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DISSERTATION ABSTRACT

Melissa Gayle Platt
Doctor of Philosophy
Department of Psychology
June 2014

Title: Feelings of Shame and Dissociation in Suswsvof High and Low Betrayal
Traumas

Betrayal trauma theory posits that victims of abperpetrated by someone
close are more likely to dissociate from awareméske abuse in order to protect the
needed relationship. Shame may likewise protectdlagionship by turning the victim’s
attention inward, thereby increasing the likelihabdt the abusive environment will be
overlooked. In this dissertation, the associatiogtsveen shame, dissociation, and
betrayal trauma were examined in two experimentaliss. A third study examined the
consequences of chronic shame. Aims were to daterminether shame and dissociation
have a unique link with high betrayal traumas (HiB® understand the nature of the
relationship between shame and dissociation, anm/estigate the consequences of
chronic shame.

In study 1, 124 female trauma survivors were ramgi@assigned to a high or
low betrayal threat condition. Greater exposurdi®T but not low betrayal traumas
(LoBT) predicted increased shame and dissociabtoviing high betrayal threat.
Greater exposure to LoBT but not HIBT predictedéased fear following non-betrayal
threat. Compared to non-dissociators, dissocidtons threat endorsed more negative

psychological consequences.



In study 2, 127 female trauma survivors completddsociation induction and
battery of questionnaires. The bypassed shameythebich proposes that dissociation
serves to disconnect from the pain of shame, wasgred. Results partially supported
bypassed shame theory. Although feelings of shaahéol a larger dissociation response
to the induction, dissociation did not interrupaste but rather led to even higher shame.
Implications are discussed for a possible contiigutole of shame to betrayal blindness.

In study 3, 247 trauma survivors completed onlinesgionnaires addressing
chronic shame hypotheses. Regression results egl/tadt all forms of chronic shame,
especially trauma-focused shame, predicted neglasiakh consequences. Correlation
results revealed that HIBT was associated with nygres of negative outcomes
compared to LoBT and that HIiBT but not LoBT wasoassted with chronic shame.

Taken together, resulisdicate that, like dissociation, shame may bé laot
adaptive and detrimental response following betraigama and that emotional and

cognitive responses other than fear warrant attenti trauma research and practice.



CURRICULUM VITAE

NAME OF AUTHOR: Melissa Gayle Platt
GRADUATE AND UNDERGRADUATE SCHOOLS ATTENDED:

University of Oregon, Eugene, Oregon
Boston College, Chestnut Hill, Massachusetts
Cornell University, Ithaca, New York

DEGREES AWARDED:

Doctor of Philosophy, Clinical Psychology, 2014itkrsity of Oregon
Master of Science, Psychology, 2008, Universitpoégon

Master of Arts, Counseling Psychology, 2004, Bostollege

Bachelor of Arts, Psychology and Spanish Liteat@001, Cornell University

AREAS OF SPECIAL INTEREST:

Trauma

Shame

Betrayal

Dissociation

Military Sexual Trauma
Compassion

Healing from Trauma and Shame
Interpersonal Relationships

PROFESSIONAL EXPERIENCE:

Clinical Psychology Intern, University of CalifoenSan Diego/VA Medical
Center, July 2013-June 2014

Counselor, Accessible Education Center (formetability Services),
University of Oregon, September 2011-June 2013

Clinician, Center for Community Counseling, Sepbtem2009-June 2013
Graduate Teaching Fellow, September 2007-June 2013

Clinician/Assessment Specialist/Qualified Mentalatih Professional, Direction
Service Counseling Center, August 2010-March 2013

Vi



Editorial Assistant, Journal of Trauma & Dissdion, September 2010-
September 2012

Instructor, September 2009-June 2011

Guest Editor, Journal of Trauma & Dissociation $@dssue entitled, “Military
Sexual Trauma: Current Knowledge and Future Dioesti December
2008-May 2011

Instructor/Group Facilitator, Tools for the Blu&grth Eugene Alternative High
School, March-June 2010

Clinician/Group Facilitator, University of Oregétsychology Clinic September
2008-June 2010

Clinical Interviewer Risk Factors for Developing Chronic PTSD in Troops
Returning from Hazardous Deployment (DOD), Brownvénsity,
August 2006-September 2008, July-September, 2008

Early Intervention Clinician/Assessment Specialisiuth Bay Mental Health,
Lowell, Massachusetts, September 2004-February 2005

Clinician/Group Facilitator, McLean Hospital, BelmpMassachusetts,
September 2003-May 2004

Group Facilitator, Morrison Center, Portland, Onegllay-August 2000
GRANTS, AWARDS, AND HONORS:
University of Oregon Doctoral Research Fellowdkgminee, March, 2012
Travel and accommodation reimbursement from thermattional Society for the
Study of Trauma and Dissociation for thé"2gnual meeting, November

2011

David Caul Graduate Research Grant, InternatiSoalety for the Study of
Dissociation, October 2011

Norm D. Sundberg Research Award, University of @redMay 2010

Donald and Darel Stein Graduate Student Teachingrdiominee, University
of Oregon, April 2010

Graduate School Research Award, December 2009

vii



Diversity Initiative Research Interest Group Deystent Grant, University of
Oregon Center for the Study of Women in SocietneJ2009

PUBLICATIONS:

Foynes, M. M., Platt, M., Hall, G. N., & Freyd,J1.(in press). The impact of
Asian values and victim-perpetrator closeness erditclosure of
emotional, physical, and sexual traurRaychological Trauma: Theory,
Research, Practice, and Policy.

Platt, M. & Freyd, J. J. (2012) Trauma and negatingerlying assumptions in
feelings of shame: An exploratory studdsychological Trauma: Theory,
Research, Practice, and Policy;,, 370-378.

Platt, M.(2012). Review of the bodRoping with trauma-related dissociation:
Skills training for patients and therapists. Jouroa Trauma &
Dissociation 13, 380-382.

Allard, C. & Platt, M. (Eds). (2011). Militaryegual trauma: Current
knowledge and future directions. Abingdon, Oxftrds. Routeledge
(Book version of a special issue of Journal of Tmaw& Dissociation,
Volume 12, Number 3, 2011).

Platt, M. & Allard, C. (2011) Military sexual trauamCurrent knowledge and
future directionsJournal of Trauma & Dissociation, 1213-215.

Allard, C., Nunnink, S., Gregory, A., Klest, B.,Rlatt. M. (2011). Military
sexual trauma research: A review and a proposeadag®urnal of
Trauma & Dissociation, 1,2324-345.

Murphy, K., Blustein, D., Bohlig, A., & Platt, M2010) The college-to-career
transition: An exploration of emerging adulthoddurnal of Counseling
and Development, 8874-181.

Platt, M. (2009). Review of the bodhen Mothers Kill: Interviews from Prison
Journal of Trauma & Dissociation, 1@88-490

Platt, M., Barton, J., & Freyd, J. J. (2009) Dontesgiolence: A betrayal trauma
perspective. In Stark, E. & Buzawa, E. (Ed&glence Against Women in
Families and Relationships Making and Breaking Gations(Vol.

1, pp. 185-207) Westport, CT: Greenwood Publishing.

viii



ACKNOWLEDGMENTS

| wish to express my sincere gratitude to my cort@aimembers for their helpful
feedback in preparation of this manuscript. | aateful to Dr. Sara Hodges for serving
on every one of my committees since my first ydagraduate school, to Dr. Gordon
Hall for encouraging me to attend to the role dtiea in my work, and to Dr. Debra
Merskin for her thoughtfulness and encouragemdmave the deepest appreciation for
the mentorship of my incredible advisor, Dr. JeanFreyd. Thank you for welcoming
me into our research family, for bringing the mpstfect opportunities my way, and for
seeing and nourishing my potential. | am forevateful.

Thank you also to others who offered feedback. bapreciative of Dr. Sanjay
Srivastiva’s input on my proposal and Karyn Lewgut on SEM analyses, which
greatly enhanced this dissertation. Thank you tonogderful labbies: Laura Kaehler,
Christina Gamache Martin, Rosemary Bernstein, Cantyth, Jennifer Gomez, Kristen
Reinhardt, Marina Rosenthal, and Sarah Harseydor thoughts, company, snacks, and
support. | am also fortunate to be connected tdainlyies outside of Eugene. Big thank
yous especially to Dr. Shin Shin Tang for beinge&oellent walk and talker, Dr. Lisa
Cromer for the impromptu mentoring sessions, Droya Allard for the great
collaborations and for teaching me so much, Dr.i$8al Foynes for her perseverance and
kindness, Dr. Bridget Klest for “What would Bridg#n?,” and Drs. Robyn Gobin and
Annmarie Cholankeril for their support and wisdom.

| am so appreciative of my supervisors Dr. Anne@is) Dr. Jane Mendle, Dr.
Crystal Dehle, and especially Dr. Pamela Birred &r. Jay Buckley. | will be drawing

upon my supervision with Pam and Jay not just incarger, but in my everyday life all

iX



the time. Thank you Pam for teaching me to be @roas in relationships and to nurture
the best in myself and others. Thank you Jay foperaging playfulness, joy, and
authenticity by embodying all of those things. Tkhaoth of you too for teaching me that
| get to be myself in therapy. | also want to thaimik Center for Community
Counseling’'s Nancy Weisel and Melissa Thomas amddbon Service Counseling
Center’s Dr. Jacqui Lichtenstein, Kurtis Mitchelhd Melissa Lind for all that you do.

| am most deeply appreciative of my close frienad @amily. | am grateful to my
mom, Sandy Platt, for being unwaveringly thererf@ and for her delicious
hamantaschen. | am grateful to my father, HarveytFHbr demonstrating the value of
both hard work and generosity. | am grateful tosisyer, Jennifer Platt, my sister-in-law-
if-there-were-a-law, Jules Berner, and my nephew, #r their boundless love. Thank
you, Dr. Eugene Strull, for being the coolest Granoh the world and Dorothy Strull for
the best memories with Grandma. Thank you to mgueel friend Alice Graham for
getting into trouble with me for the past six yedrgura Batterink for always being there
to celebrate our accomplishments and special d&ryn Lewis for coming full circle,
Jen Gémez for being fierce, Audrey Medina for stddtes, compassion, and wisdom,
Tyan Taubner for helping me to be more mindful kimdl, Courtney Jellar for her
immense knowledge and thoughtfulness, Kathy Wee&das always being there, and
Vanessa Lee for keeping in touch from ShanghainKlyau most of all to my Person,
Leslie Strauss, for wanting to go through thingthvane and then going through them.

This research was supported in part by the David Rasearch Grant from the
International Society for the Study of Trauma anslsDciation. | am deeply grateful to

the amazing research assistants and researchyart&cwho made this work possible.



This dissertation is dedicated to Leslie and toyrmanre adventures to come.

Xi



TABLE OF CONTENTS

Chapter Page
|. GENERAL INTRODUCTION ...ttt cmme e e e 1
OVEBIVIBW ...ttt e ettt e e e e e e e e e e e e e e e e e nr e e e e e e nnnnes 1
Betrayal Trauma TREOIY .......oooi i 2
SNAME e e 2
TraumatiC SNAME ........oiiiiiiiii s e 5
DISSOCIALION ...ceiiiiiiiieieee i mmmmma ettt e e e e e e e e e e e e e e e e e e ns 7
Fear Structures and Emotional Processing TheOory..........ccvcceeeiiiiiiieeeeeeeeeene, 9
Integrated Specificity of Threat Type and EmotidRasponse ...........ccccccevveeeees 10
Bypassed Shame ..ot 11
Consequences of Chronic Dissociation and Chron@ i ................ccceevvvvvnnnns 13
The Gendered Nature of Betrayal Trauma and Shame................cccoeeeeeeeeeee. 14
CUIMENt STUAIES ...ttt e e 15
Research Questions and HypotheSes .......ccceeeeeviiiiiieeiiiiiiicicie e, 16
STUAY L e et e et aa e e 16

Xii



Chapter Page

Il. STUDY 1: TRAUMA TYPE AND THREAT-INDUCED SHAME,

FEAR, AND DISSOCIATION IN FEMALE TRAUMA SURVIORS .............. 20
INEFOTUCTION ...ttt e e e e e e 20
Betrayal Trauma Theory: Dissociation, Shame, agatF......................ooee 20
Integrated Specificity Model and Betrayal Traunmre@ory ............ccccceeeeennn. 21
Historical Emphasis on Trauma-Related Fear...cccccccooviiieiiiiiiiiiiiiiiiiiiiis 22
The Emergence of Complex Posttraumatic Stress@®sQ.......................... 23
Disconnection as Source of Altered States ...ccccc.vvvvvveiiiiiiiiiiee e 24
The CUITeNt STUAY ....ceveieiiiiiiiee e ee e e e e 25
MELNO ...t e e 26
o o o = ] USSP 26
MEBASUIES ......oiiiiiiiie et 26
[T gL | = 1] | oS PP 26



Chapter Page
State Shame and GuUIlt SCale .............ococmmmeeiiiiiiee s 26
Brief Betrayal Trauma SUINVEY ..........uuuuieereeriiiiiiiiiiee e e e eee e 27
State Scale Of DISSOCIALION. .............. e ee e e e e e e e 27
Positive and Negative Affect Schedule — Fear Salbsc.............ccce...... 28
Physical Health ..............i e 28
Hallucination SYMPLOMS.........uuuuuui e eeeeeeeeeinses s e e e e e e e e e e e eeeeeenennns 82
Dissociative EXperiences SCale............ueeeciiiiiiiiieiieeeeeeeeeeeeeeiiiiinnnns 29
Relational Health INdICES .........ccooviiiiimiiie 30
Posttraumatic Stress Disorder Checklist — CiviNamsion ..................... 30
PrOCEAUIE ...ttt 30
Betrayal Threat CoNAitiON.............oii oo ettt eeeeeeeees 13
Non-Betrayal Threat Condition ..............coeeeeeeeeeeeeiiiiiiiiiiineee e eeeeeeeen 32
Intrapersonal Threat Condition .............ceeeiiiiiiiiiiiiii e 32
StatiStiCal ANAIYSES ..o 33
RESUIES ... e 34
Descriptive Statistics and Correlations ... . coeveeeeeeiiiiiiiiiiiinneee e 34

Xiv



Chapter Page

HYPOTNESIS TESHING...uuuuuiiiiiiee e e e e et e e e e e e e e e e e e e e e e nnnnnees 35

Research Question 1: Does Type of Trauma HistozgiEt
Shame, Dissociation, and Fear Responses to ntf@ges

(o) B N a1 (=T | TP 35

Research Question 2: Do Shame, Dissociation, aad F

Responses Vary According to Threat TYPe? .eeeeeeeriiiivieeeeeiininenne. 39

Research Question 3: Do Symptom Profiles Vary Ddeg

Upon Whether People are Dissociators or Non-Disgorg? ............ 40
DISCUSSION ..ottt e e e e e et e e ettt e bbb a e e e e e e a e e e e e e e e e e aaeaaaas 41
] 01 = LA 0] PSPPI 46
[@0] o Tod 1§13 [0 o 47

lll. STUDY 2: TESTING A MODEL OF BYPASSED SHAME INEMALE

SURVIVORS OF HIGH AND LOW BETRAYAL TRAUMAS ......c.cccoeevvvene... 49
T oL oTo 18T 110 o IR 49

StUAY HYPOTNESES. .....euiiiiiiii e s e e e e e e e e e e e e e e e e eeeraeeennnnnnnes 52
1Y/ =1 1 [ Yo 53

XV



Chapter Page

PartiCIPANTS .....evieiiiiiei e e e e e e e e e e e e e e e e e e e et e 53
MEAISUIES ... ettt e e e e e e e e nn e e eeans 54
PrOCEAUIE ..ottt 54
Dissociation INAUCTION ..........uuviiiiiiiiieeeeeiiiiiiii e 54
StatisStiCal ANAIYSES ... 55
RESUITS ...ttt e e e e e e e e e e e e e e s e e e e e e e e as 56
Descriptive Statistics and Manipulation ChecCK.......ccovvvvviiiiiiiiciiiinnnnnn. 56
HYPOLNESIS TOSHING....etuuiiiiieie ettt e e e e e e nnannees 57
DISCUSSION ...ttt bbbttt ettt e e e e e e e e e e e e e s rannr e e e e e e eeae s 58
LIMIEATIONS L. ettt e e e e e e e e e e e aeeaeeaeas 64
CONCIUSION ..ttt ettt e e e e e e e e e e e naaaaaeeeaeas 65

IV. STUDY 3: PSYCHOLOGICAL AND PHYSICAL HEALTH CONEQUENCES

OF CHRONIC SHAME ... 66
[a) (e To [8Te3 T0] o U 66
StUAY HYPOTNESES. ... e eaannees 68

XVi



Chapter Page

MELNOD ...t e e e 68
PartiCIPANTS ...t e e e e e e e e e e e et nnnneereranna 68
MEASUIES ...ttt 69

Guilt and Shame Proneness SCale.........cccummmeeeeeiiiiiiiiiiee e 69

Experience of Shame Scale................ e eeiieeiiiiiiiii e 70

Trauma Appraisal Questionnaire — Shame Subscale..............cccc...... 70
PrOCEAUIE ... et 71

StatiStiCal ANAIYSES ... 71
RESUITS ... e e e e e e e e e e e e e s st r e e e e e e as 72
DImension REAUCTION. ......uuuuiieie et 72
Construct Validity of GASP MEaSUIE......ccoicccm e 72
DES MISSING DAta........cccvuiiiiiiiiiiiii s eeeeeeeee e e e e e e e e e aaaens 73
Trauma EXPEIIENCE .......uuuuuuiiiiae e e e e e e e e e e e eeeeeeeeeeeseeennnn e 75
Hierarchical REQIreSSIONS ......cccoooo oo 75
[ O USSR 75
D S o ————————— e ————————— 76



Chapter Page

[ | PPN 76
Physical Health .............ei e 76
Hallucination SYMPLOMS.........uuuuuui s e eeeeeveernse s e e e e e e e e e aeeeeeeeaennn 77
Regressions Controlling for HIBT .........oocaiieiiiiiii e 77
BBTS COrTelatiONsS........coiiiiiiiiiiiittes e eetesiess s s e e e e e e e e e e eeeeeeeesesennnnnnnees 78
DISCUSSION ...ttt bbbttt e et e e e e e e e e e e e e e e e s rannr e e e e eeeeaeeas 79
[0 T = (o o 1RSSR 83
CONCIUSION ... ettt e e e e e e e e e e e e e e e s e e es 84

V. GENERAL DISCUSSION .....ouiiiiiiiiiiiie s emmmm e e e neee 85
Betrayal Trauma and SName ................coomeenninnie e 86
Betrayal Trauma and DiSSOCIAtION ..........cuummmmeeeeeeererreeeeeiiiiiinnaaeseeeeeeeeees 90
Betrayal Trauma and Fear...........coieeiiiiiiieeiiieeeres e e e e e e 91
Shame and DISSOCIALION .........eviiiiiiieeeiiie e 92
Consequences of Dissociation-Proneness and CHBb@ige ...............ccccceeennn. 93
0] 0] o= 10 o 1 94
Limitations and Future DIF€CIONS ..........comeeeeeeieeieiaaiaiiiieeee e 97



Chapter Page

Summary and CONCIUSION .........uuuuueiiemmmmmme e e eeee e eeeeee s 101
APPENDICES ... et ettt e e ettt e e e e e e e e ree e e e e e e e e enna s 103

A. STUDY MEASURES ... et 103

B. STUDY MANIPULATIONS ... ireee et 291
REFERENCES CITED ... .ttt 133

XiX



LIST OF FIGURES

Figure Page

2.1. Mean shame change by exposure to high betrayahas — Betrayal

(] g=r= o014 1 [14[0) o NSRS 37

2.2. Mean dissociation change by exposure to hggtaipal traumas — Betrayal threat

(o0 ] o 11 ([o] o FRTTUT TR TP 38

2.3. Mean fear change by low betrayal trauma seden- betrayal

11 g=T: 1l o0 ] Lo [1 1To ] o N 39

2.4. Mean hallucination, PTSD, and dissociationdissociators and non-

[0 |13 Yo To L= 1 (o] (TR 43

3.1. Bypassed shame MOAEl ...........ouuuuiiiiieeeeieieie e e e e e e e e 56

3.2. Test of bypassed shame model 1 ......ooeeeiiieeiiiiiiiiiiiiiiiiiiciiesseeeeeee. 99

3.3. Test of bypassed shame model 2 ... eeeeeeeeeeeeeeiiieiiiiiiiiesssseeeeeee. 00

3.4. Test of bypassed shame model 3 ..., 03

XX



LIST OF TABLES

Table Page
1.1. Summary of Study 1-3 HYPOtNESES .......cummmmmeeeenieiieeeeeeeeeeeeeeeeeiiiii e 19
2.1. Means, standard deviations, and correlatians...............ccccvvviiiiiiiiiiiieeeeenn. 35
2.2. Shame, dissociation, and fear from high amddetrayal traumas ..................... 36
2.3. Shame, dissociation, and fear change scdeg@liices ............ccccevvvivviviiiinnnnnnn. 40
2.4. Symptom differences for dissociators versusaiesociators ............cccceevvvvennnns 42
3.1. Means, standard deviations, and correlatians ............c..occcvvvveeeiiniiiieeeeeene 57
4.1. Means, standard deviations, and correlatiQnS..............cccoeeeiiiiiiiiiiiiiieenn. 74
4.2. Trauma-focused shame, shame-proneness, @ghame predict PTSD .......... 75
4.3. Shame-proneness and trait shame predict BSSOC................cceevvvvveeeeiinennnnnns 76
4.4. Trauma-focused shame predicts relationalmealtL...............ccccovviiiiiiiinnnnn. 76
4.5. Trauma-focused shame and trait shame prelaysigal health .......................... 77
4.6. Trauma-focused shame predicts hallucinatiomesyms ..........cccoevveeeeeeeeeeeeneeee. 77
4.7. Regressions controlling for HIBT ... eeeeeeeeeeee 78
5.1 Overall pattern of reSUILS.........ccoove i 86
5.2 Summary of Study 1-3 FINAINGS .........mmmmmmeeeeeeeeeeeeeeeeeeeeeiiiiainn e eeeeeens 87



CHAPTER |

GENERAL INTRODUCTION

Overview

Trauma exposure is a very common occurrence itJthieed States, with an
estimated 80 percent of the population experienaitrguma at some point in their
lifetime (Breslau, 2009). Although posttraumatitess disorder (PTSD) is the only
DSM-IV (APA, 2000) diagnosis that explicitly takego account the contribution of a
traumatic event to symptom development, there aneemous additional distress
responses to trauma, including depression, anxaety dissociation. Furthermore, only
about 10% of trauma survivors develop PTSD (Bre2809). Herman (1997) called for
attention to posttraumatic responses that had ausiy been overlooked because they
did not fit neatly into the domain of PTSD. Suchpenses involve fundamental
alterations in perceptions of self, others, andibdd and/or alterations in consciousness
and arise in response to prolonged interpersopaktyf trauma such as captivity and
childhood sexual abuse (CSA). Freyd (1994; 1996)$es on the cognitive alterations of
dissociation and amnesia for abuse perpetratedingene upon whom the victim
depends for survival. Freyd’s work on betrayal tnautheory (BTT) highlights that these
alterations may be adaptive, albeit harmful inltrey run. This dissertation examines
whether feelings of shame may be an affectiveatitar that, like dissociation and
amnesia, serves to protect the relationship irsktioet-run but has negative long-term

consequences.



Betrayal Trauma Theory

BTT (Freyd, 1996) differentiates between traumatients involving betrayal by
a close other (HIiBT,; e.g., childhood physical orsd abuse) and traumatic events
typically involving lesser degrees of betrayal (0oB.g., sexual assault by a stranger,
natural disaster). According to BTT, the higher bie¢rayal level of the trauma, the more
adaptive it may be for the victim to be unawaré¢heftrauma or forget that the trauma
took place, at least while the relationship witla gerpetrator is depended upon for
survival. BTT posits that this betrayal blindnessynfunction to protect the victim by
discouraging her from taking action that may jedpaa the relationship, such as
confronting the abuser or fleeing the abusive sitna According to BTT, dissociation
and amnesia are the primary mechanisms for betbdhiyaness, but other mechanisms
including self-blame and shame may also play airofgotecting the relationship with
the needed perpetrator.

