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ABSTRACT

The purpose of the present study was to examine the effects of early experience as
conceptualized by the early adverse traumatic experiences and perceived parenting
styles on relational patterns and emotion regulation difficulties as determinants of well
being and psychopathology among Turkish university students. For this purpose, 356
students between the ages of 21 and 45 participated in the study. The assessment battery
consisted of Demographic Form, Adverse Childhood Experiences (ACEQ), Short-
EMBU (Egna Minnen Betraffande Uppfostran- My Memories of Upbringing),
Experiences in Close Relationships-Revised (ECR-R), Separation Individuation
Inventory (SII), Depression Anxiety Stress Scale (DASS) and Satisfaction With Life
Scale (SWLS). For the data analysis, firstly the associations of ACEQ with other
variables were first investigated to reveal the specific effects of early traumatic
experiences. The results of regression analyses revealed that ACE significantly
predicted the attachment anxiety, separation individuation pathology, emotion
regulation difficulties, life satisfaction ve psychopathology. Secondly, in order to
examine the association between the study measures path analysis were conducted. The
results revealed that maternal overprotection was significantly associated with relational
problems and emotion regulation difficulties. Moreover ACE were predictors of
emotion regulation difficulties as well. As for well-being, separation individuation
pathology and emotion regulation difficulties were associated with depression, anxiety,
stress and the satisfaction of life. Finally, the difficulties in adopting emotion regulatory
strategies was found to be a mediator between ACE and psychopathology as well as
maternal overprotection and psychopathology. The findings of the present study were
discussed in the light of the relevant literature with clinical implications and future
suggestions.

Keywords: Early adverse experience, parenting styles, attachment, emotion regulation,

life satisfaction




OZET

Bu calismanin amaci, erken dénem olumsuz ¢ocukluk yasantilarinin ve ebeveyn
tutumlarinin, iliskisel oriintiiler, duygu regiilasyonu zorluklar1 ve yasam doyumu ve
psikopatoloji tizerindeki etkisini incelemektir. Bu amagla, calismaya 21-45 yagslar
araliginda 356 6grenci katilmistir. Katilimcilara verilen aragtirma bataryasi, Demografik
Bilgi Formu, Olumsuz Cocukluk Yasantilari Envanteri (OCYE), Kisaltilmis Algilanan
Ebeveyn Tutumlari-Cocuk Formu (KAET-CF), Yakin iliskilerde Yasantilar Envanteri
(YIYE-II), Ayrimlasma Bireylesme Envanteri (ABE), Depresyon Anksiyete Stres
Olgegi (DASS), Yasam Doyumu Olcegi’ni (YDO) igermektedir. Caligma verisinin
analizi i¢in Oncelikle olumsuz ¢ocukluk yasantilarinin, ¢calismanin diger degiskenleri ile
iligkisine bakilmistir. Bu baglamda yapilan regresyon analizinin sonuglarina gore
olumsuz c¢ocukluk yasantilarinin, baglanma anksiyetesi, ayrimlagma bireylesme
patolojisi, duygu regiilasyonu zorluklari, yasam doyumu ve psikopatoloji iizerinde
anlamli diizeyde yordayic bir etkisi oldugu bulunmustur. Bunun yaninda, ¢alismada ele
alman degiskenlerin birbirleri ile olan iliskisi arastirilmistir. Bu amagla yapilan yol
analizi sonuglarina gore, erken donem deneyimlerin bir uzantist olarak annenin asiri
korumact tutumunun, iliskisel sorunlar1 ve duygu regiilasyonu alaninda yasanilan
zorluklart yordadigi goriilmiistiir. Bunun yaninda, olumsuz ¢ocukluk yasantilarinin da
duygu regiilasyonu zorluklari {izerinde yordayici etkisi oldugu bulunmustur. Genel
tyilik hali {izerinden, ayrimlagsma bireylesme patolojisinin ve duygu regiilasyonu
zorluklarimin depresyon, anksiyete, stress ve yasam doyumunu anlamli diizeyde
yordadigi goriilmistiir. Son olarak, duygu diizenleme stratejilerinin, hem olumsuz
cocukluk yasantilari ve psikopatoloji arasinda hem de annenin asir1 korumaci tutumu ve
psikopatoloji arasinda araci bir etkisi oldugu goriilmiistiir. Calisma bulgulari, ilgili
literatiir 15181nda tartisilmis, calismaya dair kisitliliklar ele alinmistir. Gelecek arastirma

ve uygulamalar icin Onerilere yer verilmistir.

Anahtar kelimeler: Olumsuz c¢ocukluk yasantilari, ebeveyn tutumu, baglanma, duygu

regililasyonu, yasam doyumu
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1. INTRODUCTION

“The parent-child connection is the most powerful mental health intervention

known to mankind.”

Bessel van der Kolk

Early childhood is a time period which is characterized by continous
physiological, psychological and social change. The sensitivity of young children to the
outside world during this period allows the rapid and healthy development of cognitive
and emotional abilities such as language acquisition and emotional regulation. On the
other hand, this sensitivity also means a heightened susceptibility to adversity during
these early years and may lead to the disruption of healthy development (Lomanowska,
Boivin, Hertzman & Fleming, 2017). In early years, these disruptions are usually
irreversible as they occur on a biological level which cause changes in the brain
structure leading to long term effects (Hertzman & Boyce, 2010). Thus, the climate of
social environment and early relational experiences become vital for the vulnerable
child.

There is a tremendous amount of research investigating the enduring effects of
childhood experiences. Both retrospective and longitudinal studies have revealed that
childhood adversity is associated with adult psychopathology, health and academic
problems and low socioeconomic status in later life (Kessler, et al, 2010; Garner,
Forkey, & Szilagyi, 2015). However, considering the complex nature of human
development through the dynamic processes between genetic factors and environmental
influences, it is quite difficult to make deterministic assumptions, especially taking the

resilient individuals with aversive histories into consideration.

The source of childhood adversity can be quite different, either stemming from
the family or the community and the exposure may be chronic or short-term. However,
parental adversity is accepted as exceptionally important since the infant is highly
dependent on the caregivers in order to develop both behavioral and emotional
regulation skills which are the cornerstones of psychological well-being (Bornstein,

1995; Kochanska et al., 1998). Thus, it is essential to investigate the various long term
1




effects of different types of childhood adversities along with parenting practices and

attachment quality of the primary relationships.

In the light of the previous literature, this present study aimed to investigate the
potential effects of early experience on relational problems and emotion regulation
difficulties as predictors of well-being. For this purpose, early experiences were
conceptualized by the adverse experiences exposed in childhood and parenting behaviors
as perceived by the children. Furthermore, relational problems were investigated through
the perspective of different theories as attachment theory and Mahler’s separation-
individuation theory, thus were assessed with both attachment dimensions and separation
individuation pathology. Finally, depression, anxiety and stress levels as well as the

satisfaction of life were measured as the predictors of well being of the sample.

The present study would be the first study investigating the set of aforementioned
variables simultaneously. The chapters of the present study proceed as the literature review
which covers the theoretical background of the concepts as well as the relevant research
outcomes; the method section in which the sample characteristics and assessments that are
used are explained; the results section which contain the results of the current study and
finally the discussion section in which the results are discussed in the light of the relevant
literature and the limitations, suggestions and the clinical implications of the study are

given.




2. LITERATURE REVIEW

2.1.Psychological Significance of Early Childhood Experiences on Development

2.1.1. Adverse childhood experiences (ACE)

Over the last few decades, it has been shown that child maltreatment is a global
and prevalent problem leading to serious life-long outcomes. Considering its complex
nature, it has been recognized as a public health and human rights issue (Reading, et al.,
2009). World Health Organization defines child maltreatment as, “all forms of physical
and/or emotional ill-treatment, sexual abuse, neglect or negligent treatment or
commercial or other exploitation, resulting in actual or potential harm to the child’s
health, survival, development or dignity in the context of a relationship of
responsibility, trust or power.” (World Health Organization [WHO], 1999). Every year,
it has been reported that millions of children are the victims or witnesses of some kind
of violence and unfortunately, it has been assumed that many cases of childhood abuse
remain unreported (WHO, 2016).

In the psychology literature, child maltreatment has been mostly studied focusing
in few specific types of abuses, such as sexual and physical abuse. However, these types
of abuse frequently occur in the presence of other psychological abuses, neglect or
familial problems (Finkelhor, Baron, Peter & Wyatt, 1986). The failure of addressing
these possible co-occurrences may lead to fallacious causal explanations between the
type of maltreatment and particular adulthood problems. Thus, it is crucial to
understand the long-term consequences of multiple types of child maltreatment that co-

occur in one’s history in order to develop effective prevention strategies.

