies with non-clinical sample suggested that both negative model of self and
others (anxious and avoidant attachment) had an association with negative symptoms
(Blair et al., 2018; Tiliopoulos & Goodall, 2009) and depressive symptoms (Jinyao et
al., 2012). Moreover, other studies emphasize the relationship between negative

model of self (anxious attachment) and positive symptoms in the non-clinical sample
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(Berry et al., 2007; Pickering, Simpson & Bentall, 2008). On the other hand, another
finding of this study indicated that no significant association was found between the
negative model of others (avoidant attachment) and positive symptoms of PLE.
Individuals with a negative working model of others (avoidant attachment) usually
abstain from intimate relationships and this was similar to the characteristic of
negative symptoms (e.g. social withdrawal) rather than positive symptoms of PLE.
This can partly explain the lack of correlation between positive symptoms and

negative model of others (avoidant attachment).

Model of self and others and psychotic-like experiences were found to be
significantly related. In other words, individuals with a negative model of self and
others had higher level symptoms of psychotic-like experience. Moreover, the model
of others had no significant association with positive symptoms of psychotic-like

experiences. This finding was also supported by the literature.

Furthermore, the model of self was negatively related to childhood trauma
and emotional abuse. This result indicated that individuals with negative model of
self were more likely to have childhood trauma and emotional abuse. In accordance
with this finding, Berry and colleagues (2009) found that individuals who reported
childhood trauma had a higher score on negative model of self (attachment anxiety).
Moreover, Liem & Boudewyn (1999) mentioned that the wide effect of emotional
abuse on the development of children’s comprehension of self and others. Besides,
both model of self and others had not any significant relationship with physical

abuse, sexual abuse, emotional and physical neglect; on the other hand, model of
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others had no significant relationship with both childhood trauma and emotional
abuse. These findings were inconsistent with the previous research. Previous studies
emphasize the significant association between childhood traumas (both abuse and
neglect types) and model of self (anxious attachment) and model of others (avoidant

attachment) in a non-clinical adult sample (Riggs & Kaminski, 2010).

Childhood trauma subtypes and model of self and others were found to have
no relationship. Result of the study showed that only model of self had a significantly
related only with childhood trauma and emotional abuse. This lack of correlation
between model of self and others and childhood trauma subtypes might be due to the
measurement of attachment since there are controversies about the reliability of
Relationship Questionnaire. On the other hand, disorganized attachment style was
not included in this study since it was not measured by self-report. Disorganized
attachment is defined as not having capability to use a strategy while coping with
stressful sitations (Main & Hesse, 1990, as cited in Baer & Martinez, 2006). Besides,
this attachment style has a link with childhood trauma and various psychopathology
later on life (Lyons-Ruth, Easterbrooks & Cibelli, 1997; van ljzendoorn, Schuengel,
& Bakermans-Kranenburg, 1999). Therefore, disorganized attachment may be
related with childhood trauma and this attachment style can be responsible for
psychotic-like experiences and subclinical psychiatric symptoms that was measured
in this study. Yet, regardless of trauma type, indiviudals can have secure attachment
by means of other protective factors. So, this can be explain why no relationship was

found between childhood trauma and model of self and others.
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Childhood trauma including both abuse and neglect types was positively
associated with frequency of psychotic-like experiences, positive, negative and
depressive symptoms of PLE. More specifically, individuals who have childhood
trauma including emotional, physical, sexual abuse and emotional, physical neglect
were more likely to have PLE symptoms. In accordance with this result, a recent
study indicated that childhood trauma has an association with psychotic-like
experiences in non-clinical population (Cole, Newman- Taylor, & Kennedy, 2016)
Moreover, the relationship between childhood abuse, neglect, positive and negative
symptoms were demonstrated by a recent meta-analysis study (Varese et al. 2012).
Childhood trauma (both abuse and neglect) and psychotic-like experiences were
found to be significantly related. What is more, these findings also emphasize the
continuum hypothesis of psychosis in view of the fact that childhood trauma is a risk

factor for both clinically diagnosed psychosis and subclinical psychosis.

These results confirmed the second hypothesis of the study. It was found that
there is a significant relationship between childhood trauma, model of self and

others, and psychotic-like experiences.

4.2.2. Interpretation of Correlations between Attachment Dimensions,

Childhood Trauma, and Subclinical Psychiatric Symptoms

Model of self and others were negatively related to subclinical psychiatric
symptoms. This finding indicated that individuals with negative model of self and
others were more likely to have subclinical psychiatric symptoms. This result was
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reported previously in the literature. Thus, studies showed that negative model of self
and others (anxious and avoidant attachment) were linked with depressive symptoms
(Cummings & Cicchetti, 1990), anxiety symptoms (Eng et al., 2001), hostility
(Mikulincer et al., 2003), interpersonal sensitivity (Bonab & Koohsar, 2011),
obsessive-compulsive symptoms (Doron et al., 2009), paranoia (Meins et al., 2008)
and medically unexplained somatic symptoms (Neumann, Sattel, Giindel,
Henningsen & Kruse, 2015) in both clinical and non-clinical sample. On the other
hand, no significant difference was found between the model of other and hostility
and psychoticism symptoms. However, the sample of the study was compromised
from the non-clinical sample, as a possibility, participants who have a negative
model of other (avoidant attachment) did not report hostility and psychoticism in
symptom assessment scale. Model of self and others and subclinical psychiatric

symptoms were found to be significantly related.

