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Abstract 

The term moral injury has been used to describe the psychological effects of bearing 

witness to the occurrence and/or aftermath of violence and human suffering or failing to 

prevent outcomes which transgress deeply held beliefs. Non-offending parents (NOPs) can 

adopt maladaptive moral injury cognitions that appraise themselves as having committed 

moral violations for failing to protect their children from sexual abuse. The hallmark features 

of moral injury have been hypothesised to include the experience of guilt, shame, betrayal, 

emotions, and anger following the traumatic event. These emotional responses are commonly 

preceded by maladaptive post-trauma cognitions (i.e., negative beliefs about the self, world, 

and self-blame) that result from the appraisal of their child being sexually abused. In line with 

existing cognitive models of post-traumatic distress, NOPs appraisals of the morally injurious 

event and negative beliefs about themselves can contribute to the development of negative 

emotions and, ultimately, diagnosable mental health disorders including posttraumatic stress 

disorder (PTSD), complex posttraumatic stress disorder (CPTSD), depression, and other 

disorders. Due to a paucity of empirical research in this area, the current program of research 

addressed this gap by examining the relationship between intrapersonal maladaptive moral 

injury cognitions, PTSD, and CPTSD, as well as intrapersonal adaptive cognitive coping 

strategies that facilitate Post-traumatic Growth (PTG) (i.e., positive psychological changes 

resulting from struggling with traumatic events).  

Three cognitive paradigmatic models were developed, namely the Intrapersonal 

Maladaptive Moral Injury Cognitions of PTSD Model; the Intrapersonal Maladaptive Moral 

Injury Cognitions of CPTSD Model, and the Intrapersonal Adaptive Cognitive Coping Model 

of Post-traumatic Growth. CPTSD is an emerging psychological disorder, and the 

psychometrics for the International Trauma Questionnaire (ITQ; Cloitre et al., 2018) are still 

evolving. Therefore, the present research examined the clinical utility of the ITQ in a 

population of NOPs. This current research also compared differences of maladaptive moral 

injury cognitions between NOPs with a diagnosis of PTSD or CPTSD with high Adverse 

Childhood Experiences (ACE) verses low ACE; and sought to identify the key adaptive 

cognitions that facilitate PTG.  

Four empirical studies that utilised a mixed-methods approach were conducted to 

achieve the overarching aims of this research. Study 1, which employed a sample of NOPs in 

Australia (N = 151), found that the intrapersonal maladaptive cognitions of moral injury that 

predicted PTSD were: self-judgment, overidentification, and isolation relating to 

uncompassionate self, catastrophising relating to emotion dysregulation, and negative-self 
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cognitions. Findings from the path analysis supported the Intrapersonal Maladaptive Moral 

Injury Cognitions of PTSD Model (see Figure 9) with intrapersonal maladaptive cognitions as 

a strong and significant predictor that explained the risk of 47% of the variance of PTSD. 

Study 2’s findings demonstrated the ICD-11 ITQ to be a valid and reliable measure with an 

Australian NOP population (N = 126). Latent class analysis identified two distinct CPTSD 

(34.1%) and PTSD (11.1%) profiles. Results supported the Intrapersonal Maladaptive Moral 

Injury Cognitions of CPTSD Model (see Figure 15) showing that intrapersonal maladaptive 

cognitions significantly predicted variance in PTSD (56%) in NOPs with high ACE, 

suggesting that moral injury related cognitions may differentiate between PTSD and CPTSD. 

Study 3 presented a systematic literature review of factors promoting PTG in parents of 

children who had experienced complex trauma. Primary findings suggested that self-

compassion, positive re-appraisal, and self-esteem were growth factors that facilitated PTG 

outcomes across 21 studies. Study 4 revealed that intrapersonal adaptive cognitive coping 

strategies of PTG explained 25% of the variance in PTG (personal strength), supporting the 

Intrapersonal Adaptive Cognitive Coping Model of Post-traumatic Growth (see Figure 18). 

Mediators of PTG and PTSD included hope, self-compassion (mindfulness), emotion 

regulation (positive re-appraisal), and post-traumatic cognitions (negative emotions). The 

findings from the studies conducted in this current program of research have empirically 

extended moral injury theory to develop the Intrapersonal Moral Injury Cognitions Theory. 

Evidential support was found for the paradigmatic models that depict the clinical utility of 

intrapersonal cognitions of moral injury as valuable psychosocial constructs beyond solely 

abuse-related symptoms in PTSD, CPTSD, and PTG, holding heuristic and pragmatic value as 

potential therapeutic targets in treating NOPs. 

 

Keywords: moral injury cognitions, complex trauma, non-offending parents, childhood 

sexual abuse, complex posttraumatic stress disorder, post-traumatic growth 
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Chapter One 

 

Impact and Outcomes of Child Sexual Abuse on Non-offending Parents 

 

Child Sexual Abuse 

Most families ensure their children navigate the pathway of childhood from a secure 

base with a protective caregiver, yet there is increasing evidence that child abuse remains one 

of the most prevalent worldwide health and welfare crises (Children’s Human Rights Report, 

2019; Cooper et al., 2000; World Health Organisation [WHO], 2018). Posttraumatic stress 

disorder (PTSD) is a common sequela for child survivors of abuse and their Non-offending 

Parents (NOPs), and previous research has found that childhood trauma and negative family 

environments are risk factors for PTSD (Brewin et al., 2000; Ozer et al., 2003).  

As such, in 2012 the Commonwealth Government pioneered the Australian Royal 

Commission into Institutional Responses (Wright et al., 2017) and sought evidence on the 

impact of abuse from over 2000 survivors and found that institutional abuse occurred 

alongside Childhood Sexual Abuse (CSA) in familial contexts. The Australian Institute of 

Health and Welfare (Sandison, 2018) reported that most victims of sexual abuse also 

experienced physical and emotional abuse, with the vast majority struggling with long-term 

impacts on their wellbeing. Survivors, advocacy support groups, and practitioners have 

acknowledged the morbidity connected to sexual abuse and the burden on the sufferers and 

health care system, both affected by insufficient service delivery (Mears & McGreal, 2012). 

The large, identified gap outside of institutional settings led to a letter to the Royal 

Commission Patent from Queen Elizabeth the Second who mandated that Australia make all 

fitting legislative, education, and social measures necessary to identify, report, investigate, 

treat, and prevent children from experiencing sexual abuse (Royal Commission into 

Institutional Responses, 2017a).  The Commission into Institutional Responses (2017a) 

reported that most survivors took an average of 23.9 years to make a disclosure; these 

findings were in line with previous research (Reitsema & Grietens, 2016; Swingle et al., 

2016). 

Definition of Childhood Sexual Abuse (CSA) 

Child abuse and neglect is defined by the (WHO, 2006) as all forms of physical and/or 

emotional ill treatment, neglect, exploitation or sexual abuse that results in actual or potential 

harm to a child’s survival, health, dignity, or development in context of a relationship of trust 

or power. CSA is not uniformly defined; however, the WHO (2018) and the International 
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Society for Prevention of Child Abuse and Neglect have defined CSA as a sexual act that 

violates the laws or social taboos of society in which a child is involved who did not give 

informed consent, was not developmentally prepared, or able to fully understand. Sexual 

abuse may be performed by adults or other children who are by their age or stage of 

development in a position of trust, responsibility, or power over the victim. Whenever power 

is misused to exploit trust to wound the vulnerable, abuse has occurred (Langberg, 2003). 

Furthermore, the Australian Institute of Health and Welfare (2019) defines sexual assault as a 

type of sexual violence that includes any physical or intent of sexual contact against a 

person’s will that involves intimidation, coercion, or force by any person regardless of the 

relationship to the victim, in any setting. 

It is further acknowledged that children may live within caregiving environments 

including guardians, adoptive parents, stepparents, grandparents, and caregivers with legal 

custodianship. Due to the varying forms of caregiving environments in which children are 

raised, this program of research has defined an NOP as the primary non-offending caregiver 

whose children disclosed experiencing sexual abuse and will draw from an Australian 

population sample.  

Prevalence of Childhood Sexual Abuse. CSA is a universal public health problem 

connected with many detrimental physical and psychological outcomes experienced 

throughout childhood and into adulthood for both child victims and their families (Clevenger, 

2016). Research has suggested that one in five children will experience CSA before reaching 

18 years of age (Collin-Vezina et al., 2013; Dube et al., 2013; Stoltenborgh et al., 2011), with 

8%-31% of girls and 3%-17% of boys having experienced CSA (Barth et al., 2013). A meta-

analysis of 45 independent studies consisting of 31,225 participants found that 64% of 

children when interviewed disclosed sexual abuse (Azzopardi et al., 2019). Worldwide meta-

analyses have consistently found CSA prevalence to be 18%-20% for women and 8% for men 

(Pereda et al., 2009). Higher rates have been reported in Africa, and inconsistent findings 

have been found in other countries (Stoltenborgh et al., 2011). A meta-analysis reviewing 55 

CSA studies reported that females have a two to threefold risk of CSA compared to males 

(Barth et al., 2012). Additionally, CSA has shown to be a generic risk factor for negative 

developmental outcomes affecting emotion regulation, cognitive, and social function. Over 

70%–75% of CSA survivors experience mental health problems over their lifetime 

(Fergusson et al., 2013; Perez-Fuentes et al., 2013; Trickett et al., 2011), suggesting that all 

countries need preventative measures. 
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Australia has a paucity of incidence or prevalence statistics for child maltreatment, yet 

CSA has been estimated to have been experienced by five million Australian adults 

(Kezelman et al., 2015; Mathews et al., 2016). Universally, one in five women and one in 13 

men have experienced sexual abuse as a child (WHO, 2016). A meta-analysis conducted by 

the Australian Institute of Family Studies (AIFS, 2017) reported a prevalence of 1.4%–12.0% 

for boys, and 4.0%-26.87% for girls, with 5,559 substantiated cases. The Department of Child 

Safety, Youth and women have defined substantiated cases as being assessed that when a 

child has suffered or is suffering or at an unacceptable risk of future suffering of significant 

harm. For children, the most common perpetrators were parents or other family members, 

with 80% of children aged 0 to 4 years old and 40% for children aged 5 to 14 years reporting 

the experience of abuse by a family member (AIHW, 2018). More than 68% of mothers who 

had reported family violence, indicated that their children had seen or experienced the 

violence (Australian Bureau of Statistics, 2017).  

Effect on Society of Childhood Sexual Abuse. It is well established that facilitating a 

parent’s recovery is crucial to a child’s recovery. To date, assessing and assisting NOPs has 

not been the focus of research (Harville et al., 2010). The most substantial risk of abuse 

remains within the family (75-95%) with most children living with or knowing the offender 

(Ailes & Furst, 2019), suggesting a more complex trauma where close bonds exist. 

Additionally, the long-term repercussions of poor adult mental health, difficulty in parenting 

relationships, and child maladjustment can impact succeeding generations (Roberts et al., 

2004).  

The costs to society for not identifying and treating CSA have resulted in a global risk 

factor affecting the global burden of disease (Mathers et al., 2009; WHO, 2018). Unresolved 

trauma stemming from child abuse is estimated to cost approximately $6.8 billion per year 

with these costs arising from, educational failures, premature deaths, long-term issues in child 

protection, fear, pain, mental anguish, homelessness, health, criminal justice, and lost 

productivity (Amos et al., 2015; Kezelman et al., 2015). The costs associated with 11 of the 

most concerning mental health disorders had CSA as a risk factor, and was estimated at $70 

billion, including schizophrenia, bipolar disorder, drug abuse/dependence, and major 

depressive disorder, self-inflicted injuries, and violence, demonstrating the considerable toll 

CSA continues to have on its survivors and society (Keyes et al., 2012; Molnar et al., 2001, 

Trickett et al., 2011).  

The United Nations Children’s Fund (UNICEF) and WHO have recognised CSA as a 

global public health concern and the leading preventable contributor to death, disability, and 
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illness for Australian families (WHO, 2018). The documented 27% increase in reported 

substantiations of child abuse and neglect (2012/13 to 2016/17), indicated significant 

limitations in the implementation and governance of The Convention on the Rights of the 

Child (TCRS, 1990; as cited in United Nations Fund, 1990). Article six within TCRC (1990) 

legislated that every child has the inherent right to life and required all state parties ensure to 

the maximum extent possible, the survival and development of the child. A commission for 

researchers to improve post-care pathways beyond reporting the prevalence of child abuse and 

the nature of abuse has been recommended by the Australian Human Rights Commission 

(2018; as cited in Mezmur, 2019). As Australia is mandated by the United Nations (UN) 

Convention on the Rights of the Child, all members of all communities are governed to 

uphold a child’s rights to live free from all forms of violence (Assembly, 1989). In 2011, the 

UN Committee extended its obligation to Article 19, to ensure that children are free of 

violence in their own home, yet achieving these standards remains an ongoing challenge. 

Effects of CSA on the NOP. Disclosure from a child to an NOP of CSA is unexpected 

and traumatic that some parents experience secondary traumatization (Elliott & Carnes, 2001; 

Manion et al., 1996). Supporting NOPs through their child’s disclosure period provides a 

window of opportunity for general practitioners and specialists to identify, if the parent has 

experienced Domestic Violence (DV) or childhood trauma. Parents involved in family 

violence as both children and adults have a high incidence of comorbidity with emotional 

disorders that may compromise their ability to attend to their child’s recovery (Gottman & 

Katz, 1989; Siegel & Hertzell, 2004). Furthermore, when caregivers share a similar trauma 

history with their children, the caregiver's symptom severity was reported to be significantly 

worse than their children’s (Brown et al., 2019). Therefore, the disclosure from their child 

may exacerbate existing mental health disorders or create new ones making NOPs less able to 

attune to their child, limiting resilience, emotional processing, and development of the child 

(De Bellis, 2001; Stroufe, 2000). Caregiver mental health may be a mediator of their child’s 

trauma exposure and their child’s mental health symptoms. Scheeringa et al. (2015) found 

that maternal PTSD and depression symptoms mediated the relationship between the child’s 

PTSD, suggesting the caregivers are traumatised by their child’s traumatic experiences and 

need to be included in treatment. Research has established that trauma is more than what 

happens to you but what happens inside you that can cause further attachment ruptures, yet 

little is known about how to identify and treat interpersonal relational complexities for NOPs 

(Siegel & Hartzell, 2003). Therefore, treatments require an extension from addressing PTSD 
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symptomology to the development of conceptual frameworks and new pathways that identify 

and support NOPs in order to help break the intergenerational cycles of abuse.  

Operationalisation of Diagnostic Approaches to Mental Health in Trauma 

Trauma treatments were originally developed to address the wake of mental health 

problems for returning war veterans. The American Psychiatric Association’s (2013) 

Diagnostic and Statistical Manual of Mental Disorders (5th ed.; DSM-5) PTSD research has 

increased understanding of the causes, maintaining mechanisms, and treatments, yet the 

definition of PTSD remains contentious. The PTSD definition differs from the DSM to The 

World Health Organisation’s (2020) International Classification of Diseases 11th Revision 

(11th ed.; ICD-11), the ICD-11 diagnosis extends to include psychological indicators beyond 

the traumatic event itself suggesting the divergence of the field. 

Current PTSD Framework 

The sequelae of trauma and psychological difficulties from the impact of a child’s 

disclosure of CSA on the NOP according to the DSM-5 (American Psychiatric Association, 

2013) is PTSD. PTSD consists of four criterion clusters and 20 symptoms (see Appendix A). 

Criterion A requires that an individual be exposed to actual or threatened death, sexual 

violence, or serious injury. It may be directly experienced or witnessed, such as learning that 

this has happened to a close family member. Criterion B requires the individual to manifest 

four symptomatic clusters of at least one re-experiencing symptom including recurrent 

distressing dreams, traumatic memories, prolonged distress at exposure to trauma reminders, 

and marked physiological reactions to internal or external trauma reminders symbolic of the 

traumatic event. Criterion C requires active avoidance of the internal thoughts and memories 

or external reminders of the situation or conversations. Criterion D requires at least two 

alterations in mood or negative cognitions, such as persistent distorted cognitions about the 

cause or event consequences, pervasive negative emotions, marked interest diminished, 

feeling isolated or unable to utilise positive emotions, and negative thoughts about oneself and 

the world (APA, 2013). 

PTSD has shown to have an extremely debilitating impact on the individual’s quality 

of life, health, relationships (Allen & Bloom, 1994), and increased suicidality (Tarrier & 

Gregg, 2004). Comorbid health problems affect approximately 70-80% of those who in 

addition to PTSD, have clinical anxiety disorders, major depressive disorders, or substance 

misuse disorders (Gros et al., 2012).  

Current PTSD theories do not account for the complex interpersonal nature of child 

abuse, or adequately include attention to understand the vicarious trauma effects to NOPs 
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(Sterne & Perle, 2010). Under the current PTSD framework, a child who experiences sexual 

or physical abuse by a trusted caregiver is expected to demonstrate symptoms consistent with 

those of a child who learns of an unexpected natural disaster as outlined in the Diagnostic and 

Statistical Manual of Mental Disorders, 5th Edition (APA, 2013). However, research has 

shown that it is not the prevalence of PTSD symptoms themselves, but the shame, depression, 

anger, self-blame, and self-destruction resulting from distrust that differentiates childhood 

relational traumas from other forms of trauma exposure (van der Kolk et al., 1996). Relational 

trauma occurs when there is a consistent disruption of a child’s sense of safety and being 

loved within a family resulting in enmeshment or abandonment and include bullying, DV, 

vicarious trauma from the parent’s trauma or neglect (Parnell, 2013). The misuse of power 

results in a sense of betrayal in the relationship (Freyd, 1996) and an erosion of the cohesive 

sense of self and perceived powerlessness (Herman, 1997). The resultant impact on the 

individuals is the hindered development of the “true self”. In order to survive a child adapts to 

the needs of the parents to what Winnicott described as the “false self.”  The most common 

effects of trauma are included in the PTSD diagnosis, however, self-hatred, depersonalisation, 

disassociation, decline in relational and occupational function commonly seen in interpersonal 

trauma survivors (McLaughlin et al., 2011) are only partially covered in the DSM-5 

diagnosis.  

Up to 48% of women who experience sexual assault will experience PTSD which is 

twice the risk of developing PTSD than men (van der Kolk, 2000). Children from households 

where spousal abuse occurs, have an increased risk of abuse of 150% compared to the general 

population (National Victim Center, 1993). This suggests that children who live in DV 

households are at increased risk of abuse because of the interconnectedness of family violence 

and CSA (Children and Young Persons Care and Protection Act, 1998). 

Research has continued to develop the diagnosis of childhood relational traumas as 

they result in symptoms of anxiety, depression, and anxious attachment (Briere, 1996). The 

parent-child relationship’s bi-directional emotionality has long been recognised as an 

important determinant of parenting behaviours and child characteristics, such as difficult 

temperaments, behavioural issues, or psychological difficulties (Belsky, 1984). Sexually 

abused children often display externalised problems such as anger, sexualised problem 

behaviours, and/or internalising problems such as depression and anxiety (Collin-Vézina et 

al., 2007; Ensink et al., 2017; Hébert et al., 2006). Literature has long confirmed CSA victims 

suffer impairment above and beyond PTSD symptoms defined within the DSM-5 (Davidson 

et al., 1991). These problem behaviours can further interfere with a non-offending mother’s 
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capacity to provide support (Putnam, 2003), therefore further research focus has begun to 

look to complex posttraumatic stress disorder (CPTSD; Maercker et al., 2013) to address 

relational traumas 

Emerging Diagnosis - Complex Posttraumatic Stress Disorder  

CPTSD is an emerging diagnosis that has been recently introduced to the ICD-11 

(2020) due to the recognised need to address relational traumas (see Appendix B for 

diagnostic criteria). The World Health Organisation (2020) guidelines extend beyond PTSD 

and include the re-experiencing circuitry symptoms, avoidance reminders, and arousal of 

heightened threat. Additionally, the ICD-11 includes six symptoms in three clusters 

characterised by persistent and severe: 1) affect regulation difficulties; 2) diminished, 

defeated or thoughts of self as worthless, together with shame, guilt or failure linked with the 

trauma; and 3) relationship difficulties. These symptoms cause significant impairment in 

personal, family, social, educational, occupational or other important areas of functioning. 

CPTSD captures the pervasive, chronic, repeated, and relational aspects of multiple trauma 

exposure, such as CSA, DV, and torture.  

Despite some theoretical and clinical discord that diagnostic classification of CPTSD 

is unwarranted and would be better conceptualised as PTSD (Resick et al., 2012), growing 

empirical evidence has mounted to support the clinical usefulness of CPTSD across cultures 

for survivors of chronic relational traumas (Ford, 2021; Olff et al., 2020). Childhood 

interpersonal trauma has shown adverse effects on wellbeing (McLaughlin et al., 2011), 

developmental attachment, affect regulation (Cicchetti & Toth, 1995), neurobiology, 

emotional regulation, and problematic issues of post-traumatic stress, chiefly seen in CPTSD 

(Karatzias et al., 2017). However, CPTSD (WHO, 2020) is a new diagnosis, where there 

remains no consensus on the use of theoretical models, assessment, or treatment. Prior to 

developing treatments for CPTSD, the first step is to extend and validate diagnostic criteria.  

Classifications of Complex Trauma. Complex trauma exposure was initially defined 

as a disorder of extreme stress not otherwise specified (DESNOS) with ensuing maltreatment 

symptoms in the domains of somatization, emotional dysregulation, altered relationships and 

self-schemas, sustained trauma beliefs, and revised perceptions of the perpetrator (Roth et al., 

1997). The current ICD-11 diagnosis is categorised as: 1) early on-set, invasive, recurrent, 

chronic, and interpersonal neglect, 2) family violence, as well as 3) emotional, physical, 

and/or sexual abuse that disrupts the child’s development and formation of their sense of self 

(Anda et al., 2010; Wamser-Nanney & Vandenberg, 2013). Risk factors of CPTSD have also 

found to be associated with young ages, childhood and adult interpersonal traumas (Karatzias, 
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2019). Epidemiological research has established that approximately 50% of individuals are 

exposed to a traumatic event at some stage during their life (Kessler et al., 1995). 

Comparatively, the lifetime prevalence rate of PTSD has shown to be considerably low at 7%, 

considering the prevalence of traumatic exposure (Breslau et al., 1998).  Emerging research 

suggests that NOP function may be a risk or a protective factor for children exposed to trauma 

(Wamser-Nanney, 2017), researching further risk and protective factors of NOPs who may be 

experiencing CPTSD has critical implications (Trickett et al., 2011).   

Developing Treatment to Promote Healing and Foster Post-traumatic Growth 

Many individuals not only cope with traumatic after-effects but also engage in healing 

beyond recovery termed Post Traumatic Growth (PTG; Calhoun et al., 2000; Koss & 

Hoffman, 2000). PTG has been demarcated as helpful psychological change that evolves as a 

result of the struggle with the traumatic aftermath, as the individual attempts to reconcile their 

new reality (Tedeschi & Calhoun, 2004). Identifying protective factors that enable PTG is 

important as there is a need for the development of conceptual models of growth that 

emphasise strength-based therapeutic models beyond recovery (Countryman-Roswurm & 

DiLollo, 2016). Adaptive cognitive reconstructive processes that facilitate schematic changes 

and perceptions of the world, others, and themselves with the individuals’ trauma experience 

have shown to be important recovery mechanisms (Calhoun & Tedeschi, 2006). PTG has 

been identified to develop in the midst of continued distress, yet the growth process and the 

specific adaptive cognitions that facilitate recovery remain unclear (Cryder et al., 2006).  

The majority of studies have understandably focused on the immediate need to 

alleviate symptoms followed by the secondary importance of PTG over the long- term 

(Tedeschi et al., 2018). Until now, understanding which adaptive post-trauma cognitions 

contribute to the PTG process has been limited. Further understanding of which psychological 

processes of post-trauma cognitions that influence PTSD and CPTSD may yield important 

information that can lessen the traumatic impact of adverse events (Kilmer & Gil-Rivas, 

2010). There is a dearth of literature on models of PTG that would be robust, replicable, 

effective, and grounded in theoretical research to be integrated within CPTSD interventions 

(APA, 2013). As such, experts have called for a model of PTG from CSA that reflects its 

overlap with other forms of childhood adversity and victimisation that incorporates recovery 

(Saunders, 2003). The current research addressed this gap. 
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Research Context and Gap 

Until recently, most research has measured the effects and prevalence of single types 

of adversity, such as sexual, physical or emotional abuse, and/or neglect. A limitation of 

researching single types of abuse is that most children who have been exposed to one type of 

abuse have also experienced several others (Green et al., 2010; McLaughlin et al., 2012). 

Finklehor et al. (2007) examined an Australian sample of over 2,000 children and found 22% 

of children had experienced over four different kinds of abuse within a 12-month period. It 

has been difficult to determine whether PTSD may have been a result of the focal adversity, 

such as sexual abuse, or a combination of adversities the child has experienced. This current 

program of research acknowledges that many forms of abuse may have occurred to children 

and their NOPs; however, CSA will be the terminology used and the overall focus of this 

thesis. 

Moral Injury is a debilitating psychosocial wound. Although some symptoms overlap 

and transcend PTSD, moral injury should be a different construct or separate diagnosis within 

CPTSD. One definition of moral injury is that it violates one’s moral compass due to 

perpetrating or witnessing events that transgress deeply held moral beliefs or betrayal by a 

trusted authority in a high-stakes situation (Shay, 1994). Unlike PTSD's focus on fear-related 

symptoms, moral injury involves psychological sequelae beyond the physical threat to the 

morally conflictual philosophical or religious circumstances that led to decisions or actions 

that result in profound innermost turmoil.  

Moral injury is not a mental illness, yet potential morally injurious events can lead to 

negative maladaptive cognitions about oneself (e.g., “I am a bad parent for not seeing that my 

child was being abused”) and combined with feelings of shame and guilt can contribute to the 

development of moral injury and mental health issues including PTSD, anxiety, and 

depression (Williamson et al., 2019). However, some evidence has begun to suggest that 

moral injury may include some maladaptive cognitive components from military research 

including judgement, self-worth, forgiveness, harm threat, trust of others, and atonement 

(Martin, 2020). With four out of five assaults on children perpetrated at the hands of their 

parents (van der Kolk, 2000), NOPs appraise themselves as being victims of the perpetrator's 

transgressive behaviour, yet also appraise themselves as having committed moral violations 

for failing to protect their child.  

Research supports the central concept of social cognitive theories that suggest 

emotions are the reactions to the environment and one’s behaviour are mediated by meaning 

making cognitions (Beck, 1988). With PTSD, the traumatic event is perceived as a threat to a 
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sense of safety, experienced as overwhelming, and a loss of immortality that results in PTSD. 

However, a cognitive model of moral injury from military has contended that moral injury is 

the transgression that creates dissonance and conflict because of the violation of one’s beliefs 

about one’s goodness’ (Litz et al., 2009).  No research to date has been conducted on the 

interactive process of intrapersonal maladaptive moral injury cognitions that help explain if 

NOPs are unable to assimilate the CSA within existing self-schemas. Lack of this assimilation 

may result in ongoing shame and guilt leading to continuing PTSD or CPTSD. Moral injury 

may be a major problem worldwide yet has received little empirical attention outside war 

veterans.  The comparative lack of empirical research may somewhat be due to an absence of 

developing moral injury theory regarding a potential relationship between moral injury and 

PTSD. Previous research has examined emotional and physiological differences connected 

between moral injury and PTSD and hypothesised cognitive distortions associated with moral 

injury. This program of research seeks to extend upon this literature by exploring the 

differences of maladaptive cognitions associated between moral injury and PTSD and 

presents the Intrapersonal Moral Injury Cognitions Theory. 

Risk Factors to the NOP 

NOPs are often excluded from research and clinical trials, due to the imminent need to 

focus on the child. Due to a lack of screening, and ongoing stressors, NOPs are not being 

assessed or treated for their trauma symptomology. However, the enduring traumatic stress to 

NOPs resulting from their child’s sexual abuse is well documented (Finkelhor & Browne, 

1985; Newberger et al., 1993). Vicarious trauma can be experienced through seeing or 

hearing the trauma of another person via a strong sense of empathy (Rothschild, 2006). The 

impact of CSA exposes parents to a complete shattering of their world with horror, fear, 

leading to the experience of PTSD symptoms (Valdez-Santiago et al., 2013). Vicarious 

trauma has shown to decrease the child-caregiver interactions when both the parent and child 

are traumatised (Scheeringa & Zeanah, 2001).   

Ruptured Attachment as a Risk Factor 

NOPs involvement with legal and child protection services often causes the child’s 

needs to be met with suboptimal support (Bolen & Lamb, 2004). Protection of children 

remains difficult as it depends on trained investigators eliciting a child’s testimony in 

circumstances where disclosure may not be verified, presence of physical evidence is rare 

(Smith et al., 2018) and eye-witness standards of evidence are lacking due to the private 

nature of the crime (Child Family Community Australia, 2015). This leaves many children 

unprotected causing vicarious trauma to the parent, most often to a non-offending mother 
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(Wells, 2019). This can cause a disconnect from the mother’s emotional ability to engage 

fully with their child, as they turn their focus to ensuring the child’s safety not able to focus 

on the recovery of the child. In turn, the parent-child relational trauma may have formed an 

insecure parent-child attachment (Lannert et al., 2014), because of the NOPs own stress and 

trauma (Gewirtz & Edleson, 2007; Margolin & Vickerman, 2007). Often preceding sexual, 

physical abuse, or neglect in offending parents is an insecure attachment style (e.g., 

avoidance, resistance, and disorganisation) because of their unresolved trauma (Carlson et al., 

1989; Schneider-Rosen et al., 1985).  

There have been, however, no studies to date looking at attachment specifically in a 

sexually-abused population. Complex traumatic experiences have unique symptoms as 

compared to non-personal traumas, for example family violence and CSA often occur with a 

trusted caregiver, disrupting the child’s developing sense of self and interfering with the 

child’s capacity to form a secure attachment (Spinazzola, 2017). No researchers have 

minimised the role of the perpetrator, however paternal dominance, and familial isolation has 

been found significant predictors of maladjustment. Edwards and Alexander (1992) found that 

parental conflict, paternal dominance and sexual abuse were also significantly associated with 

psychological distress, dissatisfaction in relationships, and a lack of perceived social support. 

Research has also found that long-term recovery from sexual abuse has been mediated by 

support from the non-offending parent (Everson et al., 1989), highlighting the importance of 

addressing the parent-child relationship.   

Chronic stress and anxiety predict maternal sensitivity in other populations and 

laboratory animals (Fleming & Corter, 1988). The direct effect of the ruptured parent-infant 

interaction has been demonstrated in Monnet macaque (monkey) mother-infants imposed in a 

stressful situation (Field, 1994). Those with high foraging demand where food was not readily 

available, requiring long search periods for food, experienced increased conflict with their 

infant. These mothers had reduced oxytocin receptor binding levels within the medial preoptic 

brain and were less available to lick and groom their infants. The infants were significantly 

more timid, fearful, and demonstrated less social play than those in the low foraging demand 

group where food was more available.  

In human research, oxytocin has been found to be associated with interpersonal 

relationships of trust, and it has been proposed that attachment ruptures may have 

implications for oxytocin dysregulation from chronic trauma (Seng, 2010). These findings 

suggest ruptured attachments are diminishing oxytocin in NOPs and relational ruptures are 

not yet fully accounted for in existing theories of secondary traumatisation. Therefore, a 
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further risk factor that may be compounding these ruptured attachments is the impact of 

intergenerational abuse.  

Intergenerational Abuse as a Risk Factor  

Despite the traditional misconception about “stranger danger” as the most common 

form of child abuse, intrafamilial abuse is the most common trauma a person can experience, 

causing lifelong effects (Koçtürk & Yüksel, 2019). CSA committed by a parent is related to 

severe psychological and physical symptoms across the lifespan (Beard et al., 2017). Further 

effects of father-daughter sexual abuse typically result in increases in the psychological 

injury, including feeling damaged, estranged, and worthlessness because of the secrecy, 

betrayal, and shame that distinguishes incest (Beard et al., 2017, Stroebel et al., 2012).  

Intergenerational trauma has shown to result in complex trauma, either directly or indirectly, 

on families (Baranowsky et. al., 1998; Dass-Brailsford, 2007; Ertem et al., 2000) and has 

shown to be highly prevalent between mothers and children (Frazier et al., 2009). A study 

conducted with school-aged girls who had experienced sexual abuse (N = 67) reported that the 

mothers (50%) had also been victims of CSA (Bernard-Bonnin, 2008). Child victims often 

know their perpetrator, with 90% being male family members and 73% being fathers 

(Nicholson, 2006).  

PTSD research has consistently reported that females are 50% more likely to develop 

PTSD than males (Olff et al., 2007), with early adverse life events also conferring a genetic 

risk of PTSD (Binder et al., 2008). PTSD lifetime prevalence in women has been reported at 

13.0%-20.4% and 6.2%-8.2% for men. Furthermore, higher rates of PTSD of more than 40% 

were reported following sexual violence as compared to natural disasters with prevalence 

rates reported up to 10% (Creamer et al., 2001). Shalev and colleagues (2019) combined data 

from 2,473 survivors in 10 longitudinal studies using a likelihood estimate analysis and 

identified factors that were related to a greater likelihood of PTSD development. Results 

indicated that females with exposure to interpersonal trauma were associated with a 34% 

increased risk of developing PTSD.  

Pioneering research has found that many psychological and physical health problems 

in adults may have developed as a result of childhood survival coping mechanisms that 

initially served a protective function (Felliti, 1998). Trauma recovery of the affected child not 

only requires the absence of the feared stimuli, but the presence of a secure attachment from a 

primary caregiver (Kezelman et al., 2015). Broadening trauma-focused models to identify the 

role of moral injury in NOPs may assist in the interception of intergenerational trauma 

transmission and hold an important treatment focus for such a complex problem.  
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Moral Injury Theories 

Moral injury has recently been introduced as a provisional construct to clinicians 

(Drescher et al., 2011; Farnsworth et al., 2014). As yet, there have been no specific risk 

factors identified as necessary and sufficient for the development of moral injury (Jinkerson, 

2016). Moral injury’s aetiology differs from PTSD as moral injury develops through internal 

conflict of moral danger rather than physiological pain from mortal danger. If moral injury is 

not a wound exacerbated by psychological fear, but an intrapersonal wound facilitated by 

shame, loss or guilt (Dokoupil 2012), then clearly delineating the specific intrapersonal moral 

injury cognition risk factors of PTSD would be foundational to the evolving development of 

moral injury theory (Shay, 2002), and assist this significant problem facing the public health 

system, researchers, clinicians, and families.  

A theoretical model originally proposed to help understand moral injury was coined 

by Shay (1992) as a betrayal of what is right, by someone in authority and in a high stakes 

position. Moral injury theory developed out of the treatment of traumatic injuries experienced 

by victims of the Vietnam war and resulted in ruptured social attachments, undoing of 

character, abandonment, and humiliation. Shay’s definition suggest that moral injury followed 

the betrayal of the victim under authority (Shay, 1992).  

Betrayal trauma is defined as an obstruction of information to allow an essential 

relationship to continue such as a parent-child relationship (Freyd, 1996), or the NOP-

perpetrator relationship. Herman (1997), Kohut (1971), and the philosophical reflections of 

Nussbaum (1986) formed the foundation of Shay’s theory and also highlighted the 

interpersonal nature of moral injury and betrayal that is central in familial abuse. Betrayal 

blindness (Freyd & Birrell, 2013) is a result of interpersonal betrayal trauma where the 

individual did not see the betrayal occurring within the trusted relationship. The resultant fear 

and dysregulation experienced by NOPs who trusted the child’s perpetrator and were 

unknowingly betrayed suffer from the effects of betrayal blindness which affect their moral 

self. Trust was summarised by Freyd and Birrell (2013) as a powerful yet blinding agent. The 

blind betrayal of CSA has been linked to a repeated betrayal of deception and unawareness 

that leads to an internal struggle in any relationship where the victim needs to maintain a close 

relationship with the perpetrator (Goldsmith et al., 2014). Cognitive dissonance occurs when 

there is a conflict between attitude and a behaviour causing unease of morality (Festinger, 

1957). As many NOPs have had close relationships with perpetrators, the blind betrayal may 

be a precipitator of an individual experiencing moral injury cognitions that block the capacity 

for reparation essential for healing a lost sense of self.   
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A second model of moral injury informed primarily by cognitive and social-cognitive 

models of PTSD, in relation to veterans of Iraq and Afghanistan, was developed by Litz et al. 

(2009). Litz et al.’s (2009) definition proposed that moral injury was a result of perpetrating, 

failing to prevent, bearing witness to, or learning about acts that transgressed moral codes, 

and that the transgressional act was perpetrated by the self. The definition proposed moral 

injury was a result of cognitive dissonance or inner conflict between the cognitive 

transgression and pre-existing schemas.  

Both Litz et al.’s (2009) and Shay’s (1992) definitions of moral injury have been 

adapted and applied to NOPs in this current study. Litz’s definition would suggest that NOPs 

who learnt of their child’s abuse felt that not being able to protect their child as being 

unforgivable, shameful, anxiety-provoking, worthy of guilt, self-isolation, and self-

condemnation. Some of the moral injury symptoms overlap with PTSD, including intrusive 

thoughts, avoidance, and demoralisation, however, moral injury has been differentiated as 

psychological indicators that extend abuse-related symptoms beyond the traumatic event. 

Moral injury researchers suggest both definitions of moral injury are limited by cognitive 

theories of PTSD and propose that moral injury requires a subsequent complementary model 

and agree that no satisfactory definition or conceptualisation had emerged, although two 

important definitions have been proposed (Farnsworth et al., 2014). Litz et al.’s (2009) and 

Shay’s (1994) definitions of moral injury have been proposed as a means to recognise the 

impact of certain stressor events commonly encountered in interpersonal and cumulative 

traumas. Although excluded from the current definition of PTSD, the construct has been 

identified as especially relevant for the psychological consequences of moral violations in 

NOPs. Shay (1994) and Litz and colleagues (2009) definitions herein will be conceptually 

defined as “Interpersonal Moral Injury” and “Intrapersonal Moral Injury” respectively. This 

current research proposes that victims of CSA and their NOPs experience intrapersonal moral 

injury because of whom they have suffered blind betrayal under. 

Social Cognitive Theory and Moral Injury  

Social cognitive theory has theorised that morality challenges moral thinking in how 

the moral conduct interacts with other psychosocial determinants in thought processes 

following post-traumatic events. Social cognitive theory provides a framework for guiding, 

motivating, and enabling individuals in terms of social and personal change (Bandura, 2002). 

The primary vehicle of change to reframe maladaptive cognitions to adaptive cognitions to 

increase personal control would be to facilitate resilience. 
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Expanding the theoretical influence for building resilience, and self-efficacy furthers 

our understanding of how to help individuals’ recover without developing PTSD, as 

increasing research interest in factors such as adaptive cognitions have been recommended 

(Sayed et al., 2015), as they strengthen the cognitive restructuring components of therapy 

(Rosenberg et al., 2001). From the review presented above of the foundation of the concept of 

moral injury, it appears moral injury’s theoretical foundation has arisen from social cognitive 

theory. 

Examining the Cognitions of Moral Injury  

The majority of emotional disorders has been associated with a myriad of risk factors 

for moral injury; therefore, identifying associations between these factors is important to 

identify effective interventions for its treatment. For example, a meta-analysis of CSA 

families with PTSD found that a debilitated family environment was a stronger predictor of 

PTSD than CSA itself (Rind et al., 1998). CSA was found to be a proxy for the risk of 

growing up in a dysfunctional family (Kraemer et al., 2003). Although moral injury has been 

identified as a causal factor likely to contribute to the development of PTSD (Martin, 2020), 

which moral injury cognitions lead to the development of PTSD and CPTSD, remain 

unknown.  

Jinkerson (2016) updated Litz et al.’s (2009) moral injury definition to incorporate its 

theoretical and empirical symptoms to reflect the experienced loss of trust of self and others, 

conflict or questioning of meaning in life, guilt, and existential crisis with secondary 

symptoms of anxiety, re-experiencing, anger, self-harm, and relational problems. If cognitive 

dissonance remains unresolved, interpersonal problems, guilt, shame, alienation, and 

demoralisation (i.e., moral injury) may result (Currier et al., 2015; Drescher et al., 2011; Litz 

et al., 2009; Nash & Litz, 2013; Shay, 2003). Chronologically following the intrapersonal 

maladaptive cognitions of guilt, shame, loss of trust, and spiritual crises related to perceived 

moral transgressions has shown to result in a number of psychological problems, including 

depression, anxiety, and intrusive thoughts and images (Stein et al., 2012).  

Intrapersonal Moral Injury Cognitions Theory. The pre-traumatic schema, that the 

NOP believed they were a moral person, became fragmented due to traumatic event exposure. 

The traumatic event then appeared as if it was the stable, internal, global attribution, which 

resulted in negative attributions about the self. This program of research proposed that NOPs 

who have witnessed or learnt of their child’s sexual abuse experience a moral injury that 

violates their core self-identity. As very few theoretical models have been offered to help 

understand moral injury and its role in PTSD and CPTSD, another explanation to advance 
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understanding of the causes and correlates of moral injury may be the development of a 

theory that addresses the interaction between NOPs, their home, and local community 

environments. Bronfenbrenner’s social-ecological (1977) theory proposed that the breakdown 

of relationships in a child’s immediate microsystem of the home was identified as the most 

destructive factor to negatively impact a child’s development. Intergenerational transmission 

of trauma-related distress of NOPs who were in a close relationship with the perpetrator have 

suffered high levels of betrayal trauma. NOPs who have also experienced intergenerational 

trauma have been found to have greater levels of internalising and externalising trauma 

symptoms, dissociative, and behavioural symptoms (Fenerci et al., 2016). Betrayal trauma 

may be the cause of this family breakdown that has shown to disrupt the capacity of the child 

to form a secure attachment disrupting the child’s development (Cook et al., 2017).  

Betrayal trauma has also shown to significantly affect the child’s ability to develop 

emotion regulation strategies characterised by anxiety, disassociation, depression, 

alexithymia, and health complaints and find difficulty with parenting as an adult (Goldsmith 

et al., 2012; Martin et al., 2018). Martin and colleagues (2018) studied a sample of 66 mothers 

with a history of CSA and found mothers with high betrayal trauma revictimisation had more 

difficulty regulating emotions and responded more negatively to their child’s negative 

emotions.  

Given that 75%-95% of children and offenders live in the same household (McKillop 

et al., 2015), the pervasiveness of this microsystem breakdown has dire implications for the 

urgency to repair a primary secure attachment between NOPs and their children. According to 

the National Child Traumatic Stress Network (2020), trauma occurs when any traumatic event 

frightens a child, or poses a threat to their safety or a loved one’s safety. If children perceive 

the NOP as being unable to cope with threat, this can impact their decision to seek help as the 

child depends on the attachment figure for survival (Cook et al., 2017; Goodman-Brown et 

al., 2003). Perceived threat affects the immobilisation system in both children and NOPs who 

when in abusive relationships will be unable to access their fight or flight (Porges, 2011).   

The ecological model of child abuse self-trauma (Briere, 1992) has provided an initial 

framework in the development of the Intrapersonal Moral Injury Cognitions Theory to help 

further understand the multifactorial causes of psychological stress to the NOP from their 

child’s disclosure of sexual abuse. The model proposed that early trauma interrupted the 

child’s development, conditioned negative affect to the trauma triggers, and interfered with 

self and affect regulation, causing overwhelm by the associated memories. It was also posited 

that dissociation and avoidance were coping mechanisms that hindered the development of 

https://ovidsp-dc2-ovid-com.ezproxy.bond.edu.au/ovid-b/ovidweb.cgi?QS2=#140
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self-cognitive capacities (Briere, 1992). The cycle was reported to be perpetuated by distorted 

cognitions, and re-experiencing of emotional memories that resulted in identity, relational, 

and affect regulation difficulties. If the abused child, then becomes a parent Martin and 

colleagues (2018) suggest they may have difficulty regulating emotions and respond more 

negatively to their child’s negative emotions. 

Similarly, in NOPs it is suggested through the Intrapersonal Moral Injury Cognitions 

Theory (see Figure 1), the individual level of the ontogenesis of the development of the abuse 

in the family home extends across the integrated systemic interrelationships of 

Bronfenbrenner’s ecological systems (Bronfenbrenner, 1979). The influence and 

interrelationship of each system represents the impact of the traumatic event on an NOP and 

their child. Each level has been organised according to the appraised psychosocial meaning of 

the trauma at each level as it affects the child’s developmental adaptation or maladaptation. 

An important factor in trauma recovery, which must be addressed across each of these 

ecosystems to achieve recovery and preventative work is meaning making. Both interpersonal 

and intrapersonal (self-transgression: moral injury) result in maladaptive outcomes 

experienced for survivor NOPs and their children. Much like the other structures of the 

exosystem, a child’s development is nurtured by families and communities responsible for 

providing resources that enable the child’s development to flourish within their mesosystem. 

Societal values, legislation, and financial resources provided by our society also impact the 

context in which families function.  

Part of the Government’s role is to protect families’ rights through its treatment of 

children that emerge from society’s family values. Bronfenbrenner’s idealistic public policy 

was designed to create a system that simplified family and community conflict (Henderson, 

1995). Acting in the best interests of a child may be more poignant than the best interest of 

parents’ rights and requires a shift in support to the most vulnerable, the child. 

Bronfenbrenner maintained that societal attitudes that value work done on behalf of children 

should focus on all levels: of the home, parents, teachers, extended family, counsellors, 

employers, and lawmakers (Ryan, 2001). The rights of a child require a collective response.  

 

 

 

 

 

 



18 

 

Figure 1 

Adaption of Bronfenbrenner’s Ecological System to the Intrapersonal Moral Injury 

Cognitions Theory  

  

 

 

Note: This model is an adaption of Bronfenbrenner’s ecological systems that impact the 

child’s development transpiration across each level of the ecological system through the lens 

of the NOP (adapted from Bronfenbrenner, 1979; McGillivray, 2021). 
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Theoretical Foundations for Understanding Moral Injury 

Risk factors are constructs that are associated with an increased risk of an outcome 

occurring and can be viewed as indicative of the underlying causal mechanisms that 

determine outcomes (Cicchetti & Cohen, 1995). If a risk factor has revealed that it preceded 

an outcome and is shown to be a nonspurious relationship that cannot be explained by a third 

variable, this would suggest the presence of a causal relationship (Wagner, 1997). Therefore, 

an examination of the risk factors of intrapersonal moral injury were viewed as a stepping-

stone to the development of theory based on empirical evidence and analysis of risk factors in 

the development of three paradigmatic models. Whether the morally injurious event 

significantly predicted further negative sequelae not captured by the PTSD criteria, has 

remained unknown (Litz & Kerig, 2019). Although studies into the differences between moral 

and danger-based outcomes in varying populations have commenced (e.g., Battles et al., 

2019; Currier et al., 2019; Davies et al., 2019; Steinmetz et al., 2019), empirical analysis of 

the intrapersonal moral injury cognition risk factors (negative posttraumatic cognitions, 

emotional dysregulation, and negative self-compassion), and the associated increased risk of 

PTSD or CPTSD have remained unexamined.  

Ongoing debate among trauma professionals remain regarding the relationship of 

moral injury with PTSD (Farnsworth, 2019). As one of society's last frontiers is the lack of 

realisation about the extent of trauma (Middleton, 2011), Ross (2007) highlighted the need for 

a new theoretical and treatment paradigm to be instituted that focused less on the traumatic 

event and more on the deeper trauma of trust's betrayals. As PTSD interventions were created 

for treating war trauma for Vietnam combat veterans, current interventions have remained 

limited in their generalisability to child victims of trauma (van der Kolk, 2005).  

Risk and protective factors have influenced individuals’ responses to trauma, yet one 

of the key disruptions caused by trauma betrayals has been the existential loss of trust, hope, 

and faith in the beneficence of human life that has left them feeling isolated (Gorst-Unsworth 

et al., 1993). Attachment traumas often occur within the context of a violation of the human 

right to be safe. NOPs may feel they can no longer trust themselves or others after learning of 

their child experiencing sexual abuse by a once-trusted loved one (Schwarz et al., 2016). 

Lambert and colleagues (2014) conducted a meta-analysis on the correlation between NOPs 

PTSD symptoms and the behavioural and emotional disturbances in their child’s behaviour 

and found a larger effect size for parent-child dyads of parents exposed to interpersonal 

trauma than war trauma. Due to the importance of addressing the psychological experience of 

NOPs and the ongoing debate of whether current trauma treatments are adequate to address 
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moral injuries, drawing from theories of moral injury to date and new proposed theories that 

validate the proposed moral injury theory were examined.  

The General Adaption Syndrome 

In 1936 Selye developed a term general adaptation syndrome (GAS) that describes the 

automatic physiological body changes that occur when the body responds to stress (Selye, 

1950). The theory was developed by studying animals exposed to external and internal 

challenges and found three predicable responses to stress: alarm, resistance, and exhaustion. 

The alarm would signal a warning to attack; the animal would mobilise resources to meet the 

demand, causing a racing heart, physiological arousal, and increased blood flow that could not 

continue indefinitely. This led to the resistance phase where physiological arousal would 

ensure the obstacles were just met. Once the brain and body's neurotransmitter chemicals had 

fatigued, depletion would follow and lead to exhaustion and death. One limitation of the GAS 

cognitive theory is the proposal that cognitions are confined to the stress response in 

subcortical regions where the defence system blocks the emotional responses held in other 

brain areas such as the thalamus, brain stem, basal ganglia, and thalamus (Corrigan et al., 

2014).  

The Stress, Appraisal and Coping Model 

Lazarus and Folkman (1984) developed the first cognitive-behavioural model of 

psychopathology that suggests that coping is a way of thinking, feeling, and behaving from an 

individual appraisal of the event as personally significant or difficult. Clinical treatments have 

been based on the definition of stress as the interaction between the individual and their 

subjective inner appraisal of the stressor. Lazarus and Folkman’s definition of stress includes 

two appraisals. The first involves a primary appraisal where an evaluation of the situation is 

made, and a meaning is attached. A secondary appraisal is a resource evaluation of perceived 

resources that an individual has available to cope with the stressor (Dwyer & Cummings, 

2001). These two processes help one cope with the stressor (Ben-Zur & Zeidner, 2012). 

Lazarus and Folkman's (1984) models imply that NOPs are engaging in an appraisal of 

lacking the resources to be able to endure such a stressor which is also very often the case as 

legal, financial, and safety needs for themselves and their child are deleterious (Dyb et al., 

2003) 

Lazarus and Folkman's stress definition applied to the conceptualisation and treatment 

of a moral injury may also depend on accurate appraisals. As most individuals with PTSD 

have erroneous cognitions about the causes of the trauma that prompts them to blame 

themselves, or leads to a belief that they are weak, or permanently changed for the worse, 
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these trauma-related cognitions are a well-established feature of PTSD (Friedman et al., 

2011).   

Trauma Model 

The Trauma Model (Ross, 2007) contributes two concepts: relationship attachment to 

the perpetrator and a locus-of-control shift. A child’s attachment needs to an unsafe caregiver 

and an NOPs need to attach to an unsafe system in hope of survival make the object of 

connection and fear the same (Ross, 2007). Ross proposes a locus-of-control shift from the 

abuse, such as the abusive parents, to oneself. The newly developed Intrapersonal 

Maladaptive Moral Injury Cognitions of PTSD Model has suggested similarly, that in order to 

help NOPs recover, a locus-of-control adjustment is required to shift from institutional 

betrayal and relational betrayals to recovery from the moral injury betrayal of self. This 

program of research proposed that locus-of-control shift to self will enable the maladaptive 

cognitions to be adaptively restructured and shifted.  

The Comprehensive Resource Model 

The theoretical basis underpinning the Comprehensive Resource Model (CRM: 

Schwarz et al., 2016), developed for use with CPTSD is consistent with moral injury theory. 

CRM proposes that a way to clear trauma in the brainstem is found in attachment resourcing 

individuals to rapidly relearn from the brainstem upwards through limbic and cortical 

systems. The CRM model posits that fear is not the only emotion relevant in post-traumatic 

states and that others need to be considered. The CRM model proposes Panksepp’s (2007) 

theory of mammalian affective systems (which included fear, rage, grief, panic, care, joy, and 

seeking) of which the first three occur during traumatic events. Schwarz (2016) proposed that 

shame may affect experience during trauma, which left unresolved, will harm the self, 

resulting in poorer outcomes. The CRM authors argue that the midline cortical-subcortical 

system necessary for the self is the mesolimbic dopamine system used for seeking. When 

these valanced states are engaged in attachment, they are also involved in whether individuals 

feel positive or negative about themselves. If an individual were to avoid the shame's visceral 

impact, the pain of the shame would prevent one's orientation towards it, blocking the process 

necessary to remove it.  

CRM was designed to release access to healing the core self, not living in fear but 

knowing and being one's true self. As NOPs remember what they have lost, they ought to 

reconstruct the memory that allows for cognitive, sensory, emotional, somatic components, 

and self-compassion, to assist in the accommodation of attachment and survival needs without 

attaching to the outcome. Avoidance leads to ambivalence and shame, "I want my child to 
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heal, but I can never recover" splits the goal. The goal is not to remove the opposites rather to 

feel both, be stuck in neither or desperate to escape either (Ross, 2007). Ross’ theory renders 

the paradox powerless by not attaching to the outcomes. This allows the nervous system to 

accept fear. As a paucity of CPTSD treatments exist, and less than half of sufferers have 

shown clinical improvement (Gapen et al., 2016) over a prolonged time (Brand et al., 2012), 

further research development into improving trauma treatments is warranted. 

Farnsworth's Prescriptive–Cognition Model 

Farnsworth’s (2019) cognitive model suggests that exaggerated trauma appraisal 

cognitions cause inaccurate self-condemnation that evokes chronic moral emotions of shame, 

guilt, anger, or avoidance, resulting in PTSD symptom maintenance. Farnsworth (2017) has 

included the proposition that moral injury incorporates functional impairment, maladaptive 

responses to unpleasant experiences, and disruptions in social relationships as a result of the 

moral betrayal by others and the self.  

Alternatively, Farnsworth indicates that the core intrapsychic process of moral injury 

was moral appraisal and perceived moral dissonance, and that destabilisation of moral 

emotions, including guilt, or anger and may also be considered a normal response to cope 

with such painful moral emotions. Farnsworth has argued that it is not moral emotions but 

distorted cognitions of avoidance behaviours surrounding the emotions, similar to current 

prevailing models of fear-based traumas causing moral injury. An alternate argument suggests 

that humans are breakable, and the literal harm inflicted on them regardless of the appraisal 

will result in unavoidable stress disorders (Nash, 2019). Litz and Kerig (2019) argued that 

moral stressors and resultant outcomes lay on a spectrum of intensity and severity from low-

intensity moral frustrations at the lower end to highly morally injurious events that cause 

literal psychological, social, and spiritual harms. Farnsworth has further proposed that 

cognitions in moral injury are related to the ethical and behavioural implications as such 

moral values, that help create meaning and connectedness from the events objective facts 

(Farnsworth, 2019). Farnsworth's (2019) theory therefore supports the proposed empirical 

exploration and called for this framework to be empirically validated and for proponents of 

the scientific construct to distinguish between descriptive (objective facts of the traumatic 

event) and prescriptive (feelings of conviction) as identified by Popper (2005). Popper has 

suggested that convictions are unfalsifiable, that they cannot be meaningfully evaluated as 

they are exaggerated or distorted requiring some objective standard to test the moral statement 

for accuracy verses, the objective logical relations. This would suggest the prescriptive 

cognitions and moral injury are not captured within the diagnostic criteria of the DSM-5 
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PSTD and that is why current treatment methods do not always fully address the 

psychological problems of patients being treated for PTSD. This is the premise for study three 

(Chapter 3) in which these prescriptive (or moral injury cognitions) perpetuate PTSD.   

 Similar findings have been found in other trauma populations such as in the military. 

Combat veterans with PTSD have been found to have moral injuries (25%–34%) connected 

with emotions that develop after the traumatic event (Stein et al., 2012). U.S. war veterans 

have described moral violations such as strong emotions of anger and dehumanisation over 

the deaths of comrades. For example, it was reported that U.S. service members were ordered 

by their leaders to ignore the sexual abuse of children by Afghan allies, even when the abuse 

was occurring on American installations (Goldstein, 2015). Most of these veterans had to 

morally outweigh their moral compass to not intervene resulting in a moral dilemma defined 

by Blackburn (1966) where each possible action breaches a binding moral principle. Similar 

findings have been found in the medical field, frontline health-care staff on the front line are 

faced with multiple life-threating decisions but lack time or resources to save all individuals 

(Litam & Balkin, 2021).  

 Similarly, NOPs who find out their child was sexually abused within their own home 

under their care, are often forced to return children to perpetrators because of legal orders. 

This results in a moral dilemma of trying to keep their child safe yet are legally forced to send 

their child back to an unsafe environment against their moral and ethical judgment. Therefore, 

further understanding that prescriptive thoughts of contempt and judgment (Farnsworth et al., 

2014), blaming self and others (Litz et al., 2009), and lack of self-compassion may be key 

intrapersonal maladaptive moral injury cognitions that will be examined simultaneously as 

limited research has examined the construct of moral injury.  

Theoretical Gaps. There has been little investigation into the key modifiable risk 

factors that determine the long-term effects of trauma betrayal in NOPs. As van der Kolk 

(1994) suggested, it is the inability to attribute meaning to their experience that may hold the 

answer to why trauma betrayals have such long-term impacts (van der Kolk, 1994). Moral 

injury (Shay, 1992) has been equated to the impact on the body as a direct physical attack. It 

can undermine character, ambitions, and attachments, and destroy trust because of the 

perceived failure to prevent the moral violation. Therefore, individuals view themselves as 

responsible which causes a fragmentation of their ethical foundation (Nash, 2019).  

Fisher (2009) proposed that this fragmentation helped individuals maintain the 

betrayal relationship, but to survive humans require distance from devastating events. 

Therefore, individuals keep their sense of self distant from the ongoing trauma by disowning 
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their bad or wounded part that helps them continue to be the good parent. This disowning of 

the traumatised part of them carrying the shame, and blame and anger, is causing a further 

trauma of alienation from oneself (Fisher, 2009). Fisher (2017) has shown that child abuse 

also requires a self-alienation to disown the humiliating part of themselves considered as the 

“bad child” and strive to be the “good child”. This helps them feel acceptable to their 

caregivers but results in conflict of hating oneself, wanting to be seen, yet not seen. This 

similar moral injury internal war of parts within NOPs, of having to disown and judge 

themselves proposed to be the appraisal of self-blame (moral injury cognition) that is 

perpetuating PTSD and CPTSD in NOPs. NOPs remain fragmented by having to maintain 

attachment to a system that orders a child to live in the care of the perpetrator. This adaption 

to having to reconcile to an unsafe environment inhibits feelings of being an acceptable 

parent. Feelings of failing their child helps maintains the NOPs ability to survive this moral 

violation but interferes with their self-acceptance when they are able to begin the recovery 

process (Fisher, 2017).  

The Intrapersonal Moral Injury Cognitions Theory is based on the Trauma Model 

(Ross, 2007) that suggests that trauma survivors shift blame from their abuser to themselves. 

Maltreatment of children causes an external locus-of-control, that Rotter (1966) defined as a 

perception that a person’s life is held in the destiny of other people (Barahal et al., 1981; Ellis 

& Milner, 1981; Serrano et al., 1979), leaving one helpless to impact their own experiences. 

NOPs post-trauma cognitive attribution to their child's abuse is that "my life work as a parent 

was destroyed." This attributes an external locus-of-control to the abuse act and belief that 

their child's fate is now held in the hands of the courts who regularly believe CSA is a false 

allegation. Institutional betrayal, interpersonal, and intrapersonal betrayal may be facilitating 

the wound of moral injury that leads to the development of PTSD and/or CPTSD.  

One of the common factors underlying many psychiatric disorders has been 

documented as the disorganisation of the self and the dysregulation of implicit affect. Schore 

(2012) found that implicit affect regulation lies in the organisation of the self. An inability to 

implicitly regulate emotional intensity is a chronic outcome of early relational traumas. 

Schore posits that this deficit is a central focus of psychotherapy for many psychiatric 

disorders. The Intrapersonal Moral Injury Cognitions Theory identifies that the experience of 

NOPs fracture of self occurs within the context of the relationship betrayals between the 

NOP, perpetrator, system, and child, that cause a dysregulated implicit affect overload. Shame 

may be functioning as an arousal blocker precipitating PTSD more than any other emotion. 

Shame has been closely linked to physiological arousal stress responses reducing self-
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exposure and self-exploration (Schore, 2003). In unsafe environments of abuse or neglect, 

shame has shown to be adaptive and procedurally learned as submissiveness down-regulates 

the survival fight/flight responses that would make them unsafe in the environment (Fisher, 

2011). Shame may be blocking emotional regulation as NOPs are in an unsafe family 

environment and unsafe court environment. NOPs may experience shame in being unable to 

protect their child further when receiving orders to have to send them back to the perpetrator. 

Submission is the only viable adaptive response in abusive environments and has been 

likened to a modulator of positive and negative affect. Shame may be one of the only coping 

mechanisms that enables survival of NOPs in this current environment.  

The Betrayal Trauma of Moral Injury Model  

The Betrayal Trauma of Moral Injury Model (BT-MIM) was developed on the 

foundation of the Intrapersonal Moral Injury Cognitions Theory based upon the hypotheses 

that NOPs appraise themselves as being victims of the perpetrator's transgressive behaviour 

(interpersonal betrayal trauma), system failure (institutional betrayal trauma), and internalise a 

moral violation for failing to protect their children (intrapersonal moral injury). Moral injury 

is hypothesised to result in both guilt and shame: two negative affective emotions that arise 

from a response to a wrongdoing or failing (Tignor & Colvin, 2017). Shame is about the self 

and causes a longing to hide, whereas guilt ensues the desire for reparation (Pivetti et al., 

2016). Guilt causes an individual to feel they have failed to act in a situation of responsibility 

(Lewis, 1971). NOPs have reported to have experienced disbelief by the legal system of 

disclosures being allegations or misconceptions that the child has made up stories (Brown & 

Alexander, 2020), causing further victim silencing (Caprioli & Crenshaw, 2015).   

In line with CRM theory, the BT-MIM model proposes that moral injury operates in a 

similar process where a lack of attachment resourcing via the family, the system, and 

community reactions results in shame and guilt caused by internal conflict about their 

morality (Ausubel, 1955). The resultant moral injury is hypothesised in this research to be 

causing clinical residue from the shame NOPs experience from not seeing the truth and 

trusting the betrayer. A metanalysis on the association between trauma-related shame and 

PTSD has been conducted across other populations that supports the importance of addressing 

trauma-related shame (DeCou et al., 2021). The second aspect is a maladaptive appraisal 

formed from guilt causing an appraisal that it was their responsibility as a protective parent to 

care for their child, therefore it must be their fault that their child experienced CSA. Two 

types of guilt have been proposed by researchers: a maladaptive guilt and pro-social adaptive 

guilt (Tignor & Colvin, 2017). Shame has been appraised as being maladaptive and guilt has 



26 

 

not received a clear consensus (Selva, 2020). Maladaptive guilt and shame focused on the past 

because of exaggerated trauma-related cognitions are the focus and target of Intrapersonal 

Moral Injury Cognitions Theory. A comparison of the essential ingredients of a case 

formulation for NOPS experiencing moral injury in complex trauma incorporating these risk 

factors and the role of shame has been outlined in Figure 2. 

 

Figure 2 

Essential Ingredients of Moral Injury Cognitions in in NOPs  

 

Presenting Issues 

 
 

 

(Identification of risk to child and self) 

Fear activates survival strategies   
 

Maintaining Factors 

 

 

Situation Appraisals 

 

(Appraisal of the symptom) 

Institutional Betrayal 

    “Child is not believed”  

    “System is dangerous” 

 “My child’s future is ruined”  

 

(Appraisal about Others) 

Betrayal Trauma 

“The perpetrator and system are powerful”  

“The system is silencing us” 

 

(Appraisal about the self) 

Moral injury becomes survival strategy 

Shame, Guilt and Self-Blame become survival strategy 

“The system believes this is an allegation; truth is not enough” 

“It’s because I was a bad parent. I was unable to protect my child” 

“I can no longer trust myself because I trusted the perpetrator” 

Behavioural Factors            Emotions  

 

(Coping strategies)            (Linked to perpetrator and system)

 Try to protect the child                                           Victim silencing 

Limited finances, strength, and support              Anxiety  

Avoidance friends/family/isolated                                  Shame/Guilt 

 Fight/flight             Fawn/freeze/submit 
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Effective treatment has shown to depend on the availability of well-articulated and 

validated theories to allow for empirical documentation of causal factors to provide more 

targeted interventions (Azar, 1991). As such, in order to develop evidenced based CPTSD 

interventions incorporating empirical causal factors, this current research depicted the 

antecedent-consequence of the relationships posited within the current conceptual and 

theoretical research and systemic problems of familial CSA. Three paradigmatic models of 

moral injury were developed based on: Shay’s (1992) moral injury theory; Foa and Kozak’s 

(1986) cognitive model of PTSD; and Brewin and Holmes (2003) emotion processing theory. 

The links between cognitive appraisals, emotions, and identity were adapted to the lived 

experiences of NOPs and were applied to these foundational theories. The Betrayal Trauma of 

Moral Injury Model (BT-MIM) was developed in Figure 3, based on the Intrapersonal Moral 

Injury Cognitions Theory. The BT-MIM hypothesised that moral injury would be the result of 

interactions between interpersonal and intrapersonal negative cognitions of moral injury and 

the four ecosystem levels consistent with Bronfenbrenner’s ecological system of child 

development (Bronfenbrenner, 1979).  
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Figure 3  

Betrayal Trauma of Moral Injury Model (BT-MIM) 
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  Goal: To assimilate the Traumatic Event and Moral Injury to Reestablish Core Self  

Rebuild via a new level of courage to recapture sense of self, treating intrapersonal moral injury wound. 

Adaptive reflection to allow sufficient recapture of power and self-adequacy.  

Restructure traumatic memories instead of avoidance or rumination: assimilation.  

Polyvagal Theory (Porges, 2011) psychoeducation  

Structural Disassociation Model address affect dysregulation (Van der Hart et al., 2006; Fisher, 2009)   
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Identifying Intrapersonal Trauma by Practitioners  

The BT-MIM is beneficial for researchers and clinicians as relational trauma remain 

highly resistant to intervention efforts due to the long-term chronic exposure to relational 

abuse (Rogel et al., 2020). Chronic childhood abuse traumas have an average of three to eight 

comorbid disorders (Ford & Delker, 2018), and although treatments for PTSD in children 

outside the children's caregiving system are efficacious (Bartlett et al., 2017; Morina et al., 

2016), meta-analytic reviews have demonstrated that for relational traumas, PTSD symptoms 

are reduced but not eliminated (Berzenski, 2019; Lavi et al., 2019). Betrayal traumas within 

caregiving systems require an urgent inclusion of evidence to discover how to improve the 

affect dysregulation not currently a focus of evidence-based treatment (Heleniak et al., 2016; 

Sege et al., 2017; Stover & Keeshin, 2018).  