Adverse childhood experiences, as a term, is firstly used by Anda and his
collagues (2010) in order to emphasize the interrelated adverse experiences in childhood
and their possible future impact on various outcomes such as health and psychological
well-being. The content of this term is derived in accordance with the findings of one of
the widest studies concerning public health, Adverse Childhood Experiences Study
(Anda, Butchart, Felitti & Brown, 2010).




2.1.2. Adverse childhood experiences (ACE) study

The Adverse Childhood Experiences (ACE) Study, which is considered as one of
the widest epidemiological study on childhood experiences, is conducted with more
than 17,000 adult Health Maintenance Organization (HMO) members. The study
analyzed the impact of the interrelated traumatic childhood experiences before the age
of 18 on later physical health, well-being, disease burden, and death (Felitti, Anda,
Nordenberg, Williamson, Spitz, Edwards, Koss & Marks, 1998). The study was
conducted with long years of collaboration between Kaiser Permanente’s Department of
Preventive Medicine in San Diego and US Centers for Disease Control and Prevention
(CDC) and provided the researchers with a massive detailed data including
biopsychosocial information of the participants (Felitti & Anda, 2010). Even though
research about health behaviors and diseases have evolved from a biomedical
perspective to a biospychosocial perspective and revealed many risk factors concerning
the lifestyle and behaviors of individuals for different kinds of illnesses, the underlying
mechanisms of these risk factors and behaviors are not yet fully understood and should
be further studied (CDC, 2010, U.S. Department of Health and Human Services, 2010,
McGinnis JM, Foege, 2010). In support of this view, ACE Study has arisen out of the
observations made for a weight loss program. The high drop-out rate of this Weight
Loss Program-which exclusively comprised people who are succesfully losing weight
made researchers recognize that early experiences of childhood “are not lost, but like a

child’s footprints in wet cement, are often life long.” (Felitti & Anda, 2010, p.77).

In ACE Study, over than 17,000 participants responded to Adverse Childhood
Experiences Questionnaire (ACEQ) which was developed by Felitti et al. (1998)
particularly for this study. This scale consists of ten questions about adverse experiences
that adults were exposed before the age of 18. In particular, the adverse experiences that
are covered in the scale are physical, emotional and sexual abuse, emotional and
physical neglect, five forms of household dysfunction as witnessing domestic violence,
parental loss, drug and alcohol abuse of family members, presence of mental illnesses

and criminal behaviors.

The results of the original study revealed that only one third of the participants
had never exposed to any kind of adverse experience during childhood. However, if any

one category was reported to be present, the likelihood of the presence of at least one
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more category was found to be 87%. Moreover, 12,5% of the participants reported to
have an ACE score of 4 or more (Dong, Anda, Dube, Giles & Felitti, 2003). Most
likely, these are the people health professionals encounter more in both counselling and
physical health settings. In terms of gender differences, women were found to be %50
more likely to be exposed five or more types of adverse experiences and this finding
was regarded as the social explanation for many undefined illnesses such as
fibromyalgia, chronic fatigue syndrome, irritable bowel syndrome and pain disorders
which are more likely to be observed among women. It is also important to note that the
ACE categories had an equal effect on later functioning; thus similar findings were
demonstrated for people with a score of 4 resulting from any of the four categories.

The prevalence rates that have been demonstrated for this original study are as
follows; emotional abuse (11%), physical abuse (28%), sexual abuse (28% women,
16% men; 22% overall), physical neglect (10%), emotional neglect (15%), mother
treated violently (13%), alcohol or drug use by a household member (27%),
imprisonment by a household member (6%), household member was depressed,
suicidal, had a mental illness or in psychiatric hospital (17%), not raised by biological
parents (%33).

The retrospective analysis of childhood experiences in the ACE Study were found
to be related to many physical and psychological health, social and economical
problems. Specifically, the total ACE score of individuals, in other words, the number
of adverse childhood experiences that one was exposed to were found to be strongly
associated with the lifetime risk of depressive disorders (Chapman, Whitfield, Felitti,
Dube, Edwards & Anda, 2004), hallucinations (Whitfield, Dube, Felitti, & Anda, 2005),
(Chapman, Wheaton, Anda, Croft, Edwards, Liu, Sturgis & Perry, 2011), smoking
(Anda, Croft, Felitti, et al., 1999), unintended pregnancy (Dietz, Spitz, Anda, et al.,
1999), sexually transmitted diseases like HIV (Hillis, Anda, Felitti, Nordenberg &
Marchbanks, 2000), having multiple sexual partners (Dube, Felitti, Dong, Wayne &
Anda, 2003), male involvement in teen pregnancy (Anda, Felitti, Chapman, et al. 2001),
alcohol abuse (Dube, Anda, Felitti, Edwards & Croft, 2002; Anda, Whitfield, Felitti,
Chapman, Edwards, Dube & Williamson, 2002), suicide attempts (Dube, Anda, Felitti,
Chapman, Williamson & Giles, 2001), illicit drug use (Dube, Anda, Felitti, Chapman &

Giles, 2003) and several physical illnesses leading to death including obesity, diabetes,
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schemic heart disease, chronic lung disease, any kind of cancer, skeletal fractures, and
liver disease (Felitti, Anda, Nordenberg, et al., 1998). Furthermore, chronic obstructive
pulmonary disease (COPD) which is one of the important cause of mortality all around
the world had a 2.6 times higher risk of occurrence in people with a ACE score of >5
(Anda, Brown, Dube, Bremner, Felitti, & Giles, 2008). Moreover, it was demonstrated
that there was a graded relationship between ACE and sexual victimization in adulthood
(Ports, Ford & Merrick, 2016).

The relation between adverse childhood experiences and medical conditions have
been explained in two ways (Felitti, 2009). Firstly, people who are exposed to various
of traumatic experiences are more prone to emotional problems with which they try to
cope with unhealthy behaviors like smoking, drug or alcohol using, overeating, etc. in
order to get an immediate relief. As a result of these compensatory behaviors, the risk of
having a chronic illness increases. Secondly, the exposure of chronic stress during
childhood in which the nervous, immune and endocrine systems go through profound
changes, lead to enduring effects on the person throughout his life (Danese & Even,
2012). Thus, the changes in the biological systems as a result of trauma exposure will
inevitably have an impact on cognitive and emotional processing throughout life. The
trajectory that was suggested as a result of the insight that ACE study had provided has
been demonstrated in Figure 2.1.




DEATH

Early
Death

Disease, disability,
social problems

Adoption of health-risk
behaviors

Social, emotional, cognitive impairment

BIRTH _

Figure 0.1. Possible trajectory of the influence of Adverse Childhood Experiences throughout the
lifespan

Source: Felitti, et al., (1998). Relationship of childhood abuse and household dysfunction to many
of the leading causes of death in adults. American Journal of Preventive Medicine, 14,4, p.256

2.1.3. ACE study in Turkey

The number of studies on childhood adverse experiences in Turkey are limited
and the prevalence rates of specific childhood traumas have revealed inconsistent
results, though suggesting an increasing trend throughout the past years (Erol
Sahillioglu, 2017). However, previous research on understanding the magnitude of
childhood traumatic experiences in Turkey estimated the prevalence of physical abuse
ranging between 13-48%, emotional abuse as 36 to 60% and finally sexual abuse as 10-
28% (Zoroglu, Tiiziin, Sar, Tutkun, Savas, Oztiirk, et al, 2003; Eskin, Kaynak-Demir,
Demir, 2005; Alikasifoglu, Erginoz, Ercan, Albayrak-Kaymak, Uysal & ilter, 2006;
Yilmaz Irmak, 2008). Moreover, the prevalence of neglect was estimated as 20%
(Agirtan, Akar, Akbas, Akdur, Aydin, Aytar et al; 2009). Given the prevalence rates, it
has been known that emotional abuse is the most common form of childhood abuse in
Turkey (Erol Sahillioglu, 2017). Furthermore, these rates have been considered to be the
tip of the iceberg since it has been estimated that many of the cases go unreported in

Turkey. However, it has been known that childhood adverse experiences do not usually
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occur in isolation. Taking this intermingled nature of childhood experiences into
account, there have been a lack of a more comprehensive approach regarding different
types of childhood adversity.

The survey of ACE Study was conducted as a regional study of WHO in Turkey
in 2013 with 2,257 participants from different universities in order the identify the
prevalence rates of ACE in Turkey as well as the associated health risk factors (Ulukol,
Sethi & Kahilogullari, 2014). As for prevalence rates of ACE, half of the participants
reported at least one ACE. Moreover, among all ACES, physical abuse had the highest
prevalence rate, followed by the exposure to domestic violence, emotional abuse,
emotional neglect and sexual abuse. Whereas ACE scores increased by the number of
siblings in the family, they were negatively associated with the education level of the

parents. The overall prevalence rates of this study was summarized in Table 2.1.