Shame

Psychoanalyst Helen Lewis, one of the pioneersdognizing shame’s
importance in psychology, focused on operationajahame in her bookhame and
Guilt in NeurosisLewis (1971) described shame as a powerfullyfphaffective state.
In Lewis’ view, the source of the shame feelingn€lear; it could originate from the
self, the other, or the relationship between tlileas®l the other. For example, when a
person feels shame as a result of another persan'sgression, the generative source
may be partly the self who feels shame, partlyotiier who acted in a shameful manner,
and partly the relationship with the person wh@ddah a shameful manner. According to

Lewis, shame is a superego state in which thes#ibcal in awareness” (p. 86). Shame



renders a person unable to communicate much atadlyves a nearly blank cognitive
state, and may cause a sensed decrease in botbgblsyze and ability to function.

Michael Lewis (1995) dismantles shame into itsestakpression and experience.
Like H. Lewis, M. Lewis (no relation) agrees thia¢ tshame state involves a specific
physiological response involving mental confusiod antense pain. According to M.
Lewis, shame expression is the external manifestatf the shame state including a
downward gaze and slumped posture. Lewis identiesforms of shame experience:
(1) objective experience which occurs outside efscious awareness and involves the
body’s regulation of shame states and (2) subje@®perience which involves conscious
reflection on the shame state. Like H. Lewis, Mwisealso argues that it is possible to be
in a physiological state associated with self-canscemotion without awareness of
being in that state.

Drawing upon attribution work, M. Lewis’ model prages that shame arises
when (1) individual standards are internalized gigioa process of acculturation to
family, community, or other group norms or standa(@) the self perceives that the self
has failed to live up to the internalized standa(@sattributions for the failure are
internal, and (4) attributions for the failure @tebal. When all of these conditions are
met, the evaluation of the self becomes complaetehsuming, often triggering the desire
to hide or disappear in order to get rid of thendaewis, 1995).

H. Lewis and M. Lewis agree that there are probablyniversal shame triggers.
Whereas a lifelong homemaker may feel deeply astddop@vercooking the green beans
at dinnertime, a 19-year-old student living in thmversity dormitory may not by

triggered at all by the soggy beans. It is notahent, but the interpretation of the event



as a failure of the self against internalized stéadsl that leads to shame. The withdrawal
of another’s love is the single event that M. Leda®s not rule out as a potential
universal shame trigger.

Although shame scholars vary slightly in their ceptualizations of shame, there
is consensus that shame involves a sense of thasseting flawed or a failure (Lewis,
1995; Tangney, Stuewig, & Mashek, 2007), a desiithdraw and disengage from
others (Tangney et al., 2007; Haidt, 2003), andsdypal display intended to appease
others following a perceived transgression (Keltd805; Keltner, Young & Buswell,
1997). Dickerson, Gruenewald, and Kemeny’s (2004)as self-preservation model
indicates that threats to the social self and tegufeelings of shame also involve
coordinated increases in proinflammatory cytokiaed cortisol to prepare for the
possibility of wound healing and the action tendetecwithdraw and halt whatever may
be causing the shamed person to be viewed negaliyednother. They propose that,
much like the fight or flight response is adaptivéhe face of survival threat because it
mobilizes resources conducive to escaping or ptiatgoneself from a predator, the
social threat response is adaptive in that it eseatibmissive displays that elicit
cooperation and reduce hostility in others, thersdrying to increase acceptance of the
shamed person by others upon whom that person dep€ameny et al. (2004) state,
“...shame is a key emotional response to events inhwthe positive value or status of
one’s social self is threatened” (p. 154). In thissertation, BTT and the social self-
preservation model of shame guide research questsgarding the potentially adaptive

role of shame in protecting a needed relationsliip an abusive other.



Shame scholars diverge a bit in terms of wheth@obthe shame response
should be considered a moral emotion. Haidt (2@G8sifies shame as a self-conscious
moral emotion along with guilt and embarrassmeaidHdistinguishes protoshame that
arises when an individual is simply in the presesice dominant other from the complex
shame defined by Lewis (1995) and others as thppnse to a perception of having
violated a norm. Although Haidt argues that shasreways a very painful experience
for a person from an individualist culture, he des it as a moral emotion because it
involves both the disinterested elicitor of a petae of having violated a social norm
and a prosocial action tendency of stopping theweh that violated the norm. Haidt
indicates that the self-conscious emotions may beerfunctional for society than they
are for the individual in that they encourage tidividual to conform to and uphold the
social order.

Tangney et al. (2007) disagree with Haidt's (20€1a§sification of shame as a
moral emotion. The authors review research inchgatihat shame is an egocentric
emotion which can actually impair empathy by tughaognitive and emotional resources
intensely inward, whereas guilt involves concerthwhe effect the guilty individual’s
actions have on others. Thus, they conclude th#tig@actually a more moral emotion
than is shame, although problems can arise whemsap feels an exaggerated sense of
responsibility for events (e.g., survivor guilt). this dissertation, the morality of shame is
assumed to be peripheral to its function of faatilitg survival in a context of betrayal
trauma.

Traumatic Shame

Fessler (2004) uses a psychological and ethnograpproach to study cross-



cultural shame expression. Like other affect tresrie.g., Haidt, 2003; Gilbert, 2007;
Tangney et al., 2007), Fessler views shame asriimafy emotional response to social
threat. Like Haidt (2003), he also divides shante the form that arises from simply
being in the presence of a dominant other anddire that arises from self-conscious
awareness of violation of social norms, valuestandards. Budden (2009) expands on
Fessler's work in his model of traumatic shame. drdargues that traumatic shame
arises in extreme cases of either type of shamatgn. That is, in cases of extreme
domination and subjugation, or cases of extremegnerd violations of social norms.
Budden argues that under normative conditions, shaays a regulatory role in helping
the shamed person to maintain appropriate boursdaitd others and to correct
offending behavior in order to facilitate sociatlumsion. However, in the case of
traumatic shame, the shamed person’s boundariebendgstroyed, thereby altering her
sense of identity. Budden stateshis model [of traumatic shame], unlike the DSM-IV
stressor criterion (A1), accounts for threats ®<ghcial self within interpersonal
dynamics regulated by hierarchy and power asymase#s well as collective meanings
and goals. Thus, it resonates with anthropologeaspectives on emotions and selfhood
and has significant utility for addressing the abembedding of trauma” (p. 1035).
Budden’s focus on the dissolution of boundariesanmatic shame aligns with
Herman’s (1997) alterations in consciousness alfigpeeception in complex PTSD.
Budden suggests that peri-traumatic shame (shamerong during or
immediately after a trauma) should lead to the tgreent of PTSD. A growing body of
research suggests that shame does in fact predsid Pe.g. Karl, Rabe, Z6lner,

Maercker, & Stopa, 200%eskala, Dieperink, & Thuras, 200@wens & Chard, 2001),



but that negative outcomes of traumatic shame @rémited to PTSD. Trauma-related
shame has also been linked to depression (Andd8s%,), suicidality (Wilson, Drozdek,
& Turkovic, 2006) and earlier mortality (Dickersa@ruenewald, & Kemeny, 2009).
Memories of events involving profound shame hawenideund to exhibit similar
characteristics to intrusive thoughts and flashbadsociated with criterion A PTSD
events (Matos and Pinto-Gouveia, 2010). Just anatdre experiences of shame may be
associated with adaptive social outcomes, traunsaene may be adaptive in that the
shamed person severely alters her self-perceptidib@haviors in order to appease the
perpetrator as much as possible and thereby auditef harm. However, such
alterations may come at a great cost.
Dissociation

Dissociation was originally conceptualized by J4A889; as referenced by
Moskowitz, Schafer, & Dorahy, 2009) as a weaknésharacter involving a
disintegration of mental function. Contemporarydals agree that dissociation may
involve disintegration of thoughts, feelings, beloas, and/or physiology, but consensus
regarding the extent of disintegration necessan}assify as dissociative has not been
reached (DePrince & Freyd, 2007). Nijenhuis, VanHdgrt and Steele (2010) limit their
definition of dissociation to what they and oth@rgy., Ross, 2009) refer to as structural
dissociation of the personality. Structural disation is thought to be common in
survivors of interpersonal trauma and to invohapht between an apparently normal
part (ANP) responsible for day-to-day functioniagd an emotional part (EP) that
experiences the emotional memory of the traumaen#s). Psychobiological research

has supported the idea of distinct ANP and EP statd it has been hypothesized that the



ANP may sometimes fear and avoid the EP. Such awoglis not always successful, and
the EP may manifest itself in nightmares and intmss (Nijenhuis et al., 2010). Over
time the ANP may develop phobias not only of tla@itnatic events themselves, but also
of the emotions that have become associated with EP

In this dissertation, a more inclusive definitioindissociation is used. In addition
to full-blown dissociation of the personality, otHerms of pathological dissociation
including depersonalization, derealization, and @smnfor dissociative episodes are
included. Non-pathological experiences that areetones identified as dissociative are
not included due to the lack of empirical evidetita they are associated with
pathological dissociation (e.g., hypnotic suggd#iypVan ljzendoorn & Schneudel,
1996).

Recent work has also focused on the potentiallgtfanal role of dissociation as
it relates to adapting to interpersonal traumam&sntioned previously, BTT (Freyd,
1996) posits that dissociation from trauma perpetrdy a depended upon caregiver
plays a survival function in that the victim is albb maintain the needed relationship by
keeping the abuse out of awareness. Empiricalrfgglsupport the relationship between
betrayal trauma and dissociation (Freyd, Klest &aAl, 2005; Hulette et al., 2008;
Goldsmith, Freyd, & DePrince, 2012) as well asri#ationship between dissociation
and the ability to disconnect from awareness afrtra-relevant stimuli (DePrince &
Freyd, 1999; DePrince & Freyd, 2001; Becker-Ble&seyd, & Pears, 2004; Gobin &
Freyd, under review). BTT provides a frameworkd@sociation-related research
guestions in this dissertation and also informsudision of a possible similar role for

shame.



Fear Structures and Emotional Processing Theory

In contrast with shame, fear has received a greataf attention as it has been
assumed to be the primary emotional responseumtiaand a central feature of PTSD.
According to emotional processing theory (EPT; Bd&ozak, 1986) fear structures are
thought to involve a coordinated response involvewgyesentations of feared stimuli,
psychobiological changes, and cognitive interpretat The authors explain that the
consequences of fear structures may be functiohahwhey serve to protect the
individual from danger (e.g., a fear structure #gmatourages fleeing is activated when a
woman sees a bear approaching her) or pathold@aa| a fear structure that encourages
fleeing is activated when a man with social anxretices a friend smiling at him). EPT
also posits that fear structures may be patholbgicand of themselves (e.qg., a fear
structure that incorporates images and thoughtstahe world as completely unsafe).
Pathological fear structures are thought to devdlapto incomplete processing of
traumatic events involving survival threat and naimed due to avoidance of processing
the trauma.

EPT has strongly influenced contemporary understgnof posttraumatic
distress and recovery and has paved the way fatahelopment of prolonged exposure
therapy (PE; Foa, Zoellner, Feeny, Hembree, & AdzaConrad, 2002), and other
treatments focused on fear habituation. The AmerRRsychiatric Association (APA,
2009) has identified exposure-based treatmentsasi€tE as the only treatments with
established efficacy for PTSD. The APA’s endorsenoéPE to the exclusion of all
other treatments for trauma is troubling given fR&tand other exposure-based

treatments are less effective for survivors ofdimlod trauma (Hembree, Street, Riggs,



& Foa, 2004), people with emotion regulation difices (Feeny, Zoellner, & Foa, 2002),
and people with high trauma-related shame (IronBogynd, Strauss, & Williams, 2002),
and that dropout rates for exposure therapy aneetsally high (Hembree et al., 2003).
Although exposure therapies are often effectivedducing fear and PTSD symptoms in
trauma survivors, shame and dissociation are ovkeeld by EPT and PE and warrant
more empirical and clinical attention, especiailyeqp that these constructs have been
associated with worse psychological outcome congpi@réear (DePrince, 2001). In such
cases, there is the potential for an iatrogenectf increased shame in exposure
therapy even if fear is effectively reduced.
Integrated Specificity of Threat Type and EmotionalResponse

Traumatic events characterized by betrayal haga Bhown to be related to
dissociation above and beyond traumatic eventsactenized as eliciting fear (DePrince,
2001). BTT posits that dissociation is a surviteategy for maintaining a depended-
upon relationship. It has been proposed that shaoeness, like dissociation-
proneness, is likely to develop in a context oo interpersonal trauma (Herman,
2007), and this notion has empirical support (Rgi& Taska, 2005). It is possible that
shame-proneness is another adaptive strategy faralin the case of ongoing abuse by
a depended-upon perpetrator in that it involvemadendencies to withdraw and submit
to dominant others (Keltner et al., 1997).

Dickerson and colleagues’ (2004) integrated sprtgifmodel proposes distinct
psychobiological responses associated with dissitiessor types (e.g., physical threat,
social threat, losing a loved one) and emotiorakstadaptive in the context of a

particular stressor. The social self-preservatiaaeh proposed by the authors indicates
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that threats to the social self are accompanieddrgases in shame, proinflammatory
cytokines, and cortisol. They propose that, mulké the fight or flight response is
adaptive in the face of survival threat becauseabilizes resources conducive to
escaping or protecting oneself from a predatorstiwal threat response is adaptive in
that it creates submissive displays that elicitpayation and reduce hostility of others
and encourages disengagement from threat as wedladisg from potential wounding.
Like dissociation, shame and self-blame may fatditoetrayal blindness by keeping the
victim from perceiving any threat from the perptdraand instead perceiving the self as
the source of threat. In this dissertation, aagrdated specificity model is proposed such
that shame and dissociation are expected to be Iikehg than fear following betrayal
threat and fear is expected to be more likely $tzame or dissociation following non-
betrayal threat. Although fear may be adaptiveoime cases of events involving betrayal
by someone who is depended upon for survival (plysical abuse involving threats of
injury or death), shame and dissociation shoulthbee adaptive than fear the majority
of the time. Unless the victim’s life is in imminteshanger in the presence of the
perpetrator, her chance of survival are greatestess able to appease the perpetrator by
withdrawing and exhibiting a submissive displayrthf she were to flee and be left
homeless and possibly also face retribution.
Bypassed Shame

It is possible that shame and dissociation areprddent strategies for surviving
betrayal trauma. However, the two constructs haenlshown to be strongly related to
each other (e.g., Irwin, 1998; Talbot, Talbot, & P004) and the association may or may

not be entirely due to their shared connection Wwétrayal trauma. Although several
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theoretical conceptualizations of the shame-disdgmei link have been proposed,
guantitative work directly investigating possiblieedtionality is nearly non-existent. The
most broadly accepted theory addressing the shagseetation link is that of
dissociation as a defensive means of bypassingaiméul shame state (Kaufman, 1989;
Lewis, 1971; Nathanson, 1992). Research suppatisgheory is scarce and largely
correlational in nature. Irwin (1998) investigatée hypothesis that dissociation “may be
employed as a defense against feelings of shamgualtiti(p. 239) by administering
self-report questionnaires to university studengbot and colleagues (2004) contend
that “Dissociation may be employed to modulate pedhaps even eliminate the
experience of shame” (p. 446), and tested theloal@etween shame and dissociation
using self-report questionnaires with hospitaliabdsed women. Both studies revealed
significant relations between shame and dissoaiatio

Statistical associations between self-reported shama dissociation do not
necessarily indicate that dissociation is a medsssonnecting from the pain of shame.
It is important to test alternative explanatory misd Using a shame memory-priming
paradigm, Matos and Pinto-Gouveia (2010) demorestrtitat early experiences of being
shamed and feeling ashamed related to later PT8ipteyns including intrusive
thoughts, hypervigilance, and symptoms of avoidamm recall of the shame event.
The authors suggest that a shame experiencensglactually function as a traumatic
memory, indicating that traumatic dissociation nstgm directly from being reminded of
the earlier shame state. Thus, rather than digsmtifunctioning to interrupt shame, it is
possible that shame and dissociation may co-oaseitaltheir both being part of a

shame-related flashback. One study provides enapsigport for this theory of
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traumatic shame (Robinaugh & McNally, 2010). Irstbiudy, centrality of shame
memory was associated with more severe PTSD synsgptactuding higher frequency
and vividness of intrusive memories.

Consequences of Chronic Dissociation and Chronic &me

Growing bodies of empirical and theoretical wordigate that chronic shame and
dissociation are related to each other and areretdted to negative psychological and
social outcomes, especially in survivors of intespeal trauma (e.g., DePrince, 2001,
Dorahy, 2010). Hagennaars and colleagues (201 hgfthat trauma chronicity predicted
dissociation and shame independently of all PTSDpggms. The authors conclude that
dissociation and shame should be given more atteas they relate to trauma symptom
profiles and that they should be considered fdusgion in the PTSD diagnostic criteria
for DSM 5 and beyond. In addition to PTSD, shame @issociation have both been
implicated in revictimization (Kessler & Bieschke99) and interpersonal disconnection
(Dorahy, 2010). Thus, an understanding of the shaissociation link holds important
clinical implications for trauma survivors.

It is likely that the negative consequences of slrgshame and dissociation
result, at least in part, from the behavioral aognitive disengagement involved in both
reactions. Krause, Kaltman, Goodman, and Duttof§Péheasured the impact of
“approach coping” (e.g., problem solving) versugdidant coping” (e.g., distraction,
denial) on PTSD symptoms related to domestic vidawver a one-year period. They
predicted a positive relationship between avoidaping and PTSD and they also
predicted that this association would be strongenfore severe levels of stress. Their

prediction that avoidance would relate to PTSD sgsported, but their dose-response
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prediction was not supported. Instead, they foustt@ang association between avoidance
and PTSD regardless of level of severity of stréhss association was present even
when controlling for child sexual abuse, socialmup and revictimization. The Krause
et al., findings support the proposition that aanidcoping has negative consequences.
Given the disengagement/avoidant reactions assdomth both shame and dissociation,
in this dissertation, chronic shame and dissoagiadi@ examined as they relate to several
psychological health variables as well as phydieallth.
The Gendered Nature of Betrayal Trauma and Shame

DePrince and Freyd (2002) were the first to hypsiteesthat women experience
more HiBT events compared to men, although theklight the potential confound with
reporting bias. That is, it may be that men expeesfewer HiBT events compared to
women, or it may be that men are more reluctadigdose HiBT. In subsequent
empirical research, HiBT has been strongly assediaith female gender and LoBT has
been strongly associated with male gender (e.ddl®og & Freyd, 2006), perhaps due
to socialization effects and power differential @mce & Freyd, 2002). In addition to
the relationship between being male or female apdnted experience of betrayal
trauma, sexism has been found to relate to whetheot abuse disclosures are believed
such that higher sexism is related to less belg(@romer & Freyd, 2007; 2009).
Gender differences have likewise been found in psipgical outcome of exposure to
HiBT. Tang and Freyd (2012) found that HiBT expede mediated the relationship
between gender and re-experiencing symptoms of PK&Ehler and Freyd (2012)
uncovered differential effects of betrayal exposameéborderline symptoms depending

upon gender. PTSD has been related to both disswci@ajavitz & Walsh, 2012) and
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feelings of shame (Leskala et al., 2002). Feelofgdhame have also been strongly
connected with borderline personality disorder (BRi2vi & Linehan, 2005), and
dissociation is one of the symptoms included inQiEM-IV BPD diagnosis (APA,
2000). Thus, gender and betrayal trauma are indipatterconnected in a way that is
pertinent to its effects on shame and dissociatioaddition, women have been proposed
to be more shame-prone compared to men due toréhafively lower status (Lewis,
1987). This dissertation focuses primarily on wormearder to simplify interpretation of
the data pertaining to betrayal trauma, dissociaémd shame. Future work should focus
on men and/or compare these constructs acrossrgende
Current Studies

As mentioned previously, BTT (Freyd, 1996) promofeat dissociation serves as
a mechanism for maintaining a depended-upon attachby disconnecting from
awareness of abuse by a close other. It is alssiljeghat shame serves a similar
function in that the person experiencing shamesthiar attention and attributions acutely
inward, which may be another pathway toward keefliegabusive party’s dangerous
behavior out of awareness. The current studies desmgned to elucidate the
relationships between shame, dissociation, andnatia betrayal of trust. Given the
attention to fear in the rationale and evaluatibaxposure-based therapies (e.g.,
prolonged exposure), fear is also examined indisisertation. Study aims were
threefold. First, it was necessary to determirtkefe was the predicted association
between HiBT and both shame and dissociation. rfEfggionship was established
experimentally in study 1. Second, the nature efrlationship between shame and

dissociation was to be examined in depth in studyh2 most commonly accepted theory
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of the shame-dissociation link, the theory of byeasshame (Lewis, 1971; Nathanson,
1992) was examined. It was also of interest whethame and dissociation co-occur in
HIiBT survivors as complementary or even overlapmogtributors to betrayal blindness,
or whether they function independently. Third, giygevious research demonstrating the
potentially toxic effects of chronic shame, the lgafastudy 3 was to replicate findings
that chronic shame is related to increased PTSBkdla et al., 2002),
interpersonal/relational health (Covert et al.,20@hysical health problems (Dickerson
et al., 2009), and dissociation (Talbot, TalbofT & 2004), and to investigate the
possible relationship between chronic shame arldduahtion symptoms.
Research Questions and Hypotheses

Study 1.In Study 1 the role of trauma type (HiBT versus D9 predicting
shame, fear, and dissociation responses to vatypes of threat was investigated. First,
the study addressed the applicability of the irdeggt specificity model (Dickerson et al.,
2004) to shame, dissociation, and fear. In padicdtudy 1 addressed whether shame
and dissociation were more likely to be elicitecibetrayal threat condition and fear was
more likely to be elicited in a non-betrayal threahdition. Support for the integrated
specificity model would also support a possiblepltor shame in betrayal trauma
theory. That is, if shame and dissociation wereenli@ely to arise following betrayal
threat it may be that shame, like dissociatiornvesean adaptive function in HIBT
survivors (although additional work will still beeeded to determine whether shame is
indeed adaptive for HIBT survivors). Second, stiidgvestigated whether betrayal
trauma may predispose individuals to feel genesdigme-prone even outside of a

traumatic context and, finally, whether a dissoeeatesponse to threat would be related
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to psychological and/or physical health problems.

Regarding the integrated specificity questiomas hypothesized that exposure to
HiBT would predict a shame and dissociation respphst not a fear response, to
betrayal threat images, and that exposure to LoBilldvpredict a fear response to non-
betrayal threat images, but not a shame or dissocieesponse. Regarding the
generalization of shame-proneness question, ithwpsthesized that HiBT, but not
LoBT would predict an increase in shame followiatsé negative feedback on a
problem set. Regarding the third question, it wgsokhesized that a dissociative
response to any of the threat conditions wouldedla a variety of health problems. This
last hypothesis is informed by the emotion suppoedgerature indicating that
emotional avoidance comes at a cost (e.g., Rodatgnson, & Gross, 2008).

Study 2. Study 2 investigated the notion of bypassed shasimgyan
experimental design. The primary research questi@nse whether higher feelings of
reported shame may in fact predict a tendencydsodiate and whether the dissociation
does serve to disconnect from shame feelings.asthwypothesized that: (1) Exposure to
traumatic events high in betrayal would relateighbr baseline shame ratings, (2)
Exposure to traumatic events low in betrayal woeldte to higher baseline fear ratings,
(3) Higher baseline shame, but not higher basésae would relate to a more
pronounced dissociation response following a dissionn manipulation, (4) Higher
dissociation following a dissociation induction idpredict a decrease in shame, but not
a decrease in fear from baseline.

Study 3.In study 3, several potential health correlateshwbnic shame were

examined. Study 3 also addressed the fact thahthsbame may take several different
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forms. A person may feel ashamed when thinking atvaumatic event(s) (trauma-
focused shame), when involved in or imagining patéir non-trauma situations (shame-
proneness), or when reflecting on self-worth ashale(trait shame). Drawing on the
centrality of shame literature (Robinaugh & McNaRp10), it was predicted that trait
shame, shame-proneness, and trauma-focused sharteaNlgelate to health
consequences, but that trait shame would relatemts strongly. It was also
hypothesized that HiBT, but not LoBT, would rel&deall types of chronic shame and

health consequences.
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Table 1.1
Summary of Study 1-3 Hypotheses

Study

Hypothesis

Study 1: Trauma type and threat-induced shame, dear
dissociation in female trauma survivors

Study 2: Testing a model of bypassed shame in femal
survivors of high and low betrayal traumas

Study 3: Psychological and physical health conseces
of chronic shame

la. HiBT will predict increased shame following
betrayal threat. LoBT will not add to shame change.

