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THESIS ABSTRACT

Resilience is offered as a theoretical framewooknfwwhich the competent
functioning of a small proportion of survivors dfilclhood trauma can be
understood. Despite the likely deleterious impdetbuse and neglect some
individuals continue to thrive and achieve positbegcomes. The literature
investigating protective factors implicated in hesice to childhood trauma is
reviewed. Studies indicate that certain individaradl environmental protective
factors provide encouraging experiences and propugiive adaptation. Although
current literature needs to move to a more procgsatated approach for
investigating resilience, existing findings offealwable insights for the direction of
prevention and intervention programmes for at-peRulations. This focus on
strengths rather than deficits paves the way floowative approaches especially with
disenfranchised groups who might otherwise beressptive, for instance
individuals marginalised from society such as haselindividuals.

On this basis, the empirical study investigatedrétationship between
childhood trauma and maladaptive coping and tregivel influence of resilience, in
homeless individuals. A significant relationshigvieeen childhood physical abuse
and maladaptive coping existed, which was modefaydugh levels of resilience. It
Is postulated that resilience in the homeless @il may have a greater protective
effect against maladaptive coping as severity dflbbod physical abuse decreases.
Studies replicating these findings in this and othisenfranchised groups are
essential in order to fully understand the roleesilience and potential benefit of
promoting and enhancing resilience and copingdicang tenancy breakdown and

therefore chronic and repeated homelessness.
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ABSTRACT

Current definitions of resilience emphasise thestmiet as a dynamic
process involving successful adaption and compéteistioning. However research
often focuses on identifying resilient trait chdeaistics. As such certain individual
protective factors (e.g., above-average intelligemtternal locus of control, and
avoidance of maladaptive coping), as well as faatelating to positive family and
community functioning have emerged (e.g., havistrang attachment to a
supportive adult, supportive and cohesive neighfgjaovolvement in structured
afterschool activities, and support from caringlegdim the community). These offer
valuable insights for prevention and interventioogpammes aimed at enhancing
resilience in a variety of at-risk populations.

One particular at-risk population involves survivef childhood traunta
who are vulnerable to a range of negative consexpseior developmental status and
psychological functioning across the life span. ldear a proportion of survivors
appear to function adaptively within one or morendins. Following a
comprehensive literature search 16 studies inwagstig protective factors implicated
in resilience to childhood trauma are reviewedaddition to highlighting salient
protective factors associated with resilience titdblood trauma, consideration is
given to rates of resilience, and to limitationsl amethodological issues. The clinical

implications of the literature and consideratiomisftiture research are also offered.

! Throughout this paper childhood trauma, child @basid child maltreatment are used
interchangeably to refer to the same concept.
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INTRODUCTION

Individuals who have experienced childhood traunrackiding but not
limited to sexual, physical and emotional abusé, meglect — are at-risk of disrupted
developmental trajectories and long-term patholdienctioning including mental
health and substance misuse difficulties. Despitd sisk factors a proportion
continue to thrive and achieve adaptive outcomash $esilience may be a result of
certain protective factors that provide encouragrpgeriences and promote positive
adaptation.

Resilience — a dynamic process encompassing avidndi’'s capacity for
adapting successfully and functioning competengispite experiencing significant
adversity — is an area that is generating increasiterest (Cicchetti, 2003). The
mechanisms involved in such adaptive functioning & particularly relevant for
designing effective prevention and interventiomatgtgies for at-risk populations
(Cicchetti & Toth, 1992). This paper critically iews the construct of resilience and
explores what is known about determinates of stk in individuals who have
experienced childhood trauma and therefore hovierse may be promoted in this
and similar at-risk populations.

In defining the construct of resilience, the fgsttion discusses conceptual
issues, explores its validity according to stand&dl measures, and provides an
overview of current research on resilience andgetote factors, focusing mainly on
comprehensive reviews (e.g., Luthar & Zelazo, 2@@@har & Zigler, 1991).
Resilience is offered as a theoretical framewooknfwwhich the competent
functioning of a proportion of survivors of childb trauma can be understood.

The second section provides an overview of cukkeatvledge on the

negative sequelae of childhood trauma. This areadweived considerable research
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attention over several decades, much of which basrdented the adverse
consequences of maltreatment on developmentabstatlipsychological
adjustment. This section focuses on using compsahemneviews (e.g., Briere &
Runtz, 1991; Browne & Finkelhor, 1986; Cicchettil&th, 1995). Consideration is
also given to protective factors which contribudgbsitive outcomes following
childhood trauma and populations within which chddd trauma is particularly
prevalent.

The third and main section examines how these teldsf have been drawn
together, by providing a detailed review of litena focusing on factors contributing
to resilience in individuals exposed to childhoodutna. This section utilised a
formal literature search strategy using electrdmidtiographic databases and specific
search terms in order to identify relevant literatuAlthough past research on the
adverse consequences of childhood trauma has yargebred the diversity in
adaptation among this population, literature is igimg that indicates some children
and adults demonstrate relatively positive adjustmand even competent
functioning despite such negative experiences.

Finally, ways in which the literature on resiligininctioning in individuals
maltreated as children can be improved are disdugdaical implications are also
presented by considering how knowledge about eesié in the presence of
adversity can inform prevention interventions andonpotion of resilience.
Consideration is also given to the gaps in curtermdwledge and suggestions for

further research are proposed.
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1. THE CONSTRUCT OF RESILIENCE

1.1 What is Resilience?

Resilience has been conceptualised as a dynantegg@ncompassing an
individual’'s capacity for adapting successfully dadctioning competently despite
experiencing significant adversity (Cicchetti & Gaazy, 1993; Luthar, Cicchetti, &
Becker, 2000; Masten & Powell, 2003). Two notiorss ianplicit within this
definition: 1) there must be significant threadwversity (i.e., risk), and 2) positive
adaptation is achieved despite adversity (i.e.,pEience) (Masten & Coatsworth,

1998).

1.2 Conceptual Issues

Defining the construct of resilience has been gooirtant initial step in the
field, during the course, several important issuege arisen. Firstly, the idea that
resilience is a stable characteristic (i.e., d-til@ condition) has been discarded in
favour of emphasising it as a dynamic process @muh al., 2000). Resilience as a
trait-like condition was considered unhelpful besmit potentially fosters blame for
those affected by risk, and fails to account fer itultitude of factors which impact
upon adaptation (Luthar & Zelazo, 2003). Therefawsitive adaptation despite
exposure to adversity is now considered a develapahprogression that changes
with new experiences and vulnerabilities. Reseascaee focusing on developing an
understanding of the dynamic process of resili@mmkewhat protective factors might
contribute to positive adaptation (Luthar et abQ@; Masten & Powell, 2003).

Secondly, the idea that resilience is a globalieahas been discarded in
favour of considering it as being relative wither@in domains (e.g., academic,

behavioural, or psychological functioning, and abcompetence). Individuals may
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therefore be resilient in one domain but not anothethar et al., 2000). Indeed, it
would be unrealistic to expect resilience to gelim¥across all areas of life. Such
uneven functioning across a variety of domains amsnvalidate the construct but
indicates the need for specificity in the spherégkiwwhich research findings apply
(Luthar, 1993).

Finally, researchers consider that defining risét protective factors
universally is less helpful as it fails to takeostccount the impact of intellectual
functioning (in terms of cognitive and emotionapaaities) or developmental
difficulties (Luthar et al., 2000; Radke-Yarrow &&man, 1990). Whereas defining
protective processes according to developmentakamndtional mechanisms is

considered a more individualised approach (Rut@8y).

1.3  Validity of the Construct

Valid and reliable instruments can offer a struetband consistent approach
to defining and measuring resilience. A recenteevof instruments measuring the
construct highlighted three self-report questioresthat may be particularly useful
(Ahern, Kiehl, Sole, & Byers, 2006).

The Connor-Davidson Resilience Scale (CD-RISC: @o&nDavidson,
2003) assesses characteristics of resilience suttteability to cope with stress and
adversity. Items appear to reflect characterigtfagsilience including: personal
competence/tenacity; trust in one’s instincts/tmbee of negative affect; positive
acceptance of change/secure relationships; comaindlspirituality, rather than the
process of resilience.

The Resilience Scale for Adults (RSA: Friborg, Hgah Rosenvinge, &
Martinussen, 2003) measures intra- and inter-petgmotective resources that

facilitate adaptation and tolerance to stress awerae negative life events. Again
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items appear to reflect resilient traits rathenthadynamic process, although they
represent competent functioning across a much braadge of life facets including:
perceptions of self and future; structured stybeja competence; family cohesion;
and social resources.

The Resilience Scale (RS: Wagnild & Young, 1993asuees resilience as a
positive personality characteristic that enhancedividual’s adaptation. Items
reflect resilience traits such as determination &vihmake plans | follow through
with them’, adaptability ‘I can get through diffituimes because I've experienced
difficulty before’, and self-reliance ‘I am able depend on myself more than anyone
else’, rather than a dynamic process.

These measures have good psychometric propertasding construct,
discriminant, and concurrent validity, and are appiate for use with a range of
clinical populations (Ahern et al., 2006). The &$pears to be the strongest because
it is appropriate for use with different ages, gemsdand ethnic groups, and has had
numerous applications (see: Ahern et al., 2006)vé¥er they focus more on
resilient characteristics despite the emphasis @ynamic developmental process.
Nevertheless they offer a quantifiable means ofakpy protective factors for a
variety of at-risk populations and enable the piénf greater consistency and
interaction of findings. Indeed, many of the fadétsse measures assess have begun
to emerge as important protective factors for irials who have experienced

adversity (Masten & Coatsworth, 1998).

1.4 Overview of Research on Resilience and Proteati Factors

Although not labelled resilience, early studiesiéss resistance that found
evidence of adaptive behaviour laid the foundatfongontemporary investigations

in the area (e.g., Garmezy, 1970; Garmezy & Steitmi974; Masten, Best, &
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Garmezy, 1990; Zigler & Glick, 1986). Research bartraced back to investigations
about exposure to extreme stress and poverty,cathe tfunctioning of people
exposed to childhood trauma (Cicchetti, Rogoscimchy & Holt, 1993; Garmezy &
Streitman, 1974; Rutter, 1979). Such evidence atdit that a proportion of children
thrive despite their at-risk status, which has sgbently driven empirical efforts
aimed at understanding the variety of individual@nses to adversity (Luthar et al.,
2000).

Scientific interest has burgeoned over the pagields becoming
increasingly more sophisticated since its incepficchetti, 2003). However there
is a paucity of research taking a biological andegie perspective, with the majority
coming from a psychosocial perspective, and sirgjlger than multiple levels of
analysis. Furthermore, most of the available resebas focused on defining broad
protective factors, despite the need to move betisdo underlying protective
processes (Luthar et al., 2000).

Luthar and Zelazo (2003) provide a succinct reviéwhe evidence from a
variety of studies on resilience highlighting satiprotective factors from a diverse
set of at-risk groups. Early research on resilidaddo the delineation of a triad of
‘protective factors’ (Garmezy, 1993, p. 132), incplied in the development of
resilience: 1) child attributes, 2) aspects ofrtfemilies, and 3) characteristics of
their wider social environment.

In terms of child attributes, protective factoratthave consistently emerged
include: above-average intelligence; internal loauisontrol; good coping skills; and
an easy going temperament (Garmezy, 1993; Luth&el&zo, 2003). Other factors
that may promote resilience through limiting theee of risk might include, for

example, avoiding maladaptive coping strategies siscusing drugs and alcohol as a
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way of coping with negative experiences, or es@apegative family environments
through early marriage or pregnancy (Rutter, 1999).

Positive experiences may also have a role in primgoésilience,
particularly if they directly counter or compenstiesome risk factor (Rutter,
1999). A child’'s cognitive and emotional resporsea situation may also impact
upon resilience as a result of individual differem@n perceptions of negative
experiences. As such, cognitive processing maylase a role in determining
whether individuals are able to successfully adappite of significant adversity
(Rutter, 1999).

Such individual attributes however may be less pawéhan environmental
factors (i.e., the family and community) in pronmgtiand sustaining resilience
(Cauce, Stewart, Domenech Rodriguez, Cochran, &I&in2003). In terms of
family characteristics, the most consistent protediactors emerging from empirical
investigations include: a responsive, supporting, fanctional early family
environment; good quality parenting; and a stramgchment to a supportive adult
(Luthar & Zelazo, 2003).