Table 0.1. Prevalence rates of adverse childhood experiences in the regional ACE Study of
WHO in Turkey

Male Female Total
(%) (%) (%)
Type of abuse
Physical abuse 26.2 16.3 21.1
Sexual abuse 8.7 7.2 7.9
Emotional abuse 10.7 8.9 9.8
Neglect
Emotional neglect 11.3 6.5 8.8
Physical neglect 7 4.6 5.7
Household
dysfunction
Exposure to domestic 20.9 16.1 18.4
violence
Divorced or separated 4.9 54 5.2
parents




Depression or suicide 7.1 11.3 9.3

attempt
Alcohol use 7.5 5.3 6.4
Drug use 4.8 2.0 3.4
Household 12.0 8.7 10.3

incarceration

ACE Score

0 44.6 55.3 50.3
1 25.2 22.8 23.9
2 14 10.6 12.2
3 7.5 5.7 6.5
4 or more 8.7 5.7 7.1

Source: Ulukol, B., Sethi, D., Kahilogullari, A.K. (2014). Adverse Childhood Experiences Survey
among University Students in Turkey. Copenhagen: WHO Regional Office for Europe.

As for health risk factors, the risk of smoking, problematic alcohol use and drug
use were found to be significantly associated with increasing ACE scores. Furthermore,
the prevalence of emotional problems as defined by crying spells, depression,
uncontrolled anger, high stress level, nervousness and trouble refusing requests
increased along with the increase in ACE scores (by 6-8 times). The history of adverse
experiences also predicted family, school and financial problems. Furthermore, among
the cerebrovascular problems, frequent headaches, attacks of dizziness, seizures and
convulsions, loss of consciousness, temporarily lost control of hand or food were more
likely to be reported as the ACE scores increased. Similarly, participants with a history
of ACE, reported more gastrointestinal problems including stomach ulcer, abdominal
pains, frequent indigestion, constipation and diarrhea. With the complaints listed in the
survey, the overall perception of health were more negative with the increasing number
of ACEs (Ulukol, Sethi & Kahilogullari, 2014).




The results of this study revealed different rates of childhood adversity compared
to other childhood trauma studies conducted with children in Turkey. Taking the recall
bias into consideration as well as the reluctance of disclosing traumatic experiences in
early adulthood, the inconsistent results of the variety of studies are reasonable.
Moreover, the limited range of age in the aforementioned study obscure the association
of ACE and risk of health problems as the chronic diseases are more likely to occur in
advanced ages as a result of unhealthy coping behaviors. Most importantly, this study
have been conducted with medical professional, thus the questions investigated the
presence or absence of sypmtoms instead of a continuous range. However, it has
relatively been a more comprehensive study regarding investigating the association

between the different types of childhood adversity and health risks.

2.1.4. Parenting styles and primary attachment experience

Family is where the child evolve into a unique human being. A child’s first social
contacts mostly occur within his family. Transformation of the child which includes the
process of becoming a fully independent individual from a dependent baby is inevitably
prone to environmental factors. Thus, familial factors are important for explaining the
origins of both psychopathology and psychological well-being in adulthood.
Attachment experience and parenting styles, which mostly seem interconnected, are

considered as the most important determinants in the child’s personality development.

For understanding the effects of early experience on adult well-being, both
internal and external environment and their interactions should be taken into
consideration. Children are born with a capacity for basic biological functions such as
circulation and respiration. However, since their nervous system is not fully matured,
they need continous assistance of their caregivers for many other functions (van der
Kolk, 2003). In other words, the physical development of the brain occurs thoroughout
the social interactions of the child. Thus, it would be misleading to discuss childhood
trauma without addressing the attachment interactions between children and caregivers.
Expectedly, in most cases, parental abuse or neglect cooccur with accidents or more

victimization (Claussen & Crittenden, 1991; Edwards, et al., 2001). Moreover, in
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considerable amount of cases, the attachment relationships and parenting practices

become the source of trauma and stress themselves.

2.1.4.1. Parenting behaviors

Parenting is a set of complex social behaviors which are stemmed from
parents’own personal history, genetic make up and personality (Boivin, et al. 2005).
Even though parenting is supposed to be a biological mechanism with the boost of
hormones and the regulatory function of HPA axis, the disruptions that have occurred in
the childhood history of parents may also have detrimental effects on their own
relationships with their infants (Lomanowska, Boivin, Hertzman & Fleming, 2017). The
intergenerational transmission of parenting has also been demonstrated in other studies
and constitutes a risk factor across generations besides genetic background (Belsky,
Jaffee, Sligo, Woodward & Silva, 2005; Bailey, Hill, Oesterle, & Hawkins, 2009).
Furthermore, the caregiving and attachment patterns are usually activated

simultaneously (Doinita & Maria, 2015).

Parenting behaviors creates the emotional climate of the family and this very first
relationship between the parent and child, provides the general basis for all the further
intimate relationships of that child including peer relationships and parenting
(Bartholomew, 1990; Shaver, Collins, & Clark, 1996). Moreover, the perception of the
child regarding the parental behaviors is considered to be more important rather than the
real behaviors of parents. Specifically, studies have revealed two different dimensions
of parenting styles that have been found to be associated with the psychological
development of the child. These are parental warmth and parental control (Grolnick &
Gurland, 2002).

The first dimension, parental warmth includes all the caring behaviors such as the
responsiveness of the family to the child, the expression of positive regard, support and
acceptance. Simply put, parental warmth can be described as the love the child
experiences from their parents or caregivers. Parental warmth can be also regarded as
emotional warmth and has been found to be a protective factor against adult depression
(Eisemann, 1997), whereas low levels of perceived parental warmth has been found to
be associated with psychological problems in later life (Fauber et al. 1990; Garber,
Robinson, & Valentiner, 1997). On the other hand, rejection and criticism are the
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reverse side of warmth and can be described as the lack of all aforementioned positive
feelings. Rejection and criticism can be quite traumatic for the child and can even be
regarded as emotional abuse. These dimensions can appear in several ways: cold and
distant behaviors, hostile and aggressive behaviors, neglectful behaviors and the belief
of being rejected that the child has even though there is no explicit sign of rejection in
terms of negative behaviors (Rohner, 2004; Rohner, 2016). The parental warmth

dimension is presented in detail in Figure 2.2.

Parental Parental
acceptance rejection
Warmth/Affection Hostility/Aggression Indifference/ Undifferentiated
| | Neglect rejection
Physical Verbal Physical Verbal
Kiss, hug, Praise, Hit Curse, Physical and Feels unloved,
cuddle, etc. compliment, kick sarcasm, psychological unappreciated,or
say nice scratch belittling, unavailability, uncared for.
things, etc. shove, says pays no
pinch. thought_less, attention to
cruel things, needs of other
etc.

Figure 0.2. The warmth dimension of parenting

Source: “Introduction to Interpersonal Acceptance-Rejection Theory (IPARTheory) and Evidence.”
by R.P., Rohner, 2016, Online Readings in Psychology and Culture, 6(1). Copyright © 2016
International Association for Cross-Cultural Psychology.

parental rejection tend to have some common psychological characteristics. These are
aggression and hostility problems, higher levels of dependence or defensive
independence, lower levels of self-esteem and self-adequacy, emotional numbness or

instability and a negative view of the world and people (Rohner, 2016). To put it
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differently, individuals who feel rejected by their caregivers experience an intense
psychological pain which then can lead to overwhelming feelings like aggression and
hostility. Thus, they can either have problems in the management of these feelings or
they can emotionally become numb in order to protect themselves from further pain.
Furthermore, these individuals can become overly dependent in the need of constant
reassurance and support as a result of the lack of it during their early social
environment. On the contrary, some others may have defensive independence which
means the refusal of the need for warmth and likewise positive responses from other
people. While these individuals say “I don’t need you!”, they mostly do not recognize
their internal craving for positive interactions. This disposition may then turn into a

vicious cycle aggravating the relational problems (Rohner, 2016).

People who have experienced higher levels of parental rejection may develop
“rejection sensitivity” which can be described as the hypervigilance to any emotional
cues or signs that can imply an emotional undependability (Ibrahim, Rohner, Smith, &
Flannery, 2015). This phenomenon occurs following the cognitive processes as
selective attention, selective perception, incorrect and biased causal attribution, and
impaired information processing. Consistent with this view, studies conducted with
PTSD or developmental trauma disorder, as an enduring effect of perceived rejection,
have confirmed that these individuals have hypervigilance and anxiety problems as well
as self hatred and suicidality (van der Kolk, 2010; Courtois, 2004).