1b. HiBT will predict increased dissociation folling
betrayal threat. LoBT will not add to dissociation
change.

1c. Neither HIBT nor LoBT will predict increasedafe
following betrayal threat.

1d. LoBT will predict increased fear following non-
betrayal threat. HiBT will not add to fear change.

le. Neither LoBT nor LoBT will predict increased
shame or dissociation following non-betrayal threat

1f. HiBT will predict increased shame and dissaciat
following intrapersonal threat. LoBT will not adal t
shame or dissociation change.

2. Shame and dissociation will increase more inayet
threat compared to non-betrayal threat condition.

3. Physical and relational health problems, PTSD,
hallucinations, and chronic dissociation will betnér
for dissociators from threat compared to non-
dissociatiors

1. HiBT will predict baseline shame.

2. LoBT will predict baseline fear.

3. Baseline shame, but not fear, will predict iasex
dissociation.

4. Dissociation will predict decreased shame, lotit n
fear.

1. Trait shame, shame-proneness, and trauma-focused
shame will all relate to health consequences, it t
shame will relate most strongly.

2. HiBT, but not LoBT, will relate to all types ehame
and health consequences.
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CHAPTER Il
STUDY 1: TRAUMA TYPE AND THREAT-INDUCED SHAME, FEARAND

DISSOCIATION IN FEMALE TRAUMA SURVIVORS

Introduction

Betrayal Trauma Theory: Dissociation, Shame, and R

Research has demonstrated a relationship betva@mesand dissociation in
trauma survivors (Dorahy 2010; Hagennaars et @l12Kessler & Bieschke, 1999).
Although theories addressing the shame/dissociéih&rexist, empirical tests of such
theories are few and nearly all correlational (hwi998; Talbot, Talbot, & Tu, 2004).
The most frequently discussed psychoanalytic thesggrding the connection between
shame and dissociation is that dissociation saagesmeans of avoiding the
overwhelming pain that shame causes (Irwin, 198#dt, Talbot, & Tu, 2004).
However, experimental or longitudinal tests of tihisory are lacking. This study
addresses a gap in the literature by examiningdigson, shame, and fear in female
trauma survivors. Although it will be importantreplicate findings with men in the
future, the current study focuses on women forstides of clarity given the gendered
nature of betrayal trauma (DePrince & Freyd 200@) shame (Lewis, Alessandri, &
Sullivan, 1992).

BTT suggests an alternative explanation of thati@iship between shame and
dissociation. Rather than dissociation servingnterrupt shame for the sake of avoiding
pain, it may be that both dissociation and sharag alpart in protecting the needed

relationship with the perpetrator. In the caseis$akciation, the victim is able to attend to
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the love and positive connection in the relatiopskhile keeping the abuse out of
awareness. In the case of shame, the victim malwt her negative emotions to her
own perceived flaws and inadequacies rather theogreze that she is being harmed by
someone she trusts. Thus, both shame and dissociatly serve as mechanisms of
betrayal blindness (Freyd, 1996), protecting thatiaship while the abuse is ongoing,
but potentially leading to psychological, physicaid relational health problems in the
long run (Covert et al., 2003; Dickerson et alQ20Leskala et al., 2002).

BTT suggests that fear may or may not co-occur btnayal. Freyd (1994,
1996) presents betrayal and fear as orthogonalrdiimes of a 2 x 2 plot. Fear can occur
without betrayal, betrayal can occur without feard fear and betrayal can occur
together. However, BTT does suggest that when éhgegprator is depended upon for
survival, fear may not be the most adaptive respiesause the associated action
tendencies to flee or fight could lead to the lolsseeded resources.
Integrated Specificity Model and Betrayal Trauma Theory

Although BTT explicitly addresses the adaptive mileissociation from betrayal,
feelings of shame are not a primary focus of BTiterature on the integrated specificity
model of emotion (Dickerson et al., 2004; Wein@&92) may shed light on the adaptive
nature of shame following betrayal trauma. This elguoposes that different types of
threats and challenges are accompanied by intelgbaitogical, emotional, and
behavioral response patterns adaptive for survigiggzen threat type. Dickerson and
colleagues (2004) apply the integrated specifizipdel to social evaluative types of
threat in their social self-preservation theorglbéme. The authors provide evidence that

following social evaluative threat, shame co-ocauite a submissive display, release of
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proinflammatory cytokines and cortisol, and withdshor disengagement. The
submissive display increases the chances of apyptess depended-upon perpetrator,
thereby de-escalating violence. The physiologibaihges prepare the body to heal from
wounding in the case of attack. Kemeny, Gruenevald, Dickerson (2004) describe
shame as “the key emotional response to eventsichwhe positive value of one’s
social self is threatened” p. 154. Thus, shame seaye as an alarm to avoid any further
transgression from the self who the perpetratortsvire victim to be (e.qg., loyal,
compassionate, and submissive to the perpetrasdr @sts). Given the potential of the
shame display to appease the perpetrator (KeMoemg, & Buswell, 1997), shame, like
dissociation, may play a protective function inragal trauma. In contrast to a victim
who recognizes the abuse and fights back in amgeuns away in fear, the ashamed
victim stands a better chance of preserving th@elaus relationship upon which she
depends.
Historical Emphasis on Trauma-Related Fear

A great deal of attention has been paid to theabfear and anxiety in the post-
trauma response with relatively less attentiontb@ioemotional and cognitive processes.
PE, a widely implemented trauma-focused treatntexst,neen informed by EPT (Foa &
Kozak, 1986), which posits that fear structurey pl@entral role in the development of
posttraumatic distress. Once the pathologicald#acture is addressed, posttraumatic
stress would be expected to diminish accordingR®.ECahill and Foa (2008) do
recognize a potential limitation of EPT in thatides not account for the fact that, “Other
emotions [than fear] may be associated with PT&B4ymptoms.” (p. 66). Although PE

is the only treatment specifically based on ematiqmocessing theory, all treatments
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that include exposure rely on fear extinction asdbre mechanism of action.

In addition to the emphasis on fear extinctiorrautna treatment, the DSM-IV
(APA, 2000) necessitates the presence of peritraariear, helplessness, or horror in
order for an event to be considered traumatic emooigneet PTSD criteria (though this
requirement will be removed in the forthcoming DSMAPA, 2012). Research indicates
that several peri-traumatic factors not listedhe DSM-IV PTSD criteria carry important
implications for post-traumatic adjustment. Forrapée, Rizvi, Kaysen, Gutnerm,
Griffin, and Resick (2008) examined peri- and pogtimatic reactions of female victims
of violent sexual and physical crime. The authoq@@ed the associations between peri-
traumatic emotions other than fear (e.g., shangerm@nd posttrauma symptoms. They
found that negative affect other than fear predistgmptoms of depression above and
beyond peritraumatic fear and concluded that feareamay not be a good discriminator
for post-trauma adjustment, particularly when tla@itina is severe and interpersonal in
nature.
The Emergence of Complex Posttraumatic Stress Disder

Judith Herman (1997) coined the term “Complex FPasthatic Stress Disorder”
to recognize the complex pain associated with singirepeated interpersonal traumas.
She states:

Even the diagnosis of “post-traumatic stress disgf as it is presently defined,

does not fit accurately enough. The existing diggoariteria for this disorder

are derived mainly from survivors of circumscrideglimatic events. They are

based on prototypes of combat, disaster, and haeirvivors of prolonged,

repeated trauma, the symptom picture is often farenaomplex. Survivors of
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prolonged abuse develop characteristic persoraigyges, including

deformations of relatedness and identity... The symerthat follows upon

prolonged, repeated trauma needs its own namepbpe to call it “complex

post-traumatic stress disorder.” (p. 199)
Herman’s complex PTSD involves changes in emotsgulation, consciousness, self-
perception, perceptions of the perpetrator, ratatiwith others, and/or meaning systems.
The current study focuses on two possible suchagilbes that would be included under
the symptom clusters of changes in self-perce@mhconsciousness respectively:
feelings of shame and dissociation.
Disconnection as Source of Altered States

Judith Jordan (1997) sheds light on a potentiat@®of such alterations. Jordan
states, “If there is a consistent imbalance sodhatperson is always altering her
experience to fit the other person’s needs orfradtely, demanding that the other person
be a certain way in order to stay in relationsttigye will be serious distortion in self-
and other-expression” (p. 142). Lewis (1987) prasly highlighted that women often
find themselves on the former side of the poweralabce, and are thus particularly
susceptible to feelings of shame. According to BFieyd, 1994; 1996), victims of
trauma perpetrated by someone who is dependedfapearvival may dissociate from
awareness of the abuse in order to maintain thessacy attachment. Thus, both shame
and dissociation may be more likely to occur in veomvho have had to keep parts of
themselves out of connection. Survivors of traumeatients involving betrayal of trust by
a close other should be especially prone to maree relational and intrapersonal

disconnections and therefore more prone to shamheliaaociation. Much research
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supports the supposition that dissociation is @seel among survivors of HiBT (Freyd,
Klest & Allard, 2005; Hulette et al., 2008; GoldsmiFreyd, & DePrince, 2012).
Empirical support for the role of shame in betrayalima survivors is in the nascent
stage, with a bit more empirical attention to shamsurvivors of interpersonal trauma
more generally (Amstadter & Vernon, 2008).
The Current Study

The primary aim of the current study was to as$ies association between
betrayal trauma and shame, fear, and dissociatgponses to threat. This aim was
achieved by 1) assessing the contribution of HiBd@ BoBT history to shame, fear,
and/or dissociation responses within high versustetrayal threat conditions, and 2)
investigating the overall between-condition tengetacbecome more dissociative,
ashamed, or fearful depending upon threat typadttition to the betrayal and non-
betrayal threat conditions, a third condition inkog intrapersonal threat was examined.
In this third condition participants were givensialnegative feedback on an academic
task. This manipulation was found to increase mggliof shame in a previous study (Platt
& Freyd, 2012). In the current study, a secondaal gvas to examine whether
dissociation and shame-proneness may be more kxesurvivors of HiBT versus
LoBT when faced with a perceived personal shortogmiAnother secondary goal of the
study was to assess the effect of proneness toaié®n from threat on various
psychological symptoms as well as physical hedlie. hypothesis that dissociation from
threat could lead to problematic outcomes is basetihe literature indicating that

emotional avoidance comes at a cost (e.g., Rodatgnson, & Gross, 2008).
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Method

Participants

One hundred and twenty-four participants were liggniwia SONA Systems, the
University of Oregon’s system for online participagcruitment and data management.
Participants were selected for the study baseti@n $chedule availability. They were
not aware of the focus of the study prior to pgvaton and were therefore unable to
self-select based on study content. Participants wee-screened for a history of at least
one experience of psychological trauma using thef Betrayal Trauma Survey (BBTS;
Goldberg & Freyd, 2006). Participants were alsegmeened for female gender. Ninety-
eight (79%) identified as White/Caucasian, 9 (7&entified as Hispanic, 2 (1%)
identified as African American/Black, 20 (16%) idiéied as Asian or Asian American,
and 5 (4%) identified as other. Participants wéieeed to select more than one
racial/ethnic group. Given the relatively large podion of Asian/Asian Americans
compared to all other groups except White/Caucasi@an differences were assessed
for Asian/Asian Americans compared to all otherupr® Baseline shame was
significantly higher for Asians/Asian Americand € 3.45,SD = 3.64) compared to all
other participantsM = 1.24,SD= 1.89),t(122) = 2.64p < .05. No additional mean
differences were revealed.

Measures

Demographics. Participants’ ethnicity, age, country of birtlumber of siblings,
religion and sexual orientation were assessediieddemographics questionnaire.

State Shame and Guilt Scale (SSGS; Marschall et aL994).The SSGS is a self-

rating scale of current (state) feelings of shagudi and pride. Only the shame items were
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included in the study. Fifteen items (five for eattbscale) are rated on a 5-point Likert
scale. Examples of shame items include, “I warsin& into the floor and disappear” and
“I feel like 1 am a bad person.” In Marschall eftsktudy, participants reported higher
levels of shame following a shame induction, asgamd to nonshamed control
participants. Convergent validity has been dematedrwith an additional measure of state
shame, and predictive validity has been demonstiatthat the SSGS shame subscale was
sensitive to a shame induction (Platt & Freyd, 2012

Brief Betrayal Trauma Survey (BBTS; Goldberg & Freyd, 2006).The BBTS
is a 14-item self-report measure. Items distingbistwveen noninterpersonal events (e.qg.,
a major car accident), and interpersonal evenisgpeted by someone close or not close
(e.g., assault). Each item is assessed before2age d4ges 12 to 17 and age 18 or older.
For each event, the participant is asked to resgesar no according to whether or not
the event ever happened to him or her. Constrdictityghas been demonstrated based on
agreement between traumatic events endorsed @BR& and an existing trauma
inventory (DePrince, 2001). The BBTS has been epgalon research investigating
issues such as trauma disclosure (Foynes, FreydRxiBce, 2009), revictimization
(Gobin & Freyd, 2009), and borderline personaligodder (Kaehler & Freyd, 2009).

State Scale of Dissociatio(SSD; Kruger & Mace, 2002).The SSD is a 56-item
scale factor analyzed by the authors to includatitleconfusion, conversion, amnesia,
identity alteration, and hypermnesia subscales.alltleors of the scale provided
evidence of good discriminant and convergent viadislias well as good content, and
predictive validities. They also found good intdroansistency and split-half reliability.

Prior to inclusion in this study, the SSD was piksgted using a dissociation induction
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(Zoellner et al., 2007) and only items with suitatériability (items 1-24) were retained.
To assess the possibility that SSD items and haHtion items were measuring the same
construct, a principal components analysis usingnvax rotation was conducted
including the 24 SSD items and 3 hallucination gefallucination items all loaded onto
the same factor with no overlap with SSD items.

Positive and Negative Affect Schedule - Expanded Fu, fear subscale
(PANAS-X; Watson & Clark, 1994). The fear subscale of the PANAS-X consists of six
mood states which participants are asked to enawrse5-point Likert scale. Mood
states assessed include: afraid, scared, frigthter@evous, jittery, and shaky. Construct
validity of the PANAS-X fear subscale has been destrated in that fear items loaded
onto a single factor in a principal factor analysnsl no items from other scales loaded
onto the fear factor (Watson & Clark, 1994).

Physical health.Physical health was assessed using the single ‘itempared to
others of your same age and sex, would you sayrttiggneral your health is....”
Participants were given the option to respond, édeat,” “very good,” “good,” “fair,”
or “poor.” Previous work has indicated that siniggen self-reports of physical health
reliably correspond to mortality and health stqiigst, 2009; McGee et al., 2009).

Hallucination symptoms. Hallucination symptoms were briefly assessed using
the following items (World Health Organization, 1991. Have you ever had the
experience of seeing something or someone thatopiesent could not see - that is, had
a vision when you were wide awake? 2. Have you kBadrthe experience of hearing
things other people could not hear, such as noisas/oice? 3. Have you ever had

unusual feelings inside or on your body, like beimgched when nothing was there or
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feeling something moving inside your body? Some 88s contained wording that
could have potentially been measuring hallucinasigmptoms (e.g.,Things around me
look different right now from the way they usuatlg”; “My inner voices are talking”).
To assess the possibility that SSD items and hahtion items were measuring the same
construct, a principal components analysis usingnvax rotation was conducted
including the 24 SSD items and 3 hallucination gefallucination items all loaded onto
the same factor with no overlap with SSD itemsaddition, the Pearson’s correlation
between the SSD at baseline and hallucination itgasssmall to mediunr & .27,p <
.05). An additional correlation was run betweenhbBucination items and SSD items
including language that seemed to potentially @agevlith hallucination symptoms. The
included items were, “Things around me look différeght now from the way they
usually do,” “At the moment my body feels vaguelefinite, strange,” “There is a
dialogue in my head now,” and, “My inner voices ta&ing.” The correlation was
medium ¢ = .33, p <.01), indicating that the constructs are relabed not the same.
Dissociative Experiences Scale (DES; Carlson et,a993).The DES is a 28-
item measure assessing self-reported dissociatperiences. Participants are asked to
rate how often they have each dissociative expegieBxamples of items include, “Some
people have the experience of finding themselvespltace and having no idea how they
got there,” and, “Some people have the experiehtmoking in a mirror and not
recognizing themselves.” In a meta-analysis ofissidsing the DES the authors found
an alpha of .96 and higher DES scores in people edtmpared to without dissociative

disorders (Van 1Jzendoorn & Schneugel, 1996).
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Relational Health Indices (RHI; Liang et al., 2002) The RHI assess self-
reported strength of relationships in three domawiationship with a peer, relationship
with a mentor, and relationship with community. tlRgpants are instructed to think of a
relationship with one close friend and one mendottie friend and mentor subscales
respectively. Examples of items include, “Even wheave difficult things to share, |
can be honest and real with my friend,” “I feeltiagugh | know myself better because of
my mentor,” and, “I have a greater sense of selftwthrough my connection with this
community.” The scale authors provided evidencgaafd reliability and internal
validity. In the current study, factor analysisicated that the three proposed subscales
did not cleanly load on separate factors. Therefmembined RHI score was used
rather than individual subscale scores.

Posttraumatic Stress Disorder Symptom Checklist €ivilian version (PCL-
C; Weathers et al., 1993)The PCLC-C is a 17-item self-report measure. Higrh
assesses one of the 17 PTSD symptoms accordihg @SM-1V. Items are rated on a
scale ranging from 1 (“not at all’) to 5 (“extrerg8®l and responses are time-bound
within the past month. The PCL-C has demonstratiedj@ate re-test reliability (r=0.68—
0.92) and excellent internal consistency (0.94; dgerg, Del Ben, Scotti, & Rabalais,
2003). Good concurrent validity has also been sheitinthe CAPS1(=.90), the “gold
standard” clinical interview assessment tool foSPT(Blanchard, Jones-Alexander,
Buckley, & Forneris, 1996).
Procedure

Following the prescreening for female gender amdifietime exposure to at least

one traumatic event, participants who met inclusioteria were given the opportunity to
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participate in the study. The SONA study name, Wwhvas entirely unrelated to study
content, was included in a list of studies theyld@mhoose from based on schedule
availability. The study took place in the Dynamied at the University of Oregon
Psychology Department. During the informed congeotedure, participants were
notified that participation was voluntary and ttiegy could choose to leave at any time.
Participants who completed the study received gidtilfillment of a research
requirement for psychology and linguistics courses.

The informed consent process took place withiadrhresearch assistant in the
lab. Participants were given the opportunity to qs&stions prior to beginning the study.
Study questionnaires were administered on a lalpaten via Qualtrics software.
Participants were randomly assigned without repiesse by Qualtrics to one of three
conditions: (1) betrayal threat, (2) non-betrajséat, and (3) intrapersonal threat.
Research assistants were unaware of the studytmonth which each participant was
assigned. Each participant completed all of theesstudy questionnaires in a
randomized order before and after the inductiore filowing inductions were used:

Betrayal threat condition. The International Affective Picture System (IAPS;
Lang, Bradley, & Cuthbert, 1997) was used for thgdyal threat condition. Ten pictures
were chosen from the IAPS and matched with imagéise non-betrayal threat condition
based on arousal and valence norms (Lang et ar) B9l threat ratings (Mogg, Bradley,
Miles, & Dixon, 2004). Each picture was displayed & seconds with a 2 second pause
between pictures. In the betrayal threat conditootly images including an interpersonal
component were used. Examples of images includettaps of intimate partner

violence and child abuse.
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Non-betrayal threat condition. The International Affective Picture System
(IAPS; Lang, Bradley, & Cuthbert, 1997) was usedtii@ non-betrayal threat condition.
Ten pictures were selected from the IAPS and mdtehth images in the betrayal threat
condition based on arousal and valence norms (eaafj 1997) and threat ratings
(Mogg, et al., 2004). Each picture was displayedfeeconds with a 2 second pause
between pictures. In the non-betrayal threat camdibnly images without an
interpersonal component were included. Exampleésiafies include depictions of major
automobile accidents and natural disasters.

Intrapersonal threat condition. The intrapersonal threat induction involves a
problem set consisting of three math items ancethiezbal items. This problem set and
feedback were created for a previous study (Pl&téyd, 2012). For each of the verbal
items and the math items there is one easy quest@nquestion of moderate difficulty
and one very difficult question. After completirigetproblem set, participants received
negative feedback (“Your work needs improvemeiatt & Freyd (2012) used the
intrapersonal threat condition as a shame indu@rmhfound that shame increased
following the negative feedback as measured bydifferent state shame scales.

Prior to the induction, participants completediaftdemographics quesionnaire.
Prior to and immediately following the inductioneach condition, participants
completed the SSGS, SSD, and PANAS-X fear subs€allmwing the induction, the
BBTS, DES, RHI, PCL-C, hallucination symptom itearsl health question were also
administered. Upon completion of all questionna@ed induction, a debriefing form
appeared on the screen and a trained researctaassigplained the debriefing to the

participant aloud. Although no adverse events weperted during the study,
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participants were given a list of resources in ¢heg felt distressed at any time after
leaving.
Statistical Analyses

Data were analyzed using PASW statistical softW@RSS Inc., 2009). In order
to test the hypothesis that the betrayal threatipogation would predict shame and
dissociation but not fear, especially for peopléhve more extensive betrayal trauma
history, a series of regressions were conductede&ach regression, HiBT history was
entered in the first step and LoBT history was eatten the second step in order to
determine whether LoBT would contribute to varianogé accounted for by HiBT. This
was repeated three times with the dependent variadhg (1) shame change scores, (2)
dissociation change scores and (3) fear changesdbmas expected that individual
differences in HiBT would significantly predict ange in shame and dissociation but not
fear, and that LoBT would not contribute signifitdgrio shame or dissociation change
scores. The same pattern was expected for theparganal threat condition. In order to
test the hypothesis that non-betrayal threat wptedlict fear but not shame or
dissociation, especially for people with more egtea LoBT histories, another series of
three regressions were conducted with the samécpresiand outcome variables as in
the previous analyses. In this case, it was exgebte LoBT, but not HiBT, would
contribute significantly to increase in fear follmg the non-betrayal induction. Shame,
dissociation, and fear difference scores were todoepared across the three conditions
using between subjects ANOVAs. However, a manipaiatheck revealed that, despite
contrary findings in prior research, the intrapeeddhreat condition was not effective in

eliciting shame, dissociation, or fear regardldssauma history. Therefore, only the
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betrayal threat and non-betrayal threat conditiwese included in the means
comparisons. It was expected that shame and daswtichange scores would be greater
(increase more) for the betrayal condition and teat change scores would be greater
(increase more) for the non-betrayal conditionaki to test the hypothesis that
individuals who dissociate following threat wouldve more severe symptom profiles,
dissociation from threat was coded dichotomousthgbhat any increase in dissociation
would correspond to a “dissociator” category andlissociation will correspond to a
“non-dissociator” category. The two groups were pared on all outcome variables
using independent sampletests. It was expected that dissociators woule: evrse
outcome on all measured variables compared to rssociators.
Results

Descriptive Statistics and Correlations

No differences were found between threat inductimmditions in baseline shame,
fear, or dissociation, nor were any demographitetéhces found. Significant skew was
found in HIBT, LoBT, dissociative experiences scagderes (DES), hallucination
symptoms, and posttraumatic stress symptoms (PQN&yural log transformations were
performed on each of these variables to resolve.sRexty-nine (56%) participants
endorsed at least one lifetime traumatic event mdtetrayal and fifty-nine (48%)
endorsed at least one lifetime traumatic eventifoetrayal. Items included in high
betrayal were physical, sexual, and emotional abys®omeone close. Items included in
low betrayal were physical and sexual abuse by samaot close and major automobile

accidents. Pearson’s correlations demonstratedfisant relationships between HiBT
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and baseline shame, baseline SSD dissociatiorD&&ddissociation as well as LoBT
and baseline SSD dissociation (see Table 2.1).
Hypothesis Testing

Research question 1: Does type of trauma history pdict shame,

dissociation, and fear responses to different typesf threat?