Moreover, childhood trauma was positively related to subclinical psychiatric
symptoms. This result indicated that individuals who have childhood trauma were
more likely to have subclinical psychiatric symptoms. Past literature supported this
finding. Previous research suggested that childhood trauma is associated with a
variety of psychiatric symptoms later in life (Matheson et al. 2013). Childhood
trauma and subtypes of childhood trauma has been empirically linked with
depression and anxiety (McCauley et al. 1997), hostility (Dragioti, Damigos,
Mavreas, & Gouva, 2012), interpersonal sensitivity (Otsuka et al., 2017) obsessive-
compulsive (OC) symptoms (Fontenelle et al., 2012), paranoid ideation (Bentall &

Fernyhough, 2008), social phobia (Manfro et al., 2003), psychoticism (Lysaker,
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Meyer, Evans, Clements & Marks, 2001) and somatization (Waldinger et al., 2006).

More specifically, the result of this study indicated that emotional abuse was
positively associated with all subclinical psychiatric symptoms. Physical abuse was
positively related to all subclinical psychiatric symptoms except phobic anxiety.
Sexual abuse was positively associated with all subclinical psychiatric symptoms
except obsessive compulsion, phobic anxiety, psychoticism, and somatization.
Emotional neglect and physical neglect had a positive relationship with all
subclinical psychiatric symptoms except obsessive-compulsion subscale. Childhood

trauma and subclinical psychiatric symptoms were found to be significantly related.

These results confirmed the second hypotheses of the study. It was found that
there is a significant relationship between childhood trauma, model of self and

others, and subclinical psychiatric symptoms.

4.3. Interpretation of Multiple Regression Analyses

4.3.1. Interpretation of Multiple Regression Analysis of Frequency of Psychotic-

like Experiences

Result of regression analysis indicated that both negative model of self and
others and emotional abuse predicted the frequency of PLE. Regression analysis

demonstrated that the first predictor was model of self (negative), the second

60



predictor was emotional abuse, and the third predictor was model of others
(negative). These three predictors together explained approximately one-third of the
variance in frequency of psychotic-like experiences. In accordance with these results,
the recent systematic review mentioned that negative model of self and others
(anxious attachment and avoidant attachment) had a relationship with psychotic-like
experiences in both clinical and non-clinical populations (Korver-Nieberg et al.,
2014). On the other hand, the result showed that negative model of self was a
stronger predictor of PLE than negative model of others. Therefore, it indicated that
negative model of self was more relevant to psychotic-like experiences than negative
model of others. In line with this result, recent studies showed that negative model of
self (anxious attachment) was more predominant than model of others (avoidant
attachment) in both clinical (Harder, 2014) and non-clinical population (Goodall,
Rush, Griinwald, Darling & Tiliopoulos, 2015). Considering positive symptoms
(e.g., hallucinations and delusions) are more representative than negative symptoms
of psychosis phenomena and regarding the strong relationship between negative
model of self and positive symptoms in a non-clinical population, this result was
compatible with both theories and previous studies. On the other hand, individuals
with negative model of self and others (high level of both anxious and avoidant
attachment) are characterized by social isolation and having suspicions of others’
attitudes (Meins et al., 2008). This profile was also related to positive symptoms
(e.g., paranoid delusions) and negative symptoms (e.g., social withdrawal). Thus, this
finding theoretically supported predictor role of both self and others model on

psychotic-like experiences.
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Apart from this, this finding also indicated that emotional abuse was a
stronger predictor of PLE rather than other abuse and neglect types (sexual and
physical abuse; emotional and physical neglect). Therefore, these childhood trauma
types did not predict the frequency of PLE. Most of the participants did not report
sexual or physical abuse in this study. Thus, the low rate of reporting of physical and
sexual abuse by participants may be related to why these traumatic experiences were
not independent predictors of frequency of PLE. It was also known that there is a less
chronic occurrence of both physical and sexual abuse especially in the non-clinical
population (Réssler, Ajdacic-Gross, Rodgers, Haker & Miiller, 2016). Moreover,
recent studies highlighted that emotional abuse as a most significant contributor of
subclinical psychosis than other trauma types (Goodall et al., 2015; Toutountzidis et
al., 2018). This result with the support of previous studies showed that emotional
abuse had a more lasting effect on individuals who have subclinical psychosis than

sexual and physical abuse.