As CSA has been identified as a substantial risk factor for the development of PTSD 

and CPTSD in NOPs (Valdez-Santiago et al., 2013), the impacts on NOPs are proposed in the 

BT-MIM model to vary as a function of intergenerational factors including family 

environment, parent-child attachment, betrayal trauma, institutional betrayal, and moral 

injury. These betrayals have shown to develop at the individual level (abuse event; Finklehor 

et al., 2007), the dyadic microsystem level relational betrayal (betrayal trauma; Freyd, 1999, 

2001), the exosystem level (institutional betrayal; Brown & Alexander, 2020; Platt et al., 

2009), and the macrosystem level (ingrained culture of non-evidenced based diagnoses; Ailes 

& Furst, 2019). An abuse of power in a close attachment relationship causes moral injury to a 

more vulnerable person, rupturing a deeper intrapersonal trauma that transgresses the self. 

Shame and guilt become the antecedent to survival that allows the preservation of a 

relationship with others, and/or the system on whom they depend for survival (Fisher, 2017). 

The resultant intrapersonal moral injury of their true self remains buried and untended. Whilst 

this program of research focused on the NOP, it is hypothesised that the goal of self-repair of 

the NOP would facilitate similar recovery outcomes for the child as taking care of one’s own 

needs have shown to facilitate PTG in children and positive parenting outcomes (Johnson et 

al., 2014). 

The BT-MIM has integrated NOPs’ individual experiences within the psychological 

theories presented above and explains the origins, development, and maintenance of CPTSD. 

The model was designed to assist future researchers and clinicians in developing case 

conceptualisations. Case conceptualisation is the link between theory, research, and practice 

(Butler, 1998; Tarrier & Calam, 2002). Case conceptualisations are developed as many NOPs 

may present with the same symptoms but will have distinctive formulations (McTiernan et al., 
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2020), and a case formulation has not been developed for CPTSD. Case formulations guide 

and inform therapy to relieve an individual’s distress and facilitate resilience (Kuyken et al., 

2016). The framework of the five Ps model (Dudley & Kuyken, 2014) is often used to 

construct the case conceptualisation and includes (a) presenting problem; (b) predisposing 

factors (vulnerability factors to the problem); (c) precipitating factors (what triggered the 

event); (d) perpetuating factors (what is maintaining the problem); and (e) protective factors 

(what are the individuals' strengths, supports, coping strategies, and skills, that will mitigate 

the problem). This model's key factors have been sourced from the literature review of this 

dissertation and results of each study, and have provided an initial framework towards 

precision, refinement, and parsimony of a case conceptualisation for CPTSD. A meta-analysis 

(Turner et al., 2020) of CBT conceptualisation found that formulation-based treatments were 

more effective than non-formulation-based treatments. This model provides empirical 

foundation for the further development of case conceptualisation to assist clinicians with 

CPSTD formulation.  

Consequently, the focus has begun to build a foundation based on the BT-MIM model 

to propose causal target mechanisms for the development of therapeutic interventions. The 

BT-MIM model proposed that CSA precipitated moral injury to NOPs from five core systems 

that uphold the human need for safety, attachment, justice, identity, and existential meaning. 

The BT-MIM model integrated these betrayals under the framework of the five Ps model to 

conduct formal analysis. 

Presenting Issue 

The association between trauma-related shame and PTSD has indicated significant 

distress and psychopathology is suffered by NOPs who became distressed that they entrusted 

their child with someone they thought was safe who sexually abused their child (DeCou et al., 

2021, Timmons-Mitchell, et. al., 1996; Valdez-Santiago et al., 2013). This gives rise to a state 

of hyperarousal (increased sensation, overwhelm, panic, hypervigilance, intrusive imagining, 

disorganised cognitive processing) or hypo-arousal fainting or numbing (avoid feeling or 

memories to block out overwhelm, absence of body awareness, disabling cognitive processing 

(Ogden et al., 2006). The immobilisation system has remained an adaptive biological reaction 

to the inability to access the fight or flight survival responses and is best described by the 

polyvagal theory (Porges, 2011). When individuals are in chronic states of stress and lacking 

safety, mental processing falls second to adaptive survival responses (Williamson et al., 

2015).  
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The Polyvagal theory’s central premise is that humans need to feel safe and in 

connection with others for survival, yet the body is devoted to preventing harm. The paradox 

between wanting to connect and the need to survive, is driven by the Automatic Nervous 

System (ANS) which mobilises against danger, through deaccelerating from the ventral vagus 

connection from the Parasympathetic Nervous System (PNS) into the fight or flight response. 

If the ANS cannot resolve the challenge, it will collapse and disconnect from social 

engagement and connection. Lengthy court appearances alone have shown to increase the 

perception of danger; and uncertainty has revealed the adaption of a survival response (Bailey 

et al., 2020). Understanding that engagement in the court system is perceived as dangerous by 

NOPs, can be utilised by clinicians and specialists within the child protection system to 

further understand the complex post-disclosure experiences of NOPS and these adaptive 

survival responses (Wells, 2019).  

Predisposing Factors 

The needs of NOPs are of imminent concern as this secondary trauma may also be 

compounded by the NOPs’ intergenerational CSA (Ertem et al., 2000). A predisposition of 

intergenerational trauma has been well identified in terms of the negative impacts either 

indirectly or directly on families (Baranowsky et al., 1998; Dass-Brailsford, 2007) and high 

prevalence rates between mothers and children have been indicated (Frazier et al., 2009). A 

second predisposing factor of PTSD symptoms may be through the shattering of pre-traumatic 

schemas. If an individual’s predisposing schemas of themselves and the world are negative, 

this has shown to increase the risk of PTSD as confirmed by the traumatic event (Foa & 

Rothbaum, 1998). Additionally, those with positive world schemas who see the world as good 

have shown to be even more highly susceptible to PTSD, as they cannot make sense of bad 

things happening to good people.  

Precipitating Factors 

 A seminal study verified the psychological damage caused by cover ups and system 

failures (Smith & Freyd, 2013). The risk of victimisation from institutional betrayal has been 

found to be a significant predictor of depression, PTSD, and anxiety when controlling for the 

effects of sexual assault, psychological aggression, and violence. This finding has a 

significant impact on understanding institutional betrayal over and above interpersonal 

betrayals on mental health (Lee et al., 2019). 

A second precipitating factor of an NOP experiencing moral injury cognitions that 

may be facilitating PTSD and CPTSD is betrayal trauma (Freyd, 1996). Betrayal blindness 

(Freyd & Birrell, 2013) when revealed to the NOP because of the repeated and long-standing 
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betrayal may lead to the adaption of maladaptive cognitions of moral injury that results in 

victim shame. Shame has been found to function as an arousal blocker precipitating moral 

injury more than any other emotion and is linked with physiological arousal stress responses 

that have reduced self-exposure, and self-exploration (Schore, 2003). Shame is more likely to 

lead to engagement in self-punishment as a temporary escape from emotional pain (Gratz & 

Tull, 2012) and has been linked with a stronger association with PTSD symptoms than guilt 

following a traumatic event (Bannister et al., 2019). If shame is blocking emotional 

dysregulation for NOPs whose environments have become unsafe due to legal processes 

requiring the NOP to send their children back to the perpetrators for ongoing contact (Brown 

& Alexander, 2020), submissiveness is the only viable adaptive response able to be engaged 

within these environments leaving the residue of guilt causing moral injury.    

Perpetuating  

Disturbances in identity, self-regulation, and self-compassion have been found to be a 

result of complex trauma (Herman, 2015). These variables were explored in this program of 

research as to their roles as intrapersonal negative cognitions of moral injury that may be 

maintaining PTSD and CPTSD. It was hypothesised that moral injury would be found to be 

significantly and positively related to PTSD and CPTSD in an NOP population. Research has 

shown that females who have experienced CSA blame themselves (Ullman, 2007). Self-

blame has been associated with PTSD and poor recovery outcomes (Najdowski & Ullman, 

2009). Schwarz and colleagues (2016) proposed that shame is an affect experience during 

trauma that when unresolved, negatively impacts the self with clinical symptoms. The 

constructs of the Intrapersonal Theory of Moral Injury as presented above, further detailed in 

Chapter 2, suggest that three moral injury cognitions are related to the maintenance of PTSD 

and CPTSD symptomology: PTCs (Negative Self), Emotion Regulation (Catastrophising), 

Negative Self-compassion (Self-Isolation, Self-Judgement, and Overidentification).  

Protective 

As NOPs suffer symptoms that extend beyond the confines of PTSD, further research 

on factors influencing the parent’s recovery is important as attachment trauma with the trusted 

caregiver is considered even more deleterious than the traumatic event itself (Calhoun & 

Tedeschi, 2004; Wamser-Nanney & Vandenberg, 2013). The way that parents respond to 

their children’s trauma has been considered a critical factor in a child’s post-traumatic 

adjustment (Jobe-Shields et al., 2017), hence incorporating strengths and realistic positive 

self-concepts following CSA may well build parental well-being (Muzik et al., 2015).   
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The Adult’s Surviving Child Abuse’s (ASCA) Practice Guidelines for Treatment of 

Complex Trauma and Trauma-informed Care and Service Delivery (Kezelman &  

Stravropoulos, 2012) has paved the way for improved trauma-informed care, yet many 

practitioners are not trauma-informed or integrating trauma assessment. The ASCA’s 

guidelines recommended that practitioners need to be able to better identify and treat patients 

with complex trauma, as many are less likely to self-present and self-disclose. Childhood 

maltreatment research has confirmed a link between CSA, mental health, and addictions 

(Jennings, 2004), with numerous studies demonstrating around two thirds of both inpatients 

and outpatients in the mental health system have a history of CSA and/or physical abuse 

(Bryer et al., 1987; Craine et al., 1988; Emslie & Rosenfeld, 1983; Swett et al., 1990). The 

damaging effects of Adverse Childhood Experiences (ACE), that is harms that affect children 

(e.g., exposure to child maltreatment or exposure to DV) have shown to make individuals 

vulnerable to physical and mental health difficulties, and mortality compared to adults 

without ACEs (Bellis et al., 2015). Read and colleagues (2004) compared 40 studies 

published between 1984 and 2003 that examined individuals with psychiatric diagnoses. Their 

results indicated that at least half of the female participants examined had experienced CSA. 

Their findings validated that CSA has remained unrecognised, misdiagnosed, and an 

unaddressed compounding factor for unrecognised trauma.  

The prevalence of complex trauma and its effects on physical, relational, and 

psychological wellbeing has not been well acknowledged in practice or training. International 

research demonstrated that those health practitioners who had assessed adult ACE 

experiences reduced their clients’ medical appointments by 35%, an 11% reduction in visits to 

emergency departments, and reduced crisis intervention rates by 3% (Lanius et al., 2010). 

Mental health services have traditionally focused on addressing immediate health issues such 

as addiction or depression, instead of assessment and treatment of the underlying cause (i.e., 

childhood trauma) and giving recognition and a voice to the cause of the majority of mental 

illness.   

Further understanding factors that may be deterring the recovery of NOPs and 

preventing intergenerational cycles of abuse may be achieved through standardised screening 

and greater precision in diagnosis and treatment. The American Medical Association has 

recommended compulsory screening for women for exposure to violence at every health care 

facility, yet actual enactment of this process appears to be rare. The challenge remains to find 

more nuanced ways to measure and conceptualise ACEs where the benefit outweighs any 

potential harm, and where evidenced based interventions are available (Lacey & Minnis, 
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2020). Legislation of screening of complex trauma or ACEs for parents and children as a 

standard part of a General Practitioner, Clinical Psychologist, and Psychiatrist assessment 

process would assist in the identification of at-risk families, yet the ACE score is limited in its 

conceptualisation and measurement. Research calls for a proliferation of new theoretical and 

empirical approaches that ensure beneficence and non-maleficence. Ensuring trauma 

informed training for health care professionals on whom these individuals rely, will help 

provide trauma informed support (Perry, 2006).  

 Summary of Gaps    

The limitations of the review of trauma literature to date, has highlighted the lack of 

consensus on the psychosocial constructs beyond solely sexual abuse-related symptoms to the 

conceptualisation of the impact and growth from trauma in two important trauma diagnoses, 

namely PTSD and CPTSD. Therefore, further research was warranted to identify which 

intrapersonal moral injury cognitions and adaptive cognitions increased identification, 

diagnostic conceptualisation, and further understanding of the role of moral injury in the 

development of PTSD, CPTSD, and facilitation of PTG. This program of research aimed to 

address this gap by examining the relationship between specific maladaptive intrapersonal 

moral injury cognitions that would assist in understanding further symptoms faced by such 

relational traumas (Jinkerson, 2016; Martin, 2020).  

This research program identified intrapersonal moral injury cognitions (self-

transgressions) as a clear means on which to conceptualise the relationships between these 

critical moral injury components of trauma sequalae. The phenomenology of the Intrapersonal 

Moral Injury Cognitions Theory employed in this program of research depicted the causal 

factors of three traumatic stressors: PTCs (negative self), emotion regulation 

(catastrophising), negative self-compassion (self-isolation, self-judgement, and 

overidentification), experienced by NOPs. These moral injury factors were based on 

metatheoretical theories including interpersonal trauma betrayal (Freyd, 1994; Shay, 1994); 

intrapersonal betrayal self (Litz et al., 2009); traumatic event itself (PTSD; APA, 2013); 

disorganised self-features (CPTSD; ICD-11, 2020); institutional betrayal (Platt et al., 2009); 

and early attachment trauma (Herman, 2015).   

This review of the literature highlighted that while PTSD and CPTSD symptoms are 

the sequelae of trauma for NOPs, intrapersonal moral injury cognitions may be facilitating 

PTSD and CPTSD beyond the abuse-related variables of the feared event itself due to 

relational betrayals of self. NOPs experience internal symptoms, which may remain 

undetected or undisclosed due to stigma, shame, and/or guilt, and lack of assessment. This 
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may keep the focus on the child rather than the NOP. In order for psychologists to be able to 

correctly identify, diagnose, and foster effective treatments, the conceptualisation and 

distinction between PTSD and CPTSD must first be established in NOPs. As CPTSD is a new 

diagnosis individuals and the public health system remain at risk until CPTSD is validated in 

this population. To date, there has not been an associated development of a model to further 

understand the maintenance of intrapersonal maladaptive cognitions of moral injury that may 

be facilitating PTSD and CPTSD symptomology. Furthermore, research has not yet 

considered how PTG may have the capacity to assist the NOP in attenuating their PTSD and 

CPTSD symptoms, and facilitating PTG into treatment models (Mosher et al., 2017). 

Although seemingly complementary definitions of the same construct, both PTSD and 

CPTSD reflect different theoretical perspectives. There is no current consensus in the 

literature related to the differences and maintenance factors of both PTSD and CPTSD. 

However, the DSM-5 includes a new criterion that recognises more pervasive 

characterological changes (Criterion D), and a specifier of dissociative features that overlap 

with moral injury’s symptom profile. The DSM-5 does not address the type of stressor events 

in general diagnostics associated with moral injury but is nonetheless recognised as CPTSD in 

the ICD-11. This may result in psychological difficulties faced by NOPs who experience 

significant symptomatology that is not accounted for in diagnoses, research, and 

interventions. Given that moral injury is a recently investigated concept, research is still in its 

infancy and there exists a need to develop a comprehensive model (Drescher et al., 2011; 

Farnsworth et al., 2014).  

This research hypothesised that interpersonal trauma not only ruptures relationships 

with others but ruptures one’s relationship with one’s true self. The chronic visceral fear state 

entrenched by interpersonal trauma causes intrapersonal fear that drives the brain’s 

involuntary automatic functions that lay beneath the post-traumatic responses that causes a 

dysregulated autonomic arousal (Fisher et al., 1991).Therefore to further understand the self-

transgressions of intrapersonal moral injury cognitions and their unique contribution to PTSD 

and CPTSD, this current research focused on developing and empirically evaluating 

paradigmatic models. Identifying maladaptive and adaptive post-trauma cognitions may 

provide understanding of the causal mechanisms in the maintenance of symptoms via moral 

injury cognitions. The models postulate that maladaptive moral injury cognitions lead to 

greater distress, placing NOPs at risk for PTSD and CPTSD. At present there is no research to 

support intrapersonal cognitive models of moral injury, outside the founding 

conceptualisations of moral injury for deployed military populations. Whether intrapersonal 
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maladaptive moral injury cognitions can explain the variance not yet captured by PTSD 

criteria remains an empirical question. 

Research Aims  

This current research aimed to identify and examine the interactive role of 

intrapersonal maladaptive cognitions of moral injury in NOPs associated with the 

development and maintenance of PTSD and CPTSD. It further aimed to conduct a clinical 

investigation and validate the utility of the ITQ in a population of NOPs; examine differences 

between intrapersonal maladaptive cognitions of moral injury between a group of NOPs 

reporting high ACEs compared to NOPs reporting low ACE; and identify and evaluate the 

adaptive intrapersonal adaptive cognitive strategies that facilitate Post-traumatic Growth 

(PTG). Given the importance of identifying intergenerational trauma in NOPs, three 

paradigmatic models were employed for this research, namely the Intrapersonal Maladaptive 

Moral Injury Cognitions of PTSD Model (see Figure 9): the Intrapersonal Maladaptive Moral 

Injury Cognitions of CPTSD Model (see Figure 15) and the Intrapersonal Adaptive Cognitive 

Coping Model of Post-traumatic Growth (PTG) (see Figure 18) to provide an empirical 

extension of moral injury theory.  

Outline of the Studies 

 A mixed methodological research approach was undertaken with four empirical 

studies. A brief outline of each of the four studies are as follows: Study 1 examined the 

relationship between intrapersonal maladaptive cognitions of moral injury and PTSD by 

utilising a hierarchical multiple regression analysis and path analysis to evaluate the 

Intrapersonal Maladaptive Moral Injury Cognitions of PTSD Model. Study 2 examined the 

validity and reliability of the newly developed ITQ measure within a sample of NOPs. This 

study also examined the prevalence of PTSD and CPTSD in a sample of NOPs and evaluated 

the Intrapersonal Maladaptive Moral Injury Cognitions of CPTSD Model. Group differences 

between NOPs who had reported high levels of ACE, and those who had reported low levels 

of ACEs were examined. Study 3 systematically identified and reviewed protective factors of 

PTG to determine their suitability for use in the development of interventions with complex 

trauma populations. Study 4 explored the intrapersonal adaptive cognitive coping strategies 

found in Study 3 that facilitated the development of PTG in a sample of NOPs, and developed 

and evaluated the Intrapersonal Adaptive Cognitive Coping Model of PTG. It further aimed to 

extend the findings from Study 2 to evaluate any differences in intrapersonal maladaptive 

cognitions of moral injury in NOPs with high or low levels of PTG. 
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Significance and Contributions of Thesis  

In summary NOPs suffer with clinically significant distress as a result of their child 

experiencing sexual abuse by a loved one that results in PTSD and moral injury from self-

blame and medico legal enforcements causing NOPs to deeply transgress their moral values. 

Further, if an NOP was also a victim of CSA trauma treatment becomes complicated due to 

the interpersonal and intrapersonal betrayals. This program of research has provided a 

diagnostic empirical extension of moral injury theory through the development of three 

paradigmatic models to address this research gap. There remains a lack of consensus on the 

psychosocial constructs beyond solely abuse-related symptoms that are maintaining PTSD 

and CPTSD in treatment models and guidelines. The proposed extension of intrapersonal 

moral injury theory was empirically supported in this program of research. Findings 

suggested that the maladaptive intrapersonal cognitions of post-traumatic cognitions (self), 

emotion regulation (catastrophising), and negative self-compassion (self-isolation, self-

judgement, over identification) were risk factors that significantly explained the risk of PTSD 

and CPTSD symptomology in an Australian population of NOPs.  

Treatments that have solely focused on PTSD symptoms can inhibit recovery growth 

potential (Shakespeare-Finch & Lurie-Beck, 2014), therefore this program of research 

developed the Intrapersonal Adaptive Cognitive Coping Model of PTG which delineated 

adaptive cognitive emotion regulation strategies that facilitated PTG. Adaptive cognitive 

coping cognitions included: self-compassion, emotion regulation (positive re-appraisal), and 

hope as predictors of PTG. This program of research further developed the BT-MIM model 

that integrated the systemic interrelationships across Bronfenbrenner’s ecological systems. 

The BT-MIM model proposed that moral injury was the result of individual level (abuse 

event), the dyadic microsystem level relational betrayal (blind betrayal), the exosystem 

(institutional betrayal), and macrosystem (ingrained culture of non-evidenced based 

diagnoses). The BT-MIM model provides understanding of the relational traumas across each 

ecological system level, as making sense and meaning across each of these systems provides a 

vital foundation for recovery, and preventative work. This program of research has provided a 

literature review, empirical research findings, and qualitative research on the current lived 

experiences of NOPs.  

Accordingly, the Intrapersonal Theory of Moral Injury Cognitions suggests that in 

response to the interpersonal relational and institutional betrayals following their child’s CSA 

disclosure, NOPs habituate to more than fear-induced survival processes to cope with the 

intrapersonal wound facilitated by shame, loss or guilt (Dokoupil 2012), that may differentiate 
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between PTSD and CPTSD. This new theory extends scientific enquiry upon previous 

theories of moral injury (Litz, 2009; Shay, 2002), emotion processing theory (Brewin & 

Holmes, 2003), and cognitive theory (Beck, 1988) to meet this gap. CPTSD has only just 

begun to receive empirical attention outside military and healthcare contexts yet lacks a 

paradigmatic framework within familial abuse. Moral injury was conceptualised to 

understand the differences and gaps between PTSD and CPTSD. As cognitive change may be 

a target for intervention, the Intrapersonal Moral Injury Cognitions Theory provides a moral 

injury framework that describes the clinical presentation of NOPs from a parent-focused 

pathway to recovery to help resolve some of the current dilemma’s faced by clinicians, policy 

makers, legal professionals, and families affected by the intergenerational epidemic of 

childhood sexual abuse.  
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Chapter Two 

 

Post-traumatic Cognitions of Moral Injury as Predictors of PTSD 

 

Chapter Overview 

This chapter provides a literature review to examine the intrapersonal maladaptive 

cognitions of moral injury of PTSD. This review of current knowledge extended theory 

beyond solely abuse-related variables of trauma symptomology, to the role that moral injury 

cognitions play in the development and maintenance of PTSD. The chapter concludes with a 

description of the proposed Intrapersonal Maladaptive Moral Injury Cognitions of PTSD 

Model that was evaluated in Study 1 (Chapter 3).  

Rationale and Objectives 

Trauma has been reported to be experienced by 50%-90% of adults from a 

representative national sample of 5877 adults with 8% developing PTSD in their lifetime 

(Kessler et al., 1995; Resnick et al., 1993). In general, sexual abuse is stated to be associated 

with the highest risk of developing PTSD (WHO, 2018). A child’s CSA disclosure to their 

NOPs can reactivate trauma triggers causing approximately 30% of NOPs with CSA histories 

to experience PTSD symptoms compared to NOPs with no CSA history, with 13% meeting 

diagnostic criteria for PTSD (Cyr et al., 2014). The prevalence of lifetime PTSD reported in 

the largest United States National Comorbidity Survey (Kessler et al., 1995) indicated a 

higher prevalence of PTSD in men (65%) and women (46%) who were sexually abused 

compared to other traumas. In Australia, the estimated 12-month prevalence of PTSD ranged 

from 1%-33%, in adults who have been sexually assaulted and these levels were associated 

with the highest levels of PTSD as compared to other traumatic events causing PTSD 

(Creamer et al., 2001). Further understanding the development of PTSD in NOPs has 

important clinical implications, as it impacts on the wellbeing and recovery of their children 

(Ford et al., 2006; van der Kolk, 2005). As PTSD symptomology has shown to be more 

severe for individuals experiencing partner violence when the abuse occurs in a place where 

individuals thought they would be safe. Therefore, further research into other vulnerability 

factors facilitating NOPs PTSD where abuse of their child occurred in a place they thought 

their child would be safe was warranted (Cascardi et al.,1996). Furthermore, a study of 

women with sexual abuse histories as children (N = 106) found that suicide attempts increased 

12.27-fold when CSA was committed by a parent (Cankaya et al., 2012). Therefore, 

establishing further predictors of PTSD in order to build more comprehensive models that 
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account for the intrapersonal risk factors for NOPs caused from intrafamilial traumas is 

highlighted 

The etiology of PTSD is classified by including in its definition an implicit theoretical 

assumption regarding the nature of the disorder, with an assumption that its root cause lays in 

either Pavlovian fear conditioning or some disorder of neural fear circuitry (Friedman et al., 

2011). The DSM-5 provides a discussion of trauma and stressor-related disorders, yet many 

individuals have been exposed to a traumatic or stressful event exhibit a phenotype in which, 

rather than anxiety or fear-based symptoms, the most important clinical characteristics are 

anhedonic and dysphoric symptoms, externalising angry and aggressive symptoms, or 

dissociative symptoms (APA, 2013). Given these observations, the exclusive linking of PTSD 

to a fear-based stressor may be disproportionate as the event itself does not account for the 

deep emotions that impact cognitions and cognitive coping following the event that co-occur 

with PTSD (Drescher et al., 2011).  

Intrapersonal Risk Factors of PTSD 

Ross (2007) urged for a new theoretical and treatment paradigm that focused less on 

the traumatic event and focuses more on the deeper trauma of the attachment problems related 

to the betrayal of trust. As a child’s CSA disclosure is likely to cause feelings of distress to 

the NOP this may challenge attachment, distress, parental self-efficacy, and feeling out of 

control (George & Solomon, 1996; Wells, 2019). Herman (2015) posited that 

intergenerational trauma has shown to result in identity fractures, self-dysregulation, and a 

lack of self-compassion. There is a paucity of research on affective dysregulation, negative 

self-concept, and disturbances to relationships, therefore, to extend research on moral injury 

cognitions a theoretical model was developed in order to evaluate their role as targets for 

intervention for NOPs with PTSD. In line with the study aims to identify and examine the 

interactive role of intrapersonal maladaptive cognitions of moral injury associated with the 

development and maintenance of PTSD and CPTSD, the following intrapersonal cognitions 

were examined: post-traumatic cognitions (self, world), emotion regulation (self-blame, 

rumination, and catastrophising rumination, catastrophising), and negative self-compassion 

(self-isolation, self-judgement, over identification).  

Post-Traumatic Cognitions (PTCs) 

Post Traumatic Cognitions (PTCs) such as negative self-appraisals, self-blame, and 

negative cognitions of the world contribute to the development and maintenance of PTSD 

(Ehlers & Clark, 2000). Individuals with trauma histories with PTSD have been found to 

display higher levels of maladaptive PTCs as compared to traumatised histories without 
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PTSD (Foa et al., 1999). Longitudinal studies on NOPs have shown to play a role in a child’s 

trauma adjustment (Hiller et al., 2018) and parental PTSD (Morris et al., 2012). Hiller et al. 

(2018) conducted assessments on 132 parent-child pairs following a child’s acute trauma and 

found that a parent’s negative appraisal and use of avoidant coping strategies were associated 

with higher child PTSD at six months follow up. PTCs regarding the self, others, and the 

world have shown in previous studies to result in poor recovery from traumatic events and the 

maintenance of PTSD in other trauma populations which may also be indicated in an NOP 

population (Brewin & Holmes, 2003; Foa & Rothbaum, 1998). Epstein (1991) offered four 

core beliefs that change after trauma including: belief that the world is benign, the world is 

meaningful, the self is worthy, and that others are trustworthy. Jannoff-Bulman (1992) 

proposed that trauma causes disruptions in beliefs of safety, intimacy, esteem, and power that 

lead to the onset of PTSD. Interpersonal traumas may also result in negative reactions and 

blame from others, which reinforce that the world and the self are unsafe (Ullman, 1999). 

PTCs have been found to be strongly correlated with interpersonal traumas (Lilly, 2011; 

Mueller-Pfeiffer et al., 2010) and related to PTSD (e.g., Foa et al., 1999; Su & Chen, 2008); 

however, which intrapersonal post-trauma cognitions influence the risk of PTSD in NOPs 

remain unknown.  

It is theorised that PTCs produce senses of threat alongside strong emotions such as 

anxiety, shame, depression, anger, or intrusive thoughts that maintain PTSD (Foa et al., 

2010). For example, Cieslak et al. (2008) examined 66 adult females who had experienced 

CSA and found that coping self-efficacy was a mediator of negative cognitions and PTSD. 

These findings provide support for previous research that has shown that general cognitions 

(e.g., general self-efficacy) operate through more context-specific cognitions (e.g., task-

specific self-efficacy) and indirectly affect performance (Xie et al., 2019). Most theoretical 

frameworks have suggested that PTSD symptoms are most impacted by negative cognitions 

as the most proximal, direct predictors of post-traumatic distress. However, Cieslak et al. 

(2008) validated the importance of investigating further trauma-specific cognitions through 

which post-trauma cognitions operate. This was incorporated into this current study to 

investigate post-trauma intrapersonal moral injury cognitions.  

Maladaptive PTCs are predictive of the development of PTSD that leads individuals to 

feel fragile in an unsafe world (Ehring et al., 2008). Alongside interpersonal trauma, 

maladaptive PTCs have been linked to humiliation, and shame that may also be contributing 

to PTSD (Beck et al., 2015; Kletter et al., 2009), yet are not measured by the PTCs Inventory 

(PTCI; Foa & Ehlers, 1999). NOPs who develop dysfunctional cognitions in response to their 
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children’s exposure to traumatic events have shown to exhibit a more overprotective 

parenting style, including less autonomy for the child, and a greater focus on discussing 

current potential dangers (Cobham & McDermott, 2014).   

Loos et al. (2015) explored the association between parents’ dysfunctional cognitions 

related to their children’s trauma. The majority of participant parents (N = 113) reported their 

own abuse (78.8%). Participants evaluated their children’s sexual abuse as the worst trauma 

(33.6%), as compared to their own sexual abuse (34.5%), and (26.5%) believed both theirs 

and their child’s sexual abuse was their worst trauma. The frequency of clinically elevated 

parental symptoms of PTSD (48.6%) correlated significantly to maladaptive cognitions 

(between r = 0.44 and 0.69, p < 0.01). The findings from this study highlighted the 

importance of consideration of the parents’ own additional traumatic sexual abuse experiences 

(Elliott & Carnes, 2001; Newcombe & Locke, 2001). Therefore, the current study aimed to 

extend CSA research to examine if the NOPs own sexual abuse increased the risk of 

developing PTSD after learning that their child has been a victim of CSA (Brewin et al., 

2000) and further investigate the role of moral injury PTCs and moral injury cognitions.in 

NOPs.  

Although the research findings above provided empirical support for PTCs’ 

association with PTSD, further research warranted examination of which of these post-

traumatic cognitions were the most prominent as findings have been inconsistent. Overall, 

there remains a paucity of research investigating the relationship between PTSD and trauma-

related cognitions of NOPs’ vicarious trauma, and no research has investigated maladaptive 

intrapersonal moral injury cognitions. Therefore, this current study addressed the limitations 

previously highlighted and examined further trauma-specific cognitions through which PTCs 

operate, the first being emotion regulation (Foa et al., 2010). 

Emotion Regulation 

Emotion regulation has been defined as flexible responsiveness to a difficult situation 

with a range of emotions and the ability to delay spontaneous reactions as required (Cole et 

al., 1994). Emotion regulation is thought to develop in childhood within caregiver 

relationships (Feldman et al., 1997). The quality of this caregiver–child interaction has shown 

to influence the ability to emotionally regulate (Cole et al., 2004). Childhood abuse has shown 

to disrupt the development of emotion regulation skills (Burns et al., 2010; Cicchetti & 

Rogosch, 2009) in which the developing child brain requires empathy, connection with others 

and self, and needs the presence of an emotionally consistent, non-stressed caregiver to 

develop (Siegel, 1999). If the child feels emotionally hurt and powerless against a caregiver, 
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chronic distress alongside dissatisfied attunement from the NOP would activate disassociation 

for the child to suppress the pain. The suppression of distress allows attachment to form and 

an ability to identify with the perpetrator (Tsai et al., 1999). The child developed an internal 

psychological wound maintained by the fight and flight survival response to attach and shut 

out pain. This has shown to limit the child’s ability to grow to their full potential and renders 

them unable to activate their parasympathetic nervous system to learn and safely attach with 

others (Mate, 2011). A trauma betrayal response may also be as simple as forgetting the 

abuse. Memory impairment has been found at higher familial abuse levels than non-

incestuous abuse (DePrince & Freyd, 1999).  

Therefore, understanding what increases the risk of NOPs PTSD is important to help 

the recovery of emotional disconnection. The long-term effects of a stressed parent fighting 

for their child’s safety impacts a child’s ability to develop emotional regulation. The NOP is 

less available for the child because of their moral injury, which may also cause a visceral 

response. Emotion regulation has shown to have a mediating role between childhood trauma 

and adulthood depression anxiety symptoms; however, limited research has been conducted 

on NOPs One study conducted by McGillivray et al. (2018) analysed group differences 

between non-offending mothers (N = 68; age range 28–67 years) with psychosocial traits of 

high levels and low levels of resilience. Unexpectedly, positive re-appraisal an emotion 

regulation construct was found to be a significant positive predictor of psychological distress, 

in contrast to previous findings (Affleck & Tennen, 1996). Positive re-appraisal was shown as 

a mechanism that may be utilised to avoid the depth of the trauma situation that maintains 

psychological distress as a coping method, yet positive outcomes have not yet been seen 

(Zoellner et al., 2011).   

Similarly, emotion dysregulation difficulties from child abuse have shown to have 

contributed to many psychological disorders (Berking & Wupperman, 2012; Kring & Werner, 

2004). Shipman et al. (2000) compared 21 girls aged between 6 and 12 years who had 

experienced familial sexual abuse and non-maltreated peers to determine how maltreatment 

may impact their emotional development. Findings suggested that girls who experienced 

sexual abuse were less likely to expect emotional support from others and had more 

interpersonal problems and more negative emotional states. A further study with a low-

income African American sample provided support for emotion regulation as a mediator 

between childhood trauma and adult depression (Crow et al., 2014). In addition, several other 

studies in children and adolescents showed the negative influence of childhood trauma on 

psychological adjustment mediated by emotion regulation deficits (Choi & Oh, 2014; Kim & 



44 

 

Cicchetti, 2010). Villalta et al. (2020) studied emotion dysregulation in a group of adolescents 

(N = 99) who had experienced sexual abuse. Emotion dysregulation was found to be 

associated with diminished function beyond other self-organisation disturbances and core 

PTSD symptoms.  

Cognitive emotion regulation strategies have been found to mediate anxiety and 

depression outcomes in a further childhood trauma study (Huh et al., 2017). The relationship 

between childhood trauma and adults’ anxiety and depressive disorder (N = 585, 266 men, 

316 women) completed the Cognitive Emotional Regulation Questionnaire (CERQ; Garnefski 

et al., 2001) by dividing the cognitive emotion regulation strategies into adaptive and 

maladaptive strategies. Catastrophising and rumination were among the maladaptive 

strategies involved in developing and maintaining PTSD (Min et al., 2019) and the 

maladaptive emotion regulation strategies as compared to the adaptive had a larger effect on 

PTSD.  

These findings indicate that the psychological experience of NOPs which has been 

neglected warrant further research. This current study replicated and extended Min et al.’s 

(2019) methods and likewise divided the CERQ into individual maladaptive strategies to 

determine what specific emotion dysregulation strategies were predicting PTSD in NOPs. 

Identifying which specific emotion regulation strategies may be most strongly associate with 

PTSD is important as this affect regulation disruption may also be key for NOPs to facilitate 

adaptive emotion regulation cognitions that assist the attachment relationship with their child.  

Emotion Regulation and Moral Injury Cognitions. A paucity of research exists on 

the relationship between emotion regulation and moral injury in NOPs. Difficulties in 

emotion regulation were shown to be significantly associated with the severity of PTSD 

symptoms but were not mediated by moral injury in a sample of 72 male former military 

service members (Spies, 2020). Contrary to predictions emotion regulation has not been found 

to be a risk factor of moral injury in a Canadian sample of military personnel and Veterans. 

Difficulties with emotion regulation were significantly correlated with symptoms of PTSD, 

depression, anxiety, and stress, but not associated with moral injury (Protopopescu et al., 

2021). The small sample size (n = 128) was noted as a limitation of this study and authors 

encouraged further research of emotion regulation and moral injury in larger population sizes. 

However moral injuries differed from life-threatening traumas have shown to be more 

strongly associated with emotions proceeding the event rather than emotions experienced 

during the event in neurobiology research (Barnes, 2019). Elucidating the moral injury 

cognitions and the role of emotion regulation therefore warrant further research. 
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Cognitive Coping and Moral Injury Cognitions. Part of what has not yet been 

empirically identified apart from the cognitive components of moral injury are the cognitive 

coping strategies utilised to attenuate intrapersonal maladaptive moral injury cognitions. 

Cognitive coping or cognitive emotion regulation strategies have been defined as the use of 

cognitive strategies to regulate the handling of emotionally distressing information (Garnefski 

et al., 2001; Thompson, 2011). Cognitive emotion regulation strategies, such as putting things 

in perspective, positive refocus, positive reappraisal, acceptance, and planning (e.g., Garnefski 

et al., 2001) have found significant relationships with adaptive outcomes (e.g., Garnefski & 

Kraaij, 2006, 2007) and that self-blame, rumination, and catastrophising have maladaptive 

outcomes. Positive reappraisal and positive refocus cognitive strategies have shown to reduce 

maladaptive symptomology of victimisation from bullying (Garnefski & Kraaij, 2014), yet no 

studies have examined the role of cognitive emotion regulation strategies in the relationship 

between NOPs PTSD. Emotion regulation is proposed within this thesis to serve as a 

framework that can help organise interpret and compare individual differences in emotion 

regulation that represents a central feature of moral injury theory. Gross (1988) has defined 

three approaches to individual differences in affect regulation: implications for affect, 

relationships, and well-being. Affect regulation in this study refers to implications for 

emotional dysregulation as a result of the complex trauma relationship and emotional 

regulation refers to measuring well-being of the intrapersonal relationship with the self that 

impacts affect. 

Self-Blame. Cumulative research has shown that women who have experienced 

familial child abuse report self-blame (Ullman, 2007). Self-blame has been linked to 

increased risk of distress (DePrince et al., 2011), including PTSD and poorer recovery from 

abuse (Najdowski & Ullman, 2009). This current study aimed to extend the link between CSA 

and self-blame of the NOP through the lens of moral injury theory. To the author’s 

knowledge, this is the first study to extend moral injury theory to NOPs to explore a moral 

injury pathway to reconnect to the core self and address self-blame appraisals that may be 

influencing PTSD. 

Filipas and Ullman (2006) showed that CSA survivors who were revictimised as 

adults engaged in self-blame at the time of the abuse and now blame themselves. Survivors 

have often shown to blame themselves rather than the perpetrators of abuse (Arata, 1999).  

Self-blame and characterological self-blame were differentiated to psychological distress in 

varying research (e.g., Frazier, 1990, 2000; Frazier & Schauben, 1994; Meyer & Taylor, 

1986). Behavioural self-blame has been defined as modifiable attributions within one’s 
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behavioural control and believes they can avoid a negative future outcome, whereas 

characterological self-blame believes their attributions of self and character are nonmodifiable 

and believe they deserve past negative outcomes (Janoff-Bulman, 1979). In Breitenbecher’s 

(2006) study, a total of 416 women were recruited from an undergraduate psychology class at 

a midwestern university, of which 224 (54%) had experienced sexual abuse. 

Characterological self-blame, but not behavioural self-blame, was positively correlated with 

psychological distress. These results were consistent with that of Hill and Zautra (1989) and 

Koss et al. (2002), who found characterological self-blame was the only significant predictor 

of psychological distress 

Self-blame has often been considered an important predictor of revictimisation and 

psychological functioning after CSA (Classen et al., 2005). Some studies, among women 

reporting CSA, found that self-blame was not related to post-traumatic distress (Owens & 

Chard, 2001). One of the possible explanations of these inconclusive results was confirmed in 

Breitenbecher’s (2006) study indicating that characterological (i.e., trait-like self-blame), but 

not behavioural self-blame (i.e., situationally determined self-blame) predicted post-traumatic 

distress following CSA. This explanation was in line with the opinion that the self-blame 

subscale of the PTCI does not differentiate between these two types of self-blame (Startup et 

al., 2007). Therefore, the self-blame PTCI subscale was not utilised from hereon in. 

Extending this work, the current study examined links between NOPs and characterological 

self-blame utilising the CERQ which is more related to characterological rather than 

behavioural self-blame following their child’s sexual abuse to further understand the moral 

injury wounds that may be exacerbating PTSD.  

Shame. One aspect of self-blame imperative to examine is shame. Shame is an 

attachment emotion that has the potential to arise whenever someone cares for another person 

(Kaufman, 2004). Shame has been termed a submissive survival strategy that activates 

submissive or aggressive defences to prevent an attachment relationship attack. Shame 

originates whenever an individual loses connection from a loved one. Therefore, a child who 

loses connection with a perpetrating family member and with an NOP may cause the NOP to 

feel shame (Keltner & Harker, 1998). Despite being known to exacerbate many psychological 

disorders including PTSD, moral injury remains unaddressed in interventions that have 

typically focused on anxiety, fear, and anger (Taylor, 2017).  

Shame can have a paralysing effect and thus being shamed can be considered 

traumatic if it happens early in development when caused by a caregiver (Matos & Pinto-

Gouveia, 2010). Submissive strategies involve pleasing powerful others by adapting and 
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giving up one’s own will. Internalising or punishing oneself, suppressing anger, and self-

protective boundaries causes shame that may maintain and exacerbate PTSD (Brewin & 

Holmes, 2003). For example, intrusive memories of traumatic experiences have shown to be 

accompanied more often by feelings of shame than by feelings of fear, horror, or helplessness 

(Holmes et al., 2005). Shame, as a risk factor for the later development of PTSD and other 

pathologies has emerged in trauma research. Szentágotai-Tătar and Miu (2016) investigated 

the use of emotion regulation strategies and being prone to shame and guilt in a childhood 

trauma population of adolescents (N = 706), aged 13 to 17 years. Emotion regulation 

independently accounted for 20% of the variance of guilt and shame-proneness. Greater levels 

of self-blame, catastrophising, and lower use of adaptive emotion regulation strategies 

showed a positive correlation to shame-proneness. Conversely, lower maladaptive and higher 

adaptive emotion strategies were associated with guilt-proneness, independent of the 

influence of childhood trauma, which explained a relatively minor portion of guilt-proneness. 

This current study extended the work of Szentágotai-Tătar and Miu (2016) who utilised the 

global PTC scale and analysed each individual construct of the PTCs scale to identify which 

of these: self, world, and self-blame may be impacting PTSD.  

Research on other proximal factors such as emotional regulation that influence PTSD 

are important, as distal factors to the traumatic event such as gender, age, education, 

socioeconomic status, IQ, and race have shown minor contributions towards PTSD (Brewin et 

al., 2000). Proximal predictors have been suggested in prior research as potentially being able 

to explain substantial variability in PTSD symptoms or diagnosis. Therefore, the particular 

focus of this study was to examine the proximal intrapersonal maladaptive cognitions of 

emotion regulation as a likely predictor of PTSD. Pride may be a source of shame and self-

compassion may hold the solution to removing shame and replacing it with clemency, 

gentleness and forgiveness towards oneself instead of blame and shame.  

Self-compassion 

Low levels of self-compassion have shown to be associated with PTSD symptoms 

(Bistricky et al., 2017) over and above the impact of exposure to trauma (DePrince et al., 

2011). Herman (2015) has pioneered trauma recovery by overcoming the barriers to shame 

and secrecy via a more compassionate view of oneself in the present. Therefore, self-

compassion has been included in this study as despite research suggesting that self-

compassion may protect against the damaging effects of shame in PTSD, its intervention data 

are limited and are only emerging in this population. The most widely held model has been 

the two-factor model that is separated into positive self-compassion compassionate self (CS: 
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total of the positive items) and uncompassionately responding (RUS: total of the negative 

items; Gilbert et al., 2011). The positive subscales that measure CS align with the protective 

nature of self-compassion that provides cognitive coping and wellbeing. The negative 

subscales that measure RUS have shown to be associated with psychopathology, maladaptive 

coping strategies such as passively reacting (Muris et al., 2018). 

Self-compassion is defined as involving the balance between increased positive  

responses and decreased negative responses in times of difficulty (Neff, 2003; Neff et al., 

2018). Self-compassion is a form of emotion regulation, and it is proposed that self-

compassion may be an intrapersonal cognition of moral injury. Literature has found that self-

compassion activates brain areas that contribute to emotional processing (Hofmann et al., 

2011), and reduce negative emotions (Arimitsu & Hofmann, 2017). Emotion difficulties 

mediate the relationship between self-compassion and PTSD symptom severity (Scoglio et 

al., 2018). Self-compassion may lead to greater emotional clarity and acceptance (Finlay-

Jones et al., 2015), which may result in fewer negative trauma appraisals and healthier 

emotion regulation strategies. 

New research has suggested that self-compassion serves as a complimentary factor to 

facilitate resilience and reduce psychological distress (Allen et al., 2012; Neff et al., 2007). A 

study by Close (2013) investigated a sample of 141 women in North America who 

experienced sexual assault in the previous five years aged 18 to 61 years. Hierarchical linear 

regression analysis revealed self-compassion was a strong and significant predictor that 

explained 19%-42% of the variance in psychological distress, negative PTCs, shame, and 

self-criticism. Results bolstered recent research that has equated self-compassion with 

resilience. However, no study has evaluated self-compassion and PTSD among NOPs of 

children who have reported experiencing sexual abuse.  

NOPs’ reactions to the discovery of sexual abuse of children may be likened to that of 

loss or bereavement, with the ability to react compassionately and positively following a 

stressful event being important in determining the post-trauma outcome (Aldwin, 2007; 

Fuller, 2016; Tedeschi & Calhoun, 2004). The impact of a lack of self-compassion or 

negative self-compassion has predicted psychological distress and PTSD in survivors of other 

types of traumas (Forkus et al., 2019). Therefore, this current research divided the scale into 

its two components of positive and negative factors that underpin self-compassion to further 

understand each role. This current study utilised the positive and negative components of self-

compassion as separate factors in line with Gilbert’s Social Mentality Theory. Gilbert (2005) 

proposed that a compassionate response to suffering activates the parasympathetic nervous 
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system, and uncompassionate responses activate the sympathetic nervous system, suggesting 

the two may be better measured individually or as a bifactor model: positive and negative 

factors.  

Self-compassion and Moral Injury Cognitions. Self-compassion has been indicated 

as a protective factor and significant moderator from the exposure to MIEs of military 

veterans and PTSD, depression, and self-harm. Forkus et al. (2019) examined 203 veterans 

77.3% males and found preliminary support for the clinical utility of targeting self-

compassion to reduce PTSD amongst those who have experienced moral injury. Similar 

findings were made by Hiraoka et al. (2015) in a population of 115 U.S. combat veterans with 

elevated PTSD as compared to the general population found a strong negative association 

between self-compassion reducing PTSD symptom severity at baseline, and a weak but 

significant effect at 12-month follow up. suggesting that self-compassion may be useful to 

address in moral injury treatment for PTSD. 

Positive and Negative Self-compassion. The bifactor model has demonstrated 

‘acceptable fit’ in other populations (see Reise et al., 2010). It has been suggested the negative 

factors tend to have greater clinical significance as predictors of psychopathology than the 

positive factors. However, emerging research examining whether a lack of vulnerabilities 

(lower levels of negative self-compassion) may be protective, just as a lack of protective 

factors (positive self-compassion) may be a vulnerability is still emerging. 

Self-Kindness versus Self-judgement. Self-kindness involves nurturing and 

responding to suffering, recognising the difficulty of the situation yet being moved by one’s 

own pain to take time to care for oneself through the suffering. Often individuals are more 

judgemental and harsher on themselves and condemn their failures through criticism. Self-

kindness involves opening up the heart to respond to one’s own suffering; however, NOPs 

often treat themselves with judgment rather than warmth that moves them into survival mode 

rather than self-kindness (Braehler & Neff, 2020).  

Common Humanity versus Isolation. Self-compassion is relational and has embodied 

the recognition that individuals are connected with failure as part of humanity’s common 

suffering, rather than feeling isolated and alone. Experiencing trauma can make parents feel 

hopeless, and a sense of shame of disconnect that exacerbates loneliness and suffering. While 

self-love and self-compassion are important, they are incomplete if they do not include others 

and it may be difficult for NOPs to find connection with others when they are disbelieved and 

unsupported.   
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Mindfulness versus Overidentification. Mindful awareness is defined as a willingness 

to turn towards one’s own pain, not avoid, or exaggerate it. Overidentification refers to 

becoming absorbed by one’s failure not the pain caused by the failure, which causes the focus 

to be on perceived inadequacies impacting self-worth (Nolen-Hoeksema, 1991). 

Overidentification can mean extrapolating from the event from “I failed” to a definitive sense 

of “I am a failure”. Part of our mind focuses on the failure itself rather than the trauma pain 

causing the current pain (Braehler & Neff, 2020), which has been established in NOPs who 

ruminate and catastrophise over their failure, thus affecting their self-worth (Nolen-

Hoeksema, 1991).  

Self-compassion was operationally defined in the current study as the ability to be 

kind to oneself rather than being critical and judgemental (Neff, 2009). Self-compassion has 

been shown to reduce psychological distress and linked with self-kindness, acceptance of 

imperfections, and acceptance that human suffering is a shared experience (Játiva & Cerezo, 

2014; Zeller et al., 2015). This sense of integration has been reported to enhance mindful 

awareness of processing life experiences in a non-judgmental way (Neff, 2009). Recognising 

others’ similar experiences to their own breaks the cycle of over-identification, and isolation 

and improves interconnectedness.   

Although there is a great deal to learn, recent research has begun to point to self-

compassion’s psychological benefits (Neff et al., 2007). For example, low levels of self-

compassion have found to be associated with higher levels of distress and self-criticism 

(Mikulincer et al., 2003). Both a yin and a yang aspect to self-compassion has been described 

(Neff & Germer, 2018). Yin self-compassion involves validating or comforting the pain and 

Yang involves taking action to protect oneself in the moment, motivating change. Scoglio et 

al. (2018) found self-compassion to be negatively related to PTSD symptoms among women 

who were seeking treatment after experiencing interpersonal violence. Comparingly, 

Thompson and Waltz (2008) found self-compassion to be negatively associated with the 

avoidance cluster of PTSD, but unrelated to the hyperarousal and re-experiencing clusters in a 

student sample.  

Additionally, Maheux and Price (2015) found self-compassion to be negatively 

associated with PTSD symptoms in two non-clinical samples. Findings from Karatzias and 

colleagues (2017) found via a mediation analysis, that self-compassion was a mediator in the 

relationship between victimisation and psychological maladjustment. Results indicated higher 

levels of self-compassion were associated with lower levels of psychological maladjustment. 
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The sample was composed of 109 adolescents aged 15 to 18 years with poor school 

performance.  

Childhood abuse has shown greater associations of PTSD with greater levels of shame 

and lower levels of self-compassion (Andrews et al., 2000) through emotion dysregulation 

(Barlow et al., 2017; Scoglio et al., 2018). Children may internalise their abuse as a shaming 

core belief; for example, “I am bad”, which resolves some of the cognitive dissonance (Briere, 

1992). Childhood trauma has been associated with low self-compassion (Játiva & Cerezo, 

2014; Tanaka et al., 2011) and low self-compassion has been associated with PTSD (Bistricky 

et al., 2017).  Research supports this notion, for example, Bistricky et al. (2017) studied 

participants who had experienced intrapersonal trauma types including abuse, assault, and 

rape (N = 132); revealed that participants who experienced more interpersonal traumas 

reported lower levels of self-compassion, higher avoidant attachment, and lower interpersonal 

competence that perpetuated post-traumatic symptoms. Therefore, if self-compassion has the 

potential to buffer against the impact of trauma through cognitive appraisal and emotion 

regulation (Barlow et al., 2017; Játiva & Cerezo, 2014; Zeller et al., 2015), developing these 

skills in parents to utilise with their children in early attachment periods remain critical for 

later emotional and interpersonal functioning (Fonagy et al., 2002). Inconsistent parenting in 

parents of children who have experienced sexual abuse has been demonstrated to diminish a 

child’s self-worth, and ability to develop self-compassion (Wei et al., 2011). 

Theoretical Framework and Proposed Model 

Brewin et al. (2000) proposed caution on developing a general model of vulnerability 

to PTSD due to the heterogeneity found between trauma types. Brewin suggested that models 

consider the impact of pre-trauma factors on later PTSD. Therefore, investigation of more 

proximal links in the causal trauma chain, such as the association between pre-trauma risk 

factors of intergenerational abuse and immediate trauma responses, have been examined 

utilising the most recent inclusive theory that explains PTSD: Emotion Processing Theory.  

Emotion Processing Theory 

Foa and Kozak (1986) developed an integrated cognitive model of PTSD that 

combined the schematic and associative network theories (Foa & Cahill, 2001; Foa & 

Rothbaum, 1998). This model has progressed understanding of PTSD beyond the way trauma 

has been encoded to the earlier connections between cognitive appraisals, emotions, and 

identity (Brewin & Holmes, 2003). Emotion processing theory developed by Brewin and 

Holmes (2003) suggested that it is the interaction of memory of the traumatic event, the 

traumatic event, and post-traumatic events’ schemas, and post-traumatic reactions of others 
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and self that explain the onset and maintenance of PTSD (Brewin & Holmes, 2003) as 

presented in Figure 4. 

 

Figure 4.  

A Schematic Diagram of Emotion Processing Theory 

 

 

Figure 4. Schematic model underlying posttraumatic stress disorder. Reproduced with 

permission of Guildford Publications, Inc. from Treating the Trauma of Rape: Cognitive-

Behavioural Therapy for PTSD, by E. B. Foa and B. O. Rothbaum, 1998; permission 

conveyed through Copyright Clearance Center, Inc.  

 

The schematic model underlying PTSD proposes two dysfunctional post-trauma 

cognitions that the world is completely dangerous and oneself is completely incompetent. 

Dysfunctional cognitions evolve due to the world’s pre-traumatic rigid schemas being 

perceived as safe were violated, which leads to difficulty assimilating the trauma happening to 

the individual. The traumatic experience causes them to see the world post-trauma as a 

dangerous place and themselves as incompetent. These rigid global thoughts then render one 

vulnerable to developing PTSD as compared to those able to interpret the trauma as time-

limited to the event.  

 Schemas. Recovery for NOPs holds an essential position in CSA research and society. 

Recovery from CSA currently focuses on reducing PTSD symptoms; however, many remain 

with a lifetime prevalence of PTSD symptoms (Kessler et al. 1995). As per Horrowitz (1993, 
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1997) and Janoff-Bulman (1992), emotion processing theory has proposed that avoidance 

symptoms of the intrusive memories of PTSD are maintained by the challenge to overcome 

pre-traumatic schemas (Foa & Rothbaum, 1998). Essentially, the theory has suggested that 

the first component challenged by the traumatic event is an individual’s predisposing schemas 

of themselves and the world that affects susceptibility to PTSD confirmed by the event’s 

negative aftermath (Foa & Rothbaum, 1998). Of most risk to NOPs are those who had prior 

positive views of themselves and the world as good as they struggle to assimilate the 

traumatic experience into their old schema. Therefore, they cannot make sense of “bad things” 

happening to “good people”. Their world view becomes that the world is completely 

dangerous, and they are incompetent, increasing their vulnerability to PTSD.  

Memory Record. The second component of emotion processing theory proposes that 

the memory record is made alongside strong emotions experienced at the time of the 

traumatic event, which increases the risk of PTSD, as the emotions disrupt perception, 

memory, and attention. Research has shown that reorganisation of memories has not been 

associated with a reduction in PTSD as victims interpret their emotional disturbances (e.g., 

disassociating) and bodily responses (e.g., heart palpitations) as a reflection of incompetence 

which maintains PTSD (Foa & Rothbaum, 1998).  

Post-trauma Reactions. The final component of emotion processing theory, post-

trauma reactions refer to the meaning of the trauma and its outcome based on interactions 

with others following the event. If people react negatively or believe others have responded 

negatively, they increasingly believe the world is unsafe and their intrusive memories, 

hyperarousal, and negative affective responses reinforce their incompetence (Foa et al., 1999).  

Moral Injury and Relational Betrayal  

The proposed Intrapersonal Maladaptive Moral Injury Cognitions of PTSD Model 

theorises these three moral injury related cognitions best explain the prescriptive cognitions 

(moral injury related cognitions) not included in the DSM-5 criteria for PTSD alongside 

schemas, memory records, and post-trauma reactions. The model proposes that recovery is 

not achieved due to the current exclusion of moral injury. Child abuse itself is a risk factor for 

developing PTSD, and ongoing interpersonal and intrapersonal rejection of self may be 

maintaining the traumatic aftermath of PTSD. Therefore, this study examines these 

relationships between the moral injury cognitions of emotion regulation, post-traumatic 

cognitions, and negative self-compassion (proposed core components of moral injury) 

following the trauma experienced by NOPs of children who have experienced CSA.   
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There has been mounting evidence that has confirmed that trauma experiences are 

associated with the shame and self-blame etiology (Kennedy & Prock, 2018). Betrayal 

through sexual abuse violates the human right to be safe but familial abuse further violates a 

breach of loyalty and trust (Jones & Burdette, 1994). The Merriam Webster dictionary (2020) 

defined betrayal as the act of betraying someone or something; violation of a person's trust or 

confidence, of a moral standard; revelation of something hidden or secret; deceived or misled; 

and to disappoint the hopes or expectations of another implicitly by the rejection of a person 

by another person. Researchers most often regard interpersonal betrayal and rejection as two 

separate phenomena. Rejection is considered as painful, but the pain is for the potential 

relationship forfeiture, whereas betrayal is the fracture of an ongoing deeper relationship in 

which they have invested (Jones & Burdette, 1994). Jones et al. (1997) found betrayal leaves 

a psychological wound different than rejection as the betrayer regarded their own needs as 

superior, providing little to no care for their needs, making them feel unsafe and alone 

(Gaylin, 1984).   

NOPs learning of the person they trusted perpetrating their child and betraying them, 

has led to the NOP violation of the moral belief that they were a good parent (Elliot & 

Carne’s, 2001). This current study proposed the Intrapersonal Maladaptive Moral Injury 

Cognitions of PTSD Model (see Figure 5) that delineated the mechanisms of the relationship 

between moral injury and PTSD in Australian NOPs. 
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Figure 5 

Intrapersonal Maladaptive Moral Injury Cognitions of PTSD Model 

 

 

 

 

 

 

 

 

 

 

 

 

Note: Proposed three factors that comprise intrapersonal moral injury cognitions post-

traumatic cognitions (self, world), emotion regulation (self-blame, rumination, and 

catastrophising rumination, catastrophising), and negative self-compassion (self-isolation, 

self-judgement, over identification).  

Literature tends to focus on the traumatic event and re-experiencing, or avoidance of 

the traumatic reminders and current threat as opposed to the impacts of the aftermath of 

relational trauma. Although not specifically stated, Foa and Kozak’s (1986) model can be 

assumed to incorporate the concept of intrapersonal injury. As shown in Figure 6, the 

proposed Intrapersonal Maladaptive Moral Injury Cognitions of PTSD Model theorised the 

interaction of three post-trauma maladaptive intrapersonal moral injury cognitions predicted 

PTSD alongside schemas, memory records, and post-trauma reactions. This model proposed 

that recovery has not been achieved in NOPs due to the current exclusion of the intrapersonal 

moral injury of oneself. Child abuse is not only the traumatic sexual abuse itself; it is an 

ongoing interpersonal and intrapersonal rejection that may be maintaining PTSD. This study 

examined these relationships between intrapersonal post-traumatic cognitions including 

PTCs, emotion regulation, and negative self-compassion following the trauma experienced by 

NOPs of children who have experienced sexual abuse.  
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Figure 6 

 A Proposed Model Extension of Intrapersonal Injury to Emotion Processing Theory 

 

 

 

                            Traumatic Event 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 6. Proposed Extension of Intrapersonal Injury to Emotion Processing Theory to 

the Schematic model underlying posttraumatic stress disorder. Reproduced with permission of 

Guildford Publications, Inc. from Treating the Trauma of Rape: Cognitive-Behavioural 

Therapy for PTSD, by E. B. Foa and B. O. Rothbaum, 1998; permission conveyed through 

Copyright Clearance Center, Inc. 
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Conclusions 

The literature review examined evidence on further trauma-specific factors through 

which PTCs may operate (Cieslak et al., 2008), as cognitive and behavioural approaches 

provide limited positive outcomes for trauma survivors (Corrigan & Hull, 2015, 2018; 

Matheson & Weightman, 2020). Emotion regulation (Min et al., 2019), and self-compassion 

have both been empirically linked to PTSD in other trauma populations (Braehler & Neff, 

2020; Forkus et al., 2019; Murphy, 1987; Solomon et al., 1991). Little research exists on the 

relationship between emotion regulation and PTSD, and no research has confirmed the 

relationship between emotion regulation and moral injury. 

Self-compassion has previously been found to have a significant negative association 

to PTSD symptoms in war veterans (Forkus et al., 2019; Hiraoka et al., 2015) suggesting that 

self-compassion may be a beneficial treatment target for treating PTSD in war veterans. This 

study found that NOPs were particularly low on self-compassion and may have implications 

for NOPs in reparation of their intrapersonal moral injury that may extend beyond its 

relationship with PTSD symptomology. PTSD treatments may not often be successful for 

NOPs because moral injury cognitions are not targeted in intervention.   

It is proposed that moral injury related posttraumatic cognitions may be increasing the 

risk of PTSD above the traumatic event itself. While these variables appear to have theoretical 

links, the influence of these intrapersonal factors and their morally injurious impact beyond 

the cognitive appraisals on PTSD remain chiefly unaddressed. Broadening our understanding 

of the role of other intrapersonal variables predicting PTSD has been considered vital (Emery 

et al., 1991; Fontana & Rosenheck, 1994; van der Kolk, 2017). The need to further the 

knowledge of the role of which intrapersonal post-trauma moral injury cognitions are 

significantly associated with the development of PTSD in NOPs is apparent given the 

aforementioned literature reviewed, and the lack of identified empirically supported 

intrapersonal post-trauma moral injury cognitions associated with PTSD and CPTSD. Study 1 

(Chapter 3) was designed to fill this gap in knowledge as a way to potentially build the 

evidence base for promoting the assessment and targeting of empirically supported 

intrapersonal post-trauma moral injury cognitions to reduce and prevent the onset of PTSD 

symptomology.  
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Chapter Three 

 

Intrapersonal Moral Injury Factors Predicting Posttraumatic Stress Disorder Among 

NOPs of Children who have Experienced Abuse  

 

Chapter Overview 

 The literature review identified little research on moral injury and PTSD other than 

war veterans, and healthcare and highlighted the need for empirically examining the identified 

intrapersonal moral injury cognitions in an NOP population. This chapter presents Study 1, 

informed by moral injury theory, which aimed to identify the specific intrapersonal moral 

injury cognitions that significantly influence the development of PTSD among NOPs. The 

DSM-5 PTSD criteria does not incorporate moral judgments as they are inherently 

unfalsifiable and have not yet been meaningfully evaluated. This chapter provides empirical 

evidence to suggest that NOPs may need additional treatment beyond current trauma therapies 

to address moral injury cognitions that may be a factor differentiating between PTSD and 

moral injury. The findings from Study 1 informed the development of the Intrapersonal Moral 

Injury Cognitions of PTSD theoretical model that extends emotion processing theory 

indicating that NOPs PTSD was significantly associated with intrapersonal moral injury 

cognitions.   

Rationale and Objectives 

Litz et al. (2009) has proposed that moral injury treats the body the same way as a 

physical attack (Litz et al., 2009). For example, children raised in domestic abuse have shown 

to have the same hypervigilance as veterans exposed to combat (Hill, 2020). Shay (1994) 

defined moral injury as a catastrophic experience or bearing witness to the unbearable causing 

life-long disability and destroying one’s good character. When NOPs’ have become aware of 

their child’s sexual abuse, beliefs about themselves as being unable to protect their child 

become violated, resulting in vicarious traumatisation (Pearlman & Mac Ian, 1995), 

heightened depression, and PTSD (Elliott & Carnes, 2001; Valdez-Santiago et al., 2013). This 

current study employed the Intrapersonal Maladaptive Moral Injury Cognitions of PTSD 

Model (Figure 9) to examine the mechanisms depicted in the model of the relationship 

between the relational injuries caused to NOPs of CSA and PTSD in an Australian 

population.  

PTCs have been widely acknowledged as a key mediator in the development and 

maintenance of PTSD (Hiller et al., 2018; Morris et al., 2012), yet evidence has suggested 
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there may be other trauma-specific factors through which PTCs operate (Cieslak et al., 2008). 

This current study extended beyond PTCs and fear learning to intrapersonal moral injury 

cognitions, cognitive emotion regulation, and negative self-compassion strategies that may be 

facilitating PTSD. The brain’s cognitive component has minimal access to the subcortical 

areas where the emotional and defence responses are impassable and stored in the brainstem, 

hypothalamus, thalamus, and basal ganglia (Corrigan, 2014). PTSD symptoms continue if the 

midbrain is unable to modulate its activity in response. Therefore, this current study 

investigated the role of intrapersonal moral injury cognitions, and emotion regulation factors 

associated in the development and the maintenance of PTSD (Min et al., 2019). 

Intrafamilial abuse has been established as a predictor of psychological impairment 

over and above extrafamilial traumas (Cromer & Smyth, 2010; Freyd et al., 2005; Lawyer et 

al., 2006), as the close relationship betrayal involves higher levels of internalised self-blame 

and guilt than abuse that occurs by a stranger (van der Kolk et al., 2005). While the majority 

of research on childhood trauma has focused on outcomes in children, a paucity of research 

has been conducted to examine the NOPs reactions and adaptation to their child’s traumatic 

experience. In one study 4 years after multiple incidents of CSA at a day-care in Norway, 

NOPs (N = 39) reported higher levels of PTSD intrusion and avoidance that correlated with 

lower levels of psychological wellbeing (Dyb et al., 2003). An earlier study of NOPs (N = 93) 

within 3 months of their child’s CSA disclosure found mothers (63) experienced greater 

psychological distress, poor family function, and less parenting satisfaction than fathers (30); 

both sexual abuse parent groups had higher distress as compared to control groups (Manion et 

al., 1996). Both studies have highlighted the importance of extending efforts beyond child 

victims to parents who have been traumatised and are experiencing difficulties following 

CSA. 

Factors that have found to be significant in predicting PTSD with only small effect 

sizes have included demographic factors such as education and ethnicity (Brewin et al., 2000). 

Ozer et al.’s (2003) meta-analysis on PTSD found the average weighted correlation of the 

relationship between a history of prior trauma and PTSD amongst 23 studies (N = 5,308) (r = 

0.17), was statistically significant, yet had a small effect size. More than half of the studies 

indicated that prior childhood trauma did not predict a greater risk for PTSD (r = 0.17) 

compared to prior adult trauma. The relationship between prior trauma and PTSD did vary by 

type of trauma. For example, a prior interpersonal trauma (e.g., rape r = 0.27) was stronger 

than combat exposure (weighted r =0.18) or an accident (weighted r = 0.12). Other risk 
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factors that have consistently been found to predict PTSD have included being female and 

being of a young age at the time of trauma (Brewin et al., 2000). 