Hypothesis la. HIBT will predict increased shamdléaving betrayal threat for
subjects in the betrayal threat induction. LoBT Wwilot add to shame changé
regression was run predicting shame change scaotle$WBT entered in step 1 and
LoBT in step 2; see Table 2.2 and Figure ZHe step 1 model accounted for 14% of the

variance in shame change scores. There was ndisigmichange i in step 2.

Table 2.1

Means, Standard Deviations, and Correlations
Measure HIBT LoBT Baseline Shame Baseline Fear Baseline Mean SD

(SSGS) (PANAS-X) Dissociation (SSD)

HiBT - 435 6.63
LoBT 397 - 1.09 1.69
Baseline Shame 21 .09 - 1.74 2.46
(SSGS)
Baseline Fear .05 11 53 - 239 277
(PANAS-X)
Baseline 22 21 .58™ 59" - 10.35 12.40

Dissociation (SSD)

Dissociation (DES) .75 .19 30" 29" A7 12.99 11.67

Note.LoBT = Low Betrayal Traumas, HiBT = High Betrayalalimas, SSGS = State
Shame and Guilt Scale, PANAS = Positive and Negafiffect Schedule, SSD = State
Scale of Dissociation.
p<.05 p<.001
Hypothesis 1b. HiBT will predict increased dissotta following betrayal

threat. LOBT will not add to dissociation changA.regression was run predicting
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dissociation change scores with HiBT entered ip &tand LoBT in step 2; see Table 2.2
and Figure 2.2The step 1 model accounted for 23% of the variamdéssociation

change scores. There was no significant changé iim step 2.

Table 2.2

Regression Results for Prediction of Shame, Diasioai, and Fear Change from High
and Low Betrayal Traumas Reported

Measure Variable Betrayal Threat Non-Betrayal Threat

B SE B Ad.R° B SE B Ad.R
Shame A HiBT * *
222 86 40" .14 65 92 -14 .04
(SSGS)
LoBT 277 263 .19 423 230 37
Dissociation A HiBT ok o
57 260 527 23 123 294 09 01
3SD) 757 9 9
LoBT 95 647 -03 6.62 318 44
Fear A HiBT *
124 142 14 02 194 130 -31 .
(PANASX) 0 9 30 -31 .07
LoBT 290 443 -04 6.62 318 44"

Note.HiBT = High Betrayal Traumas, LoBT = Low Betrayalaimas, SSGS = State
Shame and Guilt Scale, SSD = State Scale of Diagorj PANAS-X = Positive and
N*egative éffect Schedule.
p<.05 p<.01

Hypothesis 1c. HiBT will not predict increased fetollowing betrayal threat.
LoBT will also not predict fear changeA regression was run predicting fear change
scores with HiBT entered in step 1 and LoBT in 22gpee Table 2.Z'he step 1 model
was nonsignificant. There was no significant chand® in step 2.

Hypothesis 1d. LoBT will predict increased fear kmlving non-betrayal threat.

HiBT will not add to fear changeA regression was run predicting fear change scores

with LoBT entered in step 1 and HiBT in step 2; $able 2.2 and Figure 2.8he step 1

36



model was significant and accounted for 7% of theance in fear change scores. There
was no significant change Rf in step 2.
Figure 2.1

Mean Shame Change by Exposure to High Betrayalrasu- Betrayal Threat
Condition
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&.004

6.004
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Mean Shame Change

.00+

=2.007]

High Betrayal Score

Note.High betrayal score represents sum of trauma estpegicategories (e.g., 0

sexual abuse events + 2-5 physical abuse evenDtenotional abuse events),

and not simply total numbers of events.

Hypothesis 1le. LoBT will not predict increased shamr dissociation following
non-betrayal threat. HiBT will not predict shame alissociation changeRegressions
were run predicting shame change scores and daswcchange scores with LoBT
entered in step 1 and HIiBT in step 2; see TableStgps 1 and 2 were nonsignificant for
both regressions.

Hypothesis 1f. HIBT will predict increased shamedaudissociation following

intrapersonal threat. LoBT will not add to shame dissociation changeA test of
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hypothesis 1f revealed no significant changes ansd) fear or dissociation for survivors
of high or low betrayal traumas. In fact, all thegcome measures decreased
(nonsignificantly) rather than increased. Thusegms that the intrapersonal threat
condition was not successful as a threat manigulaiRemaining analyses focus only on
the betrayal and non-betrayal threat conditiongtié@ants in the intrapersonal threat
condition are excluded from analyses which collaggess conditions.

Figure 2.2

Mean Dissociation Change by Exposure to High Betrdyaumas — Betrayal
Threat Condition

20.004

15.007

10.007

5.004

Mean Dissociation Change
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High Betrayal Score
Note.High betrayal score represents sum of trauma expezicategories (e.g., 0

sexual abuse events + 2-5 physical abuse evenDtenotional abuse events),
and not simply total numbers of events.
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Figure 2.3

Mean Fear Change by Low Betrayal Trauma Score —Bletnayal Threat
Condition
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Note.Low betrayal score represents sum of trauma expegieategories (e.g., 0

sexual abuse events + 1 physical abuse events m&es automobile accidents),

and not simply total numbers of events.

Research question 2: Do shame, dissociation, andfgesponses vary

according to threat type?

Hypothesis 2In order to test the hypothesis that shame anéclesson would
increase more in the betrayal threat comparedetmdim-betrayal threat condition and

fear would increase more in the non-betrayal coegpé the betrayal threat condition,

three independent-samplieests were run comparing mean change scores bn eac
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outcome measure for the betrayal threat and nay@dtthreat conditions. No

significant differences were found in shame, disgam, or fear change between the two
conditions (See Table 2.3).

Table 2.3

Shame, Dissociation, and Fear Change Score Differeetween Betrayal and Non-
Betrayal Threat Conditions

Measure Condition Mean(SD)

ShameA Betrayal (1 = 41)

e .76(2.35)
Non-Betrayal f = 41) 22(1.52)

DissociationA Betrayal (1 = 34)

Disza 50(5.39)
Non-Betrayal f = 39) -.33(4.23)

FearA Betrayal (1 = 40)

o ASX) 1.73(3.49)
Non-Betrayal § = 40) 1.38(2.03)

Note.SD = Standard Deviaton, SSGS = State Shame artdSgale, SSD = State Scale
of Dissociation, PANAS-X = Positive and Negativeddt Schedule
All comparisons non-significant.

Research question 3: Do symptom profiles vary depeing upon whether

people are dissociators or non-dissociators?

Hypothesis 3In order to test the hypothesis that physicalthe®TSD, relational
health, hallucination symptoms, and chronic dissomn would be higher for people who
dissociate from either of the threat conditions paned to people who do not dissociate,
independent samplégests were run comparing mean outcome scores bptthe two
groups. Dissociators endorsed significantly higtalucination symptoms and chronic

dissociation compared to non-dissociators. Therealso a trend toward higher PTSD in
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dissociators compared to non-dissociators. No rdiffees were found in relational health
or physical health between dissociators and nosediators (See Table 2.4 and Figure
2.4).

Discussion

This study examined the role of history of betrayalima in proneness to shame,
fear, and dissociation in a sample of female trasorgivors. Freyd's (1996) BTT and
Dickerson and colleagues’ (2004) integrated spatyfmodel served as the basis for
hypothesis development and testing. Predictiong wepported overall, with both
hypothesis testing and descriptive explorationditegato a more nuanced understanding
of the role of trauma history in proneness to shdee, and dissociation. As predicted,
more exposure to HiBT predicted increased shamealesdciation, but not fear, in
response to viewing images involving interpersahadat. Also as predicted, more
exposure to LoBT predicted increased fear, bushatne or dissociation in response to
viewing images involving non-interpersonal thré&hen betrayal trauma history was not
taken into account, there were not overall diffee=nin shame, dissociation, or fear
response to the interpersonal threat images compatfe non-interpersonal threat
images.

Although statistical analyses revealed signifidargar associations between high
betrayal and shame and dissociation, as well ad&ivayal and fear, visual examination
of plots of the data (Figures 2.1 and 2.2) revealetbre nuanced picture. Both a shame
and dissociation response to the interpersonahtimeages were elevated only among
survivors of a large number of HIBT. Specificabname was elevated for participants

with a HiBT score of more than 8, and dissociati@s elevated for participants with a
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HiBT score of more than 18. The pattern was quiferént for elevated fear in survivors
of LoBT. Having a history of one LoBT did not cabtite to an elevated fear response.

Rather, the tipping point for fear-proneness to-imtarpersonal threat seemed to occur

once there had been more than one LoBT event. ddnthe sample used in the current
study was

Table 2.4
Symptom Differences for Dissociators Versus Nos@istors

Measure Dissociator Status Mean(SD)
Chronic Dissociation Dissociator (1 = 21) «
(nDES) 5.93(.76)
Non-Dissociatorrf = 40) 5.33(.92)
Hallucination Symptoms Dissociator i = 23) 1.37(.22)
(INWHO)
Non-Dissociatorr{ = 39) 1.24(.21)
PTSD Symptoms Dissociator i = 23)
(InPCLO) 3.57(.44
Non-Dissociatorr{ = 50) 3.39(.37)
Physical Health Dissociaton £ 23) 2.48(1.04)
Non-Dissociatorr{ = 50) 2.52(.97)
Relational Health Dissociator § = 22) 129.09(16.93)

(RHI)
Non-Dissociatorr{ = 45) ;44 51(14.00)

Note.In = Natural Log, DES = Dissociative Experiencesl8, PCLC = Posttraumatic
Stress [Bisorder**Symptom Checklist — Civilian VensiBHI = Relational Health Indices
"p<.1,’p<.05, "p<.01.
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Figure 2.4
Z-scored Mean Hallucination Symptoms, PTSD SymptanasDissociation Symptoms
for Dissociators and Non-Dissociators

B PTSD symptoms (Zscore)
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Note.DES = Dissociative Experiences Scale.

prescreened for a history of at least one trauneagnt, it was a sample of university
students who we can presume are reasonably higtidamg given they managed to
maintain their status as college students at the &f participating in this research . The
findings that people with a very high number of HiBre susceptible to feeling ashamed
and dissociative to threats that may not faze stheggest that a replication with a
clinical sample is warranted. Given that consuneéervices at public-sector mental

health clinics have a rate of trauma victimizatsnhigh as 98 percent (Frueh et al.,
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2005) and that trauma is highly prevalent amongleewith severe mental illness
(Cusack, Frueh, Hiers, Suffoletta-Maierle, & Betnn2003), it is likely that the findings
observed in the current study would be more rolsuatclinical population.

Although not a focus of the current study, it edable that participants endorsed
far more HIBT compared to LoBT. This is not surprisgiven that perpetrators who are
close to the victim are much more often in conteith the victim compared to strangers.
HiBT events including physical, sexual, and ematicabuse are much more likely to
recur on a regular basis compared to LoBT evekésriajor car accidents. The
frequency of HIBT events, combined with the moreptex associated responses
including shame and dissociation, may mean that¢batribute to a very different
outcome compared to LoBT events.

In addition to answering the research questionsiméng to betrayal, shame,
dissociation, and fear, a secondary aim of theeotistudy was to determine whether
dissociation-proneness may be related to negasiyehplogical and physical health
outcomes. It was predicted that all examined véemimcluding PTSD, hallucination
symptoms, relational health, physical health, amdric dissociation would be elevated
for people who dissociated from any threat typengared to people who did not
dissociate from the threat. This prediction wasinfed by research on emotional
suppression, which indicates negative consequefatisconnection compared to
experiencing the emotion (Roberts, Levenson, & §ra808). Previous work has linked
dissociation to psychosis (Moskowitz, 2011), PT8@jévitz & Walsh, 2012), and
physical health problems (Haven & Pearlman, 20R4)ational health was also included

as a possible correlate of dissociation-pronenesause dissociation may be a method of
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keeping parts of oneself out of connection in refeghip (Jordan, 1997), and therefore
may have an effect on perceived relational he&itidings pertaining to dissociation-
proneness partially supported predictions. Chrdrssociation and hallucination
symptoms significantly related to increased disstoan from threat, PTSD symptoms
were marginally related to increased dissociatromfthreat, and relational and physical
health were not related to increased dissociatiom threat. Given the relatively small
of “dissociators” in the current study, replicatwith a clinical sample would help to
determine whether there is indeed a relationshiywdsn dissociation-proneness and
PTSD.

The finding that people who dissociate from thieate higher self-reported
hallucination symptoms compared to people who dalissociate from threat may have
implications in terms of how psychotic symptoms @vaceptualized. Rather than
resulting from biological disturbances, the pod#ibthat visual, auditory, and/or tactile
hallucinations may serve a protective functionases of HiBT should be taken into
consideration. For example, a survivor of childhgedual abuse may disconnect from
awareness that she is being abused by a caregivause awareness of the abuse would
pose a dilemma: the caregiver is needed, but ttegic@r is abusive. It may therefore be
in the best interest of the victim to experienckucaations rather than awareness of the
abuse. For example, a child may see a green maasher than seeing a needed
caregiver perpetrating abuse (Gomez, Kaehler, &d:render review). Additional work
is needed to elucidate the possible functionalityadlucination symptoms and their co-

occurrence with dissociation.
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Limitations

This study has several limitations. As noted pesily, the use of a non-clinical
sample (albeit a sample of trauma survivors) lirthiesvariability of the data in terms of
number of traumatic events, severity of symptomsd, @oneness to increases in shame,
fear, and dissociation. Data were variable enooglmteresting and significant patterns
to emerge, but findings would likely be more robwgh the use of a clinical sample.
Another limitation is that the intrapersonal threandition did not prove sufficiently
threatening to elicit shame, fear, or dissociatEsponses from participants. Although the
same manipulation was used successfully in a puswstudy examining shame (Platt &
Freyd, 2012), the survey program used differed betwthe two studies. It seems that the
false negative feedback was convincing in the nalgstudy, but not in the current study.
Unfortunately, research questions regarding thegdzation of shame-proneness and
dissociation-proneness to intrapersonal threatdconat be addressed due to the
ineffective manipulation.

Generalization of results should be made withioaugiven the difference in
baseline shame between Asian/Asian Americans dmdhar groups. Future work should
focus explicitly not only on racial and ethnic éifénces in shame, but more importantly
on differences in contextual variables includintfunal values and oppression. Asian
values have been found to be more highly prediaiteauma disclosure compared to
ethnicity alone (Foynes, Platt, Hall, & Freyd, iregs). Discrimination has been found to
have a large effect on mental health symptoms iexégnt of demographic variables

(Foynes, Shipherd, & Harrington, 2013). Elevatesetiae shame in Asian/Asian
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Americans in the current study, combined with ttlevance of the Asian value of loss of
face to shame as well as the relevance of discatioin to shame, suggest that future
examination of contextual factors pertaining torshan Asian/Asian American groups
would be fruitful. Given the different function shame in Asian cultures compared to
Western culture (Mesquita & Karasawa, 2004), anddividualist versus collectivist
cultures (Bagozzi, Verbeke, & Belschak, 2009), ¢h@oups may be of particular interest
in future studies focusing on shame.
Conclusion

Overall, this study suggests that betrayal traumeary (Freyd, 1996) may shed
light not only on the functionality of dissociatiamsurvivors of HiBT, but also the
functionality of shame. This study presents a 8tep in establishing a place for shame in
betrayal trauma theory in that it linked shame-prass to HiBT history using an
experimental design. Findings also revealed eleM@ar-proneness to non-interpersonal
threat among LoBT survivors. The findings that shand dissociation-proneness are
increased for HIBT survivors in response to intespaal threat and fear-proneness is
increased for LOBT survivors in response to noexmersonal threat has implications for
future research and clinical practice. A large botigvidence suggests that exposure-
based treatments may be effective and helpful (Rothbaum, Riggs, & Murdoch, 1991;
Ehlers et al., 2009; Ironson, Freund, Strauss, #idks, 2002). However, research also
indicates that exposure therapy is less effecovetirvivors of childhood trauma
(Hembree, Street, Riggs, & Foa, 2004), people eftiotion regulation difficulties
(Feeny, Zoellner, & Foa., 2002), and people witthitrauma-related shame (Ironson,

Freund, B., Strauss, J., & Williams, 2002) In aidaif published reports of treatment
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efficacy typically compare a treatment of intertes& control group or another active
treatment condition, but often do not take intocart treatment dropout rates and
symptom exacerbation (Schottenbauer, Glass, ArnKeffidrick, & Gray, 2008).
Dropout rates for exposure therapy are universadiit (Hembree et al., 2003). It is
important to determine whether shame and dissoadiatiay lead to even higher dropout
rates and/or symptom exacerbation in responseposexe, especially among survivors
of extensive HiBT. It is also important to detereiwhether the mental health system is
reliably capturing trauma responses involving sham#d/or dissociation, especially if
people exhibiting these problems do not meet futkéida for PTSD or any other DSM
diagnosis. Finally, the findings suggest that titerpersonal harm that occurs for HiBT
survivors may be particularly insidious in thaleidds to alterations in self-perception
(i.e., shame) and consciousness (i.e., dissoc)atiminseen in survivors of LoBT. It
therefore stands to reason that healing of HiBTtroasur relationally (Birrell & Freyd,
2006). The therapeutic relationship, friendshipgnificant other, support groups, and
other positive relational environments provide tiealing grounds in which the HiBT

survivor can gradually and courageously begin tomeect.
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CHAPTER 1l
STUDY 2: TESTING A MODEL OF BYPASSED SHAME IN FEMAE SURVIVORS
OF HIGH AND LOW BETRAYAL TRAUMAS
Introduction

The results of study 1 demonstrated that femab&sans of traumatic events high
in betrayal may be particularly prone to both disabon and feelings of shame, and that
this is especially true among survivors of exteasitBT. Study 1 results also indicated
that shame and dissociation do not seem to beeceiatthe same way to LoBT history.
The primary aim of study 2 is to explore the nanfréhe relationship between shame and
dissociation. As in study 1, the current study &®sion women for the sake of clarity
given the gendered nature of betrayal trauma (DeBr& Freyd 2002) and shame
(Lewis, Alessandri, & Sullivan, 1992).

Although empirical evidence in addition to the désof study 1 supports the link
between feelings of shame and dissociation (Dor20y0), experimental investigations
of the nature of the link are lacking. As describethe introduction to this dissertation,
the most broadly accepted theory addressing thaesluissociation link is that of
dissociation as a defensive means of bypassingdiméul shame state (Irwin, 1998;
Talbot, Talbot, & Tu, 2004). Lewis (1971) was tirstfto articulate the hypothesized
phenomenon of bypassed shame. She proposed tha¢ $hauch a threat to sense of
identity, that ashamed individuals will developasenal of tools to escape feeling it.
Among these tools are denial of feeling ashamemession or holding back of shame,
and dissociation of shame from awareness. Nathaii€®?) identified four methods of

avoiding or bypassing shame: avoidance, attack attdick other, and withdraw. In a
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study of compassion training for people with higlame and self-criticism, Gilbert and
Proctor (2006) stat€ontrol of internally aversive experiences can laedissociation,
substance misuse, cutting oneself, reminding ohetsehe’s faults and weaknesses or
trying to rid oneself of ‘bad things inside n{p. 360).Research supporting the theory of
bypassed shame is scarce and largely correlatiomalture (e.g., Irwin, 1998; Talbot,
Talbot, & Tu, 2004).

In describing his escape theory of suicide, Bautee{4990) explains that the
individual will be motivated to escape the seltaftealizing that she has failed to meet
an important standard, attributed the blame intgrn@nd experienced an acute negative
emotional state as a result of the self-conscienses of shortfall. These conditions
implicated in escape theory are nearly identicahtise posited by Lewis (1995) to evoke
a shame state. However, escape theory adds addlisimps beyond those leading to the
creation of what Lewis would consider to be a shatate in order to explain suicidal
thoughts and actions. Baumeister does not pogindgative affect leads directly to
suicidal thought as means of escape. Instead, $itsgibat an intermediate step of
cognitive deconstructiofirst occurs which results ian ongoing struggle to stop time
and avoid meaningp. 93). Although Baumeister does not use tha thssociation his
cognitive deconstructioaligns with dissociation defined as unintegratiednents of
information processing that would ordinarily beeigtated (DePrince & Freyd, 2007).
Baumeister continue3he subjective state alternates between an ematyotead
emptiness (akin to boredom) and strong doses d@tivegaffect (p. 93). This description
aligns closely with both the alternation of avoidarand intrusion characteristic of PTSD

(DSM-IV-TR; APA, 2000) as well as Nijenhuis andlealgues’ (2010) description of the
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split between the apparently normal part (ANP)hef dissociative individual and the
emotional part (EP). It is possible that the sttadmptween experiencing shame and
attempting to disconnect from shame may thus msingfe avoidance and reexperiencing
symptoms of PTSD. Escape theory indicates thatdgilwsecomes a viable course of
action not only when the individual is inconsolafdkowing the perceived shortfall (and
resulting shame) but when cognitive deconstrudtias subsequently failed to adequately
block negative affects and thoughts from enteriwgraness. Empirical findings support
the contention that perceived failure to achieamdards predicts the desire for an altered
state of consciousness and escape from the safd@h& Selimbegovic, 2011).

Escape theory, like the theory of bypassed shaoggests that dissociation
serves as a method of interrupting feelings of shamorder to protect the shamed
individual from emotional pain. Taken together, theory of bypassed shame and escape
theory indicate that dissociation should increastealings of shame increase and, if
dissociation functions as intended, shame sholddesyuently decrease, or at least fail to
increase any further. This study tests the suppadihat dissociation interrupts shame.
To the extent that supposition is not supportedy@tive models of the interplay
between shame and dissociation should be considered

BTT provides the framework for an alternative exyalgon of the relationship
between shame and dissociation. According to BTdsatiation may be an adaptive
mechanism for disconnecting from awareness of abusedepended-upon perpetrator in
order to maintain the relationship, thereby faailitg survival. It is possible that shame
serves a similar function to dissociation for HiBdrvivors. The shamed person may

focus on her own sensed flaws and inadequaciesrrédithn attending to the abuse in her
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environment. Although BTT suggests that shame @wbdiation may have similar
survival functions, it does not suggest how shantedissociation may work together.
Perhaps some HiBT survivors are prone to shamethais are prone to dissociation.
Alternatively, shame and dissociation may fuel anether as strategies of disconnection
(Miller & Stiver, 1995). Strategies of disconnectiare methods of staying connected in
a relationship by paradoxically keeping threaterglegnents of self out of connection.
For example, a shamed person may keep feelingsaobf anger out of the relationship
and a dissociative person may keep awareness séaut of the relationship. It is
possible that a shamed person is more prone todilz®n because she is already primed
for disconnection by her feelings of shame. Likeyisis possible that being in a
dissociative state increases shame-pronenessef@athe reason. Shame and dissociation
have both been empirically linked to disconnectidarahy, 2010).
Study Hypotheses

The primary aim of the current study is to test@lel of bypassed shame.
Although this model has guided clinical practicgpecially among psychoanalysts and
psychodynamic clinicians, it has never been evatlakperimentally. The current study
tests a model of bypassed shame using a dissaciatlaction. It is hypothesized, in
accordance with most extant literature on the shdiseociation link, that higher
baseline shame will predict an increase in dissiotidollowing the induction. In
accordance with the theory of bypassed shamepredicted that dissociation will
interrupt the shame response and therefore shalindesiease in response to the
induction. It is also predicted that HiBT experienill relate to higher shame at

baseline. This prediction is based on previousareserevealing higher shame in
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survivors of interpersonal compared to non-integpeal trauma (Amstadter & Vernon,
2008), as well as the results of Study 1. Finathyassess whether the relationship
between shame and dissociation is unique, it idigted that unlike shame, feelings of
fear will not lead to an increase in dissociatioloiwving the induction.

Rather than dissociation serving as a method efrimpting the pain of shame, as
posited by the theory of bypassed shame, it isilplesthat shame and dissociation
enhance one another. Survivors of HiBT in particatay disconnect from the reality of
the abusive situation by blaming themselves ratiemn placing the blame on the
perpetrator of the abuse. The disconnection of shaiay beget the disconnection of
dissociation and vice versa. If this is the cagghdr baseline shame would predict larger
increases in dissociation following the inductibaf increased dissociation would predict
subsequent increases rather than decreases in.dh@&spossible that self-blame and
shame may contribute to dissociation by guidingvilsém’s attention inward toward an
exaggerated sense of badness and away from thotegliegs, behaviors, and situations
indicative of the abuse.