Furthermore, other regression models investigated the main predictors of

positive, negative and depressive symptoms of psychotic-like experiences.

Positive symptoms of psychotic-like experiences were predicted by model of
self and others and emotional abuse. The first predictor was model of self (negative),
the second predictor was emotional abuse and the third predictor was physical
neglect. All these variables together explained 15% variance of the positive
symptoms of PLE. This result appeared to be in line with the previous studies. In the

light of these findings of this study, Berry and colleagues (2006) found that
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subclinical positive symptoms are more associated with negative model of self
(anxious attachment) whereas negative symptoms are more associated with negative
model of others (avoidant attachment) in a non-clinical sample. This might explain
why model of others was not one of the predictors of positive symptoms of PLE. On
the other hand, many studies emphasize that emotional abuse and neglect had a
major impact on the development of positive symptoms (Berenbaum, Thompson,
Milanak, Boden & Bredemeier, 2008; Cristobal-Narvaez et al., 2016; Johnson et al.,

2001; Powers, Thomas, Ressler & Bradley., 2011).

Negative symptoms of psychotic-like experiences were predicted by the
model of self and others, emotional abuse and sexual abuse. The first predictor was
model of self (negative), the second predictor was model of others (negative), the
third predictor was emotional abuse and the fourth predictor was sexual abuse. All
these variables together explained 26% variance of the negative symptoms of PLE.
Previous studies demonstrated that both negative model of self (anxious attachment)
(Tiliopoulos & Goodall, 2009) and negative model of others (avoidant attachment)
(Berry et al., 2006; Meins et al., 2008) had a relation with negative symptoms.
Likewise, negative model of others (avoidant attachment) has an association with
social anhedonia of negative symptoms (Berry et al., 2006). Moreover, emotional
abuse was also associated with negative symptoms of PLE (Toutountzidis et al.,
2018) but previous studies also found that childhood abuse was not related to
negative symptoms. (Read, Agar, Argyle & Aderhold, 2003). More specifically,
sexual abuse was associated with positive symptoms than negative symptoms (Ross,

Anderson & Clark, 1994). Most studies which investigate psychosis phenomena and
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childhood trauma excluded negative symptoms (Read et al., 2003). On the other
hand, these studies were conducted with a clinical population and a small sample
size, so it was difficult to make an interpretation and comparison with this study.
Moreover, these discrepancies may due to differences between studies in regards to
their assessment instruments, a variety of participants’ responses and characteristic of

sample groups.

Depressive symptoms of psychotic-like experiences were predicted by the
model of self and others, emotional abuse and sexual abuse. The first predictor was
emotional abuse, the second predictor was model of self (negative), the third
predictor was model of others (negative) and the fourth predictor was sexual abuse.
All these variables together explained 30% variance of the depressive symptoms of
PLE. Previous studies were in line with this finding. Prior research underlined that
association between emotional abuse and depression (Chapman et al., 2004; Khan et
al., 2015). Furthermore, the predictor role of model of self (anxious attachment) and
model of others (avoidant attachment) of depressive symptoms were well
documented (Hankin et al., 2005). Beyond, sexual abuse was one of the main

indicators of depressive symptoms (Nelson et al., 2002).

The third hypothesis indicated that PLE is predicted by model of self and
others and childhood trauma. And the fourth hypothesis claimed that higher scores
on PLE were predicted by higher scores on childhood trauma and low scores

(negative) on model of self and others. Both of these hypotheses were verified by this
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study and supported by the literature. More specifically, it was found that individuals
who have negative model of self and others and also childhood emotional abuse were

more likely to have high scores on psychotic-like experiences.

4.3.2. Interpretation of Multiple Regression Analysis with SA-45

Result of regression analysis showed that both negative model of self and
others and emotional abuse predicted subclinical psychiatric symptoms. Result
documented that the main predictors were a model of self (negative), the second
predictor was emotional abuse, and the third predictor was model of others
(negative). These three predictors together explained one-third of the variance of the
subclinical psychiatric symptoms. Prior research emphasized the relationship
between insecure attachment dimensions and subclinical psychiatric symptoms
(Shorey & Synder, 2006). Besides, general psychopathology was predicted by adult
attachment styles (Bartholomew & Horowitz, 1991) and other researches indicated
that emotional abuse had a significant relation with general psychiatric symptoms

(Rich, Gingerich & Rosen, 1997; Thompson and Kaplan, 1996).

The third hypothesis of the study indicated that subclinical psychiatric
symptoms were predicted by model of self and others and childhood trauma.
Moreover, the fourth hypothesis claimed that higher scores on subclinical psychiatric
symptoms were predicted by higher scores on childhood trauma and lower scores

(negative) on model of self and others. More specifically, individuals who have
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negative model of self and others and childhood emotional abuse experience were

more likely to have a high level of subclinical psychiatric symptoms.