Sexual abuse research has suggested that a large proportion of the variability in PTSD 

responses have not yet been fully explained by any of the predictors examined in both meta-

analyses and in sexual abuse research. The prediction of variability in response to traumatic 

stressors is currently less than 20% of the total variance which leaves the remaining factors 

unknown that determine who becomes symptomatic and who does not (Ozer et al., 2002). 

NOPs may also have experienced their own CSA; this has shown to be an influencing factor 

extending the cumulative nature of PTSD (Arata, 1999). 

A representative United States National Epidemiological Survey sample (N = 31,875) 

found sexual abuse to be a significant risk factor for psychopathologies that included bipolar 

disorder, substance use disorder, and PTSD (Blanco et al., 2013). Additionally, the National 

Women’s Study Replication (N = 3,001) found that sexual assault was associated with an 

increased risk of depression and PTSD (Zinzow et al., 2010). Sexual abuse of children has 

been linked with intimate partner violence and with CSA (Campbell et al., 2008). In a study 

of 1,909 college women, interpersonal trauma was shown to be associated with higher 

symptoms of PTSD than non-interpersonal traumas. Multiple interpersonal exposures had 

higher symptoms than all groups with multiples exposures (Green et al., 2000). This provided 

support for complex trauma to be identified. Emerging research has identified internalised 

stigma of sexual abuse, leading to self-blame and shame as risk factors of PTSD (Kennedy & 

Prock, 2018). Disclosure of Sexual Abuse (SA) may result in negative social reactions, that 

culminate into victim blame shown as an increased PTSD risk in longitudinal research 

(Ullman & Peter-Hagene, 2014).   

The Current Study 

To address the limitations of current cognitive models of PTSD, this current study 

utilised the newly developed Maladaptive Post-Traumatic Moral Injury Cognitions Model of 

PTSD to examine the predictive roles of the proximal intrapersonal moral injury factors 

including PTCs (Self, World, Self-Blame), Emotion Regulation (Self Blame, Catastrophising, 

Rumination, Other Blame) salient to the psychological processing of the traumatic event, 

Self-compassion (Self-judgment, Overidentification, and Isolation); and PTSD. Specifically, 

the current study explicated the relationship between PTCs and PTSD by examining the 

mediating roles of negative self-compassion and emotion regulation.  
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Research Aims and Hypothesis 

The study utilised the newly developed Intrapersonal Maladaptive Post-Traumatic 

Moral Injury Cognitions Model of PTSD. The study aimed to extend emotion processing 

theory by exploring the predictive relationships of PTCs (Self, World, Self-blame), Emotion 

Regulation (Self-Blame, Catastrophising, Rumination, Other Blame), Compassionate-Self 

(Re-appraisal, Acceptance, Positive Refocusing, Perspective, and Refocus Planning), and 

Uncompassionate Responding of Negative Self-compassion (Overidentification, Self-

judgment, Self-isolation), as they pertain to the maintenance of PTSD in NOPs of children 

who have experienced sexual abuse. Research has examined the construct of moral injury in 

war veterans (Forkus et al., 2019), however, mediation models incorporating these 

intrapersonal cognitions of moral injury simultaneously have not been analysed in an NOP 

sample.  

A hierarchical regression model was utilised to determine the relationship between the 

following theorised traumas among NOPs: learning of their child’s abuse, and their own 

intergenerational abuse and PTSD. This was followed by blocks of post-traumatic moral 

injury cognitions including: PTCs, Emotion Regulation, and then Self-compassion. Mediation 

analyses and then a multiple mediation analysis was conducted to determine if Emotion 

Regulation and Negative Self-compassion mediated the relationship between PTCs and 

PTSD. This approach was selected to assess all relevant variables’ predicted relationships in a 

newly developed model. It was hypothesised that: 

1. Intrapersonal post-trauma moral injury cognitions of Post-trauma Cognitions (Self, 

World), Cognitive Emotion Regulation (Self-Blame, Rumination, Catastrophising, Other 

Blame, and Negative Self-compassion) would all significantly and positively be 

associated with PTSD, and Positive Self-compassion would be significantly and 

negatively associated with PTSD while controlling for multiple disclosures and personally 

being affected by CSA. 

2. Intrapersonal post-trauma moral injury cognitions of Negative Self-compassion and 

Emotion Regulation (i.e., Self-Blame and World) would mediate the relationship between 

PTCs (Self) and PTSD, with higher levels of Negative Self-compassion and Emotion 

Regulation (Self-blame and World) reducing the relationship between PTCs (Self) and 

PTSD.  

3. Of the domains of intrapersonal post-trauma moral injury cognitions of Emotion 

Regulation (Catastrophising, Rumination, and Self-Blame) that Self-Blame would have 

the strongest effect on the relationship between PTCs (Self) and PTSD.  
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4. The Intrapersonal Maladaptive Moral Injury Cognitions of PTSD Model would fit the data 

and that the effect PTCs (Self) and PTSD would be strengthened with increasing values of 

Emotion Regulation (Catastrophising) and Negative Self-compassion.  

Method 

Participants 

Prior to conducting the main analyses, the data were screened for data entry errors and 

assumption violations using a visual review of the data file and associated frequency statistics. 

There was a total of 328 participants who participated in the study. A missing data analysis 

showed relatively high proportions of missing data on more than one scale. Approximately 

34.5% of participants did not finish items beyond the demographic questions. However, this 

was somewhat expected, given the personal nature of the parent participants with PTSD. The 

explanatory statement outlined that NOPs who were experiencing difficulties could withdraw 

at any time given due to the study’s sensitive nature.  Due to several whole measures not 

being completed, it was decided to implement listwise deletion of incomplete profiles 

resulting in a final sample size of 151.The sample for this current study comprised NOPs (N = 

151) aged 18 to 78 years with an average of 45.5 years. Of the included Australian NOP 

participants, 97.4% were females and 2.6% were males. The majority of participants were 

currently in a married relationship 33.8%, 31.8% single, 19.2% either divorced or separated, 

3.3% widowed, and 11.3% were never married. Inclusion criteria required participants to be 

an NOP, a minimum of 18 years of age, and speak English. The exclusion criteria was if they 

were under 18 years. Participants were recruited from Bravehearts Australia’s leading child 

protection organisation that works to prevent CSA and exploitation, Be There a community of 

professionals advocating for a child’s right to be safe, and Mercy Community Services who 

provides trauma informed counselling and assistance to families who have experienced sexual 

abuse. Participation was voluntary. Table 1 displays other demographic information of 

participants. 
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Table 1  

Demographic Participant Profile (N = 151) 

Demographic Category  % N 

Employment Status Employed Fulltime 29.8 45 

 Employed Part-time 27.8 42 

 Homemaker 11.9 18 

 Student 4 6 

 Not currently Employed 3.3 5 

 Other 23.2 35 

Last Form of Education Completed Less than Secondary School 2.0 3 

 Secondary School 13.9 21 

 

Diploma or Tertiary or 

Technical Degree 47.0 71 

 Bachelor’s Degree 28.5 43 

 Master’s Degree 7.9 12 

 Doctoral Degree 0.7 1 

Child’s Disclosures of Abuse  One 35.8 54 

 Multiple 64.2 97 

Type of Abuse Familial 69.5 105 

 Non-Familial 64.2 97 

Parents Intergenerational Abuse Yes 49.7 75 

 No 50.3 76 

 Familial 57.3 43 

 Non-Familial 42.7 32 

Note. % = % age, N = number of participants 

 

Measures 

 Participants were provided with an anonymous online questionnaire battery (see 

Appendix C), which included an explanatory statement and a demographics questionnaire. 

The Post Traumatic Cognitions Inventory (PTCI; Foa & Ehlers, 1999), Cognitive Emotional 

Regulation Questionnaire (CERQ; Garnefski et al., 2001), the Self-compassion Scale Short 

Form (SCS-SF; Neff, 2003), and the Post-traumatic Check List (PCL-5; Weathers et al., 

2013). A summary, including the number of items, sample items, and internal consistency is 

presented in Table 2.  

 

 

 

 

 

 

 



64 

 

Table 2 

Summary of the Measures Regarding Number of Items for Each Subscale, Internal 

Consistency, and Sample Items for the Current Study. 

Scale Number of 

items 

Cronbach’s 

alpha 

Sample item 

PTCI 

Negative Cognitions Self 

Negative Cognitions World 

Self-Blame 

33  

0.93 

0.83 

0.73 

 

“I am a weak person” 

 

CERQ 

Self-Blame 

Rumination 

Catastrophising 

Other Blame 

18  

0.72 

0.70 

0.79 

0.77 

“I think I have to accept that this has happened” 

 

 

SCS 

Self-judgement 

Overidentification 

Self-Blame 

 

12  

0.85 

0.80 

0.77 

“When I’m feeling down, I tend to obsess and fixate 

on everything that’s wrong.” 

PCL-5 20 0.93 “Repeated, disturbing, and unwanted memories of the 

stressful experience?” 

Note. PTCI = Post Traumatic Cognitions Inventory, and SCS = Self-compassion Scale Short 

Form, and PCL-5 = Post-traumatic Check List. 

 

Demographic Questionnaire 

The questionnaire consisted of items designed to obtain demographic information 

relevant to the present study. Participants were asked to provide information regarding their 

age, sex, relationship status, employment status, education level, and information about their 

child’s abuse and their own sexual abuse. Sex was a categorical variable, which included the 

option of either male or female. Type of abuse was set to a categorical variable with options 

to select from including single or multiple disclosures, familial or intrafamilial abuse. 

The PTCs Inventory (PTCI) 

The Post Traumatic Cognitions Inventory (PTCI; Foa & Ehlers, 1999) is designed to 

measure posttraumatic appraisals and their relationship to PTSD and additional posttraumatic 

responses, including symptoms of depression and anxiety. The assessment measures 33 items 

rated on a 7-point Likert scale with responses ranging from 1 = totally disagree to 7 = totally 

agree. Example items include “the event happened to me because of the sort of person I am” 

and “people are not always what they seem.” There are three subscales: Negative Cognitions 

About Self, Negative Cognitions About the World, and Self-Blame. The three factors have 

been replicated well in different samples, shown internal consistencies, and test-retest 
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reliabilities for the total scale and individual subscales. The three subscales have shown to 

have excellent internal consistency, good retest reliability, and are able to be shortened 

without compromising the psychometric properties of the scale. Therefore, the three factors 

have been separated for this research as recommended for a predictive study of PTSD (Foa et 

al., 1999). Construct validity has been supported by moderate to high correlations to 

corresponding PBRS scales. Sexual assault populations have shown to view themselves and 

the world as more negative than accident survivors and have a specific association with PTSD 

(Kessler et al.,1995). 

The PTCI has shown high correlations with PTSD and is useful in identifying 

erroneous cognition targets in cognitive behavioural therapy (Foa & Rothbaum, 1998). The 

PTCI Cronbach’s alphas for the total score (α = 0.92) has demonstrated strong internal 

reliability for its subscale’s negative cognitions about Self (α = 0.97), World (α = 0.88) and 

Self-Blame (α = 0.86). Beck found similar Cronbach’s alphas for the three scales among 

motor vehicle accident survivors. The PTCI has also shown discriminant construct validity 

and has discriminated between individuals with and without PTSD and has shown convergent 

construct validity demonstrating high correlations with other trauma-related cognition scales. 

Test-retest reliabilities for the subscales were found between 0.75 and 0.89 and between 0.80 

and 0.86 for a 3-week interval. A reliability analysis of the scale in the present study showed 

moderate internal consistency with Cronbach’s alpha of 0.93 across all factors. 

The Cognitive Emotional Regulation Questionnaire (CERQ) 

The Cognitive Emotional Regulation Questionnaire (CERQ; Garnefski et al., 2001) is 

a self-report questionnaire consisting of 18 items. The scale is designed to identify cognitive 

coping styles and cognitive strategies that an individual engages following a stressful event. 

The CERQ has been normed for general and clinical populations from the age of 13 years and 

above (Garnefski et al., 2001). The items describe general thinking patterns that commonly 

occur when experiencing negative events and are rated on a 5-point Likert-scale that range 

from 1 = almost never to 5 = almost always. Subscale scores are summed for each scale with 

subscale scores ranging from 4 to 20. Higher subscale scores indicate the greater extent to 

which an explicit cognitive strategy is utilised (Garnefski & Kraaik, 2006). There are 9 

subscales each with 4 questions including Self-blame, Other-blame, Positive-Re-appraisal, 

Rumination, Positive Refocusing, Catastrophising, Putting into Perspective, Planning, and 

Acceptance. The negative factors, self-blame, rumination, catastrophising, and blaming others 

are regarded as maladaptive, whereas positive re-appraisal, acceptance, positive refocusing, 

perspective, and refocus planning have been considered adaptive (Aldao & Nolen-Hoeksema, 
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2010; Garnefski et al., 2001). In the present study, the nine subscales were categorised into 

adaptive and maladaptive strategies. Scores for adaptive (CERQ_A) and maladaptive 

strategies (CERQ_M) scales were utilised individually in this current study. Sample items 

from each subscale included “I feel that I am the one who is responsible for what happened” 

and “I feel that others are responsible for what happened”.  

Research has shown the CERQ to have strong psychometric properties (Garnefski et 

al., 2015) with Cronbach’s alpha coefficients mostly over 0.80. The CERQ is significantly 

correlated with depression (r = 0.59 rumination, r = 0.59 positive refocusing) and anxiety (r 

= 0.54 rumination, r = 0.15 positive refocusing). Overall, the CERQ subscales have sound 

internal consistency for self-blame (α = 0.81), acceptance (α = 0.80), rumination (α = 0.83), 

positive refocusing (α = 0.81), refocus on planning (α = 0.81), positive re-appraisal (α = 0.72), 

putting into perspective (α = 0.79), catastrophising (α = 0.72), and blaming others (α = 0.68; 

Garnekski et al., 2001). The CERQ has shown to have good construct, factorial, and 

discriminative validity (Garnefski et al., 2002b). Convergent validity has been demonstrated 

with strong positive correlations between the CERQ and related subscales of the Coping 

Inventory for Stressful Situations (CISS; Endler & Parker, 1990) and discriminant validity 

with moderate negative correlations between the NEO-FFI Neuroticism subscale (Hoekstra et 

al., 1996). The current study’s reliability analyses demonstrated moderate internal consistency 

for self-blame (α = 0.77), rumination (α = 0.70), catastrophising (α = 0.79), and blaming 

others (α = 0.77).  

Self-compassion Scale Short Form (SCS-SF; Neff, 2003) 

The Self-compassion Scale Short Form (SCS-SF; Neff, 2003) is a self-report measure 

consisting of 12 items. The SCS-SF has demonstrated satisfactory internal consistency 

(Cronbach's alpha ≥ 0.86) and a near-perfect correlation with the long-form SCS (r ≥ 0.97 all 

samples). Confirmatory factor analysis supported the same six factor structure as found in the 

long-form and is considered a reliable and valid scale compared with the long-form SCS. 

Participants are instructed to rate each item using a 5-point Likert-scale. Responses range 

from 1 = almost never to 5 = almost always. Example items include “When I’m feeling 

down, I tend to obsess and fixate on everything that’s wrong” and “When I’m feeling down, I 

tend to feel like most other people are probably happier than I am.” The measure contains six 

subscales including Self-Kindness, Self-judgement, Isolation, Over-identification, Common 

Humanity, and Mindfulness that can be broken into Negative Self-compassion described as 

uncompassionate responding (Self-judgement, Isolation, Over-identification) and Positive 

Self-compassion known as a compassionate self (Self-kindness, Humanity, and Mindfulness). 
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Total Self-compassion scores are obtained by reverse scoring Over Identification, Self-

judgment, and Isolation Items, then combining these to the six subscale scores. The SCS has 

established strong internal reliability for its subscales (α = 0.77 to α = 0.80), and whole scale 

(α = 0.92) in a wide range of populations (Neff, 2003). The SCS has also shown discriminant 

construct validity correlating negatively to measures of depression, r = -0.55 and anxiety, r = -

0.66 (Neff, 2003). The SCS has also shown convergent construct validity with significant 

positive correlations with measures of life satisfaction, connectedness, and emotional 

processing (Neff, 2003). A reliability analysis of the scale in the present study showed 

moderate internal consistency with Cronbach’s alpha of 0.77 across all factors. 

The Post-traumatic Check List (PCL-5) 

The Post-traumatic Check List (PCL-5; Weathers et al., 2013) is a self-report 20-item 

questionnaire that assesses the present DSM-5 symptoms of PTSD. The PCL-5 is noted to be 

appropriate for the purposes of screening, making a provisional PTSD diagnosis, and 

monitoring symptom change during and after treatments. The PCL-5 was developed and 

validated predominantly in male Vietnam and Persian Gulf War veterans (Weathers & Ford, 

1996). The PCL-5 has been utilised in most traumatic events; the questions refer to “the 

stressful experience”. The PCL-5 aids in diagnostic assessment of PTSD and is useful for 

monitoring change in PTSD Symptoms; however, diagnosis can only be made with a 

clinician. Psychometric properties of the measure are considered to contain good diagnosis 

utility (Bovin et al., 2016). The validity of the PCL-5 has been mostly proven in veteran 

populations, females traumatised by motor vehicle accidents, and cancer sufferers; it has also 

been validated in sexual abuse populations (Blevins et al., 2015). The PCL has found to have 

moderate diagnostic accuracy and to be moderately correlated with the Clinician-

Administered PTSD Scale (CAPS), the gold diagnostic standard for diagnosing PTSD (Forbes 

et al., 2001). The psychometric properties have been determined on a population of vehicle 

accident victims and sexual assault victims using diagnoses and scores from the CAPS as the 

criteria. The correlation of the PCL-5 with the CAPS was 0.929 and diagnostic efficiency was 

0.900 versus CAPS, supporting the validity of the PCL-5 as a brief PTSD screening 

instrument. Each item is worded negatively, and the total severity score is calculated by 

summing the scores for each of the items. The minimum score achievement is 0 with a 

maximum score of 80. A provisional PTSD diagnosis suggests that a PLC-5 score cut-off 

between 31 and 33 is indicative of probable PTSD across samples. Higher scores represent 

higher levels of PTSD. A reliability analysis of the scale in the present study showed 

moderate internal consistency with a Cronbach’s alpha of 0.93 across all factors. 
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Procedure 

 Prior to research being conducted, ethical approval was obtained from Bond 

University Human Research Ethics Committee in line with the National Health and Medical 

Research Council’s Guidelines for Ethical Conduct in Research (Australian Government, 

2015) CM03322. A non-probability, convenience-sampling method was used to recruit 

participants through Bravehearts, Be There, and Mercy Community Services to ensure the 

integrity of the data by utilising these specialist organisations. Participants were recruited via 

online advertising within the organisation who completed the online survey. The output and 

data analysis for this research were generated using Qualtrics software, Version January 2020 

of Qualtrics. Copyright © 2020 Qualtrics. The Qualtrics survey included an explanatory 

statement, measure package, and demographics. All participants met the inclusion criteria 

outlined in the participant description section and were anonymous.  

Participants were informed the survey would take approximately 30 to 35 minutes to 

complete. Participants were first provided with an explanatory statement, which detailed the 

nature of the research, data-storage policies, benefits and risks of the current research, 

researcher’s contact details, and voluntary participation. Preceding survey completion, 

informed consent was obtained electronically via a checkbox option. Following this, 

participants completed the four assessment measures to evaluate relevant psychological 

constructs. As the nature of this research involved assessing the impact of children 

experiencing abuse on the parent, there was the potential for experiencing feelings of distress 

or discomfort. Support lines were offered if any participant experienced these feelings.  

Design 

The current study employed a correlational design to measure the relationship between  

PTCs, Emotion Regulation, Self-compassion, and PTSD in line with the study aims. The 

study also performed bivariate correlations, prior to conducting Hierarchical Multiple 

Regression Analysis (HMRA), mediation and multiple mediation analysis to investigate the 

amount of variance of PTCs, Emotion Regulation, and Self-compassion on the criterion 

PTSD. A path analysis was conducted to determine if the proposed Maladaptive Intrapersonal 

Moral Injury Cognitions Model of PTSD demonstrated an overall perfect model fit. 

Continuous variables were utilised for all analyses.  

 

 

 

 



69 

 

Results 

   

Table 3 shows mean scores, standard deviations, and ranges for variables included in 

the data screening. After addressing criteria violations and missing data, the statistical 

assumptions of the HMRA were assessed. 

 

Table 3  

Number of Participants, Mean Scores, Standard Deviations and Range for PTCI, CERQ, and 

SCS-SF (N = 151)   

 M SD Min. Max. 

PTCI_Negative Self Thoughts  66.29 24.78 20.00 128.00 

PTCI_Negative Thoughts World 34.66 8.40 11.00 49.00 

PTCI_Self Blame 18.11 6.75 5.00 35.00 

CERQ_Self-Blame 5.19 2.90 2.00 12.00 

CERQ_Catastrophising 6.79 3.07 2.00 12.00 

CERQ_Rumination 7.00 2.76 2.00 12.00 

CERQ_Other Blame 7.25 3.33 2.00 12.00 

SC_Uncompassionate Responding 20.48 5.44 6.00 30.00 

SC_Compassionate Self  18.19 4.34 7.00 30.00 

Note: N = Number of participants, M = Mean score, SD = Standard deviation, Min. = 

Minimum, Max. = Maximum. PTCI = Posttraumatic Cognitions Inventory (Negative Self 

Thoughts, World, Self-blame). CERQ = Cognitive Emotion Regulation Questionnaire (Self 

Blame, Catastrophising, Rumination).  

 

 

Assumptions for Hierarchical Multiple Regression Analyses. Firstly, several 

assumptions were evaluated before interpreting the results of the HMRA. A power analysis 

using G*Power 3.1 (RRID:SCR_013726) indicated that the minimum sample size necessary 

for a regression model with three predictor variables was 119 (Faul et al., 2007). As the 

present study had a sample size of 151, the assumption of sample size was met. Stem-and-leaf 

plots and boxplots indicated that each variable in the regression was normally distributed. 

Additionally, univariate outliers were identified using boxplots and z-score calculations. One 

non-extreme univariate outlier was found; however, its deletion did not alter the trend of 

results and it was subsequently retained. Furthermore, Mahalanobis distance did not exceed 
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the critical χ2 for df = 3 (at α = 0.001) for any cases in the data file, indicating no multivariate 

outliers. The final sample remained at 151 participants. 

Inspection of the normality plots of the standardised residuals, scatterplots of 

standardised residuals in contrast to standardised predicted values all met assumptions of 

linearity, normality, and homoscedasticity. The high tolerances of the predictors in the 

regression model specified that the outcome of the HMRA would not be affected by 

multicollinearity (Tabachnick & Fidell 2013). Additionally, bivariate Pearson’s product-

movement correlation coefficients (r) were calculated to measure the linear association 

between the predictor variables PTCI (Negative Self and Negative World), CERQ (Self 

Blame, Catastrophising, Rumination, Other Blame), and Personally Affected by CSA, and 

Multiple Disclosures of CSA by the Child and the criterion variable PTSD (PCL-5). The self-

blame factor from the PTCI was not utilised to avoid redundancy, as this construct was 

measured in the CERQ. The CERQ measure of self-blame was selected over self-blame in the 

PTCI as CSA research has found that situationally determined self-blame was not related to 

post-traumatic distress (Owens & Chard, 2001) and trait-like self-blame and situational self-

blame are not able to be differentiated in the PTCI (Startup et al., 2007). The CERQ Other 

Blame did not correlate with PTSD so was not utilised in further analysis.  

As can be seen in Table 4, multicollinearity between variables was not a concern as 

correlations between predictor variables and the criterion variable did not exceed 0.80 (Field, 

2009). Contrary to what was expected, age, employment, marital status, and CERQ (other 

blame and acceptance) did not significantly correlate with the criterion variable (PTSD) and 

these variables were consequently excluded from further analyses. Additionally, the 

demographic variables of sex, income, employment status, and relationship status that were to 

be entered as covariates did not significantly correlate with the criterion variable. As a result, 

these variables were also excluded from further analyses. 
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Table 4  

Summary of Intercorrelations between Posttraumatic Stress Disorder, PTCs, Emotion Regulation, Negative and Positive Self-compassion, 

Multiple Disclosures by their Child, and Personally Affected by CSA 

Variable 1 2 3 4 5 6 7 8 9 10 

1. Posttraumatic Stress 

Disorder 

-          

2. PTCs (Self) 0.55** -         

3. PTCs  

(World) 

0.51** 0.75** -        

4. Emotion Regulation  

 (Self-Blame) 

0.43** 0.58** 0.45** -       

5. Emotion Regulation  

(Catastrophising) 

0.54** 0.48** 0.57** 0.36** -      

6. Emotion Regulation   

(Rumination) 

0.42** 0.41** 0.50** 0.34** 0.60** -     

7. Emotion Regulation  

(Other Blame) 

   0.04  -0.04   0.09  -0.03 0.23**    0.13 -    

8. Negative Self-compassion 0.53** 0.66** 0.63** 0.46* 0.35** 0.34** 0.01 -   

9. Positive Self-compassion  -0.39** -0.63** -0.44** -0.54** -0.34** 0.28** 0.16 -0.53**   

10. Multiple Disclosures     0.14  -0.02   0.01   0.07    0.12    0.05 0.01   -0.06 -0.03 - 

11. Personally Affected    -0.03  -0.10 -0.09   0.01    0.04    0.02 0.08   -0.06 -0.11 0.06 

Note. Personally Affected = Personally Affected by CSA; Multiple Disclosures = Multiple Disclosures of CSA by their Child. 

*p < .05. ** p < .01.  
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Main Analysis 

The order of entry was informed by prior research and theory that suggested the 

psychological constructs of intrapersonal moral injury cognitions of PTCs were strong 

predictors of PTSD (Mock & Eibach, 2011; Smith & Hollinger-Smith, 2015). The outcome 

variable of the HMRA was PTSD symptomology as measured by the PCL-5. At step 1, the 

demographic question that distinguished between NOPs who had personal experienced CSA 

abuse and those who had not was entered, due to the prior association research associations 

between CSA and PTSD (Brewin et al., 2000). The number of disclosures made by the 

NOPs’ child was also entered as chronicity and duration of child abuse has shown to be 

associated with greater PTSD (Gibb et al., 2007). The intrapersonal post-trauma cognitions of 

Post-Traumatic Cognition scales (Negative Self and World) were entered at step 2, while the 

Cognitive Emotion Regulation scales (Self-blame, Catastrophising, Rumination) were entered 

at step 3, Other Blame was not entered, as it was not associated with PTSD. Self-compassion 

variants (Negative and Positive) were entered at step 4. To provide a more conservative 

measure of the estimated relationships, adjusted R2 was utilised over R2. All results were 

reported against an alpha level of 0.05. 

 A summary of the adjusted R2 and ∆R2 for each step of the hierarchical regression is 

presented in Table 5. Unstandardised coefficients, standardised coefficients, and associated 

85% confidence intervals are also included.  At step one of the HMRA, the covariates did not 

account for any significant proportion of variance in PTSD symptomology. At step two, entry 

of the post-traumatic cognition’s scales (negative self and negative world) accounted for a 

significant proportion of variance in PTSD, approximately 32.6%. Both scales were found to 

be significant, positive predictors, with greater levels of negative cognitions of the self and 

greater levels of negative cognitions about the world; each independently predicted more 

severe levels of PTSD. At this step, the previously entered covariate of number of disclosures 

also became significant. Specifically, it was observed that higher proportions of disclosures 

were associated with more severe PTSD symptoms. At step three, the cognitive Emotion 

Regulation scales were entered (Rumination, Self-blame, and Catastrophising) and were 

found to add a significant 8% of explained variance in PTSD. Further analysis of the 

individual coefficients indicated higher levels of self-blame and catastrophising tendencies 

both uniquely predicted elevated levels of PTSD. Rumination was found to be non-

significant. At this step, negative cognitions of the world (entered at step two) became non-

significant as did the covariates of personal CSA and multiple disclosures of CSA. At step 

four, self-compassion variations (negative and positive) were added to the regression 
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equation and significantly accounted for an additional 4% of variance in PTSD. In 

combination, the full model was significant and accounted R2 = 47%, Adjusted R2 = 43% of 

variance in PTSD, F(9, 141) = 13.77, p < .001. The Cohen (1988) convention has suggested 

that a combined effect of this magnitude is considered large (f² = 0.4). At the final step, the 

multiple disclosure covariate was significant, though personal experience of abuse was not. 

This finding was in line with other research that has found NOPs rated their child’s abuse as 

more important than their own abuse (Loss et al., 2015). Regardless, when controlling for 

these variables, it was found in the final model that only Negative Self-compassion (i.e., 

tendencies of Self-judgement, Overidentified, and Isolation) and Catastrophising (Emotions) 

significantly predicted greater levels of PTSD. All other individual variables were non-

significant by comparison.  
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Table 5  

Summary of Hierarchical Multiple Regression Analysis Predicting Posttraumatic Stress 

Disorder from PTCs, Emotion Regulation, and Self-compassion  

Predictor R 
Adjusted 

R2 

∆R
2 

B SE B β 95% CI for B 

Step 1 0.15 0.01 0.02     

Constant       54.81 6.23   

Personal CSA       -1.15 2.77 -0.03 [-6.63, 4.32] 

Multiple Disclosures        5.18 2.90 0.15 [-0.56, 10.86] 

Step 2 0.59 0.33*** 0.33     

   Constant      18.25 7.17   

Personally Affected       0.79 2.29 0.02 [-3.74, 5.31] 

Multiple Disclosures     5.18** 2.38 0.15 [0.48, 9.88] 

PTC Self      0.26*** 0.07 0.38 [0.13, 0.40] 

PTC World    0.47** 0.20 0.23 [0.06, 0.87] 

Step 3 0.66 0.40*** 0.08     

Constant      22.31 6.89   

Personally Affected      -0.42 2.18 -0.01 [-4.73, 3.90] 

Multiple Disclosures       3.74 2.28 0.11 [-0.76, 8.24] 

PTC Self    0.19** 0.07 0.23 [0.33, 0.55] 

PTC World      0.12 0.21 0.06 [-.30, 0.54] 

CERQ Self Blame    0.67** 0.47 0.11 [-0.26, 1.59] 

CERQ 

Catastrophising 
     1.63*** 0.49 0.29 [0.67, 2.60] 

CERQ Rumination       0.34 0.51 0.05 [-0.67, 1.3] 

Step 4 0.68 0.43*** 0.04     

Constant      11.85 11.53   

Personally Affected       -3.55 2.17 -0.01 [-4.64, 3.93] 

Multiple Disclosures        4.39* 2.22 0.12 [0.00, 8.78] 

PTC Self    0.13 0.08 0.19 [-0.02, 0.29] 

PTC World       -0.08 0.21 -0.04 [-0.50, 0.35] 

CERQ Self Blame        0.51 0.47 0.09 [-0.42, 1.44] 

CERQ 

Catastrophising 
   1.73*** 0.47 0.31 [0.80, 2.67] 

CERQ Rumination    0.29 0.49 0.05 [-0.68, 1.27] 

SC Negative      0.89*** 0.28 0.28 [0.34, 1.40] 

SC Positive     0.12 0.31 0.03 [-0.49, 0.73] 

Note. PTSD = Posttraumatic Stress Disorder; PTCI = PTCs Inventory; CERQ = Cognitive Emotion 

Regulation; Personally Affected = Personally Affected by CSA; Multiple Disclosures = Multiple 

Disclosures of CSA by their Child. 

*p < .05. **p < .01. ***p < .001.  
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Hierarchical Multiple Regression Analysis  

 In order to examine the contribution of the intrapersonal post-trauma moral injury 

cognitions: PTCs (Self), Emotion Regulation (Catastrophising) and Negative Self-

compassion on PTSD, a regression analysis was performed (Preacher & Leonardelli, 2010). 

Table 6 shows the results; at step 1, PTCs (Self) was entered in the model and was a 

significant predictor of PTSD F(1, 149) = 63.89 , p <.001, R2 = 0.30, adjusted R2 = 0.30. 

PTCs (Self) accounted for 30% of the variance attributed to PTSD. At step 2, Negative Self-

compassion was added into the model and combined were significant predictors of PTSD, 

∆F(1, 148) = 11.30 , p < .001, R2 = 0.35, ∆R2 = 0.05. An additional significant 5% of the 

variance in PTSD was added at this step. In combination, the full model was significant and 

accounted for R2 = 35%, adjusted R2 = 0.34 of the variance in PTSD, F(2, 148) = 39.80, p 

<.001. The Cohen (1988) convention culminated in a medium effect size where r ≥ 0.30. The 

results indicated that PTCs (Self), and Negative Self-compassion on PTSD were significantly 

and positively associated with PTSD. As levels of PTCs Self, and Negative Self-compassion 

increased, levels of PTSD increased. Therefore, the hypothesis that higher levels of PTCs and 

Negative Self-compassion would significantly and positively influence higher levels of PTSD 

was supported.  

  

Table 6 

Regression Analysis Predicting PTSD from PTCs Self and Negative Self-compassion  

_________________________________________________________________________ 

Predictor   R   R2  β B SE B       95%CI for β 

_________________________________________________________________________ 

Step 1     0.55*** 0.30 

 Constant      36.52  3.34       [29.92, 43.12] 

 PTCs   0.55 0.38  0.05                    [0.28, 0.47]

  

Step 2                0.59*** 0.05   26.39 

 Constant       21.41    4.42       [17.66, 35.12] 

 PTCs   0.35  0.24  0.06                       [0.12, 0.36] 

 Negative Self-compassion   0.30  0.93    0.28           [0.38, 1.47] 

Note. N = 151. CI = confidence interval *p < .0. **p < .01. ***p < .001.  

  

A second hierarchical multiple regression analyses was run with PTCs entered at step 

1 and was a significant predictor of PTSD, F(1, 149) = 63.89 , p < .001, R2 = 0.30, adjusted 

R2 = 0.30 as seen in Table 7. PTCs Self significantly accounted for 30% of the variance 

attributed to PTSD meeting Baron and Kenny’s (1986) first step. At step 2 Emotion 

Regulation (Catastrophising) was added to the model was found to be a significant predictor 
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of PTSD ∆F(1, 148) = 50.01 , p < .001, R2 = 0.40, ∆R2 = 0.10. Therefore, 10% of the variance 

in PTSD was explained by Emotion Regulation (Catastrophising). In combination, the full 

model was significant and accounted for R2 = 40%, adjusted R2 = 0.40 of the variance in 

PTSD, F(2, 148) = 50.04 , p <.001. The Cohen (1988) convention culminated in a medium to 

large effect size where r ≥ 0.30. is medium and large is r ≥ 0.50. The results indicated that 

PTCs (Self), and Emotion Regulation (Catastrophising) on PTSD were a combination of 

factors that significantly best explained the risk of PTSD. As levels of PTCs (Self), and 

Emotion Regulation (Catastrophising) increased, levels of PTSD increased. Therefore, the 

hypothesis that higher levels of PTCs and Emotion Regulation Catastrophising would 

significantly and positively be associated with higher levels of PTSD was supported. 

 

Table 7 

Regression Analysis Predicting PTSD from PTCs (Self) and Emotion Regulation 

(Catastrophising) 

_____________________________________________________________________ 

Variable    R    R2        β     B SE B      95%CI for β 

_________________________________________________________________________ 

Step 1     0.55***  0.30 

 Constant       36.52    3.34      [29.92, 43.12] 

 PTCs   0.55     0.38    0.05                     [0.28, 0.47] 

Step 2     0.64***  0.40   

 Constant        30.63    3.31      [24.10, 37.17] 

 PTCs   0.38  0.26    0.05                       [0.16, 0.36] 

 Emotion Regulation Catastrophising   0.37    2.03     0.40          [1.24, 2.83] 

Note. CI = confidence interval *p < .05. **p < .01. ***p < .001.  

    

Mediation Analysis 

 Building on the results of the HMRA, two simple mediation analyses were undertaken 

using ordinary least squares path analysis. The Baron and Kenny’s (1986) four step-criteria 

proposed a mediated relationship which may be observed. Firstly, the predictor variable 

Emotion Regulation (Catastrophising) and NSC significantly predicts the criterion variable 

(PTSD). Secondly, the predictor variable PTCs (Self) significantly predicts the mediating 

variable Emotion Regulation (Catastrophising) and NSC. Thirdly, the mediating variable 

Emotion Regulation (Catastrophising) and NSC significantly predicts the criterion variable 

PTSD. Lastly, if a complete mediation is observed, the criterion would be zero with the 

mediator controlled for, or a partial effect is seen when the effect does not equal zero but has 

significantly decreased. Therefore, the mediator Emotion Regulation (Catastrophising) and 
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Negative Self-compassion would significantly modify the relationship observed between the 

predictor variable PTCs (self) and the criterion variable PTSD. Analyses were conducted 

using the SPSS extension PROCESS developed by Hayes (2018). The PROCESS program 

allows for efficient testing of multiple mediations, whereby the influence of one mediator can 

be compared simultaneously against another. PROCESS allows for examination of the 

individual contribution of each mediator above and beyond one another. The program allows 

for individual examination of the traditional pathways outlined by Baron and Kenny (1986).  

The unmediated model or total effect of PTCs on PTSD was significant (path c), F(1, 

149) = 63.89 , p <.001,  R2 = 0.30, b = 0.377, t(149) = 7.99, p < .001, as seen in Figure 7. For 

each one unit increase in PTCs Self, PTSD increased by 0.38. 95%CI [0.284, .471]. PTCs self 

was a significant predictor of Negative Self-compassion (path a) F(1, 149) = 112.90,  p 

<.001, R2 = 0.43, where one unit increase in PTCs self, Negative Self-compassion also 

increased by 0.14, 95% [0.117, 0.7]. Negative Self-compassion was found to be a significant 

predictor of PTSD, (path b) b = 0.93 t(148) = 3.36, p <.001, where for every one unit increase 

in total Negative Self-compassion PTSD increased by 0.93, 95% CI [0.38, 1,47]. The 

mediated model with PTCs Self and Negative Self-compassion, was a significant predictor of 

PTSD, F(2, 148) = 39.80 , p < .001, R2 = 0.35, b = 0.24 t(149) = 4.03, p < .001. Specifically, 

PTCs Self significantly predicted PTSD (path c’) b = 0.26, t(148) = 5.19, p < .001. Therefore, 

the direct effect was significant, supporting the first part of the hypothesis. The indirect (ab) 

was also significant, B = 0.13, 95% [0.054, 0.217] supporting the second part of the 

hypothesis. There was evidence of a partial mediation as the indirect effect was significant 

and the direct effect remained significant but reduced in absolute size from the unmediated 

model (c’< c). A sobel test (Preacher & Leonardelli, 2010) was conducted to determine 

whether the decrease in the coefficient for PTCs Self was significant. Sobel’s test showed a 

partial mediation as the decrease in the coefficient was significant (z = 4.01, SE= 0.23, p < 

.001).  
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Figure 7 

Proposed Moderated Mediation Model of Negative Self-compassion   

 

a) Unmediated Model 

 

 

 

                      

 

 
 
 
 
 
 
 
 
 
 
 
 

 

Note. * p < .05.  p < .01.** p < .001.*** 

 

Secondly, it was hypothesised that the intrapersonal post-trauma moral injury 

cognition of Emotion Regulation Catastrophising would mediate the relationship between 

PTCs Self and PTSD, and the contribution it had on PTSD was determined. The unmediated 

model or total effect of PTCs on PTSD was significant (path c), F(1, 149) = 63.89 , p <.001,  

R2 =  0.30, b = 0.377, t(149 = 7.99), p <.001. For each one unit increase in PTCs (Self), 

PTSD increased by 0.38. 95%CI [0.284, 0.471]. PTCs self was a significant predictor of 

Negative Self-compassion (path a) F(1, 149) = 43.33,  p <.001, R2 = 23, where one unit 

increase in PTCs (Self), Emotion Regulation Catastrophising also increased by 0.06, 95% 

[0.4, 0.8]. Emotion Regulation Catastrophising was found to be a significant predictor of 

PTSD, (path b) b = 2.03 p <.000, where for every one unit increase in Emotion Regulation 

Catastrophising PTSD increased by 2.03, 95% CI [1.24, 2.83]. The mediated model with 

PTCs Self and Emotion Regulation Catastrophising, was a significant predictor of PTSD, 

F(2, 148) = 50.04, p < .001, R2 = 0.40. Specifically, PTCs Self significantly predicted PTSD 

(path c’), while controlling for Emotion Regulation Catastrophising b = 0.06 t(149 = 6.58), p 

<.001, with one unit increased in PTCs Self, PTSD increased by 0.26, CI [0.16, 0.36]. 
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Therefore, the direct effect was significant, supporting the first part of the hypothesis. The 

indirect (ab) was also significant, B = 0.12, 95% [0.07, 0.18] supporting the second part of 

the hypothesis as shown in Figure 8. There was evidence of a partial mediation as the indirect 

effect was significant and the direct effect remained significant but reduced in absolute size 

from the unmediated model (c’< c). A Sobel test (Preacher & Leonardelli, 2010) was 

conducted to determine whether the decrease in the coefficient for PTCs (Self) to PTSD was 

significant. Sobel’s test demonstrated a partial mediation as the decrease in the coefficient 

was significant (z = 3.19 SE= 0.04, p <.001). 

 

Figure 8 

Proposed Moderated Mediation Model of Emotion Regulation  

 

b) Unmediated Model 

        

 

 

  

 
 

 
 
 
 
 
 
 
 
 
 
 

 

Note. * p < .05.  p < .01.** p < .001.*** 

Multiple Mediation Analysis  

 A multiple mediation analysis was utilised to most accurately analyse the framework 

guide contributed by the newly developed Intrapersonal Theory of Moral Injury, suggesting 

that Emotion Regulation (Catastrophising) is concurrently altering Negative Self-compassion, 

and not in isolation. A multiple mediation allows the combination of the intrapersonal moral 

injury cognitions to show how together they are increasing PTSD in a single model rather 

Emotion 

Regulation  

(Catastrophising) 

PTCs (Self) PTSD 

PTSD PTCs (Self) 

0.38**

* 

0.26** 

0.06** 2.03** 



80 

 

than individual mediations to enable a comparison of each mediator’s relative magnitude of 

the specific indirect effects associated with all mediators (Preacher & Hayes, 2008). 

The mediation analysis is depicted graphically and includes the standardised 

significance and values in Figure 9. Results found the unmediated total effect (Path c; 

predictor → outcome) of the model was significant, whereby higher negative cognitions were 

found to positively and significantly influence higher PTSD. When reviewing the multiple 

paths of the predictor variable to each mediator (paths a1 and a2; predictor → mediator), 

negative cognitions displayed significant positive relationships with both Catastrophising and 

Negative Self-compassion. Greater reports of negative cognitions were predictive of elevated 

self-reporting for catastrophising and negative Self-compassion tendencies. For every 1.00 

standard deviation (SD) increase in negative cognitions, there was an association 0.25 SD 

increase in Catastrophising and a 0.43 (SD) increase in Negative Self-compassion scores. 

Upon review of the multiple paths in which the mediators were associated with the criterion 

(paths b1 and b2; mediator → outcome), both displayed significant predictive relationships. 

Specifically, for every 1.00 SD increase in Catastrophising there was a 0.33 SD increase in 

PTSD, and for every 1.00 SD increase in Negative Self-compassion, there was a 0.28 SD 

increase in PTSD.  

When all mediator variables were considered, the direct effect of negative cognitions  

predicting PTSD (path c’; predictor → outcome, controlling for mediators) was found to 

demonstrate a significant reduction in its standardised coefficient from the original 

unmediated relationship, although remained significant indicating partial mediation. 

Significance of the mediators’ indirect effects was assessed utilising bootstrapped bias-

corrected 95% confidence intervals. Significance of mediation was demonstrated if zero did 

not appear within the range of the bias-corrected confidence intervals. There were significant 

mediations observed for both Catastrophising (lower 95% CI = 0.05, upper 95% CI = 0.17), 

and Negative Self-compassion (lower 95% CI = 0.06, upper 95% CI = 0.20). The total 

mediation (lower 95% CI = 0.16, upper 95% CI = 0.33) specified the indirect effect that 

amalgamated the mediators, that which was significant. 

Pairwise contrasts did not find a significant difference in the strength of both   

Negative Self-compassion and Catastrophising as mediators to the relationship between 

negative cognitions and PTSD (lower 95% CI = -0.11, upper 95% CI = 0.08). The findings 

may suggest the comparable importance of each mediator. The Catastrophising and Negative 

self-compassion relationship significantly mediated between negative cognitions and PTSD, 

independently, and in combination. 
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Figure 9 

Multiple Mediation of the relationship between PTCs (Self) and PTSD 

 

a) Unmediated Model 

 

 

 

 

 

b) Mediated Model  
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Note. Standardised values and associated significance of each path are presented for both the 

unmediated (a) and (b) mediated model. * p < .05. ** p < .01. ***p < .001.  

 

Intrapersonal Maladaptive Moral Injury Model of PTSD Path Analysis  

The path analysis was conducted in AMOS and results supported the hypothesised 

relationship between the intrapersonal post-trauma moral injury cognitions of: PTCs 

(Negative Self), Emotion Regulation (Catastrophising), Negative Self-compassion (Self-

isolation, Self-judgement, and Overidentification), and PTSD in NOPs. The proposed model 

demonstrated an overall perfect model fit as confirmed by the Model Chi-square test, which 

was non-significant χ2 [211.74] = 5.88; p = .540; χ2/df ratio = 1 (Kline, 2005). The 

Standardised Root Mean Square Residual is considered a good cut-off for good fit below 
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0.08; the current model was RMR <.014. The Comparative Fit Index (CFI; Bentler, 1990) 

and the Tucker-Lewis Index (TLI; Tucker & Lewis, 1973) suggested good model fit (CFI = 

1.00; TLI = 1.01) as scores greater than or equal to 0.90 have a measure of good fit (Bentler 

1990; Muthén et al., 2015). The Root Mean Square Error Approximation (RMSEA; Steiger, 

& Lind, 1990) RMSEA = .000 [C.I. = 0.00, 0.19]) further supported the model fit as scores 

approaching 0 and below 0.6 support a good model fit (Hooper et al. 2008; Hu & Bentler, 

1999). Figure 10 illustrates these results, with standardised β weights for all hypothesised 

paths. Results demonstrated that the relationship between Negative Cognitions (Self) and 

PTSD (β = 0.21, p = 0.02) was significantly mediated by Emotion Regulation 

(Catastrophising) (β = 0.35, p < .001) and Negative Self-compassion (β = 0.27, p < .001) in 

an NOP population. 

 

Figure 10 

Intrapersonal Maladaptive Moral Injury Cognitions of PTSD Model   

 

Note. All paths are significant at p < .001.   
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Discussion 

The current study aimed to examine the intrapersonal maladaptive cognitions of moral 

injury that increased the risk of PTSD in NOPs of children who had experienced CSA. 

Hierarchical Multiple Regression analyses were run to establish whether PTCs, Negative 

Self-compassion and Emotion Regulation Catastrophising were unique and independent 

predictors of of the PTSD symptom level after controlling for multiple disclosures and 

personally experiencing sexual abuse. Mediations were conducted to examine the relationship 

between PTCs and PTSD with catastrophising emotions and uncompassionate responding as 

mediating factors. Emotion regulation has shown to be a trauma-specific cognition through 

which PTCs operate (Cieslak et al., 2008) and has been associated in the development and 

maintenance of PTSD (Min et al., 2019). Childhood abuse has also been linked with a lower 

ability to give oneself compassion (Andrews et al., 2000); therefore, identifying and 

investigating intrapersonal maladaptive cognitions of moral injury that may be facilitating 

PTSD warranted further examination.   

Hypothesis one predicted that the maladaptive intrapersonal moral injury cognitions 

of: PTCs (Self, World), Cognitive Emotion Regulation (Self-blame, Rumination, 

Catastrophising, and Other Blame), and Self-compassion (Uncompassionate Responding), 

would all positively and significantly be associated with PTSD, and that positive Self-

compassion would negatively and significantly reduce the risk of PTSD while controlling for 

multiple disclosures and being personally affected by CSA. This hypothesis was partially 

supported, as positive Self-compassion was not significant. Pearson’s bivariate correlations 

revealed that all other variables were significantly correlated with significance to PTSD in 

line with prior literature for PTCs (Startup et al., 2007), Emotion Regulation (Min et al., 

2019), and Self-compassion and Uncompassionate Responding (Forkus et al., 2019). Multiple 

disclosures were significantly and positively related to PTSD yet being personally affected by 

CSA was not significantly correlated in line with the hypothesis. Prior literature has found 

30% of NOPs with CSA histories do experience PTSD symptoms; therefore, NOPs 

personally experiencing CSA was entered into the regression to examine their interactions 

with other factors (Cyr et al., 2014). 

Overall, the model was found to account for a significant amount of variance in PTSD 

while controlling for multiple disclosures and personally being affected by CSA. Negative 

PTCs (Self) were found to be a significant positive predictor of PTSD, while increased PTCs 

(Self) directly predicted increased PTSD. This finding confirmed previous empirical 

literature that has found that PTCs regarding the Self, Others, and the World result in poor 
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recovery from traumatic events and the maintenance of PTSD (Brewin & Holmes, 2003; Foa 

& Rothbaum, 1998). This population did not indicate a significant relationship of other 

blame, or blaming the world, or themselves; NOPs had negative thoughts only about 

themselves. The emotion processing theory posited that PTSD is onset by dysfunctional 

cognitions that the world is completely dangerous and oneself is completely incompetent due 

to pre-traumatic rigid schemas of the world being safe and then being deceived, which leads 

to difficulty assimilating the trauma as happening to them. This study’s findings extended 

emotion processing theory in that NOPs’ Negative Cognitions (Self) significantly increased 

PTSD from the moral transgression towards themselves of feeling untrustworthy, and 

unworthy. PTCs have been found to be strongly correlated with interpersonal traumas (Lilly, 

2011; Mueller-Pfeiffer et al., 2010) and related to PTSD (e.g., Foa et al., 1999; Su & Chen, 

2008); yet this study found the specific cognitions through which PTCs operate was the role 

of negative cognitions of self that increased the risk of PTSD. As subjective appraisal of the 

trauma is considered as more important in trauma recovery than the traumatic event itself 

(Calhoun & Tedeschi, 1998; Janoff-Bulman,1992), the NOPs recovery has shown to be more 

important than the objective elements of the victimisation itself (Harville et al., 2010); 

understanding how to recover the fractured negative self-identity of NOP is vital. 

Catastrophising Emotions were found to be a significant positive predicator of PTSD. 

Increased Catastrophising Emotions were predictive of increased PTSD in NOPs in line with 

Min et al. (2019) who found that the specific cognitive emotion regulation strategy affecting 

the maintenance of PTSD was catastrophising and rumination. This study did not find 

rumination was a significant predictor of PTSD. In line with Min et al. (2019) this study 

supported that in the prevention and treatment of PTSD catastrophsing needs to be targeted. 

The uncompassionate responding factors of Negative Self-compassion were found to have a 

significant negative relationship to PTSD, which was consistent with previous literature 

suggesting the uncompassionate factors tend to be more powerful predictors of 

psychopathology than the positive factors. However, this current study found that Self-

compassion positive factors did not contribute any significance to PTSD. Overall, the results 

were consistent with moral injury theory (Shay, 1994) that proposed the body treats the injury 

the same way as a physical attack (Litz et al., 2009). Participants in this study with moral 

injury betrayals had higher levels of uncompassionate responding which resulted in higher 

levels of PTSD (activation of the sympathetic nervous system heightened from lack of feeling 

safe from oneself). Researchers have found that children in intrafamilial abuse are 

hyperaware of potential threats (Hill, 2020), and these study findings also suggest that NOPs 
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are also hypervigilant due to moral injury that may be exacerbating PTSD, providing a barrier 

to recovery.  

Hypothesis two predicted that the maladaptive intrapersonal cognitions of moral 

injury including: uncompassionate self of Negative Self-compassion and Cognitive Emotion 

Regulation (Self-Blame, Rumination, Catastrophising, Other Blame) would mediate the 

relationship between PTCs (Self) and PTSD, with higher levels of Negative Self-compassion 

and Cognitive Emotion Regulation (Self-Blame, Rumination, and Catastrophising) reducing 

the relationship between Negative Self-Cognitions and PTSD. These results indicated a 

partial mediation in this sample of NOPs. The relationship between PTCs (Self) and PTSD 

was better explained by the indirect effects of Emotion Regulation (Catastrophising) and 

Uncompassionate self. This suggested individuals with higher levels of catastrophising and 

negative self-compassion were also likely to demonstrate greater PTSD.  PTCs of Self-Blame 

and the World, and Emotion Regulations of Self-Blame, Rumination, and Other Blame were 

not significant and did not mediate PTSD.  

This is believed to be the first study to examine the role of intrapersonal maladaptive 

cognitions of moral injury of negative self in the relationship between PTCs and PTSD. 

These findings have extended PTSD literature in NOPs by demonstrating that it may be more 

beneficial in future interventions to modify catastrophising emotions and negative self-

cognitions and alleviate uncompassionate responding of self-betrayal to reduce PTSD rather 

than increase positive compassionate responding through Positive Self-compassion. 

Hypothesis three predicted that the specific intrapersonal maladaptive cognitions of 

moral injury of Emotion Regulation which included Catastrophising, Rumination, and Self-

blame, and Other Blame, that Self-Blame would have the strongest effect on the relationship 

between negative Post-traumatic Cognitions (Self) and PTSD. This hypothesis was not 

supported as the strongest effect on the relationship in the multiple mediation between 

Catastrophising and Negative Self-compassion responses was uncompassionate responding, 

which held the strongest indirect pathway. The sum of the relationship of the total 

catastrophising and uncompassionate self-resulted in a significant partial mediation of the 

relationship between PTCs (Self) and PTSD. The uncompassionate self was the only variable 

that exhibited an intact indirect mediation effect between the predictor and criterion variable 

when all the other variables were controlled. Catastrophising did not have the capacity to 

mediate the negative cognitions and PTSD independent of each other. This finding was 

consistent with previous research that found that regardless of the type of trauma exposure 

uncompassionate self regulates further PTSD (Forkus et al., 2019).  
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Hypothesis four predicted that the Intrapersonal Maladaptive Moral Injury Cognitions of 

PTSD Model would fit the data and that the effect of PTCs (Self) and PTSD would 

strengthen with increasing values of Emotion Regulation (Catastrophising) and Negative 

Self-compassion. Emotion Regulation Catastrophising and Negative Self Compassion were 

found to be significant mediators of PTCI Negative Self and PTSD. The proposed model 

demonstrated an overall perfect model fit. 

While the present study findings are theoretically grounded, the variables were not 

manipulated in an experimental design. Thus, it is acknowledged that other variables may 

have been operating within the relationships found, which could have influenced the results. 

Specifically, while the partial mediations observed in the current study suggest that there are 

other factors at play within the relationships examined, this does not diminish the importance 

of the current study’s contribution to the existing body of research in the area of NOPs; as 

such further identification and research is required. as NOPs’ knowledge of their child’s 

sexual abuse may compound their own intergenerational abuse and associated risk to PTSD 

(Brewin et al., 2000). These findings highlighted the need for furthering exploration of moral 

injury in further populations of NOPs who have CPTSD to determine whether this model is 

applicable in such a population.    

Limitations and Future Directions 

The current study presented some limitations. Firstly, all responses were self-reported. 

Self-report Likert-based measures can increase the risk of acquiescence bias, whereas a 

semantic differential response setup may in the future reduce acquiescence bias (Friborg, et 

al., 2006); however, a reduction to the threat of social desirability was controlled for by the 

confidentiality of the participation. Retrospective self-reports have shown to lead to biased 

recall, although retrospective CSA self-reports have not demonstrated a biased recall between 

child abuse and later outcomes (Brewin et al., 1993). Future research may include qualitative 

and longitudinal study of these variables inside the parent-child relationship to reduce 

acquiescence bias.  

A further limitation was that the sample was predominantly all-female, limiting the 

ability to generalise findings to non-offending fathers. NOP mothers have shown higher 

levels of psychological distress than fathers, however this may be due to men not reporting 

and seeking help (Addis & Mahalik, 2002; Singleton & Lewis, 2003). This highlights the 

need for similar research in this population. Further research needs to be conducted with 

other cohorts of parents in the community, not treatment seeking, from different cultural 

backgrounds, countries, and grandparents who are often caregivers. However, a strength of 
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this study was that the organisations contributing to this research had a base of participants 

limited to CSA. A further limitation was that only the binary construct of sex male and 

female were utilised as this study had commenced prior to the many gender variants on the 

gender spectrum that should be addressed in future research.  

To improve consistency in measurement the development of a measure of moral 

injury based on the current research findings would benefit trauma measurement and 

treatment as moral injury related posttraumatic cognitions are outside current DSM-5 

measures of PTSD. As such, future research may wish to develop further specific criteria 

based on the findings of this study whilst considering inclusion of these intrapersonal 

maladaptive cognitions of moral injury delineated in this study. The utility of targeting the 

specific intrapersonal maladaptive cognitions of moral injury of Emotion Regulation 

(Catastrophising) and the alleviation of uncompassionate thoughts (Self-judgement, Over-

identification, and Isolation) into a pilot or randomised clinical trial for future CPTSD 

interventions is warranted. Measuring moral injury as individual measures or the design and 

validation of a moral injury measure for high relational trauma is recommended. Research 

would need to measure whether the specific intrapersonal maladaptive cognitions of moral 

injury factors mediate PTSD and CPTSD outcomes compared to waitlist or other gold 

standard intervention to determine whether moral injury is a viable and disseminatable target 

for CPTSD intervention. Finally, it would be useful to determine the ACEs of this parent 

population, thus future research could expand and examine the potential links among 

childhood adverse experiences, and the specific intrapersonal maladaptive cognitions of 

moral injury of self, Negative Self-compassion, and Emotion Regulation Catastrophising.  

Conclusion 

Despite the limitations of this study, the current study expanded upon PTSD research 

by examining the possible links between the impacts of CSA on NOPs and PTSD, as well as 

the specific intrapersonal maladaptive cognitions of moral injury factors of: PTCs, Emotional 

Regulation (Catastrophising), and Negative Self-compassion. PTSD and maladaptive 

cognitions have shown to mediate the relationship between parental trauma exposure and 

negative child outcomes (Owen et al., 2006). This study has extended emotion processing 

theory beyond negative PTCs and shattered assumptions that the self has value, people are 

trustworthy, and the world is just (Epstein, 1991; Janoff-Bulman & Frieze, 1983). 

The newly developed Intrapersonal Maladaptive Moral Injury Cognitions of PTSD 

Model found that beyond the traumatic event itself, specific intrapersonal maladaptive 

cognitions of moral injury may be a factor differentiating between PTSD and moral injury 
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cognitions that are not currently measured in the DSM-5 for PTSD. Feelings of helplessness, 

a sense of rejection from the abuser, child’s delayed disclosures, and self-betrayal result in 

moral violation. The body has shown to associate self-rejection the same way as a physical 

attack (Litz et al., 2009), causing the activation of the fight/flight response predictive of 

PTSD; therefore, moral injury theory holds valuable implications for inclusion in future 

treatments of NOPs.  

This study has extended empirical research findings beyond the fear of the trauma 

itself, to include specific intrapersonal maladaptive cognitions of moral injury that are 

exacerbating PTSD, showing promise for the treatment of NOPs. Further, this study has 

highlighted that it is predominately the specific intrapersonal maladaptive cognition of moral 

injury of the uncompassionate self that is associated with increased risk of PTSD in this 

population. As guilt and shame often require punishment to be relieved, it may be that the 

uncompassionate self is a way of punishing oneself that enables the NOP to cope. Therefore, 

identifying and treating shame and guilt through the intrapersonal maladaptive cognitions of 

moral injury, shows the importance of targeting negative self-compassion. If adapting an 

uncompassionate self is an emotional coping strategy of self-punishment for not being able to 

prevent their child’s suffering that may be maintaining PTSD, Negative Self-compassion is a 

therapeutic target recommended for the development of a more effective empirically 

supported parent recovery interventions.  
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Chapter Four 

 

A Validation Study of the International Trauma Questionnaire to assess NOPs at Risk 

of Complex Trauma  

 

Chapter Overview 

Study 1 in Chapter 3 found that most NOPs had experienced their own CSA. 

Therefore, in line with the study aims, Chapter 4 presents Study 2a and assessed the newly 

developed International Trauma Questionnaire (ITQ: Cloitre et al., 2020), for factorial 

validity in an NOP population. Other trauma populations have identified clear subgroups of 

CPTSD or PTSD profiles across clinical and community samples. Individuals with CPTSD 

has shown to have greater impairment and daily living difficulties than individuals faced with 

PTSD (Brewin et al., 2017). As yet, there has not been an investigation of the clinical utility 

of the ITQ in a population of NOPs. Study 2a investigated the construct validity of CPTSD 

and PTSD as a two-factor higher-order model supported in an NOP trauma population.  

Rationale and Objectives   

The impact of a child’s disclosure to NOPs has resulted in anger and fear towards the 

perpetrator, guilt towards oneself, helplessness, and legal stressors that culminate in PTSD 

(Brown & Hill, 2005, Burgess et al., 1990;). However, clinicians and researchers have 

predominantly focused on the survivor children, whereas research has indicated that NOPs of 

the children are also affected by this traumatic disclosure (Daane, 2005). Many NOPs may 

have also experienced CSA themselves which furthers the risk of PTSD. As CSA has rarely 

been established as a single event but an ongoing relational trauma (Kessler, 2000), further 

research into moral injury and CPTSD (Herman, 1992) are warranted.  

Cloitre et al. (2018) developed the International Trauma Questionnaire (ITQ) to assess 

PTSD and complex trauma and is the first validated measure that assessed both PTSD and 

CPTSD (Cloitre et al., 2018). In a review by Brewin et al. (2017), 9 out of 10 studies 

supported the ITQ in discriminating between PTSD and CPTSD. As research on the 

prevalence, validity, and reliability of CPTSD and PTSD on the ITQ is still developing the 

current study sought to examine the emotion regulation, self-identity, and relational 

capacities within the factorial validity of the ITQ in an NOP population. 

The Current Study  

As CPTSD is a new diagnosis, there have been no clinical trials or treatments 

evaluated. Cloitre et al. (2013) provided preliminary evidence of the validity of distinct but 
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related PTSD and CPTSD diagnoses, utilising archival data of interpersonal violence in a 

predominantly female population. The study authors called for replication of the results in 

different populations and traumatic stressors globally. Exploring the risk factors that 

differentiate these disorders in this population is valuable to validate the factor model, 

provide greater precision of diagnosis, and provide analysis on which factors contribute the 

most to the disorders so that therapies can be tailored to PTSD or CPTSD.  

Posttraumatic Stress Disorder. PTSD remains a fear-based disorder characterised 

by significant distress, anxiety, and hyper-arousal that may follow the witnessing or 

experiencing of a traumatic event (Andrews et al., 2004). Symptoms include flashbacks or 

avoidance of trauma reminders, sleep disturbances, hypervigilance or hyperarousal, 

irritability or withdrawal, or depression (APA, 2013). A strong link between PTCs has been 

shown particularly in individuals with high beliefs of the world be safe being shattered 

through a trauma as assimilation or accommodation of self and world schemas can trigger 

maladaptive thinking and PTSD vulnerability (Foa & Rothbaum, 1998). Ehlers and Clark 

(2000) also propose in their cognitive model trauma appraisals (e.g., “nowhere is safe”) of 

perceived threat that develop PTSD. Therefore, it is recommended that trauma treatments 

target PTCs to reduce PTSD symptoms (Brown et al., 2019). 

Complex Posttraumatic Stress Disorder. CPTSD incorporates the impact of trauma 

on interpersonal domains, identity, and emotion regulation. CPTSD has been defined by the 

avoidance of relationships, emotional dysregulation, and a stable negative self-concept 

(Cloitre et al., 2013). A diagnosis of CPTSD requires the endorsement of one of two 

symptoms from each of the three PTSD symptom clusters (re-experiencing, avoidance of 

traumatic reminders, and current sense of threat). It also requires one of the two symptoms 

from each of the Disturbances in Self-Organisation (DSO) clusters including negative self-

concept (seeing self as a failure or worthless), emotion dysregulation (difficulties calming 

oneself), and relationship disturbances (such as relationship avoidance). Functional 

impairment also must be identified with one indicator endorsed for PTSD and one indicator 

endorsed for the DSO symptoms. Individuals can only receive one diagnosis, if they meet 

criteria for CPTSD they do not receive a diagnosis for PTSD.  

Research on the ITQ has begun to emerge globally. General population studies 

utilising the ITQ have indicated that rates of PTSD and CPTSD range from 2.0%-12.7% in 

high-income countries, whereas low-income countries have shown escalated prevalence of 

CPTSD ranging from 30.6%-37%. Literature regarding a combination of factors developing 

PTSD or CPTSD has been varied. CPTSD has shown to develop in some individuals with 
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single incident traumas, while some chronically traumatised individuals have shown to 

develop PTSD, and many individuals may not develop either disorder (Cloitre et al., 2013). 

This is the first study to conduct an analysis of this population to indicate whether NOPs 

follow a CPTSD profile or PTSD profile. There have been no CPTSD clinical trials 

developed as yet, however relational studies of the CPTSD symptoms have identified self-

concept as a central influence that requires further investigation (Cloitre, 2020). Negative 

self-concept was also confirmed in this research program (Study 1) as a significant predictor 

of PTSD in the Interpersonal Cognitions of Moral Injury Model of PTSD.  

High rates of PTSD have been found in CSA from intra-familial abuse (Hébert et al., 

2007), and evidence has suggested that a high percentage of NOPs will have also experienced 

intergenerational child abuse themselves (Cyr et al., 1999; Deblinger et al., 1993; Hébert et 

al., 2007; Kelley, 1990). Karatzias et al. (2017) established that multiple trauma exposures 

and childhood traumas were risk factors for CPTSD. Therefore, further understanding the 

prevalence of CPTSD and patterns within NOP populations may assist in identifying and 

improving treatment for NOPs who are less likely to respond to standard PTSD treatments 

and ignite further research for CPTSD treatment development.  

Cyr et al. (2018) conducted a longitudinal study of 124 NOPs, including 92 mothers 

(two stepmothers) and 32 fathers (three stepfathers), aged between 27 and 61 years of age. 

The participants reported clinical levels of psychological distress one year after their child 

made a CSA disclosure for mothers (50%) and fathers (19.4%). The authors recommended 

that future research investigate additional factors contributing to NOPs’ psychological 

distress as they are not currently being identified by professionals (Famularo et al., 1994). 

Furthermore, previous research has found that current PTSD therapies may not be adequate 

for NOPs who continue to struggle with heightened legal distress and the resurgence of their 

own childhood trauma (Deblinger et al., 1993). Cloitre et al. (2009) conducted four treatment 

studies over 12 years that involved 849 women who had experienced childhood abuse. 

Women (n = 582) who had experienced both childhood and adulthood trauma were included 

in the study. Most participants had experienced childhood sexual, physical, and emotional 

abuse; the most common adulthood trauma was sexual abuse (67.0%). Participants 

experienced three to five types of abuse. The results of Cloite et al. (2009) were important in 

validating the ITQ as a means of identification in this population. 
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Research Aims and Hypotheses 

The current study aimed to examine the factorial and construct validity of the 

International Trauma Questionnaire (ITQ, Cloitre 2018) to assess its utility as a clinical and 

research tool for application in an NOP population. While assessment and treatment models 

for PTSD have been rigorously referenced in the literature, questions of its formulation have 

led to complications for accurate assessment and treatment outcomes in relational traumas 

(Cloitre, 2020). Therefore, this study aimed to validate the newly developed ITQ with an 

Australian NOP population sample; and examine its utility as a clinical assessment to 

measure CPTSD associated with interpersonal relational betrayals found in CSA. 