Method
Participants

One hundred twenty-seven participants were rectwite SONA Systems, the
University of Oregon’s system for online participagcruitment and data management.
Participants were pre-screened for a history tdadt one experience of psychological
trauma using the Brief Betrayal Trauma Survey (BBG8ldberg & Freyd, 2006), and
were also prescreened for female gender. Particgemographics reflect the

demographics of the Human Subjects Pool at theeaysity of Oregon. For Spring, 2012,
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when data collection took place, the mean partitipge was 19.9. Seventy-five percent
of the pool identified as White, 11% Asian, 4% &&n American, 2% Native Hawaiian

or other Pacific Islander, 1% American Indian oagkan Native, and 7% other.

Measures

See study 1 for descriptions and psychometric métion for the State Shame and
Guilt Scale (SSGS; Marschall et al., 1994), Brietlayal Trauma Survey (BBTS;
Goldberg & Freyd, 2006), State Scale of Dissocra{®SD; Kriiger & Mace, 2002), and
Positive and Negative Affect Schedule - Expandeudrf-éear subscale (PANAS-X;
Watson & Clark, 1994).
Procedure

Following the prescreening for trauma experiersiagithe BBTS and the
prescreening for female gender, participants wariad to the Dynamics Lab at the
University of Oregon Psychology department to catepthe study. During the informed
consent procedure, participants were notified plaaticipation was voluntary and that
they could choose to leave at any time. The infare@nsent process took place with a
trained research assistant in the lab. Participaats given the opportunity to ask
guestions prior to beginning the study. Study qaestires were administered on a lab
computer via Qualtrics software. All participantsnpleted the same questionnaires prior
to the dissociation induction as follows: BBTS, S§GSD, PANAS-X fear subscale.
Following the induction, all participants completbeé SSGS, SSD, and PANAS-X once
more.

Dissociation induction. The dissociation induction asked participantstmunt

up to four experiences in which they knew they sthéeel an emotion and yet felt
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detached from emotion, followed by a period of gdideflection on the disconnected
feeling, and finally viewing a series of phrasearelateristic of dissociation. The example
given to participants involves feeling happy aradgation without fully experiencing
the happiness (Zoellner et al., 2007). This inductwas chosen for the current study,
because unlike other dissociation inductions (senhrd, Telch, & Harrington, 1999 for
a review), this method does not mention traumagpedences. The induction was
created by Zoellner and colleagues (2007) who pgexevidence of its effectiveness.

Following the induction and self-report questiomagj participants were
thoroughly debriefed regarding the hypotheses ampgse of the study and offered a list
of community resources in the event that they foamyg element of the study to be
distressing. No adverse reactions were reporteidgltine debriefing.
Statistical Analyses

Structural equation modeling (SEM) with Amos (Ackle & Wothke, 1999)
software was used to test a model of bypassed simastedy 2. See figure 3.1 for the
tested model. It was hypothesized that the pathdest HiBT and baseline shame would
be significant. It was also predicted that highesddine shame, but not higher baseline
fear, would lead to increased dissociation follaydhe induction. It was expected that
the dissociation induction would lead to decredsetings of shame, but would not
affect feelings of fear.

A baseline model was created including LoBT and H& exogenous variables
and pre- and post-induction log transformed shamdef@ar scores and dissociation
change scores as endogenous variables (see Figiwré®&y transformations were

performed to address skew in the variables. Thie patdel was estimated using
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maximum likelihood estimation of means and intetseép order to deal with missing
data. An additional model was run excluding nomsigant paths (see Figure 3.3) and a
third model was run with correlated residuals betweme 1 fear and shame and
between time 2 fear and shame to account for thsilpidity of a latent time 1 negative
affect and time 2 negative affect factor (see ®&gd4).

Figure 3.1
Bypassed Shame Model

# of
High BTs
T1 L T2
Shame /| Shame
T2

Dissociation

(T1 controlled
T1 \ T2

Fear Fear

# of
Low BTs r3

Note.BT = Betrayal Trauma, T = Time, r = residual.

Results
Descriptive Statistics and Manipulation Check
Sixty-one percent of participants £ 77 participants) reported at least one
traumatic event high in betrayal. Seventy percent 89 participants) reported at least

one traumatic event low in betrayal. Thirty-two et of the samplen(= 41

56



participants) reported at least one HiBT and adtleae LoBT. See Table 3.1 for means,
standard deviations, and correlations. The dissonianduction successfully induced
dissociation in that self-reported scores on thB Significantly p < .001) increased by a
mean of .08 (log transformed}57) = 4.03.

Table 3.1
Means, Standard Deviations, and Correlations

Measure HIBT LoBT SSGS PANAS-X* SSO* Mean SD

HiBT

379  5.49
LoBT a3 122 180
SSGS 277 347 - 1.95 3.45
PANASX" 15 a1 71 - 3.06 4.12
SSD 23 27 86" 74" . 2056 2597

Note.’Baseline measures.
HiBT= High Betrayal Traumas, LoBT = Low Betrayalaimas, SSGS = State Shame
and Guilt Scale, PANAX-X = Positive and Negativde&t Schedule, SSD = State Scale
9f Disso*c*iation. .
p<.05 p<.01, p<.001.
Hypothesis Testing

In the baseline model, model fit was poor accordingeveral fit indices;(10)
=89.42, p<.001; CFl =.79; RMSEA = .2%lose<.001). In the second model with non-
significant paths removed, fit remained pogf12) = 89.94, p < .003? A (2)= .00, ns;
CFI =.79; RMSEA = .23pclose<.001). In the third model, the residuals leefvtime 1

shame and fear and time 2 shame and fear werdatedén order to account for the

possibility of a latent negative affect factor. Tduidition of paths between the residuals
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resulted in significant improvement in model §if A(2) = 38.0, p < .001), and adequate
to good fit for this final modehf (10) = 14, ns; CFI = .99; RMSEA = .0gclose = .39).

HiBT was not related to baseline fepr<.72), nor was baseline fear related to
dissociation change = .34); thus these paths were omitted from thal fimodel. In the
final model, the hypothesis that HiBT would be tethto higher baseline shame was
supported £ = .22,p < .01). LoBT was also found to relate to baseles (5= .40,p <
.001) as well as baseline shanfe=(.23,p < .05). The hypothesis that baseline shame
would predict an increase in dissociation followthg induction was supported with
marginal significancef = .20,p = .07). As expected, baseline fear did not preatict
increase in dissociation.

Remaining hypotheses regarding the bypassed shael mere not supported.
Shame did not decrease following an increase sodiation. Rather, shame increased in

response to an increase in dissociatr (69,p < .001). Likewise, self-reported fear

increased following the dissociation inductigh=.71,p < .001).
Discussion

The current study examined the nature of the lietkvieen shame and dissociation
in survivors of traumatic events high and low inrbgal. The most prominent theory
addressing the connection between shame and diisoct+ the bypassed shame theory —
(Kaufman, 1989; Lewis, 1995), which posits thasdigation is a means of protecting the
self from the painful shame state, was examineduRerevealed that although higher
feelings of shame at baseline predicted, with nmalgignificance, an increase in

dissociation following the dissociation inductidoypassed shame theory was not
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supported on the whole. Rather than shame beiegupted by dissociation and thereby
decreasing, shame in fact increased following theattiation induction. In addition,

feelings of fear increased following the induction.

Figure 3.2
Test of Bypassed Shame Model 1

¥%(10) = 89.42, p<.001
CFl= .79
RMSEA = .25, Pclose<.001

. .19* T2EE(TT)
High BTs »  T1Shame T2 Shame
A2 g1**
- .02
-39 Dissociation (—O
.25*%
.08 3w
Low BTs »  T1 Fear T2 Fear
ALHHE J2¥%*( T6)

Note.BT = Betrayal Trauma, T = Time, CFl = ComparativelRdex, RMSEA = Root
1\/Iean Sg*gare Error of Approximation, Pclose = Prdlglof a close fit.
p<.05 p<.001

This result lends support to the literature on shaha traumatic memory (Matos &
Pinto-Gouveia, 2010), which suggests that amongreasurvivors, feelings of shame
may take the form of a flashback, in which the simgnsituation is relived in the current

moment. Using a shame memory priming paradigm, Mata Pinto-Gouveia (2010)
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demonstrated that early experiences of being shamedeeling ashamed related to later

PTSD symptoms including intrusive thoughts, hypgitance, and symptoms of

Figure 3.3

Test of Bypassed Shame Model 2

x2 (12) = 89.94, p < .001

¥x? A (2)= .00, ns
CFl=.79

RMSEA = .23, Pclose<.001

.19* J71%**( 84)

High BTs > T1 Shame T2 Shame

.18 41**
& %
39 Dissociation ‘—O
.25%
44*

Low BTs T1 Fear > T2 Fear

A0** TFHEH

Note.BT = Betrayal Trauma, T = Time, CFl = ComparativelRdex, RMSEA = Root
Mean Square Error of Approximation, Pclose = Prdliglof a close fit.
p<.05 p<.01, p<.001

avoidance upon recall of the shame event. The euggest that a shame experience

itself may actually function as a traumatic memangljcating that traumatic dissociation

may stem directly from being reminded of the eadizame state. An additional study

provides empirical support for this theory of traatra shame (Robinaugh & McNally,
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2010). In this study, centrality of shame memorgaasociated with more severe PTSD
symptoms including higher frequency and vividnesgtousive memories.

Brewin (2005) describes the process by which trdicnm@emories are formed
and how it differs from the process of non-traumatemory formation. Traumatic
memories are formed in the context of often extrpmgsiological and emotional
arousal. Elements of the traumatic event may bsodiated from awareness due to
narrowed attention at the time of the trauma aedrhbility to attend to all relevant
details of the situation. In contrast to verbakgessible memoriesijtuationally
accessible memorigSAM; p. 140) are formed, which are later recalladluntarily in
response to trauma-related cues. Brewin stétesemotions that accompany SAM
memories are restricted to those that were expeadruring the trauma or subsequent
moments of intense arousal (“primary emotions”)eyhusually consist of fear,
helplessness, and horror, but may less often imctttier emotions such as shaipe.
140).

The dissociative state induced by the manipulatras accompanied by increases
in both shame and fear, suggesting the possilofitgtrusive reliving of traumatic
events. It is possible that shame and fear inccedl®wing the dissociation induction as
a result of SAM memories being triggered by the bimration of completing a trauma
guestionnaire and a dissociation induction. AltHotlge dissociation induction did not at
all mention traumatic events, qualitative reviewlsd events participants chose to write
about revealed that roughly one-third of the everdse clearly traumatic (e.g., “When
my mom passed away after killing herself”), anottiénd of the events were ambiguous

(e.g., “When | think about my family situation),caanother third were less likely to be
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traumatic (e.g., “Graduation”). Considering thadtparticipants in the study endorsed
events considered traumatic on the BBTS, theseroatggorizations should not obscure
the possibility that even the events less likelpéaraumatic may have involved SAM
memories of past traumas.

Based on the results of study 1 which linked HiBEhame, prior research
associating shame with interpersonal trauma (Antstal VVernon, 2008), and the
theoretical proposition that shame may be an adaptisponse to HiBT, it was
hypothesized that HIBT would relate to baselinasharhis hypothesis was supported.
LoBT events were also found to relate to intensftipoth baseline shame and fear. The
association between LoBT and shame was not preldctemay be explained by Janoff-
Bulman’s (1992) theory of shattered assumptionsoffd8ulman suggests that traumatic
events alter an individual's fundamental beliefewttthe self, the world, or others. It is
possible that even non-relational traumatic everdy alter beliefs about the self as
competent or safe. In both study 1 and study 2 TH#ated to baseline shame
(see Table 2.1), whereas LoBT related to basehaeng in study 2, but not study 1. The
discrepancy in baseline correlations may be thaltre§a procedural difference between
the two studies. In study 1, the BBTS was admingstafter the SSGS, whereas in Study
2, the order was reversed. Therefore, it seemsimheteas LoBT is related to shame only
after being reminded of traumatic events by answermauma-related questions, HiBT is
related to baseline shame regardless of traumarngim

As noted earlier, BTT posits that dissociatiomizre likely to be related to HIBT
than LoBT given the adaptive nature of dissociatmrsurviving HiBTs. If the victim is

able to distance herself from awareness of theeabiasdissociation, she is less likely to
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act in ways that could jeopardize the relationshiih the perpetrator, such as fighting or
fleeing. In this study, HIBT was associated witlasie which in turn predicted
dissociation, which in turn predicted more shanteusl results of this study support the
proposition that shame and dissociation may fundigether as mechanisms of betrayal
blindness. Shame and dissociation have both bekedito interpersonal disconnection
(Dorahy, 2010). It may be that shame helps the HiBTim to attend to an exaggerated

Figure 3.4
Test of Bypassed Shame Model 3

X% (10) =14, ns

X?A(2) = 38.0, p <.001

CFl = .99

RMSEA = .06, Pclose = .39
Hoelter’'s (.05) = 166

22* .69%**(.84)
High BTs T1 Shame T2 Shame
.20 .36%*
&k * %
-39 .23%* S9*H* Dissociation <—O >3
B Al
Low BTs T1 Fear T2 Fear
A0 A Rl

Note.BT = Betrayal Trauma, T = Time, CFI = ComparativelRdex, RMSEA = Root
Mean Square Error of ApQE*oximation, Pclose = Prdligiof a close fit.
p=.05 p<.05 p<.01, p<.001
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sense of inner badness rather than attending tabihse by the perpetrator. This
attentional shift warrants further study as a g@esmechanism of disconnection.
Limitations

Structural equation modeling techniques were usdde current study in order to
model the predicted relationships between seveoggsed variables at once in a
cohesive model. The sample size in the currenydtue 127) may limit the statistical
power of the data analysis using SEM. Hoelter (1288ued that to ensure adequate
power for structural equation modeling analysig)isimum sample size of 200 is
needed. However, there is little consensus ondlsessary sample size. It has been
argued that the number of participants needed dispgoon the number of free
parameters estimated. In particular, SchreiberaNstage, Barlow, and King (2006)
recommend 10 participants for each free paramstanated. Using this criteria, sample
size for the current study is adequate.

Another limitation related to the SEM analysethest the initial proposed model
lacked adequate fit according to several fit inglideor this reason, the most theoretically
sensible modification was made, correlating theetinfear and shame residuals as well
as the time 2 fear and shame residuals. These addlesl were based on the supposition
that shame and fear both load on a latent facfpesenting negative affect and that their
residuals may be partially composed of this lataator. Replication of the results using
the model with correlated residuals will bolstepgort for the model.

Although the sample used in the current study eeasposed entirely of
participants who endorsed events considered tracimathe BBTS, participants were

drawn from a population of undergraduates rathen @nclinical population. Future
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studies should assess the shame-dissociation Ithkavelinical population. Replications
with more diverse samples are also warranted. Atjhevidence suggests that shame
expression is universal (Tracy & Matsumoto, 2088, cultural significance of shame
differs across cultures (Mesquita & Karasawa, 20@hjch could possibly affect its
relationship with both traumatic experiences arssaitiation.
Conclusion

Feelings of shame and dissociation have both hsgsociated with interpersonal
disconnection (Dorahy, 2010) and revictimizatioregkler & Bieschke, 1999), little
empirical work has examined the relationship betwibese two trauma-related
variables. Study 1 results indicated that shamedaswbciation may have a special
association with HiBT history, whereas LoBT histtigs no such association with either
variable. The theory of bypassed shame (Kaufma8Q;1%ewis, 1971) is the most
prominent psychological theory explicitly addregsthe nature of the relationship
between shame and dissociation. A dissociationatoiu was used to test this theory in
the current study. It was found that trauma histetsited to increased shame at baseline,
which predicted a more substantial increase imdiasion in response to the induction,
but bypassed shame theory was not supported inliggiciation did not interrupt or
decrease shame. Rather, both shame and fear iedredlowing the induction,
indicating that dissociation may possibly faciatcreased intrusive feelings of shame
in survivors of trauma. This study represents atitewhal step toward understanding the
role of shame as it interacts with dissociatiobetrayal trauma survivors. Future work is
needed in order to determine whether shame andaié®n together make HIBT

survivors less aware of the betrayal they have ettu
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CHAPTER IV
STUDY 3: PSYCHOLOGICAL AND PHYSICAL HEALTH CONSEQUECES OF

CHRONIC SHAME

Introduction

Chronic shame has been found to predict depreg8imirews, 1995), PTSD
(Andrews et al., 2000; Karl et al., 2009; Leskdlale 2002; Owens & Chard, 2011),
interpersonal problem solving deficits (Covert let2003), physical health problems, and
earlier mortality (Dickerson et al., 2009). Shanas hlso been associated with increased
suicidality (Wilson, Drozdek, & Turkovic, 2006). #&intion to the role of shame in
traumatic stress was relatively absent from tteediure until recently. As of the year
2000, there was, “no direct evidence that shameimpkcated in the onset or course of
PTSD” (Andrews et al., 2000, p.69). Since that tisenverging evidence suggests that
chronic shame may indeed play a causal role idligwder.

Shame researchers are in nearly perfect agreghsnthronic shame leads to
negative health and behavioral consequences fadrews, 1995; Leskala et al., 2002;
Dickerson et al., 2009). However, little attentlwass been paid to whether the type of
chronic shame experienced makes a difference. Shsadiféerentiated from guilt in that
the shamed person is focused on the badness sélfhehereas the guilty person places
the badness on the behavior (Lewis, 1971, Tanghaly,2007). Shame-prone
individuals are inclined to experience “bad sefdtights, emotion, and related
physiology following particular day-to-day circurastes such as receiving negative

feedback on a homework assignment. An examplenoéasure of shame-proneness is
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the Test of Self-Conscious Affect (TOSCA,; Tangnegle 2000). The TOSCA consists
of several vignettes and asks participants tolrate they would feel, think, and behave
in response to each potentially shame-provokingate. The Guilt and Shame
Proneness (GASP; Cohen, Wolf, Panter, & Insko, 28tale also includes a shame-
proneness subscale. Individuals with trait shame te label the self as bad on an
ongoing basis, regardless of situational factorsefample of a scale measuring trait
shame is the Experience of Shame Scale (ESS; Asdf@ian, & Valentine, 2002). The
ESS consists of a series of statements such teel“ashamed of the sort of person | am”
and asks participants to what extent they agrele @ath statement. People who
experience trauma-focused shame may feel flawedwanén explicitly reminded of the
traumatic event. An example of a measure of tratonased shame is the Trauma
Appraisal Questionnaire shame subscale (TAQ; DeByiBurbriggen, Chu & Smart,
2011), which asks participants to consider theirstvtvaumatic event and respond to a
series of items based on how they feel when thikioout that traumatic event. Thus,
trauma-focused shame and shame-proneness measubsghameasures of situational
shame, whereas measures of trait shame assess thiad@edures across situations.
Greater autobiographical centrality of a traumatient has been associated with
more severe PTSD symptoms including dissociatiyee&nces (Robinaugh & McNally,
2010; Berntsen & Rubin, 2006; Matos & Pinto-Gouy@@l10). Events with high
autobiographical centrality are those that havenleeorporated into a person’s self-
concept. It has been suggested that shame-pronmagssriginate from the
internalization of the abusive behaviors and c@ddanor of the perpetrator toward the

traumatized individual (Matos & Pinto-Gouveia, 2D10is possible that traumatic
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events may become internalized even further suathtie individual feels ashamed most
of the time without any obvious precipitating evelrait shame without any situational
trigger may represent a complete internalizatioaasfier traumatic events with or
without awareness of the traumatic origins of thanse (“It happened to me because |
am bad” may become simply, “I am bad.”)
Study Hypotheses

In this study, it was posited that it is centrabfyshamerather than centrality of
traumathat leads to worse psychological and physicalthesgmptoms. Therefore it was
hypothesized that shame-proneness, trauma-foctsaades and trait shame would all
relate to dissociation, poorer physical health,rpoeelational health, PTSD, and
hallucination symptoms, but that trait shame wdaddhe most strongly related to these
outcomes compared to the other types of shamelditi@n, because betrayal trauma is
so infused with the social-evaluative threat tHtgroleads to the development of shame
and negative health consequences (Gruenewald, 200#), it was predicted that history
of HIBT would relate to all types of shame and bealitcomes, whereas LoBT history
would not relate to shame or health outcomes.

Method

Participants

Study 3 data were collected online via Qualtridévwgare. Two hundred forty-
seven self-reported trauma survivors were recruite GONA Systems, the University of
Oregon’s system for online participant recruitmand data management. Participants
who were not at least 18 years of age were prasedeaut as a University of Oregon

Human Subjects Pool requirement. Participants wetaded in the study if they
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endorsed having experienced at least one lifetrtenenatic event. Due to an oversight
involving the prescreening measures, participamiewot prescreened for female
gender. As a result, both males and females ahaeded in the study. Participant data
were analyzed for the current study if the partiaipreplied in the affirmative to having
experienced at least one lifetime traumatic eveirigithe Brief Betrayal Trauma Survey
(BBTS; Goldberg & Freyd, 2006). Participant demgidpias reflect the demographics of
the Human Subjects Pool at the University of Oredmn Winter to Spring, 2012, when
data collection took place, the mean participaet\ags 19.8. Seventy-six percent of the
pool identified as White, 11% Asian, 3% African Amean, 2% Native Hawaiian or
other Pacific Islander, 1% American Indian or AlasiNative, and 8% other. Sixty-six

percent of the sample identified as female.

Measures

See study 1 for descriptions and psychometric métion for the BBTS,
hallucination symptom items, PCLC-C, RHI, physicahlth item, and DES. The
following additional measures were included in gtad

Guilt and Shame Proneness (GASP; Cohen, Wolf, Pamte& Insko, 2011).
The GASP is a new measure of shame-proneness digrgneness comprised of 16
items rated on a 1-7 Likert scale. In initial psyotetric studies by the authors, the GASP
demonstrated good convergent validity with the DéSelf-Conscious Affect (TOSCA;
Tangney, Deiring, Wagner, & Gramzow, 2000), theenir “gold-standard” measure of
shame-proneness. The GASP is also much shortetlibafOSCA and wording is
simpler. The shame-withdraw subscale assessesrtericy toward withdrawal action

tendencies, whereas the shame-negative-self-ei@yahame-NSE) subscale assesses

69



the tendency toward self-judgment and self-criticig\ccording to the authors, people
high in shame-NSE are, “more likely to be plagugaéuroticism, personal distress, low
self-esteem, and low self-compassion” (p. 964). e&ample of an item from the shame-
withdraw subscale is, “Your home is very messy amelxpected guests knock on your
door and invite themselves in. What is the liketiidhat you would avoid the guests
until they leave?” An example from the shame-negasielf-evaluation subscale is, “You
rip an article out of the journal in the librarydatake it with you. Your teacher discovers
what you did and tells the librarian and your entilass. What is the likelihood that this
would make you feel like a bad person?”

The Experience of Shame Scale (ESS; Andrews, Qiafa,Valentine, 2002).

The Experience of Shame Scale (ESS; Andrews, @iafglentine, 2002) consists of 25
items used to assess characterological, behavasradlbodily trait shame. Participants are
asked about shame feelings they have experienteshygime in the past year” from

“not at all” (1) to “very much” (4). The authors tife scale found high test-retest
reliability.