Results of the study indicated that all of the hypotheses were verified.

4.4. Contribution of the Study and Clinical Implications

To my knowledge, this is the first study that incorporates the subclinical
psychiatric symptoms into the relationship between psychotic-like experiences,
childhood trauma and model of self and others. Also, the previous study
demonstrated that there was a strong relationship between psychotic-like experiences
and subclinical psychiatric symptoms (Unterrassner, 2017). After all, examining
psychotic-like experiences, childhood trauma subtypes and model of self and others
along with subclinical psychiatric symptoms may be considered as a contribution to
the subclinical psychosis literature. Moreover, studying negative symptoms and
positive symptoms separately in a non-clinical sample may fill the gap of literature,
because there is a lack of studies that focus only on negative symptoms. Further, this
study succeeds to show the evidence of the continuum model of psychosis by using
non-clinical sample. As another contribution, studying several types of abuse and
neglect rather than only focusing on childhood trauma concept is informative for

understanding the underlying mechanism of psychosis.

This study also had implications for clinical practice. Assessment of
subclinical psychiatric symptoms is important, because symptoms of psychosis and

psychiatric symptomology may overlap. Moreover, the assessment of childhood
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trauma history with different types of traumas (abuse and neglect) is also important
to establish specific preventive treatments for the development of psychosis.
Furthermore, using attachment styles in an attachment-based therapy for prevention
of psychosis may help to consider the resilience and risk factors. Thus, arranging a
treatment plan with focusing on attachment history and different types of trauma is
helpful for the clinician to conceptualize a proper treatment plan for individuals

having at risk in terms of developing psychosis.

4.5. Limitation of the Study and Suggestions for Future Work

Despite many contributions that were mentioned above, this study had some
limitations. First, the cross-sectional nature of this study design limited to drawing
causality between study variables. Secondly, the other limitation of the study is self-
disclosure problem of the participants. Participants may be less likely to open
themselves due to the nature of data collection (self-report) and lack of a therapeutic
relationship. The sample was compromised from mostly university students and their
acquaintances, so participants may abstain from declaring a more severe form of
abuse and neglect. Moreover, deeper and longer interviews and screenings were

associated with higher disclosure rates for participants (Jacobson, 1989).

Besides, retrospective measurements may cause some biases. First, Hardt &
Rutter (2004) indicated that participants are more likely to underestimate their
responses rather than over-reporting their true rates in these types of assessments,
thus this might cause lack of correlation of between trauma types and other relevant
variables. Second, recall bias should bear in mind due to the nature of all trauma

scales. And thirdly, there is a possibility of social desirability bias regarding the
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existence of self-report measurement in this study. Beyond, attachment styles may be
not accurately measured via Relationship Questionnaire due to the fact that there are

controversies about the reliability of this measurement.

Future studies may take into consideration of conducting a clinical
interviewing before getting an assessment or conducting a study with a smaller
sample size. Moreover, implementation of deeper clinical interviewing with the good
therapeutic alliance and relationship may help to get the accurate outcome of
psychotic-like experiences, childhood trauma and model of self and others from

participants.

4.6. Conclusion

The result of this study confirmed the association between childhood trauma,
model of self and others, psychotic-like experiences and subclinical psychiatric
symptoms in the general population. As expected, all dimensions of psychotic-like
experiences and subclinical psychiatric symptoms were predicted by lower levels of
model of self and others and higher levels of childhood trauma (emotional abuse,
sexual abuse, and physical neglect). These findings also verified the hypotheses of
this study. More importantly, these results indicated that indicators of psychosis are
also related to psychotic-like experiences. Thus, the study was an agreement with the
continuum model of psychosis. The findings of this study showed that emotional
abuse was the main trauma type and negative working model of self was the main
predictor on the prediction of both PLE and subclinical psychiatric symptoms in a

non-clinical sample.
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APPENDIX A

BILGILENDIRILMIiS ONAM FORMU

Bu calisma BAUBAP projesi kapsaminda Bahgesehir Universitesi Psikoloji Bolimii Ogretim
Uyesi Dr. Oya Mortan Sevi ve Klinik Psikoloji Yiiksek Lisans égrencileri Zekiye Zeybek, Feyzan
Ustamehmetoglu ve Mige Giilen tarafindan yulritiilmektedir. Bu arastirmanin amaci
toplumda psikiyatrik belirtilerin ne siklikta ortaya ciktigini incelemek ve bazi degiskenlerle
iliskisini arastirmaktadir. Arastirma kapsaminda sizden 30-35 dakika sirecek bir olgek
¢alismasina katilmaniz istenmektedir. Bu ¢alismaya katilmak tamamen gonillilik esasina
dayanmaktadir. Calismanin amacina ulasmasi icin sizden beklenen, bitin sorulari eksiksiz,
kimsenin baskisi veya telkini altinda olmadan, size en uygun gelen cevaplari igtenlikle

verecek sekilde cevaplamanizdir.