The two-factor (PTSD and CPTSD) analytical model was explored based on a review of 

CPTSD research which suggested the best fitting analytical factors model would be the two 

second-order factors of PTSD (re-experiencing in the here and now, avoidance, and sense of 

current threat) and Disturbances in Self-Organisation (DSO: affective dysregulation, negative 

self-concept, and disturbances in relationships). The research objective was to build on prior 

research by evaluating a clinical sample of NOPs who had experienced multiple types of 

childhood abuse and adversity as well as several adulthood traumas. This study sought to 

determine the results and replicate the findings of Briere et al. (2008) with a clinical sample 

of NOPs and determine whether childhood cumulative adversity and trauma were predictive 

of symptom complexity by utilising the ITQ to test whether, after adjustment for child 

cumulative trauma, adulthood trauma contributed to symptom complexity.   Consequently, it 

was hypothesised that:  

1. The ITQ would adequately distinguish between PTSD and CPTSD in line with 

previous research in other clinical and the general populations.  

2. The ITQ would result in two second-order factors representing PTSD and DSO 

providing the best fitting model for two conditions of PTSD and CPTSD as a result of 

participants’ exposure to traumatic life events.  

3. The prevalence of CPTSD would be higher in this population as compared with PTSD 

as previously reported in other clinical populations. 
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Method 

Participants 

Participant parents were recruited from a subset of an Australian population whose 

children had experienced sexual abuse. Participants were provided with a participant 

explanatory statement and questionnaire package that required informed consent prior to 

completion (See Appendix C). A total sample of 252 participants participated in this study. 

Of the 252 participants, 126 (50%) did not complete all measures to completion, accordingly 

only the data from a sample of 126 participants who completed all measures were utilised. 

There was a systematic pattern of participant drop out past demographics; consequently, 

these cases were excluded cases listwise. Of the 126 utilised participants 124 were female 

and 2 were male. Data were collected between April 2020 to June 2020. The study’s 

inclusion criteria included being an NOP of a child who had experienced sexual abuse, 

experiencing their own trauma, being over 18 years of age, speaking English and having 

access to a computer for online participation. Exclusion criteria included if the participant 

was the offending parent, being under 18 years of age, not having access to the internet, or 

lacking fluency in English. See Table 8 for participant characteristics.  
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Table 8 

 Demographic Characteristics of the Participant Profile (N =126) 

 

Demographic Category  n % 

Gender Male 2 1.60 

 Female 124 98.40 

Employment Status Employed Part-Time 23 18.3 

 Casual 6 4.8 

 Full Time 31 24.6 

 Other 66 52.4 

Highest Form of 

Education Completed Year 10  21 16.7 

 Year 12 32 25.4 

 Undergraduate Degree 41 32.5 

 Postgraduate Degree 32 25.4 

What is your current 

relationship status Single 35 27.8 

 In a relationship 9 7.1 

 Married 40 31.7 

 Divorced/Separated 26 20.6 

 Widow 3 2.4 

 Living with Intimate Partner 7 5.6 

 Other 6 4.8 

Your child’s Abuser  A Family Member 103 81.7 

 Someone Unknown 16 12.7 

  

Someone Known but not a 

Family Member 7 5.6 

Note: n = number of participants,% = % age 

Measures  

The participants completed online self-report questionnaires including the 

International Trauma Questionnaire, The Childhood Trauma Questionnaire, the Traumatic 

Life Events Scale, and The Adverse Childhood Experiences Questionnaire. 

The International Trauma Questionnaire   

The International Trauma Questionnaire (ITQ; Cloitre, et al., 2018) is a brief 12-item 

self-report scale that captures the distinction between PTSD and CPTSD symptomatology. 

The multigroup ITQ results have also shown to be appropriate for use in both clinical and 

general populations. The ITQ and WHO encourage researchers and clinicians to use this 

assessment tool to continue to develop the evidence base of the scale’s psychometric 

properties and, to advance information on complex trauma predictors, treatment, nature, 

course, and outcomes. Participants are asked to identify how much they have been bothered 

by a problem in relation to a traumatic event in the past month utilising a five-point scale 

ranging from 0 = not at all to 4 = extremely. The PTSD clusters require the endorsement of 
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one of two symptoms from the symptom clusters of the re-experiencing in the here and now 

(i.e., feeling the experiences or “Having upsetting dreams that replay part of the experience or 

are clearly related to the experience”), the avoidance cluster (i.e., “Avoiding internal 

reminders of the experience (i.e., “Thoughts, feelings, or physical sensations”), and the sense 

of threat (i.e., “Being super-alert, watchful, or on guard”). It also requires the endorsement of 

a functional impairment (i.e., “Affected your relationships or social life?”. Endorsement of 

functional impairment requires a score of ≥2. 

The DSO symptoms are measured on the same self-report scale asked how they 

typically think about themselves and relate to others. For a diagnosis of CPTSD one of two 

symptoms from each of the three symptom clusters of affective dysregulations (i.e., “I feel 

numb or emotionally shut down”), negative self-concept (i.e., “I feel worthless”), and 

disturbances of relationships (i.e., “Affected your work or ability to work”). The diagnostic 

criteria require at least one indicator related to the PTSD symptoms and one indicator of 

functional impairment in the DSO symptoms of a score ≥2 and at least one functional 

impairment item endorsed ≥2 for example (i.e., “Affected your work or ability to work”). If 

an individual meets the criteria for CPTSD, they will not receive a PTSD diagnosis. The ITQ 

has demonstrated satisfactory internal reliability, good convergent and discriminant validity 

with reliability of subscales ranging from 0.72 to 0.95 (Karatzias et al., 2016). The ITQ 

possesses excellent internal reliability. The six-first-order subscales confirmed strong 

reliability (Re = 0.90, Av = 0.90, Th = 0.86, AD = 0.92, NSC = 0.96, and DR = 0.90), as did 

the six PTSD (0.96) and 16 DSO (0.97) items. 

The Life Events Checklist   

The Life Events Checklist for DSM-5 (LEC-5; Weathers et al., 2013) is a self-report 

questionnaire that measures potential traumatic events over a lifetime. The items assess 

exposure to events known to result in potential PTSD. The LEC-5 assesses exposure to 16 

events, such as assault, illness, natural disaster, or injury, that may result in PTSD. The LEC-

5 includes one extra item that is not covered in the previous items. The respondents are asked 

to indicate on a 6-point nominal scale, levels of exposure to a traumatic event ranging from 

Happened to me, Witnessed it, Learned about it, Part of my job, Not sure, Doesn't apply. 

Example items included “over your entire life whether you have experienced a Natural 

disaster (for example, flood, hurricane, tornado, earthquake) or Fire or explosion.” A total 

cumulative score ranges from 0 to 17 (if the nature of the trauma is identified). Concurrent 

and discriminant validity has been demonstrated. The LEC-5 has also demonstrated strong 

convergence with measures of psychopathology that are known to be associated with trauma 
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exposure. These associations were strongest for measures of trauma-specific 

psychopathology such as the CAPS, PTSD Checklist – Military Version (PCL-M), and the 

Modified PTSD Symptom Scale (MPSS) (Gray et al., 2004). 

The Adverse Childhood Experiences Study questionnaire (ACE) 

The ACE Study questionnaire (Dube et al., 2013; Felitti etal., 1998) is a 10-item 

assessment that measures levels of child maltreatment: abuse, neglect, and dysfunctional 

family. Each of the ACE categories measures level of all forms of childhood maltreatment 

including witnessing DV, sexual abuse, emotional, physical abuse, neglect, mentally ill or 

substance abusing caregiver, loss of parent, divorce or family dysfunction with scores ranging 

between 0 and 10 (Felitti & Anda, 2019). The ACE has been developed to demonstrate the 

associations between early ACE exposures such as child maltreatment for subsequent risk 

behaviours, and chronic diseases over the lifespan. The survey consists of 10 questions, each 

worth one point, which is totalled for an Ace score out of 10. Higher scores specify higher 

risk of health problems later in life and an ACE score of 4 or more increases risk of disease, 

emotional, and social problems. 

The Childhood Trauma Questionnaire (CTQ) 

The Childhood Trauma Questionnaire (CTQ; Bernstein & Fink, 1998). The CTQ is a 

brief self-report of six early traumatic experiences (death, divorce, violence, sexual abuse, 

illness or other) that measure an individual's understanding of their exposures to childhood 

trauma. The CTQ is a 28-item measure that consists of five scales with five items per scale 

including: emotional, physical, sexual, and neglect. Items are rated on a 5-point Likert scale 

(1 = never true) and (5 = very often true) with a summed score range from 5 to 25 with a total 

score range of 25 to 125. Higher scores suggest higher presence of maltreatment. Cut off 

score categories range from none through to severe. The CTQ has been approved in more 

than 1000 clinical and community samples (Bernstein et al., 1994; Scher et al., 2001). 

Internal consistency has shown a medium reliability range of 0.66 to 0.92 (Scher et al., 2001). 

Similarly, test-retest reliabilities range from 0.79-86 over a four-month time period 

suggesting the CTQ is not influenced by shifting dispositions of mood or stress (Bernstein et 

al., 1994; Bernstein & Fink, 1998). Content validity has shown improvement by measuring 

all domains (Briere & Runtz, 1988a), and concurrent validity has shown high correlations 

between the CTQ scores and clinician and other childhood abuse scales (Bernstein et al., 

1997). Moreover, the CTQ has solid concurrent and discriminant legitimacy with clinical 

adolescent trauma interviews (Bernstein et al., 1994). The reliability of the subscales was 
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high including: Emotional Abuse (0.90), Physical Abuse (0.85), Sexual Abuse (0.97), 

Emotional Neglect (0.92), Physical Neglect (0.83). 

Procedure 

Ethical consent was gained from the Bond University Human Research and Ethics 

Committee in line with the National Health and Medical Research Council’s Guidelines for 

Ethical Conduct in Research (Australian Government, 2015) CM03420. Participants were 

recruited from Bravehearts, Be There, and other social media platforms including Facebook 

and targeted complex trauma groups. The survey was only posted after gate keeper access 

from the administrators of the groups was received. The posted link consisted of an 

explanatory statement detailing the purpose of the current study, inclusion, and exclusion 

criteria, consent, and confidentiality. The participants’ right to withdraw at any time 

throughout the study was outlined.  

Completion of the anonymous questionnaire took approximately 30 to 45 minutes. No 

follow up was made with the participants. Participants were able to leave the online 

questionnaire without any penalty at any time. Participants were encouraged to withdraw 

upon experiencing any distress and directed to appropriate specialty services. Responses were 

exported from Qualtrics software, Version December 2021 of Qualtrics. Copyright © 2020 

Qualtrics. The Qualtrics survey   IBM© SPSS© Version 26 for analysis. 

Results 

Data Diagnostics 

Descriptive statistics for each of the continuous variables including frequencies, 

standard deviations, means, skewness, and kurtosis were examined. There were differences 

between variables with missing data and those without missing data. Through Missing Values 

Analysis (MVA) half of the 252 cases had less than 50% of their scores for each focal 

variable and were therefore removed from analysis. The remaining MVA data contained less 

than 2% missing data; the remaining 126 participants were utilised for final analysis 

(Tabachnick & Fidell, 2013). The MVA analysis obtained a non-significant Little’s MCAR 

X2(35, N = 126) = 26.383, p = .853, indicating that the missing values were missing 

completely at random.   

Prior to conducting the main analyses preliminary analyses were conducted to ensure 

that the data set met the assumptions of linearity, normality, and homoscedasticity. An 

investigation of the presence of outliers utilising Mahalanobis distance found the data did not 

exceed the cut off for any of the predictors. Box plots were examined, and no potential 
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univariate outliers were found. Scatter plot examination showed that no variables contained 

bivariate outliers. Cook’s distance confirmed no influential outliers (Cooks Distance = 

0.010). Normal distribution was checked, and homoscedasticity and linearity assumptions 

were met. Histograms were visually inspected, and the scores were found to confirm 

approximately normally distributed errors. Scatterplots of the standardised residuals met 

assumptions of linearity and homogeneity. Kolmogorov-Smirnov analysis of each variable 

were each significant, although the skewness and kurtosis ranged at appropriate levels 

between -1 and 1 deeming appropriate distribution of each variable.  

Main Analysis  

Analysis of Variance (ANOVA) examined group differences on demographic  

measures and found a significant difference on scores for the ITQ; between male and female 

participants F(1,123) = 5.80, p = .020; no group differences were found between level of 

education F(3,121) = 1.35, p = .260. There was also no significant group differences between 

NOPs whose children had experienced familial verses unfamilial abuse F(2,122) = 1.06, p = 

.350.  

Correlations and Descriptive Statistics. Means, standard deviations, and bivariate 

correlations found no multicollinearity between variables. See Table 9 for summary of 

intercorrelations between the focal variables.  
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Table 9  

Summary of Intercorrelations between Focal Variables  

Variable 1 2 3 4 5 6 7 8 9 10 11 

PTSD -           

DSO 0.65** -          

ITQ 0.91** 0.91** -         

ACE 0.37** 0.29** 0.36** -        

CTQ: Emotional Abuse 0.53** 0.56** 0.60** 0.62** -       

CTQ: Physical Abuse  0.28**   0.23* 0.27** 0.62** 0.65** -      

CTQ: Sexual Abuse 0.32** 0.31** 0.34** 0.41** 0.35** 0.45** -     

CTQ: Emotional Neglect     0.12    0.11    0.13 0.38** 0.46** 0.21* -0.18* -    

CTQ: Physical Neglect 0.33** 0.27** 0.34** 0.67** 0.60** 0.523** 0.29** 0.52** -   

CTQ: Denial    -0.22*  -0.17   -0.21* -0.52** -0.61** -0.42** -0.18* -0.73** -0.60**   

LEC-5    0.24**   0.01    0.14    0.17    0.08    0.07 0.14    0.02    0.14 -0.03 - 

Note. PTSD = Posttraumatic Stress Disorder Symptom Severity, DSO = Disturbances in Self Organisation Symptom Severity, ITQ = 

International Trauma Questionnaire Total, ACE = Adverse Childhood Experiences, CTQ = Childhood Trauma Questionnaire, LEC-5 = Life 

Events Checklist, *p < .05, ** p < .01
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The ITQ scale mean scores and endorsement rates (scores ≥ 2) are presented in Table 

10. The mean scores and endorsement rates were all high. Upon the application of the rules of 

diagnosis, the prevalence of those who met clinical cut off scores for CPTSD were 34.1% and 

11.1% for PTSD. However, symptom severity was high across all participants with PTSD (M 

= 11.96, SD = 6.64) and DSO symptom severity (M =12.37, SD = 6.42).  

 

Table 10  

International Trauma Questionnaire Mean Scores and Item Endorsement   

 

PTSD Clusters PTSD Items Mean (SD) Endorsement n (%) 

Reexperiencing 1. Upsetting Dreams 1.51 (1.40) 86 (68.3) 

  2. Images experiencing 

now 

1.66 (1.30) 95 (75.4) 

Avoidance 3. Internal avoidance 1.93 (1.40) 102 (81) 

 4. External avoidance 2.17 (1.42) 104 (82.5) 

Sense of Threat 5. Super alert on guard 2.61 (1.33) 116 (92.1) 

 6. Easily startled and 

jumpy 

2.09 (1.32) 108 (85.7) 

DSO Clusters     

Affect 

Dysregulation 

7. Long time to calm down 2.03 (1.14) 113 (90.4) 

 8. Numb and shut down 2.10 (1.31) 111 (88.8) 

Negative Self 

Concept 

9. Feel like a failure 2.18 (1.34) 108 (86.4) 

 10. Feel worthless 1.72 (1.38) 92 (73.6) 

Disturbances in 

Relationships 

11. Distant and cut off 

from people 

2.26 (1.30) 114 (91.2) 

 12. Hard to stay close to 

people 

2.08 (1.33) 107 (85.6) 

Note: PTSD: Posttraumatic Stress Disorder, DSO: Disturbances in Self Organisation Clusters.  

The most frequently reported difficulty with those who endorsed CPTSD symptoms 

was disturbances in relationships, followed by feeling distant from others, affect 

dysregulation, struggling to calm down, negative self-concept, and feeling like a failure. 

Participants reported multiple trauma experiences in childhood and adulthood. The mean 

scores on the CTQ indicated moderate to high levels of trauma with the most commonly 

reported emotional abuse (M = 14.31, SD = 5.9), Emotional Neglect (M = 14.29, SD = 4.15), 

Sexual Abuse (M = 12.75, SD = 8.09), Physical Abuse (M = 10.01, SD = 5.37), Physical 

Neglect (M = 9.21, SD = 3.94), and Denial (M = 7.17, SD = 3.40). Results from theLEC-5 

most commonly reported adult traumas were unwanted sexual experience (85.5%), physical 

assault (79.8%), transportation accident (75%), sexual assault (72.6%), natural disaster 
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(70.2%) life-threatening illness (66.9%), severe human suffering (53.2%), fire or explosion 

(53.2%), sudden accidental death (50%), serious accident (50.8%), assault with a weapon 

(43.5%),  sudden or violent death (41.9%), exposure to toxins (22.6%), captivity (25.8%), 

combat exposure to war zone (16.1%), harmful injury you caused to another (11.3%), other 

(70.2%). The ACE cumulative scores ranged from 0 to 10, with a mean of (M = 4.10, SD = 

2.74) which indicated this population had experienced a significant level of trauma 

throughout their childhood. According to the ACE scores, the majority (71.4%) of the 

participants reported experiencing sexual abuse or any unwanted sexual experience (14.3%).   

Factor Analysis  

The latent structure of the 12-item ITQ was examined utilising Principal Component 

Analysis (PCA) utilising SPSS version 21 results. Prior to performing the PCA analysis, the 

data collected from the 126 participants was assessed for suitability for factor analysis, the 

minimum requirement of five participants per variable was met (Hair et al., 1998; Tabachnick 

& Fidell, 2013) and all 12 items attained factor loadings of more than 0.30. The correlation 

matrix of the 12 items of the ITQ was inspected and revealed that all items were significantly 

related and above r > 0.30. The Bartlett Test of Sphericity value was significant (p <.001), 

meeting the assumption of non-zero correlations for all items. The 12 items all met the 

threshold sampling criteria with Kaiser-Meyer Olkin Measure of Sampling Adequacy (KMO) 

value of .88, factorability of the ITQ was supported (Tabachnick & Fidell, 2013).  

Using the eigenvalues of 1 or more, PCA revealed the presence of a 2-component 

solution which accounted for 67.60%, with Component 1 explaining 55.25% of the variance 

and Component 2 contributing to 12.35%. This was confirmed though a visual inspection of 

scree plots (see Figure 11) in the shallow scree (Hayton et al., 2004). Inspection of item 

loadings upon the resultant 2 factor structure, indicated that all 12 items loaded at greater than 

0.30 on factor one, with 9 of the 12 items cross loading on two or more factors at greater than 

0.30. The correlation components matrix demonstrated significant, strong correlations above 

0.30; subsequently, the Oblim rotation solution was utilised. Two components were selected 

for further investigation in line with current findings of the ITQ two factor model.  

A further principal component analysis utilising oblique rotation (direct oblimin) was 

conducted to assess if this would further establish a clear pattern. The results showed that the 

two components held strongly. Items 1 to 6 on the PTSD factor loaded onto Component one 

with clear loadings. Items 7 to 12 highly negatively loaded onto factor 2 in accordance with 

the literature on CPTSD. The pattern matrix is presented in Table 11. 
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Figure 11 

Scree Plot for the 12-Item International Trauma Questionnaire 

 

 

 

Table 11 

Factor Loadings for Pattern Matrix Factor Analysis of the International Trauma 

Questionnaire with Oblim Rotation  

                            

Component 

 

 1. PTSD 2. CPTSD 

Item 3:   Avoiding Internal Reminders 0.88  

Item 2:   Powerful Images Here and Now 0.85  

Item 4:   Avoiding External Reminders 0.83  

Item 5:   Super Alert on Guard 0.82  

Item 1:   Upsetting Dreams 0.75  

Item 6:   Jumpy Easily Startled 0.67  

Item 10: Feel Worthless  -0.95 

Item 9:   Feel Like a Failure  -0.88 

Item 12: Difficulty Staying Close to People  -0.86 

Item 11: Feel Distant or Cut off from People  -0.84 

Item 8:   Numb Shut Emotionally Shut Down  -0.72 

Item 7:  Difficult to Calm Down  -0.51 

Note: Factor Loadings are all above > 0.30  

Both PTSD and CPTSD components loaded strongly onto each of the components 

consistent with previous ITQ research, with PTSD items loading strongly onto Component 1 

and CPTSD items loading strongly onto Component 2. A strong negative correlation was 
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found between the two factors (r = -0.60). The results of this analysis supported the use of 

PTSD and CPTSD as two separated scales as suggested by the scale author’s (Cloitre et al., 

2018). The reliability test indicated that the PTSD instrument had a high degree of reliability 

with the Cronbach’s Alpha of 0.90 and the CPTSD Cronbach’s Alpha was -0.91 both 

demonstrated very high reliability.  

The two correlated second-order factor models (PTSD and DSO) were further tested 

with CFA to ensure the covariation among the six first order factors with the three PTSD 

symptom clusters loaded onto the PTSD factor and each of the three DSO symptom clusters 

loaded onto the DSO factor utilising Principal Component Analysis (PCA) utilising SPSS 

version 21 results. 

Three Symptom Clusters of PTSD Reexperiencing, Avoidance, and Sense of Threat  

The Bartlett Test of Sphericity (BTS) value was significant (p <.001) with the 

likelihood of non-zero correlations for all items meeting this assumption. The six items of the 

PTSD second-order factors jointly met the required threshold sampling suitability through a 

Kaiser-Meyer Olkin Measure of Sampling Adequacy (KMO) value of 0.82, with a value over 

0.6 indicating the BTS was significant deeming the factor analysis as appropriate (Tabachnick 

& Fidell, 2013).  

 Using the eigenvalues of 1 or more, PCA revealed the presence of a 3-component 

solution which accounted for 88.64% of the variance. Inspection of item loadings upon the 

resultant three factor structure, indicated that all six items load at greater than an eigenvalue 

above 1 (See Table 12). Examination of the scree plot utilising Cattell’s (1966) scree test 

(Figure 12) showed 2 clear breaks, one after Component 2 and 4. Consequently, one 

component could be retained and a 3-component analysis was required for further 

investigation in line with current findings of the ITQ (Hayton et al., 2004).    
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Figure 12 

Scree Plot for the 12-Item International Trauma Questionnaire 

 

 

Most of the unrotated loadings of each item on each of the three components loaded 

strongly above 0.4 on each of the components equally, suggesting that the three-component 

solution was most appropriate. The Pattern Matrix also loaded factors on each of the three 

components and loaded above 0.30, indicating the three-factor solution was optimal. The 

correlation components matrix demonstrated significant, strong correlations above 0.30, so an 

Oblim rotation Pattern Structure solution was utilised. Items 3 and 4 loaded highly and 

positively onto Component 1 Avoidance. Items 1 and 2 loaded highly and negatively onto 

Component 2 Re-experiencing, and items 5 and 6 verified that in this sample the population 

were reframing these symptoms similarly to other trauma populations on the same factors.  
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Table 12 

Factor Loadings for Pattern Matrix Analysis of the Second-order PTSD Factor of the 

International Trauma Questionnaire with Oblim Rotation 

                            

Component 

  

 1: Avoidance 2: Re-

experiencing 

3. Sense of 

Threat 

Item 3: Avoiding Internal Reminders 0.87   

Item 4: Avoiding External Reminders 0.89   

Item 1: Upsetting Dreams  -0.93  

Item 2: Powerful Images Here and Now  -0.77  

Item 5: Super Alert on Guard   0.89 

Item 6: Jumpy Easily Startled   0.86 

Note: Factor Loadings are all above >.30  

 

In summary, the second-order three component solution of PTSD factor explained a 

total of 88.64% of the variance. Component 1 contributed 66.57%, Component 2 contributed 

11.49%, and Component 3 contributed 10.58%. There was a medium negative correlation 

between the factors. The results of this analysis supported the use of the PTSD second-order 

factor with three separate scales of PTSD of Avoidance, Re-Experiencing, and Sense of 

Threat as proposed by the scale’s authors (Cloitre et al., 2018). 

Three Symptom Clusters of CPTSD: Affect Dysregulation, Negative Self Concept, and 

Disturbances in Relationships  

The Bartlett Test of Sphericity (BTS) value was significant (p <.001) with the 

likelihood of non-zero correlations for all items meeting this assumption. The six items of the 

CPTSD second-order factors jointly met the required threshold sampling suitability through a 

Kaiser-Meyer Olkin Measure of Sampling Adequacy (KMO) value of 0.88. A value over 0.6 

indicated the BTS was significant and factor analysis was appropriate (Tabachnick & Fidell, 

2013).  

 Using the eigenvalues of 1 or more, PCA revealed the presence of a 1-component 

solution which accounted for 67.63% of the variance. Inspection of item loadings upon the 

resultant 1 factor structure, indicated that all 6 items load at an eigenvalue above 1 (see Table 

13). Examination of Cattell’s (1966) scree test (Figure 13), revealed that a one component 

solution was retained for further investigation in line with current findings of the ITQ one 

factor model. This was identified by the visual break in the scree plot and be identified below 

in the shallow scree (Hayton et al., 2004).    
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Figure 13 

Scree Plot for CPTSD 6-Item Component of the International Trauma Questionnaire 

 

 
 

 

Most of the unrotated loadings of each item on each of the three components loaded 

strongly above 0.4 on the first Affect Dysregulation Component, and one strongly loaded on 

the Negative Self Concept. Three loaded on the third component of disturbances of 

relationships just below 0.4 suggesting the three-component solution was not held. 

Component 2 failed to load on both scales with “I feel like a failure” loading onto affect 

dysregulation in component one. Furthermore, both factors in factor 3 did not load on 

component 3 but strongly in Component 1 suggesting affect dysregulation is the more 

appropriate factor loading for this population of NOPs. However, the Pattern Matrix loaded 

strongly above 0.08 on all three factors indicating the three-factor solution was still optimal. 

The correlation components matrix demonstrated significant strong correlations above 0.30; 

therefore, the Oblim rotation solution was utilised.  
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Table 13 

Factor Loadings for Pattern Matrix Analysis of the Second-order CPTSD Factor of the 

International Trauma Questionnaire with Oblim Rotation 

 Component 1  

Component 2 

 

Component 3 

 Affect 

Dysregulation 

Negative 

Self Concept 

Disturbances 

in 

Relationships 

Item 12. I find it hard to stay emotionally 

close to people 

0.91   

Item 8: I feel numb or emotionally shut 

down 

0.89   

Item 11. Feel Distant or cut off from 

people 

0.80   

Item 7. When I am upset it takes me a long 

time to calm down 

 0.97  

Item 9. I feel like a failure   0.93 

Item 10. I feel worthless   0.91 

Note: Factor Loadings are all above > 0.30  

 

A further finding from this study compared to other populations, was that item 1 

“When I am upset, it takes me a long time to calm down” loaded on negative self-concept not 

affect dysregulation, indicating the depth of self-blame and intrapersonal blame these parents 

are taking rather than attributing this to a trauma body symptom of PTSD. In summary, the 

second-order three component solution of PTSD factor explained a total of 86.45% of the 

variance. Component 1 contributed 66.63% and Component 2 contributed 10.54%, and 

Component 3 contributed 8.31%. There was a medium to strong correlation between the 

factors. The results of this analysis supported the use of the CPTSD second-order factor with 

three separate scales as suggested by the scale authors (Cloitre et al., 2018).  

Discussion 

The current study aimed to evaluate the psychometric properties of the ITQ and assess 

its utility as a clinical and research tool for application in an Australian NOP population. The 

latent structure of the 12-item ITQ was examined utilising Principal Component Analysis 

(PCA) with online data questionnaires collected from 126 NOPs. Results of the CFA analysis 

supported the factorial and construct validity of the ITQ, indicating that the model had two 

second-order factors that represented PTSD and CPTSD in line with previous research in 

other clinical and the general populations (Karatzias et al., 2016; Murphy et al., 2020). This 

demonstrated support for the reliability and validity of the ITQ a valid and reliable measure 

with two distinct trauma-related disorders of PTSD and CPTSD in an NOP population. 
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Prevalence of clinical CPTSD (34.1%) in this NOP population was found more frequently 

endorsed with a stronger association with childhood trauma than PTSD (11.1%).  

Complex trauma and its implications for maladaptive emotional and behavioural 

expression are only emerging in the literature. Hypothesis one suggested that the ITQ would 

adequately distinguish between PTSD and CPTSD in line with previous research in other 

clinical and the general population (Karatzias et al., 2016; Murphy et al., 2020). This 

hypothesis was supported as the results of the CFA analysis indicated that the model had two 

second-order factors that represented PTSD and CPTSD. This population of NOPs identified 

differently in the type of stressor and severity of impairment of two classes of trauma-exposed 

parents with distinctions between PTSD and CPTSD. One group demonstrated elevated PTSD 

symptoms but had low scores on self-organisation domain symptoms and the second group of 

NOPs had CPTSD as demonstrated by elevations of PTSD and elevated disturbances in three 

domains of self-organisation: affective dysregulation, interpersonal problems, and negative 

self-concept. This study added to the body of research of evidence that supported the 

construct validity of the ITQ. 

Hypothesis two proposed that the ITQ would represent two second-order factors 

representing PTSD and DSO providing the best fitting model for two conditions of PTSD and 

CPTSD as a result of the participants exposure to traumatic life events. This was evidenced 

through the observations of strong intercorrelations among the total scale and sub scale scores 

of the ITQ, factor loadings greater than 0.30 for all six items onto the first factor of PTSD of 

the ITQ, and all six items onto the second factor of CPTSD. The eigenvalue on the PCA 

revealed the presence of a 2-component solution and the visual presentation of two factors 

were seen on the scree plot. The two-factor model findings indicated the best fit analytical 

factor model with two PTSD (three clusters) and DSO (three CPTSD clusters) in line with 

Murphy et al. (2020). These findings support Cloitre et al.’s (2020) different profiles 

associated with PTSD and CPTSD with different levels of impairment that result in varying 

risk factors. This contrasts with the DSM-5’s categorisation of PTSD, which has extended its 

diagnosis to include affect dysregulation and negative self-concept in Criterion D.  Having 

this as a specifier of PTSD has been criticised as being limited by Reed et al. (2010) who 

found that clinicians tend to disregard subtype specifier information which is problematic if 

these factors are a distinct disorder in CPTSD that will remain untreated in current PTSD 

formulations and treatments.  

Hypothesis three proposed that the prevalence of CPTSD would be higher in an NOP 

compared to PTSD as previously reported in other clinical populations. This hypothesis was 
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supported. Those who met clinical cut off rates for CPTSD were 34.1% and 11.1% for PTSD 

suggesting that NOPs may better to respond to treatments for CPTSD rather than PTSD. 

Childhood sexual abuse was predictive of CPTSD and adult traumas were predictive of 

PTSD. Identifying and supporting this population is important due to high rates of 

undiagnosed and unreported intergenerational abuse by NOPs.  

The two negative self-concepts also loaded onto relationship disturbances. Component 

2 failed to load on both scales with “I feel like a failure” loading onto affect dysregulation in 

component one suggesting that in this population the intense and heightened response of 

negative self-concept (i.e., feeling like they had failed their children) was causing  

a greater shut down affect regulation response. Both the factors for disturbances in 

relationships loaded onto the affect dysregulation component which differs in this population 

from previous findings in other trauma populations (Murphy et al., 2020). NOPs who have 

experienced complex trauma may be blaming themselves for the difficulty now faced in their 

relationships because of their own moral injury in that they do not blame others but 

themselves for what has happened to their child. The shame and self-blame causing this 

increased body betrayal of rejection of self and others may be increasing their affective 

dysregulation more than other complex trauma populations. A further finding from this study 

compared to other populations, was that item 1 “When I am upset, it takes me a long time to 

calm down” loaded on negative self-concept not affect dysregulation, indicating the depth of 

self-blame and intrapersonal blame these parents are taking rather than attributing this to a 

trauma body symptom of PTSD. 

NOPs have been cut off from their children, society, lawyers, police, and family 

causing a fractured identity from broken attachment and trust in others (Dyn et al., 2003). 

This again indicated this this population requires tailored treatment as their profile has 

indicated inimitable symptom presentation in this test of construct validity. Achterhof et al. 

(2019) confirmed individual variability of CPTSD’s construct validity, suggesting that 

methodological assumptions be examined for individual variability in presenting symptoms 

when evaluating across different populations and factor structures. These new set of findings 

provide further understanding of these pivotal constructs rather than treating them as concrete. 

Ford (2020) studied a population of high-risk men, and suggested, similar to Achterhof et al. 

(2019), symptoms currently being used to define CPTSD in the ICD-11 may represent 

extensions of other disorders, not only PTSD, require modifications to constitute a distinct, 

cohesive, and valid construct. As research emerges on PTSD and CPTSD, this study’s 

findings also propose the importance of not wholly substituting symptoms from 
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psychometrically sound instruments as the empirical truth for individual trauma survivors, as 

constructs may not yet represent the fullest or most accurate depiction of the construct we 

seek to measure (Ford, 2020).   

Limitations and Future Research 

 This study added to the growing body of evidence supporting the construct validity of 

PTSD and CPTSD diagnoses utilising the ICD-11 in an NOP population. However, 

refinement of symptoms in a greater participant population with further evaluation is 

recommended to be utilised in future intervention development protocols. Despite some 

preliminary data to support the use of the ITQ as a measure with two distinct trauma-related 

disorders of PTSD and CPTSD. There is a need for research to undertake qualitative analysis 

to explore NOPs lived experiences. Further analysis within this population extended to carers, 

grandparents, fathers, and cultures would be beneficial so that next steps can be taken to 

develop CPTSD intervention protocols. Ongoing validation efforts in clinics where research 

does not rely upon this study’s voluntary aspects would be valuable. Validation may have 

been biased if participants were more compliant because of a pre-existing motivation. This 

study was conducted online with no feedback to NOPs which did improve generalisation by 

not targeting minority groups such as mothers or fathers. As no current gold standard exists 

for measurement and treatment of CPTSD research efforts are useful. Finally, 

counterbalancing questionnaires in future research and or a second administration to ensure 

stable measures plus a general measure of other comorbidities would be helpful.  

Conclusion  

 Developing empirical understanding of risk factors of the mental health of NOPs may 

increase the effectiveness of design of interventions, risk assessment measures, and 

prevention. This study examined the profile of NOPs utilising the construct validity of 

CPTSD and PTSD as a two-factor higher-order model in NOP population. The ICD-11 

diagnoses found a refined characterisation of the participant profile into two distinct 

diagnoses with CPTSD being found as more highly prevalent in this population. This suggests 

that intrapersonal characteristics have some kind of a relationship with trauma symptomology 

and outcomes (e.g. PTSD and CPTSD). CPTSD scales authors recommended that negative 

self-concept strongly influences other symptoms of CPTSD. Cloitre (2020) recommended that 

future research would need to consider negative self-concept, emotion regulation, cognitive 

re-appraisal, and self-compassion. These variables will be further investigated in Chapter 5 

(Study 2b) to determine their potential role for CPTSD treatments. Study 1 demonstrated the 

significance of specific maladaptive moral injury cognitions that were facilitating PTSD. In 
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the next chapter the clinical significance in their differentiation for CPTSD is examined. The 

validation of PTSD/CPTSD in an Australian NOP population has been important to assist 

clarification of invariance in the currently accepted profile of PTSD of NOPs. This study has 

indicated the validity of CPTSD profiles in NOPs that need to be considered especially since 

the most commonly reported trauma in this population as reported on the Life Events Scale 

was sexual experience (85.5%) and the majority of ACE participant scores reported 

experiencing sexual abuse (71.4%).    
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Chapter Five 

 

Path Analytic Examination of an Intrapersonal Maladaptive Moral Injury Cognitive 

Model of CPTSD   

 

Chapter Overview  

Chapter 4 (Study 2a) validated complex trauma as a more common condition than 

PTSD in this population of NOPs, warranting the development of an integrative CPTSD 

model in Chapter 5 (Study 2b). Study 1 and 2a identified that many mothers had also 

experienced CSA which highlighted the clinical gap for further assessment and treatment for 

NOPs who have experienced adverse childhood experiences. Therefore, this chapter aimed to 

quantify the impact on intrapersonal maladaptive cognitions and PTSD in parents who have 

experienced ACE’s. In line with the study aims, an examination of the differences between 

intrapersonal negative cognitions of moral injury between a group of NOPs reporting high 

ACEs compared to NOPs reporting low ACEs was conducted. The second half of the chapter 

conducted thematic analysis of NOPs’ lived experiences, which were also compared across 

three major themes. Themes that arose impact clinical practice, research, and policy.   

The Intrapersonal Maladaptive Moral Injury Cognitions of PTSD Model examined in 

Study 1 found that intrapersonal maladaptive moral injury cognitions of (i) Self-compassion 

Negative (Self-judgement, Overidentification, and Isolation) and (ii) Emotion Regulation 

(Catastrophising) over and above negative PTCs (self) significantly accounted for 47% of the 

variance in PTSD with a negative relationship to moral injury. The model was found to 

delineate intrapersonal moral injury cognitions as being an equally important factor 

contributing to the onset and maintenance of PTSD as the arousal stressors to the traumatic 

event itself. This contribution of moral injury to the variance in PSTD is considerably higher 

than military samples who found that moral injury accounted for 9.4% variance in PTSD. 

Furthermore, Chapter 4 (Study 2a) confirmed that PTSD and CPTSD were two 

distinct constructs on the factor analysis. However, as the DSO symptoms loaded onto 

different components, this suggested this population had a separate population profile. As 

such these factors were examined with DSO as one component which combined all three 

scales of Affective Dysregulation, Negative Self Concept, and Disturbed Relationships 

(Cloitre et al., 2018). The ACE has been suggested as a strong predictor of PTSD, yet no 

research has been conducted with an NOP population with CPTSD. Therefore, the 

Intrapersonal Maladaptive Moral Injury Cognitions of CPTSD was developed to assess the 
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group effects of moral injury and DSO on PTSD symptom severity to determine which factors 

reduced PTSD symptomology. 

Rationale and Objectives 

Child abuse is a global epidemic affecting the lives of many children. Predominantly, 

sexual abuse has the most severe consequences for development (Stoltenborgh et al., 2015). 

Contrary to the myth that CSA is extra-familial, research has consistently reported that CSA 

is an intrafamilial epidemic stemming from within the family caregiving system with fathers, 

step-fathers and other male relatives (including siblings) comprising over half (51.6%) of 

perpetrators for females, and approximately one-fifth (21.4%) of perpetrators for males (ABS 

Personal Safety Survey, 2016). The Australian Bureau of Statistics (2017) also confirmed that 

more than 90% of victims knew the perpetrator (including approximately 55% who were 

abused by a relative). Traditionally, child protection data have been perceived as an 

underestimation of the number of children abused or neglected due to the private nature of the 

crime (Mathews et al., 2016). This purports to urgent reform to use up to date research to 

inform policymakers, practitioners, families, and communities of the failures within the 

family structure that are failing children. In clinical populations over 50% of mothers of 

children who have experienced sexual abuse reported to have experienced CSA themselves 

(Lewin & Bergin, 2001). Within the current child protection system NOPs are provided with 

little support despite maternal sexual abuse in mothers has been found to be an independent 

risk factor for CSA (McCloskey & Bailey, 200). 

The findings from study 1 indicated that the participating NOPs reported symptoms of 

PTSD, yet research suggests the effect on NOPs may be acknowledged more precisely by 

CPTSD (Cloitre et al., 2014; Knefel et al., 2015). Research has also identified that mothers 

from an intergenerational cycle of CSA show higher levels of PTSD proceeding reports of 

child abuse from their child when compared to mothers without a CSA history (Hiebert-

Murphy, 1998) whereas other studies have not found differences between the two groups 

(Kim et al., 2007). Therefore, this study sought to quantify links of ACEs to PTSD and 

establish the prevalence of CPTSD in an NOP population.  

A recent systematic literature review and metanalysis on moral injury and mental 

health showed that out of 13 studies with a total of 6,373 participants, moral potentially 

morally injurious events (PMIEs) accounted for 9.4% of the variance in PTSD. As most of 

these studies have been on military samples this study aimed to examine the extent of moral 

injury on PTSD in an NOP population with relational trauma as betrayal traumas have shown 

to significantly increase the risk of adverse health outcomes in NOPs (Freyd, 1996; Kelley et 
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al., 2012). Betrayal trauma occurs when an individual perceives that they have been betrayed 

by a trusted individual which can lead to an exacerbation of post-trauma symptoms (Freyd et 

al., 2001). High betrayal occurs when the individual perceives that they have been 

intentionally harmed with actions or omissions by a person the survivor trusts not to harm 

them (Freyd, 1996; Rachman, 2010). Subsequently, the perception of high betrayal traumas 

can disrupt the survivor’s sense of self, and belief in themselves or others, breaking down the 

moral foundation resulting in psychological trauma with inimitable mental and physical 

health consequences.   

Intergenerational Abuse 

Intrafamilial abuse has been considered one of the most traumatic experiences an 

individual can experience. A study conducted by Child Welfare of 87 mother-child dyads, 

with children 3-18 years old, who had been sexually abused had reported 44 instances of 

maternal and child abuse. It was found that of the two groups, mothers who reported CSA 

reported greater numbers of adverse childhood treatments and histories of dysthymia, panic 

disorder, and alcohol use disorder than mothers who did not report experiencing childhood 

sexual abuse. Koçtürk & Yüksel (2019) examined intrafamilial cases (N = 216) between 2010 

and 2015 from a Child Advocacy centre and found the most common perpetrators were the 

biological father (50%), sibling (14.4%), NOPs boyfriend (14%), and stepfather (13.9%). 

Perpetrators were female (6.5%) and male (93.5%). As little research has been conducted into 

protected abuse cycles of abuse, more research is warranted to further our knowledge and 

understanding of the phenomena. Developing a model that identifies the post-traumatic 

intrapersonal maladaptive moral injury cognitions that impact the mental health of NOPs with 

high ACE, may help prevention and well-being through familial interventions.  

Adverse Childhood Experiences 

According to the Administration for Children and Families greater than 78% of child 

abuse is committed by parents (Wekerle et al., 2014). Research has found that the damaging 

effects of ACEs (harms that affect children; e.g., exposure to child maltreatment or exposure 

to DV) increases the risk of individuals being vulnerable to physical and mental health 

difficulties’, and early mortality compared to adults who report no ACEs (Bellis et al., 2015). 

Exposure to chronic stress levels in childhood have shown to result in impaired nervous, 

immune, endocrine, cognition, social, emotional function, and increased allostatic load. 

Although the pervasive effects of ACE exposure have been synthesised, outcomes suggest 

that multiple ACEs from violence and mental illness hold a strong relationship to high ACE 
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for the next generation through continued exposure to parents’ DV and mental illness, 

highlighting that ACE research is not yet complete (Hughes et al., 2017).  

A body of evidence has revealed different interventions can reduce and prevent the 

negative effects of ACEs (Hughes et al., 2017). Collaborative, trauma-informed identification 

and interventions that screen for a history of ACEs may help professionals understand the 

underlying causes of parent’s health and mental health difficulties that will better inform 

treatment options to reduce the likelihood that their own children in turn will be affected by 

ACEs (Glowa, 2016). Screening for ACEs has been fundamental in establishing the high 

ACE scores and associated risk factors from a high co-occurrence of childhood traumas. 

Between 81%-98% who have reported an ACE score of one have reported at least one other 

ACE (Dong et al., 2004); moreover, early life experiences have long-term health effects 

(McLaughlin & Sheridan, 2016). Understanding the mechanisms of clinical diagnoses has 

been acknowledged as the way to develop improved interventions, yet limited knowledge 

exists on how different ACE combinations affect health (Lanier et al., 2018). Consequently, 

Study 2b aimed to further understand the implications of the number of ACEs on PTSD 

symptomology.  

A limitation of the ACE score is that the scores assume that each adversity is equally 

important. For example, a child with parents who divorced would be assigned the same ACE 

score as a child who has experienced sexual abuse, which implies both have the same risk of 

poor outcomes. The summative approach has been questioned (Ross & Mirowsky, 1979), 

whereas cumulative approaches on how different ACE combinations affect health remain 

limited (Lanier et al., 2018). Overall, measuring ACEs has provided important information on 

the extent and prevalence of childhood adversities in the community. However, ACE 

awareness is vital to raise public cognisance of the signs and symptoms to prevent abuse and 

violence through education, prevention, and early intervention. In order for the ACE to extend 

further than a predictor of population risk, research priority has been given to building ACE 

models of development and intervention (Lacey & Minnis, 2020).  

Scientists have created the term limbic resonance that refers to a mammal’s ability to 

innately sense each other’s emotional states. Rogers (1961) suggested that humans are most 

likely to change from an untreatable state when they experience acceptance as part of their 

healing. Acceptance makes individuals open to new experiences and brings attunement, 

which is an emotional sensing of others’ experiences through metaphorically connecting 

oneself in another’s reciprocating response. This connection brings a deeper healing response 

and brings harmony to dark unspoken places that upon receiving compassionate acceptance 
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makes the darker places light (Rogers, 1961). Therefore, screening, identification and 

assessment of ACEs are important. However, assessment must be coupled with a 

scientifically validated instrument, that would also provide information for the development 

of interventions targeting intrapersonal cognitions to improve outcomes in NOPs. Therefore, 

establishing sound psychometrics for the Intrapersonal Moral Injury Cognitions Theory 

requires further understanding of the interactive mechanisms of ACE. This would suggest the 

identification of moral injury cognitions may be another mechanism for reducing ACEs 

prevalence in this population.  

Betrayal Trauma Theory 

The Betrayal Trauma Theory (BTT; Freyd, 1994, 1996) postulates that the higher the 

importance of the relationship for survival, whether personal or institutional, interpersonal 

betrayals will influence traumatic outcomes. Betrayal traumas for that reason are dissimilar 

from those resulting from trauma marked by life-threat from non-relational traumas as 

betrayal the trauma causes more severe symptoms as they were experienced within a trusted 

relationship. Betrayal trauma occurs when an individual’s perceived betrayal by a trusted 

individual exacerbates the trauma symptoms from the traumatic experience (Freyd, 1999). 

Trauma symptoms of betrayal have shown to be more severe than those outside relational 

betrayal traumas (Freyd et al., 2001, 2005; Gobin & Freyd, 2009; Goldsmith et al., 2012; Platt 

& Freyd, 2015). Freyd (2001) has explicated that when a caretaker becomes an abuser, the 

protector often becomes the child’s perceived assailant. Essentially, the child experiences the 

loss of two essential caretaker and protective relationships. The child requires the assault 

information to be laid aside as an adaptive survival mechanism to cope with the ongoing 

relationship like a Stockholm syndrome, where kidnap victims come to identify with their 

kidnappers to help ensure their survival.  

Betrayal trauma theory has found that children abused by someone closest to them on 

whom they depend for survival will have greater levels of self-blame and disassociation that 

increases risk of transmission of greater distress to the next generation (DePrince & Freyd, 

2014). Freyd (1994) also acknowledged the role of dissociation for a child experiencing 

sexual abuse who also requires a stronger attachment to the caregiver for survival. BTT 

purports that betrayal becomes the antecedent to dissociation, and dissociation allows the 

preservation of the relationship with the primary caregiver on whom they depend for survival. 

This splitting of the trauma from conscious awareness suggests that betrayal traumas must be 

addressed in CPTSD treatments. 
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Institutional Betrayal. Institutional betrayal is defined as a failure to respond in a 

supportive manner to wrongdoings perpetrated to individuals by an institution (i.e., courts, 

schools, legal system, and home) on which an individual is dependent (Platt et al., 2009). 

More recently, institutional betrayal has been explicated as an influencing factor of CPTSD 

(Smith & Freyd, 2013, 2014). It has become evident from recent reforms made within the 

Royal Commission into Institutional Responses and the most recent Family Law Inquiry that 

health, social services, education, and systems are failing the families they purport to serve 

(Brown & Alexander, 2020). Historically, the Australian Family law system has long battled 

the opposing pressure between the benefits of shared parenting and meaningful relationships 

with both parents’ post-separation yet are failing to protect children from harm. Mostly 

mothers who attempt to protect their children from harm are disbelieved, dismissed, and 

transformed as the perpetrators under the deeply entrenched belief that they are trying to 

prevent children from seeing their fathers (Rathus, 2020).  

However, there remains a paucity of knowledge about the relational betrayals of 

complex trauma and what themes and subthemes NOPs experience after their child reported 

experiencing sexual abuse. It may be possible that narratives and themes may not otherwise 

be explored due to the trauma already faced by families restricted by a silenced system due to 

legal fear, focusing on the child’s safety and recovery, potentially omitting relational or 

institutional trauma. That being so, in line with this study’s aims to examine the impact of 

NOPs and moral injury cognitions caused from betrayal trauma, a qualitative analysis that 

identified the ubiquity of CPTSD from the institutional betrayal was conducted to further 

understand NOPs’ experiences found in study 2a. 

To survive, individuals must separate themselves from ongoing trauma which, for 

NOPs would involve removing their child from danger, and seeking help from the system to 

separate themselves from abuse. However, if a parent is unable to keep their child safe, the 

NOP may remain fearful for their child’s safety, hypervigilant, and dysregulated causing re-

traumatisation for the child. An unregulated attachment figure will continue the living legacy 

of trauma and cause the child’s body to remain with undeveloped or overdeveloped arousal 

despite the traumatic event ending (Ogden & Minton, 2000). The child remains submissive, 

dissociative, full of shame, responding in survival states of fight, flight, freeze, or fawn 

(Fisher & Ogden, 2009). Military research supports that these unforeseen failures seen in 

protestors who were unable to resolve cognitive dissonance if they were unable to make the 

proposed reforms and end corruption would be unable to resolve the dissonance causing 

moral injury (Karmel & Kuburic, 2021). Similarly, an NOP who responds in a fearful 
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disturbed pattern of affective communication that endures for years fighting for their child’s 

safety yet unable to resolve the cognitive dissonance, will have a limited ability for healing 

(Lyons-Ruth et al., 2006). 

Institutional betrayal reported in the literature following a child reporting sexual 

abuse, has included a non-offending mother losing her place of residence, employment, and 

having her children removed (Dyn et al., 2003). The perpetrator often receives contact with 

their child, which increases psychological distress for the protective parent and the child 

(Hooper, 1992). There remains an incongruence between parental rights and the courts as to 

the best interests of the child (Higgins, 2007). Institutional revictimising also impacts 

psychological distress that may be perpetuating PTSD. Institutional revictimising has been 

established as a risk factor for the development of cardiovascular disease, cancer, immune 

deficits, and gastrointestinal diseases (Thoits, 2010). An alternate theory attempting to clarify 

the potential psychopathology of a child’s disclosure led to the emergence of non-evidenced 

based assumption advocated by lobbyists such as Parental Alienation Syndrome (PAS). PAS 

was a term that emerged in the 1980s in social work literature that described a mental 

condition suffered by children who had become alienated from one parent to the other. 

Gardener’s assertions received no independent, evidence-based replications yet it gained 

credibility by judges who look to mental health professionals; however, PAS is 

unsubstantiated (Emery, 2005) and has caused many children to be ordered back to abusive 

parents.  

Bancroft and Silverman (2002) reported that children and mothers who see their 

fathers’ abuse as wrong are most likely forced into continued relationships with the 

perpetrator and are accused or diagnosed with PAS. The current legal system inclines to 

encourage contact arrangements. The widely held belief is held that a lack of contact even 

with an abusive parent would be a great gravity if hindered, more detrimental than abuse 

itself. Women reported that two-thirds of court ordered contact was for unsupervised contact 

with the woman’s abusive ex-partner (Wilcox, 2000). 

Research has suggested that the experience of the court system has shown to increase 

stress for families and not reducing it (Brown & Alexander, 2020). Furthermore, child abuse 

occurring in the context of parental separation and divorce has emerged as a dangerous 

problem for children because of the assumption that parental rights are in the best interests of 

a child. The Federal Parliament has written the Family Law Act to give parental rights 

precedence over risk of child maltreatment by placing many children back in unsafe 

environments (Nicholson, 2006). A common belief held is that allegations of child abuse have 
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been made at the time of separation as being false malicious behaviour of divorced parents, 

mostly mothers (Gardner, 1987, 1989). As many more mothers were coming forward to 

protect their children, with children alleging that the father was the perpetrator, mis-held 

beliefs became detrimental to the child victims as this research-based knowledge has become 

the expert knowledge for courts making decisions as to the best interests of a child (Brown & 

Alexander, 2020).  

PAS is not supported by the the fifth edition of the Diagnostic and Statistical Manual 

of Mental Disorders (DSM-5) and was removed from the ICD-11 classification index as it 

lacks scientific validity and reliability (Bond, 2008; Emery, 2005; Martindale et al., 2007). 

Allegations of parental alienation or coaching are frequently used during child arrangements 

in family court proceedings to obscure and undermine allegations of DV causing many 

families to not be helped by the legal system (Katz, 2016). Parliamentarians have called for a 

Royal Commission into family courts to protect children who are being sent back to 

dangerous fathers using alienation syndrome (Ailes & Furst, 2019). Evidence suggests that 

serious potential harms are inflicted upon children enforced to endure adverse childhood 

experiences through ongoing contact with an abusive parent (Goldstein, 2021). This leaves 

the NOP and child having to combat continued DV, abuse, and systemic failure.  

Clinicians, lawyers, doctors, child safety, police, and professionals are struggling to 

identify and support these children in light of the myths surrounding child abuse in the 

context of separation and divorce. Children who are ordered to have a relationship with their 

perpetrators, reinforces the NOP and child to continue being unsafe only able to cope by 

further moral injury of shame, rejection, and isolation. NOPs lack support by legal, medical, 

and social communities with neither protection or justice for children who have experienced 

abuse. Post-separation from DV in families remains an area leaving children and NOPs 

unprotected (Humphrey’s & Thiara, 2003).  

Deny Attack Reverse Victim Offender (DARVO). Perpetrators of interpersonal sexual 

abuse often use denial and attack the victim’s credibility to undertake the victimised role in 

order to deflect blame (DARVO; Freyd, 1997). Harsey and Freyd (2020) conducted a study 

that found participants who were exposed to DARVO research perceived the victim to be less 

believable, and more responsible for the violence than the perpetrator. Participants who were 

educated about DARVO perceived the victim as more believable and the perpetrator as less 

believable and more abusive. Gaslighting, which is the legal use of DARVO that mimics 

abusers’ tactics, is also being engaged by the courts to confuse and control victims (Goldstein, 

2020). Saunders et al. (2011), who were commissioned by the United States Department of 
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Justice, found that DV was frequently undetected or disregarded as a significant factor in the 

determination of child abuse custody. Initial complaints that courts have been mishandling 

DV cases came from protective mothers and have to date been labelled as ‘disgruntled 

litigants’ despite Saunders et al., (2011) confirming that courts are not experts in DV; even 

family law or mental health experts are not trained in DV resulting in failure to protect 

children (Goldstein, 2014). These systemic failures are allowing children to be awarded to a 

violent parent (Saunders et al., 2011), and are precipitating a fractured identity of self in 

NOPs who can no longer protect their child, trust themselves, or the system.  

Saunders et al. (2011) research on evaluators of custody and judges were found to 

believe in false DV allegations mostly DV by mothers. Similar results were held for beliefs 

that fathers who made allegations of CSA were to alienate children from the NOP. Judges’ 

beliefs included that: (1) DV survivors would most likely make false CSA allegations to 

alienate children from the other parent; DV was not considered important when making 

decisions of custody; and a lack of co-parenting will cause more harm to children.  

Institutional Courage. Institutional courage has been suggested to be the antidote to 

institutional betrayal (Freyd, 2018). This study aimed to examine what difficulties protective 

parents have faced in the midst of the conflicting debate in the legal system where a child 

should maintain their relationship with both parents, and the need to protect the child from 

further harm (Graycar et al., 2000).  

Epistemic Trust. Alongside the clinical role of DSO is epistemic trust theory (Fonagy 

& Allison, 2014). Epistemic trust is defined as trust in the transference of authentic, 

trustworthy transmitted knowledge. Epistemic trust enables society to benefit from their 

environment and allows social learning (Fonagy & Allison, 2014; Fonagy et al., 2015; Fonagy 

& Luyten, 2018). If a parent finding out a loved one has sexually abused their child in their 

care results in a breakdown of epistemic trust, this breakdown is thought to have significant 

implication for psychopathology (Fonagy et al., 2015). NOPs are under scrutiny from 

authorities, families, and themselves leaving parents with resultant PTSD or CPTSD whilst 

trying to secure their child’s safety (Brown & Alexander, 2007). As parents hold the most 

vital role in their child’s recovery, further understanding the role of the disruption of this 

breakdown in epistemic trust in NOPs warranted further examination. When a secure 

attachment relationship, in which one should find themselves accurately represented in the 

mind of a trusted other is damaged with knowledge so unbearable, it may result in a 

permanent breakdown in epistemic trust. Many NOPs are left in a predicament of uncertainty 
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and epistemic freezing, no longer able to trust others as a knowledge source about the world, 

is characteristic of individuals with trauma and personality difficulties (Fonagy et al., 2019).  

Protective parents, who turn to the current system for support, find themselves being 

revictimised, unable to protect their child, leaving another silenced generation of intrafamilial 

abuse. Schwartz (2019) likened the inside of the family law system to an ‘awful human mess’. 

This study analysed the impact this system has on protective NOPs who have experienced 

epistemic and systematic breakdown within the family and the family law system. The theory 

of epistemic trust posited that a secure attachment for the child-parent dyad is a key 

mechanism supporting healthy growth. Adverse childhood trauma is thought to block growth, 

learning, and cognitive impairments. Epistemic vigilance from adversity blocks epistemic 

trust as one becomes suspicious of information coming from others that may be potentially 

inaccurate, deceptive or harmful. In this familial context the child does not feel safe to attend 

to ostensive cues of the caregiver to focus and receive information. If the NOP remains unsafe 

because of epistemic vigilance within the home and the legal system meant to protect them, a 

further breakdown in epistemic trust between the NOP-child relationship will block healing 

capacity. Each of these systemic betrayal traumas may play a role in the development of the 

intrapersonal maladaptive cognitions of moral injury due to the high level of dependence that 

NOPs place on the system to help them. The relationship may also result in the maintenance 

of PTSD and CPTSD in this population. 

Disorders of Self Organisation 

Acknowledgment from the WHO of the DSO to PTSD as post-traumatic adaptations 

to intrapersonal betrayal traumas (Freyd, 1994) have wider implications for CPTSD 

treatment. The DSO factors arise from affect dysregulation caused by the abuse of power 

from a close attachment figure (Van Dijke et al., 2018), and shame that wounds the inner self 

(Lopez-Castro et al., 2019). These disturbances in self-organisation are a result of sustained 

exposure to relational traumas including childhood sexual abuse, DV, genocide campaigns, 

and torture (Briere & Rickards, 2007). Sexual abuse in child victims has shown significant 

reductions in the hippocampus leaving children less able to deal with stress left only to be 

hypervigilant for potential threat (Frodl et al., 2010; Teicher, 2002). Brain scans of abused 

children are similar to those of combat soldiers having to detect threat the same way armed 

forces must be on alert for the enemy (McCrory et al., 2011). DSO symptoms, such as affect 

regulation i.e. “I feel numb or emotionally shut down;” negative self-concept (i.e., “I feel 

guilty about things I have done or failed to do”), or disturbed relationships (i.e., “I feel distant 

or cut off from people”) may affect NOPs to a greater extent than PTSD symptomology alone 
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(MacGregor et al., 2019). DSOs are of clinical importance as NOPs remain on high alert to 

protect their child cause these disturbances of self. Unlike PTSD symptoms, which are 

responses to the fear-related trauma triggers, the DSO disturbances can be pervasive and will 

co-occur in many relationships and situations regardless of the proximity of the trauma 

triggers (Cloitre et al., 2013). Previous research has indicated that CPTSD symptoms exceed 

the functional impairment of those who suffer from PTSD alone (Brewin et al., 2017; Cloitre 

et al., 2013; Karatzias et al., 2017; Zerach et al., 2019). Clarification of the mechanisms of the 

core-self that may be maintaining CPTSD from epistemic vigilance remain in need of 

identification and analysis. 

Emotion Regulation 

Research has found that emotion dysregulation results in significant impairment 

(Cloitre et al., 2005, 2011). According to Whiffen and MacIntosh (2005), the association 

between CSA and heightened emotion dysregulation, shame, self-blame, and avoidance 

coping strategies suggested that future research be undertaken on cognitive coping. Yet, few 

studies have explored the impact of these factors on outcomes in the NOPs. Despite some 

research suggesting an improvement of CPTSD symptoms with first-line treatments for PTSD 

(i.e., Trauma-focused Cognitive Behavioural Therapy; Purgato et al., 2018), patients have 

remained with significant symptoms after these interventions (Sachser et al., 2017). Hence, 

further examination of cognitions that lead to emotion dysregulation, such as intrapersonal 

moral injury cognitions which may be facilitating CPTSD, was necessary.  

Self-compassion  

An area of research promise for PTSD and CPTSD is self-compassion. Hoffart and 

Langkaas (2015) studied the efficacy of a treatment for PTSD which focused on increasing 

self-compassion and decreasing negative self-compassion. In total, 65 patients who reported 

experiencing trauma from an accident, war, and sexual abuse were included in this study. The 

participants were randomised to either a traditional imaginal exposure treatment (IE) or an 

imagery re-scripting treatment (IR) and were asked to identify and show compassion to 

themselves. Levels of self-compassion, negative behaviours (i.e., Self-Judgment, Isolation, 

and Over-identification), and severity of PTSD symptoms (i.e., dissociative episodes and 

reactivity to traumatic triggers), were measured. Results reported that increases in self-

compassion, specifically self-kindness and mindfulness, were associated with decreases in 

PTSD symptoms, suggesting that self-compassion is an intrapersonal cognition of moral 

injury that may also hold hope for trauma treatment in NOPs. 
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The Trauma of Self-compassion. Betrayal trauma theory proposed that love itself is 

a trauma, that resulted in rejection, loss, abuse, humiliation, and harm (Fosha, 2000). A self-

compassion focus may be a stumbling block for therapists when trying to help a victim of a 

relational betrayal of trust. Self-compassion may not initially be possible if an NOP has 

experienced a manipulation of power and control that was perceived to be love. Love and 

compassion even for oneself can appear dangerous. Anaïs Nin (French, 2005, p. 142) 

proposed that “shame is the lie someone told you about yourself”. According to Litz et al. 

(2009), moral injury as a result of feeling failure from preventing the traumatic event, would 

cause NOPs to hold blame or shame around their own CSA, which would cause further 

difficulty in applying self-compassion. Therefore, a recommendation to assist NOPs reframe 

maladaptive moral injury cognitions around love, betrayal, and compassion would be 

important targets of intervention focus. Self-compassion, termed as an intrapersonal cognition 

of moral injury increasing PTSD symptomology where love has been misconstrued, remains a 

transpiring problem for the clinical setting. The clinical setting may be a window of 

opportunity to create new meanings where love and survival are no longer at odds, where 

compassion bears exploration upon beholding what may be an unknown factor for survivors 

of betrayal trauma (Volhardt, 2010). A therapist’s act of compassion and willingness to be 

disturbed by someone’s life experience to bear witness to hear of their suffering can be 

transforming for their client’s pain. Previously their pain has been met with indifference by 

others and themselves. As self-coldness has been linked with distress and wellbeing (Brenner, 

2018), making use of self-compassion in future interventions remain a crucial challenge. 

Resistance to change is part of the human condition especially when it is imposed 

from the outside. Trauma wounds and trauma fragments have become an identity and to lose 

them may mean the loss of an individual’s identity (Pipher, 2005). As NOPs confront the 

reality of their pain and own blind betrayal, opening up to uncertainty, and handing over their 

identity to clinicians may be difficult. Consequently, researchers must be careful not to 

extrapolate findings from other trauma populations but examine the individual needs of 

NOPs. This resistance to change, loss of identity, and betrayal trauma to themselves may be 

moral injury cognitions of negative self-compassion that are facilitating ongoing PTSD 

amongst NOPs who have come to believe that compassion is the enemy.  

Further understanding the factors and mechanisms underlying CPTSD in NOPs is 

critical to inform the development of effective prevention and treatments for complex trauma. 

Cross-sectional research has shown that unhelpful emotional regulation strategies may be one 

mediating factor between childhood sexual abuse and adult trauma (Messman-Moore et al., 
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2010), yet this study proposed a collective impact of intrapersonal maladaptive moral injury 

cognitions that may also be mediating factors of an NOPs trauma response. The attributable 

impact of each dimension of self-organisation symptoms, that may attenuate or amplify core 

PTSD symptoms remains contentious (Villalta et al., 2020). Furthermore, the intrapersonal 

factors of moral injury caused from a violation of their perception of themselves as a good 

and safe parent may be resulting in this uncompassionate self, but what maintains this remains 

unknown.  

The findings presented in Chapter 4 validation (Study 2a) Confirmatory Factor 

Analysis confirmed that PTSD and CPTSD were negatively correlated on two classes of 

NOPs with different profiles with PTSD and CPTSD. Based on this finding and to further the 

understanding of the moral injury cognitions affected by complex trauma, the Intrapersonal 

Maladaptive Moral Injury Cognitions of CPTSD Model was developed to extend the findings 

of the Intrapersonal Maladaptive Moral Injury Cognitions of PTSD Model (Study 1) to 

examine the unique relational trauma symptoms of CPTSD. The model was inclusive of the 

intrapersonal disturbed self-identity elements of PTCs of Self, Emotion Regulation 

Catastrophising, and Negative Self-compassion combined with DSO symptoms and was 

further advanced to determine if high Adverse Childhood Experiences (ACE) enhanced 

PTSD, or specifically which intrapersonal factors, or DSO symptoms over and above PTSD 

factors may be targeted for the development of CPTSD interventions to re-establish 

interpersonal and intrapersonal epistemic trust. If NOPs could re-establish trust for themselves 

and others, their children’s re-establishment of safety required for healing may begin. Without 

the ability to trust themselves and others, healing will be prevented. A secondary aim of the 

current study was to utilise qualitative methods to explore and better understand the thematic 

differences and or similarities outcomes experienced by NOPs following their trauma. It was 

expected that the use of qualitative methods would further contribute to the development of 

therapeutic targets for future treatment programs for CPTSD.   

Research Aims and Hypothesis 

The Intrapersonal Maladaptive Moral Injury Cognitions of CPTSD Model aimed to 

identify which moral injury related posttraumatic cognitions increase the risk of developing 

CPTSD: DSO and PTSD. The current PTSD framework has not included the prominent 

symptomatic difficulties found in childhood traumas such as sexual abuse, domestic, and 

political violence, now defined as CPTSD (Cloitre et al., 2012). Twenty years of research has 

also shown that social betrayal trauma has a greater negative impact on individuals as 

compared to the life-threat itself (Birrell et al., 2017). If the result of social betrayal is moral 



125 

 

injury, understanding the moral injury cognitions associated with ACE and CSA may guide 

therapeutic strategies and reduce trauma symptomology experienced in the aftermath of 

trauma by an NOP whose child has experienced CSA.  