The Trauma Appraisal Questionnaire (TAQ; DePrince,Zurbriggen, Chu &
Smart, 2011), shame subscal®&he ESS shame subscale allows assessment of
peritraumatic and current feelings of shame whersiciering the worst traumatic event.
The TAQ has demonstrated excellent internal comstst and test-retest reliability, as well
as significant convergent, divergent and concuvalitity (DePrince et al., 2011).
Psychometric properties were generally excellerasscthree separate samples, including

one community and two undergraduate (DePrince. e2@11).
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Procedure

Prior to completion of study questionnaires, donmed consent form appeared
on the screen and the participant was given thempt click “I agree” or “I do not
agree.” There was no penalty for deciding not tmplete the study. All study
guestionnaires were administered online in a cobatanced order such that half of the
participants completed the BBTS at the beginninthefstudy, and the other half
completed the BBTS at the end of the study. Thisiterbalancing was done to mitigate
the possibility of priming effects of answeringumaa questions. Upon completion of all
guestionnaires, a debriefing form appeared oncdrees.
Statistical Analyses

Data were analyzed using PASW statistical soft@RSS Inc., 2009).
Hypotheses regarding the relative contributionsh@me-proneness, trauma-focused
shame, and trait shame were examined using hiecatekgressions in which trauma-
focused shame (TAQ) was entered first, followedbgme-proneness (GASP), and then
trait shame (ESS). Order of variable entry intaesgions was based on centrality of
shame theory which posits that shame that is memera to a person’s identity should
cause more problematic outcomes (Pinto-Gouveia &8]£010). It was predicted that
for all outcome measures (DES, RHI, physical he&BLC-C, and hallucination
symptoms) all three types of shame would make Sogmit contributions, but the
contribution toR? would be largest for trait shame followed by shammeneness and then
trauma-focused shame. Simple correlations were iehto test the hypothesis that
HiBT would significantly relate to all shame typmsd outcomes, whereas LoBT would

not significantly relate to any shame type or onteo
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Results

Dimension Reduction

In order to determine whether to use the full scalmdividual subscales for the
GASP, RHI, and ESS, a factor analysis was run ch sagasure. All factor analyses
were performed using principal axis factoring wdirect oblimin rotation. For the GASP,
two separate factors were revealed with items pgyfeorresponding to the withdraw
and negative self-evaluation (NSE) subscales. Hgative self-evaluation factor
accounted for 29 percent of the variance and ttiednaw factor accounted for 24
percent of the variance in the items. For thisgaathe separate subscales were retained
for the GASP scale. Analysis of the RHI items réedano consistent pattern of items
loading on factors corresponding with particuldbstales. The first factor accounted for
32 percent of the variance, with another 41 peroétite variance spread across the
following four factors. For this reason, the ent#l scale was used in the current study
rather than partitioning into subscales. Likewise consistent pattern was found in the
ESS items. The first factor accounted for 45 pdroéthe item variance, with an
additional four factors accounting for 25 perceinthe variance. The entire ESS was

included in analyses in the current study rathantimcluding individual subscales.

Construct Validity of the GASP Measure

Given that the GASP is a very new measure of shaimieeness, convergent
validity with the other included shame measures exasnined. The GASP-NSE
significantly correlated with the other two measuoé shame: the TAQ and the ESS. The

GASP-withdraw subscale correlated with the TAQ, moitthe ESS.
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The GASP-NSE subscale correlated negatively witRT, dallucination
symptoms, and dissociative symptoms. No other sismale correlated negatively with
any of these measures, indicating that the GASP-IM&¥be measuring a different
construct than the other shame measures. Foretls®on, the GASP-withdraw subscale,

but not the GASP-NSE subscale, is included in aeasly

DES Missing Data

Given that the DES scale contained a larger prapodf missing items compared
to any other scale (missing data 86, 37%), the cause and pattern of missingness w
investigated. It is possible that the use of tigirgy scale response indicator may have
increased the likelihood that participants woulghstems. As opposed to the Likert
scales used in all other measures, the sliding seguired that participants click on an
indicator, hold the mouse button, and slide thécetor to the appropriate location. On
all other measures, participants simply neededitck the appropriate response. In
general, 0 was the most likely response for a mgsgem because participants who
wished to choose 0 may have left the slide rul@ athich was the default location,
instead of clicking on it, which would have beeressary in order for the software to
register the response.

To investigate the pattern of missingness, a tmgisgression was run with
HiBT and LoBT entered as simultaneous predictotsadichotomous missing data item

(any versus no missing DES data) entered as tliemet Results revealed that HIBT
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Table 4.1
Means, Standard Deviations, and Correlations

Measure HiBT LoBT ESS TAQ GASP GASP- RHI Health PCL- Hallu Mean SD

-NSE  with- C cinati

draw ons

HiBT - 3.16 5.35
LoBT 467 - 1.81 3.13
ESS a1 -.05 - 57.65 15.35
TAQ 29" .07 367 - 13.88 7.19
GASP-  -.02 -25" 30" a3 - 21.02 454
NSE
GASP-  -.05 .08 .08 27" .05 - 12.39 3.98
with-
draw
RHI -22" -13 -20"  -257 12 -13 - 59.24 29.22
Phys. a7 .08 267 257 .04 -.07 -297 - 242 .82
Health
PCLC 21 .29 437 41 01 33" -407 247 - 3420 11.78
Hallucina .20" 217 11 18" -20 .08 -.01 -.04 22" - .79 .99
-tions
DES 16 35" 17 17 -23" 29" -24 .-04 457 397 1371 12.49

Note.HIiBT = High Betrayal Traumas, LoBT = Low Betraylalaumas, ESS =
Experience of Shame Scale, TAQ = Trauma Apprais&sfjonnaire, GASP = Guilt and
Shame Proneness Scale, RHI = Relational HealtleésdPCLC = Posttraumatic Stress
Disorder Symptom Checklist, DES = Dissociative Higreces Scale.
"p<.1,’p<.05 p<.01,” p<.001

history significantly increased the odds of skigpIDES items such that for each HiBT,
odds of skipping an item increased by seven pel®®atd = 5.76, Exp(B) = 1.0h =

.01). LoBT history did not predict likelihood ofiglping an item. It should be noted that
the missing data issue was not as relevant in stushcause study 1 participants were
shown a message alerting them to missing itemsskidg whether they wanted to
complete the missing items. In Study 1, there wersignificant differences in any
measured variables between people with and withnigging DES data. Although
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missing items were conservatively estimated to,beif also quite possible that people
with a history of HIBT were also more likely to pkiems that would not have resulted in
a 0 score. Thus, DES results in this study may leelinderestimated for people with
HIiBT history and should be interpreted with caution
Trauma Experience

Forty-nine percentn(= 114) of participants reported experiencing ast@me
HIiBT. Sixty percentif = 141) reported experiencing at least one LoBTeiiy-eight
percent § = 65) reported at least one LoBT and at leastHiBd .
Hierarchical Regressions

PCLC. The introduction of each shame measure signifigandreased th&
value for the model. All three measures contribigaificantly to the final model,
which is presented in Table 42he final model accounts for 32 percent of thearaze

in the PCLC scores.

Table 4.2
Trauma-Focused Shame, Shame-Proneness, and TaaiteSAredict PTSD
Measure Variable B SEB B Adzj.
R

PTSD (PCLC) Trauma-focused shame .39 .10 24 327
(TAQ) "
Shame-proneness (GASP- .76 17 .26
Withdraw)
Trait shame (ESS) 26 .05 "33

Note.PCLC = Posttraumatic Stress Disorders Symptom GiseéekCivilian Version,
TAQ = Trauma Appraisal Questionnaire, ESS = Expeeeof Shame Scale
p<.01, p<.001
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DES. Steps 2 and 3 significantly contributed to Rfesalue. The final model,
accounting for 8 percent of the variance in DESesancludes the all three shame

variables, though the TAQ in step 1 is non-sigaific(Table 4.3).

Table 4.3
Shame-Proneness and Trait Shame Predict Dissoniatio
Measure Variable B SEB B Adzj.
R

Dissociation (DES)  Trauma-focused shame .01 12 01 .08"
(TAQ) *
Shame-proneness (GASP- .76 20 .25
Withdraw)
Trait Shame (ESS) 12 06 16

Note.DES = Dissociative Experiences Scale, TAQ = Tradppraisal Questionnaire,
GASP = Guilt and Shame Proneness Scale, ESS =iErperof Shame Scale.
p<.0§5***p< .001

RHI. Only the TAQ significantly contributed to the mod€&he model including

only the TAQ accounts for six percent of the RHiiaace (Table 4.4).

Table 4.4
Trauma-Focused Shame Predicts Relational Health
Measure Variable B SEB B Adzj.
R
Relational Health Trauma-focused shame  -.63 .18 -25 .06
(RHI) (TAQ)

Note. RHI = Relational Health Indices, TAQ = Trauma Aaigal Questionnaire

*kk

p<.001

Physical health.Both the TAQ and the ESS contributed significamlyheR?
change. The GASP-withdraw subscale was not sigmfiat the .05 level. The

model accounted for eight percent of the physiealth variance (Table 4.5).
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Table 4.5
Trauma-Focused Shame, Shame-Proneness, and TaaiteSlAredict Relational Health

Measure Variable B SEB B Adzj.
R
Physical health Trauma-focused shame .02 01 260 .os~
(TAQ)
Shame-proneness (GASP- -.03 01 -12
Withdraw)
Trait shame (ESS) .01 .004 18

Note.TAQ = Trauma Appraisal Questionnaire, GASP = Ganltl Shame Proneness
AScaIe, ESS = Ezfperience of Shame Scale
p<.l,p<.05 p<.01

Hallucination symptoms. Only the TAQ contributed to th&?, accounting for

three percent of the variance (Table 4.6).

Table 4.6
Trauma-Focused Shame Predicts Hallucination Symgtom
Measure Variable B SEB B Adzj.
R
Hallucination Trauma-focused shame 03 .01 .18 .03
symptoms (TAQ)
"p<.01

Regressions Controlling for HIBT

Due to the significant correlations between HiBill aelational health, PTSD,
hallucination symptoms, and dissociation, regressigere re-run for these variables
with HiBT entered in the first step to determineetifer shame variables predicted health
outcomes when controlling for HiBT. The final mosl@re presented in table 4.7. Shame
variables remained significant when controlling F6BT. When shame variables were

added to the regressions, HiIBT became non-significeevery case except for the
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dissociation regression, indicating that feelinfslame may potentially be mediating

the relationship between HIBT and health variables.
BBTS Correlations

As shown in the correlation tab(€able 4.1), HiBT history correlated with LoBT
history, the TAQ, PCLC, DES, hallucination symptorasd relational health. LoOBT
history correlated with the PCLC, DES, hallucinateymptoms, and HiBT. The only
significant correlation between LoBT and a shamasuee was with the GASP-NSE

subscale, which was negatively associated with LeBosure.

Table 4.7
PCLC, RHI, Hallucination, and DES Regressions Callitrg for HIBT
Measure Variable B SEB B Adzj.
R

HiBT .25 13 11 337

PCLC Trauma-focused shame .33 11 .20
(TAQ) X
Shame-proneness (GASP- .80 17 27
Withdraw)
Trait shame (ESS) .26 .05 733

RHI HIiBT -.15 .25 -.05 .06
TAQ -.59 19 -24

Hallucinations HiBT .02 01 13 .04
TAQ .02 01 .15

DES HiBT 34 15 15 107
TAQ -.07 13 -.04
GASP 81 20 .27
ESS 12 06 .15

Note.PCLC = Posttraumatic Stress Disorder Checklist, RHI = &afal Health Indices,
DES = Dissociative Experiences Scale, HiBT = HigtrByal Trauma, LoBT = Low
Betrayal Trauma, TAQ = Trauma Appraisal Questior®aASP = Guilt and Shame
Proneness Scale, ESS = Experience of Shame Scale
'p<.1,’p<.05"p<.01,p<.001

78



Discussion

Prior research has demonstrated that chronic sieassociated with myriad
problematic psychological, physical, and behavibealth consequences (Andrews et al.,
2000; Wilson et al., 2006; Dickerson et al., 2000;2012). The current study replicated
findings that shame is related to PTSD (Leskala).eR002), interpersonal/relational
health (Covert et al., 2003), physical health (Rrdon, 2009) problems, and dissociation
(Talbot, Talbot, & Tu, 2004). In addition, thisttee first study to my knowledge to reveal
a significant association between shame and suaizalihallucination symptoms though
an association has been found between paranoidtgrand shame (Matos, Pinto-
Gouveia, & Gilbert, 2012). An association betwegsaciation-proneness and
subclinical hallucination symptoms was found indstd.

Studies investigating the health correlates amsequences of shame tend to rely
on a single instrument without explicitly differ@ting between measures of shame-
proneness, trait shame, and trauma-focused shamagys#s of the nuanced functioning
of the three different shame types as they covadity pgychological and physical health
measures is a step forward in the study of the ¢exmgmotion of shame. This study
examined the relative contributions of trait shast@me-proneness, and trauma-focused
shame to five health correlates: PTSD, dissociatiglational health, physical health, and
hallucination symptoms.

Informed by research regarding centrality of shéRieto-Gouveia & Matos,

2010) it was hypothesized that all three formstobaic shame would be related to each
of the five health symptoms but that trait shamieictv occurs regardless of situational

cues, would be the most strongly associated witfival health symptoms given the high
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autobiographical centrality of this type of shartevas predicted that shame-proneness,
which may be triggered the next most frequenthaalay-to-day basis would be the next
most strongly related to symptoms. Finally it wasdicted that trauma-focused shame,
which only occurs when the individual thinks speaifly of the trauma, would be the
least strongly related to symptoms. The resultsndidfollow the predicted pattern.
Trauma-focused shame related to everything excemli$sociation, trait shame related
to PTSD, dissociation, and physical health symptand shame-proneness related to
PTSD and dissociation and marginally to physicaillthe

Regression results linking trauma-focused shamie matarly all health variables
indicate that it may not be centrality of shame grbut centrality draumaticshame
that may be playing such an insidious role in tegchological and physical health of
trauma survivors. Budden (2009) proposes that shetkates peritraumatic threat and
damage to the social self and orchestrates marectspf posttraumatic symptom
development. He describtaumatic shamas involving the experience of acute
domination and subjugation or acute violation afms, values, or expectations. If
Budden’s proposition is correct, it stands to reatbat trauma-focused shame should be
especially notable in survivors of betrayal traugiaen that betrayal trauma often
involves such toxic power differentials and viotetiof expectations of trust. This is
precisely what the data showed in the current stlidgt is, trauma-focused shame was
positively and strongly associated with HiBT, armad associated with LoBT.

All participants in the current study endorsedrgseonsidered traumatic on the
BBTS, but some experienced traumatic events hidietrayal, others experienced

traumatic events lower in betrayal, and others egpeed both types of trauma. Betrayal

80



trauma has been associated with dissociation (De® & Freyd, 2004), physical health
and psychological distress (Freyd, Klest, & Alla2005), posttraumatic symptoms in
children (Hulette et al., 2008), revictimizationdi@n & Freyd, 2009), and alexithymia,
depression and anxiety in young adults (Goldsnkitbyd, & DePrince, 2012). Relational
health has been found to mediate the relationskiyvden betrayal trauma and borderline
personality characteristics such that more betrigama experience predicts worse
relational health with predicts more borderlinetéeas (Belford, Kaehler, & Birrell,
2012). In the current study, it was predicted thi8T history, but not LoBT history
would correlate with all five psychological and gioal health measures. Shame has
been shown to increase over time post-trauma &invs of interpersonal trauma but not
other types of trauma (Amstadter & Vernon, 2008)vds predicted that HiBT but not
LoBT would correlate with all three chronic shameasures.

Results revealed that HiIBT was correlated withrmra-focused shame, relational
health, PTSD symptoms, hallucination symptoms adisgion, and marginally related to
trait shame and physical health. Thus, other th@&T kot correlating with shame-
proneness, hypotheses regarding HiBT were suppdii@aever, the null hypotheses
that were predicted for the relation between LoB@ aymptoms were in a few cases
rejected. LoBT correlated significantly with PTSillucination symptoms, and
dissociation. As expected, LoBT did not relatertyg ahame measure except for an
unusuaiegativecorrelation with the GASP-NSE measure of shamegmess.

Shame is beginning to receive more attention eslases to posttraumatic

sequalae. In the proposed DSM-V criteria for PT®I2,addition of three new symptoms
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to the criterion D cluster have been proposed whltmcorporate shame. The portions

relevant to shame have been changed to boldfaeddypighlight them:

PTSD DSM V proposed criterion D. Negative altenagian cognitions and mood
associated with the traumatic event(s), beginnmgarsening after the traumatic
event(s) occurred), as evidenced by two or motaefollowing:

2. persistent and exaggerated negative baliefxpectations about oneself,
others, or the world (e.dl,am bad,” “No one can be trusted,” “The world is
completely dangerous”). (Alternatively, this midig expressed as, e.g.,
“I've lost my soul forever,” or “My whole nervous system is permanently
ruined”).

3. persistent, distortdddlame of selfor others about the cause or
consequences of the traumatic event(s)

4. persistent negative emotional state (eegvr, thorror, anger, guilt, or
shame

(APA, 2012)

The proposed additions align with the results efcbrrent study which revealed that all
three forms of shame uniquely predicted PTSD sympto

The withdraw subscale of the GASP related strotmljissociation, even when
trauma-focused shame was controlled. Other tharDR@iSsociation was the only
psychological or physical health measure signifiyarelated to GASP shame-proneness.
All of the shame-proneness items included in tlgeegsion analyses focus on the
behavioral element of withdrawal from the sourcsludme; it is understandable that the
tendency to withdraw would be related to the tewglé¢n dissociate. Avoidant coping has
been associated with physical health problems ($&at al., 2008). Thus,

withdrawers/dissociators may be an important grafujpcus for additional studies and
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interventions. Indeed, participants who dissocidtech threat in study 1 were found to
have higher hallucination symptoms, chronic disst@n, and marginally higher PTSD.

Physical health significantly correlated with trgthame. This result supports
previous research showing a relation between |diaeseeem and poorer physical health
(Antonucci, Peggs, & Marquez, 1989) and may beagdbrtexplained by ongoing cross-
situational shame that renders the individual umébbe aware of his/her own physical
needs or causes her to believe that she is unwofthyealthy lifestyle. Additional work
is needed to determine explanatory variables ®dsociation between trait shame and
physical health.
Limitations

Although this study was the first to my knowledgdifferentiate between
trauma-focused shame, shame-proneness, and @enesss they relate to negative
psychological and physical health consequencesrakimitations restrict the
generalizability of the results. First, the studgsweross-sectional. As such, it is
impossible to infer causality or directionality finathe data. Second, although participants
were prescreened for experience of at least ogenhi€ traumatic event, a clinical sample
was not included. Additional work is needed to assghether high and low betrayal
traumas and the various forms of chronic shame shewame relationships with each
other and with PTSD, dissociation, physical heakhgtional health, and psychosis in a
treatment-seeking population. Third, the sampleafeonorthwestern university was
relatively homogenous. For this reason, culturaialdes were not included in the study.
Cultural variables are important to include in giedy of shame and other self-conscious

emotions whenever feasible. Shi-xu (2009) advisasémotion researchers continuously
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ask the questioriWho has the authority over such versions of emadiwh why?”
(p.369). Taking multiple types of chronic shamevadl as their relations to trauma
exposure into account is a good start in providimgore inclusive conceptualization of
shame. However, the collection of rich culturaledatcounting for both Western and
non-Western shame conceptualizations is an impoitéure direction. Finally, DES
results should be interpreted with caution giventilgh proportion of missing data for
this variable and the finding that HiBT significenpredicted DES missingness. It is
possible that DES scores are underestimated fof diBvivors in this study.
Conclusion

Feelings of shame and exposure to betrayal traumboth gaining attention in
the field of traumatic stress. This study enhanreterstanding of the relationship
between chronic shame and psychological and pHyséedth problems by dismantling
chronic shame into three forms: Trait shame, shproeeness, and trauma-focused
shame. The results indicate that among the thr@melhypes, trauma-focused shame
makes the strongest contribution to nearly all mesghealth outcomes, but that shame-
proneness and/or trait shame also play indepemdiestin several cases. The results
also highlight the unique relationship betweennmawrelated shame and traumas that are
high, but not low in betrayal. In sum, the currstudy adds to the growing literature
indicating that not all traumatic events are créagual when it comes to symptom

development and to the growing attention to shanpost-traumatic adjustment.
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CHAPTER V

GENERAL DISCUSSION

The aims of this dissertation were to examineréfeionship between traumatic
events involving differing degrees of betrayaltasytrelate to shame, dissociation, and
fear, to examine the nature of the link betweemshand dissociation, and to investigate
the consequences of chronic shame as well as tis2goences of proneness to
dissociation from threat. Overall, results of theee studies indicated that shame and
dissociation are more strongly related to HiBT cane to LoBT, although some
nuances were revealed (See Table 5.1). In thethastponnection between shame and
dissociation has been most commonly explained éyrtbdel of bypassed shame (Lewis,
1971; Nathanson, 1992) which indicates that disdmei is a means of disconnecting
from the pain of shame. Results did not fully suppize bypassed shame model. Instead,
evidence emerged for a model of enhanced shamhighwhame facilitates dissociation,
which in turn facilitates additional shame. Negatpsychological and physical health
correlates emerged for both chronic shame anddasmn-proneness. See Table 5.2 for

a summary of study 1-3 findings.
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Table 5.1
Overall Pattern of Results

HiBT LoBT

Shame Baseline state shame (S2) Baseline state shame (S2)
Baseline state shame (S1) -
Shame response to betrayal threat (S1
Trauma-focused shame (S3)
Trait shame (marginal; S3)

Dissociation Baseline state dissociation (S1) Baseline state dissociation (S1)
Chronic dissociation (S3) Chronic dissociation (S3)
Chronic dissociation (S1) -
Dissociation response to betrayal threat (51)

Fear - Baseline state fear (S2)
Fear response to non-betrayal threat (

vl

1)

Note.HiBT = High Betrayal Trauma, LoBT = Low Betrayalalima, S1 = Study 1, S2 =
Study 2, S3 = Study 3.
- Corresponding null finding

Betrayal Trauma and Shame

Results of all three studies revealed a more tamsociation between shame and
HiBT compared to shame and LoBT. Baseline assoaistbetween state shame and
HiBT were present in studies 1 and 2. Study 3 didassess baseline shame. In study 1,
HIiBT history, but not LoBT history, predicted arciease in shame following exposure
to betrayal threat. In study 3, which examined ofeghame, HiBT but not LoBT related
to trauma-focused shame and marginally relatethtbshame. The only finding
positively linking LoBT to shame occurred in stuglyin the study 2 bypassed shame
model, both HIBT and LoBT were significantly assded with baseline shame. This was

not the case in study 1 where only HiBT relatetideeline shame. The discrepancy
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Table 5.2
Summary of Study 1-3 Findings

Study

Hypothesis

Finding

Study 1: Trauma type and threat-induced shame, dedr
dissociation in female trauma survivors

1la. HiBT will predict increased shame following gl
threat. LoBT will not add to shame change.

1b. HiBT will predict increased dissociation follimg
betrayal threat. LOBT will not add to dissociation
change.

1c. Neither HiBT nor LoBT will predict increasedafe
following betrayal threat.

1d. LoBT will predict increased fear following non-
betrayal threat. HiBT will not add to fear change.

le. Neither LoBT nor LoBT will predict increased
shame or dissociation following non-betrayal threat

1f. HiBT will predict increased shame and dissaorat
following intrapersonal threat. LoBT will not adal t
shame or dissociation change.

2. Shame and dissociation will increase more inalyat
threat compared to non-betrayal threat condition.

3. Physical and relational health problems, PTSD,
hallucinations, and chronic dissociation will bgtnér
for dissociators from threat compared to non-
dissociatiors

This hypothesis was supported.

This hypothesis was supported.

This hypothesis was supported.

This hypothesis was supported.

This hypothesis was supported.

Intrapersonal threat manipulation was ineffective.
Results inconclusive.

No between-group difference was found when BT
history was not taken into account.

Dissociators endorsed more hallucinations and ébron
dissociation, and marginally higher PTSD. No
difference in physical or relational health.
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Table 5.2 continued
Summary of Study 1-3 Findings

Study

Hypothesis

Finding

Study 2: Testing a model of bypassed shame in femal
survivors of high and low betrayal traumas

Study 3: Psychological and physical health consecge
of chronic shame

1. HiBT will predict baseline shame.

2. LoBT will predict baseline fear.

3. Baseline shame, but not fear, will predict iasex
dissociation.

4. Dissociation will predict decreased shame, lotit n
fear.

Non-hypothesized discovery

This hypothesis was supported.

This hypothesias supported.

This hypothesis was (marginally) supported.

Increase in dissociation predicted increases ih bot
shame and dissociation.

LoBT predicted basedimame.

1. Trait shame, shame-proneness, and trauma-focused his hypothesis was supported.

shame will all relate to health consequences,rhiit t
shame will relate most strongly.

la. PTSD

1b. Relational health

1c. Chronic dissociation

1d. Physical health

1le. Hallucinations

Trait shame, shame-proneness, and trauma-focused
shame all independently predicted PTSD.

Trauma-focused shame nedptivedicted relational
health.

Shame-proneness andstraine predicted dissociation.

Trauma-focused shame andstraine negatively
predicted physical health.