The second dimension, parental control includes both behavioral and
psychological control (Barber, Olsen, & Shagle, 1994). Rewards and punishments as a
way of shaping and controlling child’s behaviors can be regarded as behavioral control
whereas psychological control includes parents’ emotional reactions and expressions
such as disapproval or dissappointment towards the child (Aunola & Nurmi 2004;
Barber 1996). High levels of parental control is detrimental to the child and can be
identified as overprotection. Parental overprotection and also the lack of encouragement
for autonomy can result in low self-esteem and social skills, high levels of internalizing
and externalizing problems (Barber and Harmon, 2002; Barber and Olsen, 1997; Garber
etal., 1997; Laible and Carlo, 2004). Moreover, especially during late adolescence, high
psychological control may impair the identity formation and individuation process in
particular (Luyckx et al. 2007; Barber and Harmon, 2002).
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Negative parental attitudes are considered as overprotection and rejection and the
cross-cultural studies have demonstrated that these behaviors are consistently associated
with internalizing problems as anxiety and depression; externalizing problems as
conduct disorder and delinquency and even substance abuse (Rapee, 1997; Rohner,
2016). Moreover, there is considerable amount of research demonstrating that parenting
styles are related to emotion regulation abilities and psychological well-being of
children (Morris et al., 2007; Arrindell, Emmelkamp, Gerlsma, 1990).

2.1.4.2. Primary attachment experience

The theory of attachment, which was originally developed by John Bowlby,
emphasizes the effects of early emotional bonding between the infant and caregiver on
the personality development and future relationships (Bowlby, 1969, 1973, 1979, 1980).
Bowlby drew his theory on a combination of scientific concepts, including

psychoanalysis, cognitive and developmental psychology and ethology.

According to Bowlby, the infant is born with an innate and biological capacity to
achieve proximity to the caregiver for survival. Bowlby described the concept of the
attachment behavioral system that was evolved to operate in the environmental
adaptedness in which the genetic selection favored the attachment behaviors since they
increase the chances of survival by providing the protection of the caregiver. This is
referred as “the biological function of the attachment behavior” (Bowlby, 1988).
Bowlby explained the operation of these behavioral systems in an environmental
adaptedness as “When we come to consider with what instinctive behavior - or, more
properly, with what behavioural systems mediating instinctive behavior - humans may
be endowed, a first task to consider is the nature of the environment within they are
adapted to operate.” (Bowlby, 1969, p.58). This instinctive behavior of the infant is
predictable and similar in the species and crucial for the survival and finally it does not
necessarily develop with learning. The attachment behaviors of the infant is composed
of responses such as smiling, clinging, sucking as well as crying (Bowlby, 1958) to
elicit the caregiver’s nurturing behavior. Thus, these behaviors can also be called as
proximity seeking behaviors. These behaviors are mostly triggered especially in times
of distress with the desire to regain the feeling of security. The responsive caregivers are
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well aware of the needs of the infants and able to help them to regulate their emotions
with nurturing behaviors (Sroufe & Waters, 1977). The soothing behaviors of the
caregiver help the infant modulate the physiological arousal and regulate their stress-
induced affective states (Hofer, 1994; Schore, 1994). Consistent with this perspective,
attachment is also defined as the dyadic emotion regulation (Sroufe, 1996). The
synchronicity of these reciprocal interactions is accepted as fundamental for a healthy

affective development of the individual (Penman, Meares, & Milgrom-Friedman, 1983).

Although the basic assumptions of attachment theory were introduced by Bowlby,
it can actually be considered to be the joint work of Bowlby and Mary Ainsworth
(Bretherton, 1992). Ainsworth started to work with Bowlby late in 1950s and
contributed to the development of attachment theory, especially with her empirical
studies observing early mother-infant relationships (Ainsworth, 1979). Ainsworth
developed an experimental procedure called ‘The Strange Situation” to investigate the
attachment behaviors of the infants, especially the infant’s behaviors using the mothers
as a secure base for exploration (Ainsworth & Wittig, 1969). The studies conducted
with this procedure revealed three different types of attachment styles: “secure”,
“avoidant” and “anxious-ambivalent”. The securely classified children were eager to
explore the environment in the presence of the mother, and they wanted to be close to
the mother following reunion and then could go on exploration after a while. The
avoidant children appeared to ignore that the mother was gone and would refuse to
contact or interact and even ignore the mother when she was back. On the other hand,
the anxious-ambivalent children showed inconsistent behaviors at the procedure. Even
before the mother left, some infants showed signs of anxiety and their anxiety was
intensified with the separation. When their mothers were back, they would cry for
contact but at the same time, they would not cuddle or “sink in” when they were held.
These interaction patterns were found to be related to the maternal sensitivity of the

mothers.

In the 1986, Main and Solomon observed infants who exhibit diverse behaviors
without an observable goal or intention and cannot be classified into any of the present
Ainsworth criteria. The behaviors of these infants include disorganized and disoriented
behaviors such as displays of fear or contradictory behaviors or emotions, stereotypic

and undirected movements or expressions, confusion or freezing. The observation of
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these behaviors led the researchers to classify them as disorganized. The disorganized
attachment pattern, in later studies, was found to occur more frequently in the presence
of parent psychopathology, child abuse, or very high social risk (Carlson, Cicchetti,
Barnett, & Braunwald, 1989; Crittenden, 1988; Lyons-Ruth, Connell, Zoll, & Stahl,
1987).

To sum up, attachment is a behavioral regulatory system as suggested by Bowlby
(1969) and includes proximity seeking behaviors as well as coping behaviors with stress
which occurs as a result of a separation from or loss of the attachment figure (real or
perceived) in the early childhood. The infant’s coping behaviors and emotion regulation
strategies mostly depend on the quality of the relationship with his caregiver. The
literature has already demonstrated the role of emotion regulation in the development
and maintenance of different disorders and it is believed to be one of the main
mechanisms that interconnect attachment and psychopathology (Chaplin & Cole, 2005).
The attachment security predicts effective emotion regulation-that is the secure infant is
more able to tolerate and manage negative emotions, where as insecure infants may use
maladaptive strategies such as minimization or exaggeration of emotions (Guttmann-
Steinmetz & Crowell, 2006).

2.1.5. Separation-individuation process

The period of early childhood is characterized by the development of self in
relation to the experiences with significant “others”. This developmental period has
been attempted to be explained by various psychodynamic theories beside of attachment
theories. Among the psychodynamic approaches, object relations theory has emphasized
the mental representations of the self and others and how these representations influence
the personality development and actual relationships (Greenberg & Mitchell, 1983).
Compared to attachment theory which investigates the patterns of attachments as secure
and insecure, object relations theory is more concerned with the functioning of the

insecure patterns of relationships and psychopathology development (Wright, 1986).

One of the pioneers of object relations theory, Margaret Mahler formulated her

theory of Separation-Individuation process with the premise that the infant goes through
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an ongoing process from a full symbiotic relationship with the mother to establishing a
separate and autonomous self. As Mahler named, “the psychological birth of an infant”,
is characterized by gaining a sense of separateness and independency from the caregiver
(Mahler, Pine & Bergman, 2002). Mahler was the first pediatrician and psychoanalyst
who attempted to systematically and longitudinally investigate the infants (Gergely,
2000). She tried to understand the development of the mental representations of self and
others within the infant caregiver interactions. The process of individuation, as
explained by Mahler enables the individual to engage in mature adult relationships
(Mahler et al., 1975). With the observation of normal and disturbed children, Mahler
proposed that the ego development occurs through sequential stages. The first stage is
referred as the normal autistic stage and sometimes as “awakening” phase and includes
the first three or four weeks of the baby’s life (Mahler, Pine & Bergman, 1975). During
this phase, the infant is in a continuous inward state and dependent on the caregiver for
the satisfaction of the physiological states or needs. Even though the infant does not
have the cognitive maturity to develop mental representations and the capacity to
differentiate between the self and object, this stage constitutes as the foundation for the

representations of self and object.