Bu formu okuyup onaylamaniz, arastirmaya katilmayi kabul ettiginiz anlamina gelecektir.
Ancak calismaya katilmama veya katildiktan sonra herhangi bir anda calismayl birakma
hakkina da sahipsiniz. Bu calismadan elde edilecek bilgiler tamamen arastirma amaci ile
kullanilacak olup kisisel bilgileriniz gizli tutulacaktir. Sizden herhangi bir maddi talepte
bulunulmayacak ve calismaya katildiginiz icin bir 6deme yapilmayacaktir. Arastirmaya
katiliminiz icin tesekkiir ederiz. Calisma ile ilgili bir sorunuz oldugu takdirde asagidaki e-mail

adresi lizerinden arastirmaci ile iletisime gecebilirsiniz.

Dr. Ogretim Uyesi Oya Mortan Sevi
Bahcesehir Universitesi Psikoloji B&limii
iktisadi, idari ve Sosyal Bilimler Enstitiisi

oya.mortansevi@eas.bau.edu.tr

Arastirmadan Once verilmesi gereken bilgileri gosteren yukaridaki metni okudum. Bana
s0zlU aciklamalar da yapildi. Bu kosullarla s6z konusu arastirmaya kendi rizamla hicbir baski
ve zorlama olmaksizin katilmayi kabul ediyorum.

Katiimcinin imzasi
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APPENDIX B

BiLGi FORMU

1. Yas :
2. Cinsiyet :

O Kadin O Erkek
3. Egitim Durumu
O ilkokul
O Ortaokul
O Lise
O Yiiksekokul
O Universite
O Yiksek lisans/Doktora
4, Mesleginiz?
Su anda calisiyor musunuz?
O Evet [ Hayir
5. Aylik hane geliriniz ne kadar? (Hanenizde yasayanlarin aylik toplam geliri)

0J0-1400 TL [J1401-2499 TL  [02500- 3499 TL [13500- 4999 TL

[15000- 9999TL  [110.000 + TL

6. Medeni Durumu

[IBekar [ Nisanli [CIEvli  [IBosanmis O Dul

7. Herhangi bir fiziksel rahatsizliginiz var mi?

O Evet O Hayir Belirtiniz (rahatsizlik):
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10.

11.

Hig psikiyatrik yardim aldiniz mi?

Evet [ Hayir Belirtiniz (basvuru nedeni):

Su anda psikiyatrik ila¢ kullaniyor musunuz?

Evet [ Hayir Belirtiniz (ilag adi):

Herhangi bir uyusturucu madde kullandiniz mi?

Evet [ Hayir Belirtiniz (madde):

Ailenizde psikiyatrik tani alan kimse var mi?

Evet [ Hayir Belirtiniz (tanisi):

12. Son 5 yil iginde travmatik olarak degerlendirebileceginiz bir olay yasadiniz mi?

O

Evet [ Hayir Belirtiniz (olay):
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APPENDIX C

COMMUNITY ASSESSMENT OF PSYCHIC EXPERINCES (CAPE)

CAPE (TPYO) (EU-CAPE) Eu 6

Olgek ile ilgili agciklamalar:

El

CAPE belirli duygular, distinceler ve zihinsel deneyimleri 6lcmek icin gelistirilmistir. Bu duygu, distince ve zihinsel deneyimlerin toplumda daha

once varsayilandan cok daha yaygin oldugunu ve pek ¢ok insanin bunlara benzer duygu, duslince ve/veya zihinsel deneyimleri hayatlarinin bir
kisminda yasadigini disinlyoruz.

Sonraki sayfalar A ve B siitunlarina ayrilmistir. A SGtununda belirli duygu, diisiince ya da zihinsel deneyimlerin hayatiniz boyunca hangi siklikla
yasadiginizi belirtebilirsiniz. Litfen en uygun olanin yanina isaret koyunuz.

Dogru ya da yanhs cevap yoktur.
Eger hayatinizda bu duygu, disiincelerden dolayi zorlandiginiz birden fazla dénem olduysa, litfen en kot zamani distinerek cevaplayiniz.

Eger “hicbir zaman” 1 isaretlediyseniz, liitfen bir sonraki soruya geginiz.

Eger “bazen”, “siklikla” veya “neredeyse her zaman”1 isaretlediyseniz, liitfen B siitununda bu deneyim nedeniyle ne kadar sikinti
yasadiginizi, zorlandiginizi belirtiniz.
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Stitun A Siitun B

Higbir Neredeyse . .
Bazen Siklikla Slklrkm Bllraz Bell(lrgm glj(ok
Zaman her zaman yo sikint1 sikint1 sikint1

1. Kendinizi lizgiin hissettiginiz olur mu?

2. Insanlarin sizin hakkinizda imalarda bulundugunu veya farkh
anlamlara g¢ekilebilecek sozler soylediklerini hissettiginiz olur mu?