An important question identified from the literature review presented above investigating 

NOPs of a child who have experienced CSA is: why do parents experience PTSD and CPTSD 

from simply the knowledge of their child experiencing abuse? Given the focus on child 

survivors and limited research in the area of systemic abuse, this study aimed to examine the 

impact of NOPs and systemic abuse through the use of a mixed-methods research design. The 

purpose of this present study was to use an inductive approach to gather information from 

NOPs to identify and describe from a qualitative analysis the impact of the system regarding 

the outcomes and findings of their child’s sexual abuse.  

This study aimed to identify and validate the pervasiveness of CPTSD in an NOP 

population and to further understand the interpersonal and intrapersonal relational traumas 

experienced. As such the hypotheses were as follows: 

1. Significant positive correlations exist between ACE and maladaptive moral injury 

cognitions including: PTCs (Self), Emotion Regulation (Self), Self-compassion 

(Negative), and the DSO factors (Affect Dysregulation, Negative Self-compassion, 

and Disturbances in Relationships), and the criterion variable PTSD.  

2. NOPs who reported high ACE levels would report significantly higher levels of Affect 

Dysregulation, Negative Self-compassion, and Disturbances in Relationships, and 

PTSD compared to NOPs reporting lower levels of ACE.  

3. It was hypothesised that moral injury related cognitions including PTCs (Self), 

Emotion Regulation (Self), Self-compassion (Negative) and the DSO factors (Affect 

Dysregulation, Negative Self-compassion, and Disturbances in Relationships) would 

uniquely mediate the relationship between High ACE and PTSD, with higher levels of 

PTCs (Self), Self-compassion (Negative) and Emotion Regulation (Self), and DSO 

factors each reducing the relationship between ACE and PTSD differentiating between 

PTSD and CPTSD 

4. That the proposed Intrapersonal Maladaptive Moral Injury Cognitions of CPTSD 

Model would fit the data and that the effect of DSO factors would be increased with 

increasing values of PTCs (Self), Emotion Regulation (Catastrophising), and Negative 

Self-compassion that would mediate DSO and PTSD above and beyond the direct 

effect of DSO scores on PTSD.  
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5. That NOPs would identify institutional betrayal as an equal victimisation in 

comparison to their child’s CSA itself.  

6. That there would be psychosocial trauma reported by NOP as well as psychosocial 

trauma of CSA on their children.  

Method 

Participants 

 Participants were the same participant pool and utilised those with CPTSD in Study 2a 

(Chapter 4). 

Materials 

 Materials are outlined above in Study 2a (Chapter 4) 

Procedure 

Due to the paucity of research in NOPs and systemic abuse and absence of theoretical 

frameworks to guide this study, a mixed-methods design was selected to examine the current 

experiences of parents navigating the system towards protection of their children. The aim of 

the combination of qualitative and quantitative data collection methods was to provide a more 

comprehensive data set that was not restricted by the quality or depth of data obtained 

(Halcomb & Andrew, 2009; Wisdom et al., 2012). Quantitative data was derived from the 

online completion of open-ended outcome questionnaires. The qualitative analysis was used 

to examine their child’s disclosure of abuse and how it affected NOPS experiences and how 

their previous CSA experience impacted their interaction with their child’s post disclosure. 

Parents’ descriptive transcripts were compared across the following a priori themes based on 

(a) Trauma Betrayal Theory (Freyd, 1996); (b) Shame-based and guilt-based PTSD model 

(Lee & Scragg, 2001); and (c) Institutional Betrayal Theory (Platt et al., 2009).  In order to 

achieve this aim, this study utilised the framework method of thematic analysis. Thematic 

analysis enables the identification of similarities and differences in data, explore their 

relationships, and find explanatory conclusions from the descriptive data that formulates 

fundamental themes (Gale et al., 2013). Data analysis steps included the coding of both priori 

themes as a deductive process and inductive process of exploring open themes. An analytical 

framework was then developed and applied into a matrix for data interpretation providing a 

useful analysis of comparisons between and within cases. 
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Results 

Main Analysis 

A power analysis using G*Power 3.1 (RRID:SCR_013726) indicated that the 

minimum sample size necessary for a regression model with four predictor variables with an α 

= 0.05, power=0.8 was 85 suggesting that n = 126 was a sufficiently powered for the analysis 

(Faul et al., 2007). Preliminary analysis was performed to ensure there were no violations of 

the assumptions of normality, linearity, and homoscedasticity. Hypothesis one predicted that 

significant positive correlations would exist between ACE and the mediator variables (PTCs 

Self, Emotion Regulation (Self), Self-compassion Negative) and the DSO factors: (Affect 

Dysregulation, Negative, and Disturbances in Relationships), and the criterion variable PTSD.  

The ACE positively correlated with intrapersonal maladaptive moral injury cognitions 

of: PTCs Self, Self-compassion Negative and the DSO factors, and PTSD with medium to 

large effect sizes. The relationship between ACE, DSO, and NSC were the strongest 

relationships. The relationship between ACE and CERQ Catastrophising were non-

significant. This suggested that NOPs who had experienced their own childhood trauma are 

struggling with maladaptive coping but not significantly as compared with catastrophising 

emotion regulation. There was also no correlation found between CERQ Catastrophising and 

PTCI Negative Self and Negative Self-compassion which indicated a need for two theoretical 

models of CPTSD to be developed. One model was developed for NOPs who had 

experienced CSA and their child had experienced CSA; the second model was for NOPs who 

had not experienced CSA but reported their child had experienced CSA (See Correlations in 

Table 14). 

 

Table 14  

Summary of Inter Correlations between Focal Variables  

Variable 1 2 3 4 5 

1.   CERQ Catastrophising  -     

2. PTCI Negative Self 0.14 -    

3. ACE   0.05 0.21* -   

4. PTSD Symptom Severity  0.35*** 0.50***  0. 32** -  

5. DSO Symptom Severity  0.24** 0.78***  0.31** 0.65*** - 

6. Negative Self-compassion 0.12 0.75***  0.26** 0.39*** 0.75*** 

Note. DSO = Disturbances in Self Organisation Symptom Severity, CERQ-Catastrophising -= 

Emotion Regulation Scale, PTCI-Negative Self = PTCs Scale, Negative Self-compassion = 

Self-compassion Scale, ACE = Adverse Childhood Experiences. 

*p < .05, ** p < .01 ***p <.001 
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One Way Between-groups Analysis of Variance   

A one-way between-groups Analysis of Variance (ANOVA) was conducted to explore 

the impact of high and low levels of ACE scores, as measured by the Adverse Events Scale on 

PTSD symptom severity. Participants were divided into two groups according to high or low 

ACE scores (Group 1: scores of less than 4; Group 2: scores higher than 4) as a score of four 

or more ACE exposures have found to have multiple health risk factors for later life (Felitti et 

al., 1998). The ACE cumulative scores (M = 4.10, SD = 2.74) reported (71.4%) experiencing 

sexual assault (i.e., rape, attempted rape, made to perform any type of sexual act through force 

or threat of harm) and unwanted sexual experience (14.3%). Therefore, the ACE scores were 

kept as a total score, as the majority of NOPs had experienced sexual abuse and the limitation 

of single adversity approaches ignores the presence of other adversities when there is a known 

level of co-occurrence (Finkelhor et al., 2007). 

 A test of homogeneity of variances for each of the variances in the scores confirmed 

there were no violated assumptions of homogeneity of variance. There was a statistically 

significant and large effect size difference across High and Low ACE groups across all 

dependent variables; PTSD F(1, 111), = 12.65, p <.001. The effect size using Eta squared had 

the largest effect size of 0.10. DSO symptoms DSO F(1, 111), = 11.45, p <.001, Eta squared 

had a large effect size of 0.09. NSC F(1, 111), = 8.15, p = .005, Eta squared had a small effect 

size of 0.07. PTCI-NS F(1, 111), = 5.30 p = .02. As there was a low effect size, the significant 

group differences found between parents who had high levels of childhood trauma, and those 

who had low levels of trauma, it was decided to analyse ACE as a total to assess its 

contribution to each dependent variable.  

Multiple Regression Analysis  

 With the aim of examining the ACE as an indicator of risk of PTCs Scale (Negative 

Self subscale), NSC (Self-compassion: Negative Self subscale), DSO, and PTSD, a HMRA 

was utilised. As CERQ Catastrophising was not correlated to the ACE, it was not included in 

further analysis with the ACE. Visual inspection of the Normal Probability Plot (P-P) of the 

Regression Standardised Residual Dependent showed data points lay on a reasonably straight 

line suggesting no deviations from normality. The standardised residuals’ scatterplot lay 

roughly rectangular distributed along the 0-point confirming no violations to the assumption. 

The outliers were checked and did not vary data results with or without so were retained for 

the analysis. A summary of the adjusted R2 and ∆R2 for each step of the regression are 

presented in Table 15 to 18. Unstandardised coefficients, standardised coefficients, and 

associated 95% confidence intervals are also included. 
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Table 15 

Summary of Multiple Regression Analysis of Adverse Childhood Experiences Predicting 

Negative Self-compassion (N = 126)  

    R R 

Square 

Adjusted 

R2 

β  SE B  B 95% CI for B 

Model 

Constant 

NSC  

0.26 

 

0.07 .06**  

 

0.26** 

 

18.72 

0.21 

 

0.78 

0.26 

 

[17.17, 20.26] 

[0.32, 1.17] 

Note. Self-compassion Scale = Negative Self-compassion Factor; ACE = Adverse Childhood Events 

Scale; 

*p < .05. **p < .01. ***p < .001.  

 

Table 16 

Summary of Multiple Regression Analysis of Adverse Childhood Experiences Predicting DSO 

Symptoms (N = 126)  

    R R 

Square 

Adjusted 

R2 

β  SE B  B 95% CI for B 

Model 

Constant 

DSO 

0.31 

 

0.09 .09**  

 

0.31** 

 

10.01 

3.98 

 

0.91 

1.18 

 

[8.21, 11.81] 

[1.65, 6.31] 

Note. DSO = Disturbances of Self Organisation from ITQ Scale 

*p < .05. **p < .01. ***p < .001.  

 

 

Table 17 

Summary of Multiple Regression Analysis of Adverse Childhood Experiences Predicting 

PTCs Inventory (N = 126)  

    R R 

Square 

Adjusted 

R2 

β  SE B  B 95% CI for B 

Model 

Constant 

PTCI 

0.21 

 

0.05 0.04*  

 

0.21* 

 

55.62 

10.85 

 

3.63 

4.71 

 

[48,44, 62.81] 

[1.51, 20.18] 

Note. PTCI = PTCs Inventory- Negative Self Factor  

*p < .05. **p < .01. ***p < .001.  

 

Table 18 

Summary of Multiple Regression Analysis of Adverse Childhood Experiences Predicting  

Posttraumatic Stress Disorder (N = 126)  

    R R 

Square 

Adjusted 

R2 

β  SE B  B 95% CI for B 

Model 

Constant 

PTSD  

0.32 

 

0.10 0.09**  

 

0.32** 

 

9.41 

0.21 

 

0.93 

0.26 

 

[7.56, 11.26] 

[1.91, 6.70] 

Note. PTSD = Posttraumatic Stress Disorder Scale  

*p < .05. **p < .01. ***p < .001.  
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The findings indicated that the ACE made the strongest contribution to explaining 

10% of the variance in PTSD with a significant beta coefficient of 0.32, F(1,111) = 12.65, p 

<.001. The ACE also explained 9% of DSO and had a significant beta coefficient of 0.31, 

F(1,111) = 10.22= 11.45, p <.001. The ACE explained 7% of DSO and made a significant 

contribution to the prediction of Negative Self-compassion with a beta coefficient of 0.26 

F(1,111) = 8.15, p = .005. The ACE explained 5% of PTCI-NS and had a significant beta 

coefficient of 0.21, F(1,111) = 5.30, p = .023.  

A further regression was conducted to examine the influence of the CERQ Negative 

Self-compassion, ACE, and DSO on PTSD. The model explained a significant 50% of the 

contribution of the variance in PTSD F(5, 107) = 21.53, p < .001, a large effect (Cohen, 

1988). When evaluating the independent variables’ contribution to the final equation, it was 

found the greatest contribution to PTSD was DSO symptom severity (B = 0.65, p < .001), 

followed by Negative Self-compassion (B = -0.30, p = 0.03), CERQ Catastrophising 

explained further symptoms (B = 0.20, p = .006), followed by the ACE (B = 0.15, p =.037). 

PTCs Negative Self was not a significant predictor of PTSD (B = 0.31, p = .300), therefore 

was not added in further analysis into the model (See Table 19). 

Table 19 

Summary of Multiple Regression Predicting Adverse Childhood Experiences, PTCs, Emotion 

Regulation, and Self-compassion from PTSD (N = 126) 

    R R 

Square 

Adjusted 

R2 

β B SE B 95% CI for B 

Model 

Constant 

ACE 

CERQ 

PTCI 

NSC 

DSO 

0.71 

 

 

 

0.50 0.48**  

 

0.15* 

0.20** 

     0.13 

   -0.23* 

 0.65*** 

 

3.45 

2.05 

0.56 

0.03 

-0.31 

 0.67 

 

2.18 

0.97 

0.20 

0.03 

0.14 

0.13 

 

[-0.82, 7.81] 

[0.13, 3.97] 

[0.16, 0.96] 

[-0.03, 0.10] 

[-0.59, -0.04] 

[0.42, 0.92] 

Note. CERQ = Cognitive Emotion Regulation-Catastrophising Factor; PTCI = PTCs Inventory- 

Negative Self Factor; Self-compassion Scale = Negative Self-compassion Factor; ACE = Adverse 

Childhood Events Scale. 

*p < .05. **p < .01. ***p < .001.  

 

Hierarchical Regression Analysis 

A hierarchical linear regression analysis was then performed to clarify the relative 

contribution of the ACE and intrapersonal maladaptive moral injury cognitions to facilitate 

PTSD. At step 1, ACE was added and explained 10.2% of the variance in PTSD. After DSO 

was added at step 2, the total variance explained by the model was 43.7%, F(2, 110) = 12.65, 
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p < .001). At the final step, CERQ Catastrophising and Negative Self-compassion were 

added. PTCI negative self was not included due to non-significance with PTSD found in the 

HMR. This final step added an additional 49.6% of the variance in PTSD, F (4, 108) = 26.61, 

p < .001). The two additional measures explained an additional 6.4% of the variance in PTSD, 

R squared change = 0.06, F change (2,107) = 6.41 p <.001). Both measures were statistically 

significant, with Negative Self-compassion recorded the higher beta value (beta = -0.21, p = 

0.05); than CERQ catastrophising (beta = 0.20, p = .007). Parameter estimates for both 

models are summarised in Table 20.   

 

Table 20 

Hierarchical Linear Regressions Predicting PTSD from ACE, DSO, NSC, and CERQ-

Catastrophising 

Predictor R 
Adjusted 

R2 ∆R2 B SE B β 95% CI for B 

Step 1 0.32 0.09*** 0.10     

Constant    9.41*** 0.93  [7.56, 11.26] 

ACE    4.31** 1.21 0.32 [1.91, 6.70] 

Step 2 0.66 0.43*** 0.33     

Constant    3.12** 1.07  [0.10, 5.26] 

ACE    1.81 1.01 0.13 [-0.20, 3.81] 

DSO    0.63*** 0.08 0.61 [0.47, 0.78] 

Step 3 0.71 0.48*** 0.06     

Constant    3.6 2.18  [-0.70, 7.93] 

ACE    1.9* 0.97 0.15 [0.07, 3.90] 

DSO    0.74*** 0.71 0.71 [0.52, 0.96] 

NSC    -0.25** 0.13 -0.21 [-.0.50, -0.00] 

CERQ-C    0.55** 0.20 -0.20 [0.16, 0.95] 

Note. ACE = Adverse Childhood Experiences; DSO = Disturbances in Self Organisation; PTCI = NSC 

= Negative Self-compassion; CERQ = Cognitive Emotion Regulation 

*p < .05. **p < .01. ***p < .001.  

  

  Multiple Mediation Analysis  

 As this study aimed to elucidate the mechanisms of CPTSD in parents who had 

experienced their own CSA with high ACE scores on PTSD, a multiple mediation analysis 

was conducted. The multiple mediation model assessed the structural paths from ACE to 

PTSD, with the mediators of DSO, and NSC. The first multiple mediation analysis 

determined whether Negative Self-compassion, and DSO symptoms simultaneously altered 

PTSD symptoms above and beyond Adverse Childhood Experiences and not in isolation. A 

multiple mediation allowed the combination of these factors to demonstrate if they were 
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increasing PTSD in a single model rather than individual mediations to enable a comparison 

of each mediator’s relative magnitude of the specific indirect effects associated with all 

mediators (Preacher & Hayes, 2008). 

A graph representing the results of the mediation analysis is seen in Figure 14. Results 

found the unmediated total effect (Path c; predictor → outcome) of the model was significant, 

whereby higher ACE were found to positively associated with higher levels of PTSD. When 

reviewing the multiple paths of the predictor variable to each mediator (paths a1 and a2; 

predictor → mediator), ACE displayed significant positive relationships with both Negative 

Self-compassion and DSO. Greater reports of ACEs were predictive of elevated self-reporting 

for higher levels of DSO symptoms and greater uncompassionate self-characteristics. For 

every 1.00 standard deviation (SD) increase in ACE’, there was an associated 0.09 SD 

increase in DSO Scores and a 0.07 SD increase in Self-compassion scores.   

Upon review of the multiple paths in which the mediators were associated with the 

criterion (paths b1 and b2; mediator → outcome), both displayed significant predictive 

relationships. For every 1.00 SD increase in DSO symptoms there was a 0.78 SD increase in 

PTSD, and for every 1.00 SD increase in Negative Self-compassion there was a negative 0.23 

SD decrease in PTSD. When all mediator variables were considered, the direct effect of ACE 

predicting PTSD (path c’; predictor → outcome, controlling for mediators) was found to 

demonstrate a significant reduction in the standardised coefficient from the original 

unmediated relationship, to no significance indicating a full mediation. Significance of the 

mediators’ indirect effects was assessed utilising bootstrapped bias-corrected 95% confidence 

intervals. Significance of mediation was demonstrated if zero did not appear within the range 

of the bias-corrected confidence intervals. A mediation with significant effects were found for 

both Negative Self-compassion (lower 95% CI = -1.91, upper 95% CI = -.0.08), and DSO 

(lower 95% CI = 1.25, upper 95% CI = 5.41). The total mediation (lower 95% CI = 0.83 

upper 95% CI = 4.08) was reflective of the indirect effect comprised of a combination of the 

mediators, which also demonstrated significance. 

Pairwise contrasts found a significant difference in the strength of DSO and Negative 

Self-compassion as mediators to the relationship between ACE and PTSD (lower 95% CI = 

1.53, upper 95% CI = 7.05). A further significant difference was also found between the 

strength of DSO and NSC as mediators. DSO provided a stronger impact on PSD (βab = 3.22, 

lower 95% CI 1.25, upper 95% CI = 5.41) as compared to Negative Self-compassion on 

PTSD (βab = 0.83, lower 95% CI 1.91, upper 95% CI = 0.08) indicating the importance of 

DSO as a mediator in the relationship between ACE and PTSD. Overall, the findings 
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indicated that the relationship between ACE and PTSD was significantly and fully mediated 

by both DSO and NSC, both independently and in combination.  

 

Figure 14 

Path Analysis of the Relationship Between ACE and PTSD for NOPs who Also Experienced 

High ACE 

 

a) Unmediated Model 

 

 

 

 

b) Mediated Model  
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Note. Standardised values and associated significance of each path are presented for both the 

unmediated (a) and mediated model. * p < .05.  **p < .01. ***p < .001.  

                   

 Intrapersonal Maladaptive Moral Injury Cognitions of CPTSD Path Analysis 

The Proposed Maladaptive Intrapersonal Injury Model of CPTSD (see Figure 15) 

illustrated these results, with standardised β weights for all hypothesised paths. Results 

indicated a direct positive association between DSO and PTSD, and two significant one-step 

direct associations with PSD by PTCI Negative self via a positive association between CERQ 
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Catastrophising and via a negative association via Negative Self-compassion. However, the 

one step indirect association from DSO to PTSD through PTCI negative self via 

catastrophising was non-significant, indicating that it is important for clinicians to address 

emotions and the inability to apply Self-compassion rather than through negative cognitions. 

Finally, the level of significance of the indirect associations were evaluated with a bias-

corrected bootstrap sample of 5,000 created from the original data set using random samples 

with replacements. The results indicated four out of five significant paths.  

Structural equation models (SEMs) are recommended to evaluate the model first 

(Anderson & Gerbing, 1988). This stepwise procedure offered a safeguard of verifying the 

acceptability of the measurement of the constructs, prior to the final model being established. 

The direct effect of the relationship between DSO Symptoms and PTSD was significant (β = 

0.69, p <.001). The path between DSO and PTCI Negative Self-compassion was strong and 

significant (β = 0.41, p <.001), and PTSD was significantly mediated by the indirect effects of 

Negative Self-compassion (β = -0.24, p = 0.028). The path from DSO to CERQ 

Catastrophising was a strong predictor of CERQ Catastrophising (β = 0.35 p = .013). The path 

from DSO to PTCI was the strongest predictor (β = 0.77, p < .001); however, the path directly 

to PTSD through PTCI Negative Self was not significant (β = .01, p = .160). CERQ 

Catastrophising also significantly influenced PTSD (β = 0.20, p = .004).  

The largest contributing covariate that accounted for a significant proportion of 

variance in PTSD symptomology was DSO symptomology (R2 = 0.69), through Negative 

Self-compassion (R2 = 0.63), had the greatest impact on PTSD symptoms. CERQ 

Catastrophising was a small contributor to PTSD (R2 = 0.07) the model overall contributed 

48% of symptom severity of PTSD (R2 = 0.48), (β = 0.63, p < .001). This indicated that the 

DSO and moral injury symptoms are important factors that may be causing the maintenance 

of PTSD. DSO symptoms were found to be a significant and independent predicator of 

current levels of negative PTCs that are reducing NOPs ability to apply Self-compassion and 

a significant independent predictor of catastrophising emotions that combined are significant 

independent predictors of PTSD symptoms over and above DSO alone.  
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β = 0.77*** 

Figure 15 

Intrapersonal Maladaptive Moral Injury Cognitions of CPTSD Model 

 

 

 

 

 

 

 

                                            

                                           

 

 

 

 

 

 

           

 

 

 

Note. Standardised values and associated significance of each path are presented for both the 

unmediated (a) and mediated model. * p < .05. ** p < .01. ***p < .001.  

 

A path analysis was then conducted to develop the Intrapersonal Maladaptive Moral 

Injury Cognitions of CPTSD Model in AMOS. The model demonstrated a good model fit. 

The Model Chi-square test was non-significant χ2 [1] = 0.572; p = 0.449 (Kline, 2005). The 

NFI = 1.00 is considered a good threshold of model fit with NFI approaching 1 (Lohmöller, 

1989). The Comparative Fit Index (CFI; Bentler, 1990) and the Tucker-Lewis Index (TLI; 

Tucker & Lewis, 1973) suggested good model fit (CFI = 1.00; TLI = 1.02) as scores greater 
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than or equal to 0.90 are considered a good fit (Bentler 1990; Muthén & Muthén, 2015). The 

RMSEA assessed the average magnitude of the discrepancies between observed and expected 

correlations as an absolute measure of (model) fit criterion and was (90% CI) = 0.000 (0.000-

0.214), which indicated a good fit demonstrated by a value of less than 0.10 (Hu & Bentler, 

1999). 

Qualitative Analysis  

In order to further explore the factors influencing NOPs lived experiences following 

their child’s disclosure, transcripts of qualitative data collected from single open-ended 

questions were analysed. Results were transferred from the 151 questionnaires into QSR 

International NVivo 12 (NVivo) for coding prior to analysis. The qualitative analysis allowed 

the thematic analysis of meaningful clustered categories (Schultz, 2012). Specifically, to 

examine factors influencing parents’ levels of distress following their child’s abuse 

disclosure, participants were asked a single open-ended question to examine what they 

considered to be the most traumatic experience that has troubled them the most in their life. 

Word frequency analyses and search usage were conducted with the intention of exploring the 

emerging themes. Results were displayed in a word cloud see Figure 16. The word cloud 

displayed up to 100 words from the data with the most frequently occurring words presented 

in the larger size font. 

Three primary categories emerged from what was reported as the most traumatic 

experience that troubled NOPs the most. Factors that were related to three main themes: (a) 

system experience, (b) psychosocial impact to the NOP parent, and (c) psychosocial impact 

on the child. Within these categories, 15 sub-categories were identified. Frequency and 

sample response of each of the themes are presented below. Contrary to the prediction, 

parents’ greatest repeated trauma was trauma betrayal and being unable to protect their child. 

It was not the abuse itself or the systemic failures that caused the most distress to these NOPs.  

It is important to note that precise “counts” of participants, categories, and codes are 

not included in the description of results. Consistent with other qualitative descriptions, 

results are provided using the descriptors of “few” (less than five), “many” (five to nine), or 

“most” (more than nine) when referencing the quantity of participants or categories (Bringer 

et al., 2006). This method provides a collective emphasis on certain elements of the 

investigation without drawing strong conclusions about their relative importance (Bringer et 

al., 2006). 

 

 



137 

 

Figure 16 

The most Traumatic Experience Identified by NOPs (N =120) 

 

            

 

This figure reflects a visualisation at a single glance the words which had the highest 

frequency within the body of qualitative questions answered by NOPs in order to quickly 

identify patterns in the data.  

Factors Related to System Experience. When discussing factors related to the 

system, the following six categories emerged: children’s testimony was not believed or 

substantiated, perpetrator remained with child access, previous DV with perpetrator, ongoing 

system trauma, system failure, and were unable to protect their child.  

Children’s Disclosures Unsubstantiated. Of the 120 participants that completed the 

quantitative question, most identified that their child disclosed their testimony, but few were 

validated, or resulted in convictions. Most were not believed as they were too young. Most 

identified that the perpetrator was the child’s father. One participant reported, “Due to the 

children's young ages, charges were not billed. The ongoing emotional trauma since after 

being forced to visit their abuser could be viewed as being even more traumatic than the 

sexual abuse.” 

Institutional Betrayal. Many participants described how the system had failed them 

and were unable to keep their children safe. One parent reported that the most distressing 

experience was “Family court, but as the children did not disclose to anyone else other than 

me, he was not charged or put through court system for abuse. He now has access to them 
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every fortnight and half of school holidays. He has put me through every court for last 3 years 

as a vexatious litigant because of what my children disclosed. There is no way I can keep 

them safe when the system has failed them.” Custody loss of children who had disclosed 

experiencing CSA was a common theme.  

Others, identified the most traumatic part of the process as “the lack of communication 

and support for a parent in the school, the police investigation, and through the court 

process.” Another reported concern of the lifelong impact of the traumatic aftermath “once 

the court case is over there is no more support and the support needs to be life long.”   

A common theme identified was that despite multiple, similar, and ongoing 

disclosures, their children were sent back by family court judges to the perpetrators. One 

participant recalled, “one of the traumatic experiences was revealed in front of me in a family 

court session and in front of a judge by a counsellor giving account of what adults in family 

did to my daughter as a young child, and that 3 family court judges still sent all of my 

children back to live with perpetrator.” Cover ups of schools, day-care centres, and prior 

relationships between perpetrators and police were identified as common themes. One NOP 

reported that “the police and courts colluded with the perpetrator” or that perpetrators 

accused NOPs of making false reports. Another reported “the police wouldn’t charge his 

father as they said it’s a family problem. Perpetrator’s father was friends with Sergeant.” 

Another reported, “kids disclosed abuse in family day-care. It was covered up by day-care 

and I was accused of making it up to get attention.”   

One of the largest systemic legal system themes from this study was the ongoing and 

long-term trauma from the lengthy court trial. One parent described “court was as 

traumatising as their child’s abuse, and the impact on my child’s emotional wellbeing was 

equally traumatic”. Another stated the most traumatising part of the experience was “being 

cross examined for 14 days was traumatic for me.” Another parent reported “the trauma of a 

system not listening to the child, physical wounds, as well as being granted access.” Another 

participant reported that the perpetrator “Burned our child with cigarettes, got away with it, 

still has access.” Additional common statements from parents included, “feeling of failure as 

a parent to protect my child and provide safe environment” and “being let down by the 

system.” 

Finally, a recurrent theme was that the parent whom the child had disclosed to were all 

“treated as if you are the criminal”. This extends the controlling relationship the NOP had 

endured with the perpetrator to now experience systemic abuse leaving both parent and child 

in a vulnerable to enduring unsafe outcomes: “The actions of my ex-husband, my daughters’ 



139 

 

father, and how it will affect her throughout her life and ongoing trauma for me.” The results 

of the thematic analysis are presented in Table 21. 

 

Table 21 

Reported System Outcomes by Non-offending Parents (N = 34) 

Themes N % 

System Betrayal  

• Testimony Unsubstantiated 

• Access Given to 

Perpetrator 

24  70.6 

System Collusion  3 08.82 

Court Trauma-Victimisation  3 08.82 

System Failure Protracted  4 11.76 

  

Factors Related to the Psychosocial Impact to the NOP Parent 

The psychosocial impact of their child disclosing CSA whether substantiated or 

unsubstantiated by the criminal or Family Law System referenced the distress of parents 

feeling helpless, self-blame, and despair at not knowing about their child’s abuse and even 

more problematic, not being able to help their child escape abuse once they did know. 

Betrayal 

Relational Betrayal. The relational betrayals also extended to children  

blaming the NOPs for being unable to protect them. Many participants reported they thought 

that they felt they could have trusted their child in a family members house: “The fact that I 

failed my child as I wasn’t there to keep them safe. Watching them go through hell in the 

years since. Being punished over and over by them for not keeping them safe.” Parents 

described “broken trust for us and our daughter. Hearing how she suffered.” Most 

participants expressed the impact of the relational betrayal by family members that sexually 

abused their child has impacted their ability to trust not only others but also themselves. They 

reported that they should have seen what was happening to their child, and that they felt guilty 

for being unable to provide a safe environment for their child. Not recognising it was 

occurring, one participant stated, “realising that my child had experienced trauma that I 

hadn’t even suspected could be a risk factor in her life” with another blaming themselves 

“that I didn't know that it happened and couldn't protect them.” One of the participants raised 

the trust betrayal with their relationship with the perpetrator questioning whether they really 

had been loved or used all along. Only two mentioned the word grooming, most did not 

identify or acknowledge that they too had been groomed, only self-blame was reported.  
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Domestic Violence. Despite the well-known link between DV and CSA, many 

participants reported experiencing their own DV. This was despite none of the participants 

referring to these events as DV. The type of behaviours reported would fit the behavioural 

patterns of a DV definition (DVRCV, 2005; Stark, 2007). These behaviours included 

harassment: “we were also stalked until we fled to refuge”. Another theme of intimidation 

was consistent with self-blame “Why I didn’t pick up on it and following through with the 

court case as I was threatened death if I did.” Prominent themes included further assault to 

themselves and their children, and being unable to prosecute. One NOP described that despite 

having “physical evidence of sexual abuse of child; loss of custody; further assault; unable to 

prosecute to protect child; past relationship abuse.”   

Family Betrayal. The ultimate betrayal was reported to be the participants own 

family. One participant noted the ultimate betrayal was “My child disclosed as an adult and 

the most traumatic part of this was the family reactions.” Another participant recalled “her 

Uncle is the perpetrator and my parents; his parents chose to believe that she lied and the 

abuse never happened." A further common factor was that perpetrators were ordered 

supervised visits with the perpetrator’s families. “The fact that he was given supervised 

visits,” was commonly reported, “the visits are supervised by his family the people who 

ignored her cry for help!”. Another parent reported further family betrayal:“The father 

defends and protects the perpetrator”. A destruction of families was a common theme 

reported by NOPs: “The fact that my young daughter, when staying with my sister and 

brother-in-law and their family, was sexually abused by one of her cousins, and told her aunt 

and uncle, who did not inform me. My daughter finally disclosed to me when she was abused 

by a friend's son some seven years later.” Further alienation caused by grooming and 

systemic failure, and ruptured relationships was reported. “I suspect my youngest daughter 

too is his victim...ripped my family apart...girls don't talk to me.” 

Moral Injury Self Blame. Another key area of distress reported was self-blame. For 

example, one participant stated “Disclosed as an adult, 2 daughters, one with a severe eating 

disorder, the other very controlling with family. Their current issues are the most distressing 

for me. Plus, the knowledge that my life’s work to be a good mum was sabotaged.” All 

parents described being let down, disheartened, and a loss of the ability to be a good and safe 

parent, exacerbating mental health problems for themselves and their children. Further guilt of 

not being able to protect their child from the abuse and the perpetrator arose themes of 

relational betrayal between the protective parent and child. One participant noted: “My child 
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will resent me for not protecting her.” Another blamed themselves: “I was in the vicinity and 

didn't know what was happening when my daughter needed me the most.” 

Many parents did not recognise the signs that after the child’s disclosure now made 

sense. “The change in child’s behaviours during the period of grooming and abuse, 

traumatised behaviours, defiance/aggression, non-cooperative, bed wetting, night terrors and 

sexualised behaviours.” These behaviours were all noted before the disclosures, and then 

everything “put together” with the behaviours of the offenders. Some described the worst 

possible trauma as “the day I found out” and others “being unable to protect my own 

daughter.” 

Parents own CSA. Parents who had experienced their own CSA stated: “I myself was 

abused and hoped my daughter wouldn't have the same misery and pain I went through.” 

Further disbelief that this could happen, “going through abuse myself I thought I was 

protecting my daughter. I failed twice!” 

Mental Health. Some participants reported having CPTSD and PTSD symptoms yet 

only one reported that they had CPTSD. Many reported symptoms of CPTSD despite not 

stating that they were experiencing trauma themselves. “I’m afraid of men, have social 

anxiety, hate men, afraid of my peers, low self-esteem, I find myself often depressed.”  A 

comparison of themes from the analysis on reported psychosocial impacts by the NOP are 

reported in Table 22.  
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Table 22 

Reported Psychosocial Impacts to the Non-offending Parent (N = 79) 

Themes N Total Sample % 

Relational Betrayal  25 31.65 

Domestic Violence 3  3.80 

Family Denial 3  3.80 

Moral Injury Self Blame  19 24.05 

Own CSA 4  5.06 

Mental Health 8 10.12 

Unable to be Protective Parent 17 21.52 

 

Factors Related to the Psychosocial Impact on the Child. 

Mental Health. Many participants reported that their children experienced ongoing 

mental health problems as a result of their sexual abuse. “What troubles me the most is what it 

has done to my son. He is now in his mid-30 and has many struggles in life. He suffers anxiety 

and occasionally depression and has problems with gambling. I am lucky there is no 

substance abuse and he does work but struggles with authority figures.” A number of 

participants reported their children suffering from suicidal attempts, and ideation. For 

example, “my son experienced 2 bouts of suicidal depression was also extremely frightening. 

I can’t choose which of those 3 things traumatised me the most.” Another reported that they 

themselves were experiencing “recurrent thoughts of incident” and “issues with daughter 

over the years and major depression.” 

Another parent reported that after the court made its findings “Post-disclosure of 

abuse, the court’s decision led the child to be hospitalised for suicidal behaviour. He was 

seven.” One parent found the most difficult trauma “that troubles me most is that my son was 

suicidal as direct result of numerous sexual abuse actss perpetrated by biological father.” 

The results in Table 23 summarise the results reported by NOP on the impact of the CSA and 

the aftermath on their child.  

 

Table 23 

 

Reported Psychosocial Impacts to the Child (N = 49) 
 

Themes  N Total Sample % 

Mental Health 7 14.29 

Ongoing Trauma 6 12.25 

Relational Betrayal to NOP 4  8.16 

Sexual Abuse of their Child 27 55.10 

Child’s Sexualised Behaviours 2  4.08 

Child’s Suicidal Ideation/Suicide 3  6.12 
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Discussion 

Research and clinical practice have confirmed that early adversity from attachment 

traumas is now defined as complex trauma (Ball & Links, 2009; de Aquino Ferreira et al., 

2018). Complex trauma therapies are still in the process of developing best practice guidelines 

to assist clinicians, families, and the child protection system about treatment for individuals 

with CPTSD. Specifically, this study aimed to examine the newly developed Intrapersonal 

Maladaptive Moral Injury Cognitions of CPTSD Model to identify which factors are 

increasing the risk of developing the two components of CPTSD: DSO and PTSD. Analysis 

to validate this model in a CPTSD population was undertaken to reconceptualise moral injury 

theory to encompass empirically based principles of the impact of ACE and DSO factors on 

PTSD (the two critical components of CPTSD diagnosis). A further aim of this study was to 

conduct a thematic qualitative analysis of the NOPs lived experience. Transcripts were 

compared across three themes arising that potentially impact current and future clinical, 

research, and policy. The aim of this study was to examine the Intrapersonal Maladaptive 

Moral Injury Cognitions of CPTSD Model, which was extended based on findings presented 

in Study 1 to the Intrapersonal Maladaptive Moral Injury Cognitions of PTSD. The model 

depicted the influence of DSO factors and PTSD within a CPTSD diagnosis to progress 

research designs that allow for stronger causal inferences and identification of intrapersonal 

factors that attenuate or amplify CPTSD. The influence of DSO factors and PTSD on 

complex trauma has been identified as a limitation of current ACE research (Hughes et al., 

2017). Due to the significant increase of individuals who report ACE vulnerability to poor 

health outcomes of ACEs on health throughout the lifespan, and the increased ACE risk for 

the next generation, this study focused on the impact of ACE on NOPs wellbeing.  

Hypothesis one predicted that significant positive correlations would exist between 

ACE and the mediator variables of intrapersonal maladaptive moral injury cognitions (PTCs 

Self, Emotion Regulation Self, Self-compassion Negative, and the DSO factors: Affect 

Dysregulation, Negative Self-compassion, and Disturbances in Relationships), and the 

criterion variable PTSD. This hypothesis was partially supported. Each maladaptive moral 

injury cognition was positively and significantly correlated with CPTSD except Emotion 

Regulation Catastrophising. This moral injury cognition did not show significance with all 

variables but held a significant and positive correlation with PTSD and affect dysregulation of 

the disturbances of self.  

These findings are supported previous research that has shown that emotion 

dysregulation is a significant predictor of functional impairment equal to that of PTSD 
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symptoms (Cloitre et al., 2005; Cloitre et al., 2011). As current first line treatments for PTSD 

remain with individuals experiencing PTSD symptomology (Purgato et al., 2018; Sachser et 

al., 2017). These findings have highlighted that emotion regulation catastrophising should 

also be considered as salient in treatment for PTSD. However, the rationale as to why there 

was no relationship between emotion regulation and PTSD in these parent victims may be 

partially explained by this population’s inability to feel emotion due to betrayal trauma, 

isolation and lack of social support. This finding was in line with Kline and Palm (2020) who 

found that parent survivors of betrayal traumas were limited with their ability to seek social 

support and had difficulty with emotion regulation. A weak relationship was found between 

emotion regulation, social support, and PTSD. These findings suggested that betrayal trauma 

survivors may not engage with their social support in ways that foster emotion regulation 

skills. Therefore, NOPs would benefit from interventions that involve rebuilding close 

relationships with a trusted contact that may enhance emotion regulation skills. Less 

disclosure, longer waiting periods before disclosing (Foynes et al., 2009), and mistrust of 

others result in limited opportunities to enhance emotion regulation ability. Foynes et al. 

(2009) recommended that clinicians consider how an interpersonal process may facilitate 

greater acceptance, and emotion regulation subsequent to betrayal traumas. 

Moral injury cognitions, a subset of PTCs of catastrophising emotions may not be 

significantly impacting PTCs or Self-compassion in parents with high ACE. This may be due 

to the NOPs reporting feeling numb or emotionally shut down. These clusters of affective 

dysregulation are part of the DSO found in individuals are experiencing CPTSD. This may be 

further understood by the structural disassociation that occurs from trauma. The emotional 

shut down causes a compartmentalisation of the experience into fragments of information as a 

way to help organise the information (van der Hart & van der Kolk & Boon, 1998). The 

disruption of the normal integration of memory, consciousness, identity, or perception of the 

environment through disassociation (American Psychiatric Association, 1994) preserves the 

ability to function in daily life without anxiety impeding performance. Fear divides the mind, 

and a mind which is always divided, considering, trying to make sense of feared events may 

never be at rest causing psychopathology. Pathology stems from the root word, pathos, which 

means suffering of a person’s distinct identity. This internal psychological 

compartmentalisation, or intrapersonal wounding (moral injury) may enable NOPs to live 

with otherwise irreconcilable conflicts as a way to avoid cognitive dissonance (Fisher, 2001). 

When individuals push threatening information away, essentially this hijacking of cognitive 
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dissonance occurs as the fight or flight reflex diminishes access to the executive function of 

the pre-frontal cortex.  

This has been shown in other CPTSD populations that cognitive dissonance impacts 

affect domain difficulties including increased emotional reactivity, dissociative states, lack of 

ability to feel emotion, and self-destructive behaviours, and a lack of ability to experience 

positive emotions (Cloitre et al., 2013). Other populations have similarly found that an 

inability to resolve cognitive dissonance results in moral injury. Individuals who became 

active in social movements for the first time following the ‘Arab Spring’ found two similar 

outcomes to this current study. Those who were younger who did not foresee failure of their 

fight for their goals resulted in morally injurious symptoms and cognitive dissonance which 

led to an exit from the social movement from which they were unlikely to remobilise. Those 

individuals able to resolve the dissonance did not develop moral injury and stayed active 

(Karmel & Kuburic, 2021). This finding of this current study has helped address the under-

developed connection between emotions, moral injury cognitions, and NOPs of children who 

have experienced CSA.  

Hypothesis two proposed that the moral injury cognitions of PTCs (Self), Emotion 

Regulation (Self), Self-compassion (Negative), and the DSO factors (Affect Dysregulation, 

Negative Self-compassion, and Disturbances in Relationships) would clearly mediate the 

relationship between ACE and PTSD, with higher levels of PTCs (Self), Self-compassion 

(Negative) and Emotion Regulation (Self), and DSO factors each reducing the relationship 

between ACE and PTSD. This premise had mixed findings. The findings indicated support 

for the model in line with the hypothesised exclusive relationship of each factor to PTSD. The 

greatest contribution to PTSD was the moral injury cognitions of PTCs Negative Self again 

suggesting that the moral injury of self is problematic in this population. These findings 

supported previous research on relational traumas that have found that the body responds with 

a physiological response treating an intrapersonal wound the same way as a physical attack 

(Litz et al., 2009). 

As moral injury cognitions were found to be activating the NOPs sympathetic nervous 

system, PTSD symptomology was being maintained post the traumatic event disclosure. 

Trauma originates from the Greek word wound, and an unhealed wound of the past that keeps 

being activated and hurting in the present causes a further trauma. Mate has approached 

trauma as not what happened to them but what has happened inside, and Levine has held that 

trauma is not what happens to us, but what is held within us leaving the absence of an 

empathetic witness (Levine & Mate, 2010).  CSA stands as a significant ACE whose 
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traumatic wound causes a separation of the self that leads to PTSD vicariously due to the 

close relationship of an NOP with their child. These results confirm that this same separation 

of self is happening in parents requiring inclusion in future CPTSD treatments. Emotion 

catastrophising was found to have a significant impact on PTSD in line with previous 

literature (Cloitre et al., 2005, 2011), in parents who had not experienced high levels of 

adverse childhood events unlike other populations (Hughes et al., 2017). 

Hypothesis three predicted that NOPs who reported high ACE levels would report 

significantly higher levels of intrapersonal moral injury cognitions of Affect Dysregulation, 

Negative Self-compassion, Disturbances in Relationships, and PTSD compared to NOPs 

reporting lower levels of ACE. There was a significant difference in scores between High 

ACE and Low ACE participants but with a small effect. A limitation identified by some 

researchers has been the unweighting of the ACE scores. For example, ongoing sexual abuse 

from a parent would receive the same one point as having a parent with a mental health 

problem. As one of the nation’s largest public health crises of our time (Koirt et al., 2018), the 

ACE is a spreading movement, yet many argue that further research is required concerning 

weighting and what should be included as an ACE alongside measuring protective factors. 

The ACE requires urgent, critical review of their conceptualisation, application, and 

measurement for clinical setting assessment. New ways that utilise the simplicity of ACE, yet 

ways to conceptualise the duality of co-occurring adversities are immediately needed.  

The ACE checklist is a tool for researchers whose scores are not equally created, and 

therefore some concerns are held by researchers. This was confirmed in this study as 

participants with low ACE levels remained with a small effect size difference suggesting that 

any adverse childhood adversities are significant and explain the risk of PTSD. This is in line 

with previous systematic review and meta-analysis (Hughes et al., 2017) that has confirmed 

the harm of the role of ACE as a potential mechanism of influence in future interventions to 

reduce negative trauma symptomology. There was a total of 253, 719 participants with at least 

four ACEs who showed increased risk of all health outcomes as compared to individuals with 

no ACEs. However, this study also highlighted the substantial risks of the unweighted scores 

of the ACE, as there are substantial risks to health in parents of children who have reported 

multiple ACE’s adding to the rising epidemic impact on families of chronic child 

maltreatment (Stoltenborgh et al., 2015). Equally as impacted are NOPs affected by the 

vicarious trauma of their children’s abuse. Hughes (2017) confirmed the risk of ACEs for the 

next generation in mental illness, violence’s, and substance use. Therefore, screening is 

recommended to clinicians with a trauma informed approach. This would require further 
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research into screening tools that measures intensity, and frequency of adversity alongside 

protective factors that receives credible research, leading to trauma informed training and 

resources being urgently developed and provided.  

The Intrapersonal Maladaptive Moral Injury Cognitions of CPTSD for parents 

vicariously affected by their children’s sexual abuse indicated a direct association between 

DSO and PTSD, and two significant one-step direct associations with PTSD by PTCI 

Negative self via CERQ Catastrophising and via Negative Self-compassion. The findings 

support the model indicating that the intrapersonal moral injury cognitions of DSO and moral 

injury symptoms were positive and clinically significant factors predicting PTSD that may be 

causing the ongoing maintenance of PTSD. DSO symptoms were found to be a significant 

predicator of negative PTCs limiting an NOPs ability to apply Self-compassion and increased 

catastrophising emotions that combined increased PTSD symptoms over and above DSO 

alone. Previous childhood trauma research has shown that cumulative childhood trauma is 

associated with affect dysregulation (Bigras et al., 2017) and its impairment in trauma 

exposure in victims after sexual abuse (Villata, 2020), yet it has not been researched in this 

population. Similarly, low levels of Self-compassion have been found to be linked with higher 

ACE, but to a lesser level, its impact on harm to oneself and other (Garbutt, 2018). These 

results suggest that Disturbances in Self and PTSD are being experienced by both these parent 

populations and need identification and treatment. 

Hypothesis four proposed Intrapersonal Maladaptive Moral Injury Cognitions of 

CPTSD Model be supported and that the effect of DSO factors would be increased with 

increasing values of PTCs (Self), Emotion Regulation (Catastrophising), and Negative Self-

compassion that would mediate ACE and PTSD above and beyond the direct effect of ACE 

scores on PTSD. The hypothesis was partially supported. Two models were developed as a 

result of the findings from Study 2a (Chapter 4), indicating that parents who had experienced 

their own abuse were affected by different factors than parents who had experienced vicarious 

trauma. CERQ catastrophising was not utilised in the model for NOPs who had experienced 

adverse childhood events as it did not reach significance. Uniquely DSO symptom severity 

and Uncompassionate Self (i.e., tendencies of self-judgement, overidentified, and isolation) 

significantly predicted greater levels of PTSD. All other individual variables were non-

significant by comparison. The model demonstrated an incremental model of fit. This 

indicated that the DSO symptoms and uncompassionate self were important factors increasing 

PTCs of self and uncompassionate responding that may be facilitating complex trauma 

symptoms over and above adverse childhood experiences. As per the findings the significance 
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and the relationship interactions suggested that DSO symptoms have a stronger influence on 

PTSD but negative Self-compassion plays an important role. 

The negative relationship of negative Self-compassion to PTSD suggested that 

uncompassionate self, even if reduced was still increasing PTSD, suggesting compassion 

itself is increasing levels of PTSD. If NOPs are trapped in a system that is unable to help them 

or their children, compassion itself is not enough to assist in the reduction of PTSD. The state 

of CPTSD interventions is limited until resolve for the systemic issues facing these parents 

begin to change. The findings provide preliminary evidence for interventions to target 

Negative Self-compassion to reduce CPTSD and PTSD. Negative Self-compassion may be an 

important factor and potential mediator in the relationship between early adverse childhood 

experiences of adversity and PTSD that results in ongoing harm to the NOP and their 

children. 

Hypothesis five predicted that NOPs would identify institutional betrayal as an equal 

victimisation in comparison to their child’s CSA itself. This was not supported. NOPs 

reported that the most difficult experience was being unable to protect their child. This is in 

line with previous research, beliefs about themselves as being unable to protect their child 

have shown to result in vicarious trauma (Pearlman & Mac Ian, 1995). 

Hypothesis six predicted that parents would report similar mental health concerns of 

the lifelong impact of CSA to themselves as for their children. This hypothesis was partially 

supported. As predicted, there was psychosocial trauma reported by NOP as well as 

psychosocial trauma of CSA on their children. NOPs reported their children’s sexual abuse as 

more distressing than their own (55.10%) as compared to (5.06%) of parents who rated their 

CSA as being the most difficult lived experience. This is similar to previous research that 

found NOPs rated their child’s abuse as more imperative than their own abuse (Loos et al., 

2015). 

Qualitative data indicated the emergence of three primary categories participating 

NOPs reported as the most traumatic experiences that troubled them the most. Factors related 

to three main themes resulting from system experience were: psychosocial impact to the NOP 

parent, and psychosocial impact to their child. The following categories emerged: child’s 

testimony was unable to be substantiated; the perpetrator was able to keep seeing the child; 

NOPs experienced DV; NOPs felt the system left them unable to keep their children safe; 

there was ongoing system trauma and system failure; NOPs felt they were overall unable to 

protect their children. The strongest emerging theme was institutional betrayal with 70.6% 

NOPs believing that they were treated as the criminal and access was given for their child to 
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live with the perpetrator. Psychologically, the strongest theme that emerged was the relational 

betrayal (31.65%). NOPs blamed themselves for being unable to protect their child suffering 

moral injury (24.05%). The psychosocial impacts to the child were reported as the sexual 

abuse being the most distressing for their child (55.10%), followed by mental health problems 

(14.29%), and ongoing trauma (12.25%). Furthermore, a fractured relationship with their 

child was reported, as the child blamed the NOP for not being able to keep them safe. 

 The ITQ and WHO have encouraged researchers and clinicians to use the ITQ 

assessment tool to continue to develop the evidence base of the scale’s psychometric 

properties and, to advance information on complex traumas’ predictors, treatment, nature, 

course, and outcomes. Findings from the current study contributed to the development of the 

ITQs evidence base and established that DSO factors caused from interpersonal relational 

betrayals are highly prevalent in NOPs similar to other research findings (Van Dijke et al., 

2018) and that the shame and blame is wounding the inner self (Lopez-Castro et al., 2019). 

The Intrapersonal Moral Injury Cognitions of CPTSD model for NOPs who had experienced 

a high number of adverse childhood events showed that the ACE causality on PTSD and 

CPTSD is most impacted through DSO symptoms. DSO are therefore worthy targets for 

future CPTSD interventions for NOPs who have experienced sexual abuse. Reducing PTSD 

symptoms by reducing DSO symptom’s will be clinically important to improve outcomes for 

NOPs (Villata et al., 2019), and further work with NOPs redeveloping epistemic trust in 

themselves and others again holds promise. The current study’s findings were contrary to 

other Self-compassion research. Hoffart and Langkaas (2015) found that increases in Self-

compassion and decreases in negative Self-compassion were associated with decreases in 

PTSD symptoms, yet the current study findings suggested that increases in Self-compassion 

are increase PTSD in an NOP population. This appears to be in alignment with betrayal 

trauma theory that proposed that love itself is a trauma, as it has been abusive and caused 

harm (Fosha, 2000). These findings confirm that NOPs with high ACE’s struggle with Self-

compassion and recovery are difficult for survivors of betrayal trauma (Volhardt, 2010), 

highlighting the need to find a new way forward.  

Unlike PTSD symptoms, which are responses to the fear related trauma triggers, DSO 

disturbances can be pervasive and co-occur in many relationships and situations regardless of 

the proximity of the trauma triggers (Cloitre et al., 2013). This research confirmed previous 

empirical research that CPTSD symptoms exceed the functional impairment of those who 

suffer with PTSD alone (Brewin et al., 2017; Cloitre et al., 2013; Karatzias et al., 2017; 

Zerach et al., 2019). As current PTSD interventions result in residual PTSD symptoms after 
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the intervention (Sachser et al., 2017), intrapersonal moral injury cognitions as depicted in the 

Intrapersonal Moral Injury Model of CPTSD highlight the importance of addressing these 

stressors that are co-occurring in NOPs lives rather than limiting attention to PTSD alone or 

solely attending to their child’s recovery. In line with the findings, high ACEs and CPTSD 

have a harmful effect on NOPs both affected vicariously and those affected by their own 

abuse; the increased risk of intergenerational abuse is continuing.  

The development of CPTSD interventions to reduce ACEs and target intrapersonal 

moral injury cognitions including Self-compassion, and catastrophising emotions, in NOPs, 

could help parents to re-establish feelings of value, worth, justice, and belief that they may 

experience reduced PTSD and CPTSD following these traumatic experiences. Screening for 

adverse childhood experiences is important (Lacey & Minnis, 2020), and is offering effective 

and targeted solutions that recognise and reinforce the biology of adversity and the ability of 

their brain, body, and soul in adapting to survive. ACE screening highlights the need for 

prevention and the need to address ongoing intergenerational ACEs for children by validating 

and supporting parents in overcoming this non-communicable disease. Validation and 

acceptance have been long-held factors that facilitate wellbeing (Rogers, 1961), if ACEs are 

so common, it may be assumed that all clients require a trauma informed approach.  

Limitations 

This current study advanced knowledge and understanding of intrapersonal moral 

injury cognitions, on affective dysregulation, negative self-concept, and disturbances to 

relationships. However, further research should focus of the impacts of moral injury on a 

parent-child dyad to determine if the intrapersonal effects of an epistemic trust breakdown in 

NOPs who not only mistrust others but no longer trust themselves affects their child’s 

outcomes. This theory would suggest the occurrence of epistemic NOP-child relationship 

breakdown perceived as an assailant to the perpetrator in the child’s eyes causing a further 

attachment rupture to the NOP-child relationship causing a wounded self-identity from an 

inability to apply self-compassion. Longitudinal research on the effects of betrayal trauma of 

the parent and child relationship and recovery would also be important. van der Kolk (1994) 

has long held the reason for such long-term impacts from trauma is the inability to find 

meaning to their experience. If meaning making and finding one’s true self out of adversity 

may hold key, exploring unique factors of recovery such as this remain important. 

Furthermore, in the current study, the responses were self-report, which may introduce an 

acquiescence bias, sample size, self-selection, and missing data were also constraints.  
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Conclusion 

This study has made a valuable contribution by being the first study to develop the 

Intrapersonal Maladaptive Moral Injury Cognitions Model among a group of NOPs. Overall, 

there were two models developed. Despite their differences, there was some agreement 

between factors and a low effect size difference indicating that although parents who have 

experienced CSA themselves are similar to parents who have not experienced CSA in that, 

practitioners can attempt to clarify the clinical overlap utilising a blend of patient historical 

factors, familial history, ACE, and the moral injury model conceptualisation, to assist 

treatment planning.  This study utilised a qualitative and quantitative methodology to achieve 

its aims of further understanding the complexities of intrapersonal and institutional trauma. 

Overall, these findings can contribute to advances in knowledge of intrapersonal maladaptive 

cognitions of moral injury that may assist in the development of complex trauma Randomised 

Control Trials (RCTs). It is hoped that this research will provide a trauma lens for systems 

change for psychologists, social workers, police, judges, and magistrates who work with 

children and their protective parents in developing targeted CPTSD treatments that identify 

the impact of relational and institutional betrayal that will support the necessary amendments 

to family law legislation.  

This current study has highlighted the value of targeting intrapersonal maladaptive 

cognitions of moral injury including both negative self-compassion, emotion regulation 

catastrophising, and DSO symptoms. These findings have implications for not only research 

but clinical practice, policy, and prevention. The qualitative findings within this study support 

the integration of trauma-informed care, that will provide interpersonal connectedness, 

rebuilding trust for support services, community, families, and the system designed to protect 

children. A betrayal of trust of others, the system, and oneself are harmful for the wellbeing 

formed by emotion dysregulated regulation skills following betrayal trauma. Therefore, 

clinicians, child safety services, prevention, and education services in familial settings must 

focus on these at-risk individuals to provide safe systems that are not re-traumatising 

traumatised victims. CPTSD interventions with safer systems, and trauma informed programs 

and interventions that promote awareness, skills, and understanding of developing emotion 

regulation, Self-compassion ability, and repair of intrapersonal DSO states may improve the 

wellbeing and recovery of NOP.   
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Chapter Six 

 

Factors Promoting Post-Traumatic Growth in Parents of Children Who Have 

Experienced Sexual Abuse and Complex Trauma: A Systematic Review  

 

Chapter Overview 

This chapter details the methodology and results of Study 3, a systematic literature 

review. The first half of this chapter outlines findings from current evidence on factors that 

promote PTG in order to understand the main psychological correlates associated between 

complex trauma and PTG in NOPs. Given the central role of parents in supporting the child’s 

recovery, this paper is the first to systematically review the existing literature on the factors 

associated with PTG in NOPs. The second half of this chapter synthesises the existing 

evidence on adaptive factors experienced alongside complex trauma and associated with PTG. 

Rationale and Objectives 

To date, PTG literature has focused on parental recovery from childhood cancer, 

sickness, natural disasters, and bereavement. Complex trauma research has been called for by 

researchers to evolve beyond prevalence and negative outcomes to examine how to facilitate 

positive outcomes for parents (Cummings, 2018; Mosher et al., 2017). This systematic review 

aimed to extend complex trauma research to identify and synthesise the existing evidence on 

adaptive factors associated with PTG.   

Post-traumatic Growth 

A positive outcome that co-exists alongside significant psychological distress 

activating transformative psychological change is termed post-traumatic growth (PTG; 

Tedeschi & Calhoun, 2004). PTG has been characterised by improvements in wellbeing 

beyond pre-traumatic states, greater life satisfaction, and fewer mental health relapses 

(Triplett et al., 2012). PTG theories have yet to be adapted and evaluated in NOPs who have 

experienced complex trauma (Runyon et al., 2014). Understanding how adaptive responses, 

such as PTG, may manifest is important to bolster a more holistic framework of recovery to 

guide therapeutic advances (Tedeschi & Calhoun, 1995; Waugh et al., 2018). 

A metanalysis of 10,181 parents of children who had experienced CSA (M = 26.72) 

were found to experience moderate to high PTG 77.3% in over 50.3% of the sample who 

were younger than 60-years old and were closer to the time of the trauma. Older individuals 

over 60-years did not facilitate PTG. Further differences were reported by parents of children 

who had experienced trauma themselves and reported lower levels of PTG than child victims 
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themselves and higher levels in PTG (Wu et al., 2019). PTG was also found to be reported at 

higher levels in females (Wu et al., 2019). Wu et al. also found that PTG was experienced 

closer to the time of the traumatic event, whereas other research has found that a longer time 

allowed for deliberate rumination and has resulted in greater levels of PTG (Hirooka et al., 

2017; Zhour & Wu, 2015). 

A metanalysis by Bethell et al. (2016) on 95,672 parent-child dyads found those with 

higher ACEs and without resilience had 11 times greater emotional, mental, or behavioural 

conditions. Bethell et al. studied mindfulness-based, mind body approaches (MBMB) and 

found that mindfulness promoted resilience, healing from emotional trauma, healthy stress 

regulation, parental coping, and parent child engagement. This has demonstrated the potential 

use of mindfulness-based approaches to address the trauma symptoms faced by children and 

their parents by potentially interrupting the intergenerational cycles of ACE and prevalence of 

children’s EMB conditions. van der Kolk (2005) advocated that without mindfulness, there is 

no growth. A meta-analysis on self-compassion (including a measure of mindfulness) and 

PTG by Wong and Yeung (2017) demonstrated better long-term psychosocial adjustment 

from use of mindfulness in medical settings. If growth only occurs if an individual is in a state 

of mindfulness, mindfulness is a vital area for further research not just in cancer patients but 

in this NOP population. Assisting parents with mindfulness may provide access into the 

window of tolerance to allow consistent parenting to enhance parents’ ability to manage this 

stressful time (Jobe-Shield et al., 2016). 

Prati and Pietrantoni’s (2009) meta-analysis found positive reappraisal and optimism 

as a medium predictor of PTG was similar to findings on optimism in other trauma 

populations. PTG and attachment held a significant positive relationship in a further 

metanalysis by (Chamberlain et al., 2019) as did meaning making, spiritual growth, and 

resilience. The first PTG model developed (Tedeschi & Calhoun, 1998) has guided the 

criteria for the current systematic literature review. The domains of PTG include greater life 

appreciation, changed priorities, improved relationships, superior personal strength, 

recognition of new possibilities, and spiritual growth. Emerging trauma growth research 

remains in its infancy with a wide range of definitions and theoretical conceptualisations 

including post-traumatic growth, benefit finding, resilience, thriving, and stress related 

growth. Further understanding these factors of PTG will inform the development of 

interventions for parents that optimise the facilitation of PTG. 
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Correlates of PTG in Adult Sexual Abuse Samples and Child Samples 

Lange et al. (2019) conducted a systematic review of 93 studies on mothers of 

children who experienced CSA which showed that having a mother who had experienced 

CSA was strongly related to having children with CSA. Mothers with a CSA history were 

associated with increased emotional distress. A further sample of 1,863 female adult sexual 

assault victims found the following adaptive social psychological factors were related to 

increased PTG: positive social reactions, perceived control in the process of recovery, 

adaptive coping, and disrupted core beliefs.  PTSD, negative reactions, adaptive coping, and 

self-blame were determined to be barriers to PTG (Ullman, 2014).  One systematic literature 

review on PTG was conducted on children and adolescents that included mixed traumas 

(Meyerson et al., 2011). In the review, similar trends to adult PTG populations were found.  

Religious and acceptance coping, and re-appraisal were demonstrated as having significant 

associations with PTG in children. Mixed findings were found regarding social support with 

three studies demonstrating a positive relationship, and three had no statistically significant 

relationship (Meyerson et al., 2011). Furthermore, 68 families who had experienced 

Hurricane Katrina found no association between parents’ PTG and their children’s trauma 

recovery (Kilmer & Gil-Rivas, 2010). Another metanalysis of 20,00 parent-child dyads with a 

history of CSA was undertaken but was limited to parents in the perinatal period findings 

suggested that PTG was able to protect the parent’s mental wellbeing but not the child’s 

(Chamberlain et al., 2019). 

Study Objective  

To date, there are no known established systematic literature reviews on PTG in NOPs 

of children who have experienced sexual abuse and complex trauma. This study aimed to 

conduct a systematic literature review, to fill this gap. It further aimed to provide narrative 

summaries of the strength of evidence for each identified factor and its potential 

psychological mechanism to facilitate PTG.  

Method 

Search Strategy and Study Selection  

A systematic quantitative literature review was conducted in accordance with the 

PRISMA guidelines as outlined by Pickering and Byrnes (2014) within the existing literature 

on factors that contribute to PTG and recovery from complex trauma. Papers were restricted 

to publication type that have been published in full and were written in English. There were 

no publication date restrictions. Papers were excluded if they were published as an abstract 

only, or a conference paper, not peer reviewed, or review articles.  The current systematic 
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review included retrospective cohort studies, cross-sectional, and case-control studies among 

parents of any age whose children had reported experiencing sexual abuse and complex 

trauma. The primary outcome was PTG, and the secondary outcomes were protective factors. 

The review examined self-reported demographic factors, variables linked to sexual abuse, 

complex trauma, measurement of perceived PTG, and psychosocial correlates.  

A search on papers about childhood sexual abuse and parents’ PTG utilised unique 

searches using MeSH terms and free text words as demonstrated below combined with the 

Cochrane Handbook for Systematic Reviews of Interventions (Lefebvre et al., 2011) revision 

search strategy identified through four electronic academic databases: PsycINFO, Scopus, 

Medline Ovid, and Science Direct, from July 2018 to July 2019 for research published 

between January 1980 and June 2019. Reference lists of all studies were checked for 

backwards and forwards citation and compared to the inclusion criteria.   

Inclusivity of all the aforementioned positive growth constructs were included in this 

review to ensure identification of protective factors and correlates of growth potential. Key 

word search terms combined ‘growth terms’ (i.e., post-traumatic growth, benefit finding, 

stress related growth, positive transformation, growth, adversarial, thriving, personal growth, 

perceived benefit, meaning-making, post-traumatic, post-trauma, trauma, post adaption, 

positive life change, vicarious post-traumatic growth); ‘parent terms’ (i.e., mother, father, 

caregiver); and ‘child terms’ (i.e., adolescent, teen); and ‘complex trauma terms’ (i.e., 

interpersonal trauma, DV, abuse, physical abuse, sexual abuse, sexual assault or neglect, 

maltreatment, child maltreatment, or childhood victimisation). Manual, hand searches through 

prominent journals in this field were also undertaken. 

Eligibility criteria  

Only original, peer-reviewed studies in academic journals that examined factors and 

recovery factors for parents and or their children who had experienced complex trauma and 

reported on PTG or a key positive transformation term as listed above as an outcome were 

included. Dissertations, books, conference papers, and articles not published in English were 

excluded. Qualitative journal articles that measured growth from trauma were also included. 

No limitations regarding study designs were used.  

Data collection process. Two reviewers screened 1,123 studies title and abstract, with 

any conflicts resolved, then to ensure studies meet inclusion criteria. After removing 

duplicates, a total of 21studies were reviewed for full text and retained in the analysis. A data 

extraction table database was piloted on five randomly selected studies in the review. The 

outcome data and study characteristics underwent a systematic review. Categories were 
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developed from the pilot for the remainder of the 21 studies for the current review, including: 

Methods, journal article (country, design, author (s), journal name, publication year); 

Participants (size, ethnicity, demographics, inclusion/exclusion criteria); Abuse characteristics 

(type of abuse/maltreatment, intra or extra familial, age of onset, frequency, duration); 

Interventions, research methods (quantitative, qualitative, longitudinal, cross sectional; 

Results (benefits, study limitations); and Overall effect of growth in parents. Outcomes: 

primary growth factors measured (PTG, meaning-making, benefit finding, quality of life); 

correlates of PTG measured (meaning-making, social support, cognitions/approach, spiritual, 

self-compassion, hope, positive re-appraisal, optimism, self-esteem, resilience, mindfulness, 

and attachment); and Secondary outcomes, negative outcomes measured (PTSD, depression, 

anxiety). Some categories had to be broadly defined due to diversity of measurements of 

growth in trauma literature. 