With regard to characteristics of the wider soeiironment, evidence
demonstrates the protective effects of having stm@oand cohesive neighbours
and a sense of community belonging, as well agfactrectly impacting on
children, such as interventions fostering schoatingess, involvement in structured
afterschool activities, and engagement with pradqmer groups (Garmezy, 1993;
Luthar & Zelazo, 2003). In addition, Wolkow and &eson (2001) highlight support
from caring adults in the community (e.g., teacherghbour or family member) as a

key protective factor.
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The powerful influence that environmental factqopear to exert over
individual attributes, may in part be due to theyree environment shapes a child’'s
character (Luthar & Zelazo, 2003). For instancgttét (1998) highlights the ‘catch-
up effect’ by demonstrating that orphaned babies are adopted benefit
enormously from enriched environments and lose firefound early deficits and
often reach near-average developmental functior8agh findings offer a ‘powerful
testimony to the deleterious effects of early degiron on cognitive functioning, as
well as the beneficial effects of salutary envir@mtal conditions’ (Luthar & Zelazo,
2003, p. 531). Family and community factors magieerior, however child
attributes are in no way perceived insignificant.

Rather than considering the triad of protectivédexin isolation, the
cumulative effect of multiple factors has been adexed important. Rutter (1999)
suggests that not only will multiple adverse exgreces increase the risk of negative
outcome but multiple protective factors may alsoéase the likelihood of positive
adaption and therefore promote resilience. Furtbesnexperiencing success in one
area may lead to positive chain reactions in adineas, making it easier to approach

new challenges and experience further successefRUE99).

15 Summary

As a theoretical framework resilience is usefullinderstanding positive
outcomes in at-risk populations. There is a neezhtefully consider the definition
of resilience, especially because the construmbisidered to be a fluid and dynamic
process. The main focus of research in the arebddwson factors which appear to
contribute to positive adaptation for at-risk padigns (e.g., above-average
intelligence; internal locus of control; good cagre, emotional, and behavioural

coping skills; good school functioning; positivecsd relationships or friendships;
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supportive adult relationships; and positive fanaihd community environments).
Individuals who have experienced childhood traummeelbeen identified as one

particular at-risk population.

2. CHILDHOOD TRAUMA AND ITS NEGATIVE SEQUELAE

2.1 Overview of Childhood Trauma

Childhood trauma encompasses an array of negatperiences that,
according to their severity and interaction withatfactors, can have a significant
impact upon developmental status and psychosoelb&ing (Briere, 1992).
Despite substantial disparity in defining childhdcalima (Kennerley, 2000), there is
general agreement that four types of abuse an@ctegpist: 1) bildhood sexual
abuse(CSA); 2)childhood physical abus8) childhood emotional abusand 4)
childhood neglec{Briere, 1992; Kairys, Johnson, & Committeeon @#buse and
Neglect, 2002).

Awareness of the extent of childhood trauma hasased dramatically over
recent decades, although sexual abuse has redaivgabater attention (Briere,

1992; Everett & Gallop, 2001). Current knowledgggests an enormous proportion
of the population may have experienced some forohibfi maltreatment. In the UK
there are around 32,000 children on the nation& ghotection register for being at-
risk of abuse (NSPCC, 2007).

Prevalence rates for sexual abuse are between 3f@5%ales and 8-42%
for females, with intrusive sexual contact betwé&eh6% for males and 6-20% for
females (Creighton, 2004; Putnam, 2003; Wekerle &lféy 2003). Substantial
proportions of children endure physical abuse pi#tvalence rates between 10-25%

(Wekerle & Wolfe, 2003). Although emotional abuse g¢onsidered the most
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common form because it is inherent within all tyésnaltreatment, there is little
research investigating its prevalence (Briere, 1J989¢proximately one fifth of all
reported cases are thought to have suffered enabtadouse, and around a half have
been neglected (Creighton, 2004; Doyle, 1997).

One of the main caveats with respect to the treggdence of child abuse is
that disaggregating the direct effects of one ftmam another is almost impossible.
Reports indicate that only 5% of cases involvenglsiform of abuse (Ney, Fung, &
Wickett, 1994). Deciphering what constitutes abusg be inherently problematic,
perhaps of paramount importance is validating dividual’s experience and

subsequent difficulties.

2.2 Negative Sequelae of Childhood Trauma

Childhood is a critical developmental period anf@asure to abusive
experiences can result in a range of adverse caaregs. The deleterious impact on
immediate developmental status and normal developmeer the long-term is well
established (Briere & Runtz, 1990). Childhood traumas consistently been
associated with increased rates of mental illnadssabstance misuse (Browne &
Finkelhor, 1986; Mullen, Martin, Anderson, Romafdierbison, 1996; Springer,
Sheridan, Kuo, & Carnes, 2003). However, thereisingle psychiatric diagnostic
entity which encompasses the full range of diffies that abused and neglected
children experience. Post traumatic stress disqRIEBD) is commonly referenced
(Saunders, Villeponteaux, Lipovsky, Kilpatrick, &¥bnen, 1992) however it rarely
captures the extent of the impact.

Complex trauma offers a useful framework for untderding the negative
sequelae; it not only describes the type of traarposure but also the impact of this

upon immediate and long-term outcomes. Complexrieatefers to prolonged and
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multiple traumatic events that occur within theegaving system, primarily abuse
and neglect (Cook, Blaustein, Spinazzola, & vankigk, 2003). Within this
framework outcome refers to the range of clinigahgtomatology that can appear
following maltreatment, often organised into donsaifi impairment including:
attachment; affect regulation; behavioural regalatcognition; dissociation; and

self-concept.

2.2.1 Immediate Impact on Developmental Status

Maltreatment in early life can impact upon a numiifamajor developmental
tasks. The primary developmental task during inyaache formation of attachment
relationships with caregivers; attachment theomp$vorth, 1985; Bowlby, 1973,
1980, 1982, 1988) suggests this develops from stargiand responsive nurturance.
Such a secure base is associated with subsequapetance in social and emotional
functioning (Parke & Ladd, 1992). Abuse can im@aahild’s sense of security and
belief in a safe world and such children are unébldevelop an optimal parent-child
bond leading them to be fearful and distrustingarental contact yet feel abandoned
without it. As such, victims of child abuse tenchve insecure attachment patterns
(Morton & Browne, 1998) and a confused, conflictpattern of relatedness to
parents (Shields, Ryan, & Cicchetti, 2001).

Another early developmental task is learning enmtegulation skills,
usually shaped by warm and sensitive care giviryagapropriate modelling
(Contreras & Kerns, 2000). It is likely abusedidten will have difficulties
regulating their emotions, in light of poor qualé@ftachments. Distortions in
affective processes during infancy (Gaensbaue2)1@88d difficulties in
understanding and communicating their emotionsdi@tti & Beeghly, 1987;

Shipman, Zeman, Penza, & Champion, 2000) are elidenaltreated children.

24



The harsh, unsupportive, unresponsive parentingrexqced by maltreated
children also obstructs the development of autonontgnsic motivation, and
internalisation, which are developmental tasks tbi&dw attachment and self-
regulatory processes (Harter, 2003). Disturbamcasitonomy and self-
development such as internalising symptoms (eoghasic complaints, depressive
symptoms and suicidal ideation; Kolko, 1992; McG#&felfe, & Wilson, 1997),
lower self-esteem (Gross & Keller, 1992), increalsegelessness; and external locus
of control (Cerezo & Frias, 1994) are all evidenmaltreated children.

The transition to school is another salient tagkmviwhich parental
involvement and self-regulation abilities are impat for success (Shonk &
Cicchetti, 2001). Itis likely that maltreated lcinen struggle with this transition. In
fact, such children are less ready to learn (HofffRéotkin & Twentyman, 1984),
have poor work habits (Erickson, Egeland, & Piah&89) are more likely to require
special education services support (Shonk & Cidgl#001), and are at greater risk
of premature termination of education (Leiter & dsén, 1997).

Another critical task is the establishment of pgusipeer relationships.
Abused children are disadvantaged because theyaohthe parent-child
relationship plays a central role in their abilitydevelop good peer relations
(Cicchetti, Lynch, Shonk, & Manly, 1992) which aso predictive of subsequent
adjustment (Parker, Rubin, Price, & DeRosier, 1996is therefore not surprising
that abused children are less socially skilled ystn, Esquivel, Houtz, & Alfonso,
2001), less liked by peers (Haskett & Kistner, 1)9®4&ve disturbances in social
information processing (Dodge, Pettit, Bates, &erae, 1995), and exhibit higher
rates of aggression and other externalising probl@affee, Caspi, Moffitt, &

Taylor, 2004), putting them at risk for social ndjlestment and peer rejection.
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2.2.2 Long-term Psychological Adjustment

The long-term negative sequelae of childhood trasp@en across a number
of domains (i.e., emotional, behavioural, cognitiared self-concept) he immediate
impact on core self-regulatory systems leadingnoteon dysregulation (i.e.
understanding, expressing and modulating negatieetamight relate to subsequent
long-term emotional difficulties. There is a stramg¢ationship between childhood
trauma and subsequent depression (Browne & Finkel®86; Polusny & Follette,
1995; Putnam, 2003). Less evidence indicates ebltlween physical abuse and
later depression, and considerably less for ematiainuse, however, it is likely that
subsequent abuse-related negative thoughts areldelay lead to the development
of depression (Jehu, 1988). Child abuse is byredlweatening and disruptive,
therefore it is not surprising that victims expede fearfulness or anxiety long after
the maltreatment has ceased. In addition to tlypiéet presence of PTSD (Rowan &
Foy, 1993), a range of anxiety disorders have bieenmented in adults who have
experienced child abuse (Kendler et al., 2000; $fgl& Follette, 1995; Saunders et
al., 1992; Zlotnick et al., 2008).

As with altered emotionality, the difficulties wittehavioural control
experienced by individuals abused and neglectethitddren can be linked to early
development. Maltreated children may engage il rigintrolling behaviour which
serves to counteract feelings of helplessness awénbessness, they may also
engage in impulsive behaviours as a consequenogpaired executive functioning
(Beers & De Bellis, 2002; Mezzacappa, Kindlon, &IEa2001). Behavioural
patterns may also represent defensive adaptationeiavhelming stress, behavioural
re-enactment for instance may serve to gain cootref or communicate their

experience (Cook et al., 2003). Such behaviouripe provide a context for
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behavioural control difficulties evident in adultitb Childhood trauma has been
associated with antisocial personality disordemiizi& Widom, 1994) and high-risk
health behaviours in adults, such as eating dissi@Rorty & Yager, 1996; Waller,
1994), substance misuse (Gilbert et al., 2009; kered al., 2000), risky sexual
behaviours (Gilbert et al., 2009), suicidality anber self-injurious behaviours
(Briere & Gil, 1998; Romans, Martin, Anderson, Hedn, & Mullen, 1995),
criminal activity (Gilbert et al., 2009), and rectimisation (Coid et al., 2001).

Cognitive models propose that assumptions abouwtdligothers, and the
world/future are based on childhood learning (Bd&k;9). For children who
experience maltreatment, assumptions and self-poos become distorted, leading
them to over-estimate potential danger or advessity under-estimate self-efficacy
and self-worth (Briere, 1992). Such cognitive dyinas distort a child’s perception
to the degree that they continue to experiencavtirld as hostile and traumatic
(Finkelhor & Browne, 1985). Childhood trauma hasrbassociated with cognitive
factors such as guilt, low self-esteem, and selfrd, (Jehu, 1988) and dysfunctional
attributes in adulthood (Gold, 1986). Dissociatitnalso a key feature in individuals
who have experienced child abuse and neglect (Ebak, 2003). This tends to
include disengaging, detachment or numbing, otioofy experiences, and
repression of abuse-related memories (Briere, 180@)n extreme forms
dissociative identity disorder (DSM-1V: APA, 1994)here is some evidence of an
association between CSA and dissociation (BrieRRufatz, 1991; Chu & Dill,
1990).

In addition to impaired self-development, disturlbeldtedness, and insecure

attachment patterns, a continued sense of satieffiective and unlovable can lead to

2 Defined as “defensive disruption in the normaltgorring connections among feelings, thoughts,
behaviour, and memories, consciously or unconshjiamgoked in order to reduce psychological
distress” (Briere, 1992, p. 36).
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a high degree of self-blame in adulthood (Cool.e@03). This may be further
complicated by dissociative coping which can leaddrious disruptions in identity
development and integration. In adulthood it appéaat there are continued
difficulties with self-concept and social functiogi (Cole & Putnam, 1992). Adult
survivors of CSA report difficulties forming andstaining intimate relationships
(Courtois, 1996; Finkelhor, Hotaling, Lewis, & SmitL989), difficulties with sexual
intimacy (Courtois, 1979), and often accept aggoesas normal within intimate
relationships (Russell, 1986). Furthermore, ckiddand adults who have
experienced maltreatment may also be aggressivardsvothers which may lead to
aggressive criminal behaviour (Briere, 1992)

Understanding such negative sequelae is importaramy for assessment
but to inform and guide clinical interventions auheg enhancing adaptation and
coping. How individuals cope with childhood trauarad the multitude of negative

consequences may also, however, depend upon certaettive factors.