3. Hayat dolu bir insan olmadiginizi hissettiginiz olur mu?

4. Baskalariyla konusurken pek konuskan birisi olmadigimzi
hissettiginiz olur mu?

5. Dergilerde ya da televizyonda gordiigiiniiz seylerin 6zel olarak
sizin i¢gin yazildigmi hissettiginiz olur mu?

6. Bazi insanlarin goriindiikleri gibi olmadiklarini hissettiginiz olur
mu?

7. Herhangi bir sekilde size kotiiliik ediliyormus gibi hissettiginiz
olur mu?

8. Onemli olaylar karsisinda hi¢ duygulanmadigimizi ya da ¢ok az
duygulandiginizi hissettiginiz olur mu?

9. Her konuda kétiimser oldugunuzu hissettiginiz olur mu?

10. Size kars1 bir komplo kuruldugunu hissettiginiz olur mu?
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11. Cok 6nemli birisi olacaginizin alin yazinizda oldugunu
hissettiginiz olur mu?

12. Higbir geleceginiz yokmus gibi hissettiginiz olur mu?

13. Cok ozel ya da sira dis1 bir kisi oldugunuzu hissettiginiz olur
mu?

14. Artik yasamak istemiyormus gibi hissettiginiz olur mu?

15. Insanlarin zihinden zihine iletisim kurabildigini diisiindiigiiniiz
olur mu?

16. Insanlarla birlikte olmaya ilgi duymadiginiz1 hissettiginiz olur
mu?

17. Bilgisayar gibi elektrikli aletlerin diisiincelerinizi
etkileyebilecegini hissettiginiz olur mu?

18. Bir seyler yapma konusunda hevesli olmadiginizi hissettiginiz
olur mu?

19. Sebepsiz yere agladiginiz olur mu?

20. Biiyliye, cincilere veya medyumlarin giiciine inanir misiniz?

21. Enerjinizin kalmadigin hissettiginiz olur mu?
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22. Insanlarin size goriiniimiiniiz nedeniyle tuhaf tuhaf baktigimni
hissettiginiz olur mu?

23. Zihninizin bombos oldugunu hissettiginiz olur mu?

24. Sanki size ait diisiinceler zihninizden ¢ekilip alimyormus gibi
hissettiginiz olur mu?

25. Giinlerinizi hi¢bir sey yapmadan bosa ge¢irdiginizi hissettiginiz
olur mu?

26. Kafamzdaki diigiinceler size ait degilmis gibi hissettiginiz olur
mu?

27. Duygularmizin yeterince yogun olmadigini hissettiginiz olur
mu?

28. Hig diisiinceleriniz, baskalar1 tarafindan isitilecek diye endise
edeceginiz kadar canli olur mu?

29. Icten, dogal olmadiginiz1 hissettiginiz olur mu?

30. Kendi diislincelerinizi yanki yapar gibi isittiginiz olur mu?

31. Kontroliiniiziin sizin degil de baska bir giiciin elinde oldugunu
hissettiginiz olur mu?

32. Duygularmizin kérelmis oldugunu hissettiginiz olur mu?
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33. Yalnizken sesler duydugunuz olur mu?

34. Yalniz kaldigimzda birbiriyle konusan sesler isittiginiz olur mu?

35. Dig goriiniimiiniizii ya da kigisel temizliginizi ihmal ettiginizi
hissettiginiz olur mu?

36. Isleri higbir zaman yoluna koyamayacaginizi hissettiginiz olur
mu?

37. Hobilerinizin az ya da ilgi alanlarinizin kisith oldugunu
hissettiginiz olur mu?

38. Kendinizi suglu hissettiginiz olur mu?

39. Basarisiz biri oldugunuzu hissettiginiz olur mu?

40. Gergin hissettiginiz olur mu?

41. Bir baskast, bir yakininizin kiligina girmis gibi hissettiginiz olur
mu?( ailenizden birinin, bir arkadasinizin ya da bir tanidiginizin)

42. Hig diger insanlarin géremedigi nesneleri, kisileri ya da
hayvanlar1 gordiigiiniiz olur mu
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APPENDIX D

SYMPTOM ASSESSMENT (SA-45)

Asagida, insanlarin zaman zaman yasadiklari sorun ve yakinmalarin bir listesi bulunmaktadir. Litfen
her birini dikkatlice okuyunuz. Bunu yaptiktan sonra; bu durumun bu giin de dahil olmak lizere son 7
glin icerisinde sizi ne kadar siktigini ya da rahatsiz ettigini en iyi ifade eden -sag taraftaki- sayiyi, daire
icine aliniz. Her bir sorun icin sadece bir saylyi daire igine aliniz ve higbir maddeyi atlamayiniz.