Type of Participants. Papers were only included where participation of a parent was 

specified within the participant information and where PTG or related growth constructs were 

specified in the title or in the abstract. Type of trauma was limited to any type of childhood 

complex trauma including abuse, neglect, witnessing DV, or war trauma. Articles were also 

included if the samples comprised of parents and children or just parents who had experienced 

childhood sexual abuse, but the study had to include a measure of PTG. Articles that did not 

clearly measure PTG were excluded after full text screening (see Figure 17). 
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Figure 17 

PRISMA flowchart for the selection of eligible studies (Moher et al., 2009)  
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allocation concealment, blinding of participants, personnel and outcome assessment, 

incomplete outcome data, selective outcome reporting, and other bias (focusing on potential 
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The parent was used as the unit of analysis, where possible; however, where data on 

the number of parents with primary and secondary outcomes of interest was not available, the 

researcher extracted the information as it was presented with the number of children.  

Dealing with missing data was found in one case of studies reporting mixed trauma. The  

investigators were contacted to provide missing data to clarify the participants included 

(Taku, 2011). Assessment of heterogeneity and reporting biases utilised the I2 statistic to 

measure heterogeneity among the included trials.  Subgroup and sensitivity analyses had 

insufficient data for the analysis. A sensitivity analysis was planned by including versus 

excluding studies at high risk of bias; however, due to a low number of included studies, this 

was not conducted 

Results 

Study selection 

Of the 1,123 articles retrieved, full-texts were reviewed for inclusion against the 

inclusion criteria. The remaining titles and abstracts were screened through the primary search 

and secondary protocol searches. After the removal of duplicates, a total of 141 articles were 

identified for review and assessed for eligibility against the research aims and screened for 

relative fit. This resulted in 21 articles meeting full eligibility criteria published between 1995 

and March 2019. The selection process was documented in the PRISMA flow diagram. A 

review and a summary of the study characteristics is provided below in Table 24. 

Study characteristics  

A total of 4,422 parents were represented in the review of the factors influencing PTG 

in parents of children who have experienced sexual abuse and complex trauma. The 

participant sample size ranged from 6 to 1,446 (M = 212) in 21 studies that contained a total 

of 4,422 parents. All participant parents ages ranged from 18 to 80 years (M = 33.4), and 64% 

of those studies who measured NOP CSA reported experiencing CSA themselves. Almost 

half of the participants were parents (48%), fathers (8%), and parent-child dyad (32%). No 

studies exclusively had a father only sample. There was a total of 65,384 participants 

reviewed in three meta-analyses, and in one study, the participant number was not given. 

Participants predominantly reported being Caucasian, parents, with two children, from middle 

to high socioeconomic backgrounds. 
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Table 24 

Study characteristics 

Authors Type of study 
and Country 

Ethnicity 
Participants  

Participants Type of 
Trauma  

Parent 
Age M 

(SD); age 

range 
years 

Predictor 
Variable PTG/ 

Recovery  

Facilitators 
of PTG 

Barriers to 
PTG 

Alisic et al. 

(2012) 
 

Qualitative 

Netherlands. 

Unknown. 

 

33 parents of 

25 exposed 
children 15 

boys and 10 

girls.  
9 Fathers. 

Mixed trauma 

(8 CSA). 

(M = 

41.4) and 
children 

M 

 = 10.7). 

Parenting.  Responsive 

parenting. 

Parental 

Distress 
predictor of PS 

in children. 

Banyard et 

al., (2003) 

Longitudinal 

USA. 

90% African 

American. 

174 mothers’ 

victims CSA. 

Complex and 

adult trauma 
survivor 

mothers 

50% CSA. 

(M = 

31.64, SD 
= 3.31). 

 

 

Parenting 

Satisfaction. 

Social 

support, 
taking care 

of own 

needs. 
Spirituality. 

 

 
 

 

 
 

Adult sexual 

abuse. 

Baxter et al. 

(2017) 

Quantitative. 

USA. 
 

 54% 

Caucasian, 
20% African 

American, 

9% Native 
American, 

6% 

Hispanic.  

151 non-

offending 
adults, 

82% 

females.  

CSA or 

physical 
abuse. 

(M = 

30.61, SD 
= 7.15)  

19-55 

years. 

ACE-Health 

and 
Wellbeing.  

Hope. 

 
 

 

 
 

 

 
 

 

 

Caregivers 

who had been 
sexually or 

physically 

abused with 
Higher ACE 

scores who 

had lower 
dispositional 

hope.  

Bux et al. 

(2016) 

Qualitative 

South Africa. 

Black 

African 

females’ 
caregivers 

including 
mothers, 

grandparents

siblings of 
victims. 

16 caregivers 

with 10 

selected for 
analysis. 9 

mothers and 
1 sister. 

Extra 

familial 
abuse in 7, 

intra- 

familial in 2, 
unknown in 

1. 5 abused 

children 
females and 

5 males. 

CSA. (M = 42) 

22-61 

years. 

Recovery. 
Emotion 
focused 

coping. 

 
 

 
 

 

 
 

 

 
 

 

 

Overprotective 

parenting 

increased 
anxiety over 

child 
wellbeing and 

re-

experiencing 
trauma to 

parent.  

 
Cummings 

(2018) 

 
Qualitative 

Canada. 

 
- 

 
15 parents 12 

mothers, 3 

fathers, 22 
victims’ 

child 

interpersonal 
trauma 12 

male, 10 

female. 

 
Children 

reported 

sexual abuse, 
assault, 

witnessing 

DV, physical 
abuse/assault, 

bullying. 

 
(M = 

59.75) 44-

73 years. 

 
PTG.  

 
Thriving 

Recovery. 

Challenged 
schemas; 

stressor 

induced 
distress; and 

cognitive 

processing.  
 

 

 

 
Therapists 

who want to 

ease client 
suffering may 

undermine 

parent’s ability 
to go on to 

thriving 

recovery. 
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Diab et al. 

(2018)   

Quantitative. Palestinian.  1446 

mothers. 

Mothers 

whose 

children have 
experienced 

complex 

trauma 
through 

conditions of 

war. 

Children 

from 4-12 

months. 
Mothers 

(M = 

24.77) 16-
46 years. 

Post-traumatic 

Growth 

Inventory. 
(PTG). PTCs.  

PTG-

Thriving 

recovery. 
PTCs (PTCs) 

protected 

infants effect 
of war 

trauma. 

Secure 
attachment. 

Social, 

personal and 

spiritual 
domains of 

PTG did not 

protect the 
child from 

effects of war 

trauma.  

Fava et al. 

(2016) 

Longitudinal 

Qualitative  

USA. 

21% White 

African 

American, 
6% Asian or 

Pacific 

Islander, 3% 
Latina, 4% 

biracial 

other. 

100 Mothers. 40% 

emotional 

abuse/neglect, 
31% sexual, 

21% physical, 

8% neglect; 
69% CM by 

parent. 

(M = 

29.5)   

25-35.  

PTG and PTC. 

Trauma 

Meaning-
making 

Interview 

(TMMI). 

Meaning-

making. 

Parenting. 
PTC (+ and -

) and 83% 

reported 
positive 

parenting 

PTC. 

All mothers 

reported a 

history of 
sexual abuse 

and reported 

lower PTC and 
perpetration by 

parent.  

Hartley et al. 

(2016) 
 

Qualitative 

Semi-
structure 

interviews. 

Australia. 

Indian 50% 

British 50%. 

6 Mothers. AS and 

mothers 
before CSA 

before 16 

years of age.  
Average 

number 

children 21 
Total 

including step 

children 
average 8. 

(M = 47 

years) 
30-52 

years. 

PTG-

Qualitative. 

Meaning-

making and 
learning to 

relate to 

oneself in 
new ways, 

healthy 

relationships 
with others, 

religious 

growth.   

Unable to 

reach PTG 
until 

adulthood. 

 

Hebert et al. 
(2007) 

 

Quantitative 
Canadian. 

 

French 
Canadian. 

 

149 mothers 
of girls aged 

4-12 years. 

 

51% mothers 
CSA.  

28%, Child’s 

CSA 
intrafamilial 

100% sexual 

18% physical, 

26% 

witnessed DV, 

8% car 
accident, 7% 

natural 

disaster. 

 

(M = 
33.42, SD 

= 7.13) 

 

Ways of 
Coping 

Questionnaire. 

Family 
Empowerment 

Scale.  

 

Empowerme
nt and 

coping. 

 
 

 

 

 

 

 
 

 

 
 

 

 

Avoidance 
Coping, CSA, 

and IPV. 

Mothers of 
intrafamilial 

abuse likely to 

reach clinical 

levels of 

psychological 

distress. 
Helplessness. 

Hiebert-
Murphy 

(2000)  

 

Quantitative. Caucasian 
(74%) 

Aboriginal 

(24%) 
Other (2%). 

102 mothers. 
75% also 

reported 

experiencing 
CSA. 

CSA 77% 
girls, majority 

of perpetrators 

(90% male, 
9% female). 

17% reported 

fathers, 47% 
relatives, 30% 

known outside 

family, 6% 
strangers.  

2% exposure.   

(M = 
33.67, SD 

= 5.73) 

22-26 
years. 

Average 

2.39 
children 

(SD = 

1.00) with 
mean age 

of abuse 

8.5 year 
(SD = 

4.07). 

Parenting 
Satisfaction 

Scale (PSOC). 

Parenting 
Sense of 

Competence 

Scale (PSOC). 
Conner’s 

Parent Rating 

Scales-48 
(CPRS-48). 

The Coping 

Responses 
Inventory 

(CRI). 

Social 
support and 

coping 

strategies/ 
problem 

solving. 

Parenting 
Satisfaction 

Predictors: 

active 
approach 

coping 

strategies. 
Parenting 

efficacy 

predictors: 
age child; 

conduct and 

sexual. 
behavior 

problems 

exhibited by 
child. 

Externalising 
behavior 

problems. 

Conduct child 
behavior. 

Social support 

did not relate 
to efficacy and 

coping 

strategies did 
not predict 

efficacy. May 

be related to 
parenting 

satisfaction but 

not parenting 
efficacy. 
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Jobe-Shields 

et al. (2016) 

Quantitative.  51% African 

American, 

50% white, 
5% 

American 

Indian, 3% 
Asian, 2% 

Native 

Hawaiian, 
9.6% 

Latino/Hispa

nic. 

96 non-

offending 

caregivers of 
children 

aged 6-17 

years 
79%  

female 

children. 

Children 

experienced 

CSA. 

(M = 

10.79, SD, 

3.29).  
  

 

Caregiver 

parenting 

behaviours 
(QPQ).  

Positive 

parenting; 

Age: 

younger 

children 
reported 

higher levels 

of positive 
parenting.  

 

 
 

 

Over 

parenting: 

child does not 
perceive 

parents with 

PTS and or 
depression as 

displaying 

high levels of 
positive 

parenting or 

involvement. 

Johnson et al.,  

(2014) 

Quantitative  

USA 

Participants 

drawn from 
Florida. 

52 female 

caregiver’s 
treatment 

group and 20 

female 
caregivers’ 

treatment. 

Parents of 

sexually 
abused 

children and 

control 
parents of 

children who 

were not 
victimised. 

Control 

group (M  
= 37.33, 

SD = 

8.29.) Age 
range 24-

60 years.  

19.2% of 
parents 

reported 

experienci
ng CSA, 

while 

76.9% 
denied, 

3.8% 

failed 
report.  

Treatment 

group (M  
= 35.60, 

SD = 

9.84). Age 
range 22-

54 years. 
30% 

reported 

personal 
sexual 

abuse, 

65% 
denied, 

5% failed 

to 
respond.  

 

Parenting 

Sense of 
Competence 

Scale (PSCS).  
Parenting 
Efficacy and 

self-efficacy.  

 
 

 

 

 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 
 

 

 
 

 

 
 

Mothers 

whose children 
had 

experienced 

sexual abuse 
had 

significantly 

lower levels of 
perceived 

parenting 

efficacy than 
those whose 

children have 

not been 
abused.  

Katz (2016) Qualitative  
Britain. 

Not given.  30 
participants 

15 mothers 

and 15 
children. 

Children and 
Mothers 

recovering 

from DV. 
87% were 

abused by 

father in 12/15 
families. 

Children 
10-21 

years.  

Recovery  
Safety, social 

support, 
hope, 

optimism, 

meaning life, 
spiritual 

growth. 

 
 

 

 
 

Ongoing 
contact with 

the 

perpetrator, 
lack of safety, 

DV on mother 

inhibits 
mother’s 

recovery and 

relationship 
with their 

child. 

 
McMillen et 

al. (1995) 

Quantitative 

and 

Qualitative 
USA. 

61.7% 

African 

American. 
Most others 

white. 

154 mothers 

with 

maltreated 
children 

(57.4%).  

Mothers with 

maltreated 

children also 
experienced 

CSA as a 

child.    

(M = 

30.73, SD 

= 6.51). 

Perceived 

Benefit Rating 

(PBR). 

Perceived 

Benefit 

(47%) 
Self-esteem, 

depending 

on others.  

Age: Older 

participants 

reported 
experiencing 

greater 

perceived 
benefit. 60.1% 

mothers 

experienced 
maltreatment.  
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Miller-Graff, 

et al. (2018) 

Data drawn 

from 

Consortium 
of 

Longitudinal 

Studies in 
Child Abuse 

and Neglect 

USA. 

53.6 White, 

27.2% black, 

12.55 
Hispanic, 

4.53% 

Multiracial, 
.4% Asian. 

286 

Caregiver-

child dyads. 
Children 

aged 0-4 age 

range 
assessed at 

ages 1, 4 and 

6 years. 

Mothers 

reported on 

average 2 past 
victimisation 

beaten as adult 

(46.5%), 
physically 

abused as a 

child (26.1%), 
sexual abuse 

as a child or 

teenager 
(21.7% and 

20.5%). 

Children 
reported 

maltreatment. 

(M =2.07, 

SD = 

2.45) 
child. 

 

Family 

APGAR 

measure.  

Social 

support, 

Resilience, 
Family 

Satisfaction 

and 
Neighbour-

hood quality.  

 
 

 

 
 

 

 
 

 

 
 

Maternal 

victimisation, 

maternal 
family 

satisfaction, 

and maternal 
report of 

neighbourhood 

quality 
indirectly 

affected later 

child 
adjustment via 

maternal 

depression. 

McGillivray 

et al. (2018) 

Quantitative 

Australia. 

Australian.  212 non- 

offending 
mothers with 

child victims 

of CSA.  
 

CSA. (M = 

41.09. SD 
= 9.71) 

18-80 

years. 

PTG (PTGI). Self-

compassion 
and positive 

re-appraisal. 

Perceived 

stress. 

Scoglio, et al. 

(2018) 

Quantitative. White. 

Caucasian 
45.8%, 

33.3% 

Black/Africa
n American, 

Asian 3.6% 

Native 
American/Al

aska Native 

2.4%. 

176 

participants 
female 

survivors 

IPV, 57.7% 
had at least 

one child. 

 

Majority 

experienced 
childhood and 

adulthood 

trauma 
(79.8%) and 

94.6% at least 

one childhood 
trauma, most 

at least one 

adulthood 
trauma 85.1%. 

(M = 

41.18, SD 
= 12.45 

years). 

Resilience 

(CD-RISC).  

Self-

compassion 
Resilience 

Emotion 

regulation. 
 

 

 
 

 

 
 

 

 

Emotion 

dysregulation 
Low self-

compassion 

Taku (2011) Quantitative.  Japanese and 

US 

participants 
included 

parents. 

456 US 

participants 

and 279 
Japanese 

participants. 

Includes 

parents of 

children who 
have 

experienced 

family issues 
including 

childhood 

trauma of 
abuse.  

USA (M = 

19.73, SD 

= 3.35) 
and 

Japanese 

(M = 
19.91, SD 

= .99) 

Post-traumatic 

Growth 

Inventory 
(PTGI) and 

PTGI-J 

Japanese 
version.  

Re-appraisal 

of life 

priories and 
greater 

appreciation 

of life.  

Not measured. 

 

Weber et al. 
(2017) 

 

Child Abuse 
and Neglect 

Case-
Management 

study.  

 

German 
study (30% 

immigrant) 

 

Parents of 
350 children 

aged 4-18 
years. 

Additional 

249 8-year 
old 

completed a 

self-report.   

 

Children with 
maltreatment 

history of 
physical, 

emotional, 

sexual, 
neglect.  

 

Not given 
 

 

Parents 
Emotional 

Reactions 
Questionnaire 

(PERQ-D) 

and Health 
Related 

Quality of 

Life 
(HRQoL). 

 

Resilience 
and Health 

Relationship 
Quality of 

Life.  

 
 

 

 
 

 

 
 

 

 

 

PTSS, 
behavioural 

and emotional 
symptoms lead 

to lower 

quality of life. 
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Wright et al. 

(2007) 

Quantitative 

and 

qualitative 
analysis. 

USA. 60 mothers 

with average 

of 2.1 
children. 

Mothers who 

had 

experienced 
CSA.  

(M = 

38.83, SD 

= 8.60) 

Coping 

Strategy 

Indicator 
(CSI). 

Benefit-

finding scale 
(BFS). 

Meaning-

making Scale.  

Benefit 

finding. 

(87%); 
No meaning 

trauma 

(29%). 
Improved 

relationships 

with others, 
religious or 

spiritual 

growth, and 
improved 

parenting 

skills.  
Cognitive 

processing 

rebuilds 
worldviews, 

limited 

evidence 
problem 

solving 

improves 
outcome. 

Absence of 

avoidant 
coping 

related to 

resolution. 
 

Isolation, 

avoidant 

coping. All 
experienced 

CSA.  

Wright et al. 

(2012). 

Qualitative  

United States. 

Caucasian 

95%, US 
and Canada. 

79 mother 

survivors of 
CSA. 

87.3% 

intrafamilial 
abuse. 

41.80% 

(father, 16.5% 
mother, 15.2% 

stepfather, 

20.3% 
brother, 

12.7% cousin, 

3% brother-in-
law) and 

12.7% 

extrafamilial 
abuse.  

(M = 

38.2) 
30-52 

years 

2.2 
children 

(10.6 

years 
mean age 

of 

children) 
Mean 

onset 5.47 

years 
ended 

13.40 

years 
7.93 years 

duration. 

 

Grounded 

theory and 
attempts to 

heal from 

trauma. 

Resilience 

and 
Recovery 

self-

awareness. 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

Triggering 

reliving of 
abuse. Parent 

extremes 

withdrawing 
or controlling. 

Lack of 

processing of 
mother’s abuse 

recognised as 

potential 
internalised 

self-blame 

affects child’s 
wellbeing.  

Note: * CM = Child Maltreatment; PS = Parental Stress; PTG = Post-traumatic Growth; NA = Not Applicable 

 

PTG was measured in 9 (42.9%) studies and 17 to 83% of the participants were able to 

develop PTG. The remaining studies measured recovery, resilience, positive parenting (56%), 

and had a cross sectional design (88%). Validated measures of PTG were only used in eight 

of these studies. The majority of studies used other, similar names and measures of PTG as 

outlined by Joseph and Linley (2006), including benefit finding, positive life change, thriving, 

perceived benefits (McMillen & Fisher, 1998), thriving (Abradio-Lanza et al., 1998), and 

flourishing (Ryff & Singer, 1998).  

Most of the research was undertaken in the USA (52%). Canada is reported at (9.5%) 

and Australia (9.5%). Canada (12%, Palestine, Italy, Netherlands, Britain, and South Africa 
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respectively (1%). Several outcome measures were analysed across the reviewed studies 

including meaning-making, social support, cognitions/approach, spiritual, self-compassion, 

hope, positive re-appraisal, optimism, self-esteem, and resilience, no outcomes were 

measured in regard to mindfulness or attachment. 

The overall aim of the current review was to determine the psychosocial facilitators 

and barriers theorised to be influencing PTG in parents of children affected by CSA. PTG 

remains scarce in research within parenting literature, with the graphical spread of this 

research being conducted in the USA and primarily on mothers. The research does not 

examine the types of PTG possible or whether PTG can then be experienced in their children. 

As such, outcome measures that assess all positive recovery factors as well as PTG factors 

will be identified and discussed throughout this review. 

Quality Appraisal. A cross sectional design (88%) was utilised in most studies 

determining the cause, effect, and the developmental process of PTG. The quantitative studies 

provided clarity in terms of data analysis, reliability and validity of the measures. The 

qualitative studies were also clearly described. Mixed method studies included meta-analyses 

and interviews. The most common themes of difficulty for parents of children who had 

experienced trauma was inconsistent parenting and low self-worth. The research was focused 

upon positive and negative impact of recovery, and there was no reported delineation between 

types of experienced abuse (i.e., sexual versus physical) for participants within the included 

studies except familial abuse for which PTG was reported to be higher than extra familial 

(Hebert et al., 2007).  

Co-occurrence of PTSD/Negative Correlates. PTSD, negative rumination and the 

relationship with PTG were both experienced in parents following CSA in their children and 

or themselves and was investigated by six studies. Results were inconsistent Three studies 

found no statistically significant relationship. Diab et al. (2018) found that high trauma levels 

were not associated with mothers who exhibited high-level PTG, suggesting that PTG may 

protect against PTSD from the effects of trauma, and two further studies found that PTSD was 

not developed and did not describe accommodating or assimilating. Alternatively, violated 

expectations were what ultimately led to PTG (Cummings, 2018). Wright et al. (2007) also 

found no association between lower depressive symptoms and perceived benefits.  

One study found a positive association between PTSD and PTG where growth was 

reported at the same time as experiencing distress (Hartley et al., 2016). Having such an 

understanding has been found to make it clear that women reported understanding they were 

not to blame for the abuse. This has shown to be important for growth, acceptance, and self-
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forgiveness and has been found to mediate the relationship between CSA and PTSD (Snyder 

& Heinze, 2005). 

Two studies found a negative correlation with lower levels of PTSD causing higher 

levels of PTG. The study by Jobe-Shields et al. (2016) found those participants with 

depression were not able to report positive parenting or strong caregiver involvement, 

whereas those with either PTS and or depression/PTS reported high levels of positive 

parenting involvement. PTS has been linked with withdrawal in parenting interactions 

(Forcarda-Guex et al., 2011; Schecter et al., 2008). However, the caregivers in the 

aforementioned studies reported parenting consistently, yet this was not interpreted from the 

child as positive parenting, leaving concerns for caregiver mental health and parenting 

difficulties for those with PTS and those parents with depression/PTS (Jobe-Shields, 2016). 

This negative relationship was also found between PTSD and PTG in the metanalysis by 

Chamberlain et al. (2019). This presents a further difficulty as parents suffering with PTSD 

may not recognise the extent to which their parenting is inconsistent. This is of clinical 

concern as consistent parenting practices are important to develop emotional security, 

resilience, and emotional regulation in a child (Davies & Cummings, 1994) thus, research is 

needed to investigate further assessment between the impact of psychiatric conditions and 

their impact on PTG. 

Domains of Post-Traumatic Growth 

 The following domains of PTG were extracted from the reviewed studies: (Calhoun et 

al., 2010) in these studies were changed relationships (48%), self-perception personal strength 

(32%), new possibilities (28%), spiritual elements (16%), and appreciation of life (4%). 

Sixteen studies measured PTG but did not measure the individual domains of PTG used in the 

measures. These factors were identified in the studies as factors present in the participants but 

were not measured as individual domains utilising the PTGI as seen summarised in Table 25.  
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Table 25 

Factors of PTG included in the sample. 
 

Factors of PTG Reference Tool/Label  Type of relationship between positive 
outcomes and PTG 

Meaning-making Cummings (2018) Thriving Recovery PTG 0 

 Fava et al. (2016) PTC General and parenting (PTG) + 

 Hartley et al. (2016) PTG-Qualitative Methods + 
 Katz (2016) Recovery + 

 Wright et al. (2007) Meaning Making + 

Social Support Diab et al. (2018) PTG and PTC 0 
 Banyard et al. (2002) Parenting Outcome +  

 Hartley et al. (2016) PTG-Qualitative Methods + 

 Hebert et al. (2007) Psychological wellbeing 0 
 Hiebert-Murphy (2000) Parenting Satisfaction + 

 Katz (2016) Recovery + 

 McMillen et al. (1995) Perceived Benefit Rating + (PB reduced anxiety with others) 
 Miller-Graff & Howell. (2018) Resilience + 

 Wright et al. (2007) Benefit Finding & Meaning Making +  

Cognitions/approach 
coping 

Bux et al. (2016) Emotional coping - (Problem focused coping did not lead to 
growth) 

 Diab et al. (2018) PTG and PTC + Mother (PTCs protected infant stress 

regulation only) 
 Hartley et al. (2016) PTG-Qualitative Methods + 

 Hiebert-Murphy (2000) Parenting Satisfaction + 
 Hebert et al. (2007) Psychological wellbeing 0 (Approach coping not a protective factor) 

 PTSD/Depression Cummings (2018) Thriving Recovery/PTG 0 (PTSD not developed and not PTG pathway) 

 Diab et al. (2018) PTG 0 (High PTG protected against PTSD in 
mothers only) 

 Hartley et al. (2016) PTG  + (PTSD and PTG co-occurring) 

 McGillivray et al. (2018) PTG-PTGI - (Lower perceived stress increased PTG) 
 Jobe-Shields et al. (2016) Positive Parenting  - (Non clinically depressed and low clinically 

significant PTS) 

 Wright et al. (2007) Benefit Finding 0 (No association PB with lower depression) 
Spiritual Bux et al. (2016) Emotional coping + 

 Diab et al. (2018) PTG and PTC 0 (Mothers PTG could not protect child’s 

emotional and sensorimotor development, 
protected weight gain). 

  Hartley et al. (2016) PTG-Qualitative Methods + 

 Wright et al. (2007) Meaning Making and Benefit 
Finding 

+ 

 Taku (2011) PTG + (Some growth) 

 Wright et al. (2007) PTG - Recovery + 
Self-compassion McMillen et al. (1995) Perceived Benefit Rating + (SC mediates PTG) 

 McGillivray et al. (2018) PTGI + 

 Scoglio, et al. (2018) Recovery from Trauma and PTSD + 
Hope Baxter et al. (2017).  ACE - (Higher ACE the lower Hope) 

 Bux et al. (2016) Emotional coping 0 (Acceptance only, no hope was reached) 

  Katz (2016) Recovery + 
Positive Re-

appraisal 

McMillen et al. (1995) Perceived Benefit Rating + (PR mediates PTG) 

 Pidgeon et al. (2018). PTG-PTGI + 
Optimism Katz (2016) Recovery + 

Self Esteem Banyard et al. (2002) Self-Care: Parenting Outcome + (Self-care predicted parenting outcomes) 

 Banyard et al. (2003). Self-Care: Parenting taking care of 
one’s own needs 

+ 

 Johnson et al. (2014). Parenting Self Esteem Satisfaction 

and Parenting Self Efficacy 

+ 

 McMillen et al. (1995). Perceived Benefit Rating + (PB as a pathway to achieve self-esteem) 

 Wright et al. (2007). PTG-Recovery + (Personal growth associated with recovery) 

Resilience Scoglio et al. 2018 Recovery from Trauma and PTSD + 
 Wright et al. (2012). Recovery and Resilience + 

    

 

Note. The “+” indicates a direct and statistically significant relationship; the “-” represents the relationship is an 

inverse and statistically significant relationship; and “0” indicates no statistically significant relationship. 
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Correlates of Post-traumatic Growth  

 The results of these 21 studies were synthesised into correlates of PTG. Significant 

positive associations between PTG, time since trauma, severity of trauma, and intrafamilial 

trauma were found to be associated with greater PTG. Medium, significant, and positive 

associations between PTG and positive appraisal, spiritual growth, self-compassion, and hope 

were found in this SLR. Additionally, the current review found that PTSD, depression, 

anxiety, and quality of life suggested an inverse relationship with PTG.  

Post-traumatic Growth and Positive Parenting Changes 

McMillan et al. (1995) reported in a study of women who had experienced sexual 

abuse as a child that 47% were able to find a perceived benefit of the trauma. Parents reported 

experiencing both positive and negative responses to post-traumatic changes, with most 

indicating positive parenting changes as a result of their CSA (Fava et al., 2016). Hartley et 

al.’s (2016) findings supported previous research that higher rates of PTG were experienced 

in survivors of CSA perpetrated by a family member as opposed to a stranger (Lev-Wiesel et 

al., 2004), and in women as opposed to men (Vishnevsky et al., 2010).   

PTG involved making sense of the abuse and learning to relate to oneself in new ways  

 by acknowledging personal positive aspects as they moved from positions of denial, guilt, 

shame, self-blame, and disgust to a position where they could recognise their personal 

achievements, see their own positive qualities, soothe themselves, and rationalise or reject 

self-criticism. Higher levels of self-blame following sexual abuse have been associated with 

increased psychopathology and poorer PTG in comparison with those who assign blame to 

the perpetrator or indeed those who blame no one (Feinauer & Stuart, 1996; Ullman, 2014). 

Fava et al. (2016) found that parents reported both positive and negative changes following 

CSA. A factor indicating concern for the wellbeing of parents was that they reported 

experiencing parenting PTG but not their own individual PTG suggesting parents are focused 

onto their child not their own recovery. 

Parent-child relationship. The parent-child relationship was investigated in eight 

studies (32%) that highlighted caregivers as the primary catalyst in the child’s recovery (Bux 

et al., 2016). Instiling a sense of safety for healthy child development has proven difficult 

when the parents’ beliefs about themselves as trusted parents become violated, as they 

experience vicarious traumatisation (Pearlman & Mac Ian, 1995), heightened depression, and 

PTSD (Davies, 1995; Ellio & Carnes, 2001).  

PTG parent-child impact. PTG was analysed by less than half the studies (n = 9). One 

study showed that PTG of the parent was unable to protect children from the effects of trauma 
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(Diab et al., 2018). The researchers, therefore, recommended parents be the target of attention 

to be empowered with how to care for their children’s recovery. Parents have been found to 

receive less support than the child victims (Li et al., 2012), and severity of trauma has been 

positively correlated with PTG levels (McFarland & Alvaro, 2000). This result may be 

explained by the direct impact of abuse on the child potentially being more severe than the 

vicarious trauma experienced by parents.  

Factors of PTG 

Positive Re-appraisal 

Two studies (McGillivray et al., 2018; McMillen et al., 1995) found positive appraisal 

was a significant predictor of PTG. Positive re-appraisal has already shown to be central in 

many theories of emotion regulation including Lazarus and Folkman’s (1984) transactional 

model of stress and coping, which postulates that stressful events can be re-evaluated as 

opportunities for meaning or growth through positive re-appraisal. It also supports Prati and 

Pietrantoni’s (2009) metanalysis which proved that positive reappraisal was a significant 

predictor of PTG in a mixed trauma sample including CSA.  

Self-compassion 

Three studies concerning self-compassion reported a strong association between self-

compassion and PTG (McMillen et al., 1995; McGillivray et al., 2018; Scoglio et al., 2018). 

Self-compassionate mothers have been found to experience PTG due to their ability to accept 

the trauma, interpret new meaning, and reinterpret the event in positive light (Neff, 2003; 

Tedeschi & Calhoun, 2004; Wong & Yeung, 2017). 

Resilience 

Two studies found that resilience was a predictor of PTG (Scoglio et al., 2018; Wright 

et al., 2012). A systematic literature review and meta-analysis (Chamberlain et al., 2019) 

similarly assessed mother and child dyads of 30 studies of parents with and without history of 

child maltreatment and found resilience was a protective factor of PTG. The current review 

found that proximal protective factors that arose were positive parent-child interactions, 

parent satisfaction, positive parenting attitude, secure attachment, and less harsh parenting. 

The distal protective factors were found to include resilience, financial ability, social support, 

counselling, volunteering, meditation, self-care, attachment, parent training, access to 

resources, low external locus-of-control, and being less ridged. In the metanalysis Bethell et 

al. (2016) found that parents without resilience and multiple ACEs had children with greater 

Emotional, Mental, and Behavioural (EMB) difficulties. Resilience was almost two times 
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greater among children with EMB and multiple ACEs when parents reported less parenting 

stress and more engagement in their children’s lives.    

Meaning-making 

Five studies evaluated meaning-making and five out of the six found a significant 

relationship with PTG. Five studies found meaning-making to be a statistically significant 

factor in promoting PTG (Chamberlain et al., 2019; Fava et al., 2016; Hartley et al., 2016; 

Katz, 2016). One study found no relationship with PTG as per most models of PTG; however, 

the study found that the child’s recovery influenced the parent’s recovery (Cummings, 2018). 

Parent’s incorporation into treatment for childhood trauma may provide a way to maximise 

the child’s healing and address the parent’s unique needs.   

The value of constructing positive meanings in addition to acceptance or re-appraisal 

of negative PTCs has been proposed to be a valuable component of parenting programs, 

especially for those maltreated by parent figures and multiple maltreatments (Fava et al., 

2016). Despite Hartley (2016) finding meaning-making was important for experiencing PTG, 

there was little evidence on the shattering of assumptions following abuse rather than 

incorporating trauma information into their assumptive beliefs about themselves, others, and 

the world. Growth appeared later in life through non-traumatic challenges to their old belief 

systems through new healthy relationships, having children, writing, therapy, music, and new 

careers.  

Social Support 

The relationship between social support and later PTG development was investigated 

by nine studies. Seven studies reported a direct relationship (Banyard et al., 2002; Hartley et 

al., 2016; Hiebert-Murphy, 2000; Katz 2016; Miller-Graff et al., 2018; McMillen et al., 1995; 

Wright et al., 2007). Two studies found no relationship between social support and PTG, 

while approach coping seeking social support and problem solving facilitated cognitive and 

emotional acceptance of the trauma.  

Social support did not act as a protective factor reducing psychological distress for 

parents or their children who had reported experiencing child abuse (Diab et al., 2018; Hebert 

et al., 2007). Despite considerable similarities to other trauma populations, the role of 

relationships with others as a facilitator of growth differed somewhat from existing 

conceptualisations of PTG (e.g., Joseph et al., 2012; Tedeschi & Calhoun, 2004). The mothers 

referred to their experiences of growth through relationships with others, including their 

relationship with their own children, friends, partners, therapists, and other CSA survivors. 

Within these relationships, key processes included learning to assert their own needs and take 



170 

 

control in relationships as well as to separate themselves from relationships that were harmful. 

New relationships offered a space to learn about love, explore their sexuality, and learn how 

to feel differently about themselves in relation to others (Hartley et al., 2016; McMillen et al., 

1995). The effect of negative reactions of others and lack of support confirmed that NOPs are 

invalidated for speaking up for their children that have increased self-blame and 

psychopathology (Hong & Lishner, 2016; Ullman et al., 2007).  

In most other traumatic events, positive social support can serve as a protective factor 

(Maheux & Price, 2016; Schumm et al., 2006), yet sexual abuse with its stigma and silencing 

appears to not play a role in the recovery process. Therefore, psychologists may hold a unique 

and important opportunities for families to offer support and create new relational templates 

to increase clients’ openness to receiving compassion from others, as well as themselves 

(Gilbert & Procter, 2006). 

Hope 

Three studies on hope and PTG displayed mixed findings. Katz (2015) 

found that parents’ and children’s hope manifested through creating conditions of safety. 

Mothers who had continued contact with the perpetrator continued to exacerbate the physical 

and mental health of the mother and child (Katz, 2016). Only once safety was established 

could mothers and children regain the ability to recognise DV and abusive behaviours to 

enable the emotional capacity and confidence of themselves as good parents to arise (Radford 

& Hester, 2006). Bux (2016) found that parents could only reach acceptance of their child’s 

abuse; hope for their child’s future was not achieved and did not reach clinical significance. 

Bux et al. (2016) consistent with Collings (2009) and Waterhouse (2008) found that 

caregivers find it difficult to find justice and incarceration of the alleged perpetrator and have 

difficulty protecting their child by medico-legal professionals. Many find themselves in 

poverty, and ostracism, that serves to heighten PTSD and lower hope. 

Baxter et al.’s (2017) research noted that caregivers who had been sexually or 

physically abused reported higher ACE scores and had lower dispositional hope, suggesting 

GPs, and practitioners begin screening for ACE scores in caregivers with children who have 

been abused because of the negative relationship observed between abuse, ACE, and hope. 

Those who were physically and sexually abused scored significantly lower on hope than those 

who did not experience these forms of adverse childhood trauma. However, appropriate care 

and sensitive use of the ACE is recommended. In order to ensure this population does not feel 

hopeless but hopeful, an adaptive pathway to recovery utilising ACE where benefit outweighs 
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any potential harm considering how and when to screen for ACE, yet not leaving trauma 

enquiry amiss is required. 

Cognitions 

PTCs of the populations sampled was found to be equally divided. Two of the four 

studies found a positive association between PTG and parenting satisfaction. Two studies 

reported no association between PTCs and PTG with approach coping found to not act as a 

traditional protective factor (Bux et al., 2016; Hebert et al., 2007). Hebert et al. (2007) found 

that mothers of children who had experienced intrafamilial abuse reported higher levels of 

clinical distress, and furthermore, that more than half of the mothers reported clinically 

significant distress and had experienced CSA, and 1 of 4 had experienced DV. An unusual 

finding from this current review was that PTCs were found to protect the mothers’ mental 

health but were not a pathway able to protect infants’ stress regulation (Diab et al., 2018). Use 

of emotion focused coping was also found to be of more value rather than problem solving 

coping in the study conducted by Bux et al. (2016). Emotion coping is generally associated 

with poor outcomes; however, as caregivers are often unable to help their children and face 

inadequate legal support, their attempts at problem focused coping only exacerbates their 

distress.  

Spiritual growth 

Most studies (five of the six) found significant positive relationships between spiritual 

growth and PTG. Only one reported an inverse relationship between spirituality and PTG 

(Diab et al., 2018). 

Self Esteem 

Five studies investigated PTG and self-esteem, which reported a direct relationship 

between taking care of oneself and PTG, suggesting that the higher self-esteem led to higher 

PTG and more positive parenting outcomes (Banyard et al., 2002, 2003; Johnson et al., 2014; 

McMillen et al., 1995; Wright et al., 2007). Banyard et al. (2002) found that taking care of 

one’s needs was a protective predictive factor of positive parenting outcomes and perception 

of self as a parent. Childhood sexual abuse or witnessing DV did not predict parenting 

outcomes; however, physical abuse of those in adult DV was significantly related to parenting 

outcomes. Therefore, attending to the parent’s adult and childhood traumas is vital. 

McMillen (1995) reported 47% of the mothers of maltreated and non-maltreated 

children were also sexually abused as children but described experiencing perceived benefits 

(PTG) including self-esteem, reduced relationship anxiety, higher comfort with depending on 

others, and the ability to protect their children and themselves from CSA. These findings 
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suggested that mothers who have experienced sexual abuse as children are not at higher risk 

of their children being sexually abused (Faller, 1989) or experiencing revictimisation 

themselves (Fromuth, 1986; Herman, 1981). Therefore, instead of CSA instiling helplessness 

as previous researchers have indicated, these results proposed that women can be empowered 

by their personal traumatic experiences to take action to protect themselves and their children. 

Discussion 

There are burgeoning studies being conducted on the treatment of trauma, but a 

paucity of research on positive outcomes of trauma, such as PTG, remain. Childhood 

abuse, particularly CSA, has been investigated by many researchers, yet the theoretical and 

clinical interventions for parents affected by complex trauma is only emerging. This 

current research has identified that intergenerational complex trauma remains with a 

paucity of research on mechanisms of recovery. This systematic review has identified and 

synthesised the protective factors in parents affected by CSA. PTG requires further 

research to better understand the factors and mechanisms of PTG specific to this parent 

population. 

Globally, this review has found that parents experience both negative outcomes 

including PTSD alongside positive outcomes such as PTG. Further understanding of the 

mechanisms of PTG in NOPs require early identification and treatment by doctors as the 

parents’ recovery may hold the key for the child’s and the parent-child relationship 

recovery (Letourneau et al., 2007). Children with parents who have PTSD and or 

depression display high levels of over parenting, over involvement, and role reversal 

construing problematic parenting behaviours (Jobe-Shields et al., 2016), which have been 

correlated with PTSD symptoms (Zerach et al., 2012). Furthermore, the universal 

experiences reported by NOPs faced by difficulty in seeking justice supports the urgent call 

for the improvement of medico-legal services for child survivors and their NOPs (Butz, 

2016).   

This systematic literature review synthesised all of the current research related to 

parents of children who have experienced complex trauma. Parents have more often than 

not also experienced their own complex trauma indicating a need for further therapeutic 

approaches to be incorporated into current theoretical models of PTG and interventions to 

support this client group. Consistent with prior research, Banyard et al. (2003) found that 

childhood trauma can be linked to later risk of re-traumatisation as an adult. The 

researchers suggested that CSA may be a distal risk factor increasing a proximal risk of 

adult trauma such as intimate partner violence, which holds implications for parenting. 
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Whilst there are many interventions designed to help children recover from trauma, 

emerging evidence of the value of PTG and complementary integrative methods such as 

mind-body supports complementing cognitive-based interventions that specifically targeted 

NOPs are warranted. 

Limitations and Future Directions 

Despite the benefits of this SLR, these results are limited by their generalisability. The 

studies included only represented the parents of children who have disclosed abuse or parents 

who have disclosed their own childhood abuse. It is difficult to determine if those who have 

not self-reported need to be included in research, as it is difficult to generalise that these 

factors would assist parents who have not been able to disclose their abuse. Longitudinal 

designs would aid the elimination of potential use of retrospective self-reports containing 

recall bias; however, CSA survivors have shown to have good recall and consistency over 

time point differences (Cammack et al., 2016).  

Measures of PTG or positive growth remain a challenge for researchers in this field to 

standardise measures of trauma recovery (Cummings, 2018). All of the definitions of PTG 

included in the scope of this review however may not be considered as growth in other 

studies, causing potential biased results. This calls for further standardised definitions of 

growth and recovery from complex trauma. Some studies combined all types of traumas into 

a single study, which may have masked the true nature of PTG for CSA parenting trauma 

alone. The heterogeneity of the subgroups for many studies was high (two studies included all 

traumas together) limiting factors within subgroup analysis to explain the heterogeneity of 

PTG in various studies. Subgroup analysis involving further protective factors were excluded 

from this as the included studies did not provide adequate PTG information for some factors.   

Notably, as previously indicated, 56% of the studies included did not use validated 

measures of PTG or benefit finding, and only two studies indicated the growth status of the 

children. This highlights the need for researchers in complex trauma to use validated 

measures to improve study rigor and allow for future SLR and meta-analysis or combined 

datasets.  Many studies did not specify type of abuse, and measured each domain separately 

often combining all forms into their impact on PTG. Further participant segmentation of PTG 

domains not just PTG as a whole, would enable higher quality research that would enable the 

examined outcomes associated with PTG to clearly elucidate the mechanisms that may 

underlie these associations in the parent and child.  

A significant limitation of what current research indicated was the lack of diversity of 

countries in which this research was conducted. The United States of America conducted 14 
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of the 21 studies, limiting the generalisability to other countries. Most of the studies reported 

type of abuse as sexual, which may also affect the generalisability of this data to other forms 

of trauma, yet research has indicated that type of abuse does not influence PTG, and PTG 

scores were similar to other trauma populations (Shakespeare-Finch & de Dassel, 2009). 

Finally, most of the participants were mothers, limiting generalisability to fathers.  

The major limitation is the relative dearth of published work on positive responses to 

psychological trauma among parents. It is noted that there are other potential factors of PTG 

for example age, sex, socio economic status, time since event, stressor characteristics, life 

satisfaction, global distress, positive and negative affect, that may also be related to positive 

changes. However, as Helgeson et al. (2006) included these in a meta-analysis, they were not 

further accounted for in this literature review. 

Many individuals not only cope with traumatic after-effects but also engage in healing 

(PTG; Calhoun et al., 2000; Koss & Hoffman, 2000). Identifying protective factors that 

enable PTG is important as there is a need to develop models of recovery that guide how to 

facilitate strengths as well as reduce negative symptoms in order to pioneer CPTSD 

interventions. Therefore, incorporating factors that facilitate PTG in NOPs may also be 

developed as a result of the struggle of the traumatic aftermath.   

Conclusion 

Empirical research on the negative effects of complex trauma is important, yet little is 

known about adaptive outcomes from complex trauma. As CSA remains an epidemic public 

health concern, and frameworks consider that the mother-child relationship as central to 

healing, empowerment, and resilience for the child’s prevention and recovery (Burrill, 2015; 

Mapp, 2006), future research is needed to identify protective correlates of post-traumatic 

growth (PTG). The purpose of this study was to systematically review and synthesise the 

literature on PTG in NOPs of children who have experienced sexual abuse and complex 

trauma, by examining its various definitions, assessment tools, and main psychological 

correlates. Given the central role of parents in supporting the child’s recovery, this paper is 

the first to systematically review the existing literature on the factors associated with PTG in 

NOPs. The review was conducted utilising peer reviewed articles in pertinent databases 

(PsycINFO, Scopus, Ovid MEDLINE, and Science Direct) on positive outcomes for NOPs 

whose children had experienced sexual abuse. The results of 21 screened studies suggested 

that self-compassion, positive re-appraisal, self-esteem, and resilience were significant 

predictors of PTG. Preliminary, mixed associations were found between PTG and PTSD, 

depression, meaning-making, social support, cognitions, approach coping, spiritual growth, 
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and hope. Most studies (64%) found that non-offending mothers also experienced 

intergenerational abuse. PTG was measured and reported in less than half of the studies 

(42.9%), with the remaining studies reporting on other positive growth outcomes including 

stress related growth, recovery, resilience, and positive parenting outcomes. Some studies 

found correlations between PTG and time since abuse, level of threat, maternal support, and 

age. The findings from this systematic review highlighted the current evidence on factors that 

promote PTG which may help guide the development of complex trauma interventions. 

This systematic literature review of parents of children who have experienced 

complex trauma found that 70% of parents were able to experience positive benefits and or 

PTG whilst also experiencing significant PTSD. Five mechanisms cultivating PTG emerged 

including self-compassion, positive re-appraisal, self-esteem, and resilience. Interventions that 

heal the most vital relationship impaired from interpersonal trauma: the parent-child 

relationship (Klatzkin et al., 2016), remain of national urgency. Parenting in the aftermath of 

childhood abuse remains a struggle for parenting consistency, a factor of vital importance for 

resilience in childhood development and emotional safety in order to secure healthy function 

(Davies & Cummings, 1994). Many mothers struggle (Wright et al., 2005) to build realistic 

positive self-concepts following CSA; therefore, interventions that include positive wellbeing 

and parenting competence (Muzik et al., 2015) may be the key to reinforcing positive 

parenting as a catalyst for greater healing of themselves and their children (Simon et al., 2015; 

Simon et al., 2016).  

Enhancing the diversity of participants, treatment models, delivery types, and 

therapeutic approaches may assist in the identification and implementation of efficacious 

psychotherapeutic interventions and further inform decisions relating to the allocation of 

future resources and funding for interventions for targeting complex trauma. Longitudinal 

research in families affected by CSA would allow for an examination of the predictive 

variables on PTG over the long-term. 

Future research should integrate these complementary and integrative approaches to 

enhance parents’ wellbeing through developing complex trauma interventions that enhance 

PTG. Studies have recognised the importance of social support yet have limited 

representation of any support for parents who remain with unresolved trauma symptoms. 

Expanding potential technologies to better support parents’ access and engagement to health 

services and social support may open effective avenues to growth and recovery in parents. 

The current research and clinical focus have remained on the needs of the maltreated child. 

Considering the risk of complex trauma across the lifespan holds important keys to parenting 
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risk that may be addressed by further researching this study’s determinant of PTG as potential 

mechanisms of PTG.  

Drawing upon these factors, a conceptual model should be developed to determine 

adaptive cognitive cognitions that can facilitate in PTG following complex trauma and to 

develop complex trauma interventions that ensure families’ movement away from dysfunction 

or deterioration toward growth. Despite the devastating effects of child abuse, families may 

have the capacity to rebuild their lives through PTG. For this cause, researchers and clinicians 

should extend future theoretical models to assist the development of clinical interventions to 

assist parents in this population develop PTG.  
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Chapter Seven 

 

Post-traumatic Growth Among Parents of CSA: It’s Relationship to Cognitive Coping 

Strategies, Emotion Regulation Strategies, Self-compassion, and Hope: Path Analysis 

  

Chapter Overview 

To extend knowledge and understanding of the factors that influence the development 

of PTG found in the systematic literature review in Study 3 (Chapter 6), an evaluation of 

adaptive cognitive coping strategies that correlated with PTG are evaluated in Study 4 

through the development of the Intrapersonal Adaptive Cognitive Coping Model of PTG. This 

chapter outlines the conceptual model of healing through the integration of adaptive cognitive 

emotion regulation strategies in order to reintegrate the self. Malleable factors that may 

protect against the development of PTSD including PTCs, emotion regulation, self-

compassion, and hope were examined in their roles to attenuate PTSD and facilitate PTG. 

This study aimed to identify protective factors of PTG that may be suitable targets for use in 

future NOP interventions and whether there were differences in cognitive emotion regulation 

strategies between NOPs with high levels of PTG. The study also aimed to determine if a 

curvilinear or linear relationship could be found between PTSD/CPTSD and PTG. 

Rationale and Objectives 

Despite the struggle to survive a traumatic event, some individuals have been 

recognised to have the potential to rebuild their lives with transformative psychological 

change recognised as PTG (Florian et al., 1995; Frederickson et al., 2003). PTG is important 

as it results in improved wellbeing beyond pre-traumatic states, greater life satisfaction, and 

decreased PTSD over time (Tedeschi et al., 2004; Triplett et al., 2012). More recently, 

researchers have begun to incorporate positive psychological perspectives that examine the 

potential of growth from traumatic experiences (Seligman & Csikszentmihalyi, 2000; 

Tedeschi et al., 1995), yet the research focus has remained on the negative sequelae of trauma. 

Limited research has been undertaken on the protective factors that contribute to PTG (Cadell 

& Regehr, 2003); a scant body of research has examined PTG in survivors of CSA research 

(Lev-Wiesel et al., 2008; McMillen et al., 1995), and only one study has examined PTG in 

NOPs (Louis et al., 2018). As other trauma research has confirmed that PTSD and PTG co-

exist, treatments that focus only on PTSD symptoms may inhibit recovery and guide the 

potential for growth (Shakespeare-Finch & Lurie-Beck, 2014). 
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PTG research has assisted understanding of the existence of positive changes 

following trauma; however, mixed findings remain as to how PTSD and PTG co-occur. 

Elucidating how to incorporate PTG into the development of interventions may help survivors 

move beyond their traumatic experiences (Shakespeare-Finch & Lurie-Beck, 2014). The 

significant correlated factors of PTG identified from the SLR were clinically delineated 

through the development of the Adaptive Cognitive Coping Model of Post-Traumatic Growth 

Model. Research has begun to identify that NOPs whose children have experienced sexual 

abuse may have a trajectory of PTG (Louis et al., 2018). Given that child abuse mostly occurs 

within the family, familial abuse leads to higher levels of PTSD (Lev-Wiesel et al., 2005), and 

secure attachments are a positive mediator between trauma and a child’s recovery (Aberle, 

2002), the present study aimed to investigate PTG variables amongst NOPs. The overarching 

objective was twofold; to examine how various cognitive (PTCs) and adaptive cognitive 

emotion strategies (self-compassion and hope) were related to PTG and PTSD.   

PTSD and PTG symptomology have been found higher amongst survivors who have 

been sexually abused by a family member (Lev-Wiesel et al., 2005). Therefore, the role of 

emotion regulation, self-compassion, and hope were selected due to growing research as 

predictive factors of PTG in other trauma populations in turn predicting PTG were examined 

in order to conceptualise the integration of the traumatic information to be repaired and re-

integrated in the mind and brain to re-integrate and assimilate the self.  

One critical component of PTG is the management of emotion regulation to manage 

the distressing emotions of trauma. Emotion regulation is the individual process that may 

influence emotions (Gross & John, 2003) and can assist in trauma recovery. Most research 

has typically focused on and substantiated the cognitive roles that underlie PTG, such as 

deliberate rumination, and disruption of beliefs (see Tedeschi & Calhoun, 2004). A paucity of 

research remains on how distressing emotions may be utilised to promote PTG for NOPs. The 

event’s traumatic appraisals can result in shame and blame that have shown to increase PTSD 

in this program of research in line with other trauma research (Cromer & Smyth, 

2010; DePrince et al., 2011). However, difficulties with emotion regulation may also be a 

predictor of why and how some individuals can manage or develop PTSD symptoms 

following trauma (e.g., Badour & Feldner, 2013; Powers et al., 2015). The role of low levels 

of adaptive emotion regulation as risk factors of chronic disorders (e.g., Berking et al., 2013; 

Hofmann et al., 2012) and adaptive emotion regulation strategies to improve coping abilities 

with difficult emotions are emerging (Bridges et al., 2004). Therefore, cognitive coping or 

cognitive emotion regulation strategies which are the mental strategies used by individuals to 

https://www-sciencedirect-com.ezproxy.bond.edu.au/science/article/pii/S0145213417300054#bib0070
https://www-sciencedirect-com.ezproxy.bond.edu.au/science/article/pii/S0145213417300054#bib0070
https://www-sciencedirect-com.ezproxy.bond.edu.au/science/article/pii/S0145213417300054#bib0085
https://www-sciencedirect-com.ezproxy.bond.edu.au/science/article/pii/S0145213417300054#bib0030
https://www-sciencedirect-com.ezproxy.bond.edu.au/science/article/pii/S0145213417300054#bib0265
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manage emotionally arousing material (Garnefski, Kraaij, & Spinhoven, 2001; Thompson, 

1991), were the focus of this study. 

One such strategy that has enhanced emotional regulation is self-compassion 

(Heffernan et al., 2010; Neff, 2003a). Self-compassion is the ability to meet one’s struggles 

with kindness instead of disparagement. Self-compassion has shown to attenuate PTSD 

symptoms and shown improvements in recovery (Játiva & Cerezo, 2014; Zeller et al., 2015). 

Individuals exhibiting kindness to oneself have shown to have more adaptive emotion 

regulation strategies than self-critical individuals (Gilbert & Procter, 2006). Given the role of 

self-criticism as a risk and maintaining factor in depression (Marshall et al., 2008). Self-

compassion can be assumed to increase PTG and decrease PTSD by decreasing negative 

posttraumatic cognitions.  

Study findings within this program of research found that maladaptive moral injury 

cognitions of negative self-compassion were a strong, significant predictor of PTSD and 

CPTSD, suggesting the importance of evaluating the impact of self-compassion on PTG. A 

further cognitive emotion regulation strategy is hope. Hope has shown to be a significant 

predictor of PTG in a population of survivors of interpersonal violence with PTSD (Cabral, 

2010).  Although these findings have shown a predictive link between cognitive processes and 

emotional processes, a paucity of evidence remains on their interrelationships and 

contributions to PTG, and the mechanisms by which these factors cultivate PTG remain 

unclear (Gallagher & Long, 2020; Wong & Yeung, 2017).   

Two prominent gaps exist in the literature on CSA and PTG. Firstly, research focuses 

predominantly on children or female survivors but largely ignores NOPs. CSA is distressing 

for the child and the NOPs and may be further compounded by any of their own childhood 

trauma. PTG in parents’ has been a valuable construct to study in other populations such as 

parents whose children have suffered from chronic illness. A study of 126 parents’ PTG 

following their child’s cancer or type I diabetes diagnosis indicated that 62.7% developed 

moderate to high levels of PTG. Mothers and parents of children with cancer reported high 

levels of PTG (Hungerbuehler et al., 2011). A further study on paediatric stem cell transplant 

patients included 14% of parents reporting PTSD, and 39% reported PTG, again with PTG 

higher in mothers compared to fathers (Riva et al., 2014). PTG in NOPs has received limited 

research and warranted further exploration.  

Studies have indicated that parents experiencing PTSD symptomology following their 

child’s sexual abuse suggests recovery trajectories are important. Parents whose children had 

experienced multiple CSA incidents at a day-care in Norway, remained with high levels of 

https://www-sciencedirect-com.ezproxy.bond.edu.au/science/article/pii/S0145213417300054#bib0195
https://www-sciencedirect-com.ezproxy.bond.edu.au/science/article/pii/S0145213417300054#bib0350
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PTSD intrusion and avoidance that correlated with low levels of psychological wellbeing after 

four years (Dyb et al., 2003). Further, Şimşek et al. (2011) found that of 36 parents of children 

who had experienced CSA, 75% of mothers, and 64% of fathers met clinical PTSD levels. 

These findings indicated that evaluating parents in addition to children following CSA is of 

value. The dearth of research into NOPs’ experiences suggests that evidence-based treatments 

need to be designed specifically for the needs of NOPs who may have also experienced 

intergenerational abuse and experienced secondary victimisation of their child’s intrafamilial 

sexual abuse. Secondly, the literature is largely limited to PTSD and depression outcomes, not 

PTG outcomes; no study to date has evaluated the literature on protective cognitive coping 

factors for PTG that may assist recovery. Understanding the factors that influence the shift 

from PTSD to PTG is important for the development of assessment tools, treatment programs, 

and prevention of PTSD that may help NOPs of CSA recover to then help their child’s 

recovery and prevention of future CSA. 

Extant literature has established risk factors for PTSD, while fewer studies have 

examined protective factors such as PTG. It is important to understand protective factors in 

NOPs to buffer the risk of re-victimisation influencing NOPs’ recovery. Emotion regulation 

skills have been shown to positively influence PTG following trauma (Orejuela-Davilla et al., 

2019). Levy-Gigi et al. (2016) also found participants in chronic high stress such as 

firefighters reported higher regulatory choice flexibility levels and lower levels of PTSD than 

those with general emotion regulation deficits associated with PTSD. However, for NOPs 

there may be barriers to developing these skills as they are often not identified as 

experiencing PTSD or CPTSD and have not been treatment targets when their child reports 

experiencing CSA. These pathways of NOPs’ PTCs through the mediating role of emotion 

regulation, self-compassion, and hope as predictive mechanisms of PTG were examined in the 

current study. These adaptive cognitive coping or emotion regulation strategy roles were 

examined in the Intrapersonal Adaptive Cognitive Coping Model of PTG (IACCM-PTG) 

developed in this study. Emotion regulation and self-compassion have shown to mitigate the 

effects of trauma exposure and were grounded on the most prominent models of PTG 

(Tedeschi & Calhoun, 1996; 2004). Most cross-sectional studies investigating the relationship 

between PTG and symptoms of PTSD have not yet found any systematic relationship between 

the two.  

Theoretical Gaps. The current study aimed to examine the potentially protective 

cognitive emotion regulation strategy factors of PTG, as greater levels of disrupted core 

beliefs with PTSD are associated with greater PTG (Shakespeare-Finch & Lurie-Beck, 2014). 
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Little research has been conducted on intrapersonal maladaptive moral injury cognitions that 

underpin disrupted core beliefs of being a good moral parent, and no research has examined 

the positive psychological changes in NOPs following their child experiencing CSA. As 

studies 1 and 2 both found the majority of NOPs had also experienced CSA, and were 

experiencing moral injury, further identifying cognitive emotion regulation strategies that 

may help NOPs cope with these arousing moral injury cognitions was required. Study 1 and 

2’s findings both found maladaptive moral injury cognitions; including distressing 

catastrophising emotions, negative self-cognitions, and negative self-compassion following 

the traumatic event, were resulting in an inability to adaptively-reappraise disrupted core 

beliefs in order to apply self-compassion. Previous research has found that higher deliberate 

rumination and core belief disruption has been linked with higher PTG, yet little research has 

investigated how moral injury cognitions of catastrophising emotions and negative self-

compassion may provide understanding of trauma recovery through the reduction of PTSD, 

CPTSD, and facilitation of PTG.  

PTG has shown to decrease PTSD (Groleau et al., 2013), and facilitate the 

management of cognitive coping, which can down regulate the effects to assist in trauma 

recovery. Therefore, in line with the aims of this study to investigate the role of adaptive 

cognitive emotion regulation strategies of emotion regulation, self-compassion, and hope as 

mechanisms of PTG were examined as potential mechanisms of recovery. Relational 

attachment traumas go beyond the boundaries of PTSD; accordingly, the proposed IACCM-

PTG developed in this research examined the relationships between cognitive coping 

cognitions of PTCs, self-compassion, and hope, and how these factors may cultivate PTG 

outcomes. The model proposed that the protective factors operated cumulatively, contributing 

to the chain of protective factors by influencing outcomes through their impact on other 

variables.  

Post-traumatic Growth  

Notwithstanding the negative sequelae of CSA, research has shown that positive 

results can also be attained. Positive post-traumatic change, referred to as PTG by Tedeschi 

and Calhoun (1996) results from the shattering of an individual’s core schemas that often co-

exists with significant psychological distress. PTG has been defined as positive psychological 

changes that may arise in the struggle in the traumatic aftermath (Tedeschi et al., 1995). PTG 

has been reported to develop within interpersonal relationships, personal growth, and 

philosophy of life with five domains: relating to others; personal strength; spiritual change; 

appreciating life; and new possibilities (Tedeschi & Calhoun, 1996). The negative effects of 
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trauma are well documented, yet emerging research has indicated that some individuals adapt 

and become transformed in deeply positive ways following exposure to trauma (Sheikh, 

2008).  

In child maltreatment research, there have been inconsistent findings regarding the 

relationship between PTSD and PTG (Shakespeare-Finch & Lurie-Beck, 2014). For example, 

a study of adult survivors of CSA found that alongside moderate PTG, 95% of the survivors 

indicated they were also experiencing PTSD. These participants were considered far from 

being impaired but well-functioning (Shakespeare-Finch & De Dassel, 2009). This research 

has indicated that interventions that facilitate PTG may well reduce PTSD and benefit parents 

by decreasing caregiver distress. Further understanding their trauma-specific cognitions will 

improve their ability to support their child’s recovery (Runyon et al., 2014).  

While abusive relationships have shown to impair integrative brain regions, healthy 

relationships with a face-heart connection downregulate the vagal system, promoting 

spontaneous social restoration and feelings of trust and safety required for healing (Porges, 

2015). Parents having their own therapy leads to better outcomes for the child, including 

mitigating against the development of post-traumatic pathology (Cohen et al., 2004; Corcoran 

& Pillai, 2008). As complex trauma often occurs within the child’s caregiving system 

(Wamser-Nanney & Vandenberg, 2013) it extends beyond the confines of PTSD as the 

attachment trauma with the trusted caregiver becomes more deleterious than the traumatic 

event itself (Calhoun & Tedeschi, 2004). Siegel and Hartzell (2003) have suggested that the 

best predictor of a child’s secure attachment was how well the parent made sense of their own 

life. As the parent undertakes this deeper self-understanding underpinning attachment and 

neurobiology functions, it seems likely that there would be a strong association between 

parents who facilitate PTG and associated PTG in their child. Tsabary (2014) suggested that 

good parenting required the parent to arise to become the most present, awakened, authentic 

self, and identified this as developing a meaningful relationship with their child.  

Louis et al. (2018) examined PTG in CSA survivors and their parents and compared 

findings to other traumatic childhood traumas in current literature. Participants included 

mothers (n = 10) and their children (ages 6-17) following child abuse disclosures and 

assessments in Newark, New Jersey. Parents’ PTG levels were high (M = 43.80, SD = 8.84) 

compared to the children who reported moderate to high levels of PTG (M = 20.70, SD = 

6.20), young children had non-significant results suggesting that PTG does exist among 

families affected by CSA, at similar or higher levels than survivors and parents of other forms 

of child trauma; therefore, this current study sought to better understand PTG in NOPs in a 
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larger sample following their children’s CSA disclosure. Developing PTG in NOPs remains a 

vital challenge for researchers as very few studies have examined interventions developed to 

facilitate PTG (Afifi & MacMillan, 2011). This study aims to bridge this gap.   

Protective Factors of Post-traumatic Growth 

Emotion Regulation and Post-traumatic Growth. There has been little research into 

the impact of emotion regulation on PTG. One study investigated participants who had 

experienced trauma in the past six months. Latent growth curve analyses supported that an 

increase in re-appraisal from low to high subjective stimulus intensities were a predictor of 

higher PTG suggested that those who utilise re-appraisal more intently reported higher PTG. 

These preliminary findings suggested that positive re-appraisal may be a key component of 

PTG (Orejuela-Davila et al., 2019).      

Positive Reappraisal and Post-traumatic Growth. Research has held that positive 

re-appraisal is central for adapting in the traumatic aftermath and precedes personal growth 

(Calhoun & Tedeschi, 1998; Janoff-Bulman,1992). Positive re-appraisal is proactive and 

successful at reframing persistent negative emotions (Thiruchselvam et al., 2011) that change 

long-term meanings of stimulus (Denny et al., 2015), providing adaptive outcomes (Moore et 

al., 2008). Preliminary evidence from growing research has supported that PTG holds 

correlations with the ability to positively re-interpret coping (e.g., Park et al., 1996; Sears et 

al., 2003). For example, Park et al. (1996) confirmed the hypothesis that positive re-appraisal 

was significantly and positively correlated with PTG. Sears et al.’s (2003) results from a study 

of women with breast cancer at early stages of 3 and 12 months post-medical treatment found 

that positive re-appraisal was a pathway to PTG aside from positive mood and perceived 

health at follow ups. Positive re-appraisal has been associated with increased PTG in a study 

of college students (N = 505) where results showed a mindful re-appraisal path could be 

established into models of PTG (Hanley et al., 2017). 

A broadening of positive emotions from self-compassion may allow for positive re-

appraisal, a key component in meaning-based coping to emerge (Garland et al., 2011). 

Mindful self-compassion may enable positive re-appraisal through attentional broadening by 

expanding attention from being fixated on judgmental thoughts and feelings to being able to 

step away and recognise that thoughts are not necessarily factual or fixed (Teasdale et al., 

1995). Although positive re-appraisal involves re-engagement with the stressful event, it 

differs from rumination or avoidance. Positive re-appraisal engages cognitive restructuring 

with a new context to be able to reprocess the traumatic event with an adaptive coping 

strategy (Garland et al., 2009). Positive re-appraisal has already shown to be central in many 
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theories of emotion regulation including Lazarus and Folkman’s transactional model of stress 

and coping (1984) that suggests stressful events can be re-evaluated as opportunities for 

meaning or growth through positive re-appraisal. Gross and Thompson (2006) have also 

found that positive re-appraisal is one of the most significant mediators of transformation of 

experiences (Dekel et al., 2011; Tedeschi & Calhoun, 2004). 

Self-compassion and Post-traumatic Growth. A growing evidence base for self-

compassion therapies has emerged, suggesting that self-compassion is a protective factor 

against PTSD (Gilbert & Irons, 2005; Zeller et al., 2014), yet it remains unknown whether 

self-compassion plays a role in facilitating PTG in NOPs. Self-compassion has also been 

determined as an adaptive emotion regulation strategy for individuals with high levels of 

major depression (Diedrich et al., 2013). The study included 48 participants who met criteria 

for Major Depressive Disorder. Results found that on average self-compassion therapy 

resulted in less depressive symptomology than the wait list condition. This was consistent 

with prior research that has shown that self-compassion is associated with less maladaptive 

depressive symptoms and greater levels of positive emotions (MacBeth & Gumley, 2012; 

Neff & McGehee, 2010; Neff et al., 2007). Findings also suggested that self-compassion was 

as efficacious as cognitive coping strategies of acceptance and reappraisal in the down-

regulation of depressed mood. A self-compassionate ability has also shown to minimise 

depressive symptomology in those individuals at risk of depression (Shapira & Mongrain, 

2010).  