In the second stage which is referred as the “the normal symbiosis phase”, lasts
until about five months. In this stage, the infant starts to crack out of the “autistic” shell
and experience the mother as a need-gratifying object. Different from the biological
meaning of symbiosis which includes mutual benefits, this stage describes the absolute
dependency of the infant to the mother whereas the mother is not dependent to the
infant. Rather, the symbiosis refers to the fusion and dual unity in the mother-infant
relationship which means that “I” is not differentiated from “not-1” and there is a
delusional common barrier between the infant and the mother and the external world as
the infant experiences. The physiological incidents that result in unpleasurable tension
such as hunger, vomiting, urinating, defecating, etc are followed by the mother’s
tension reducing attempts. Thus, the infant learns to differentiate between
good/pleasurable and bad/painful qualities of experiences (Mahler & Gosliner, 2017).
These are the primary forms of internal mental representations. This stage is also
characterized by the splitting as a developmental phenomenon. The infant starts to
organize his mental world by splitting the good and bad mental representations of him

and the object. The last stage of the separation-individuation starts about five to six
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months of age as the baby starts to develop cognitive abilities which enable him to
experience the outer world and a sense of identity. “Separation Individuation” process
consists of four sub-phases as (a) Differentiation or hatching (b) Practicing (c)

Rapprochement (d) Emotional object constancy and individuation.

In the sub-phase of differentiation, the infant’s attention shifts from inward to
outward and starts to explore his surroundings, especially the mother. This phase is also
the beginning of the self-object distinctions (Mahler, Pine & Bergman, 1979). In
practicing stage, with the developing the psychomotor abilities, the infant seeks for
active exploration of the environment. The differentiation from the mother increases
emotionally with the feeling of omnipotence (Mitchell & Black, 1995). The third sub-
phase, rapprochement, is characterized by the ambivalent feelings of autonomy and
closeness. As the infant becomes frustrated with his environment and becomes aware of
his limited capacities, they need “emotional refueling” and desire the closeness with the
mother. The urge for both autonomy and closeness at the same time creates an anxiety
which the infant attempts to resolve by splitting- separating mental representations of
good from bad-, only this time as a defense mechanism. This crisis is resolved through
his interaction with the mother and creating his own individuality by keeping an optimal
distance from her (Lamb, 1986; Mahler et al., 1975).

In the final stage of separation individuation, object constancy and individuation,
the infant achieves a differentiated and individuated self and internalizes the parents by
integrating the split mental representations as a whole. According to Mahler, failure to
achieve an individual identity and prolonged use of splitting as a defense mechanism
may leave the child prone to separation individuation pathology throughout life (Mahler
et al, 1975). Moreover, the adequate nurturance received in each stage results in “good”
object representations and the individual achieves object constancy which gives the
individual the capacity to tolerate different emotions and regulate them efficiently in
times of distress (Zosky, 2008).

Mahler proposed that during these sequential phases, successful individuation
requires connection to others without enmeshment or isolation. The disruptions that
have been experienced may be manifested in different types of psychopathology in
adulthood such as narcissistic and borderline personality, social dysfunction and
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depressive symptomatology (Lapsley & Stey, 2010). Moreover, it was also pointed out
that the earlier these disruptions occur, the more severe psychopathology an individual
would have (Lyons-Ruth, 1991).

The aim of the individuation process is relational autonomy which involves a
balance between connectedness and separation and the achievement of this goal is
facilitated through secure and supportive relationships (Josselson, 1988). Consistently,
the studies pointed out that secure attachment provides a solid base for individuation
process facilitating both autonomy and interpersonal relatedness (Levy, Blatt & Shaver,
1998). On the other hand, controlling and overprotecting parenting may disrupt this
individuation process creating the feelings of anxiety or guilt (Kins et al., 2012).
Despite of the limited number of studies on separation individuation process in
adulthood, they showed that separation problems as dependency conflicts were
predictors of eating disorders, perception of self-inadequacy and mistrust (Friedlander
& Siegel, 1990) whereas emotional independence was associated with better academic
adjustment (Hoffman, 1984). However, these studies were conducted within the borders
of normal separation individuation and were not sensitive enough to detect the more

serious outcomes of the separation individuation process (Rice, Cole & Lapsley, 1990).

Pine (1979) described the pathology of separation individuation process in lower-
order and higher-order disturbances considering the failures in organizing the self-other
differentiation. The lower-order symptoms are characterized by the failure in
differentiation the self from others which may result in merging or enmeshment and the
loss of sense of separateness. Thus, individuals with the lack of differentiation may feel
panic over this merging or may have acceptance of this dual unity in a pathological
manner. Furthermore, these individuals may even act rebellious against the significant
others as any similarity between them and their parents would lead to a loss of self. The
higher-order symptoms, on the other hand, refers that the self is already differentiated
from significant others. However, a fear of loss of the differentiated figure is
experienced and these higher-order symptoms are manifested as the inability to tolerate
aloneness, desire to gain omnipotent control over others and object constancy deficits
(Christenson & Wilson, 1985; Pine, 1979). Furthermore, these individuals have
difficulties holding a constant inner representation of self and others and use splitting as
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a defense mechanism which then leads to extreme perceptions as well as responses
causing problematic relationships as clearly seen in borderline patients.

Christenson & Wilson (1985) developed “Separation Individuation Inventory” for
the assessment of separation individuation pathology in terms of use of splitting, having
“good/bad” representations of self and others, differentiation problems and relational
problems. The findings demonstrated that separation individuation pathology was
associated with insecure attachment styles and was negatively correlated with individual
and social adjustment to college (Lapsley & Edgerton, 2002) and also
psychopathological symptoms such as depression, anxiety, somatic complaints, and
obsessive-compulsive behaviors (Lapsley, Aalsma, & Varshney, 2001). Moreover,
separation individuation pathology was found to be associated with borderline
personality disorder which is characterized by the heightened emotions triggered in

close interpersonal relationships (Dolan, Evans, & Norton, 1992).

2.2. The Effects of Early Experiences and Psychopathology
2.2.1. Attachment as a life long process

2.2.1.1.The neurological basis of attachment

Bowlby, while proposing the classic attachment theory, aimed at integrating
psychological and biological concepts in explaining the human development. The recent
advances in neurobiology, in line with Bowlby’s purpose, provided a large amount of
interdisciplinary data that supports that the attachment processes can be traced in the
structures of the brain (Schore & Schore, 2008). Thus, neurological research provides a
deeper understanding of attachment theory and how early relationships have lifelong

consequences throughout lives.

Attachment, described as an activated behavioral system, is a vital process for an
infant to survive. The amount and the quality of the infant’s interaction with the mother
and the maternal sensitivity together constitute the attachment dynamics as a “reciprocal
interchange” (Bowlby, 1969, p.346). With the control systems perspective, it was
proposed that the goal of the infant is not only to maintain the physical proximity, but

also have the presence of an emotionally available and responsive attachment figure.
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The activation of this control system especially occurs in times of danger and stress and
leads to regulatory behaviors of the infants, thus the attachment is referred to as a
regulatory mechanism. The neurobiological studies of the control system have identified
that the area that is associated with the control of behavior, especially when it is related
to affect, is the orbitofrontal cortex which is also called “the senior executive of the
emotional brain” (Joseph, 1996). It is involved in the perception of visual, facial and
auditory information (Scalaidhe, Wilson & Godman-Rakic, 1997; Romanski et al.,
1999), coordinates both positive and negative responses to sensory information
(Francis, Diorio, Liu & Meaney, 1999; Blair, Morris, Frith, Perrett & Dolan, 1999) and
provides feedback when environmental conditions change (Elliott, Frith & Dolan,
1997). Thus, it has a crucial role in the modulation of the control of goal-directed
behavior which is central to the Bowlby’s attachment theory (Tremblay & Schultz,
1999). Moreover, the limbic system that are in a critical period of development for the
first two years of life in which the infant-mother attachment is established was found to
be involved in the emotionally focused learning for the development of attachment
behaviors such as imprinting and adaptation to a changing environment (Anders &
Zeanah, 1984; Mesulam, 1998).

The orbitofrontal system has direct connections to autonomic nervous system and
reticular formation which is responsible for arousal reflex. These connections enable
this system to regulate the social and emotional responses and affect that are the key
elements of attachment processes (Westin, 1997). Furthermore, the right cortical
hemisphere with its reciprocal connections to limbic and subcortical areas is responsible
for the process of self-related and emotional information and regulation of
psychobiological states (Schore, 1999). The support for the importance of the right
hemisphere is acquired from many studies. Firstly, the right hemisphere is dominant in
preverbal infants for the first few years of life (Chiron, et al., 1997). Secondly, early
social experiences have an impact on the physical maturation process of this region
(Schore, 1994) meaning that infant-mother interaction in the first years of the infant
promotes “the development and maintenance of synaptic connections during the
establishment of functional circuits of the right brain” (Schore & Schore, pp.3, 2008).
Furthermore, the right brain is also responsible for the processing of nonverbal affective

cues between the infant and the caregiver in the early attachment (Schore, 1994).
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The facial expression, body posture and the tone of voice was also highlighted by
Bowlby (1969) as the essential features of attachment communication in the early
periods of life. In addition, it has been found that this attachment communication occurs
between the right hemisphere of the infant and the right hemisphere of the mother
(Schore & Schore, 2008). The studies conducted with insecure individuals showed that
when the infant was exposed to negative life events such distress and separation, these
stressful experiences were also encoded in the right brain (Schore, 2001). Moreover, the
studies on memory in infants revealed that the right brain, for the first 2-3 years of life
(Kandel, 1999), is the storage for the procedural memory which is referred as “the
cerebral representation of one’s own past” and constitutes the internal working models
as suggested by Bowlby. These internal working models, as mentioned earlier,
generates positive or negative expectations and coping responses for affect regulation
via the process of the orbitofrontal system as well (Nobre, Coull, Frith & Mesulam,
1999). Bowlby also proposed these internal models as working unconsciously. This
assumption was also supported by the study of Bechara, Damasio, Tranel & Damasio,
(1997) which has found that nonconscious biases guide behavior before conscious

knowledge does with the activation of orbitofrontal cortex.