1 Kendimi yalmz hissediyorum 112|134
2 Hiiziinliiyiim 112|134
3 Higbir sey ilgimi ¢ekmiyor 112|134
4 Korkuyorum 112|134
5 Baskalarmin diisiincelerimi kontrol edebilecegini diistiniiyorum 112 (3] 4
6 Sorunlarimin bir¢ogu i¢in baskalarini su¢luyorum 112 (3] 4
7 Acik alanlarda veya sokakta korkuyorum 112|3]|4
8 Bagkalarimin duymadigi sesler duyuyorum 112|134
9 Cogu insanin giivenilmez oldugunu diisiiniiyorum 112|134
10 Sebepsiz yere birdenbire korkuya kapiliyorum 112|134
11 Kontrol edemedigim 6fke patlamalar1 yastyorum 112|134
12 Tek basima evden ¢ikmaya korkuyorum 11234
13 Diger insanlarin kafamdaki diisiincelerin farkinda oldugunu diistiniiyorum 11234
14 Insanlarm beni anlamadigim ve hislerimi paylasmadigini diisiiniiyorum 11234
15 Insanlarm bana dostca yaklasmadigmi ve benden hoglanmadigim diisiiniiyorum 11234
16 Diizgiinliiginden ve dogrulugundan emin olmak icin isleri cok yavas yapmak 112|134
zorundayim
17 Kendimi digerlerine gore daha asagi hissediyorum 112]3]4
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18

Adale agrilarim var

19

Bagkalarmin beni gozetledigini veya benim hakkimda konustugunu diigiiniiyorum

20

Yaptigimu tekrar tekrar kontrol ediyorum

21

Karar vermekte zorlantyorum

22

Otobiis, metro veya trenle yolculuk yapmaktan korkuyorum

23

Sicak basiyor veya soguk soguk terliyorum

24

Beni korkuttuklari igin belli seyler, yerler ya da faaliyetlerden kaciniyorum

25

Zihnim birden bosaliyor

26

Viicudumun bazi kisimlar1 uyusuyor veya karincalaniyor

27

Gelecek hakkinda umutsuzum

28

Konsantre olmakta giicliik ¢ekiyorum

29

Viicudumun bazi kisimlarinda giigsiizliik hissediyorum

30

Kendimi gergin ya da tedirgin hissediyorum

31

Kollarimda veya bacaklarimda agirlik hissediyorum

32

Insanlar bana baktiklarida veya benim hakkimda konustuklarinda kendimi
rahatsiz hissediyorum

33

Kendime ait olmayan diistincelerim var

34

Birine vurma, incitme veya zarar verme istegi geliyor
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35

Bir seyleri kirma veya ezme istegi geliyor

36

Insanlarla beraberken beni nasil algilayacaklar diye tedirgin oluyorum

37

Aligveris yerleri veya sinema gibi kalabalik yerlerde kendimi rahatsiz
hissediyorum

38

Korku veya panik ndbetleri yagiyorum

39

Insanlarla sik sik tartistyorum

40

Insanlar basarilarimi yeteri kadar takdir etmiyor

41

O kadar huzursuzum ki bir tiirlii yerimde duramiyorum

42

Kendimi degersiz hissediyorum

43

Bagiriyorum veya bir seyler firlattyorum

44

Izin verirsem insanlarin benden yararlanmak isteyeceklerini diisiiniiyorum

45

Isledigim giinahlar i¢in cezalandirilmam gerektigini diisiiniiyorum
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APPENDIX E

RELATIONSHIP QUESTIONNAIRE (RQ)

Asagidaki paragraflar yakin duygusal iliskilerde yasanan farkli duygu ve distinceleri
yansitmaktadir. Yakin duygusal iliskilerden kastedilen arkadaslik, dostluk, romantik iliskiler ve
benzerleridir. Litfen asagidaki 7 noktal 6lgegi kullanarak, her bir paragrafin kendi yakin
iliskilerinizde yasadiginiz duygu ve dislinceleri ne olgiide tanimladigini belirtiniz.

1. Baskalariile kolaylikla duygusal yakinlik kurarim. Baskalarina giivenmek, onlara
baglanmak ve bagskalarinin bana giivenip baglanmasi konusunda kendimi oldukga
rahat hissederim. Birilerinin beni kabul etmemesi ya da yalniz kalmak beni pek
kaygilandirmaz.

1 2 3 4 5 6 7
Beni hig Beni kismen Tamamiyla
tanimlamiyor tanimliyor beni tanimliyor

2. Baskalari ile yakinlasmak konusunda rahat degilim. Duygusal olarak yakin iliskiler
kurmak isterim, ancak bagkalarina tamamen giivenmek ya da inanmak benim igin
cok zor. Baskalari ile ¢ok yakinlasirsam incinip kirilacagimdan korkarim.