2.3  Coping and Protective Factors

While childhood trauma has a plethora of potelytidé¢vastating
consequences, there is also the possibility tlihvituals nevertheless function
effectively and competently in a variety of arelder{dall-Tackett, Williams, &
Finkelhor, 1993). Several protective factors wigontribute to such resilience have
received increasing empirical interest. The follogvsection reviews existing
literature on what factors contribute to resiliet@ehildhood trauma. Therefore this
section offers a brief overview of some of the absgecific protective factors and
types of coping strategies relevant to individweth® have experienced

maltreatment.
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In terms of abuse-specific protective factorseptal support, secure parent-
child attachments, and authoritative parenting iwithe context of a flexible
organised communicative family are importance paldrly in cases of extra-
familial sexual abuse (Carr, 1999). With regardsta-familial abuse, one
particular protective factor is the insistence sy hon-abusing parent that the
abusing parent leave home and engage in treatmdriave no unsupervised
contact with the child (Bentovim, Elton, Hildebraridanter, & Vizard, 1988).

The social network surrounding an abused childatem offer some
protective element; children offered high levelso€ial support tend to show better
adjustment (Putnam, 2003). Furthermore, treatmestéss can offer a protective
mechanism particularly through reducing the riskuother abuse and enhancing the
possibility of positive changes within a child’syplosocial environment therefore
reduce long-term maladjustment (Carr, 1999).

Possessing coping strategies has also been Hitgdigis important for the
long-term mental health outcomes of maltreateddodiil. It has been proposed that
coping strategies represent defence mechanisnisdierduals who have
experienced abuse and neglect, and such proteespenses either function to
heighten, limit, or block perceptions of realityas/ay of coping with their
experience (Vaillant, Bond, & Vaillant, 1986).

Certain coping strategies have been associatedonathoting positive
outcomes while others have been linked to greatetioning deficits and more
severe psychopathology (Cook et al., 2003). Stredeguch as denial, dissociation,
emotional suppression, minimisation, aggressiod,aamvidance have consistently
been linked to greater psychological symptoms @hlehildren and adult survivors

of child abuse (Long & Jackson, 1993; Sigmon, Gee&ohan, & Nichols, 1997;
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Spaccarelli, 1994). The use of social support h@veas been associated with
beneficial outcomes, such as reducing levels dfetis in adulthood (e.g.,

Spaccarelli, 1994; Steel, Sanna, Hammond, Whigpleross, 2004).

2.4 Summary

Evidently, childhood trauma can have devastatingsequences during
crucial developmental years and into adulthood. el@w such negative effects are
not universal, raising the question as to whatrdoutes to positive outcomes for
some individuals. Understanding what factors cbate to such resilience may offer
valuable insights for the advancement of treatraedtprevention programmes,
especially in light of the lack of consensus regagdhe most effective treatment
approaches for maltreated children and adults @Hndt & Berliner, 1995;
Spaccarelli & Kim, 1995).

Populations of individuals who have experienceddtiniod trauma are
primarily found within the care system due to taetfthat maltreatment raises
considerable risk for child protection. Howeverglsindividuals are also often found
within a variety of groups marginalised from sogjetuch as those detained under
the mental health act, or those who are homeledact there has been some
investigation of the interaction between childhd@ilima and resilience in these
populations (e.g., Drapeau, Saint-Jacques, Lépiégin, & Bernard, 2007; Edmond,
Auslander, Elze, & Bowland, 2006; Rew, Taylor-Sdeharhomas, & Yockey,
2001). As such it is important to investigate aspeelated to childhood

maltreatment across a diverse range of populatiodssettings.
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3. DETERMINANTS OF RESILIENCE TO CHILDHOOD TRAUMA

3.1 Aims and Scope of Literature Review

Resilience may facilitate our understanding of wbytain survivors of
childhood trauma function adaptively and achievsitpe outcomes. Such
individuals who adapt and cope in spite of thepexience are an “untapped source
of information and understanding about the proces$eonceptual change and
resilience” (Wilkes, 2002, p. 261). This sectiomaito ascertain what factors

contribute to resilience in maltreated individulysreviewing relevant literature.

3.2 Literature Search Strategy

To locate the literature the following electroniblmgraphic databases were
searched: AMED, British Nursing Index, CINAHL, EMEBA, MEDLINE,
PsycINFO, and The Cochrane Library, using the tet@sild*®) and (Abus*,
Trauma*, Maltreat*, Neglect*, Victim*, Advers*) an(Resilien*). Searches were
limited to English language peer reviewed papeges the past 25 years. In addition,
review articles were consulted and the referenceoses from pertinent papers were
scrutinised for additional relevant articles. Tégarch strategy was repeated until it
was felt that all relevant published literature lhagn obtained.

The inclusion criteria were liberal because it wapected that there would
be limited literature in this area. All publishettature focusing specifically on
individuals exposed to childhood maltreatment,(sexual, physical, emotional
abuse and neglect) and factors determining resgi@mcluding review articles,
empirical studies, and theoretical papers wereidered regardless of aims or

hypotheses tested.

% * ysed to denote all words starting with the peéé.g., child* includes child, children, and
childhood)
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33 Identified Literature

A crude total of over 900 studies were identifieaht initial searches, 120
abstracts were scanned for basic relevance, stk 89 articles were identified.
After the full texts of these were screened 16 weckided in the review. The
remaining articles were excluded either becausgnbespecifically focused on
factors determining resilience in individuals madtied as children (e.g., Bouvier,
2003; Daniel, 2006; Daud, af Klinteberg, & Rydelig®08; Fantuzzo et al., 1996;
Kaufman, Cook, Arny, Jones, & Pittinsky, 1994; L&Grossman, 1997; Lansford
et al., 2006; Lowenthal, 1998; Masten et al., 1996Gloin & Widom, 2001;
Wilkes, 2002; Wright, Fopma-Loy, & Fischer, 2008),there was insufficient
information to establish their relevance (e.g., ad, Williams, Siegel, & West,
2002; Breno & Galupo, 2007; Gorman, 2005; Henrg@%t Xnowlton, 2001).
Although considered within the initial search, aticles (Cicchetti & Rogosch,
2009; Haskett, Nears, Ward, & McPherson, 2006;dtellarrieu, D'Imperio, &
Boris, 1999; Masten et al., 1990; Mrazek & Mraze®87; Wilcox, Richards, &
O'Keeffe, 2004) were not included because they wearew or theoretical papers
but were used to inform the discussion.

The majority of the 16 studies employed a quamigadesign, four used
qualitative interviews and most were based on duded a sample of individuals
maltreated or sexually abuse as children from t8& Uvhile none were from the
UK. Also of note, all the studies were publishe@iothe past 15 years suggesting
this is a burgeoning area of interest.

Initially, the literature presenting rates of resice is summarised. Following
this the studies investigating aspects that camtilbo resilience among individuals

exposed to childhood trauma are reviewed. Despéemphasis on defining
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resilience as a dynamic process, much of the titezacontinues to explore
characteristics of resilience. Furthermore, althotigere are a number of formal
inventories designed to identify aspects of restdée much of the literature attempts
to measure resilience according to one or more dentd functioning (e.qg.,

academic, behavioural or psychological functiorang social competence).

34 Rates of Resilience to Childhood Trauma

Despite difficulties in operationally defining résnce, a number of the
studies assessed the prevalence of resiliencee Tadétails how resilience was
defined for the 16 studies reviewed.

Investigating resilience at one time point, Cictihetal., (1993) reported that
18% of maltreated children were considered regilielative to the full sample (i.e.,
in the top third) and most were competent on atleae of seven indices.
Spaccarelli and Kim (1995) found 45% of young givlso had been sexually abused
were resilient according to social competence dser@ce of psychopathology.
While, Liem, James, O'Toole, and Boudewyn (199ppréed 28% of undergraduate
students sexually abused as children were reshigsgd on absence of
depression/anxiety and presence of positive s&tees

Investigating resilience over a three year pensilig the same method as
previous work, Cicchetti and Rogosch (1997) founly d2% of maltreated children
were consistently resilient and far less were fimmihg competently in any single
year of the study. Another longitudinal study (Hekohl, Herrenkohl, & Egolf,
1994) reported, of a subset of solely resilienttreated children 61% remained
resilient in adolescence according to educationedess (i.e., graduating from high
school or still at school at the time of assessinétdwever only 13% of the original

sample were initially classed as resilient baseddameving scores in the top 40% of
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the full sample on three composites of adaptivetioning (see: Herrenkohl,
Herrenkohl, Egolf, & Wu, 1991).

Examining resilience according to multiple domaidsyes, Cicchetti, and
Rogosch (2005) found only 9.2% of maltreated chihdwere resilient (i.e., high
functioning, met criteria for success on six intlicg). Furthermore, using a similar
criteria DuMont, Widom, and Czaja (2007) report&dsof maltreated children
were resilient during adolescence (i.e., succedsumor five domains) and 30%
during young adulthood (success on six of eight@os). Additionally, over half
those resilient in adolescence remained so intog@aulthood, whereas 11% of the
non-resilient adolescents were resilient in youdiglthood. Furthermore, Collishaw
et al., (2007) reported 45% of adults abused ddrei were resilient according to
absence of mental health problems. Both theseestunighlight that for some
individuals resilience persists for a considerabigth of time whilst others may
only be resilient at certain times.

Rates of resilience vary depending upon the catesed, however a small
proportion of individuals remain competent in omemmre areas of functioning for at
least a period of time. What factors contributsuoh resilience in the face of known
risk factors for subsequent mental health and anbstmisuse problems are likely to
be helpful in informing clinical intervention andgvention efforts (Spaccarelli &
Kim, 1995). This is particularly important in ligbf the lack of consensus as to the
most effective treatment approaches for individumaddtreated as children (Cicchetti

& Toth, 1995).

35 Protective Factors Associated with Resilience Childhood Trauma

Protective factors, according to a developmengah&work, are defined as

aspects that moderate the effect of individualnmirenmental risk factors enabling
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positive adaptation (Masten et al., 1990). Resemto such factors in at-risk
children has emerged in recent decades indicatuggiaty of attributes and
experiences which contribute to competent adaptatio

The following section reviews literature focusingfactors determining
resilience to childhood trauma, organised accortbrne triad of protective factors:
1) child attributes; 2) aspects of their familiaad 3) characteristics of their wider
social environment (Garmezy, 1993). It is import@ntote that such a distinction is
somewhat artificial because a child’s attributesiafluenced by their family and
wider social environment and such child attributetirn shape family and social

contexts through reciprocal and transactional erflres (Cicchetti & Toth, 1997).
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Table 1.

Empirical Studies Examining Resilience to Childhdosduma

Study Population

Studied

Age and

Group

Resilience Classification Resilient Factors

Cicchettiet Maltreated
al. (1993) (vs non-

maltreated)

Children aged Resilience measured by composites on Ego-resiliency, ego-over control, and

8-13 years

seven domains of adaptive functioning —positive self-esteem
prosocial behaviour, disruptive-aggressive

behaviour, withdrawal, depression,

internalising and externalising

symptomatology, and school risk (e.qg.,

attendance, disciplinary actions) based on

reports of parents, camp counsellors and

peers.