The early organization of the right brain structures and the functions of
orbitofrontal cortex that include the process of affect, stress modulation and self
regulation are the critical processes that are suggested to be shaped by attachment
experiences (Schore, 2003). Throughout our lives, the right brain that is evolved in
preverbal periods plays a key role in implicit processes and is involved in ‘‘maintaining
a coherent, continuous and unified sense of self’’ (Devinsky, 2000). A secure person
has to “read” the social cues such as eye gaze, bodily gestures, facial expressions
appropriately, and then attune with the significant other both physiologically and
behaviorally. Attunement as a caregiver is crucial for the emotion regulation and the
mother regulates the central and autonomous nervous systems of the infant at the same
time (Schore & Score, 2008). Thus, reflective abilities of the infant develop as well as
his adaptive stress responses. Excitability and the soothing ability of oneself can be
learned in early interaction with the caregiver whose role is to “contain” the intolerable
affective states of the infant and transform them into manageable feelings for the infant
(Bion, 1962).
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2.2.1.2.The stability of attachment: “From cradle to the grave...”

Bowlby, in his attachment theory hypothesized that early infant caregiver
interactions enable infants develop cognitive representations referred as internal
working models about self, other and the world in general. These working models, later
in life, affects the way people process the information in their world- that is which
information they attend to and how they interpret and remember the events in their
world as well as their own emotional and behavioral responses to these interpretations.
In other words, the internal working models work as filters and people interpret their
new experiences and relationships through these filters, consistent with their primary
representations and expectations. Moreover, these mental processes can be either
conscious or unconscious (Bretherton, 1987). Specifically, based on his observations he
claimed that the infants with responsive and sensitive caregivers develop a mental
representation of the self as acceptable, lovable and worthwhile, whereas unresponsive
parenting result in the view of self as unacceptable and worthless (Cassidy, 2000). With
these mental representations, infants also develop expectations how they will be
responded by significant others in specific situations and if their needs will be fulfilled
in the future (Main, Kaplan & Cassidy, 1985). Furthermore, these expectations will lead
people feel and behave in the ways that confirm their mental representations resulting in
a self-fulfilling prophecy (Ainsworth, 1990). As a result, these working models have a
crucial impact on our choices which would confirm our representations, creating a
vicious cycle. According to him, these models are resistant to change and continue to
shape our relationships throughout our lives (Bowlby, 1973). He claimed that this
occurs due to our expectation in relationships “The kinds of experiences a person has,
especially during childhood, greatly affect . . . whether he expects later to find a secure
personal base, or not” (Bowlby, 1979, p. 104). Thus, it is claimed that attachment

between infants and caregivers has enduring effects on adult psychological functioning.

In order to test the hypothesis of the stability of the attachment organization,
longitudinal studies are conducted in the following years after the development of the

theory.

The largest study of early attachment, the Minnesota Study of Risk and
Adaptation from Birth to Adulthood (Sroufe, 2005; Sroufe et al., 2005) which followed

children from 12 and 18 months to age of 28, revealed significant associations between
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attachment security and some personality characteristics such as emotional health, self-
esteem, self-confidence, positive emotionality, ego resiliency, and social competence in
interactions with others. Moreover, early infant representations that are formed as a
result of early infant-mother processes predicted both early and later self and
relationship representations and were found to be associated with later social
functioning (Carlson, Sroufe, & Egeland, 2004). In terms of romantic relationships,
early attachment security predicted the relationship security with romantic partners in
young adulthood (Roisman, Collins, Sroufe, & Egeland, 2005; Grossmann, Grossmann,
Winter, & Zimmermann, 2002). Furthermore, the findings have shown that the parents’
experiences in their own family of origin had an impact on the relationships with their
own children in adult life (Belsky & Pensky, 1988). For instance, in the study of Rutter
et al. (1990), it was found that women, who were raised in institutions, had more
insensitive and intrusive maternal behaviors than others who were raised by their
families. This finding was also supported by the longitudinal study of women from
Berkeley Guidance Studies in which the girls, who received ineffective parenting,
became more ill-tempered mothers who in return resulted in more problematic
behaviors of their toddlers (Caspi & Elder, 1988). Moreover, the retrospective studies
revealed that the adults, who described their childhood experiences more positively and
balanced, tended to have secure infants who were classified in the Strange Situation
Procedure (Main & Goldwyn, 1991). In the light of this literature, it can be claimed that
early attachment organization not only impacts the significant relationships in our lives,

but also has tremendous effects on the personality organization as well.

Even though Bowlby’s work was focused on the nature of primary attachments,
he described these relationship patterns as “from cradle to the grave” (Bowlby, 1979,
p.129). Thus, based on the Bowlby’s original theory, Hazan and Shaver (1987) were the
first researchers investigating the attachment behavioral system in adult relationships
and they pointed out the commonalities between early attachment relationships and
adult romantic relationships. Firstly, adults can also use their partners as a “secure base”
in the presence of a threat similar to an infant and the partners exhibit the similar
behaviors such as physical contact, “baby talk” and sharing (Hazan & Shaver, 1990).
Moreover, the resistant nature of the working models may result the adults experience
their romantic relationships in parallel to their previous attachment relationship (Hazan

& Shaver, 1987). However, in adulthood, one does not need to exhibit actual attachment
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behaviors, but can also activate the mental representations of the partner shaped by the
early relationships.

Hazan and Shaver (1987) conceptualized the adult romantic attachment styles as
similar to the patterns observed in infant-caregiver relationships. Firstly, the authors
adopted the three styles of attachment patterns (secure, avoidant, anxious-ambivalent)
that are described in Ainsworth’s work (Ainsworth, Blehar, Waters, & Wall, 1978). In
the following years, Bartholomew and Horowitz (1991) suggested that a four-category
would be more accurate since the avoidant group would show two different forms of
behaviors in the experiments. In the avoidant group, some of the individuals were
avoidant as a result of fear of being hurt or rejection, whereas the other avoidant group
would engage in a defensive independence state. Thus, the categories of fearful and
dismissing were added instead of the avoidant category. This four-category assessment
of adult attachment styles was then divided into two dimensions as attachment anxiety
and attachment avoidance as suggested by Bowlby in his original theory (1969/1982):
model of self and model of other. Based on the studies and measures of Bartholomew
and Horowitz, Brennan, Clark, and Shaver (1998) developed the Experiences in Close
Relationships Scale to measure attachment-related anxiety and avoidance in a
continuum and having low scores on both dimensions indicate attachment security. The

dimensional attachment conceptualization is demonstrated in Figure 2.3.
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Figure 0.3. Two dimensional model of attachment

Source: http://labs.psychology.illinois.edu/~rcfraley/measures/measures.html

2.2.1.3.Attachment and adult psychopathology

The research on the association of early attachment and adult psychopathology is
limited except a few longitudinal studies (Carlson, 1998; Dutra & Lyons-Ruth, 2005;
Grossmann, Grossmann, & Waters, 2005; Sroufe et al., 2005). However, there is
evidence for the contribution of attachment related issues for the development of major

psychological disorders.

Bowlby (1980) proposed that depression in adulthood occurs due to the actual loss
of a caregiver, development of an unworthy and unloving self as a result of the absence
of a secure relationship with the caregiver. The empirical studies supported this view by
showing that people who lost their mothers by death on early or middle childhood were
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more likely to be diagnosed with depression later (Harris, Brown, & Bifulco, 1990). On
the other hand, loss by separation predicted less severe forms of depression. Moreover,
when the loss was followed by other negative conditions such as neglect or indifference,

the risk for developing depression would be twice (Harris, Brown, & Bifulco, 1986).