1 2 3 4 5 6 7
Beni hig Beni kismen Tamamiyla
tanimlamiyor tanimlhyor beni tanimliyor

3. Baskalari ile duygusal yonden tamamiyla yakinlagmak, hatta biitiinlesmek isterim.
Fakat genellikle bagkalarinin benimle benim arzu ettigim kadar yakinlik kurmakta
isteksiz olduklarini gérilyorum. Yakin iliski(ler) icinde olmazsam huzursuzluk
duyarim, ancak bazen bagkalarinin bana, benim onlara verdigim kadar deger
vermediklerini diisiiniir endiselenirim.

1 2 3 4 5 6 7
Beni hig Beni kismen Tamamiyla
tanimlamiyor tanimliyor beni tanimliyor

4. Yakin duygusal iliskiler icinde olmaksizin ¢ok rahatim. Benim i¢in 6nemli olan kendi
kendine yetmek ve tamamen bagimsiz olmaktir. Ne bagkalarina giivenmeyi ne de
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baskalarinin bana giivenmesini tercih ederim.

1 2 3 4 5 6 7
Beni hig Beni kismen Tamamiyla
tanimlamiyor tanimlhyor beni tanimliyor

Her bir paragrafi okuduktan sonra, liitfen sizi en iyi tanimlayan paragraf
numarasini yuvarlak igine aliniz:
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APPENDIX F

CHILDHOOD TRAUMA QUESTIONNAIRE

Bu sorular ¢ocuklugunuzda ve ilk gencliginizde (18 yasindan once) basmiza gelmis
olabilecek bazi olaylar hakkindadir. Her bir soru i¢in sizin durumunuza uyan rakami daire
icerisine alarak isaretleyiniz. Sorulardan bazilar1 6zel yasammizla ilgilidir; Litfen elinizden
geldigince gercege uygun yanit veriniz. Yanitlariniz gizli tutulacaktir.

1=Hig bir zaman 2=Nadiren 3=-Kimi zaman 4=Sik olarak 5=Cok sik

Cocuklugumda ya da ilk gencligimde...

1 | Evde yeterli yemek olmadigindan a¢ kalirdim. 1123|415

2 | Benim bakimimi ve giivenligimi iistlenen birinin oldugunu biliyordum. | 12345

3 | Ailemdekiler bana “salak”, “beceriksiz” ya da “tipsiz” gibi sifatlarla 112|345
seslenirlerdi.

4 | Anne ve babam ailelerine bakamayacak kadar siklikla sarhos 112|3(4|5
olur ya da uyusturucu alirlardi.

5 | Ailemde 6nemli ve 6zel biri oldugum duygusunu 112345
hissetmeme yardimc1 olan biri vardi.

6 | Yrtik, sokiik ya da kirli giysiler igerisinde dolagsmak zorunda kalirdim. |12 (3|4 |5

7 | Sevildigimi hissediyordum. 112(3(4|5

8 | Anne ve babamin benim dogmus olmami istemediklerini 112/3(4|5
diisiiniiyordum.

9 | Ailemden birisi bana 6yle kotii vurmustu ki doktora ya da hastaneye 1123|415

gitmem gerekmisti.

10 | Ailemde bagka tiirlii olmasini istedigim bir sey yoktu. 112345

11 | Ailemdekiler bana o kadar siddetle vuruyorlard1 ki 112345
viicudumda morarti1 ya da siyriklar oluyordu.
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12

Kayis, sopa, kordon ya da bagka sert bir cisimle vurularak
cezalandiriliyordum.

13

Ailemdekiler birbirlerine ilgi gosterirlerdi.

14

Ailemdekiler bana kirici ya da saldirganca sozler sdylerlerdi.

15

Viicutca kotiiye kullanilmis olduguma(ddviilme,itilip kakilma vb.)
inantyorum.

16

Cocuklugum miikemmeldi.

17

Bana o kadar kotii vuruluyor ya da doviiliiyordum ki 6gretmen, komsu
ya da bir doktorun bunu farkettigi oluyordu.

18

Ailemde birisi benden nefret ederdi.

19

Ailemdekiler kendilerini birbirlerine yakin hissederlerdi.

20

Birisi bana cinsel amagla dokundu ya da kendisine dokunmamu istedi.

21

Kendisi ile cinsel temas kurmadigim takdirde beni yaralamakla ya da
benim hakkimda yalanlar sdylemekle tehdit eden birisi varda.

22

Benim ailem diinyanin en iyisiydi.

23

Birisi beni cinsel seyler yapmaya Yya da cinsel seylere bakmaya zorlad:.

24

Birisi bana cinsel tacizde bulundu.

25

Duygusal bakimdan kdétiiye kullanilmis olduguma (hakaret, asagilama
vh.) inantyorum.

26

[htiyacim oldugunda beni doktora gétiirecek birisi vardi.

27

Cinsel bakimdan kétiiye kullanilmig olduguma inaniyorum.
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28

Ailem benim i¢in bir gii¢ ve destek kaynagi idi.
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