Valentine Sexually
and Feinauer abused

(1993)

Women
abused as

child, mean

Resilience measures by self-perception Ability to find emotional support outside
regarding level of functioning in life the family, self-regard, spirituality,

external attribution of blame and
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age 39.4 years

cognitive style, and inner-directed locus

of control

Herrenkohl  Maltreated Adolescents Resilience measured as high-functioningAverage intellectual ability, absence of
et al., (1994) aged 15-21 according to behavioural ratings (by physical abuse, presence of at least one

years teachers) of academic, social, emotionalstable caretaker throughout childhood

and physical functioning

Spaccarelli  Sexually Girls aged 10- Resilience measures as maintenance of Parental support and level of abuse-
and Kim abused 17 years social competence and absence of clinice¢lated stress
(1995) levels of symptomatology
Himelein and Sexually Women Resilience measured by healthy Study 1: a cognitive style of positive
McElrath abused abused as adjustment according to measures of illusion which may be highly adaptive in
(1996) (non-abused) children, mean psychological health and well-being spite of abuse

age 18 years

(including absence of distress)

Study 2: four cognitive coping strategies -
disclosing and discussing, minimisation,
positive reframing, and refusing to dwell

on the experience
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Cicchetti and Maltreated

Children aged

Resilience measured by composites on Ego-resilience, ego-over control (i.e.,

Rogosch (vs non- 6-11 at seven domains of adaptive functioning self-confidence) and positive self-esteem
(1997) maltreated) baseline (see: Cicchetti et al., 1993)
(longitudinal
study)
Liemetal.,, Sexually Undergraduate Resilience measured by a combination ofnternal locus of control, being less self-
(1997) Abused (vs  students age absence of depression/anxiety and destructive and having fewer stressful
non-abused) 16-65 years presence of positive self-esteem childhood family events
Hyman and Sexually Women Resilience measured by a composite scageowing up in a stable family, graduating
Williams abuse abused as from 13 variables which represented fivefrom high school, and absence of incest,
(2001) children aged domains of resilient functioning: physical force as part of sexual abuse,
18-31 years psychological well-being, good health, arrested as a juvenile, and revictimisation
successful interpersonal relationships,
absence of arrests as an adult, and
economic well-being
Henry Maltreated Adolescents Not detailed Loy#dtparents, normalizing of the
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(2002) aged 13-20 abusive environment, invisibility from the

years abuser, self value, and a future view
Flores et al., Maltreated Children mean Resilient functioning measured by Ego-resiliency, ego-control, and
(2005) (vs non- age 8.68 years composites on nine aspects of adaptive interpersonal relationship features
maltreated) functioning including prosocial and

cooperative behaviour, aggression and
fighting, withdrawal, disruptive
behaviour, shyness, and internalising and

externalising problems

Bogar and  Sexually Women Resilience measured by self-perception Determinants of resilience:
Hulse- abused abused as regarding ability to maintain stable interpersonally skilled, competent, high
Killacky children, relationships, pursue and maintain careesglf-regard, spiritual, and helpful life
(2006) currently aged volunteer or leisure interests, feeling circumstances

30+ years content, and believing life had meaning Process of resilience: involved, coping

strategies, refocusing and moving on,

active healing, and achieving closure
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Cicchetti and Maltreated Children age  Resilience measured by composites of Adrenal steroid hormones (i.e., high

Rogosch (vs non- 6-12 years resilient functioning on multiple domains morning levels of cortisol and an atypical
(2007) maltreated) (consistent with Cicchetti & Rogosch, rise in DHEA from morning to afternoon
1997; Cicchetti et al., 1993) contribute to higher resilient functioning,

in addition to ego-resilience and ego-

control

Collishaw et Physical and Children aged Resilience defined as no mental health Parental care, adolescence peer

al., (2007) Sexual abuse 14-15 years problems in adult life relationship and adult friendship quality,
(vs non- and 42-46 and stability of adult love relationships
abused) years

Curtis and Maltreated Children aged Resilience measured by composites on EEG asymmetry in central cortical
Cicchetti (vs non- 6-12 years multiple adaptive functioning domains regions (biological indictor of emotional
(2007) maltreated) (consistent with Cicchetti & Rogosch, regulation)

1997; Cicchetti et al., 1993)

DuMontet  Maltreated Cases of abuse Resilience defined according to eight ~ Growing up in advantaged neighbourhood

al., (2007) (vs non- and neglect domains of functioning (education, combined with a high cognitive ability
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maltreated) between 1967-psychiatric disorder, substance abuse, and household stability predicted

1971 (follow-
up mean age

29.1 years)

official arrest, self-reported violent resilience
behaviour, employment, homelessness,

and social activity)

Jaffee, Caspi, Maltreated Children 5-7
Moffitt, (vs non- years old
Polo-Tomas, maltreated)

and Taylor

(2007)

Resilience defined according to teachersAbove average intelligence and parents
reports of antisocial behaviour problems with fewer symptoms of antisocial

falling within the normal range personality in boys only

Note: The termmaltreatedrefers to all forms of childhood abuse (i.e. pbgkisexual, emotional abuse and neglect)
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3.5.1 Individual Attributes

The most widely investigated features of resileeamong individuals
maltreated as children are personal characteriSmgeral protective factors have
been identified:

Intellectual Ability

Longitudinal research examining resilience offeme support that above-
average cognitive ability is a protective factar ifedividuals exposed to childhood
trauma (Herrenkohl et al., 1994). However thiglgtiailed to directly assess
cognitive ability and instead used behaviour ratiofjacademic, social, emotional,
and physical functioning by teachers to place tiiklien into high, middle, or low
functioning groups. Furthermore, in the late-adodes follow-up phase, continued
resilience was defined as remaining at or gradgdtiom school. Defining resilience
in this way fails to take into account that it ndiffer across multiple domains
(Cicchetti & Toth, 1995).

More recently prospective investigations have staddardised assessments
of intellectual ability (i.e., Wide Range Achievemd est: Jastak & Wilkinson,
1984; & the Wechsler Preschool and Primary Scalatefligence-Revised:
Wechsler, 1990). Such formal assessments indibateabove-average intellectual
ability in combination with other factors, suchgiswing up in an advantaged
neighbourhood and having a stable living situa{daMont et al., 2007) or being
male and having parents with few symptoms of anis@ersonality (Jaffee et al.,
2007), may increase the likelihood of resilience.

Sense of Self-worth
Factors relating to self-worth have been assochaitdresilience in

individuals who have experienced maltreatment. ¢/aibroad definition of
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resilience obtained from multiple sources, Cicahedtal. (1993) found positive self-
esteem predicted competence in maltreated chil@@ealitative studies also
highlight a sense of self-worth as being relevantésilience in maltreated
individuals. Bogar and Hulse-Killacky (2006) higitited that women sexually
abused as children report that being competenhawithg a high self-regard
determined whether they were resilient. Valenting Beinauer (1993) also indicated
that in women sexually abused as children resiéemas determined by a high self-
regard (e.g., thinking well of themselves). Howetkese results were based on a
self-identified measure of resilience (i.e. womelt they were “functioning well”).
Exploring adolescents and child care professiopatseptions regarding protective
factors for maltreatment, Henry (2002) found thtdining a sense of being valued
was important.
Ego-resilience and Ego-control

Both ego-resilience and ego-confrbave been identified as protective
factors for resilience to childhood trauma. Egahesce involves the ability to
adjust emotional and behavioural responses inwitteenvironment demands,
whereas ego-control involves the ability to mondod adjust emotions. Both are
aspects of self-regulation; ego-overcontrollerspadad insulate themselves from
environmental distractions, while ego-undercongérslicannot contain their emotions
and are therefore vulnerable to environmental strss

Four studies all using consistent and multi-donalgfinitions of resilience
indicate that ego-resilience and ego-over cont@y lmave some influence on
resilience in maltreated children (Cicchetti & Regb, 1997; Cicchetti et al., 1993),

although do not always differentiate maltreated mowkmaltreated groups (Cicchetti

* The use of the term ego in this sense refersasétf
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& Rogosch, 2007; Flores et al., 2005). Being reiles persistent, attentive,
dependable, planful, and relaxed are characteistimdividuals who have high
ego-resilience and ego-control, whereas being emally expressive, self-assertive,
curious, energetic and straightforward are chariaties of individuals who have
high ego-resilience and ego-undercontol. Ciccleetal., (1993) suggest that those
maltreated children who maintain an over-contrgllgtyle may be more accustomed
to factors that prevent continued abuse while wedetrollers may provoke
attention and reactions therefore exposing therasdly further abuse. As such a
strong self-regulatory capacity may influence indipal differences in outcomes
following childhood trauma (Haskett et al., 2006)ylanay therefore be important in
determining resilience.
Emotion Regulation

Emotion disregulation has been implicated in negabutcomes for
individuals who have experienced childhood trau@agnsbauer, 1982). It is not
surprising therefore that emotion regulation has &leen highlighted as a potential
protective factor (Curtis & Cicchetti, 2007). Eeitce indicates that positive
emotions and effective emotional regulation haverged as critical components for
resilience in general (Buckner, Mezzacappa, & B&lag] 2003; Cicchetti &
Rogosch, 1997) and the left hemisphere of the carebrtex is associated with
positive emotions/approach behaviour and the rgtit negative
emotions/withdrawal behaviour (Davidson & Tomark&a89). Within this context
measurement of hemispheric asymmetries in comiealtroencephalogram (EEG)
activity may offer a direct biologically based inthir of emotion and may therefore

be relevant in the investigation of resilient fuantng (Curtis & Cicchetti, 2007).
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Curtis and Cicchetti (2007) investigated the asdam between level of
adaptive functioning (i.e., resilience) and emotiegulation assessed by behavioural
observation and hemispheric EEG. Findings indictttatiboth the observational
measure of emotion regulation and EEG asymmetmigied resilient functioning
for maltreated children. The authors thereforerittiat maltreated children who are
better able to regulate their emotions may be rkety to be resilient in the face of
adversity. However further research is necessargiuse this is a relatively new line
of investigation.

Internal Locus of Control

The potential influence of an internal locus ofittol (i.e., the belief that
events result primarily from one’s own behavioud actions) has been examined in
relation to resilience to maltreatment. Valentind &einauer (1993) reported that
women sexually abused as children who classed #ieessas resilient had a sense
of control and power over their lives (i.e. innaredted locus of control). However,
as previously highlighted, this study employed akvameasure of resilience based on
participants’ perceptions of their level of functing. In addition, Liem et al. (1997)
found that resilient undergraduate students expts&8A tended to have an
internal locus of control and were less self-dedive. This study however
employed a narrow definition of resilience (e.@psence of depression and/or
anxiety, presence of positive self-esteem). Needetls there is some indicate that an
internal locus of control may be relevant for indivals who are resilient to
childhood trauma.

A further retrospective study combining qualitatend quantitative research
methods explored resilience in college women 25% kdd experienced CSA

(Himelein & McElrath, 1996). Using a definition oésilience based on healthy
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adjustment on standardised measures of psycholagsatiabeing and distress, those
classified as resilient exhibited exaggerated geiaes of personal control and
unrealistic optimism (e.g., cognitive style of go& illusion). However, there was
no difference between abused and non-abused gamapkirther analysis included
both groups therefore making it impossible to teagethe potential protective
factors for the women exposed to CSA. Additiondibow-up interviews with
resilient survivors of CSA highlighted well-adjudteomen engaged in cognitive
coping strategies such as; disclosing and discgigeamabuse, minimisation, positive
reframing and refusing to dwell on the experied®such it appears that both an
internal locus of control and cognitive reappraiséght be protective factors.

Although evidence emphasises the importance dberg factors that
reflect coping strategies, there has been vetg fitcus on this area. Qualitative,
interviews with women exposed to CSA, indicate tlateloping resilience involved
using coping strategies such as refocusing andmgan, active healing, and
achieving closure (Bogar & Hulse-Killacky, 2008)ther studies allude to the
importance of more positive approaches to copiagh &s being less self-destructive
and not engaging in criminal activity (Hyman & Wialins, 2001; Liem et al., 1997).
However, there has been no prospective investigati@oping strategies aiming to
ascertain if certain types of strategy might begwmtive for individuals who have
experienced childhood trauma.
External Attribution of Blame

Contrary to an internal locus of control thereasne evidence that resilient
adult female survivors of CSA demonstrate exteatizibutions of blame (Valentine
& Feinauer, 1993). This attribution style appedarbe specific to the experience of

sexual abuse and may be related to being ablettin@@abuse in perspective and
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recognise that the blame lay with the perpetradetler et al., (1999) suggest that
perhaps such an external locus of control coulteedpecifically to the abuse rather
than all bad events. Further research is needexipiore the specificity of external
attributions of blame, not only in individuals whave experienced CSA but in those
who have experienced physical abuse or neglect.
Spirituality and Abuse-specific Aspects

Other possible protective factors include spitityand abuse-specific
aspects. Qualitative studies exploring protectaadrs in resilient survivors of CSA
highlight spirituality as providing a sense of pogp or meaning to life and that one
was worthy, which appears to relate to a senselbiv®rth (Bogar & Hulse-
Killacky, 2006; Valentine & Feinauer, 1993). Whitstpects specific to the abuse
such as the absence of physical abuse, the leatlusie-related stress, and the
absence of incest and physical force in sexualeabase been cited as possible
abuse-specific protective factors (Herrenkohl et1#8194; Hyman & Williams, 2001;
Spaccarelli & Kim, 1995). However, further investigpn is necessary to confirm

their relevance.