Parents of children exposed to other traumas have found difficulty applying self-

compassion (Gilbert et al., 2011). Many NOPs who have experienced complex trauma may 

also be suffering vicarious trauma from their personal abusive relationship with the 

perpetrator, causing an emotional disconnection with their child (Koenen et al., 2003) that 

will inhibit the development of PTG. Lowered self-compassion levels have been associated 

with lower levels of mindfulness and higher levels of self-criticism in other trauma 

populations (Gilbert et al., 2011, 2012). Therefore, NOPs prioritise the treatment of child 

abuse as they need to overcome self-criticism and low levels of self-compassion to be a 

source of comfort and support required for their child’s recovery. If parental support is a 

mediating factor influencing how children adapt to complex trauma, and one hour of therapy 

a week is difficult to remove the accumulated years of threat (Perry, 2009), developing 

focused efforts on NOP recovery is important for them to be able to help their children’s 

recovery.  
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Self-compassion and Mindfulness. Mindfulness has been viewed as a pre-requisite to 

developing self-compassion, as it involves a shift about how one thinks and acts in situational 

crises (Carroll, 2016). An adaptive trait and coping strategy that enables individuals to rebuild 

a nurturing environment to flourish again is self-compassion (Biglan, 2015). Self-compassion 

has found to contribute to one’s ability to resolve the internal conflict of distressing 

ruminations and is defined by Neff (2003) as relating to constructs of mindfulness, kindness, 

and shared humanity. Parents of children who have experienced childhood trauma may 

struggle to find relief from guilt, shame, isolation, condemnation, and fear for themselves and 

their children’s safety. Garland (2009) believed that ongoing shame and guilt may be related 

to damaged attachment systems as shame limits the ability for an individual to respond to the 

threat affect regulation system that overpowers their internal and external world. Self-

compassion therapy has recently demonstrated benefits for its ability to reduce criticism and 

shame from early childhood memories (Kaufman, 1989; Schore, 1998), subsequently 

deserving further investigation in this population.  

Research has suggested that a child’s wellbeing with optimal attachment goes well 

beyond the mere preservation and need for a sense of safety (Schore, 2000). A mother’s love 

has shown to be instiled through her ability to downregulate her child’s negative emotions and 

to up-regulate her child’s positive emotions. A child who has experienced abuse may result in 

an inhibited ability to express mutual love even for the protective parent, resulting in anger 

and reactive attachment as the protective parent to the child, subconsciously, was unable to 

keep the child safe. Mutual love is hidden by defences and protective mechanisms causing 

repressed and disassociated love, which can inhibit limbic nuclei development and cause 

attachment ruptures (Joseph, 1996).  

Parents whose children have experienced sexual abuse particularly may be feeling 

high levels of moral injury cognitions that include self-criticism and shame, highlighting self-

compassion as a valuable therapy for trauma interventions (Van der Hart et al., 2006). Parents 

may struggle with finding safety in their relationships with their children and mindful 

compassion may help shift self-blame to rebuild a loving and safe relationship with their 

child. Parents may experience reduced psychological distress and a compassionate mind that 

will enable them to see similarities of humanity with others and enable them to reconnect 

wholeheartedly with their child. The generation of self-compassion has been suggested as a 

valuable therapeutic target that may protect against post-traumatic pathologies in student 

populations (Leary et al., 2007) and clinical populations (Gilbert & Procter, 2006). However, 

the population of parents of children who have experienced complex trauma has not yet been 
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examined whether self-compassion can be exhibited and whether it relates to PTG. 

 Growing research has suggested that self-compassion has shown to be a protective 

factor that facilitates PTG and improves how individuals interpret negative events in more 

positive ways (Allen & Leary, 2010). Self-compassion has also shown improved emotional 

regulation (Heffernan et al., 2010; Neff, 2003a), improvements in PTSD symptoms in war 

veterans (Dahm et al., 2015), physical abuse (Dahm et al., 2015), and natural disasters (Zeller 

et al., 2015). Self-compassion has been established as a protective factor that assists in the 

recovery of victims of sexual assault (Seligowski et al., 2015). Self-compassion has shown to 

be associated with less self-engagement and experiential avoidance (Sirois et al. 2015; 

Thompson & Waltz 2008). Self-compassion is associated with a greater ability to positively 

reframe cognitions and meaning-making of life (Phillips & Ferguson, 2012). 

Hope and Post-traumatic Growth. Hope is defined as an individual’s cognitive 

determination and resolve to achieve one’s goals through a proposed pathway (Snyder et al., 

2001). Hope is a perceived aptitude to create pathways to achieve goals, and to stimulate 

oneself through action thinking to utilise the desired pathways. The hope theory has been 

compared to learned optimism, self-efficacy, and self-esteem. Higher levels of hope have 

shown improvements in academic function, sporting ability, health, and improved 

psychological function. Hope has been shown as a useful construct to help people to pursue 

their goals. Hope may be related to the development of PTG (Snyder et al., 1991). Snyder’s 

theory of hope is well established among positive psychology as one of the most prominent 

character strengths believed to influence individuals’ responses to traumatic life events that 

enable them to continue to strive for their goals (Snyder, 2002). Hope is described as the 

positive emotional state of individuals’ assessment of their ability to develop strategies 

towards their goal and apply mental resources to follow through (Aspinwall & Leaf, 2002; 

Cheavens et al., 2006; Feldman & Snyder, 2005; Gallagher & Lopez, 2009; Lazarus, 1999; 

Lloyd & Hastings, 2009; Menninger, 1959). Hope has been identified to contribute to the 

psychological strengths and improvements in health behaviours, psychological, social, and 

physical growth (Chang & DeSimone, 2001; Cotton et al., 2009; Feldman et al., 1995). 

Experiencing hope has shown to be an important target for intervention for facilitating PTG in 

parents of children who have cancer (Hullmann et al., 2014), parents caring for children with 

disabilities or other chronic illness (Truitt et al., 2012); parents of children with intellectual 

disabilities (Lloyd & Hastins, 2009), and parents of children with type 1 diabetes (Mednick et 

al., 2007), but none have examined the relationship between these protective factors of PTG 

among parents of children who have experienced complex trauma.  



187 

 

Posttraumatic Growth and Posttraumatic Stress Disorder  

One of the most common mental health sequelae of child abuse experienced by 

children and their parents is PTSD (McLaughlin et al., 2012). Protective parents exposed to 

their child’s trauma are especially vulnerable to PTSD, negatively impacting parenting 

behaviours in the parent child relationship (Salloum et al., 2015). The relationship between 

PTSD and PTG has been reported to co-exist with negative and positive symptoms and 

perceptions of the trauma (Calhoun & Tedeschi, 2014; Kleim & Ehlers, 2009; McGillivray et 

al., 2018; Solomon & Dekel, 2007). Actively searching for the existence of growth amongst 

the distress enables individuals to restructure the tragedy alongside the personal strengths they 

have cultivated that have allowed them to overcome their adversity (Shakespeare-Finch & 

Lurie-Beck, 2014). Research has established parents’ central role in providing a nurturing 

environment in which a child recovers as either mitigating or intensifying the psychological 

symptoms of the child’s recovery (La Greca et al., 2002). It is recommended that further 

research is conducted beyond PTSD to find an adequate understanding of how to successfully 

support the caregiver’s health post-trauma. Latent class analysis is a person-centred clustering 

approach that groups people to show the prevalence and impact of different group 

combinations with the potential to target specific patterns and helps further understanding on 

the mechanisms of the group in predicting outcomes.  

PTCs and Post-traumatic Growth  

The most recent study on the relationship between dysfunctional PTCs and 

interpersonal traumas was conducted by de Haan et al. (2020). The sample included 113 

parents as well as children and adolescents aged 6 to 17 years who had experienced sexual 

abuse. Results indicated that the parents’ PTCs positively predicted higher levels of PTSD 

and depression in their children after interpersonal trauma in line with Hiller et al. (2018). 

Similarly, children’s dysfunctional cognitions positively predicted child PTSD and depression 

moderately to strongly. The model accounted for 47.2% (R2 = 0.472, p < .001) of the PTSD 

depression in their child 60.2% (R2 = .602, p < .001), and 12.3% (R2 = 0.123, p = .093). These 

findings were consistent with the Transactional Model of Coping with Trauma (Landolt, 

2012) that has shown parental responses to trauma play a significant role in their children’s 

trauma adjustment. Parents with their own trauma history are at greater risk for the 

development of negative PTCs that may impact the child’s psychological symptoms.  

Themes of esteem, power, intimacy, and trust have also exhibited strong correlations 

with PTSD symptoms (Owens & Chard, 2001; Wenninger & Ehlers, 1998). Additionally, the 
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worthiness of self, beliefs of safety, and power also predicted PTSD symptom severity 

(Owens & Chard 2001). Sexual abuse has shown to be related to being stuck in guilt (i.e., 

Briere & Runtz, 1988; Resick et al., 2002; Vaile Wright et al. 2010; Wenninger & Ehlers 

1998). Guilt may be experienced, as survivors internalising some of the responsibility, which 

is often confirmed by the absence of support and understanding from others (e.g., Ullmann & 

Peter-Hagene, 2014). The subjective appraisal of the trauma is considered as more important 

in trauma recovery than the traumatic event itself (Calhoun & Tedeschi, 1998; Janoff-

Bulman,1992). Therefore, further understanding the impact of the fractured self-identity of 

NOPs is important. A meta-analysis conducted by Trickey et al. (2012) found that appraisals 

such as guilt (Kletter et al., 2009), control (Zhang et al., 2014), and dysfunctional cognitions 

of global vulnerability (Bryant et al., 2007; Mitchell & Dyer, 2017) significantly increased 

PTSD. Exploring what other appraisals may be affecting the trauma of NOPs are important, 

as an abundance of empirical evidence has highlighted their influence on PTSD (Ehring et al., 

2006; Meiser Stedman et al., 2009). 

Continuum Relationship between PTSD and PTG 

Tedeschi and Callhoun (1996) termed PTG as the potential to develop in positive 

ways following a traumatic event. PTG has been associated with attaining resilience and 

personal strength following the struggle through a traumatic event (Hyatt-Burkhart, 2014), 

and new sense of life appreciation (Barrington & Shakespeare-Finch, 2013). It is also 

necessary to further understand whether PTSD, CPTSD, and PTG co-occur in this population 

to further CPTSD intervention research that will guide how to facilitate strengths as well as 

the reduce negative symptoms when developing pioneering CPTSD interventions.  

The relationship and continuum position of PTSD and PTG in other trauma 

populations has shown mixed findings. It has been held that it is the distress that initiates PTG 

(Hykatt-Burkhart, 2014) because of the search for meaning from the trauma. Some research 

has argued that PTG does not discount the distress but PTG and psychological distress can co-

occur (Manning-Jones et al., 2015). Park and Folkman’s (1997) theory of Integrated 

Meaning-making have suggested that PTSD and PTG co-occur when individuals experience 

distress that does not match their current world view. This inaptness forces individuals to 

search for a meaning that reduces the incongruity between their new world view and their 

prior world view.  

To date, research has mostly confirmed a relationship between PTSD and PTG; some 

studies have supported a linear relationship (e.g., Calhoun et al., 2010; Kleim & Ehlers, 2009; 

Solomon & Dekel, 2007), and some studies have found a curvilinear relationship. A 
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curvilinear relationship produces PTG in an increased linear fashion with PTSD to a point 

where PTSD symptoms are too severe they cause a decrease in PTG and the relationship then 

becomes negative (Shiri et al., 2008a).   

It has been argued that dysfunctional cognitions evolve when an individual’s pre-

traumatic schemas are challenged by a traumatic event. A certain amount of distress causes 

difficulty assimilating the trauma that develops PTSD if it is unable to be overcome and 

assimilate their traumatic experience into their old schema (Foa & Rothbaum, 1998). Results 

of the systematic literature view in Study 3 were inconsistent with some studies finding no 

significant relationship between PTSD and PTG (Diab et al., 2018), yet dishonored 

expectations and schemas were found to ultimately lead to PTG (Cummings, 2018). It is 

therefore the meaning that may be critical to people’s adjustment to trauma. Beliefs about the 

self and the world have been proposed to have implications for beliefs about how controllable 

and understandable the world may be (Janoff-Bulman, 1989). Generally, individuals have 

beliefs that the world is a good place and positive outcomes occur more frequently than bad 

events (Janoff-Bulman, 1989). Beliefs about the self includes a belief of oneself worthiness 

and being a moral person (Taylor, 1983) competent, and worthy of love (Catlin & Epstein, 

1992). Often people believe they are in control of their destiny and have an exaggerated sense 

of their ability to control their world and minimize unfavourable events (Janoff-Bullman, 

1992; Thompson, 1991). The beliefs of others about themselves also demonstrates their 

trustworthiness and valued relationships with other’s increase perceptions that things will be 

favourable (Scheier & Carver, 1993). Global meaning is said to accumulate through life 

experiences (Catlin & Epstein, 1992).  

Sexual abuse victims have shown to place less belief in the benevolence of the world, 

believed themselves to be less worthy of love, and placed less value on relationships (Catlin 

& Epstein, 1992). CSA can cause NOPs to question the viability of their global world views 

and views of themselves (McCann & Pearlman, 1990; Thompson & Janigian, 1988). In order 

for individuals to accommodate the stressors of life, without interpreting traumatic events 

consistently with their pre-existing global beliefs requires flexible interpretations (McCubbin 

et al., 1993; Park & Cohen,1992). Individuals maintain their beliefs by interpreting situations 

in ways that are consistent with their pre-existing global beliefs. If NOPs primary appraisal is 

that they must have been a bad parent, and their secondary appraisal of what can be done is 

limited, they find coping difficult because this causes cognitive dissonance and loss of control 

(Epstein, 1991). NOPs are finding their global beliefs are incongruent with the meaning 
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appraisal of CSA that causes distress and it is the attempt to alleviate this stress that may 

facilitate meaning making and PTG.  

The Park and Folkman (1997) framework of understanding global and situational 

meaning has proposed that when meaning-making can adapt the meaning appraisal to 

assimilate into the pre-existing global meaning or change their beliefs to accommodate the 

event is where positive reappraisal occurs otherwise rumination would continue (Clark et al., 

1991; Janoff-Bulman, 1992; Tait & Silver, 1989).  It is difficult to find meaning in CSA 

therefore, the shattering of a person’s global beliefs must be rebuilt and change an 

individual’s belief system or goals to steer development of a new world model. Severe trauma 

survivors have designated themselves as being wiser but being sadder (e.g., Epstein, 1991; 

Janoff-Bulman & Timko, 1987). Schaefer and Moos (1992) found that personal growth comes 

in the domain through developing new coping skills, improved relationships, and broader 

priorities. 

Shakespeare-Finch and Lurie-Beck (2014) conducted a meta-analysis on the 

relationship between PTSD and PTG in 42 studies (N = 11,469). Their findings confirmed a 

significant linear relationship between PTSD and PTG (r = 0.315, CI = 0.299, 0.331), but an 

even stronger relationship was held by a curvilinear relationship (r = 0.372, CI = 0.353, 

0.391). A stronger relationship was found in children compared to adults and in survivors of 

natural disasters and civilians, but a weak relationship in sexual assault survivors. This current 

study aimed to extend this body of research to investigate a population of NOPs who have 

experienced their own childhood trauma, to determine the relationship between these post-

traumatic outcomes. It was hypothesised that sexual abuse victims have shown a weak or non-

existent relationship between PTSD and PTG because of the complex intrapersonal and 

interpersonal betrayal trauma within CPTSD that may hinder potential for PTG. 

Current Theoretical Models 

The empirically supported theoretical model of PTG was first developed by Tedeschi 

and Calohoun (1995) to assist the clinical application and measurement objectives of 

psychological progressions that lead to growth. The model was essentially a framework of 

growth formulated upon theoretical conceptualisations of coping (Lazarus & Folkman, 1984; 

Scheier et al., 1986), change (Janoff-Bulman, 1992; Schaefer & Moos, 1992), and creativity 

(Strickland, 1989). Tedeschi and Calohoun (1995) laid out principles of growth in a cognitive 

framework with the first three principles based upon schema change as a result of 

reconstructing a positive evaluation of the trauma resulting in growth (Kelly, 1955; Neimeyer, 

1993). Principle four proposed that different trauma types elicit varied growth outcomes and 
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principle five suggested that growth is personality dependant on self-efficacy, hardiness, 

optimism, locus-of-control, creativeness, and flexible cognitions. The final principles required 

the trauma to focus on the narrative story (Tedeschi & Calhoun, 1995) and suggested that 

wisdom is considered the outcome of the growth process. The model has been revised yet the 

central ideas have remained and, have not been adapted for this population.  

PTG is a self-regulation mechanism that biologically adapts to protect oneself from 

distress from trauma. If the individual perceives growth in the aftermath of coping beyond the 

trauma, they can restore the cognitive dissonance to confirm they are strong in overcoming 

their suffering (Ford et al., 2008). Conversely, some have argued that PTG is an outcome of 

coping with the trauma, and view PTG as a supplementary coping process that may result 

without perceived positive growth (Helgeson et al., 2006; Zoellner et al., 2011).  

The Proposed Theoretical Model 

Calhoun and Tedeschi (1999, 2013) have proposed the importance of trauma 

therapists integrating PTG into existing treatment approaches for trauma due to the promising 

impact on wellbeing. Within such a framework, a parent whose child has experienced abuse 

requires the knowledge and skills to adapt and respond sensitively to their own needs as well 

as their child’s. This study aimed to integrate factors influencing PTG into the development 

and evaluation of the IACCM-PTG. The model depicted a transactional approach to 

understanding the interaction of adaptive cognitive emotion regulation strategies that increase 

the probability of PTG. The model aimed to improve the parents’ PTG by understanding the 

role of key protective factors associated with improving PTG.  

The IACCM-PTG model proposed that when a parent utilised self-compassion in the 

moments of distress, it would facilitate psychological flexibility to be able to decentre from 

obtrusive negative thoughts and provide the space for positive emotions to initiate positive re-

appraisal. Positive emotions lead to an upward spiral required to develop personal strengths 

and resources necessary for new meaning to be created in line with the mindfulness to 

meaning theory (Garland, 2015). The IACCM-PTG model further suggests, in line with 

Frederickson’s (1998) broaden and build theory, that the upward spiral of positive emotions 

opens the capacity to improve personal resources necessary for rebuilding recovery.  

The direct effect of self-compassion on PTG has been previously demonstrated in 

other populations. Findings have suggested that self-compassion does not exert an indirect 

effect on post-traumatic pathology; however, a significant, indirect effect has been found on 

symptoms of PTSD and depression via fear of self-compassion not self-compassion (Miron et 

al., 2016). An NOP whose child has experienced abuse is also more likely to subsequently 
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feel self-blame, negative self-belief, and shame (Feiring & Taska, 2005). Therefore, this 

current study’s model will examine factors that may reduce the fear of self-compassion, such 

as positive re-appraisal, and hope as potential targets for intervention. 

This study aimed to simultaneously analyse the indirect and direct effects of the 

relationships of all the hypothesised adaptive cognitive paths to PTG to further understand the 

complexity of the associations between multiple interrelated factors and PTG. The present 

model aimed to examine pathways of parents’ growth from exposure to their child’s CSA 

through the adaptive cognitive coping emotion regulation strategies of PTCs, emotion 

regulation, self-compassion, and hope, as valuable therapeutic targets against post-trauma 

pathology. There has been no development or evaluation of the utility of a model of this 

nature in complex trauma literature to the author’s knowledge. The IACCM-PTG model 

examined the mechanisms by which these adaptive cognitive emotion regulation strategies 

may regulate the handling of emotionally distressing information and facilitate PTG growth 

outcomes within these theoretical frameworks.   

Research Aims and Hypotheses 

The current research aims to develop and evaluate the IACCM-PTG. The model is 

primarily concerned with conceptualising PTG from the perspective of empirically derived 

principles of PTG and emotion regulation theory that involves reprocessing meaning of 

emotional content (Sheppes et al., 2014). The IACCM-PTG model has special relevance to 

parents of children who have experienced sexual abuse, as it postulates that as parents’ PTG 

increases through emotion regulation, self-compassion, and hope, PTG will increase. Parental 

involvement in therapy leads to better outcomes for the child including mitigating against the 

development of post-traumatic pathology (Cohen et al., 2004; Corcoran & Pillai, 2008). The 

aim of this current study was to develop the IACCM-PTG model which depicts the interactive 

influence of positive re-appraisal, self-compassion, and hope in predicting PTG outcomes. It 

was therefore hypothesised that: 

1. Moral injury cognitions would significantly differ between NOPs who reported high 

levels of PTG in comparison to NOPs who reported low levels of PTG. It was 

predicted that the high PTG group would report significantly lower levels of PTCs, 

Negative Self, and Negative Self-compassion, than the low PTG group. 

2. Increases in intrapersonal adaptive cognitive coping strategies including Self-

compassion, positive emotions, and hope would be predictive of increases in PTG, 

whilst PTCs would have a negative relationship and reduce PTG. Such changes in the 
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mediators would report reductions in PTSD symptoms and increases in PTG in the 

mediators (in H1 and H2).  

3. The scores of PTSD would affect the level of PTG, with a curvilinear relationship 

existing between them. 

4. The level of CPTSD would affect the level of PTG, with a curvilinear relationship 

existing between them.  

Method 

Participants 

The sample for this current study comprised 151 Australian NOPs aged 18 to 78 years 

with an average of 45.45 years. Of the included participants, 97.4% were females and 2.6% 

were males. Most participants were in a married relationship 33.8%, and 31.8% were single, 

19.2% divorced or separated, 3.3% were widowed, and 11.3% were never married. Inclusion 

criteria required participants to be NOPs and be a minimum of 18 years of age. Exclusion 

criteria included if they were under 18 years. Voluntary participants were recruited from 

Bravehearts, Be There, and Mercy Services. Table 26 displays other demographic 

characteristic information of participants.  
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Table 26 

Demographic Characteristics of the Participant Profile (N = 151) 

 

Demographic Category  % N 

Employment Status Employed Fulltime  29.8 45 

 Employed Part-time  27.8 42 

 Homemaker  11.9 18 

 Student   4.0 6 

 Not currently Employed   3.3 5 

 Other 23.2 35 

Last Form of Education 

Completed 

Less than Secondary 

School   2.0 3 

 Secondary School 13.9 21 

 

Diploma or Tertiary or 

Technical Degree 47.0 71 

 Bachelor’s Degree 28.5 43 

 Master’s Degree   7.9 12 

 Doctoral Degree   0.7 1 

Child’s Disclosures of Abuse  One 35.8 54 

 Multiple 64.2 97 

Type of Abuse Familial 69.5 105 

 Non-Familial 64.2 97 

Parents Intergenerational Abuse Yes 49.7 75 

 No 50.3 76 

 Familial 57.3 43 

 Non-Familial 42.7 32 

Note: % = %age, N = number of participants 

 

 

Materials 

 Participants were provided with an online questionnaire battery (see Appendix D), 

which included: an explanatory statement, a demographics questionnaire The PTCs Inventory 

(PTCI; Foa & Ehlers, 1999), Cognitive Emotional Regulation Questionnaire (CERQ; 

Garnefski, Kraaik, & Spinhoven, 2001), the Self-compassion Scale Short Form (SCS-SF; 

Neff, 2003), and the Post-traumatic Check List (PCL-5; Weathers et al., 2013), and Adult 

Hope Scale (AHS; Snyder et al. 1991) and Post-Traumatic Growth Inventory, Short Form 

(PTGI-SF; Cann et al., 2010). 

A summary including the number of items, sample items, and internal consistency are 

presented in Table 27.  
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Table 27 

Summary of the Measures Regarding Number of Items for Each Subscale, Sample Items, and 

Internal Consistency for the Current Study. 

Scale Number 

of items 

Sample item Cronbach’s 

alpha 

PTCI 

Negative Cognitions Self 

Negative Cognitions World 

Self-Blame 

33 “I am a weak person” 

 

 

0.93 

0.83 

0.73 

 

CERQ 

Acceptance 

Refocusing 

Refocus Planning 

Positive Re-appraisal  

Putting in Perspective 

18  

“I think I have to accept that this has happened” 

“I think about how to change the situation” 

“I think about a plan of what I can do best” 

“I think I can learn something from the situation” 

“I tell myself there are worse things in life” 

 

0.68 

0.68 

0.68 

0.72 

0.75 

SCS_Self-Kindness 

 

SCS_Common Humanity 

 

SCS_Mindfulness 

 

12 “I try to be understanding and patient towards those 

aspects of my personality I don’t like” 

“I try to see my failings as part of the human condition” 

“When something upsets me I try to keep my emotions in 

balance” 

 

0.58 

0.70 

0.70 

Hope 12 “I’ve been pretty successful in life” 0.64 

PCL-5 20 “Repeated, disturbing, and unwanted memories of the 

stressful experience?” 

0.93 

PTG_F1: Relating to Others 10 “A sense of closeness with others” 0.52 

PTG_F2: New Possibilities  “I established a new path for my life” 0.65 

PTG_F3: Personal Strength  “I discovered that I am stronger than I thought I was” 0.80 

PTG_F4: Spiritual Change  “I have stronger religious faith” 0.66 

PTG_F5: Appreciation of 

Life 

 “My priorities about what is important in life” 0.62 

Note: PTCI = PTCs Inventory, SCS = Self-compassion Scale, PCL-5 = Post-traumatic Check 

List, Hope = Adult Hope Scale, and PTG = Post-traumatic Growth Scale 

 

Demographic Questionnaire. The questionnaire consisted of items designed to 

obtain demographic information relevant to the present study. Participants were asked to 

provide information regarding their age, sex, relationship status, employment status, 

education level, and information about their children’s abuse and their own abuse. Sex was a 

categorical variable, which included the option of either male or female. Type of abuse was 

set to a categorical variable with options to select from including single or multiple 

disclosures, familial or intrafamilial abuse. 

The PTCs Inventory (PTCI; Foa & Ehlers, 1999). See psychometric properties, 

reliability and validity in Chapter 3. 

The Cognitive Emotional Regulation Questionnaire (CERQ-SF; Garnefski et al., 

2006). See psychometric properties, reliability and validity in Chapter 3. 

Self-compassion Scale (SCS; Neff, 2003). See psychometric properties, reliability 

and validity in Chapter 3. 



196 

 

The Post-traumatic Check List (PCL-5; Weathers et al., 2013). See psychometric 

properties, reliability, and validity in Chapter 3. 

Adult Hope Scale (AHS; Snyder et al., 1991). The AHS is a 12-item measure of an 

individual’s hope for the future. It measures individual differences involving degrees of hope 

towards improving goal directed behavior. It measures two components: the agency 

component, which measures successful goal-directed determination; and secondly, it 

measures the pathways component of successful goal-directed planning. Higher levels of hope 

involve greater reciprocally derived perceptions of agency and pathways. Participants respond 

with the utilisation of an 8-point scale ranging from definitely false to definitely true. Studies 

have demonstrated acceptable internal consistency, test-retest reliability, convergent and 

discriminant validity in similar populations (Lloyd & Hastings, 2009). Research supports that 

the AHS scores improve predictions of goal-related activities and improved coping strategies 

beyond other self-report measures.   

Post-Traumatic Growth Inventory, Short Form (PTGI-SF; Cann et al., 2010). 

The PTGI-SF is a short-form version (10 items) of the original PTGI (21 items) that assesses 

how much participants have grown positively from their struggle with a traumatic experience. 

Scores can range from 0 to 50, with higher scores indicating greater levels of positive 

evaluation-related growth. Subscales include: relating to others (e.g., “I have a greater sense 

of closeness with others”), new possibilities (e.g., “I established a new path for my life”), 

spiritual change (e.g., “I have a better understanding of spiritual matters”), appreciation of life 

(e.g., “I have a greater appreciation for the value of my own life”), and personal strength (e.g., 

“I know better that I can handle difficulties”). Items are rated on a scale from 0 (did not 

experience) to 5 (very great degree). Previous studies have shown that results on the short 

form are similar to those of the full scale. The scale had strong internal consistency reliability 

in our sample (α = 0.87). 

The PTGI (Tedeschi & Calhoun, 1996) measures positive outcomes that may occur 

following a traumatic event. It comprises items assessing five dimensions of growth: personal 

strength, relationships with others, appreciation of life, new possibilities and changes in 

religious or spiritual growth. Respondents indicate the degree to which each statement applies 

to them as a result of experiencing the trauma on a 6-point Likert-scale from 0 (not at all) to 5 

(very great degree). Tedeschi and Calhoun’s development of this scale indicated a high 

degree of internal consistency with Cronbach’s alpha coefficient α = 0.93. The PTGI has 

shown an acceptable test-retest reliability and construct validity (Shakespeare-Finch & 

Enders, 2008; Smith & Cook, 2004). The PTGI-SF assesses five factors: personal strength, 
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relating to others, new possibilities, spiritual change, and appreciation of life. The PTGI-SF 

consist of two questions for each of the five factors, and complete using a 6-point Likert-type 

scale. The degree of how much each item altered their lives as a result of the trauma ranges 

from 0 (no change) to 5 (very great degree of change) to indicate the (e.g., “I know better that 

I can handle difficulties”). Scores range from 0 to 50. The PTGI-SF Cronbach alpha is 0.89 

and correlated highly with PTGI long form. Internal validity is high and only slightly lower 

than the original PTGI (Cann et al., 2010).   

Procedure 

 Prior to research being conducted, ethical approval was obtained from Bond 

University Human Research Ethics Committee in line with the National Health and Medical 

Research Council’s Guidelines for Ethical Conduct in Research (Australian Government, 

2015) CM03322. A non-probability, convenience-sampling method was used to recruit 

participants through Bravehearts and Mercy Community Services to ensure the integrity of 

the data within these specialist organisations. Participants were directed to the survey-hosting 

website PsychData, which was utilised to administer the explanatory statement, demographic 

questionnaire, and assessment measures. Participant’s anonymity was kept and met the 

inclusion criteria outlined in the participant description section.  

Participants were informed the survey would take approximately 30 to 35 minutes to 

complete. Participants were given an explanatory statement, which detailed the nature of the 

research, data-storage policies, benefits and risks of the current research, researchers’ contact 

details and voluntary participation. Prior to completing the survey, informed consent was 

obtained electronically via a checkbox option. Following this, participants completed the four 

assessment measures to evaluate relevant psychological constructs. As the nature of this 

research involved assessing the impact of children experiencing abuse on the parent, there 

was the potential for experiencing feelings of distress or discomfort. Support lines were 

offered if any participant experienced these feelings.  

Design 

The current study employed a correlational design to evaluate the IACCM-PTG model  

by measuring the relationship between cognitions including PTCs, emotion regulation, self-

compassion, hope, and PTG. The study also performed bivariate correlations. A HMRA was 

conducted prior to a multiple mediation analysis to investigate the predictive amount of 

variance of PTCs, emotion regulation, self-compassion, and hope on the criterion PTG. 

Continuous variables were utilised for all analyses.   
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Results 

Data Diagnostics 

 Prior to conducting the main analyses, the data was screened for data entry errors and 

assumption violations using a visual review of the data file and associated frequency statistics. 

A missing data analysis showed relatively high proportions of missing data on more than one 

scale. Scores of the study scales were low, which is unusual for existing validated scales; this 

may have been due to respondent fatigue and experiencing high levels of distress. 

Approximately 34.5% of participants did not finish items beyond the demographic questions. 

The explanatory statement outlined that NOPs who were experiencing difficulties could 

withdraw at any time.  Due to several whole measures not being completed, it was decided to 

implement listwise deletion of incomplete profiles resulting in a final sample size of 151. 

Table 28 illustrates the number of participants, mean scores, standard deviations, and ranges 

for variables included in the data screening. After addressing criteria violations and missing 

data, the statistical assumptions of the HMRA were assessed.  

 

Table 28 

 

Number of Participants, Mean Scores, Standard Deviations and Range for PTG, PCL-5, 

AHS, PTCI, SCS, and CERQ (N = 151) 

 M SD Min. Max. 

PTG-Personal Strength  6.76 2.49  2.00 10.00 

PCL5_HyperArousal 16.79 5.67 6.00 30.00 

PCL5_Negative Emotions 22.45 6.80 7.00 35.00 

Hope_Total 42.28 12.02 10.00 62.00 

PTCI_Negative Self 66.29 24.77 20.00 128.00 

PTCI_Self Blame 18.11 6.75 5.00 35.00 

SC_Self Kindness 5.71 1.80 2.00 10.00 

SC_ Mindful Self-

compassion 

6.72 1.78 2.00 10.00 

CERQ_Acceptance 7.03 2.85 2.00 12.00 

CERQ_Positive Refocusing  5.16 2.52 2.00 12.00 

CERQ_Refocus Planning 6.95 2.95 2.00 12.00 

CERQ_Perspective 4.69 2.87 2.00 12.00 

Note: N = Number of participants, M = Mean score, SD = Standard deviation, Min. = Minimum, Max. 

= Maximum.   

A summary of the intercorrelations between PTG and adaptive cognitive coping 

measures are presented in Table 29. 
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Table 29 

Summary of Intercorrelations between Posttraumatic Growth and Adaptive Cognitive Coping Measures (N = 151) 

Variable 1 2 3 4 5 

Posttraumatic Growth – Factor 1 Relating to Others -     

Posttraumatic Growth – Factor 2 New Possibilities -     

Posttraumatic Growth – Factor 3 Personal Strength -     

Posttraumatic Growth – Factor 4 Spiritual Change -     

Posttraumatic Growth – Factor 5 Appreciation of Life -     

Posttraumatic Stress Disorder Intrusion 0.09 -    

Posttraumatic Stress Disorder Avoidance 0.04 -0.01 -0.07 -0.05 0.01 

Posttraumatic Stress Disorder Negative Emotions -0.11 -0.14 -0.27** 0.03 0.10 

Posttraumatic Stress Disorder Hyperarousal  -0.06 -0.22** -0.31** 0.04 0.06 

Hope 0.18* 0.36*** 0.44*** 0.10 0.05 

Self-compassion Self-Kindness 0.20* 0.27** 0.31*** 0.80 0.00 

Self-compassion Common Humanity 0.14 0.30*** 0.36*** 0.15 0.11- 

Self-compassion Mindfulness 0.14 0.32*** 0.43*** 0.11 0.09 

PTCs-Negative Self -0.13 -0.23** -0.40*** -0.05 0.13 

PTCs World -0.17* -0.09 -0.21* -0.01 0.27** 

PTCs Self Blame  -0.15 -0.24** -0.38*** -0.06 0.12 

Positive Emotion Acceptance 0.13 0.11 0.25** 0.09 0.14 

Positive Emotion Positive Refocusing 0.05 0.21** 0.30*** 0.02 0.05 

Positive Emotion Refocus Planning 0.13 0.23** 0.25** 0.02 0.20* 

Positive Emotion Positive Re-appraisal  0.24 0.43*** 0.50*** 0.12 0.25** 

Positive Emotion Perspective 0.03   0.14  0.13 0.03 0.07 

Note. Personally Affected = Personally Affected by CSA; Multiple Disclosures = Multiple Disclosures of CSA by their Child. 

*p < .05, ** p < .01, ***p< .001 
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Main Analysis 

MANOVA 

A one-way between-groups MANOVA was performed instead of individual 

ANOVAs to minimise the risk of family-wise inflation error (Tabachnick & Fidell, 2013) and 

investigate the hypothesis that moral injury cognitions would significantly differ between 

NOPs who reported high levels of PTG in comparison to NOPs who reported low levels of 

PTG. The three defined variables of moral injury were PTCs, Emotion Regulation 

Catastrophising, and Negative Self-compassion. The independent variable was measured at 

high and low levels. The PTG data file utilised a median split on the PTGI on the data with a 

cut off score of low PTG (N = 65) participants; scores on PTGI ranging from 0-29 differed 

significantly from high PTG (N = 61) participants; scores ranging from 30-50. The sample 

size was adequate as it had a greater number of cases than dependant variables in all of the 

cells (Tabachnick & Fidell, 2013). Preliminary assumption testing indicated normality, 

linearity, univariate and multivariate outliers, and homogeneity of variance matrices; 

multicollinearity was examined, and no violations were found. Box’s Test of Equality of 

covariance matrices was larger than .001 (p = .157), therefore did not violate this assumption. 

Levene’s Test of Equality of Error of Variances were all greater than .05; this indicated no 

violated assumption occurred. Pearson’s correlations were performed to determine variable 

relationships prior to analysis. Results of the correlations are shown in Table 30.  

 

Table 30 

Summary of Intercorrelations, Uncentered Means, and Standard Deviations (N = 151) 

___________________________________________________________________ 

Variable            1      2          3          4             M  SD 

___________________________________________________________________ 

1. PTCI Negative Self     -       62.05  25.06 

2. CERQ Catastrophising 0.14        -         5.85   2.35 

3. Negative Self-compassion 0.75***  0.118          -                        20.43   5.45 

4. PTG    -0.20*    0.26**    -0.11        -            28.93   9.82 

Note. *p < .05. **p < .001  

 

The multivariate results found a statistically significant difference between low and 

high PTG participant groups on the combined dependent variables, F(3, 111) = 693.21, p 

<.001; Wilks Lamba = .05, ῆ2 = 0.95. When the results of the dependent variables were 
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individually considered, two univariate variables reached statistical significance influencing 

PTG on the combined variables, except for CERQ Catastrophising F(1, 113) = 3.69, p = 0.06,  

ηp
2   = 0.03. The remaining variables were significantly different between high and low PTG 

groups for PTCI-Negative Self F(1, 113) = 9.15 , p = .003,  ηp
2  = 0.08; Negative Self-

compassion F(1, 113) = 3.78, p = .005,  ηp
2   = 0.03.  

The participants’ mean scores were inspected and higher PTG scores were observed 

with lower PTCI-Negative Self (M = 55.43, SD = 3.10) than those who reported lower levels 

of PTG (M = 69.11, SD = 3.29). Similarly, those with higher PTG also reported lower levels 

of Negative Self-compassion (M = 0.19.51, SD = 0.69) than those with low PTG scores (M = 

21.46, SD = 0.73). Table 31 presents the means and standard deviations for the dependent 

variables amongst high and low PTG groups. The high PTG group reported significantly 

lower levels of PTCs Negative Self and Negative Self-compassion, than the low PTG group. 

 

Table 31 

Means and Standard Deviations between PTG (High versus Low), CERQ Catastrophising, 

PTCI Negative Self, Negative Self-compassion (N= 113) 

___________________________________________________________________________ 

Variable              High PTG (n = 65)  Low PTG (n = 61) 

     _________________  _____________________ 

         M     (SD)      M      (SD) 

___________________________________________________________________________ 

 

PTCI Negative Self    55.43 (23.38)   69.11 (25.11)  

 

Negative Self-compassion   20.43  (5.44)   21.46  (5.00) 

___________________________________________________________________________ 

 

 

Assumptions for Hierarchical Multiple Regression Analyses 

 Prior to interpreting the results of the HMRA, several assumptions were evaluated. 

Firstly, a power analysis using G*Power 3.1 indicated that the minimum sample size 

necessary for a regression model with three predictor variables was 119 (Faul et al., 2007). 

As the present study had a sample size of 151, the assumption of sample size was met. Stem-

and-leaf plots and boxplots indicated that each variable in the regression were normally 

distributed. Additionally, univariate outliers were identified using boxplots and calculation of 

z-scores. One non-extreme univariate outlier was found; however, its deletion did not alter 
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the trend of results and was subsequently retained. Furthermore, Mahalanobis distance did 

not exceed the critical χ2 for df = 3 (at α = .001) for any cases in the data file, indicating no 

multivariate outliers. The final sample remained at 151 participants. 

The normal probability plots and scatterplots were inspected and met the assumptions 

of normality, linearity, and homoscedasticity. Multicollinearity was assessed and was not 

deemed to affect interpretations of the HMRA (Tabachnick & Fidell 2013). Additionally, 

bivariate Pearson’s product-movement correlation coefficients (r) was calculated to measure 

the linear association between the predictor variables PTCI (Negative Self and Negative 

World), CERQ (Self Blame, Catastrophising, Rumination), Personally Affected by CSA, and 

Multiple Disclosures of CSA by Child and the criterion variable PTSD (PCL-5). 

Multicollinearity between variables was not a concern as correlations between predictor 

variables and the criterion variable did not exceed .80 (Field, 2009). Contrary to what was 

expected, age, employment, marital status, and CERQ (other blame and acceptance) did not 

significantly correlate with the criterion variable (PTSD) and these variables were therefore 

excluded from further analyses.  

The self-blame cognition from the PTCI was not utilised to avoid redundancy as this 

construct was measured in the CERQ. The CERQ measure of self-blame was selected over 

self-blame in the PTCI as CSA research has found that self-blame was not related to post-

traumatic distress (Owens & Chard, 2001) and trait-like self-blame and situational self-blame 

are not able to be differentiated in the PTCI (Startup et al., 2007). Additionally, the 

demographic variables of sex, income, employment status, and relationship status that were 

to be entered as covariates did not significantly correlate with the criterion variable. As a 

result, these variables were also excluded from further analyses. The PCL total scores and 

PCL 5 did not correlate -0.09; therefore, further refinement of analysis of the factors was 

undertaken. It was found that some of the individual domains of PTSD and PTG were 

significant and correlated. 

Hierarchical Multiple Regression Analysis 

The order of entry was informed by prior research and theory that suggested the 

psychological negative cognitions were strong predictors of PTSD screening tool score 

(Mock & Eibach, 2011; Smith & Hollinger-Smith, 2015). The outcome variable of the 

hierarchical HMRA was PTG symptomology as measured by the PTGI. At step 1, PTSD, 

Negative Emotions and Hyper Arousal were entered. At step 2, Self-compassion (Self-

Kindness and Mindfulness), and Cognitive Emotion Regulation scales (Acceptance, Refocus 
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Planning, Positive Refocusing, and Positive Re-appraisal) was entered at step 3. All results 

were reported against an alpha level of .05. 

 A summary of the R2 and ∆R2 for each step of the hierarchical regression are presented 

in Table 30. Unstandardised coefficients, standardised coefficients, and associated 95% 

confidence intervals are also included.  At step one of the HMRA, only PTSD Hyperarousal 

accounted for a significant proportion of variance in PTSD symptomology. PTSD Negative 

Emotions were not significant. At step two, Hope and Self-compassion (Mindfulness) 

accounted for a significant proportion of variance in PTSD, approximately 17%. PTSD 

(Hyperarousal and Negative Emotions) and PTCs (Negative Self and Self-Blame) were found 

to be non-significant. It was found both scales were significant, positive predictors, with 

greater levels of Hope and Self-compassion (Mindfulness); each independently predicted 

greater levels of PTSD. At this step, the previously entered covariate of PCL5- Hyperarousal 

became non-significant. At step three, the cognitive emotion regulation scales were entered 

(Acceptance, Refocus Planning, Positive Refocusing, and Positive Re-appraisal). Acceptance 

and Positive Re-appraisal were found to add a unique and significant 9% of explained 

variance in PTSD. Further analysis of the individual coefficients indicated higher levels of 

Acceptance and Positive re-appraisal both uniquely predicted elevated levels of PTSD. 

PTSD, Hope, and Self-compassion became non-significant. In combination, the full model 

was significant (R2 = 36%, Adjusted R2 = 0.31%) and accounted for 36% of the variance in 

PTSD, F(11, 139) = 7.20, p < .001. The Cohen (1988) convention has suggested that a 

combined effect of this magnitude is large (f² = 0.40). Therefore, in the final model only 

PTSD Negative Emotions, Hope, Self-compassion Mindfulness, Emotion Regulation 

Acceptance, and Positive Re-appraisal significantly predicated greater levels of PTSD. All 

other individual variables were non-significant by comparison.  
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Table 32 

Summary of Hierarchical Multiple Regression Analysis Predicting Posttraumatic Stress 

Disorder from PTCs, Emotion Regulation, and Self-compassion  

Predictor R 
Adjusted 

R2 ∆R2 B SE B β 95% CI for B 

Step 1 0.32 0.01*** 0.10     

Constant    9.26 0.68   

PCL-5 Hyperarousal    -1.15 0.53 -0.25 [-0.22, -0.01] 

PCL-5 Negative 

Emotions 
   -0.03* 0.04 -0.08 [0.02, 0.06] 

Step 2 0.52 0.24*** 0.17     

   Constant        

PCL-5 Hyperarousal    -0.03 0.05 0-.07 [-.13, 0.07] 

PCL-5 Negative 

Emotions 
   0.02 0.04 0.64 [-.06, 0.11] 

Hope-Total 
   

    

0.06** 
0.02 0.27 [0.02, 0.10] 

PTCI-Negative Self    -0.01 0.02 -0.05 [-0.04, 0.03] 

   PTTCI-Self Blame    -0.05 0.05 -0.14 [-0.16, 0.06] 

   SCS-Self Kindness    -0.11 0.14 -0.08 [-0.38, 0.16] 

   SCS-Mindful    0.32* 0.15 0.23 [0.33, 0.61] 

Step 3 0.60 0.31*** 0.09     

Constant        

PCL-5 Hyperarousal    -0.02 0.05 -0.04 [-0.12, 0.08] 

PCL-5 Negative 

Emotions 
   0.03 0.04 0.09 [-0.05, 0.12] 

Hope-Total    0.04 0.02 0.17 [-0.01, 0.08] 

PTCI-Negative Self    -0.01 0.02 -0.06 [-0.04, 0.02] 

PTCI-Self Blame    -0.06 0.05 -0.15 [-0.16, 0.05] 

SCS-Self Kindness    -0.11 0.14 -0.08 [-0.38, 0.16] 

SCS-Mindful    0.25 0.14 0.18 [-0.4, 0.53] 

CERQ-Acceptance 
   

    

0.13** 
0.06 0.15 [0.00, 0.25] 

CERQ-Positive 

Refocusing 
   -0.02 0.09 -0.02 [-0.19, 0.16] 

CERQ-Refocus 

Planning 
   -0.05 0.07 -0.06 [-0.19, 0.08] 

CERQ-Positive Re-

appraisal 
   

   

0.24*** 
0.07 0.30 [0.10, 0.39] 

Note. PTSD = Posttraumatic Stress Disorder; PTCI = PTCs Inventory; CERQ = Cognitive Emotion 

Regulation 

*p < .05, **p < .01, ***p < .001.  

 

 

 



  

  

 

 

205 

 

Proposed Intrapersonal Adaptive Cognitive Coping Strategies of Post-traumatic 

Growth (PTG) Path Analysis 

The path analysis results supported the hypothesised relationship between PTSD and 

PTG. Negative Emotions correlated with PTG Personal Strength in NOPs from step one. The 

proposed model received a satisfactory fit (CFI = 0.64; χ2 [81.72]; p < .001; χ2/df ratio = 7; 

RMSEA = 0.27 [C.I. = 0.32, 0.00]). Total variance explained 25% of PTG was for Personal 

Strength as shown in Figure 18, with standardised β weights for all hypothesised paths. 

Results indicate that PTG is significantly associated with both self-reported hope (β = 0.17, p 

= .012), SC Mindfulness (β = 0.15, p = .002), and CERQ Positive Re-appraisal (β = 0.12, p 

< .001). CERQ Acceptance was not related to PTSD Negative Emotions or PTG Personal 

Strength. Hope was significantly negatively correlated to PTSD Negative emotions (β = -

0.83, p < .001) as was SCS Mindfulness (β = -0.10, p < .001).  

The model showed an adequate overall model fit. The chi-square test was significant 

(χ2= 81.72, df = 7, p < .001), with non-significant results generally indicative of absolute 

model fit. However, the chi-square test is reported to be sensitive to sample size (Bergh, 

2015) and the statistical significance of the chi-square value was not used as the primary 

index to evaluate the fit for the overall model. The Comparative Fit Index (CFI; Bentler, 

1990) suggested the model was of adequate relative model fit (CFI = 0.64), as scores equal to 

or greater than 0.90 and 0.95 respectively are indicative of good fit (Bentler 1990; Muthén & 

Muthén, 2015). A calculation of the Root Mean Square Error Approximation (RMSEA; 

Steiger, & Lind, 1990) provided further evaluation of relative model fit. For this model, the 

RMSEA was found to be 0.27. RMSEA scores approaching 0 are preferred, with RMSEA 

scores below 0.6 considered to represent good model fit (Hu & Bentler, 1999). 
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Figure 18 

Intrapersonal Adaptive Cognitive Coping Model of Post-traumatic Growth (IACCM-PTG)   

 (N =151) 

 

Mediated Model  

 

 

 

 

                                            

                                          

 

 

 

 

 

 

 

Note. Model representing relationships among Post-traumatic Growth Personal Strength 

Outcomes as reported by NOP participants. Standardised values and associated significance 

of each path are presented for both the unmediated (a) and mediated model.  

* p < .05.  **p < .01. ***p < .001.   

 

Curvilinear Relationship between PTSD and PTG 

This study aimed to evaluate whether a curvilinear relationship existed between 

PTSD, CPTSD, and PTG in a sample of NOPs whose children have experienced sexual 

abuse. Therefore, an analysis of a curve estimation with PTSD as the predictor, and PTG as 

the outcome variable explored whether a curvilinear regression was significantly stronger 

than when a linear regression. The curvilinear relationship or quadric found in the data set 

was found to significantly improve the fit as seen in Figure 19. The linear model was 

significant F(1, 126) = 5.87, p = < .002, R2 = 0.05. Adding the quadratic component to the 

statistical model significantly improved the fit F(2, 126) = 6.48, p  ≤ .001, R2 = 0.11. Refer to 

Table 33 for the coefficients of the quadratic/curvilinear relationship. 

β = 0.12 β = -0.10 

β = -0.36*** β = 0.22** 

β = -0.36*** 

β = 0.17** 

β = 0.31 *** 

β = 0.47*** 

 

PTG-PS PCL5_Negative 

Emotions 

       Emotion 

     Regulation     

Positive Reappraisal 

Hope 0.22 

0.13 

0.25 Self  

Compassion 

Mindfulness 

     Emotion 

Regulation  

Acceptance 

0.13 

0.01 



  

  

 

 

207 

 

Table 33 

Quadratic Coefficients of STS 

  p B 

PTSD 1.10 < .001 1.62 

PTSD2 -0.91 < .001 -0.05 

 

Figure 19 

The Quadratic Relationship between PTSD and PTG 

 

 

 

An analysis of a curve estimation with CPTSD DSO symptoms as the predictor, and 

PTG as the outcome variable explored whether a curvilinear regression was significantly 

stronger than a linear regression. The curvilinear relationship or quadric found in the data set 

was not found to significantly improve the fit as seen in Figure 20.  The linear model was not 

significant F(1, 126) = 2.9, p = < .590, R2 = 0.00. Adding the quadratic component to the 

statistical model did not significantly improve the fit F(1, 126) = 0.29, p < .590, R2 = 0.00. 

Refer to Table 34 for the coefficients of the quadratic/curvilinear relationship. 
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Table 34 

Quadratic Coefficients of STS 

  p B 

DSO -.051 < .001 1.62 

DSO2 1.00 < .001   

 

 

Figure 20 

 The Quadratic Relationship between PTSD and PTG 

 

 

 

Discussion 

The aim of this study was to evaluate the newly developed IACCM-PTG. Research 

has recognised that survivors have the potential to rebuild their lives from trauma with 

transformative psychological change (Tedeschi & Calhoun, 2004). However, the relationship 

between the contributors of psychological adjustment through adaptive cognitive coping 

emotion regulation strategies (adaptive emotion regulation, self-compassion, and hope) and 

psychological distress (PTSD and PTG) remain unclear. These factors have not been 

analysed together in a single study, or in an NOP population. This literature gap can be 

problematic as previous research has indicated that parents are impacted by CSA themselves 

and experience traumatic outcomes from their child experiencing abuse. As higher parental 

functioning following trauma has shown to be a positive mediator between trauma and post-



  

  

 

 

209 

 

traumatic growth (de Haan et al., 2020), further research was necessary to further understand 

possible contributing factors.  

In addition to understanding the negative responses to trauma, positive outcomes 

including PTG have been argued by theorists to require a broader focus (Shakespeare-Finch 

& Lurie-Beck, 2014). Risk factors such as mental health, PTSD, and maladaptive coping 

methods need to be considered. Furthering our understanding of protective factors and 

conceptual frameworks of causal pathways of adaptive cognitions that interact with parent’s 

risk and protective factors have not been evaluated among NOPs. Research is in widespread 

agreement that PTG is a complex parameter affected by multiple determinants with complex 

direct or indirect relationships (Calhoun et al., 2010). Recovery interventions have focused on 

reduction of PTSD symptoms of the children following the abuse (van der Kolk, 2017). As 

parent trauma has been overlooked in child abuse recovery literature, widespread trauma to 

the parent and unresolved trauma to the child continues, therefore enhancing PTG may assist 

in improving health outcomes including lower depression, lower PTSD, and improved 

physical health (Kleim & Ehlers, 2009; Tomich & Helgeson, 2012).  

The present study sought to evaluate the contribution to facilitating PTG through 

adaptive cognitive coping cognitions including PTCs, emotion regulation, self-compassion, 

and hope through the newly developed IACCM-PTG Model. Results supported all the 

hypothesis except for one. Hypothesis one suggested that NOPs with high levels of PTG as 

compared to low levels of PTG would report lower levels of moral injury cognitions, this 

hypothesis was supported. The high PTG group reported significantly lower levels of PTCs 

negative self, and negative self-compassion, than the low PTG group. However, this 

hypothesis was only partially supported as emotion regulation catastrophising was not 

significant indicating that there was no significant difference between the two groups with 

emotion regulation suggesting these parents both with high and low levels of PTG are 

struggling with emotion regulation as there was no significant differences between the 

groups. This finding suggests emotion regulation may benefit from consideration as a 

therapeutic target to assist NOPs when considered alongside previous research of Orejuela-

Davila et al. (2019). This current study’s finding suggests that NOPs both high and low PTG 

have emotion regulation deficits highlighting that PTG is not buffering PTSD as seen in other 

repeated trauma exposure populations such as active-duty service. Disengaging in emotions, 

as do firefighters who remove the intense emotions to cope with demands, requires flexibility 

to choose between disengagement or engagement to attend to highly dangerous situations 
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(Levy-Gigi et al., 2016). Alternatively, it may be that in these intolerable events, such as 

child abuse choosing to engage with emotional information, for example by meaning-making, 

may be an adaptive strategy yet in such dangerous situations appear that NOPs are also 

removing emotions to cope with the demands of such a dangerous situation.  

Hypothesis two was supported as increases in self-compassion, positive emotions, and 

hope were predictive of increases in PTG was supported. Emotion regulation (positive re-

appraisal), self-compassion (mindfulness), and hope was found to be negatively associated 

with PTSD and positively associated with PTG in the IAMCC-PTG model. Specifically, of 

the individual factors of emotion regulation only positive re-appraisal uniquely predicted 

PTG; emotion regulation acceptance became non-significant. PTCs each were non-significant 

and were not associated with PTG.  

PTG theory (Calhoun & Tedeschi, 1999) has suggested that for growth to occur, an 

individual must engage with the distressing emotions elicited by the traumatic event to derive 

meaning (Tedeschi & Calhoun, 2004). Re-appraisal has been considered well suited for 

individuals to utilise as a proactive emotion regulation strategy that enables individuals to 

engage with traumatic event and find meaning in a more positive light. The findings from the 

current study found that increasing re-appraisal may be valuable in this population, as it 

facilitated a decrease in PTSD and an association with increased PTG in line with hypothesis 

two.  

The contribution of the adaptive cognitive coping cognitions of PTCs, self-

compassion, and hope to facilitate PTG may provide understanding of psychological 

adjustment cognitions that may help professionals incorporate positive trajectories into 

interventions. Results suggest that PTG occurs among families impacted by CSA, but at 

lower stages than other forms of child trauma. This was an expected finding suggesting that 

NOPs are unable to experience PTG as compared to other traumatic events including natural 

disasters or sickness. NOPs are not only struggling to help their children overcome the impact 

of sexual abuse, but also years of battling in the court system, loss of friends and family, their 

home, income, disbelief, and often the threat of criminal charges against themselves for 

speaking out. The ongoing stressors result in a complex trauma that must be addressed by 

urgent reform in the legal system to improve the safety of children. Furthermore, support for 

intervention programs that assist NOPs such that PTSD levels can be minimised and PTG 

efforts can be reflected into programs will assist the recovery of NOPs and their children.  
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Hypothesis three was partially supported. It was hypothesised that NOPs PTSD level 

would lead to PTG, where a curvilinear relationship would exist. The study’s results found a 

a clear curvilinear relationship between PTSD and PTG with the highest levels of PTG 

occurring when PTSD was moderate. This is in line with previous research findings that have 

confirmed that PTSD and PTG development are not at opposite ends of a continuum but co-

occurring (Shakespeare-Finch & Lurie-Beck, 2014). Much of previous literature has found 

mixed findings, however recently researchers have established that both PTSD and PTG do 

co-occur (Shrri et al., 2008). This study found a curvilinear relationship between PTSD and 

PTG in NOPs. The current study’s results effectively supported the emotion processing 

theory (Foa & Rothbaum, 1998) that argued individuals need to experience an initial amount 

of distress for their world assumptions to be challenged by the traumatic event. This then 

promotes growth in individuals as the traumatic symptoms facilitate a search for change and 

meaning to pre-existing global meanings and situational meanings (Parks & Folkman, 1997). 

In line with previous findings, PTG was developed following life crises (Schaefer & Moos, 

1992), and a curvilinear relationship between PTSD and PTG was supported in this study. 

Shirri et al.’s (2008b) findings were also in line with these study findings that if PTSD levels 

are too high, NOPs are unable to facilitate PTG (Shirri et al., 2008b).  

Hypothesis four was not supported, as no relationship was found between complex 

trauma DSO symptoms and PTG. This finding suggested that the relational traumas of 

complex trauma still warrant a focus on targeting PTSD symptoms but may help improve 

individuals with CPTSD symptoms if interventions would focus on how to facilitate growth. 

This study showed that the quadratic curve estimation added significant variance over and 

above the relationship between PTSD and PTG ascribed to a linear relationship. The CPSD 

self-symptoms demonstrated a lack of relationship between CPTSD and PTG which has been 

confirmed in previous research on sexual abuse.  

Limitations and Future Directions 

 The underlying mechanisms of PTG and these variables should be further explored in 

future studies as the sample size was limited. Further relationships may be detected in larger 

studies. Furthermore, the cross-sectional design has not allowed to test whether emotion 

regulation functions may be an antecedent or a consequence of PTSD symptoms (see Kring, 

2008, for a review). There may be other possible factors influencing one’s ability to 

emotionally regulate other than PTSD symptoms. The study population was mostly 

Caucasian and included mostly mothers as compared to fathers, limiting the generalisation of 

https://journals.sagepub.com/doi/full/10.1177/2167702615577783
https://journals.sagepub.com/doi/full/10.1177/2167702615577783
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the findings. Although no gender differences were found, other research has found that there 

may be cognitive and emotional processes with emotion regulation difficulties that impact 

PTSD regarding both gender and ethnicity (Weiss et al., 2013). Therefore, a study targeting 

fathers and across cultures during design and recruitment stages should be conducted to 

determine if there are differences or changes.  

Conclusion 

The primary aim of this current research was to extend PTG literature, as there have 

only been two current empirical studies of PTG in NOPs to the author’s knowledge. 

Therefore, the IACCM-PTG Model was developed to examine which cognitive coping 

factors cultivated PTG and reduced PTSD to address the study aims: to identify and assess 

how these adaptive cognitive coping cognitions facilitate PTG. This study also found 

significantly lower levels of PTG were reported as compared to other populations, suggesting 

that NOPs are a population in need of support.  

Emotional variables were found to be significant in the IACCM-PTG Model, PTCs 

were not related to PTG, signifying that the contributors of emotion regulation and positive 

re-appraisal, self-compassion, and hope may provide support to assist NOPs to develop their 

flexibility to be able to process the intake of emotionally arousing posttraumatic cognitions 

and utilise these other protective cognitive emotion regulation strategies in order to adjust. 

The development of PTG into future interventions for this population holds novel insights of 

self-compassion (mindfulness), emotion regulation (positive-reappraisal), and hope that 

warrant inclusion in interventions. This study has contributed to the understanding of the 

relative strength of emotion regulation (positive re-appraisal), self-compassion (mindfulness), 

and hope as variables in attenuating PTSD and facilitating PTG symptomology. Specifically 

that PTG (personal strength) is a worthy target that may reduce PTSD (negative emotions) as 

and exert more influence on building PTG (personal strength) than targeting PTG as a whole.  
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Chapter Eight 

 

Synopsis, Contributions, and Conclusions 

  

Chapter Overview 

The primary goal of this program of research was to broaden the scope of the risk 

factors of moral injury cognitions associated with PTSD and CPTSD for NOPs of children 

who have experienced sexual abuse. The research developed three paradigmatic models, to 

yield moral injury cognition factors, originally developed for war victims, that applied to 

NOPs. This thesis offered four progressive studies to improve understanding of the 

mechanisms of maladaptive moral injury cognitions associated with PTSD and CPTSD and 

adaptive cognitive coping associated with PTG. This concluding chapter summarises the key 

findings from the four studies, with reference to the aims stated in Chapter 1. Major 

contributions to research, theoretical implications, and clinical recommendations are then 

discussed. Finally, the limitations of each study are considered in light of future research 

recommendations.  

Synopsis of Study Findings 

Intrapersonal Maladaptive Moral Injury Cognitions Predicting Posttraumatic Stress 

Disorder Among NOPs of Children who have Experienced Abuse 

Study 1 employed hierarchical regression, multiple mediation, and path analysis to 

develop the Intrapersonal Maladaptive Moral Injury Cognitions of PTSD Model. Study 1 

involved the recruitment of an online community sample of NOPs (N = 151) from 

Bravehearts, Be There, and Mercy Community Services. The study sought to identify and 

evaluate the post-trauma intrapersonal maladaptive moral injury cognitions predicting PTSD. 

Previous research had not conducted analysis on the clinical utility of moral injury as a 

psychological indicator that extends past abuse solely and event related trauma symptoms. As 

such, theory, and empirical analysis from this study established the following risk factors of 

intrapersonal maladaptive cognitions of moral injury including uncompassionate self (self-

judgement, overidentification, and isolation), emotion regulation (catastrophising), and 

negative PTCs (self), which accounted for 47% of the variance in PTSD.  

While estimating the prevalence of PTSD in the sample was not a primary aim of 

Study 1, almost one half of the sample revealed they had also experienced childhood sexual 

abuse, and over half the sample reported the abuse to be familial. This highlighted the high 
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prevalence of ACE and need for further empirical research on the ACE, CPTSD, and future 

developments of evidenced based trauma informed screening measures to better identify 

NOPs. With further evaluation to determine the strength and predictive validity, particularly 

in a clinical setting, testing these post-trauma moral injury cognitions in developing CPTSD 

programs for NOPs was recommended.  

This study’s findings highlighted NOPs maladaptive moral injury cognitions were the 

only emotion regulation variable significantly impacting PTSD. In other research PTCs have 

been linked with interpersonal traumas (Lilly, 2011; Mueller-Pfeiffer et al., 2010) and related 

to PTSD (e.g., Foa et al., 1999; Su & Chen, 2008). This study found the specific post-trauma 

moral injury cognitions through which PTCs operate is the role of negative self-cognitions 

that was increasing the risk of PTSD suggesting this is a vital target mechanism for 

interventions for this population. A further major finding confirmed that the post-trauma 

maladaptive moral injury cognition of uncompassionate self was the most significant factor 

that was facilitating PTSD. Participants uncompassionate responding are making this 

population hypervigilant to threat (Hill, 2019), and as such uncompassionate self is an 

intrapersonal maladaptive moral injury cognition that may be a high-risk factor of PTSD. 

Study 1 findings that the maladaptive moral injury cognitions of PTCs, emotion regulation, 

and negative self-compassion were increasing PTSD, suggested that moral injury was a 

possible mechanism facilitating PTSD above and beyond abuse related factors.   

Validation Study of the International Trauma Questionnaire to assess NOPs at Risk of 

Complex Trauma 

Study 2a validated the new ICD-11 International Trauma Questionnaire (Maercker et 

al., 2013) in an NOP population. The latent structure of the 12-item ITQ was examined 

utilising Principal Component Analysis (PCA) with online data questionnaires with a sample 

of 126 NOPs. The CFA results supported the construct validity of the ITQ that indicated that 

the model had two second-order factors that represented PTSD and CPTSD in line with 

previous research in other clinical and general population (Karatzias et al., 2016; Murphy et 

al., 2020). This study importantly identified that the disorganised self-concept significantly 

influenced the other CPTSD symptoms in an NOP population.   

Two of the three negative self-concepts factors of the Self Compassion Scale (Germer 

& Neff, 2013) loaded uniquely onto the relationship disturbances unlike other trauma 

populations. Again, this finding suggested that NOPs may have a fractured identity from 

broken attachments requiring unique tailored interventions as confirmed by their unique 
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symptom presentation in this test of construct validity. Achterhof et al. (2019) suggested that 

when individual variability is found by raising the question of CPTSD’s construct validity, 

methodological assumptions and symptoms be evaluated across different factor structures 

instead of treating them as concrete. Ford (2020), similar to Achterhof et al. (2019) suggested 

factors that are defining CPTSD may in fact be extensions of another disorder that require 

further examination as these measures may not be the most complete construct of 

measurement (Ford, 2020). Therefore, a model of Intrapersonal Maladaptive Moral Injury for 

CPTSD to further understand possible mechanisms facilitating CPTSD was developed in 

Study 2b in order to inform the development of such a tailored treatment.  

Path Analytic Examination of an Intrapersonal Maladaptive Moral Injury Cognitive 

Model of CPTSD 

Study 2b conducted a path analysis, which revealed that NOPs who reported high 

Adverse Childhood Experiences (ACEs) revealed clinically significant and unique predictors 

influencing PTSD as compared to NOPs with low ACE’s. NOPs who reported high ACE 

levels reported significantly higher levels of Affect Dysregulation, Negative Self-

compassion, and Disturbances in Relationships, and PTSD as compared to NOPs reporting 

lower levels of ACE but with only a small effect. These findings suggested parents of 

children who have reported any ACE adds to the rising epidemic impact on families of 

chronic child maltreatment (Stoltenborgh et al., 2015). NOPs’ recovery is vital to intercept 

intergenerational trauma transmission; therefore, given that NOPs are commonly 

experiencing high betrayal traumas comprised of greater symptom complexity and severity, 

routine screening and unique treatment for such symptoms is warranted. This screening 

interception recommendation is consistent with the personalised approach outlined within the 

WHO Guidelines (2020). 

The Intrapersonal Maladaptive Moral Injury Cognitions of CPTSD Model in NOPs 

with high ACEs explained a large and significant 56% of the variance in the dependent 

variable (PTSD symptom severity) from the intrapersonal maladaptive cognitions of moral 

injury of PTCs Negative Self and disorders of self-organisation (DSO) factors. The 

Intrapersonal Moral Injury of CPTSD Model for NOPs vicariously affected by their child 

reporting abuse, indicated a direct association between DSO and PTSD. It further indicated 

two significant one-step direct associations with PTSD by post-trauma moral injury 

cognitions of PTCI Negative self via CERQ Catastrophising and via Negative Self-

compassion. The model results indicated that DSO and moral injury symptoms were positive 
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and clinically significant factors predicting PTSD that may be causing ongoing maintenance 

of PTSD. DSO symptoms were found to be a significant predicator of negative PTCs limiting 

an NOPs ability to apply self-compassion and increased catastrophising emotions that 

combined increased PTSD symptoms over and above DSO alone.  