Trauma-focused shame predicted hallucinations.
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Table 5.2 continued
Summary of Study 1-3 Findings

Study

Hypothesis

Finding

2. HiBT, but not LoBT, will relate to all types shame
and health consequences.

HiBT related to trauma-focused shame, trait shame
(marginal), relational health, physical health (giaal),
PTSD, hallucinations, and chronic dissociation. ToB
predicted PTSD, hallucinations, and chronic
dissociation.
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between study 1 and study 2 baseline shame aralybetndings may be a result of
differing study designs. In study 1, the BBTS wasspnted to participants after they had
completed the baseline shame measure as well asabether measures and a threat
condition. In study 2, the BBTS was presented goarompletion of the baseline shame
measure. It is possible that survivors of HIBT rb@ymore prone to shame states
regardless of being primed with trauma, whereagiwuns of LOBT may experience
shame states only after being primed to think abawima. Additional work is needed in
order to test this hypothesis. Across the thregissuthough, the clear overall pattern was
that HIBT was more strongly related to both state &mait shame compared to LoBT.
Betrayal Trauma and Dissociation

Several previous studies have established an mapgonnection between HiBT
and dissociation (Freyd, Klest & Allard, 2005; Hiideet al., 2008; Goldsmith, Freyd, &
DePrince, 2012) and a directional relationshiplteen suggested such that HiBT should
predict dissociation (Freyd, 1996). In this dissgoin, results for the most part reinforced
this prior work, although some evidence suggestatllioBT also relates to dissociation.
In study 1, HiBT and LoBT both related to baselst&te dissociation, but only HiBT
related to chronic dissociation. Experimental ressu study 1 revealed that HIBT
history, but not LoBT history predicted an increasdissociation following exposure to
betrayal threat. In study 3, HIBT was related ®sdciation as well. Interestingly, as
participants endorsed more HiBT, they also becameiikely to skip an item on the
dissociation questionnaire. This missing data pagenerged in study 3 but not study 1
most likely as a result of a message that wasaoepin study 1, which alerted

participants who skipped an item, asking themefyttvould like to complete the skipped
90



items. This message, which likely resulted in thedr degree of missing data in study 1,
was not in place in study 3. Unlike study 1 in whi®BT history was not related to
chronic dissociation, LoBT did significantly relatechronic dissociation in study 3.

In sum, HIiBT was consistently related to dissoomticross all three studies. The
betrayal threat manipulation resulted in increagisdociation among survivors of larger
numbers of HIBT, but not LoBT. Results linking LoBd dissociation were more mixed,
with baseline state dissociation being relateddBT in study 1, and chronic dissociation
being related to LoBT in study 3 but not study hug, it appears that post-traumatic
dissociation, like post-traumatic shame, shoulddresidered following all types of
trauma, but may be particularly relevant for HiBinsvors.

Betrayal Trauma and Fear

Feelings of fear were examined in studies 1 ar@oPpared to feelings of shame
and dissociation, the relation between fear andTHM&s much less apparent. In fact,
HiBT did not significantly relate to fear in any thfe analyses conducted. However,
LoBT did relate to fear in both studies. In studwafthough neither LoBT or HIBT
related to baseline fear, LOBT history did predictincrease in fear following exposure
to non-betrayal threat. In contrast, shame anadiggon did not increase in response to
exposure to non-betrayal threat, nor did fear insean response to betrayal threat. In
study 2, LoBT, but not HiBT related to baselinerféldhe discrepancy in the link between
LoBT and baseline fear which was present in stubduthot study 1 may likely be
accounted for by a difference in priming betweentthio studies. In study 1, questions
about trauma were not asked until after the basdééiar questionnaire was completed,

whereas in study 2, trauma questions were askedtpradministration of the baseline
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fear items. As was also the case with feelingdhah®e, it appears that feelings of fear
may arise in LoBT survivors only when trauma mem®@re primed.
Shame and Dissociation

Given that shame and dissociation were found tb be related to HiBT, but not
LoBT in study 1, the primary aim of study 2 wast@mine the nature of the relationship
between shame and dissociation. The bypassed shaded of dissociation (Lewis,
1971; Nathanson, 1992), which posits that dissiorias a method of disconnecting from
the pain of shame, was partially supported. Althgwas expected, dissociation increased
more in response to a dissociation induction fapte with higher baseline shame,
dissociation did not interrupt or “bypass” feelimgfsshame. Instead, shame increased
even further following the dissociation inductidieelings of fear were also assessed to
determine whether dissociation tends to follow ti@gaemotion in general, or whether
there is something about shame that makes it nialy ko lead to dissociation. In
contrast to shame, feelings of fear did not predissociation in response to the
induction.

Rather than shame and dissociation being orthdgatlaways for surviving
betrayal trauma, the results of study 2 suggeststieme and dissociation tend to co-
occur, at least to some degree. It is possiblesthate is a method of turning the HIBT
survivor’s attention acutely inward at the timetloé abuse, thereby causing her to fail to
encode details of the abusive environment in memidmgt is, it may be that shame
facilitates dissociation at the time of the traumyaurning attention away from
awareness of external events.

When events involving traumatic shame are latealled, accompanying
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increased dissociation may reflect a shame flaglmasituationally-accessible memory
(SAM; Brewin, 2005). SAM memories may be formed tlméncomplete processing of a
traumatic event at the time of occurrence. Futurekws needed to determine whether
dissociation of betrayal traumas may lead to foromadf SAM memories which are later
triggered by relevant cues, including feelingsitdree. Study 3 results further support
the proposition that shame and dissociation go Hautndind. In study 3, chronic
dissociation was independently predicted by akehiorms of chronic shame: trait
shame, trauma-focused shame, and shame-proneness.

Consequences of Dissociation-Proneness and Chro8bame

Study 1 examined dissociation from threat asldteel to PTSD, chronic
dissociation, physical health, relational healtid &allucinations. Relationships were
revealed between dissociation from threat and blotbnic dissociation and
hallucinations. A marginal association was alseated between dissociation from threat
and PTSD.

Study 3 examined trait shame, trauma-focused shantgeshame-proneness as
they related to PTSD, chronic dissociation, phydiealth, relational health, and
hallucinations. Associations were revealed betwemmma-focused shame and PTSD,
relational health, physical health, and halluciasi. No significant relationship was
found between trauma-focused shame and chronioaigin but given the large
proportion of missing DES data, the conservativputation of zeros for the missing
data, and the results showing that HiBT predictéskimgness, DES results should be
interpreted with caution. It is likely that DES ses are underestimated for HIBT

survivors in this study. Trauma-focused shame iséeé as feelings of shame that arise
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specifically when thinking about the worst trauroavent the person has endured.
Although trauma-focused shame was related to nedrhegative consequences, both
trait shame and shame-proneness also made indepeadéributions to negative
outcome. Trait shame related to PTSD, physicaltheahd chronic dissociation, and
shame-proneness related to PTSD and chronic detgoti

Associations between PTSD and both dissociatimm fthreat and chronic shame
indicate that continued attention to posttraumigsponses beyond fear and anxiety is
warranted. It is interesting to note that self-mpd hallucinations were also related to
both dissociation-proneness and trauma-focusedehBrmuma-focused shame,
dissociation, and hallucinations could all be vidvas strategies of disconnection
(Jordan, 1997) for surviving betrayal trauma (Frehd@P6). The ashamed person may
attend to her own perceived flaws instead of rezign the abuse, the dissociative
person may likewise disconnect certain elementbate from awareness, and
hallucinations may be symbolic replacements ofdiéygended-upon perpetrator. Indeed,
hallucinations have been found to be predictedisipty of interpersonal trauma
(Shevlin, Dorahy, & Adamson, 2007; Goémez, Kaeh8eFreyd, under review). It is
noteworthy that, in Study 3, the trauma-focusee typshame which related to PTSD
and hallucinations was associated with HiBT, butlmBT.

Implications

Results of this dissertation demonstrate that ghama dissociation may be more
likely responses than fear to HiBT, and that bdéthanse and dissociation are related to
PTSD. As shame and dissociation have each beemdioawterfere with the

effectiveness of therapy (Pitman et al., 1991; &dézak, 1986), whereas no such
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interference has been found with fear, a thoronghstigation of these constructs is
crucial for advancement in best practice with hetté&rauma survivors. Although
attention to peri- and post-traumatic responsesrdtian fear is increasing, there remains
a lot of work to be done. Because shame and desociare absent from DSM-IV

criteria for PTSD, these issues may often be oe&dd and exposure or other types of
therapies may be applied without regard to whetiiey may be contraindicated.

Some recent work has focused specifically on waykirth shame and self-
criticism in therapy (Gilbert & Proctor, 2006; De&ay & Tangney, 2011). Although
exposure techniques may be one component of workitiigtrauma involving a high
degree of shame, shame researchers and clinieilad4d converge around the need to
apply compassion-focused approaches prior to beunof exposure (Gilbert & Proctor,
2006; Lee, 2010; Brown, 2007). Gilbert and Proctate that the ability to self-soothe is
often lacking in adults who did not have a sectt@cament in childhood. This inability
may not only result in severe emotional dysregaratollowing exposure therapy, but
also a tendency to blame oneself for the perceivexhpy failure. Thus, attention to
shame is critical if the trauma therapist seekavimd harm. Due to the relational nature
of HIBT, it is reasonable to assume that the themtip relationship will have an effect on
the HIiBT survivor independent of the specific inmtions applied during the course of
treatment. Relational approaches such as relatmirilral therapy (Baker-Miller &
Stiver, 1997), which encourage self-reflection loa part of the therapist may increase
awareness of the ways in which the therapy enviearirand therapist behaviors may be
shame-inducing for the client. Given the inheremter differential in therapy, attention

to such dynamics is critical especially when wogkimth HiBT survivors. Peer support
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or group therapy situations with co-therapists whoourage self-reflection in one
another may be worthwhile alternatives for HiBTwswors for whom this power
differential of individual psychotherapy may be Iplematic. As noted by Boon, Steele,
and Van der Hart (2011), complex trauma involvesnta the whole person. In addition
to psychotherapy, attention to self-care includadgquate sleep, nutrition, relaxation,
and both intrapersonal and interpersonal relatipssiosters the optimal environment in
which healing may occur.

In addition to the findings regarding shame andabgtion, interesting results
emerged regarding hallucinations. Hallucinatiorestgpically viewed as indications of
an underlying psychotic disorder with biologicaigim. In this dissertation,
hallucinations were significantly related to traufoaused shame, and marginally related
to the tendency to dissociate from threat. Theselt®add to the growing literature
suggesting that experiences of hallucinations nnigg &om trauma rather than a
biological predisposition to psychosis (Shevlinr&8loy, & Adamson, 2007; Moskowitz,
2011; Gomez, Kaehler, & Freyd, under review). Tias major implications for the
chosen course of treatment for hallucinations, @apig if the hallucinations initially
arose as an adaptive mechanism of maintaining a&sseof threat fromomewhere
while disconnecting from awareness of threat cabydtie needed perpetrator. Rather
than attempting to eliminate implicit memories lofdatening experiences with anti-
psychotic medications, hallucinations arising froetrayal trauma may be more
successfully and respectfully addressed by hon@mntgworking to integrate the split-off
memories.

As Goetz and Keltner (2007) highlight, because sheanconsidered an

96



undesireable emotional experience in the UniteteSt@an contrast to East Asian
cultures, where shame is regarded as a valuabla@Ttydhe experience of shame itself
may be shaming for a Westerner. By directly lalgglexamining and discussing shame
in a nonjudgemental and compassionate manner robsea and clinicians can play an
important role in reducing the stigma of shamerghg removing a roadblock toward
healing from betrayal trauma.
Limitations and Future Directions

Although the participants recruited for the 3 saisdin this dissertation were
prescreened for experience of at least one lifetrangmatic event, they were presumably
mostly also relatively high-functioning college déts. Results of study 1 indicated that
exposure to extensive HIiBT, rather than just afBRT may lead to increased proneness
to shame and/or dissociation in response to thiRegilication of these studies with a
clinical sample may therefore give a more accurateation of the relationship between
shame, dissociation/shame and HiBT, and the wawdhioh shame and dissociation
function together. Replication of the findings lingg both dissociation-proneness and
trauma-focused shame to hallucinations would lileéép be more robust if a clinical
sample were used.

Although the BBTS is a validated measure of betlr&nrauma that is very useful
in many respects, it does not reliably differemtibetween traumas involving a small
degree of betrayal and those involving a large eéegf betrayal. For example, the item,
“You were made to have some form of sexual contacth as touching or penetration,
by someone with whom you were very close (such@aant or lover)” could capture

instances of date rape as well as childhood seatuade by a parent. Both instances
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clearly involve betrayal, but the level of trustlaslependence upon a parent as a child is
higher than the trust and dependence upon a dagiriger, and therefore involves higher
betrayal. Future work teasing apart high from Jagh betrayal may lead to more
nuanced results.

Another limitation pertaining to the participaneruited for these studies is that
they were relatively homogenous racially and ethllyc Related to this point is that the
role of specific cultural values were not assessehis dissertation. Previous research
has indicated that values, such as the Asian valuesnformity to norms, emotional
self-control, and collectivism, compared to demgpbra variablegper semay be more
relevant to trauma disclosure (Foynes, et al.y@s$). Disclosure has implications for
trauma-related shame and dissociation in thataiscé has the potential to enhance
connection whereas shame and dissociation teratiiddte disconnection (Dorahy,
2010). Attention to recruitment of more diverse p&ea as well as deliberate inclusion of
variables pertinent to cultural values will enhahgere studies of shame, dissociation,
and betrayal trauma. Future work should also farusen in addition to women.
Comparisons of the nature of function of shamedissbociation in men compared to
women would be beneficial.

Although clear patterns emerged when consideriggtteer the results of the 3
studies in this dissertation, some nuances wafuatfiter consideration. The most
consistent finding was the connection betweendedrLoBT, but not HiBT. This pattern
of results is surprising given BTT’s proposal thatrayal can occur with or without fear.
Additional work is needed to determine under whithumstances, if any, fear and

HiBT may actually be related. It may be that thiatreely high-functioning and young
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samples recruited in this dissertation were najdently enough exposed to the types of
HIiBT that would be expected to result in fear (esgdistic abuse, domestic violence,
holocaust). Again, the use of a clinical sampl&uinre studies may help to shed light on
this issue.

The results linking HIBT, but not LoBT to shame ahsisociation were more
nuanced. Findings indicating a link between shanteHiBT, but not LOBT were
consistent for the most part, but LoBT was foungredict baseline shame in study 2. As
noted previously, it may be that LoBT may relatshame only after trauma priming
which could explain why LoBT predicted baselinerakaafter completion of the BBTS
in study 2. In study 1, however, LOBT wast found to predict an increase in shame
following exposure to non-betrayal threat. Addiabwork is needed to determine
whether the specific types of priming may be neasgskr LoBT survivors to
demonstrate a shame response. Non-betrayal imagdsmnstudy 1 included only non-
interpersonal events and did not include LoBT eventh as abuse perpetrated by a
stranger that are included in the BBTS. In additmthe questions that remain regarding
when and how shame is elicited for LOBT survivarss also unclear whether the type of
shame experienced may differ between LoBT and Higfivors. It may be useful for
future work on shame and betrayal to include the obappraisals as a measured
variable. Perhaps HIiBT survivors are more likelykenaense of their trauma history by
determining that they are evil, despicable, or assigng, whereas LoBT survivors may be
more likely to endorse appraisals of being incorapetr helpless. The types of shame
associated with the different appraisals may diffay in severity or there may be

gualitative differences.
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Results regarding betrayal trauma and dissociatiene even more nuanced. For
the most part, findings supported BTT in that dtsstoon was more often associated with
HiBT compared to LoBT. However, in study 1, expezirtal results linking HIiBT to
dissociation were driven by a few people with vexyensive HiBT history. Once again,
replication with a clinical sample is called forarder to examine how HiBT influences
dissociation for survivors of a great deal of HiBdmpared to survivors of a few HIBT
events. A complication in measuring dissociatiomagHiBT survivors emerged in
study 3. In this study, HiBT survivors, especialyvivors of extensive HiBT, were more
likely to skip items on the DES. This pattern dat emerge when LoBT was examined.
The skipped items raise the issue of possible uregerting of dissociation among HiBT
survivors when the DES is used. Future work shaskkss whether answering questions
about dissociation may be triggering a dissociasbate in HiBT survivors rendering
them more likely to skip items. This missing DES$adgattern did not emerge in Study 1
because Study 1 participants were shown a mesgagia@them whenever an item was
skipped.

Although one of the aims of this dissertation wadétermine whether shame,
like dissociation, may be a mechanism of betraliatlhess, more work is needed to
answer this question. Results of the studies irdud this dissertation indicate that
shame and dissociation do appear to have a ungdgtgonship to HiBT and that the most
commonly referred-to explanation of the shame-disgion link appears to be incorrect.
At this point discussion of the findings as thehate to the potentially adaptive function
of shame in facilitating betrayal blindness is pyispeculative. It is difficult to conceive

of an ethical study that could accurately assesstfaptiveness of shame during
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instances of abuse. However, creative experimeetEifns could be implemented such
as drawings depicting ambiguous interpersonaliogighips as used to investigate
betrayal blindness by Gobin (2011). Mediation ase$ycould be run to determine
whether feelings of shame may make HiBT survivoosenikely to rate the drawings as
non-abusive. Such studies, combined with retroggectports of feelings of shame and
dissociation at the time of the trauma, and expential results linking shame and
dissociation to HiBT like the results of study lllwogether create a more solid
foundation for the theory that shame, like disstimm may be adaptive in surviving
HIiBT.
Summary and Conclusion

This dissertation examined dissociation and fgsliof shame and fear in
survivors of traumatic events high or low in beayverall, the pattern of results
among the 3 studies revealed that HiBT tends teela¢ed to dissociation and shame, but
not fear and that that LoBT tends to be relatei@#o, and less often to shame and
dissociation. Results indicated that frequency @THexposure mattered, with survivors
of more extensive HiBT being more prone to shantkdassociation in the face of
betrayal-related threat. On the other hand, LoBVigars of just two or more events
tended to prone to fear in the face of non-betrdya&at. The link between shame and
dissociation was investigated by testing the fretjyeeferenced but never
experimentally evaluated model of bypassed sharewifl, 1971; Nathanson, 1992),
which proposes that dissociation is a defense ag#ie pain of shame. The bypassed
shame theory was not supported; shame appearadilitate dissociation but then shame

continued to increase rather than being interruptedissociation. Results of the test of

101



bypassed shame indicate that like dissociatiormshaay also serve to defend against
awareness of abuse by a depended-upon perpetedtar, than to defend against pain.
Additional work is needed to reinforce or refutesthypothesis. Finally, results indicated
that both dissociation-proneness from threat asagethronic shame have psychological
and physical health consequences in the long mauria-focused shame (shame when
reminded of the trauma) appeared to be particughggious, and was related to HIiBT,
but not LoBT. Although results indicate that HiBdrgivors may suffer greatly from
human disconnection, continued attention to traiunsiame may be the key to

ameliorating the harm of betrayal.
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APPENDIX A

STUDY MEASURES

Demographics Questionnaire
Please answer the following questions.

1)

2)

3)
4)
5)
6)
7

Sex

i. male

ii. female

iii. other

Ethnicity — Check all that apply
i. Caucasian

ii. Hispanic

ii. African American/Black

iv. Asian American

v. Native American

vi. Jamaican

vii. Asian

viii. Other (Please specify)
Country of birth:

Year of birth:

Country in which you were raised:
How many siblings do you have?
Religion

i. Catholic

il. Jewish

ili. Methodist

iv. Protestant

v. Nondenominatonal

vi. Baptist

vii. Other (Please specify)

8) Sexual orientation

i. Heterosexual

il. Homosexual

iii. Bisexual

iv. Unsure/Other (Please specify)
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State Shame and Guilt Scale: Shame Subscale:

The following are some statements which may or naydescribe how you are feeling
right now.

Please rate each statement using the 5-point lselle&r. Remember to rate each
statement based on how you are feetigbt at this moment

Not Feeling This Feeling This Way Feeling ThisyWa Feeling This Way Feeling This Way
Way At All Slightly Somewhat Strongly Very Stigly

0 1 2 3 4

| want to sink into the floor and disappear.
| feel small.

| feel like a bad person.

| feel humiliated, disgraced.

| feel worthless, powerless.
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Positive and Negative Affect Schedule - Expanded F, fear subscale

This scale consists of a number of words that desdifferent feelings and emotions.
Read each item and then mark the appropriate answlee space next to that word.
Indicate to what extent you feel this way right ndlat is, at the present moment. Use
the following scale to record your answers.

very slightly a little moderately quite a bit  xteemely

or not at all
1 2 3 4 5

___afraid
__scared
__frightened
__hervous
__Jittery
__shaky
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State Scale of Dissociation:
Not at all Very much so

1 Right now things around me seem unreal or
Dreamlike.

2 Things around me look different right now
from the way they usually do

3 At this moment it is as if | am looking at
things around me through a fog.

4 At this moment | feel far away from what is
happening around me.

5 Right now things around me are looking
smaller than they usually do.

6 Right now things around me are looking
much larger than they usually do.

7 1 am in a world of my own at this moment.
8 1 am in a trance now.

9 At this moment my body feels vague,
indefinite, strange.

10 Right now my body seems disconnected
from my thoughts, my feelings, my self.

11 It feels as if | am going through the motions
of living, but the real me is far away from
what is happening to me now.

12 It feels as if | am watching my body from a
distance now.

13 If feels now as if parts of my body or my
whole being is unreal.

14 My hands or feet or other parts of my body

are feeling as if they have just changed in
size.
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15 Right now | am feeling like a stranger to
myself.

16 It seems that my emotions or thoughts are
not all my own at this moment.

17 Right now | do not feel like my real self.
18 This is not me.

19 Right now | do not know who | really am.
20 | do not feel like a whole person now.

21 There is a struggle going on inside of me.

22 | am feeling torn between one thing and
another.

23 There is a dialogue in my head now.
24 My inner voices are talking.

25. Right now we are more than one person
looking at this statement.

26. Someone else is about to enter now (for
example the child).

27. Right now there is another person waiting
to come out and take control of my actions
and speech.

28. Another person wants to take over now.

29. Someone else is in control now.

30. It feels as if | am being possessed by
something or someone.

31. I am not in control of my emotions right now.
32. My mood is changing right now (for example

into anger, anxiety, happiness, or a feeling of
mystical awareness).
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33. I am unusually weak or paralysed in one or
more of my muscles now.

34. | am feeling immobile like a statue, while
being aware of what is going on around me.

35. If I try to speak now, my voice will be gone
or different from usual.

36. | cannot control my speech now.

37. My skin sensation is abnormal at this
moment.

38. | have numbness in one or more places on
my skin now.

39. | feel as if | am going to faint now.

40. It feels as if | am about to have a ét or a
seizure of some kind now.

41. | am having diféculty taking in new
information.

42. | am forgetting what | want to do or say.

43. | do not remember much of what has
happened so far today.

44. | think | may have forgotten to tick one or
more of the preceding statements.

45. | am feeling quite uncertain of where we
are in time.

46. | am feeling uncertain of how | arrived at
this place today.

47. This situation feels as if it has happened
before in exactly the same way.

48. | am having a strange feeling as if | know
what will happen next.

49. | am remembering things that | have not
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thought about for some time.
50. Unwanted memories are entering my mind.

51. | am seeing a past event in my mind’s eye
right now.

52. | am experiencing a flashback now.

53. It feels as if some past event is occurring
again now.

54. | am hearing one of my memories now.

55. | am experiencing a smell now that reminds
me of something in my past.

56. Right now there is a taste in my mouth that
reminds me of something in my past.
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Relational Health Indices
PEER (RHI-P)

Next to each statement below, please indicate tiheber
that best applies to your relationship with a clivsand.

1= Never; Z Seldom; & Sometimes; 4 Often; 5= Always

1. Even when | have difficult things to share, hde honest and real with my friend.
2. After a conversation with my friend, | feel ufed.

3. The more time | spend with my friend, the claskerel to him/her.

4. | feel understood by my friend.

5. It is important to us to make our friendshipwro

6. | can talk to my friend about our disagreemeviteout feeling judged.

7. My friendship inspires me to seek other friengdslike this one.

8. | am uncomfortable sharing my deepest feelimgsthoughts with my friend.
9. | have a greater sense of self-worth throughrefgtionship with my friend.
10. | feel positively changed by my friend.