3.5.2 Family Environment

Although there is far less empirical attentiorrt@@ factors within the family
appear to promote resilience. For instance, adetesexposed to sporadic rather
than chronic maltreatment were resilient basedeamarning in school if they had at
least one stable supportive parent (Herrenkohl..e1294). In sexually abused girls
parental support has been suggested to preditenes (Spaccarelli & Kim, 1995).
However, in this study resilience was based uparmsoompetence as measured by
the non-perpetrating parent, therefore this migptesent a biased view of

competence. More recent evidence also supporisiihatance of parental care as a
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protective factor for later positive mental healthndividuals sexually or physically
abused as children (Collishaw et al., 2007). Thidslacked statistical power to
conduct multivariate analyses and the definitionesilience was limited to a single
domain.

Furthermore, growing up in a stable family envir@mhappears to predict
resilience in individuals sexually abused or malteel (DuMont et al., 2007; Hyman
& Williams, 2001). Whilst other family factors indle, experiencing fewer stressful
family events during childhood, or having parenithviewer antisocial personality
symptoms (Jaffee et al., 2007; Liem et al., 1997). Bottsthstudies however

employed relatively limited definitions of resilieg.

3.5.3 Social Environment

Social environment factors have also receivedressarch attention;
however there appears to be some consistency witaihiterature. Being able to
find emotional support outside the family is repdrto determine resilience in
women sexually abused as children (Valentine & &aém, 1993). In addition,
having adult friendships, stable adult love relasioips, and adolescent peer
relationships may all be protective factors in ndisals maltreated as children
(Bogar & Hulse-Killacky, 2006; Collishaw et al., @D, Flores et al., 2005). However
much of this research was qualitative and therdimtber empirical investigation is
required to confirm the importance of such factors.

Growing up in an advantaged neighbourhood alsdeglto resilience to
childhood trauma, although only in combination whigh cognitive ability (DuMont
et al., 2007). Whilst involvement with a religiocemmunity which serves to

promote self-esteem, provide friendship and offplage of safety for women

® In boys only

48



sexually abused as children, may also act as aqinee factor (Valentine &

Feinauer, 1993).

3.6 Summary

Research investigating the determinants of resiéen individuals who have
experienced childhood trauma highlights a rangarotective factors. Of the studies
reviewed those that explored resilience accordingevveral domains (e.g., Cicchetti
& Rogosch, 1997; Cicchetti & Rogosch, 2007; Cictledtal., 1993; Curtis &
Cicchetti, 2007; DuMont et al., 2007; Flores et 2005; Hyman & Williams, 2001)
and therefore used a comprehensive method of flegsresilient functioning
appear to assert a greater influence on the fisdifghe review as a whole.

Overall salient individual factors include: abowesgage cognitive ability;
aspects of self-confidence; emotional regulatigo-eesilience and high ego-control;
internal locus of control; and external attributmiblame. Important factors within
the family include stable consistent parental sufp@oed experiencing fewer stressors
from within the family. Salient factors within tls®cial environment include having
good interpersonal skills, good emotional and datipport outside the family,
whilst also living in an advantaged neighbourhood.

However, the literature has a number of methodokddimitations, and
despite the emphasis on defining resilience asardic process existing literature
focuses more on identifying resilient traits. Theaf section discusses some of these
limitations, considers how to achieve greater sysithbetween these two areas, and

highlights implications for clinical practice.
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4, CRITICAL REVIEW AND DISCUSSION

4.1 The Construct of Resilience

Despite pioneers in the field (e.g., Emmy Wernam Masten, and Norman
Garmezy) emphasising the importance of definindieese as a dynamic process,
throughout the literature it is evident that inugstions tend to define resilience
according to a diverse range of traits (Jacelo@719This has led some scholars to
guestion whether the same entity is under investigar whether researchers are
dealing with fundamentally different phenomena (kKap1999). However, such
diversity does not necessarily diminish the un@erding of the construct. In fact it

has been purported to be essential for its expargsigthar et al., 2000).

4.2 Variables Associated with Resilience

A huge body of literature demonstrates the deletisrimpact of childhood
trauma on an individual’'s development and functigniDespite such considerable
risk and vulnerability evidence is emerging thatraportion of individuals continue
to thrive and achieve adaptive outcomes. A numbardividual factors are
associated with resilience in individuals maltrelas children including; above-
average cognitive ability; positive self-conceptpag self-regulatory capacities;
internal locus of control; and external attributmiblame. Such protective factors
are not dissimilar to those identified in earlyaash in the resilience field
(Garmezy, 1974; Rutter, 1979).

Far fewer investigations focus on environmentaldes; of the studies
reviewed there is some consistency although furgzarch replicating findings is
necessary to ensure they remain relevant. Progefatotors within the family consist

of growing up in a stable family environment withpportive parents and
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experiencing fewer stressful family events durihgdhood. Whilst growing up in

an advantaged neighbourhood, being able to findiemad support outside the
family, having good interpersonal skills, and havanreligious-based support
network are protective factors within the wideriabenvironmental. These family
and social factors are also not dissimilar fronsthmlentified in early research on
resilience (Rutter, 1979). However, in economicdlsadvantaged children there is
a greater range of environmental protective faadetsrmining resilience than
identified in this review which is likely to relate the paucity of studies in this area.

There is reason to believe that rather than aatingplation, numerous
protective factors interact and lead to resiliamtcomes. For example, a ‘cumulative
stressors’ model found children with individualestgths (e.g., high cognitive ability
or well-adjusted temperament) were more likelyeadsilient to maltreatment in
situations of relatively low family and neighboudubstress (e.g., maternal
depression, parental substance misuse, socialvdépn, neighbourhood crime and
low social cohesion; Jaffee et al., 2007). Luthad Zelazo (2003) emphasised the
powerful influence that environmental factors apgeaxert over individual
attributes, and suggest that this may in part leetduhe way the environment shapes
a child’s character. Furthermore, Curtis and Citicli2003) emphasise that
resilience is a dynamic interactive process betweeliple levels across time with
no single factor holding primary importance at gnyen point.

The studies reviewed suffer from numerous limitagiavhich should be
accounted for in future research. One of the maiitdtions is focusing on correlates
of resilience rather than the process (Haskett,e2@06). It is likely that this is
because cross-sectional studies assessing resiliencne or more domains are

easier than prospective or longitudinal studies @na more able to explore what
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factors are involved in the process of becomingieas. Furthermore, our
understanding of how to investigate the processsifience is at present limited.
More qualitative studies that offer the abilitygenerate hypotheses which can be
empirically tested would be beneficial.

Another limitation is, depending on the approaciplyed to define
resilience (e.g., comparison within the sampld;meglort, or the higher end of
whatever variable is being measured), the populaiodied (e.g., combination of
different types of abuse, comparison between na#ceand non-maltreated, or
specific types of abuse), and the decisions alimuttiterion level for resilience
(e.g., composite scores according to a range obdwnor scores on a single
domain), rates of resilience and associated pigeetactors vary widely within and
across studies therefore making comparison ditfimad limiting the ability to draw
meaningful conclusions (Heller et al., 1999). Fmtance, assessing resilience
according to a single domain results in highersafeadaptive functioning (28-61%:
Collishaw et al., 2007; Herrenkohl et al., 1994riet al., 1997; Spaccarelli & Kim,
1995), whereas using multiple domains results ichmawer rates (13-18%:
Cicchetti et al., 1993; Herrenkohl et al., 1994)rtRermore, assessing the stability of
resilience over time results in even lower rate$2%: Cicchetti & Rogosch, 1997;
Flores et al., 2005). Rates may also vary accortirage, gender, and type of
childhood trauma. Future research needs to allevpttential to be more specific
about rates of resilience to childhood maltreatment

Furthermore, findings from studies with larger séa@nd stronger
methodologies (e.g., Cicchetti & Rogosch, 1997 cBatti et al., 1993) imply that
there may be different pathways to resilient adaptadepending on how resilience

Is viewed. For example, relationship factors maynuoee critical for resilient
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outcomes in non-maltreated high-risk children whengersonality characteristics
and self-system processes may be more importamdtireated children (Cicchetti
& Rogosch, 1997). Further research would benadinfapplying more consistent
ways of assessing resilience in order to improesstudy comparisons.

The use of standardised measures to assess resitienld improve the
comparability of findings but at the same time copérpetuate the problem of
focusing on correlates of resilience. Further reethat focuses on identifying a set
of scoring criteria to indicate resilience is nekdé&/hat is vitally important is that
researchers are explicit in distinguishing themasptual approach, so that the
varying conclusions about risk and protective fextan be fully understood.
Furthermore, there is a need for scientific redetwanove beyond focusing on
single factors to considering developmental praeg#isat promote resilience
(Rutter, 1990). These processes can then becanfedhs of the next generation of

research on resilience.

4.3 Considerations for Future Research

Research investigating resilience to childhoodrtrainas progressed from
early publications based on clinical observatiomg&ék & Mrazek, 1987), however
a number of methodological challenges continue.

It is important for future research to considergiole variations in abuse
typology, particularly as different outcomes mayalssociated with different types of
abuse (Cicchetti & Toth, 1995; Stevenson, 1999jstifrg literature comprises
diverse experiences, such heterogeneity could obseur understanding of
resilience among abused children. Although, difietgpes of abuse rarely occur in
isolation therefore the heterogeneity of existiagples could offer adequate

understanding of (Haskett et al., 2006). Neveebefuture research would benefit
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from drawing comparisons within maltreated popolagi as well as with other
samples (Heller et al., 1999).

Resilience is neither a fixed trait nor a univegatstruct (Luthar & Zigler,
1991). Collishaw and colleagues (2007) highlidjiat for some individuals
resilience persists but for the majority it mayybé present during specific periods.
As such resilience appears to be both ‘fluid oiraetand limited in scope’
(Herrenkohl et al., 1994, p. 308). There is a pggudf longitudinal studies, these
may be better able to explore the process of eesié and what factors lead to
sustained resilience (Cicchetti & Rogosch, 1997MDnt et al., 2007). It is likely
that protective factors may be sensitive to develemtal stage, and different factors
may predict resilience at different stages of (Hiaskett et al., 2006). Any change in
circumstance alters risk and/or protective mectmasitherefore the process of
resilience must change in order to enable indivglt@continue to develop on a
positive trajectory (Rutter, 1994).

Another consideration for future research is dizegling resilience from
other related factors, such as coping. Throughwititerature there are references to
coping as being involved in resilience (Bogar & sasKillacky, 2006; Himelein &
McElrath, 1996). Resilience is often consideredaalenator for the negative effects
of stress (Ahern et al., 2006), therefore the behas or actions employed following
a stressful event may be considered the outconthidrsense resilience has been
found to moderate the relationship between childr@motional neglect and current
psychiatric symptoms (Campbell-Sills, Cohan, & 8t&006). Lazarus and Folkman
(1984) consider stress to involve three procegsevary appraisal — the process of
perceiving a threat; secondary appraisal — thegsoof bringing to mind a potential

response; and coping — executing a response. &eslimight therefore be viewed
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as a precursor to coping, especially if defined dgnamic process of successful
adaptation and competent functioning despite dtresgents (Luthar et al., 2000;
Masten & Powell, 2003). Evidently, this distincticequires further investigation,
although this is dependent on reaching more oinseasus about what factors

determine resilience.

4.4  Clinical Implications

Scientific interest in this area originated frome tea that identifying
protective factors could lead to the developmemgrefention programmes and
intervention strategies and therefore improve pasiutcomes for at-risk children
(Luthar & Zelazo, 2003). Although research irstarea is far from being able to
guide clinicians and scientists in the developneéqrogrammes to promote
resilience, existing literature offer some insigtaisclinical practice.

Firstly, early intervention appears extremely intpot given the impact of
childhood trauma on developmental status, andkk&Hood that is will impede the
development of protective attributes. Interventispscifically focused on improving
attachment relationships for children exposed ttrestment (e.g., Becker-
Weidman & Hughes, 2008; Hughes, 2004) may havé @ loffer. However it is
often not appropriate or timely to begin with psgttterapeutic interventions at the
individual level and there is often more emphasisiivecting interventions for
children through their parents.

As such, parenting programmes may be particularfoirtant given that the
research reviewed highlights that stable and ctardiparenting within the context
of a positive family environment is important fategtive functioning. These
interventions aim to enhance parents’ ability toyate a warm, sensitive, stable, and

consistent caring environment, which is benefitdathe development of healthy
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attachment relationships, self-regulation, and motay. Considering the negative
impact childhood trauma can have on these aspecisisterventions would directly
target potential protective factors. Parent skitiéning programmes such as the
‘Incredible Years Parenting Programme’ are congsidextremely valuable
(Gardner, Burton, & Klimes, 2006; Patterson et2002).