Qualitative data found three primary categories emerged from what was reported as 

the most traumatic experience that troubled NOPs. Factors were related to three main themes: 

system experience, psychosocial impact to the NOP parent, and psychosocial impact to their 

child. The categories that emerged included un-substantiation of the child’s disclosure, 

inability to keep the child safe, being in a DV relationship with the perpetrator, and ongoing 

system trauma. Most NOPs reported experiencing institutional betrayal (70.6%), and self-

betrayal for their inability to protect their child (31.2%). The sexual abuse of their child was 

reported as the most highly distressing part of the experience (55.10%). 

This study’s findings confirmed that CSA impacts not only the child but the NOP and 

extended families. Most NOPs reported being treated as a criminal and found the system 

intimidating and failed to protect their children. Participants described abuse to themselves 

despite not referring to these abusive behaviours as DV. The psychological distress and 

trauma faced by NOPs attempting to protect a child who has disclosed sexual abuse was 

evident and widespread. The impact caused by CSA was described by one participant as 

worst outcome of CSA being “the lifelong effect of sexual abuse and what it does to everyone 

related.” CSA implicates a broader ecosystem of families, community, society, and moral 

injury to the core self. Each person who has been impacted by a disclosure or non-disclosure 

of CSA holds a living legacy of trauma that is beyond human capability to understand or 

worse yet accept that this is an acceptable state the world.  

Systematic Literature Review: Factors Promoting Post-traumatic Growth in Parents of 

Children Who Have Experienced Complex Trauma 

Study 3 identified the protective factors that correlate with PTG in current parental 

CPTSD literature. A systematic literature review was conducted on parents of children who 

had experienced complex trauma and PTG. The review retrieved 1,123 articles and 

subsequent synthesised 21 papers. It was found that the most significant protective factors 

correlating with PTG were self-compassion, mindfulness, positive re-appraisal, and self-

esteem. This highlighted the need to consider their applicability to facilitate PTG by inclusion 

in the development of future CPTSD interventions. 
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Post-traumatic Growth Among Parents of CSA: It’s Relationship to Cognitive Coping 

Strategies, Emotion Regulation Strategies, Self-compassion, and Hope 

Study 4 findings have validated those practitioners should seek to identify both the 

negative and positive reactions to trauma as they can co-occur (Shakespeare-Finch & Lurie-

Beck, 2014; Shirri et al., 2008a) and higher parental functioning following trauma has shown 

to be a positive mediator between trauma and post-traumatic growth (de Haan et al., 2020). 

Study 4 investigated key protective factors from the SLR in Study 3 that facilitated the 

development of PTG in an NOP population. This study examined adaptive cognitive coping 

strategies of PTG in order to address this research gap in the literature and examined the role 

of PTCs, emotion regulation (adaptive strategies), self-compassion, and hope in their 

relationship to reducing PTCs, PTSD, and facilitating PTG in the IAMCC-PTG model.  

Self-report questionnaires were completed by an NOP population whose children had 

experienced sexual abuse (N = 151). The IACCM-PTG model identified the adaptive 

protective factors mediating PTG which included: PTG (personal strength) and PTSD 

(negative emotions), hope, self-compassion (mindfulness), and emotion regulation (positive 

re-appraisal). Emotion regulation (acceptance) was not a predictor of PTG. Low levels of 

PTG (M = 29.28, SD = 8.33) were reported, and the relationship between PTSD and PTG was 

curvilinear with the highest levels of PTG occurring when PTSD was moderate. There was 

no relationship found between the CPTSD, DSO symptoms, and PTG, suggesting that 

relational traumas warrant an initial focus and require extra support to alleviate DSO 

symptoms prior to the facilitation of growth. Finally, the means of the high and low PTG 

NOP groups were compared to each moral injury cognition using a one-way between-groups 

multivariate analysis of variance (MANOVA). This supported that NOPs with high levels of 

PTG, as compared to low levels of PTG, had lower levels of PTCs and lower levels of 

uncompassionate self-compassion. 

Recommendations 

Supporting a parent’s recovery from CSA has been found to be more important than 

assisting the child’s abuse recovery itself (Harville et al., 2010). NOPs are also a population 

in need as they receive less support than child victims. Parent child communication about 

CSA and parental education are the most significant factors for child protection skills (Li et 

al., 2012). As such, recommendations to support the development of programs for NOPs for 

researchers, clinicians, and policymakers have been delineated in each chapter. The agenda of 

the United Nations’ General Assembly (2015) Sustainable Development Goals for global 
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human development focus from 2015 to 2030 included the acknowledgement of child abuse 

as a central problem to health, requiring rigorous action. Highlights of key implications are 

presented below.  

Major Contributions and Implications 

This current program of research has extended moral injury theory through post-

trauma maladaptive moral injury cognitions that ensue when an NOP has their child disclose 

CSA. This is the first study to extend moral injury theory to high betrayal traumas of familial 

abuse. The study has developed a post-trauma intrapersonal moral injury pathway to reduce 

symptoms of PTSD and CPTSD by reconnecting with the core self through the following 

contributions. Moral injury originally began in research as an attempt to address the 

experiences of war veterans, yet it has become recognised that the DSM definition of PTSD 

fails to capture the full spectrum of psychological injuries (Nash, 2019; Nash & Litz, 2013; 

Stern, 2014). No research studies have examined whether NOPs have post-trauma moral 

injury cognitions that attenuate PTSD and CPTSD symptomology and whether they can 

develop Post-traumatic Growth (PTG) amidst intergenerational trauma. Finally, if these 

interpersonal betrayals remain unaddressed, intergenerational cycles of abuse will reoccur if 

NOPs are prevented from being able to create safe environments for their children (Martsolf 

& Draucker, 2008). 

 Extension of Moral Injury Theory 

 Intrapersonal Moral Injury Cognitions Theory. This thesis has faced the challenge 

of extending the theory of moral injury, a concept widely known but rarely defined, in 

clinical practice. Both Shay and Litz argued that current models of moral injury were 

incomplete and urged researchers to develop a subsequent or complementary model as no 

satisfactory definition, or conceptualisation had been developed (Farnsworth et al., 2014). 

This program of research presented the Intrapersonal Moral Injury Cognitions Theory. It is 

proposed that the most maladaptive moral injury cognitions formed in NOPs are caused by 

the simultaneous presence of three intrapersonal constructs: negative posttraumatic 

cognitions, emotion dysregulation, and negative self-compassion. Accordingly, the theory 

suggests that in response to the interpersonal relational betrayals and institutional betrayals 

following their children’s CSA disclosure, NOPs habituate beyond fear induced survival 

processes to cope with the traumatic aftermath that results in intrapersonal moral injury that 

is is not currently measured in PTSD or CPTSD criteria or treated in trauma interventions.   
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Moral injury is hypothesised to perpetuate PTSD and CPTSD, and was tested in this 

program of research by the development of three cognitive paradigmatic models, specifically 

the Intrapersonal Maladaptive Moral Injury Cognitions of PTSD Model; the Intrapersonal 

Maladaptive Moral Injury Cognitions of CPTSD Model; and the Intrapersonal Adaptive 

Cognitive Coping Strategies Model of PTG. As cognitive change may be a target for 

intervention, the Intrapersonal Moral Injury Cognitions Theory was explored and evaluated 

throughout this program of research. Findings have both theoretical and clinical implications 

for researchers, clinicians, policy makers, and families.  

Development of the Maladaptive Intrapersonal Moral Injury PTSD Treatment Model  

It is widely held that the DSM definition of PTSD omits the complete spectrum of 

psychological injuries apart from the fearful event, that arise in its aftermath (Nash, 2019; 

Nash & Litz, 2013; Stern, 2014). Advancements to metatheoretical models of moral injury 

included Herman’s (2015) recommendation and acknowledgement of the impact of 

intergenerational trauma on identity fractures, self-dysregulation, and self-compassion. 

Herman (2015) called for researchers to conceptualise these traumatic relationships and 

associated conditions theoretically into metatheoretical models. The development of the 

Intrapersonal Maladaptive Moral Injury Cognitions of PTSD Model identified important 

links between intrapersonal betrayal factors and PTSD that supports a unified assessment and 

treatment approach that applies these intrapersonal moral injury cognitions into clinical 

assessment and interventions in order to assist familial recovery.  

Development of the Maladaptive Intrapersonal Moral Injury of Complex 

Posttraumatic Stress Disorder Model 

Treatment of NOPs was proposed to be based on the conceptualisation that symptoms 

of CPTSD result from shame and blame that are facilitating post-trauma moral injury 

cognitions. The model proposed may assist in providing a coherent conceptual framework for 

the development of clinical case formulations and necessary CPTSD treatments. Many 

trauma centres treat survivors of abuse from multiple levels of intervention from 

psychological, social, biological, and practical coping (Cunningham & Silove, 1993). These 

treatments may have seemed ad hoc, unless underlying principles have been clarified. The 

Intrapersonal Moral Injury Cognitions Theory outlined a foundational basis for 

conceptualising trauma betrayal interventions. The BT-MIM formulation identified that 

interventions for this population may need to include psychotherapy, medical support, legal, 

financial, parenting, and DV refuge support.  
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Trauma recovery research has advocated clinicians essentially must extend beyond 

merely abuse-related variables as predictors of distress, as psychological resources are also 

vital elements of detecting those who remain resilient and those who struggle to adapt (Cyr et 

al., 2013). Relational attachment traumas go beyond the boundaries of PTSD and there has 

been a call for an integrative treatment approach that transcends a negative symptom focus 

(Cadell & Regehr, 2003; Mosher et al., 2017). This program of research provided empirically 

validated moral injury cognition variables that may be an efficacious target focus in future 

CPTSD intervention development.   

Development of the Intrapersonal Adaptive Cognitive Coping Model of Post-traumatic 

Growth (PTG)  

Treatments that focus solely on PTSD symptomology may hinder growth beyond 

recovery (Shakespeare-Finch & Lurie-Beck, 2014). Practitioners and researchers have been 

encouraged to identify both the negative and positive responses to trauma (Shakespeare-

Finch & Lurie-Beck, 2014; Shirri et al., 2008a). Pickering and Sanders (2016) have suggested 

that positive domains inform the development of new conceptual frameworks and have called 

for the generation of new approaches as we seek to further understand how the mind 

influences NOPs. It is important for incorporation of emerging theories to aid the prevention 

and intervention work within trauma for parenting recovery. Research had not yet measured 

how PTG may have the capacity to assist the parent in attenuating their CPTSD symptoms 

and facilitating PTG into treatment models (Mosher et al., 2017). This program of research 

conceptualised PTG and its contribution to NOPs who are experiencing complex trauma into 

a model that provided empirical analysis on cognitive emotion regulation strategies that may 

assist this NOP population to restore their personal strength beyond the trauma to reestablish 

that they are strong in overcoming their suffering (Ford et al., 2008). 

Development of the Betrayal Trauma of Moral Injury Model (BT-MIM) 

Development of the Betrayal Trauma of Moral Injury Model (BT-MIM). This 

program of research developed the BT-MIM model that integrated the intrapersonal moral 

injury theory into the systemic interrelationships across Bronfenbrenner’s ecological systems. 

The BT-MIM model proposed that NOPs experience individual level (abuse event), dyadic 

microsystem (blind betrayal), exosystem (institutional betrayal), and macrosystem (ingrained 

culture of non-evidenced based diagnoses) betrayals, which are causing the development of 

moral injury in NOPs. The model provides understanding of the relational traumas across 

each ecological system level to advance understanding and provide a vital foundation for 
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recovery and preventative work. Development of this model aimed to extend a holistic view 

of familial abuse and to delineate the role moral injury plays as a predictor of PTSD and 

CPTSD that may be impacting the parent and child’s recovery. 

The model aims to encourage a process of conceptualisation in which the traumatic 

aftermath of CSA was organised according to their appraised psychosocial meanings by 

NOPs and their consequent impact on adaptation. Adaption has appealed to many researchers 

and clinicians of survivors due to the direct relevance to the subjective experiences beyond 

diagnostic categories alone (Eisenbruch, 1991). Concepts of safety, moral injury, injustice, 

grief, and hope may be more meaningful to traumatised NOPs than categories of PTSD or 

anxiety. The model may also provide a systematic investigation to identify where the 

adaptive responses became unbearable, hence leading to clinical symptoms of traumatic 

outcomes. As much as the model outlines the factors individually, each are interconnected 

and transpire across each ecological system level. Traumatic events such as CSA have 

several meanings and therefore are best analysed across more than one adaptive system. If 

making meaning is important for trauma recovery then making sense and meaning across 

each of these systems is vital for recovery, and preventative work. This calls for an extension 

to further research how to more consistently assess and treat CSA across each ecological 

system. It is suggested that if these findings were to be extended to parent-child studies that 

the extent to which moral injury would bear responsibility for PTSD and CPTSD would show 

a parent’s moral injury would be no less severe than those experienced by their child. 

Experience has shown to impact the brain’s function and structure (Cozolino, 2002; 

Doidge, 2007). In order to reshape the function and structure of the brains of parents and 

children living in survival dominated states, there must be an integration of the experiences 

across each of Bronfrenbrenner’s ecological systems; a combined effort by families, medical 

physicians, psychologists, psychiatrists, media, child advocacy centres, community, 

education, police, family law, criminal law, and government is required. If neural integration 

of trauma fails to be facilitated but remains actively obstructed by unintegrated family 

systems within human service providers and human rights policies, childhood trauma will 

remain undisclosed, untreated, failing yet another generation. If integration lays at the heart 

of wellbeing (Siegel et al., 2006), integrating the findings from this thesis would provide 

novel NOP centred familial prevention and education solutions for research, policy, family 

education, and clinical practice. Mears and McGreal (2012) testified that the single most 

pathogenic factor causing mental illness is how humans treat one another. Although many 
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believe we live in a democracy, evidence suggests we do not. Democratic freedom has not 

largely applied to orphanages, some schools, churches, cults, and the world’s most dangerous 

institution: the family (Middleton, 2011). Institutions utilising power and control through 

abuse of the vulnerable and the powerless, suggests that much work remains in this field. It is 

hoped that this thesis may provide just one step as a stimulus for this work.  

Implications and Recommendations 

The findings from the studies presented in Chapters 3, 4, 5, 6, and 7 have implications 

for clinicians, researchers, policymakers, and for public awareness. This section highlights 

and synthesises some key implications of this research. 

Implications for Clinical Practice  

This thesis has highlighted a need for clinicians to consider the inclusion of parents in 

screening for adverse childhood experiences due to the high level of ACEs and CPTSD found 

in this program of research. There was also a need identified for clinicians to be trauma-

informed about the role of maladaptive intrapersonal moral injury cognitions that are 

exacerbating PTSD and CPTSD. The development of CPTSD interventions is necessary that 

incorporates factors empirically identified as risk factors of PTSD and CPTSD in this 

program of research. The inclusion of these empirical post-trauma moral injury cognitions of 

PTCI (negative self), emotion regulation (catastrophsing), and negative self-compassion will 

assist to attenuate CPTSD symptoms. If moral injury cognitions are not addressed PTSD and 

CPTSD will remain affecting the NOP and parent-child relationship recovery. Research has 

shown deficits in trauma-informed practice and knowledge about complex trauma, indicating 

that the mental health system is yet to conceptualise mental illnesses as coping adaptations to 

traumas. Trauma affects individuals in the present and crosses generations socially, 

psychologically and, recent evidence suggests, epigenetically (e.g., Yehuda, 2016). Trauma-

informed approaches also offers hope to survivors that the ongoing human costs of trauma 

can be overcome (e.g., Filson, 2016). Re-traumatisation – meaning to become traumatised 

again – occurs when something in a present experience is redolent of past trauma, such as the 

inability to stop or escape a perceived or actual personal threat. Service users and those who 

support them cite lack of understanding of trauma as a barrier to reducing seclusion and 

restraint (Harvey et a., 2016). An absence of training in alternative approaches to responding 

to distress, such as a fundamental paradigm shift from thinking ‘What is wrong with you?’ to 

bearing in mind ‘What happened to you?’ (Elliot, 2005) may assist in reducing the risk of re-

traumatisation.  
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Victim silencing has shown to increase self-blame and psychopathology in NOPs 

(Hong & Lishner, 2016; Ullman et al., 2007). Social support has shown to be a protective 

factor in other trauma fields (Maheux & Price, 2016; Schumm et al., 2006), yet the stigma, 

silencing, and intergenerational familial abuse has resulted in NOPs not receiving social 

support, legal, or familial support (Collings, 2009; Waterhouse, 2008). As NOPs face 

heightened PTSD and CPTSD and low levels of hope (Bux et al., 2016), psychologists may 

hold a unique and important role in supporting families affected by CSA to create new 

relational templates (Gilbert & Procter, 2006).  

Further trauma informed clinical training and research for health care professionals on 

whom these individuals rely on remain necessary (Perry, 2006). Trauma resolution has 

shown to associate with neural integration, indicating that venerable trauma may be resolved, 

with the interception of negative intergenerational abuse (Siegel, 1999). Recovery is possible 

but requires mental health deliverers and interventions to reflect the most current research 

findings. Therefore, training is required for practitioners to accurately identify trauma 

survivors by understanding and actively integrating trauma-informed practice. As many 

NOPs have also experienced CSA and have higher ACE scores, screening of ACE and 

further detection of the root of mental health problems from CSA trauma that remain 

undetected are imperative. This finding requires psychology as a field to address reporting 

barriers with trauma informed screening, treatment, and ongoing complex trauma research in 

order to support these families in need (Collin-Vezina et al., 2013). These studies’ findings 

confirmed the importance of assessing NOPs own trauma history. Future research should 

target and explore the most frequently endorsed symptoms of CPTSD in interventions. 

Implications for Interventions 

To date, interventions and research have focused on the reduction of PTSD symptoms 

of child abuse; however, the impact of CSA on the child and the NOP is a relational trauma 

which has been associated with poorer treatment responses (Phelps et al., 2018). This thesis 

has provided valuable information to clinicians to direct future intervention modifications 

based on the factors associated with poor treatment response from current treatments. A 

meta-analysis of 12 psychosocial interventions for PTSD reported substantial residual 

symptoms, with less than half completing interventions, with non-significant clinical 

improvement (Ogden et al., 2002). As a result, NOPs’ PTSD symptoms have remained, and 

many have complex multifaceted experiences post-disclosure due to relational betrayal. 

These relational ruptures are not yet fully accounted for in existing theories of secondary 
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traumatisation. Survivors must retain their power to ensure their recovery (Herman, 1998). 

Those who have treated CPTSD have called for other approaches to be developed (Lyons-

Ruth et al., 2006). Martin et al. (2017) found that mothers who had experienced a history of 

childhood abuse with high betrayal with someone close to them had difficulty regulating their 

emotions and were more likely to respond negatively to their child’s negative emotions. 

These findings from this program of research also found that NOPs with high or low ACE’s 

were struggling with emotion regulation suggests a foundation for future research that 

evaluates clinical interventions targeted at increasing maternal emotion regulation skills. 

As noted in Chapters 6 and 7, the models provided strong preliminary evidence of 

adaptive factors that may be targets for intervention. The systematic literature review 

identified that 70% of parents were able to experience positive benefits and or post-traumatic 

growth whilst experiencing PTSD, suggesting the importance of integrating PTG into 

CPTSD treatments (Calhoun & Tedeschi,1999, 2013). Interventions that heal the most 

ruptured relationships of CSA is the NOP-child relationship (Klatzkin et al., 2016). At the 

current time, there is no CPTSD intervention that has received a Randomised Control Trial 

(RTC). Interventions for parents of children with complex trauma remain with considerable 

work to be done in the area of theory, research, and application to support parents’ recovery. 

Considering that supports are strained during this time for parents, an online model that 

connects them with social and clinical support may be beneficial. Group therapy for PTSD 

has also shown to have benefits but is not recommended as adjunctive to individual treatment 

(Shea et al., 2009). Supporting parents with both face to face and online formats would 

increase self-efficacy, retention, and engagement (Hoge, 2014).   

Implications for Researchers  

For trauma recovery there must not just be the absence of the feared stimuli, but the 

presence of a safe attachment from the primary caregiver (Schore, 2009). This thesis has 

aimed to find ways to strengthen the NOPs recovery by identifying ways that may cause a 

substantial reduction in parents PTSD and CPTSD in order to fulfil part of the call to improve 

post-care pathways from the findings of the Royal Commission to expand research outcomes 

for children and families (Australian Human Rights Commission, 2018; as cited in Mezmur, 

2019). In addition to the screening, intervention, educational, and policy implications 

resulting from this current thesis, researchers are encouraged to continue advancing 

diagnostic conceptualisations and for CPTSD treatments. To improve treatments of CSA in 

families, achieving some consistency in measurement is crucial and the development of a 
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measure of moral injury based on this current research findings is recommended for use in 

relational traumas. It is important for validated scales to be developed for betrayal trauma 

contexts outside of the current war assessment measures. There remains a need for research 

to explore current models developed in this research and to investigate validity in different 

samples of parents and children, geographical regions, and settings that includes clinical and 

community samples. Analysis of the models in the development of randomised control trials 

for CPTSD interventions is also recommended to include intrapersonal maladaptive 

cognitions of moral injury of PTSD, CPTSD, and intrapersonal adaptive cognitive coping 

strategies of PTG found in Studies 1, 2, and 3.  

This program of research provided advanced research on the affective dysregulation, 

negative self-concept, and disturbances to relationships as required in trauma research by 

Murphy et al. (2020). Further research on a focus of the impacts on the aftermath of relational 

traumas are still lacking, particularly in Australia as one of the world’s leading countries 

experiencing child abuse. As van der Kolk et al. (1996) has demonstrated it is not the 

prevalence of the PTSD symptoms themselves, but the shame, and self-blame from distrust 

that distinguishes childhood relational traumas. As shame, self-blame, and feeling damaged 

are experienced above and beyond PTSD symptoms (van der Kolk, 2000), this calls for 

further research how to more accurately assess and treat CPTSD. It is suggested that this 

study be replicated in parent-child dyads to examine the impact of the child’s moral injury 

cognitions on PTSD and CPTSD to further generalise and extend these study findings.  

Finding one’s true self as a parent and finding meaning out of such adversity with hope may 

be key. Longitudinal research would be beneficial in order to make causal inferences that 

moral injury PTCs’ predict PTSD and CPTSD.  Since this research utilised cross-sectional 

studies with a single-survey administration, longitudinal and/or intervention study designs 

with multiple administrations of the survey are recommended. Further intervention studies 

including the parent-child dyad are also recommended to uncover additional or unique factors 

of recovery. 

Implications for Public Awareness 

Educating parents through post-natal care, day-cares centres, schools, and medical 

centres on a national level is deemed important as a result of the findings of this thesis. It may 

be widely agreed that the parent’s recovery is more important than the objective elements of 

the victimisation itself (Harville et al., 2010), yet two thirds of CSA occur within the home 

(Smallbone et al., 2008, 2015). With 80% of abuse occurring by a child’s parents (van der 
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Kolk, 2000) and CSA remaining a silent epidemic (Kaffman, 2009); supporting families 

seems the most important system where this work must begin. The National Child Traumatic 

Stress Network (2020) state that any traumatic event that frightens a child or poses a threat to 

the safety of a loved one leads to childhood trauma. If a child cannot fight a loved one and 

perceive the non-offending parent as being scared or unable to cope with life stressors, 

activation of the defence and attachment systems results in an unsolvable situation for the 

child. 

Educating parents on the unseen nature of child abuse, and risks within the family unit 

is paramount. Further parent psychoeducation on the polyvagal theory (Porges, 2011) that 

suggests that when a child’s nervous system is in a chronic state of stress, mental processing 

will fall second to adaptive survival responses (Williamson et al., 2015). The paradox of the 

human need to feel safe and be in connection, yet the body is devoted to preventing harm 

suggests attachment is a reason for many children being unable to disclose harm. Increasing 

an NOPs understanding that a child instinctively has attachment needs that may lead them to 

suppress their own truth, is necessary knowledge for all parents (Mate, 2011). Prevention is 

better than the cure. Child victims will often know their perpetrator, 90% are male and 73% 

are fathers and as CSA often co-occurs with DV (Nicholson, 2006). Perpetrators have shown 

to be the father in 80% of studies and the mother’s partner in 20% (Katz, 2015). Wright et al. 

(2012) reported out of 79 mothers 87.3% of the participants indicated at least one perpetrator 

was a family or extended family member (father 41.8%) suggest that non-offending mothers 

are a population worthy of imminent support.  

Prevention and education should focus on validation of the problem, knowledge of the 

signs and symptoms of abuse, and hope for a safe future rather than remaining in fear and 

silence. Many children’s preventative programs are providing excellent means of educating 

children on body warning signs, good feelings bad feelings, and saying no. Yet, further 

program development is required to educate children on their nervous system, and attachment 

needs to help them find understanding that they do have a right to be safe. This thesis may be 

a starting point in developing new guidelines, of how to address disclosures, the family unit, 

and a child’s right to be safe. The answer begs empirical research into developing evidence-

based programs and resources for children and their families.  

Implications for Policymakers 

Institutional betrayal is a failure to reply in a supportive method to wrongdoings 

perpetrated by an establishment on which a person relies (Platt et al., 2009). Institutional 
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betrayal has additionally been explicated as risk factor for CPTSD (Smith & Freyd, 2013, 

2014). It is evident from the latest reforms made throughout the Royal Commission into 

Institutional Responses (Royal Commission into Institutional Responses, 2017a) and the 

latest Law Inquiry that health, that social services, and education are failing the households 

they are intended to serve (Brown & Alexander, 2020). Smith and Freyd (2013) confirmed 

the harm that prevents survivors’ restoration due to cover ups and scheme failures. Danger of 

victimisation from institutional betrayal has been shown to correlate positively with PTSD, 

anxiety, and depression. When controlling for the consequences of sexual abuse, 

psychological aggression, and violence institutional betrayal provides a greater contribution 

to reductions in psychological wellbeing (Lee et al., 2019). Survivors, survivor advocacy 

centres, and practitioners have acknowledged the morbidity linked to complex trauma is 

burdening victims and their wellbeing because of an inadequate service supply (Mears & 

McGreal, 2012). Incongruence between the views between parents, professionals, and courts 

as to the best interests of the child remain (Higgins, 2007; Hooper, 1992), leaving neither 

safety nor justice for children, leaving families unprotected (Humphreys & Thiara, 2003).  

The majority of judges, lawyers, and mental health evaluators who participated in the study 

by Saunders et al. (2011) reported that they had knowledge of screening, and assessing post-

separation DV, and assessing dangerousness, yet they reported limited DV knowledge. 

Providing DV training for institutional courts, legal systems, and mental health experts are 

required as respondents who did not have expert knowledge of these topics believed that 

most allegations of DV were untruthful or that NOP victims were trying to alienate their 

children. 

It is a violation of the human rights of a child to be receiving violence in their own 

home. However, 80% of children were sexually abused in their own home were ordered to 

have repeated contact visits to ensure a relationship with both parents (Brown & Alexander, 

2020). Being unsafe with unmet needs within an attachment system (perpetrator and 

institution) required for survival, may threaten the physical and psychological wellbeing of 

NOPs and their children. If forced betrayal, denunciation, and complicity commonly occur, 

with victims often being obliged to make impossible choices among alternatives that are 

equally reprehensible (Krell, 1997), the injustice facilitating further systemic betrayal within 

the family law system ordering complicity of NOPs and their children is maintaining this 

‘awful human mess’ (Schwartz, 2019). 
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As noted in Chapter 1, Australia’s focus on child safety is powerfully connected to the 

endorsement of the rights of children as an international signatory to the United Nations (UN) 

Convention on the Rights of the Child (1989) to live free from all forms of violence. The 

unsatisfactory rate at which CSA are being identified, treated, and facing betrayals 

institutionally and intergenerationally are key barriers to supporting families during this 

developmental period. Ongoing trauma betrayals across each chronosystem will cause abused 

children to remain submissive, dissociative, full of shame, only able to respond in survival 

states of fight, flight, freeze, or fawn (Fisher & Ogden, 2009; Ogden & Minton, 2000). A way 

to help overcome these problems was articulated by Bailey et al. (2020) who proposed that 

focusing on educating judges, lawyers, child safety advocates, mediators, and social workers, 

all parties involved in trauma care of high conflict families through mandated trauma-

informed training and accreditation would improve the outcomes for the system and at-risk 

families. Assisting professionals to learn ways to read and understand the human 

physiological response to victims of DV and sexual abuse may bring about the much-needed 

assistance for families, legal, health, and government providers due to the importance of the 

family unit in society.   

A further royal commission extending from institutional abuse may serve to repair 

both the justice and existential systems within the family by ensuring public acknowledgment 

of a child’s human rights and past human rights violations of these silenced generations. Such 

acknowledgement may provide healing and closure to otherwise unassimilable events. The 

effects of complex trauma are persistent, and if unresolved, negatively impact mental and 

physical health across the lifespan. The majority of people treated by the health system have 

a history of trauma. Unresolved complex trauma is not a silent epidemic within the 

individual; it is an intergenerational epidemic causing long-term issues in child protection, 

educational failures, premature deaths, homelessness, health, and mental health disorders, 

criminal justice, and lost productivity (Amos et al., 2015; Kezelman et al., 2015). The costs to 

society for not adequately identifying and treating CSA has resulted in a global risk factor 

(0.6%) affecting the global burden of disease (Mathers et al., 2009; WHO, 2018). Australia 

has been a global leader in this field with the federal government conducting the Royal 

Commission into Institutional Responses to CSA (2017). Whilst this was a promising support 

for survivors of institutional abuse, the Royal Commission’s findings alone highlight the 

gravity of the abuse, occurring alongside CSA in familial or community contexts. Yet child 

abuse in familial settings receives little attention, despite previous research suggesting one in 
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five children will experience such actions prior to reaching 18 years of age (Dube et al., 

2015).  

Study 1 revealed 49.7% of the parents had experienced their own CSA and was 

familial (57.35%). Their children who experienced sexual abuse (69.5%) was familial. Study 

2’s findings reported the majority of NOP participants had experienced their own CSA 

(71.4%) and the majority reported that it was familial abuse (81.7%). These findings support 

the suggestions that CSA is occurring at greater rates than other mental health conditions 

during childhood and represents an important mental health concern that calls for widespread 

policymakers to consider further research on ACEs. Furthermore, utilising other trauma 

informed measures that based on a trauma informed approach to measure weighting of 

adversities, cumulative adversity, intensity, frequency, and protective factors are essential. 

This recommendation is in line with the American Medical Association has recommended 

compulsory screening for women for exposure to violence at every healthcare facility, yet 

this practice appears to be rare. Legislation of a trauma informed and trauma recovery 

informed measure that screens, provides trauma informed training for administration, 

therapeutic support with evidenced based treatments as part of standard General Practitioner, 

Psychologist, and Psychiatrist assessment and treatment would assist the identification and 

treatment of at-risk families.  

Limitations and Future Directions 

Examining fathers on the role of PTSD or PTG prevalence, and these intrapersonal 

cognitions of moral injury risk factors in non-offending fathers are important, as this 

research’s generalisability is limited to non-offending mothers. Supporting fathers as a whole 

and the importance of their role as fathers is also considered vital in research and practice to 

return their hearts towards the child to bring healing and support to end intergenerational 

abuse. Furthermore, it is recommended that future researchers are involved in randomised 

control trials of complex trauma interventions that include both parent and child. The 

education of parents to better understand social and emotional regulation, and to understand 

attachment ruptures will help facilitate the parent-child relationship.  

Conclusion 

It stands to reason that the most devastating traumas are those that occur at the hands 

of caretakers (Cozolino, 2002). Overall, this current program of research found preliminary 

support for the clinical utility of post-trauma intrapersonal moral injury cognitions as a 

psychological indicator that extends beyond solely abuse-related symptoms in two important 
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trauma diagnoses: PTSD and CPTSD. Given that NOPs are commonly experiencing high 

betrayal traumas comprised of greater symptom complexity and severity, routine screening 

and unique CPTSD treatment for such symptoms are warranted and are consistent with a 

personalised medicine approach and WHO guidelines. This thesis extends the definition and 

conceptualisation of moral injury theory with metatheoretical models that may assist case 

formulation and treatment guidelines for future CPTSD interventions. Ongoing refinement of 

the nature of moral injury symptom profiles may need to be considered in further research, 

particularly the development of clinical trials to evaluate CPTSD interventions. Intrapersonal 

moral injury cognitions show promise as diagnostic risk factors of PTSD and CPTSD that 

can be attenuated to restore a negative sense of self and may be a factor differentiating and 

not currently measured or treated in PTSD and CPTSD.  

It is recommended that future development of CPTSD interventions utilise the 

proposed models for NOPs affected by CSA that integrate intrapersonal moral injury, 

emotion focused, self-compassion, trauma-informed treatment. This thesis has shown 

preliminary evidence that their inclusion may result in substantial clinical improvement. This 

thesis has shifted the current CSA theoretical model treatment paradigm to include NOPs in 

the hope that families can begin to rebuild and repair the breach of familial foundations 

ruptured by intergenerational childhood sexual abuse. Therapeutic application of these 

findings and treatment paradigms, is hoped to engage NOPs in post-traumatic recovery.  

This epistemological program of research has provided data about the risk factors of 

intrapersonal moral injury cognitions that are fostering PTSD and CPTSD. This research has 

been an important step in refining and extending the clinical utility of intrapersonal 

cognitions of moral injury as valuable psychosocial constructs beyond solely abuse-related 

symptoms. These findings highlight the importance of assessing posttraumatic cognitions of 

self, emotion regulation catastrophising, and negative self-compassion to target these 

intrapersonal characteristics that are impacted by interpersonal betrayal traumas. Guided by 

moral injury theory, this thesis has provided a need for practitioners to consider parents’ 

inclusion in child abuse treatments. As NOPs and their child survivors share similar risk 

factors, this research is anticipated to provide novel intrapersonal core-self  recovery 

treatment targets, that would enhance the recovery for both parent-child.  

Tetelestai, is the Greek verb of teleo which means to bring to an end, to complete and 

accomplish. It declares that an action has been completed in the past with results that will 

continue into the present. This epistemological program of research is expected to provide 
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key treatment solutions to enhance familial recovery from complex trauma. Furthermore, this 

research aims to serve as part of the foundation of burgeoning trauma research to ensure 

Australia make the legislative, education, and social measures necessary to identify, report, 

investigate, treat, and prevent children from sexual abuse (Royal Commission into 

Institutional Responses, 2017a), and better support NOPs on whom these children rely. 

 

A Personal Note to Psychologists. Logizomai comes from the Hebrew Greek word logos 

which means to reckon; to consider; to take into account; to reason to a logical conclusion. A 

mind who is always considering, taking into account is never at rest or receives peace. This 

causes an imbalance in the human psyche. Living out of alignment can silence individuals to 

darkness, isolation, feeling lost from their core self. The human body is designed to obey the 

blueprint given to it by the heart and mind’s thoughts, which is why identifying hearts that 

feel guilty and say “Maybe, I do deserve punishment” is vital. Those NOPs who feel they are 

to blame may be inhibited by fear caused by a moral injury preventing them from coming 

back to their true self.  

Psychologists have the privilege of sitting alongside clients in their pain and suffering, 

with knowledge, compassion, and hope. The quickest way to someone's heart is through their 

wounds (trauma) and we as psychologists, see people in their alarm moments of despair. We 

need to anchor to help them by having staying power in alarm moments of others’ lives 

(Chambers, 2014). Through anchoring on becoming trauma-informed, we can better assist 

individuals suffering from relational traumas with others, but most crucially relational 

traumas within themselves. Becoming trauma-informed helps clinicians in more accurate 

assessment, diagnoses, and treatment that will allow us to form heart-to-heart connections 

that will help traumatised survivors connect to their authentic self again. Finally, this thesis 

aimed to listen to this population with an intent to understand and not necessarily reply until 

their plight is fully understood.   

 

“When you talk, you are only repeating what you already know. But if you listen, you may 

learn something new.” Dalai Lama  

(as cited in Salzberg & Kabat-Zinn, 1997). 
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Appendix A 

Posttraumatic Stress Disorder Criterion   

F43.10 Posttraumatic Stress Disorder (DSM-5; American Psychiatric Association, 2013) 

Criterion A 

You were exposed to one or more event(s) that involved death or threatened death, actual 

or threatened serious injury, or threatened sexual violation. In addition, these events were 

experienced in one or more of the following ways: 

• Directly experiencing the event 

• Witnessing the event as it occurred to someone else 

• You learned about an event where a close relative or friend experienced an actual or 

threatened violent or accidental death 

• Experiencing repeated exposure to distressing details of an event, such as a police 

officer repeatedly hearing details about child sexual abuse 

• Criterion B 

You experience at least one of the following intrusive symptoms associated with the traumatic 

event: 

Criterion B 

• Unexpected or expected reoccurring, involuntary, and intrusive upsetting memories of 

the traumatic event 

• Repeated upsetting dreams where the content of the dreams is related to the traumatic 

event 

• The experience of some type of dissociation (for example, flashbacks) where you feel 

as though the traumatic event is happening again 

• Strong and persistent distress upon exposure to cues that are either inside or outside of 

your body that is connected to your traumatic event 

• Strong bodily reactions (for example, increased heart rate) upon exposure to a 

reminder of the traumatic event 

Criterion C 

Frequent avoidance of reminders associated with the traumatic event, as demonstrated by one 

of the following: 

• Avoidance of thoughts, feelings, or physical sensations that bring up memories of the 

traumatic event 

• Avoidance of people, places, conversations, activities, objects, or situations that bring 

up memories of the traumatic event 

 

https://www.verywellmind.com/ways-to-manage-your-ptsd-symptoms-2797613
https://www.verywellmind.com/ptsd-and-emotional-avoidance-2797640
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Appendix B 

Complex Posttraumatic Stress Disorder Criterion 

6B41 Complex Post Traumatic Stress Disorder (ICD-11; CPTSD, 2020) 

Description 

Complex posttraumatic stress disorder (Complex PTSD) is a disorder that may 

develop following exposure to an event or series of events of an extremely threatening or 

horrific nature, most commonly prolonged or repetitive events from which escape is difficult 

or impossible (e.g. torture, slavery, genocide campaigns, prolonged domestic violence, 

repeated childhood sexual or physical abuse). All diagnostic requirements for PTSD are met.  

In addition, Complex PTSD is characterised by severe and persistent 1) problems in affect 

regulation; 2)beliefs about oneself as diminished, defeated or worthless, accompanied by 

feelings of shame, guilt or failure related to the traumatic event ; and 3) difficulties in 

sustaining relationships and in feeling close to others. These symptoms cause significant 

impairment in personal, family, social, educational, occupational or other important areas of 

functioning. 

6B40 Post traumatic stress disorder (ICD-11, 2020). Posttraumatic stress disorder 

(PTSD) may develop following exposure to an extremely threatening or horrific event or 

series of events. It is characterised by all of the following: 1) re-experiencing the traumatic 

event or events in the present in the form of vivid intrusive memories, flashbacks, or 

nightmares. Re-experiencing may occur via one or multiple sensory modalities and is 

typically accompanied by strong or overwhelming emotions, particularly fear or horror, and 

strong physical sensations; 2) avoidance of thoughts and memories of the event or events, or 

avoidance of activities, situations, or people reminiscent of the event(s); and 3) persistent 

perceptions of heightened current threat, for example as indicated by hypervigilance or an 

enhanced startle reaction to stimuli such as unexpected noises. The symptoms persist for at 

least several weeks and cause significant impairment in personal, family, social, educational, 

occupational or other important areas of functioning. 
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Appendix C 

Explanatory Statement, Research Consent, and Questionnaire Study 1 and 4 

Examining the Factors Influencing Post-traumatic Growth in Parents of Children who have 

Experienced Sexual Abuse. Ethics Reference: CMO3322 

You are invited to participate in a research study conducted by Board registered Psychologist 

Cher McGillivray, currently undertaking a Doctor of Philosophy degree at Bond University 

under the supervision of Clinical Psychologist and A/Professor of Psychology Dr Aileen 

Pidgeon. 

Purpose of the research 

The aim of this research is to explore the positive psychological factors that contribute to 

post-traumatic growth of parents of children who have experienced sexual abuse. 

What you will be asked to do 

As part of this study, participants are invited to complete an online questionnaire that will 

require approximately 30-45 minutes to complete. There will also be a tick box if you are 

interested in continuing with the next phase of this research to be considered for participation 

in an online parent trauma recovery and resilience program trial. You will be given the option 

to add your email address. 

Your participation is voluntary 

Participation in this study is voluntary, and anonymous and participants may withdraw from 

the study at any time without consequence. The data collected from this research will be 

utilised in bulk de-identified information that will help develop a new child sexual abuse 

assessment and a trauma recovery and resilience program for parents of children who have 

experienced sexual abuse. 

Your confidentiality 

All information you provide in this research will be treated as confidential and will only be 

viewed by the Principal Investigator and her research team. All information will be securely 

stored by Bond University, including email addresses and identifying information, in 

accordance with Bond University policy and destroyed after five years. To be eligible to 

participate in this study, you must be aged 18 years or over. 

The expected benefits 

This current study will add to the growing body of research which increases our 

understanding of the psychosocial factors that contribute to post-traumatic growth. In 

addition, the results in de-identified group form, may be published in peer review journals. 

This research will inform the development of interventions that will help in cultivating post-

traumatic growth in parents and their children who have experienced sexual abuse. 
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Risks associated with participation 

As the nature of this research involves assessing the impact of sexually abusive behaviours on 

wellbeing, there is the potential for experiencing feelings of distress or discomfort. If at any 

time you do experience these feelings, we encourage you to withdraw from continued 

participation and talk to a health care provider. Additional support may be obtained by 

contacting Bravehearts support line on 1800 272 831 or if you feel in imminent crisis and 

require after hours support please contact Lifeline on 13 11 14 or visit the Black Dog Institute 

www.blackdoginstitute.org.au. 

The ethical conduct of this research 

Any research that is performed at Bond University is conducted in accordance with the 

National Statement on Ethical Conduct in Human Research (2007). Should you have any 

complaints concerning the manner in which this research is being conducted, please do not 

hesitate to contact the Bond University Research Ethics 

Complaints Officer. 

Bond University Research Ethics Officer 

Bond University Human Research Ethics Committee 

Bond University, Gold Coast, QLD 4229 

Phone: 07 55954194 Fax: 07 55951120 

Email: ethics@bond.edu.au  

Thank you for taking the time to participate in this research project, your participation is 

greatly appreciated. 

Dr Aileen M. Pidgeon 

Assistant Professor Psychology   

Bond University  

apidgeon@bond.edu.au   

Phone: (07) 5595251 

Cher McGillivray 

Researcher 

Bond University 

cmcgilli@bond.edu.au 

Phone: (07) 55954194  

mailto:apidgeon@bond.edu.au
mailto:cmcgilli@bond.edu.au
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Questionnaire Package 

I confirm that I have read and understood the Participant Information Statement and I 

agree to take part in the survey. 

Thank you for taking the time to participate in this research project, your participation is 

greatly appreciated. 

Please fill in the blanks or select the appropriate response as the answers pertain to you for the 

following questions: 

1. What is your age in years? _________

2. Sex:

❑ Female

❑ Male

3. What was the last form of education you completed?

❑ Less than secondary school

❑ Secondary school

❑ Diploma or tertiary certificate

❑ Vocational or Technical Degree

❑ Bachelor’s Degree

❑ Master’s Degree

❑ Doctoral Degrees

4. What is your current employment status?

❑ Employed full-time

❑ Employed part-time

❑ Homemaker

❑ Not currently employed

❑ Other (please specify):___________________________________

5. What is your current relationship status?

❑ Single

❑ In a relationship

❑ Living with an Intimate Partner

❑ Married

❑ Divorced/Separated

❑ Widowed

❑ Other (please specify):_______________________________________
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6. How many children do you have?

❑ 1

❑ 2

❑ 3

❑ 4 or more

7. Has one of your children reported experiencing abuse by a family member

❑ Family member

❑ Non-Family member

8. Has more than one of your children reported experiencing abuse by the same person?

❑ Yes

❑ No

9. How many disclosures of abuse did your child/children make?

❑ One

❑ Multiple

10. For approximately how many years did they experience the sexual abuse?

❑ Less than one

❑ More than one

❑ More than five

11. Was the abuser of your child their

❑ Father

❑ Step-father

❑ Mother

❑ Uncle

❑ Aunt

❑ Grandfather

❑ Grandmother

❑ Sibling

❑ Cousin

❑ Teacher

❑ Church pastor/member

❑ Stranger

❑ Peer

❑ Friends father

❑ Friends mother

❑ Other______________

12. What was the age of your child when they disclosed?_________

13. What was the age of  your other child if they also disclosed?___________
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14. How long ago did you last finish with legal proceedings?

❑ Did not engage legal support

❑ Still involved

❑ 1-6 months ago

❑ 6-12 months ago

❑ 12-2 years ago

❑ 1-2 years ago

❑ 2 years or longer

15. Have you personally been a victim of childhood sexual abuse?

❑ Yes

❑ No

16. Was the abuse you experienced by a

❑ Family Member

❑ Non-Family Member

17. Was your abuse committed by a

❑ Father

❑ Step-father

❑ Mother

❑ Uncle

❑ Aunt

❑ Grandfather

❑ Grandmother

❑ Sibling

❑ Cousin

❑ Teacher

❑ Church pastor/member

❑ Stranger

❑ Peer

❑ Friends father

❑ Friends mother

❑ Other______________

18. For approximately how many years did you experience sexual abuse? __________

19. Have you sort previous counselling for yourself?

❑ Yes

❑ No

20. Have you sort previous counselling for your child?

❑ Yes

❑ No

21. Would you like to receive further information on the Parent Trauma Recovery and

Resilience online intervention? Please provide your email address

______________________. You will be emailed a unique identity code and

information about the parenting intervention.
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PTCs Inventory 

(PTCI; Foa & Ehlers, 1999). 

We are interested in the kind of thoughts which you may have had after a traumatic experience. Below are a 

number of statements that may or may not be representative of your thinking.  Please read each statement 

carefully and tell us how much you AGREE or DISAGREE with each by putting the appropriate number 

between 1 & 7 in the box to the right of the statement.  People react to traumatic events in many different ways. 

There are no right or wrong answers to these statements.  

  1                        2                   3                    4                5             6                  7 

totally disagree disagree  slightly disagree  neutral    agree     slightly  agree  very much agree 

1. the event happened because of the way I acted 

2. I can't trust that I will do the right thing 

3. I am a weak person 

4. I will not be able to control my anger and will do something terrible 

5. I can't deal with even the slightest upset 

6. I used to be a happy person but now I am always miserable. 

7. people can't be trusted 

8. I have to be on guard all the time 

9. I feel dead inside 

10. you can never know who will harm you 

11. I have to be especially careful because you never know what can happen next 

12. I am inadequate 

13. if I think about the event, I will not be able to handle it 

14. the event happened to me because of the sort of person I am 

15. my reactions since the event mean that I am going crazy 

16. I will never be able to feel normal emotions again 

17. the world is a dangerous place 

18. somebody else would have stopped the event from happening 

19. I have permanently changed for the worse 

20. I feel like an object, not like a person 

21. somebody else would not have gotten into this situation 

22. I can't rely on other people 

23. I feel isolated and set apart from others 

24. I have no future 

25. I can't stop bad things from happening to me 

26. people are not what they seem 

27. my life has been destroyed by the trauma 

28. there is something wrong with me as a person 

29. my reactions since the event show that I am a lousy coper 

30. there is something about me that made the event happen 

31. I feel like I don't know myself anymore 

32. I can't rely on myself 

33. nothing good can happen to me anymore 

Foa, E. B., A. Ehlers, et al. (1999). "The PTCs inventory (PTCI): Development and validation." 
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Cognitive Emotion Regulation  Questionnaire 

(CERQ; Garnefski, Kraaij & Spinhoven, 2001) 

Everyone gets confronted with negative or unpleasant events now and then and everyone 

responds to them in his or her own way. By the following questions you are asked to indicate 

what you generally think, when you experience negative or unpleasant events. 

1 = Almost Never  2 = Sometimes  3 = Regularly   4 = Often 5 = Almost Always 

(almost) 

never 

some- 

times 

regularly often (almost) 

always 

1. I think that I have to accept that this has happened 1 2 3 4 5 

2. I often think about how I feel about what I have experienced 1 2 3 4 5 

3. I think I can learn something from the situation 1 2 3 4 5 

4. I feel that I am the one who is responsible for what has

happened

1 2 3 4 5 

5. I think that I have to accept the situation 1 2 3 4 5 

6. I am preoccupied with what I think and feel about what I have

experienced

1 2 3 4 5 

7. I think of pleasant things that have nothing to do with it 1 2 3 4 5 

8. I think that I can become a stronger person as a result of what

has happened

1 2 3 4 5 

9. I keep thinking about how terrible it is what I have experienced 1 2 3 4 5 

10. I feel that others are responsible for what has happened 1 2 3 4 5 

11. I think of something nice instead of what has happened 1 2 3 4 5 

12. I think about how to change the situation 1 2 3 4 5 

13. I think that it hasn’t been too bad compared to other things 1 2 3 4 5 

14. I think that basically the cause must lie within myself 1 2 3 4 5 

15. I think about a plan of what I can do best 1 2 3 4 5 

16. I tell myself that there are worse things in life 1 2 3 4 5 

17. I continually think how horrible the situation has been 1 2 3 4 5 

18. I feel that basically the cause lies with others 1 2 3 4 5 
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Self-compassion Scale 

 (SCS; Neff, 2003) 

Please read each statement carefully before answering. To the left of each item, indicate how 

often you behave in the stated manner, using the following scale:  

     Almost        Almost 

     never       always 

          1             2     3           4 5 

_____1. When I fail at something important to me I become consumed by feelings of inadequacy.  

_____2. I try to be understanding and patient towards those aspects of my personality I don’t like.  

_____3. When something painful happens I try to take a balanced view of the situation.  

_____4. When I’m feeling down, I tend to feel like most other people are probably happier than I  

am.  

_____5. I try to see my failings as part of the human condition.   

_____6. When I’m going through a very hard time, I give myself the caring and tenderness I need.  

_____7. When something upsets me I try to keep my emotions in balance.   

_____8. When I fail at something that’s important to me, I tend to feel alone in my failure   

_____9. When I’m feeling down I tend to obsess and fixate on everything that’s wrong.  

_____10. When I feel inadequate in some way, I try to remind myself that feelings of inadequacy  

are shared by most people.   

_____11. I’m disapproving and judgmental about my own flaws and inadequacies.   

_____12. I’m intolerant and impatient towards those aspects of my personality I don’t like.  

Thank you for taking the time to assist with this research. 

If you experience distress from participation in this research please speak to a health practitioner 

or contact Lifeline counselling on 13 11 14 or the SANE Helpline 1800 18 7263, or Beyond 

Blue 1300 224 636 for confidential support and assistance.  
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Post-traumatic Checklist Scale   

(PCL-5; Weathers, Litz, Keane, Palmieri, Marx, & Schnurr, 2013) 

Instructions: Below is a list of problems that people sometimes have in response to a very stressful experience. 

Please read each problem carefully and then circle one of the numbers to the right to indicate how much you 

have been bothered by that problem in the past month. 

In the past month, how much were you bothered by: 
Not 

at all  

A 

little  
Moderate 

Quite 

a bit  
Extremely  

1. Repeated, disturbing, and unwanted memories of the stressful experience?
0  1  2  3  4  

2. Repeated, disturbing dreams of the stressful experience? 0  1  2  3  4  

3. Suddenly feeling or acting as if the stressful experience were actually

happening again (as if you were actually back there reliving it)?
0  1  2  3  4  

4. Feeling very upset when something reminded you of the stressful

experience?
0  1  2  3  4  

5. Having strong physical reactions when something reminded you of the

stressful experience (for example, heart pounding, trouble breathing, 

sweating)? 

0  1  2  3  4  

6. Avoiding memories, thoughts, or feelings related to the stressful experience? 0  1  2  3  4  

7. Avoiding external reminders of the stressful experience (for example,

people, place, conversations, activities, objects, or situations)?
0  1  2  3  4  

8. Trouble remembering important parts of the stressful experience? 0  1  2  3  4  

9. Having strong negative beliefs about yourself, other people, or the world (for 

example, having thoughts such as: I am bad, there is something seriously

wrong with me, no one can be trusted, the world is completely dangerous)? 

0  1  2  3  4  

10. Blaming yourself or someone else for the stressful experience or what

happened after it? 
0  1  2  3  4  

11. Having strong negative feelings such as fear, horror, anger, guilt, or shame? 0  1  2  3  4  

12. Loss of interest in activities that you used to enjoy? 0  1  2  3  4  

13. Feeling distant or cut off from other people? 0 1 2 3 4 

14. Trouble experiencing positive feelings (for example, being unable to feel

happiness or have loving feelings for people close to you)?
0  1  2  3  4  

15. Irritable behavior, angry outbursts, or acting aggressively? 0  1  2  3  4  

16. Taking too many risks or doing things that could cause you harm? 0  1  2  3  4  

17. Being “super alert” or watchful or on guard? 0  1  2  3  4  

18. Feeling jumpy or easily startled? 0  1  2  3  4  

19. Having difficulty concentrating? 0  1  2  3  4  

20. Trouble falling or staying asleep? 0  1  2  3  4  



313 

PTGI (Post-traumatic Growth Inventory) 

(PTG; Tedeschi & Calhoun, 2004). 

Listed below are 10 areas that are sometimes reported to have changed after traumatic events. Please mark the appropriate 

box beside each description indicating how much you feel you have experienced change in the area described. The 0 to 5 

scale is as follows: 

0 = I did not experience this change as a result of my crisis 

1 = I experienced this change to a very small degree 

2 = I experienced this change to a small degree 

3 = I experienced this change to a moderate degree 

4 = I experienced this change a great degree 

5 = I experienced this change a very great degree as a result of my crisis 

Possible areas of growth and change 
0 1 2 3 4 5 

a. My priorities about what is important in life 

b. An appreciation for the value of my own life 

c. A better understanding of spiritual matters 

d. I established a new path for my life 

e. A sense of closeness with others 

f. Knowing I can handle difficulties 

g. I’m able to do better things with my life 

h. I have stronger religious faith 

i. I discovered that I am stronger than I thought I was 

j. I learned a great deal about how wonderful people are 

Thank you for taking the time to assist with this research. 

If you experience distress from participation in this research please speak to a health 

practitioner or contact Lifeline counselling on 13 11 14 or the SANE Helpline 1800 18 7263, 

or Beyond Blue 1300 224 636 for confidential support and assistance.  

Thank you for filling out the questionnaire. 
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Appendix D 

Explanatory Statement, Research Consent, and Questionnaire Study 2a and 2b 

Ethics Reference: CM03420 - A validation study of the International Trauma Questionnaire to assess complex trauma in 

non-offending parents of children who have experienced sexual abuse.

Purpose of the research 
My name is Cher McGillivray and I am a completing a Doctorate of Philosophy at Bond University, under the Supervision of Dr. Aileen 
Pidgeon. 
I am interested in improving understanding of the factors that increase the risk of non-offending parents of children who have 
experienced sexual abuse developing PTSD and Complex PTSD. Non-offending parents who have experienced a traumatic event, such 
as their child reporting experiencing sexual abuse may develop PTSD.  However, non-offending parents who have also experienced 
childhood trauma such as sexual, physical or emotional abuse may be at risk of developing Complex PTSD, resulting in additional 
symptoms as compared to PTSD.   

As childhood sexual abuse is often a prolonged, recurrent, relational trauma, beyond exposure to a single traumatic event, there is a 
need to further understand the complexity of Complex PTSD. Childhood abuse comprises additional stressors due to the 
developmental disturbances in relationships not accurately captured in PTSD. Given that Complex PTSD is a newly defined condition 
further research into evaluating its role may assist the development of appropriate interventions.

I am seeking your help to expand knowledge by participating in this research study by completing an online questionnaire which will 
take approximately 45 minutes to complete. 

Who can participate? 
If you are 18 years or older, a non-offending parent of a child who has experienced sexual abuse, and have access to a computer you 
are eligible to participate. 

Voluntary participation and Confidentiality 
Participation in this study is voluntary, and participants may withdraw at any time from the study without consequence. All 
information you provide in this research will be treated as confidential and only viewed by the Principal Investigator and her 
research team. All information will be stored anonymously and securely by Bond University in accordance with the Bond University 
policy with all data destroyed after five years. The results may be utilised as de-identified data and published in peer review journals.

Risks associated with participation  
If at any time during the participation of this research you experience feelings of discomfort or distress, please seek support from 
your GP, or a mental health professional. For afterhours you may wish to contact:
Lifeline on 13 11 14 
Child Abuse Prevention Service 1800 688 009 24/7 
The Bond University Psychology Clinic Tel: +61 7 5595 2527

The ethical conduct of this research 
Bond University research is conducted in accordance with the National Statement on Ethical Conduct in Human Research (2007). 
Should you have any complaints concerning the manner in which this research is being conducted, please do not hesitate to contact 
the Bond University Research Ethics Complaints Officer. Bond University Human Research Ethics Committee, Bond University, Gold 
Coast, 4229, Phone: 07 5595 4194, Fax: 07 5595 1120, Email: buhrec@bond.edu.au. 

Thank you for taking the time to participate in this research study, your participation is greatly appreciated. 

Dr Aileen M. Pidgeon    

Assistant Professor Psychology 
Bond University  

ap id g eo n @b o nd .ed u . au  

  
❑

❑ I confirm that I have read and understood the Participant Information Statement and I agree to 

take part in the survey.  

Thank you for taking the time to participate in this research project, your participation is greatly appreciated. 

Cher McGillivray 
Researcher  

Bond University 
cmcgilli@bond.edu.au  

Phone: (07) 55954194   

Tel: 07 507 55954194 595 4194

mailto:apidgeon@bond.edu.au
mailto:cmcgilli@bond.edu.au
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Demographics 

Please fill in the blanks or select the appropriate response as the answers pertain to you for the 

following questions: 

1. What is your age in years? _________

2. Sex:

❑ Female

❑ Male

3. What was the last form of education you completed?

❑ Year 10

❑ Year 12

❑ Undergraduate Degree

❑ Postgraduate Degree

4. What is your current employment status?

❑ Part-time

❑ Casual

❑ Fulltime

❑ Other (please specify):___________________________________

5. What is your current relationship status?

❑ Single

❑ In a relationship

❑ Married

❑ Divorced/Separated

❑ Widow

❑ Living with an Intimate Partner

❑ Other (please specify):_______________________________________

6. Has your child been affected by sexual abuse?

❑ Yes

❑ No

7. Was your child’s abuse perpetrated by:

❑ A family member

❑ Someone Unknown

8. Was your child’s abuse:

❑ Suspected

❑ Disclosed

❑ Subject to notification

❑ Substantiated by police/child protection

❑ Outcome of any investigation

9. Was there more than one disclosure of sexual abuse?

❑ Yes

❑ No

❑ Approximately how many times

Thank you for your assistance in completing this questionnaire! 
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International Trauma Questionnaire 

(ITQ; Cloitre, et al., 2018) 

Instructions: Please identify the experience that troubles you most and answer the questions in 

relation to this experience.  

Brief description of the experience _______________________________________________  

When did the experience occur? (circle one) a. less than 6 months ago b. 6 to 12 months ago c. 

1 to 5 years ago d. 5 to 10 years ago e. 10 to 20 years ago f. more than 20 years ago  

Below are a number of problems that people sometimes report in response to traumatic or 

stressful life events. Please read each item carefully, then circle one of the numbers to the right 

to indicate how much you have been bothered by that problem in the past month.   

 

 

 

Not at 

all 

 

A little Bit Moderately Quite 

a Bit 

Extremely 

P1. Having upsetting dreams that replay part of the experience or are 

clearly related to the experience? 

0 1 2 3 4 

P2. Having powerful images or memories that sometimes come into your 

mind in which you feel the experience is happening again in the here and 

now? 

0 1 2 3 4 

P3. Avoiding internal reminders of the experience (for example, thoughts, 

feelings, or physical sensations)? 
0 1 2 3 4 

P4. Avoiding external reminders of the experience (for example, people, 

place, conversations, objects, activities, or situations)? 
0 1 2 3 4 

P5. Being “super-alert”, watchful, or on guard? 0 1 2 3 4 

P6. Feeling jumpy or easily startled? 0 1 2 3 4 

In the past month have the above problems:      

P7. Affected your relationships or social life? 0 1 2 3 4 

P8. Affected your work or ability to work? 0 1 2 3 4 

P9. Affected any other important part of your life such as parenting, or 

school or college work, or other important activities? 
0 1 2 3 4 

Below are problems that people who have had stressful or traumatic events 

sometimes experience. The questions refer to ways you typically feel, 

ways you typically think about yourself and ways you typically relate to 

others. Answer the following thinking about how true each statement is of 

you. 
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How true is this of you? Not at 

all 

A little bit Moderately Quite 

a bit 

Extremely 

C1. When I am upset, it takes me a long time to calm down.  

 
0 1 2 3 4 

C2. I feel numb or emotionally shut down.  

 
0 1 2 3 4 

C3. I feel like a failure. 0 1 2 3 4 

C4. I feel worthless. 0 1 2 3 4 

C5. I feel distant or cut off from people 0 1 2 3 4 

C6. I find it hard to stay emotionally close to people.  

 
0 1 2 3 4 

In the past month, have the above problems in emotions, in beliefs about 

yourself and in relationships: 

      

C7. Created concern or distress about your relationships or social life?  

 
0 1 2 3 4 

C8. Affected your work or ability to work? 0 1 2 3 4 

C9. Affected any other important parts of your life such as parenting, or 

school or college work, or other important activities? 
0 1 2 3 4 
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Child Trauma Questionnaire 

 

 (CTQ; Bernstein & Fink, 1998). 

  

  

Directions: These questions ask about some of your experiences growing up as a child and a 

teenager. For each question, circle the number that best describes how you feel. Although 

some of these questions are of a personal nature, please try to answer as honestly as you can. 

Your answers will be kept confidential. When I was growing up I… 

  

  

 

 

Never True 

 

Rarely 

True 

Sometimes 

True 

 

Often 

True 

Very 

True 

 1. I didn't have enough to eat. 1 2 3 4 5 

2. I knew that there was someone to take care of me and protect me. 1 2 3 4 5 

3. People in my family called me things like "stupid", "lazy" or "ugly". 1 2 3 4 5 

4. My parents were to drunk or high to take care of the family. 1 2 3 4 5 

5. There was someone in my family who made me feel important or 

special. 

1 2 3 4 5 

6. I had to wear dirty clothes. 1 2 3 4 5 

7. I felt loved. 1 2 3 4 5 

8. I thought my parents wished I had never been born. 1 2 3 4 5 

9. I got hit so hard by someone in my family that I had to see a doctor 

or go to the hospital. 

1 2 3 4 5 

10. There was nothing I wanted to change about my family. 1 2 3 4 5 

11. People in my family hit me so hard that it left me with bruises or 

marks. 

1 2 3 4 5 

12. I was punished with a belt, a board, a cord (or some other hard 

object). 

1 2 3 4 5 
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13. People in my family looked out for each other. 1 2 3 4 5 

14. People in my family said hurtful or insulting things to me. 1 2 3 4 5 

15. I believe that I was physically abused. 1 2 3 4 5 

16. I had the perfect childhood. 1 2 3 4 5 

17. I got hit or beaten so badly that it was noticed by someone like a 

teacher, neighbour, or doctor. 

1 2 3 4 5 

19. Someone in my family hated me.  1 2 3 4 5 

20. Someone tried to touch me in a sexual way or tried to make me 

touch them. 
1 2 3 4 5 

21. Someone threatened to hurt me or tell lies about me unless I did 

something sexual with them. 
1 2 3 4 5 

22. I had the best family in the world. 1 2 3 4 5 

23. Someone tried to make me do sexual things or watch sexual things. 1 2 3 4 5 

24. Someone molested me (took advantage of me sexually). 1 2 3 4 5 

25. I believe that I was emotionally abused. 1 2 3 4 5 

26. There was someone to take me to the doctor if I needed it. 1 2 3 4 5 

27. I believe that I was sexually abused. 1 2 3 4 5 

28. My family was a source of strength and support. 1 2 3 4 5 
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Traumatic Life Events Checklist 

(LEC-5; Weathers et al., 2013) 

 

Listed below are a number of difficult or stressful things that sometimes happen to people. 

For each event check one or more of the boxes. 

Be sure to consider your entire life (growing up as well as adulthood) as you go through the 

list of events.   

  
 Happened 

to Me 

 

Witness

ed it 

Learned 

about it 

Part of 

my job 

Does 

not 

apply 

1.Natural disaster (ie., flood, hurricane, tornado, earthquake) 1 2 3 4 5 

2. Fire or explosion 1 2 3 4 5 

3. Transportation accident (ie., car accident, boat accident, train wreck, 

plane crash) 

1 2 3 4 5 

4.Serious accident at work, home, or during recreational activity 1 2 3 4 5 

5.Exposure to toxic substance (ie., dangerous chemicals, radiation) 1 2 3 4 5 

6. Physical assault (ie., being attacked, hit, slapped, kicked, beaten up) 1 2 3 4 5 

7. Assault with a weapon (ie., being shot, stabbed, threatened with a knife, 

gun, bomb) 

1 2 3 4 5 

8. Sexual assault (rape, attempted rape, made to perform any type of sexual 

act through force or threat of harm 

1 2 3 4 5 

9.  Other unwanted or uncomfortable sexual experience 1 2 3 4 5 

10. Combat or exposure to a war-zone (in the military or as a civilian) 1 2 3 4 5 

11. Captivity (for example, being kidnapped, abducted, held hostage, 

prisoner of war) 

1 2 3 4 5 

12. Life-threatening illness or injury 1 2 3 4 5 

13. Severe human suffering 1 2 3 4 5 

14. Sudden violent death (ie., homicide, suicide) 1 2 3 4 5 

15. Sudden accidental death 1 2 3 4 5 

16.  Serious injury, harm, or death you caused to someone else 1 2 3 4 5 

17. Any other very stressful event or experience 1 2 3 4 5 
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Adult Hope Scale 

 

(AHS; Harris et al., 1991) 

 

 

 

Directions: Read each item carefully. Using the scale shown below, please select the number 

that best 

describes YOU and put that number in the blank provided. 

1. = Definitely False 

2. = Mostly False 

3. = Somewhat False 

4. = Slightly False 

5. = Slightly True 

6. = Somewhat True 

7. = Mostly True 

8. = Definitely True 

___ 1. I can think of many ways to get out of a jam. 

___ 2. I energetically pursue my goals. 

___ 3. I feel tired most of the time. 

___ 4. There are lots of ways around any problem. 

___ 5. I am easily downed in an argument. 

___ 6. I can think of many ways to get the things in life that are important to me. 

___ 7. I worry about my health. 

___ 8. Even when others get discouraged, I know I can find a way to solve the problem. 

___ 9. My past experiences have prepared me well for my future. 

___10. I’ve been pretty successful in life. 

___11. I usually find myself worrying about something. 

___12. I meet the goals that I set for myself. 

Scoring: 

Items 2, 9, 10, and 12 make up the agency subscale. 

Items 1, 4, 6, and 8 make up the pathway subscale. 

Researchers can either examine results at the subscale level or combine the two subscales to 

create a total hope score.  