11. I can tell my friend when he/she has hurt ngjifgs.

12. My friendship causes me to grow in importanysva

MENTOR (RHI-M)

Next to each statement below, please indicate uhgber that best applies to your
relationship with your most important mentor.

1= Never; Z Seldom; & Sometimes; 4 Often; 5= Always
1. | can be genuinely myself with my mentor.

2. | believe my mentor values me as a whole pefsan, professionally/academically
and personally).

3. My mentor’s commitment to and involvement in oglationship exceeds that required
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by his/her social/
professional role.

4. My mentor shares stories about his/her own ésipees with me in a way that
enhances my life.

5. I feel as though | know myself better becausepimentor.
6. My mentor gives me emotional support and engrmeent.

7. 1 try to emulate the values of my mentor (susls@cial, academic, religious,
physical/athletic).

8. | feel uplifted and energized by interactionghwny mentor.

9. My mentor tries hard to understand my feelings goals (academic, personal, or
whatever is relevant).

10. My relationship with my mentor inspires me ¢l other relationships like this one.
11. | feel comfortable expressing my deepest caorscter my mentor.

COMMUNITY (RHI-C)

Next to each statement below, please indicate uh&er that best applies to your
relationship with or involvement in this community.

1= Never; Z Seldom; & Sometimes; 4 Often; 5= Always

1. | feel a sense of belonging to this community.

2. | feel better about myself after my interactiovith this community.

3. If members of this community know somethingaghiering me, they ask me about it.
4. Members of this community are not free to justiiemselves.

5. | feel understood by members of this community.

6. | feel mobilized to personal action after megsinvithin this community.

7. There are parts of myself | feel | must hiderfrthis community.

8. It seems as if people in this community reakg Ime as a person.

9. There is a lot of backbiting and gossiping iils tommunity.
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10. Members of this community are very competitineh each other.

11. | have a greater sense of self-worth througlcamnection with this community.

12. My connections with this community are so insygi that they motivate me to pursue
relationships with

other people outside this community.

13. This community has shaped my identity in maaysv

14. This community provides me with emotional suppo

112



Brief Betrayal Trauma Survey

Instructions: For each of the following events gsie circle your response to indicate
your best estimate of how many times the evenhhgpened to you.

1. Been in a major earthquake, fire, flood, hurricane, or tornado that resulted in
significant loss of personal property, serious injoy to yourself or a significant other,
the death of a significant other, or the fear of yor own death.

Before age 14: never ltime  2-5times 6-20 times21-100 times
more than 100 times

Age 14-17 never ltime 2-5times 6-20times  21-100 times
more than 100 times

Agel8 or Older: never 1time 2-5 times 6tiddes  21-100 times
more than 100 times

2. Been in a major automobile, boat, motorcycle, phe, train, or industrial accident
that resulted in similar consequences.

Before age 14: never ltime  2-5times 6-20 times21-100 times
more than 100 times

Age 14-17 never ltime 2-5times 6-20times  21-100 times
more than 100 times

Agel8 or Older: never 1ltime 2-5 times 6tid@des  21-100 times
more than 100 times

3. Witnessed someone with whom you were very clo&ich as a parent, brother or
sister, caretaker, or intimate partner) committing suicide, being killed, or being
injured by another person so severely as to resuilh marks, bruises, burns, blood, or
broken bones. This might include a close friend isombat.

Before age 14: never ltime  2-5times 6-20 times21-100 times
more than 100 times

Age 14-17 never ltime 2-5times 6-20 times  21-100 times
more than 100 times

Agel8 or Older: never 1time 2-5 times 6tiddes  21-100 times
more than 100 times

4. Witnessed someone with whom you were not so @asndergoing a similar kind of
traumatic event.

Before age 14: never ltime  2-5times 6-20 times21-100 times
more than 100 times
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Age 14-17 never ltime 2-5times 6-20 times  21-100 times
more than 100 times

Agel8 or Older: never 1time 2-5 times 6tiddes  21-100 times
more than 100 times

5. Witnessed someone with whom you were very clodeliberately attack another
family member so severely as to result in marks, luises, blood, broken bones, or
broken teeth.

Before age 14: never ltime  2-5times 6-20 times21-100 times
more than 100 times

Age 14-17 never ltime 2-5times 6-20 times  21-100 times
more than 100 times

Agel8 or Older: never 1ltime 2-5 times 6tiddes  21-100 times
more than 100 times

6. You were deliberately attacked that severely bgomeone with whom you were
very close.

Before age 14: never ltime  2-5times 6-20 times21-100 times
more than 100 times

Age 14-17 never ltime 2-5times 6-20 times  21-100 times
more than 100 times

Agel8 or Older: never 1time 2-5 times 6tiddes  21-100 times
more than 100 times

7. You were deliberately attacked that severely bgomeone with whom you were not
close.

Before age 14: never ltime  2-5times 6-20 times21-100 times
more than 100 times

Age 14-17 never ltime 2-5times 6-20times  21-100 times
more than 100 times

Agel8 or Older: never 1ltime 2-5 times 6tiddes  21-100 times
more than 100 times

8. You were made to have some form of sexual contasuch as touching or
penetration, by someone with whom you were very cée (such as a parent or lover).

Before age 14: never ltime  2-5times 6-20 times21-100 times
more than 100 times

Age 14-17 never ltime 2-5times 6-20 times  21-100 times
more than 100 times
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Agel8 or Older: never 1ltime 2-5 times 6tiddes  21-100 times
more than 100 times

9. You were made to have such sexual contact by seame with whom you were not
close

Before age 14: never ltime  2-5times 6-20 times21-100 times
more than 100 times

Age 14-17 never ltime 2-5times 6-20 times  21-100 times
more than 100 times

Agel8 or Older: never 1time 2-5 times 6tiddes  21-100 times
more than 100 times

10. You were emotionally or psychologically mistrei@d over a significant period of
time by someone with whom you were very close (suels a parent or lover).

Before age 14: never ltime  2-5times 6-20 times21-100 times
more than 100 times

Age 14-17 never ltime 2-5times 6-20times  21-100 times
more than 100 times

Agel8 or Older: never 1time 2-5 times 6tiddes  21-100 times
more than 100 times

11. Experienced the death of one of your own chilén.

Before age 14: never ltime  2-5times 6-20 times21-100 times
more than 100 times

Age 14-17 never ltime 2-5times 6-20times  21-100 times
more than 100 times

Agel8 or Older: never 1time 2-5 times 6tiddes  21-100 times
more than 100 times

12. Experienced a seriously traumatic event not atlady covered in any of these
guestions.

Before age 14: never ltime  2-5times 6-20 times21-100 times
more than 100 times

Age 14-17 never ltime 2-5times 6-20times  21-100 times
more than 100 times

Agel8 or Older: never 1ltime 2-5 times 6tiddes  21-100 times
more than 100 times
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PTSD CheckList — Civilian Version (PCL-C)

Below is a list of problems and complaints thaevahs sometimes have in response to
stressful life experiences. Please read each op&ullg, and indicate how much you
have been bothered by that problenthe last month

Quit_e
'

Not at|A little [Moderatly
all (1) | bit (2) (3)

No. Response Extremely

Repeated, disturbingmemories,
1. thoughts, or imagesf a stressful
experience from the past?
Repeated, disturbindreamsof a
stressful experience from the past?
Suddenlyactingor feelingas if a

3. stressful experienogere happening
again (as if you were reliving it)?
Feelingvery upsetvhensomething
4. remindedyou of a stressful
experience from the past?
Havingphysical reactionge.g., heal
pounding, trouble breathing, or

5. lsweating) whersomething reminded
you of a stressful experience from
past?

Avoid thinking aboutor talking
abouta stressful experience from the
past or avoidhaving feelingselated
to it?

Avoid activitiesor situationsbecaus
7. theyremind youof a stressful
experience from the past?
Troubleremembering important

8. |parts of a stressful experience from
the past?

Loss ofinterest in things that you
used to enjoy?

Feelingdistantor cut off from other
people?

Feelingemotionally numlor being
11.unable to have loving feelings for
those close to you?

Feeling as if youfuture will
"'somehow beut shor?
13.[Troublefalling or staying asleep
14.Feelingirritable or havingangry

10.

12
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outburst®

15.

Havingdifficulty concentrating

16.

Being“super alert” or watchful on
guard?

17.

Feelingjumpyor easily startled?
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Physical health Questionnaire
Compared to others of your same age and sex, woulday that in general your health is....

Excellent Very good Good Fair Poor
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Hallucination symptoms

1. Have you ever had the experience of seeing $wngedr someone that others
present could not see - that is, had a vision wleenwere wide awake?

2. Have you ever had the experience of hearingshather people could not
hear, such as noises or a voice?

3. Have you ever had unusual feelings inside oyaur body, like being touched

when nothing was there or feeling something movmsgle your body?
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Dissociative Experiences Scale

Directions: This questionnaire consists of twenghequestions about experiences that
you may have in your daily life. We are interestetiow often you have these
experiences. It is important, however, that yowsvears show how often these
experiences happen to you when you are not undentiuence of alcohol or drugs. To
answer the questions, please determine to whaeddlge experience described in the
guestion applies to you and circle the number tmsivhat percentage of the time you
have the experience.

Example:
0% 10 20 30 40 50 60 70 80 90 100%
(never) (always)

1. Some people have the experience of driving awdrsuddenly realizing that they
don't remember what has happened during all orghdhie trip. Circle a number to show
what percentage of the time this happens to you.

0% 10 20 30 40 50 60 70 80 90 100%

2. Some people find that sometimes they are listetoa someone talk and they suddenly
realize that they did not hear all or part of wvas said. Circle a number to show what
percentage of the time this happens to you.

0% 10 20 30 40 50 60 70 80 90 100%

3. Some people have the experience of finding tleénas in a place and having no idea
how they got there. Circle a number to show whatg@age of the time this happens to
you.

0% 10 20 30 40 50 60 70 80 90 100%

4. Some people have the experience of finding tleéras dressed in clothes that they
don't remember putting on. Circle a number to shddat percentage of the time this
happens to you.

0% 10 20 30 40 50 60 70 80 90 100%

5. Some people have the experience of finding méwgs among their belongings that
they do not remember buying. Circle a number taxsivbat percentage of the time this
happens to you.

0% 10 20 30 40 50 60 70 80 90 100%

6. Some people sometimes find that they are appeablsy people that they do not know
who call them by another name or insist that theeyehmet them before. Circle a number
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to show what percentage of the time this happegsuo
0% 10 20 30 40 50 60 70 80 90 100%

7. Some people sometimes have the experiencelofdees though they are standing
next to themselves or watching themselves do sontetts if they were looking at
another person. Circle a number to show what p&agerof the time this happens to you.

0% 10 20 30 40 50 60 70 80 90 100%

8. Some people are told that they sometimes doecognize friends or family members.
Circle a number to show what percentage of the thmsehappens to you.

0% 10 20 30 40 50 60 70 80 90 100%

9. Some people find that they have no memory faresomportant events in their lives
(for example, a wedding or graduation). Circle anber to show what percentage of the
time this happens to you.

0% 10 20 30 40 50 60 70 80 90 100%

10. Some people have the experience of being ad@isgng when they do not think
that they have lied. Circle a number to show wlest@ntage of the time this happens to
you.

0% 10 20 30 40 50 60 70 80 90 100%

11. Some people have the experience of lookingnmreor and not recognizing
themselves. Circle a number to show what percerdgatiee time this happens to you.

0% 10 20 30 40 50 60 70 80 90 100%

12. Some people sometimes have the experiencelofgehat other people, objects, and
the world around them are not real. Circle a nunibashow what percentage of the time
this happens to you.

0% 10 20 30 40 50 60 70 80 90 100%

13. Some people sometimes have the experiencelofdehat their body does not
belong to them. Circle a number to show what paaggnof the time this happens to you.

0% 10 20 30 40 50 60 70 80 90 100%
14. Some people have the experience of sometimesmbering a past event so vividly

that they feel as if they were reliving that eveZitcle a number to show what percentage
of the time this happens to you.
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0% 10 20 30 40 50 60 70 80 90 100%

15. Some people have the experience of not beiregvanether things that they
remember happening really did happen or whetherjtret dreamed them. Circle a
number to show what percentage of the time thipéapto you.

0% 10 20 30 40 50 60 70 80 90 100%

16. Some people have the experience of beingamdi&r place but finding it strange
and unfamiliar. Circle a number to show what petage of the time this happens to you.

0% 10 20 30 40 50 60 70 80 90 100%

17. Some people find that when they are watchileyitgon or a movie they become so
absorbed in the story that they are unaware ofr @bhents happening around them.
Circle a number to show what percentage of the thmgehappens to you.

0% 10 20 30 40 50 60 70 80 90 100%

18. Some people sometimes find that they beconrevetved in a fantasy or daydream
that it feels as though it were really happeninthem. Circle a number to show what
percentage of the time this happens to you.

0% 10 20 30 40 50 60 70 80 90 100%

19. Some people find that they are sometimes alignbre pain. Circle a number to
show what percentage of the time this happensuo yo

0% 10 20 30 40 50 60 70 80 90 100%

20. Some people find that they sometimes sit gaothinto space, thinking of nothing,
and are not aware of the passage of time. Cirolenaber to show what percentage of the
time this happens to you.

0% 10 20 30 40 50 60 70 80 90 100%

21. Some people sometimes find that when theylaredhey talk out loud to
themselves. Circle a number to show what percerdgatiee time this happens to you.

0% 10 20 30 40 50 60 70 80 90 100%
22. Some people find that in one situation they mayso differently compared with
another situation that they feel almost as if teye different people. Circle a number to

show what percentage of the time this happensuo yo

0% 10 20 30 40 50 60 70 80 90 100%
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23. Some people sometimes find that in certairagans they are able to do things with
amazing ease and spontaneity that would usualtifbeult for them (for example,

sports, work, social situations, etc.). Circle anver to show what percentage of the time
this happens to you.

0% 10 20 30 40 50 60 70 80 90 100%

24. Some people sometimes find that they canno¢mdmer whether they have done
something or have just thought about doing thaigtliior example, not knowing whether
they have just mailed a letter or have just thoadpatut mailing it). Circle a number to
show what percentage of the time this happensuo yo

0% 10 20 30 40 50 60 70 80 90 100%

25. Some people find evidence that they have daungg that they do not remember
doing. Circle a number to show what percentagéetitne this happens to you.

0% 10 20 30 40 50 60 70 80 90 100%

26. Some people sometimes find writings, drawingsiotes among their belongings that
they must have done but cannot remember doingleGiraumber to show what
percentage of the time this happens to you.

0% 10 20 30 40 50 60 70 80 90 100%

27. Some people find that they sometimes hear sonsde their head that tell them to

do things or comment on things that they are ddigele a number to show what
percentage of the time this happens to you.

0% 10 20 30 40 50 60 70 80 90 100%

28. Some people sometimes feels as if they arerlgak the world through a fog so that
people or objects appear far away or unclear. €aahumber to show what percentage of

the time this happens to you.

0% 10 20 30 40 50 60 70 80 90 100%
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Trauma Appraisal Questionnaire Shame Subscale

The following questions have to do with your fegrand emotions. Please think about
an event you said you experienced (physical/ematipanishment, sexual experience or
general life events). If you experienced manyhefévents asked about, please think
about one event that was the most distressingdwarthe following questions.

We are interested in how you feww when thinking about the event. For each of the
following items, please indicate how much you agredisagree with thdescription of
your thoughts, feelings or experiencesow when you think about the event. You may
skip any question you do not wish to answer.

1 2 3 4 5

strongly somewhat neutradomewhat strongly
disagree disagree agree agree

1 No shower can wash away how dirty | feel. 1 2 3 4 5
2 It's asis my insides are dirty. 12 3 4 5
3 | feel embarrassed. 1 2 34 5
4 | feel disgust. 1 2 34 5
5 | feel ashamed. 1 2 34 5
6 | feel humiliated. 1 2 34 5
7 I've lost my sense of womanhood/manhood. 1 2 3 4 5
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Guilt and Shame Proneness Scale

In this questionnaire, you will read about situatigdhat peple are likely to encounter in
day-to-day life, followed by common reactions togh situations. As you read each
scenario, try to imagine yourself in that situatidhen indicate the likelihood that you
would react in the way described.

1 2 3 4 5 6 7
Very Unlikely Slightly About 50% Sligy  Likely Very Likely
Unlikely Unlikely Likely Likely

1. After realizing you have received tocimahange at a store, you decide to
keep it because the salesclerk doesn't notice. Wiia¢ likelihood that you would feel
uncomfortable about keeping the money?

2. You are privately informed that youtheeonly one in your group that did
not make the honor society because you skippedhtoty days of school. What is the
likelihood that this would lead you to become mi@gponsible about attending school?

3. You rip an article out of a journalhie tibrary and take it with you. Your
teacher discovers what you did and tells the liareand your entire class. What is the
likelihood that this would make you would feel liedbad person?

4. After making a big mistake on an imparfaoject at work in which people
were depending on you, your boss criticizes yoluant of your coworkers. What is the
likelihood that you would feign sickness and leaark?

5. You reveal a friend’s secret, thoughr yoend never finds out. What is the
likelihood that your failure to keep the secret Vaolead you to exert extra effort to keep
secrets in the future?

6. You give a bad presentation at workemfards your boss tells your
coworkers it was your fault that your company it contract. What is the likelihood
that you would feel incompetent?

7. A friend tells you that you boast a gdeal. What is the likelihood that you
would stop spending time with that friend?

8. Your home is very messy and unexpeatestg knock on your door and
invite themselves in. What is the likelihood thatiywould avoid the guests until they
leave?

9. You secretly commit a felony. What s likelihood that you would feel
remorse about breaking the law?
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10. You successfully exaggerate your damiage lawsuit. Months later, your
lies are discovered and you are charged with periifihat is the likelihood that you
would think you are a despicable human being?

11. You strongly defend a point of vievaidiscussion, and though nobody was
aware of it, you realize that you were wrong. Wikahe likelihood that this would make
you think more carefully before you speak?

12. You take office supplies home for peasase and are caught by your boss.
What is the likelihood that this would lead yougtait your job?

13. You make a mistake at work and findaozworker is blamed for the error.
Later, your coworker confronts you about your nketaVhat is the likelihood that you
would feel like a coward?

14. At a coworker’s housewarming party, gpill red wine on their new
cream-colored carpet. You cover the stain witharcko that nobody notices your mess.
What is the likelihood that you would feel that thay you acted was pathetic?

15. While discussing a heated subject fnéhds, you suddenly realize you are
shouting though nobody seems to notice. What isikekhood that you would try to act
more considerately toward your friends?

16. You lie to people but they never fint about it. What is the likelihood that
you would feel terrible about the lies you told?
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Experience of Shame Scale

Everybody at times can feel embarrassed, self-consor ashamed. These questions
are about such feelings if they have occurred wtiame in the past year. There are
no ‘right’ or ‘wrong’ answers. Please indicate tkeponse which applies to you with a

tick.
not at all a little moderately very much

1. Have you felt ashamed of any of your () () () ()
personal habits?

2. Have you worried about what other () () () ()
people think of any of your personal

habits?

3. Have you tried to cover up or conceal () () () ()
any of your personal habits?

4. Have you felt ashamed of your manner () () () ()
with others?

5. Have you worried about what other () () () ()
people think of your manner with

others?

6. Have you avoided people because of () () () ()
your manner?

7. Have you felt ashamed of the sort of () () () ()
person you are?

8. Have you worried about what other () () () ()
people think of the sort of person you

are?

9. Have you tried to conceal from others () () () ()
the sort of person you are?

10. Have you felt ashamed of your ability to () () () ()
do things?

11. Have you worried about what other () () () ()
people think of your ability to do things?

12. Have you avoided people because of () () () ()
your inability to do things?

13. Do you feel ashamed when you do () () () ()
something wrong?

14. Have you worried about what other () () () ()
people think of you when you do

15. Have you tried to cover up or conceal () () () ()
things you felt ashamed of having done?
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16. Have you felt ashamed when you said ()
something stupid?

17. Have you worried about what other ()
people think of you when you said

something stupid?

18. Have you avoided contact with anyone ()
who knew you said something stupid?

19. Have you felt ashamed when you failed in ( )
a competitive situation?

20. Have you worried about what other ()
people think of you when you failed in a
competitive situation?

21. Have you avoided people who have seen ( )
you fail?

22. Have you felt ashamed of your bodyor ()
any part of it?

23. Have you worried about what other ()
people think of your appearance?

24. Have you avoided looking at yourselfin ()
the mirror?

25. Have you wanted to hide or conceal ()
your body or any part of it?
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APPENDIX B
STUDY MANIPULATIONS
Study 1 Betrayal threat condition
IAPS images:

2245.1 — Boy with black eye

2276 — Girl crying

2703 — Children crying and begging

3191 — Bruised nude woman

4621 — Sexual harassment

6315 — Man grabbing woman’s neck

6360 — Man punching woman

6530 — Men hitting woman

6561 — Woman recoiling as man tries to kiss her
6838 — Little girl screaming as police arrest careig

Study 1 Non-betrayal threat condition
IAPS images:

5971 — Tornado

9470 — Exploded building
9471 — Exploded building
9610 — Plane crash

9611 — Plane crash

9900 — Auto accident
9911 — Auto accident
9920 — Auto accident
9922 — Fire

9930 — Boat capsizing
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Study 1 Intrapersonal threat condition

In the next section, you will be asked three goastassessing some basic math skills
followed by three questions assessing verbal skiMisen you have completed the
problems, some feedback about how well you perfdrmiél appear on the screen.

1. Which is the average (mean) of the following sesadres: 5, 6, 7, 7, 8, 9

- 55
- 6
- 65
- 7
- 75

2. IfX?%4=1,then X =

- 42

"
-0
- 3

- 3

3. In a certain shop, notebooks that normallyfeelb9 cents each are on sale at 2
for 99 cents. How much can be saved by purchagingf ihese notebooks at the sale
price?

- $.85

- $.95

- $1.10
- $1.15
- $2.00

4. Which of the following is the best choice as tipposite of the word “scholarly?”

- Leisurely
- Crass

- Academic
- llliterate

- Boring

5. Which of the following defines the word, “diserested?”
- Impartial

- Not interested
- Not paying attention
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- Opinionated
- Excited

6. Early of hearing loss is by the flaat the other senses are able to
compensate for moderate amounts of loss, so tlaiegé&equently do not know that
their hearing is imperfect.

- Discovery...indicated

- Development...prevented
- Detection...complicated
- Treatment...facilitated

- Incidence...corrected
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Study 2 Dissociation induction

“Sometimes people experience an emotion but feakctied from that emotion. For
example, it is possible to feel happy during a gedibn without fully experiencing the
happiness. Think of up to four occasions duringolrhyiou felt disconnected and
detached from an emotional situation. Write thésggons in the space below.”

[Participants were then be shown the following phsd

There are days when | really lose track of time.

Sometimes | space out about what | am doing or &gham going.
A lot of things are happening that I'm not aware of

| feel like I'm on “automatic pilot.”

| feel detached and distant today.

| can imagine watching myself in this room from abpor from outside.
Sometimes | don’t know whether | have actually dsomething or just thought about
doing it.

What's happening to me feels unreal.

| feel out of touch with other people.

Sometimes | don’t notice things that are happeanogind me.

| feel like just sitting and letting the time pdss

Being in this room feels like being in a dream.

| do things and later realize | hadn’t actuallyided to do them.

| feel like I’'m not part of this experience.

Things feel like they’re happening in slow motion.

| feel disconnected from my own body.

| feel like | don’t notice a lot of things that dnappening.

| feel like | don’t always pay attention.

| feel like a spectator, watching what is happeriege.

| am blanking out on what is happening.

Now that you're feeling very detached, concentaatehat feeling. Feel it getting

stronger and stronger; more and more distant.tlagtrtinue to build. Think about things
that have happened in your life that have madefgeluwvery, very detached. Concentrate
on it. Let yourself feel very disconnected, spaseyy uninvolved, very withdrawn. As
you do, you'll feel the mood build. It'll become mgointense, more detached. This in turn
will make you think of other things in your lifeahhave made you feel very, very
detached. The mood will continue to build. Fedletome more intense. Feel it get
stronger and stronger. It will happen. Do and tharilatever you can to build this very
detached mood. Feel very, very detached. Begin now.
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