In terms of interventions targeting individual dttrites, Cognitive Behaviour
Therapy (Beck, 1976, 1979) or Dialectical Behavidberapy (Linehan, 1993) both
of which involve techniques aimed at enhancing iclemice, self-esteem, emotional
regulation, and problem solving skills would helpmote resilience in maltreated
children. In addition, treatment approaches thablve cognitive restructuring may
be useful for abuse-related perceptions and bebatsh as Schema-Focused Therapy
(Young, 1999). Social skills training might alseln individuals who have been
exposed to childhood trauma establish and maiméenpersonal relationships
(Haskett et al., 2006). The literature reviewel st little guidance as to
interventions that might be aimed at wider socli®nmental factors. However, in
light of the reciprocal and transactional influeéehild attributes on their family
and wider social context (Cicchetti & Toth, 1997isilikely that interventions
directed at any one level will have some positiiiuience on other levels (Haskett et
al., 2006).

In brief, despite the focus on correlates of resite as opposed to its
developmental process, existing literature offereecellent foundation for
continued theoretical and scientific understandihthe processes associated with
resilience to childhood trauma. In this respectfer research will provide the
building blocks for prevention and interventionaeté for individuals who have

suffered such maltreatment.
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5. CONCLUSION

Despite the risk of negative consequences, a ptiopaf individuals who
experience childhood trauma adapt and achieveiyp®sititcomes. Factors
determining resilience include a combination ofividbial and environmental
features. Although current literature needs to ntove more process orientated
approach for investigating resilience, existingliimgs offer valuable insights into the
direction of prevention and intervention programrfegsat-risk populations. Clarity
on the construct of resilience is still in its in&y. However such an emphasis on
positive factors offers an interesting change o$pective for social science research

which inherently focuses on deficits and patholoaher than strengths.
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ABSTRACT

Developing an understanding of resilience coufdrofaluable guidance for
prevention and intervention programmes aimed atagied chronic and repeated
homelessness. This study investigated the influehcesilience on the relationship
between childhood trauma and maladaptive copingaple (n=59) of mainly
white males, mean age 35 years, currently hometesspleted self-report
questionnaires. Statistical analysis involved datren and multiple regression
techniques, the latter of which explored the moeraffect of resilience. Key
findings indicate a significant association betwebiidhood physical abuse and
maladaptive coping, which was moderated by resiBeSpecifically homeless
individuals with high levels of resilience engagamore maladaptive coping at
higher levels of childhood physical abuse, whitgtste with lower levels of
childhood physical abuse engage in less maladapbping.

Such findings may indicate that resilience haseatgr protective effect
against maladaptive coping as severity of childhplogsical abuse decrease. As
such the potential benefit of psychotherapeutieriréntions aimed at promoting and
enhancing resilience and adaptive coping are digcliS he importance of early
intervention for individuals at-risk of becomingrheless is highlighted. However
since this was the first investigation exploring thoderating influence of resilience,
further research aiming to replicate this findisgmperative, in addition to
prospective longitudinal studies which enable chesaclusions to be drawn about

the temporal sequence involved in becoming and irengghomeless.
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1. INTRODUCTION

1.1 Overview

Despite considerable reductions over the past @ée@@LG, 2008H)
homelessness is still a significant problem inWméed Kingdom (UK) and
government strategies continue to target the ptexenf homelessness (DCLG,
2009). Homeless people by way of their marginalstetlis (Power & Attenborough,
2003) represent the most vulnerable and disadvedtpgople in society. Yet current
knowledge of the pathways b@comingandremaininghomeless remains deficient,
as is knowledge of factors that could help prevepeated loss of tenancy and other

negative outcomes which perpetuate chronic anchtegdhomelessness.

1.2 Homelessness

In the broadest senBemelessnessncompasses anyone without a permanent
place to live (Crisis, 2005) including householdgamilies with dependent children.
Beinghomeles®ften refers to people sleeping on the streetsranther outdoor
places such as derelict buildings or tents (ODPBO32. Government statistics
indicate around 67,500 households were officiatiyneless during 2008 and on any
one night in England almost 500 people were sleemogh (DCLG, 2007).

Rough sleeperare among the most visible homeless persons bundyea
small minority of individuals considered homelesstweatened with homelessness.
A large proportion of homeless persons are nopsigeough although do not have
a permanent place to live. Thedden homelesslargely consist of single

individuals with no dependents, who reside in Hestxjuats, bed and breakfast, on

® There has been a 32% reduction in statutory hasedss (households accepted as homeless by
local authorities) between April-June 2009 compawétl the same period in 2008 (DCLG, 2008a),
and a 73% reduction in rough sleeping in Englartd/éen 1998 and 2007 (DCLG, 2007).
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friends’ sofas, or in other temporary and inse@meditions. Although such people
are often considered legally homeleskey are generally not eligible for local
authority support (Crisis, 2005and are not accounted for within statistics.
Estimates suggest at any given time there areast 830,000 ‘hidden homeless’ in
Great Britain (Crisis, 2006). As such it is difficto ascertain accurate prevalence
rates.

Although there is widespread acceptance that h@siedss is about more
thanrooflessnesswho and what conditions constitute a precisenitedn continues
to be debated (Crisis, 2005). Not only does thesiemt nature of homelessness
contribute to the complexity of defining the groUjne homeless population no
longer consists of a majority of single white mal@emen and families, minority
ethnic groups, and adolescents increasingly expegiaomelessness (Warnes,
Crane, Whitehead, & Fu, 2003). Despite the condtawtof homeless persons
through hostels and on the street, some peoplemdmeneless for extended periods
of time (chronic homelessness) cycle in and out of homelessnés=peated
homelessness)

As such the homeless population consists of a siveange of people who
become and remain homeless for a variety of reasoaisly due to a complex
interaction between macro and micro factors (MbiBellai, Goering, & Boydell,
2000). Macro factors (i.e., political, economicgasocial risk factors) that play a role
in precipitating homelessness include for exampleepty, unemployment, lack of

affordable housing, and lack of economic viabi(Byeakey, 1997; Morrell-Bellai et

" A person is considered legally homeless if theyehao right to occupy accommodation or that it is
not reasonable to continue to occupy current acoosation (HousingAct, 1996)

® There is a difference between the legal definitbhomelessness (see above) and statutory
homelessness (homeless people or households reeddny the local authority as either
unintentionally homeless and in priority need, imi@nally homeless and in priority need or homeless
and not in priority need) (Crisis, 2005).
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al., 2000; Toro et al., 1995). These factors togettith a lack of skills,
opportunities, and support to cope with daily stoes or compete in the housing or
employment market also serve to perpetuate honmessgMorrell-Bellai et al.,
2000; Slade, Scott, Truman, & Leese, 1999).

In the context of such macro factors are individuairo factors (i.e., risk
factors) which render certain individuals more \anlble. These include for
example; family and relationship breakdown, meitita¢ss and substance misuse,
leaving institutional settings (e.g., local autkypdare, criminal justice system, or
armed forces) and childhood abuse or neglect (Gattah, 2005; Koegel, Melamid,
& Burnam, 1995; Morrell-Bellai et al., 2000).

Numerous pathways lead to homelessness, whichvewartain
predisposing factors rendering an individual &t (esg., childhood trauma). These
contribute to subsequent events or conditions,(mgntal illness or substance
misuse) which combined with certain precipitantg.(deaving care, parental
separation, or loss of accommodation or employmest)lt in homelessness (Crane
et al., 2005; Maguire, 2006; Martijn & Sharpe, 2086llivan, Burnam, & Koegel,
2000). Many of the original risk factors that caloiite to becoming homeless also
serve to perpetuate homelessness (e.g., increagelgbogical or substance use
disorders, traumatic incidents, and criminal atgtiMMorrell-Bellai et al., 2000).

It is evident that homeless persons have multipte@mplex needs, and
may be considered a population at-risk. It is uaclewever what factors may help
protect homeless persons from suffering furtheeeslty. Although homelessness
has received substantial research attention aacesttfrom policy makers (Warnes
et al., 2003) over the past decade, much of thesfbas been on psychosocial factors

with far less attention on the temporal sequencelued in becoming and remaining
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homeless or what factors could break the cyclehadriic and repeated

homelessness.

1.3 Childhood Trauma and Homelessness

A large proportion of homeless adolescents andstale experienced
traumatic childhoods(Davies-Netzley, Hurlburt, & Hough, 1996; GwadasiN
Leonard, & Strauss, 2007; Ryan, Kilmer, Cauce, Walte, & Hoyt, 2000). Almost
70% report trauma during childhood (Christensesl.e2005), with childhood
sexual abuse (CSA) amongst the most prevalent {(@pdarolomiczenko, Sheldon,
Boydell, & Wasylenki, 2002; Martijn & Sharpe, 200&@uch maltreatment appears to
be overrepresented within this population and mmonly cited as a risk factor for
homelessness (Martijn & Sharpe, 2006).

A possible mechanism for why childhood trauma ®laed in becoming
and remaining homeless, may be the impact it hdatenpsychological and social
functioning. Evidence highlights the short- andgdaarm adverse sequelae of child
abuse (Browne & Finkelhor, 1986; Kendall-Tacketi|lMms, & Finkelhor, 1993;
Springer, Sheridan, Kuo, & Carnes, 2003), includiiggupted early development,
insecure attachment style, poor educational at@nnemotion dysregulation, and
disturbances in interpersonal relating and sociattioning (Cicchetti & Toth, 1995;
Mullen, Martin, Anderson, Romans, & Herbison, 198&venson, 1999).

Furthermore, exposure to childhood trauma has stergly been associated
with a variety of subsequent mental health andtamics misuse difficulties (Browne
& Finkelhor, 1986). Including for example, posttnaatic stress disorder (Stovall-

McClough & Cloitre, 2006), personality disorderpé®aro, Mullen, Burgess, Wells,

® Childhood Trauma includes but is not limited tdldiood sexual, physical, or emotional abuse
and/or neglect. Other traumatic childhood expegsrreported by homeless persons include for
example exposure to violence, parental mental inealtl substance misuse problems, and spending
time in local authority care (Martijn & Sharpe, )0

83



& Moss, 2004), psychosis and schizophrenia (Readl Qs, Morrison, & Ross,
2005), and alcohol/drug dependence (Polusny & &e|l&995).

Understanding the relationship between childhoadrtra and later
psychological difficulties might offer some insighhto homelessness. There is some
evidence that homeless persons who have experiehdddabuse have increased
rates of mental illness and substance misuse [Ragies-Netzley et al., 1996; Rew,
Taylor-Seehafer, & Fitzgerald, 2001a; Stein, LeKidNyamathi, 2002).

A significant proportion experience a range of méhealth and substance
misuse difficulties which are disproportionatelglmicompared to the general
population (Fischer & Breakey, 1991). Governmeatistics indicate that between
30-50% of rough sleepers suffer mental health grokl(Warnes et al., 2003).
Furthermore evidence indicates that around 85% aawajor mood or anxiety
disorder (Christensen et al., 2005), 60-90% exsi¥atptoms of antisocial
personality disorder (Maguire, Keats, & SambroddQ& North, Smith, &
Spitznagel, 1993), 70% misuse substances (Goetrialg 2002) and 10-20% have a
dual diagnosis (i.e., severe mental illness andtamioe use disorder; Drake, Osher,
& Wallach, 1991).

It is unclear whether such psychopathology is aeau consequence of
homelessness (Snow & Anderson, 1993). Althoughhfermajority mental iliness
precedes homelessness (North, Pollio, Smith, &8pgdel, 1998), rates of drug and
alcohol and/or psychological disorders significamiicrease after four years of
homelessness (Martijn & Sharpe, 2006) and maylasassociated with chronic
homelessness (North et al., 1998). The relationishigely to be multi-directional

(Johnson, Freels, Parsons, & Vangeest, 1997).
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In brief, childhood trauma, mental iliness, andstabce misuse may increase
the risk of becoming homeless, whilst contributiogemaining homeless. Another
mechanism involved in remaining homeless might Bisengaging in maladaptive
coping strategies (e.g., substance misuse, crirbgt@viour, violence and
aggression, or emotional avoidance) by increasiagisk of tenancy breakdown

(Maguire et al., 2006).