Regarding the anxiety disorders, Bowlby (1973) proposed that anxiety can be
explained as the concern of the infant about the availability of the attachment figure.
Consistent with this proposition, the studies revealed the links between negative
attachment related experiences and anxiety. Specifically, panic disorder patients
reported more frequently early stressful life events such as the loss of a parent or
inadequate care giving (Brown & Harris, 1993; Bandelow, et al., 2002). The meta-
analysis conducted by de Ruiter and van 1Jzendoorn (1992) also showed that people
with agoraphobia reported more separation anxiety in childhood. Lastly, people with
generalized anxiety disorder experienced more rejection by their parents and role
reversal that controls (Cassidy, 1995).

The studies on dissociative disorders revealed consistent association between
disorganized infant attachment and dissociative symptoms (Carlson, 1998; Dutra and
Lyons-Ruth, 2005). Moreover, it was suggested that the child with disorganized
attachment may have not learned to protect himself from threats because of the
caregiver’s frightening manner towards him, thus may be more susceptible to later

abuse, which in turn increases the diagnosis of dissociative disorders (Liotti, 2004).

According to the attachment perspective, eating disorders were explained as an
avoidant strategy of the individual to turn their attention away from their own distress
which they have experienced in their primary attachment relationship (Cole-Detke &
Kobak, 1996). The studies have shown that people with eating disorders generally
report their mothers as being over controlling and perfectionist (Minuchin, Rosman, &
Baker, 1980), and their fathers as emotionally rejecting (Cole-Detke & Kobak, 1996).
Regarding the attachment states of mind, there have been inconsistent results. Whereas
women with eating disorders were most likely to be classified as dismissing, they were
more likely to be classified as preoccupied in the presence of a co morbid diagnosis of
depression (Cole-Detke & Kobak, 1996; Fonagy, et al., 1996).
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In the literature of schizophrenia, the concept of expressed emotion was found to
be the salient risk factor in terms of family relationships, rather than infant attachment
(Goldstein, 1985). Schizophrenia is more likely to be diagnosed in families with high
expressed emotion which is characterized by either over involvement or high levels of
criticism. Moreover people with schizophrenia were more likely to be classified as
unresolved (Tyrrell, et al., 1999) even though this might be a misinterpretation since it

is also a characteristic of their disorder rather the classification.

Borderline personality disorder was proposed to result from the failure to develop
the capacity for mentalization in the early relationship with the caregiver (Fonagy &
Target, 1997). In terms of attachment related experiences in childhood, borderline
patients reported higher levels of abuse and emotional neglect (Herman, Perry & van
der Kolk, 1989; Zanarini, Gunderson, Marino, Schwartz, & Frankenburg, 1989),
separation from caregivers (Zanarini et al., 1989).

In order to explain the development of antisocial disorder, Bowlby suggested that
stressful and prolonged separations from caregivers together with frightening threats
result in high levels of anger which is then projected to other targets (Bowlby, 1973).
The empirical studies revealed that long durations of separation from attachment
figures, fathers’ antisocial behavior and mothers’ neglect were associated with
antisocial disorder supporting the view of Bowlby (McCord, 1979). Furthermore, it was
found to be linked to unresolved and dismissing states of mind (Allen, Hauser, &

Borman-Spurrell, 1996; Levinson & Fonagy, 2004; Rosenstein & Horowitz, 1996).

Finally, research regarding the specific psychopathology revealed only consistent
associations between disorganized infant attachment and dissociative disorders
(Carlson, 1998; Sroufe et al., 2005) and between resistant infant attachment and anxiety
disorders (Warren et al., 1997). The other complex findings that are mentioned above
can be explained by several reasons. Firstly, the issue of comorbidity is a major issue
resulting in mixed results. Second, it is noteworthy to point out again that, attachment
related experiences contribute as risk factors rather than causes. Moreover, each
individual with very different characteristics from birth to all developmental stages
might move in very different directions which are also pointed out by Bowlby (1973)

with the metaphor “branching railway lines.” Lastly, we should be in caution about the
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impact of life experiences on our personality development, as in the example of the
classification of “earned secure”- having a secure and autonomous sense of self despite

of the description of difficult early history by Main and Goldwyn (1984).

The contribution of attachment on psychological well-being has been
demonstrated on a variety of studies in the literature (Mikulincer & Shaver, 2007; van
ljzendoorn and Bakermans-Kranenburg, 1996). Specifically, it has been empirically
established that while secure attachment style was positively associated with positive
affect (Torquati & Raffaelli, 2004) and well-being (La Guardia, Ryan, Couchman, &
Deci, 2000), the anxiety and avoidant styles were related with negative affect and lower
levels of life satisfaction (Ling, Jiang, & Xia, 2008; Van Buren & Cooley, 2002;
Wearden, Lamberton, Crook, & Walsh, 2005). Moreover, it has been found that the
association between attachment and well-being is mediated by emotional regulation
strategies that people adopt (Karreman & Vingerhoets, 2012). Specifically, secure
individuals tend to use appraisal as an emotion regulation strategy and had higher
resilience, whereas preoccupied attachment was mediated by lower appraisal and

resilience in predicting well-being.

2.3.Emotion regulation

2.3.1. Early experience and neurological development of emotional processing

Research on brain development has demonstrated that childhood trauma and early
familial interactions have an enormous effect on the cognitive, emotional and physical
functioning of the child (Perry, 2000). Generally, developmental neurobiology of
trauma has revealed considerable effects on three intertwined pathways. Firstly, certain
brain structures mature at different times and that results in different effects of trauma
on different ages. Secondly, the exposure to trauma will alter the neuroendocrinologic
responses, which means the alteration of hormonal processes. Lastly, as a result of these
structural and biological changes, there will be enduring effects on the coordination of
cognitive, emotional and physical processes (van der Kolk, 2003). Specifically, the
stress that the child was exposed to may lead to changes in both the structure and the
chemical activity of the brain (such as reduced volume in hippocampus and corpus

collosum (McCrory, De Brito, & Viding, 2010), abnormal cortisol levels (Bruce, Fisher,
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Pears, & Levine, 2009).). When a child is born, it is capable of experiencing fear and
threat due to the immediate functioning of amygdala right after birth (Nadel, 1992). On
the other hand, the maturation of hippocampus continues until the age of 5 and
prolonged exposure to trauma or stress affects the development of the hippocampus,
cortical and cerebellar structures. These developmental changes especially results in
difficulties in sensory processing (Teicher, Anderson, Polcari, 2002). Furthermore, the
first interactions of the child in the attachment relations strengthen their neural
pathways which in turn the child learn how to get his needs met and how to respond to
stress. The security in the attachment relationship is a protective factor in the neural
disorganization of the brain (van der Kolk, 2003). In the case of maltreatment, when the
child is abused or neglected, the negative interactions causes brain to be hyperalert for
danger and thus do not permit for healthy development. The neural pathways that are
strengthened under negative circumstances prepare the child for the future negative
environment and may result in oversensitivity which is a key factor in the development
of psychological disorders (Shonkoff & Phillips, 2000, Perry, 2000). Specifically, child
maltreatment may lead to negative cognitions about environment and create a persistent
fear response with a disability of situational differentiation. Thus, the expectation of
danger results in hyperarousal and the child puts a lot of effort to monitor the probable
threatening cues in the surroundings (National Scientific Council on the Developing
Child, 2010). Moreover, the structural and chemical changes in the brain may result in
dysfunctional emotion regulation and make the child more prone to internalizing
symptoms such as anxiety and depression (Healy, 2004) as well as extenalizing
problems including aggression and delinquency (Eisenberg, Spinrad & Eggum;
Eisenberg et al., 2001; Gilliom et al., 2002). The stress of childhood trauma also
decreases the cognitive functioning as can be obversed in academic achievement,
diminished attention and lower levels of 1Q (Wilson, Hansen & Li, 2011). In terms of
physical development, it was demonstrated that the developmental milestones of abused
or neglected children are delayed (Scannapieco, 2008). Finally, child maltreatment may
cause children to have difficulties in social situations. These children give weaker
responses to rewards and they have more difficulties engaging in social situations
(Dillon et al., 2009).

Furthermore, the studies showed that they are less likely to understand other’s

emotions and thoughts (Wimmer & Perner, 1983, Pears & Fisher, 2005). Specifically,
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the facial recognition trials with abused and neglected children revealed that, with their
altered cognitions, they are found to perceive neutral face expressions as anger and sad
respectively. Moreover, abused children had an decreased reaction time to angry faces

as a result of their oversensitivity (Pollak, Cicchetti, Hornung & Reed, 2000).