1.4  Maladaptive Coping and Homelessness

Homeless persons frequently engage in a rangehaipiul behaviours such
as violence and aggression, criminal behaviourpfiskeugs and/or alcohol, and self
harm/suicidal behaviours, possibly as ways of cgpm¥ith their chaotic and unstable
lifestyle and past experiences (Bassuk, Buckneto,e& Bassuk, 1998; Fischer &
Breakey, 1991; Morrell-Bellai et al., 2000; Nor8mith, & Spitznagel, 1994).

Coping is the process of attempting to reduce stesd is based on an
individual's appraisal of an event (Carver, SchefeWeintraub, 1989; Lazarus &
Folkman, 1984). There are a multitude of ways toage or solve problems, the
popular method of assessing coping as problem-éat(esg., attempts at solving the
problem) or emotion-focused (e.g., attempts atceduemotional distress associated
with problem) have been criticised for failing fopaeciate the diversity of potential
coping responses (Carver et al., 1989).

Carver and colleagues (1989) therefore developgbdaetically derived
measure of coping (i.e., COPE) which divides copurgtions into a range of
conceptually distinct scales. These include fomgxa, removing a stressor by

seeking instrumental or emotional support, dengindisengaging from the
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experience (i.e., experiential avoidance), or usilsghol and/or drugs excessively
and can be broadly grouped into either adaptiveaadaptive coping strategies.

There is limited evidence of an overall copingetyl homeless persons,
disengagement which involves problem avoidancehfwighinking, avoidance of
negative emotions and thoughts, and social withdraway be common (Votta &
Manion, 2003). The unhelpful behaviours that hos®lgeople frequently engage in
may be indicative of a more maladaptive copingest@ertainly avoidant coping,
social withdrawal, anger, and the use of drugsaraltohol as coping strategies
have been highlighted in the homeless populatioddk2003; Kidd & Carroll,
2007; Taylor-Seehafer, Jacobvitz, & Steiker, 2008).

Such maladaptive coping may arise as a resultrbf gaumatic experiences.
There is some evidence that in general individudls experience CSA engage in
more maladaptive strategies such as avoidant engagement coping (Coffey,
Leitenberg, Henning, Turner, & Bennett, 1996; Leltterg, Greenwald, & Cado,
1992; Shapiro & Levendosky, 1999) which is alsatesd to poorer psychological
adjustment (Leitenberg et al., 1992). Limited enickedemonstrates this link in the
homeless population (Chen, Tyler, Whitbeck, & H&A04; Famularo, Kinscherff,
Fenton, & Bolduc, 1990; Johnson, Rew, & Sterngl@@06; Ryan et al., 2000).

If maladaptive coping contributes to remaining htase by increasing the
likelihood of repeated tenancy breakdown or otlegyative outcomes (i.e., further
experiences of trauma, development of physicalamiychological health
problems, and substance misuse) then promotingaimancing more adaptive
functioning (i.e. resilience) might help break ttyele of repeated tenancy

breakdown and chronic and repeated homelessnessslaf resilience are thought

19 See Measures section within the Methodology faher details.
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to impact on coping ability and the ability to atlapchanging situations (Ireton &

Cassata, 1976).

15 Resilience and Homelessness

Research has begun to explore resilience in thesless population. A recent
review highlights the importance of the concepthi@ lives and existence of this at-
risk population (Jones, 2006). Resilience refethéoprocess of successful
adaptation and competent functioning in spite ghigicant adversity (Luthar,
Cicchetti, & Becker, 2000; Masten & Powell, 2003).

Research investigating protective factors whichticoute to resilience
highlights the importance of strong cognitive dlaB, positive self-esteem, self-
reliance, emotion regulation, avoidance of malaslaptoping, good interpersonal
skills, and supportive relationships within andsoade the family, in disadvantaged
populations including childhood trauma (Haskettafde Ward, & McPherson, 2006;
Heller, Larrieu, D'Imperio, & Boris, 1999; Luthar Zelazo, 2003). Resilience may
therefore be particularly relevant for the homejasgulation given their tendency to
engage in maladaptive coping behaviours (e.g.,ddang alcohol) which is likely to
reduce their level of resilience and contributejpeated homelessness. Moreover,
Connor (2006) suggests that resilience is a cré@ecabr in determining how a person
reacts and copes in the face of adversity.

The majority of evidence relating to resiliencehe homeless population is
based on qualitative investigations with young peaprrently homeless or having
experienced recent homelessness. Similarities eamdwn between the protective
factors previously identified as important for fiesice and factors identified in
homeless youths. For example, independence, raglitpsdetermination, self-

improvement, maturity, acceptance of support, aaatahsed reactivity to others,

87



were salient themes related to resilience (Lind&eytz, Jarvis, Williams, &
Nackerud, 2000; Rew & Horner, 2003; Williams, LiegisKurtz, & Jarvis, 2001).

The only empirical investigation, found relativéligh rates of resilience in
homeless youths using a standardised measurei@ResilScale: Wagnild & Young,
1993), and despite being socially disconnectedeheho were resilient were less
lonely and hopeless, and engaged in fewer lifeatiereng behaviours (Rew, Taylor-
Seehafer, Thomas, & Yockey, 2001b). Such evidempdies that relatively high
levels of resilience may reduce homeless peoplepgnsity to engage in
maladaptive coping behaviours. Further researokéessary to elucidate the exact
nature of resilience in homeless people.

Resilience is often considered a personality charatic that moderates the
negative effects of stress and promotes adaptg@iioern, Kiehl, Sole, & Byers,
2006; Wagnild & Young, 1993). Evidence implies thedilience could moderate the
relationship between childhood trauma and partrouégative outcomes such as
psychiatric illness or unhelpful coping behaviodsr instance, retrospective reports
of high levels of childhood emotional abuse wemanfibto be related to high levels of
current psychiatric symptoms in individuals lacknegilience (Campbell-Sills,
Cohan, & Stein, 2006). Therefore promoting and animay resilience in individuals
with a history of childhood trauma could improve paly their coping mechanisms
but also their current life circumstances.

Indeed, not all individuals exposed to childho@itma experience long-term
negative consequences, a growing body of evidemggests a small proportion,
commonly around one fifth, remain resilient (e@gchetti & Rogosch, 1997;
Herrenkohl, Herrenkohl, & Egolf, 1994). It is pdsis therefore that a proportion of

homeless individuals are resilient despite thegfirent histories of childhood
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trauma, and that promoting and enhancing resiliemteose lacking such adaptive
functioning could reduce maladaptive coping strigegnd therefore contribute to
breaking the cycle of repeated tenancy breakdadws, thronic and repeated

homelessness (Slade et al., 1999).

1.6 Formulation of Current Study

Childhood trauma and maladaptive coping may beigatdd in the pathways
to becoming and remaining homeless. To improveuaderstanding of such
pathways and to offer guidance for prevention auervention programmes the
current study proposed that, the way homeless pame (e.g., avoidant coping,
social withdrawal, anger, and the use of drugsaratohol) may be influenced not
only by early traumatic experiences but by levelasilience. Previous research has
not considered the possible influence of resilienaeducing maladaptive coping in
the homeless. Therefore, this study aimed to eggloe relationship between
childhood trauma and coping, and the relative arilee of resilience, by testing the
following hypotheses:

Hypothesis 1Childhood trauma will be associated with higherelswof
maladaptive coping and lower levels of resilienttnile lower levels of resilience
will be associated with a higher degree of malastaptoping.

Hypothesis 2Level of resilience will moderate the relationshigtween

childhood trauma and maladaptive coping.

* A moderator rather than mediator model was prapbseause it was not predicted that resilience
would account for the impact of childhood traumanmaiadaptive coping but that different levels of
resilience may influence maladaptive coping atedéht levels of childhood trauma.
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2. METHODOLOGY

2.1 Design

This study employed a cross-sectional multiplegsgjon/correlation design.
2.2 Sample

2.2.1 Sampling Strategy

Participants were homeless individuals aged 186Euited via third sector
organisations in Southampton, including: an assesspentre hostel; two longer
term hostels; and two day centres. An outreach tearking alongside the day
centres assisted in accessing rough sleepers.

Inclusion criteria:any individual male or female, currently homeltess
more than one month, or with a history of repedit@thelessness (i.e., homeless
more than once) if currently homeless for less i@ month, was eligible to take
part in the study.

Exclusion criteria:any individual not currently homeless or withoutistory
of repeated homelessness, or unable to understatenwor spoken English
Individuals were not excluded on the basis of dyuglcohol use however they were
unable to access services if under the influence.

A broad definition of homelessness encompassingrawithout a
permanent place to live was used. This included/iddals residing in homeless
hostels and shelters, in squats or overcrowdeditgas any other type of
temporary accommodation. Rough sleepers includgdrenresiding outdoors such

as sleeping on the street, or in uninhabitablegslac

2 Funding for an interpreter was not available avdis not clear if the questionnaires would be
reliable if translated into another language.
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Recruitment took place over nine sessions and appately 156 individuals

were approached, of these 81 took part, resultirg52% recruitment rate.

2.2.2 Anticipated Sample Size

A priori power analysi (using a Linear multiple regression f-test) indéch
a sample size of 68 would enable the detectionmédium effect sizer (= .30/ f=
.15), where power was .8 andvas .05 (Cohen, 1992; Faul, Erdfelder, Buchner, &
Lang, in press). This was also considered realigtged on previous research

utilising similar methods (Mathews, 2006; Munawz008).
2.3 Participant Characteristics

2.3.1 Demographic Characteristics

Eighty-one homeless adults took part, this incluakedost equal numbers of
individuals recruited from hostelbl & 44: 54%) or day centreBl & 37: 46%).
However the sample was overrepresented by the midloimelessN = 54: 66.7%) in
comparison to rough sleepeté ¥ 20: 24.7%)".

Twenty-two participants (27.2%) were excluded frstiatistical analysis
either because they did not meet the inclusioeraitN = 8: 36.4%), had failed to
sufficiently complete all questionnaires £ 3: 13.6%J°, or their responses appeared
untrustworthy K = 11: 50%%°. On the whole excluded participants did not differ

considerably in age, gender, ethnicity, and accodation status, from those

13 Using G*Power 3.1, a power analysis computer @uogne (Faul, Erdfelder, Lang, & Buchner,
2007)

14 A further three (3.7%) were not currently homelasd four (4.9%) did not state their current
circumstance.

'3 Where either a whole questionnaire had not beepteied or 10% or more items on any one
questionnaire had not been completed

% Where there were whole questionnaires with theesasponse irrespective of reversed items, or
frequent repetitions of marking more than one raspmn each item.
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included in the statistical analyisThe majority were white BritisHN(=19: 86.4%)
males N = 18: 81.8%) with an average age of 34.1 years£3D.6), residing in
hostels N = 10: 45.5%), on the stredt € 5: 22.7%) or in other outdoor placés%
3: 13.6%°.

Table 1 presets the demographic characteristich&final sampleN=59).
Overall the majority were white BritistN(= 52: 88.1%) maled\(= 55: 93.2%) with
an average age of 35.8 years (SD = 11.7) who vesiding in a homeless host8l (
= 34: 57.6%). Most had been homeless for up torgirths N = 28: 47.5%) of
which the majority had been previously homelessoupve times N = 32: 54.2%).
The average age of participants at first episodeoaielessness was 28.1 years (SD
=12.7) and 74.5%N = 44) gave up to four reasons for becoming horselBse
main reasons were using alcohol and/or drugs, gawviental health problems,
experiencing relationship difficulties, and haviingancial difficulties or problems

with parents or step-parents.

71t was not possible to compare the excluded ppatits with those included in the final sample as
the numbers were too low to perform any statisticellysis.