2.3.2. Emotion regulation strategies

Emotion regulation is a fundamental theme in developmental psychopathology
and a marker for understanding life-long problems. Even though, the complexity of the
phenomenon provokes a disagreement about the definition, Thomson adopted a more
comprehensive approach and defined it as “Emotion regulation consists of the extrinsic
(temperament) and intrinsic (especially through parenting practices) processes
responsible for monitoring, evaluating, and modifying emotional reactions, especially
their intensive and temporal features, to accomplish one’s goals.” (Thompson, 1994, pp.
27-28). Consistent with this definition, it is suggested that emotion regulation enables
to adopt adaptive and flexible behavioral strategies, thus is a core element in the

socialization process (Thompson, 1994).

The modal model of emotion that was suggested by Gross and Thompson (2007),
explains emotions in a sequential manner. Firstly, emotions arise only when the
situation is meaningful or psychologically relevant to the person. These situations may
be external as well as internal based on our mental representations. Secondly, when the
situations are attended, the appraisals for these specific situations are made. These
appraisals, in turn, trigger the specific emotional responses. People frequently prefer to
enhance, maintain or inhibit their emotional arousal depending on their goals in the
specific social context it may concern. Furthermore, emotional responses may then
alter the situation as well as the emotional tone as a feedback loop. It is important to
note that these emotional responses are flexible depending on the social context. For
instance, while it might be acceptable to express anger in our close relationships, it
would not be appropriate in the work environment. Thus, the regulation of emotions are
not only for personal strategic purposes but it also serves for the cultural expectations in

social relationships along with the expression of emotions (Saarni, 1990).
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Gross (1998) suggested that there are five different sets of emotion regulation
strategies. The first four of these strategies includes situation selection, situation
modification, attentional deployment, cognitive change which are also called as
antecedent-focused emotion regulation strategies as they are adopted before the
emotions are not generated based on the appraisals. Situation selection refers to
choosing the situations that will give rise to the desirable emotions. However, there are
two difficulties that are faced while implementing this strategy. Firstly, people generally
misestimate their emotional responses for the future scenarios as a result of their biased
thinking (Gilbert, Pinel, Wilson, Blumberg, & Wheatley, 1998). Secondly, they may
choose the short-term comfort over the long term goals. For instance, an agoraphopic
would most likely to stay at home in order to avoid the anxiety that he will experience
outside, even though in the long term choosing to go out would lessen his anxiety in the
long run. On the other hand, situation modification refers to modifying the present
situation. The assistance of a supportive person in an anxiety-provoking situation might
be an example for this strategy. Attentional deployment includes distraction and
concentration. Whereas the former means moving attention away from the emotion
evoking stimuli, the latter refers to redirecting attention to our emotions, such as
rumination (Nolen-Hoeksema, 1993). Finally, the cognitive change involves the
reinterpretation or reappraisal of the emotional stimuli (Gross, 2002). The response-
focused emotion regulation, on the other hand includes response modulation which
occurs after the emotional responses are generated (Gross & Munoz, 1995) . Response
modulation aims to alter or amelioriate the physiological or behavioral consequences of
emotions (i.e. drugs, exercise, relaxation, food, alcohol).

As the literature on the dysregulation of emotions suggested that the strategies for
emotion regulation only covers one aspect of the construct. Beside of the strategies to
modify emotions, the evaluation and awareness of emotions are crucial parts of an
adaptive emotion regulation (Thompson & Calkins, 1996). Thus, emotion regulation
can not be regarded as simply emotional control. On the contrary, it has been
demonstrated that avoidance of undesirable thoughts and emotions may lead to a variety
of psychological disturbances (Hayes et al, 1996) and constricted expression of
emotions have been found to be related with increased physiological arousal (Gross &
Levenson, 1997). Thus, acceptance of emotions as well as the emotional responses

without the effort of inhibiting them and behaving according to the desired goals while
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experiencing undesirable emotions have been suggested as a more adaptive emotion
regulation (Linehan, 1993, Thomas & Calkins, 1996, Gratz & Roemer, 2004).

Gratz and Roemer (2004) developed Difficulties in Emotion Regulation Scale
taking the aforementioned conceptualizations of emotion regulation. The assessment
covers the aspects of awareness and acceptance of emotions, the ability to control
impulsive behaviors and behave towards the desired goals in spite of the negative
emotions, the ability to use contextually appropriate regulation strategies. The studies
conducted with this measure revealed that emotion dysregulation as a significant
predictor of self harm in women and mediated the relationship between PTSD and
impulsive behaviors such as antisocial behaviors or risky sexual behaviors (Weiss, Tull,
Viana, Anestis & Gratz, 2012). Moreover, it has been shown that patients diagnosed
with borderline personality disorder had increased difficulties in engaging in goal
directed behavior while experiencing distress (Gratz, Rosenthal, Tull, Lejuez, &
Gunderson, 2006).

2.3.3. Development of emotion regulation in attachment relationships

Emotional development occurs in the matrix of attachment relationships in the
early years and can be defined as a transition “from dyadic regulation from self-
regulation of emotion.” (Sroufe, 1996, p.151). The complete dependency of the
newborn evolves through repeated experiences of distress-relief cycles and shared
positive affect between the caregiver and infant (Lamb, 1981). The responsiveness of
the caregiver and the synchronicity of this relationship enables the infant develop skills
for self regulation.

Emotional development, in general, can be explained throughout some phases.
Firstly, the newborn whose behaviors are based on reflexes and drives evolves into an
emotional being engaging in purposeful action (Sroufe, 1996). It has been argued that
even as early as 3 months, infants start to express some emotional reactions as they
develop an awareness of their surroundings. These reactions are believed to be
controlled by innate mechanisms and include approaching or withdrawing behaviors
from stimuli (Kopp, 1982, Rothbart, Derryberry, & Hershey, 2000). Self-soothing
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behaviors such as sucking or manifesting discomfort by crying are among the primitive
mechanisms that elicit the parenting behaviors (Kopp, 1982). The period after 3 months,
are suggested to imply the beginning of the emotional life (Spitz et al., 1970) as the
child starts to exhibit basic voluntary behaviors to modify his emotional arousal such as
approaching the mother in the presence of an aversive stimuli (Harman, Rothbart, &
Posner,1997).

In the following months, approximately in the second half of the first year,
expectation and intention becomes an important aspect of emotional reactions with the
improvement of memory (Nelson, 1994). In this phase, mental images can be linked to
different affects (Hoffman, 1985). The most obvious example of these reactions are the
differential positive gestures toward the caregiver, showing an established pattern of
positive affect as a result of repeated interactions (Sroufe, 1996). By the end of the first
year, emotion becomes associated with different encounters and context and starts to
have a guiding role on behavior and facilitates learning (Bronson & Pankey, 1977). In
other words, affect is not only directed to immediate events, but also is linked with past
experience and influences future actions. Moreover, the infant acquires the awareness of
emotions and is now capable of giving explicit signals to the caregiver in times of
distress for the purpose of regulation (Sroufe, 1996). At this time, the infant becomes
truly active in his relationships with his caregivers and forms a reciprocal relationship
with them. By the end of the second year, the infant starts to use the active and specific
strategies of emotion regulation to manage his emotions. Along with the development of
motor and language skills, the infant becomes more responsive to the demands of the
social context (Rueda, Posner, & Rothbart, 2004).

Emotional development can be described as a movement from physiological states
to explicit emotional reactions and it is intertwined with brain maturation, thus cognitive
development. Bowlby suggested that these early interactions results in a fundamental
cognitive and emotional network and called them “internal working models” through

which the individual will experience the world throughout his life (Bowlby, 1973).

The attachment literature suggests that in the very first years of life, emotion
regulation takes place in order to accomplish proximity to the attachment figure.

Through countless interactions between caregiver-infant relationship, the infant learns
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to choose within a variety of emotional responses that will serve him to achieve his goal
(Cassidy, 2008). The affective communication between child and caregiver requires the
caregiver’s sensitivity to the alerting signals of the child, and this sensitive response
amelioriates the child’s negative emotions which in turn enhances the child’s tolerance
to the frustrating situations as well as his meta-emotion (Kobak, 1985; Cassidy, 2008).
Stern (1985) described this cycle as “affective attunement” as sensitive mother
recognizing the infant’s affect, accepting and sharing them back with the infant, thus
teaching the child that emotions are acceptable and can be shared in social relationships.
On the other hand, the insecure child minimizes or heightens emotional expressions as
an adaptive strategy. The avoidant child who is consistently rejected, learns to minimize
the attention to the relationship and need for the caregiver. This minimizing strategy
enables the child to maintain a sufficient proximity to the attachment figure since the
attachment behaviors are rejected and the negative emotions of the child are not
regulated by the caregiver (Main & Solomon, 1986). On the other hand, the heightening
of emotions were exhibited by ambivalent children which experienced incon