'8 Two were residing derelict buildings, one on arid’s sofa, and one did not state their current
circumstance.
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Table 1

Demographic Characteristics£59)

N Frequency (%)
Age
18-25 16 27.1%
26-35 13 22.1%
36-49 20 33.9%
50+ 6 10.1%
Gender
Male 55 93.2%
Female 4 6.8%
Ethnicity
White British 52 88.1%
White Irish 1 1.7%
White other 1 1.7%
White & Black Caribbean 2 3.4%
White & Black African 1 1.7%
Mixed other 1 1.7%
Black Caribbean 1 1.7%
Accommodation Status
Staying in a shelter / hostel 34 57.6%
Sleeping on a friend’s sofa 7 11.9%
Sleeping in derelict buildings 2 3.4%
Staying in a squat 1 1.7%
Sleeping on the streets 6 10.2%
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Sleeping in other outdoor areas 2 3.4%
Staying in rented accommodation 3 5.1%
Other 3 5.1%
Not stated 1 1.7%
Homeless Status
Homeless / other temporary accommodation 43 72.9%
Roofless / Street 10 16.9%
Not currently homeless 3 5.1%
Not stated 3 5.1%
Repeated Homeless Status
First episode currently > 1 month 14 23.7%
Repeated episodes & current > 1 month 37 62.7%
Repeated episodes & current < 1 month 3 5.1%
Repeated episodes & not currently homeless 3 5.1%
Repeated episodes & current not stated 2 3.4%
Age at first episode of homelessness
<18 16 27.1%
18-25 15 25.4%
26-35 12 20.3%
36-49 11 18.6%
50+ 5 8.5%
Number of episodes of homelessness
One 15 25.4%
2-5 32 54.2%
6-10 6 10.2
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11-19 2 3.4%
20+ 4 6.8%
Length of current episode of homelessness
< 1 month 4 6.8%
1-6 months 28 47.5%
7-12 months 5 8.5%
1-5 years 12 20.3%
5+ years 5 8.5%
Not stated 2 3.4%
Not applicable 3 5.1%
Number of perceived reasons for homelessneSs
One 11 18.6%
2-4 44 74.5%
5-8 4 6.8%
Perceived reasons for homelessness
Using alcohol and / or drugs 35 59.3%
Mental Health Problems 23 39%
Relationship / Marriage breakdown 21 35.6%
Physical / Sexual Health 4 6.8%
Problems with parents / step-parents 15 25.4%
Losing a loved one through death 8 13.6%
Growing up in care 5 8.5%
Being excluded from school 3 5.1%
Spending time in prison 11 18.6%
Serving in the armed forces 3 5.1%
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Financial difficulties?! 29  49.2%

Other 6 10.2%

Note ! Participants responded by ticking any reason tpplied.'* Includes loosing job, being in
debt, not being able to pay the rent / mortgagmgomade redundant or being dismissed, and having

benefit problems.
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3.3.2 Substance use

Table 2 details self-reported substance usetbegpast month for the final
sample N = 59). Overall 96.6%N = 57) had used substances (excluding
cigarette/tobacco), 71.29%l & 42) of which had used any one type of drug. The
main types of drugs included, depressants @8: 81.4%), stimulant$\(= 23:
39%), or opiatesN = 16: 27.1%). The majority had smoked cigarettésitao N =
49: 83.1%) and most had also consumed alcohol @vithithout also using drugs)

(N = 41: 69.5%).
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Table 2

Substance use over the past mohth50)

N  Frequency (%)
Substance use
Cigarettes / Tobacco 49 83.1%
Drugs 16 27.1%
Alcohol 15 25.4%
Drugs and Alcohol 26 44.1%
None 2 3.4%
Type of substances used
Depressants (e.g., Cannabis, Alcohol, barbiturates) 48 81.4%
Stimulants (e.g., Cocaine / Crack, Amphetaminestdsy) 23 39%
Opiates (e.g., Heroin, Morphine, Methadone) 16 27.1%
Tranquillisers (e.g., Benzodiazepines/Valium) 8 13.6%
Hallucinogens (e.g., LSD, MagicMush) 8 13.6%
Solvents (e.g., Gases, Glues, Aerosols) 2 3.4%
Other drugs (e.g., Poppers, Anabolic steroids) 6 10.2%

Note.[1] Data represent endorsement of any one sulestaithin the category
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2.4 Measures

2.4.1 Demographic Information

A demographics form (Appendix C) elicited informoat about — age, gender,
ethnicity, accommodation status, perceived causé(®melessness, length and

frequency of homelessness, and substance usehavpast month.

2.4.2 Assessment of Childhood Trauma

Child Abuse and Trauma Scalg(CAT: Sanders & Becker-Lausen, 1995) is
a 38 item self-report questionnaire assessing thigdimensional nature of
childhood abuse by establishing frequency and éxtemegative childhood and
adolescent experiences. It has four subscales ¢gag&Becker-Lausen, 1995),
negative home atmosphere/neglect (Neglect: 14 jtemkl physical
abuse/punishment (CPA: 6 items) and child sexuas@lfCSA: 6 items), emotional
abuse (CEA: 7 items), created by Kent and Wall@88), incorporates six items not
previously included in the other subscales andfama neglect. Subscales are best
treated dimensionally (Sanders & Becker-Lausen5),9®wever CSA can be
treated categorically to indicate presence (defamedny positive response to any
item) or absence of abuse (van Hanswijck de JONgédler, Fiennes, Rashid, &
Lacey, 2003). Responses are rated on a 4-poild soa 0 fieve) to 4 @lways.
Subscale scores are the mean of relevant itemtotaigcore is derived from the
mean of all items. Higher scores reflect increasmaeerity of traumatic experiences.
Items are worded in a purposefully mild fashiom,drample “Were there traumatic
or upsetting sexual experiences when you wereld chieenager that you couldn’t

speak to adults about?” in order to minimise subsetdistress.
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The CAT has adequate psychometric properties witimg internal
consistencyd = .63 to .90) and test-retest reliability5 .71 to .91) and concurrent
validity (r = .24 to .41: Kent & Waller, 1998; Sanders & Beekausen, 1995). It
has been used in numerous studies exploring clutiitrauma and psychological
difficulties (e.g., Pekala et al., 1999; Sander&i&las, 1991; van Hanswijck de
Jonge et al., 2003) . The CAT was selected amthst appropriate and reliable

measure to identify a history of childhood trauma.

2.4.3 Assessment of Resilience

Resilience ScaléRS: Wagnild & Young, 1993) is a 25 item self-repo
guestionnaire assessing two factors of resiliepessonal competence (PC: 17
items); and acceptance of self and life (ASL: &g Personal competence
represents self-reliance, independence determmativincibility, mastery,
resourcefulness, and perseverance. Whilst acceptdrself and life represents
adaptability, balance, flexibility and a balancedlgpective of life. Responses are
rated on 7-point scale from dig¢agre¢ to 7 @greg. Subscale scores are the sum of
items and total resilience is the sum of all itdnasige 25-175) with higher scores
indicating more resilience.

The measure has good internal consisteacy (/6 to .91), and good test re-
test reliability ¢ = .67 to .84) and concurrent validity<.26 to .37: Humphreys,
2003; Hunter & Chandler, 1999; Wagnild & Young, B99The RS has been used in
a few studies investigating resilience and psyaliokd factors/distress (e.g.,
Humphreys, 2003; Moorhouse & Caltabiano, 2007; &@angj 2009), in particular
with homeless adolescents (Rew et al., 2001b).R®i@vas selected as the most

appropriate measure to identify resilience.
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2.4.4 Assessment of Coping Style

Brief COPE Inventory (Carver et al., 1989) is a 28 item self-report
guestionnaire assessing a broad range of copipgmess, including functional and
dysfunctional strategies. It is an abbreviatediversf the COPE (Carver et al.,
1989), developed for use with populations wheregh response burden was likely
as such it was felt more appropriate for a homedegsilation.

The brief COPE includes 14 scales each captureddyjtems: active
coping, planning, positive reframing, acceptancenbur, religion, using emotional
support, using instrumental support, self-distactidenial, venting, substance use,
behavioural disengagement, and self-blame. Thieeight scales can be regarded as
adaptive and the last six as maladaptive (Carval.€1989). Responses are rated on
a 4-point scale from d6n’t usually do thisto 4 do this a lo}. Each scale provides
a total scale score which is the sum of items aglleln scores represent more
endorsement of that coping style.

The measure does not provide an overall copingkindeadaptive or
maladaptive composites. The author however sugtestaggregated scores can be
determined by exploring the factor structure amsecge scores (Carver, 1997).
Meyer (2001) aggregated the 14 scales into two sanyistales — adaptive and
maladaptive coping, reporting excellent internailsistency for adaptive coping €
.81) but lower for maladaptive coping € .48). Excluding substance use and self-
distraction which did not positively contributeitdernal consistency for
maladaptive coping the coefficient alpha incregsed .57) to above the minimally
acceptable leveb(= .50: Nunnally, 1978). Therefore their maladagtboping

composite included, behaviour disengagement, dereating and self-blame.

101



Overall the brief COPE has good internal reliapibh all scalesd = .64 to
.90) except for venting, denial, and acceptandkpagh these exceed minimum
acceptability (Carver, 1997). It has been usedumerous studies investigating
coping in people with psychological disturbanceg.(éVeyer, 2001; Schnider,
Elhai, & Gray, 2007), and the full version (COPEr@er et al., 1989) has been used

with homeless adolescents (Votta & Manion, 2004).

2.5 Procedure

The study was approved by the University of Soutstam School of
Psychology Ethics Committee (Appendix D) and pesimis was obtained from The
University of Southampton Research and Developr@emimittee (Appendix E).
All homeless agencies gave permission for servsegsuto be approached.

Recruitment and assessment was conducted jointfyamother researcHér
the two projects were presented as one study im@five questionnairé8and a
demographics form. Given the nature of the setimg) sample the procedure was

flexible.

2.5.1 Approach

The homeless organisations displayed posters (A& and distributed
flyers (Appendix G) advertising the study. Staffrevalso informed to enable them

to provide further information.

2.5.2 Recruitment

Individuals were recruited on the day of the assent. A verbal explanation

of the study (Appendix H) outlined pertinent infation, emphasising that

19 Also a Trainee Clinical Psychologist
? Three questionnaires for this study and a furtiverfor the second study.
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participation was voluntary and highlighted thessgve nature of some questions.
Participants were given an information sheet (Agipe) and informed consent was
assumed on the basis of completion and returnafiyanous questionnaires.
Screening fornfs (Appendix J) identified individuals who might have
difficulty completing the questionnaires and offieechoice of assessment options
(independently, with support, or in an interviewnat). Consent forms (Appendix

K) were used in cases where participants optedrianterview format.

2.5.3 Assessment

All participants were assessed in a group form#t wimaximum of 10
individuals, unless an interview format was reqeeqti=16: 19.8% opted for an
interview format out of the total samp\e=81) which was conducted in private to
ensure confidentiality. Drop-in assessment sessasted approximately 2 hours.
Researchers were available throughout to offer @ipand participants were asked
not to confer. Risk issues and breakaway proceduees discussed prior to sessions
and in most cases researchers were provided witlopa alarms or walkie-talkies
so that staff could be alerted to any difficulty.

Questionnaires were cod@do ensure confidentiality and anonymity, and
participants returned completed forms in a seateglepe. The entire set of
questionnaires and demographics form took approximately 50 misitwecomplete.

All participants received a £6 supermarket vouasea thank-you.

2.5.4 Debrief

A written debrief (Appendix L) accompanied a verbaplanation reiterating

the possibility of distress and signposting appaiprsupport agencies (i.e., support

2L Used in previous research with homeless populsijdtathews, 2006; Munawar, 2008)
2 Each participant was allocated a unique identityber and data was coded accordingly
3 Five questionnaires in total, including two adufiél questionnaires for the second study
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workers, GP services, or Samaritans). All partictpaated distress levels following
completion of questionnaires on a scale fromdi @t all upsétto 10 {ery upset
(M =2.9, SD = 2.8}. This information was used to highlight individsaho may

have a negative reaction and such individuals fai@ved-up by staff.

2.6 Ethical Considerations

The standard debriefing process was consideredfitisat for the day
centres. It was therefore supplemented with a mmepdir task (Appendix M), this
was necessary because no support worker systeraswaace and access to
primary care services was difficult for day cergegvice users. The mood repair task
involved rating a set of jokes on a humour scaleat at all funny)o 4 (very funny)
as a form of distraction.

In addition a qualified Clinical Psychologist exigerced in working with
homeless individuals was available for consultatbauld anyone become
significantly distressed. Had all debriefing metbdailed, a one-to-one session with
this professional would have been offered. Howeedther of these components

were utilised since no participant reported sigaifit distress following participation.

2.7 Statistical Analysis Strategy

All descriptive and inferential statistics were foemed using Statistical
Package for the Social Sciences (SPSS), versi@h Rieliminary statistics explored
variable distributions in order to establish if giawetric tests where appropriate and
descriptive statistics were established. The ffiygtothesis was addressed using
correlation analysis exploring the relationshipsieen variables. The second

hypothesis was tested using hierarchical multiptgession techniques as the

4 For the whole sample (N=81)
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appropriate method of testing a moderation modi&dgiA & West, 1991; Baron &

Kenny, 1986; Cohen, Cohen, West, & Aiken, 2003).

3. RESULTS

3.1 Preliminary Analysis

Preliminary statistical analysis explored if datathe final sampleN=59)
conformed to the assumptions of normality. Meanessavere used throughout for
subscales and total scores and all cases weralettin the statistical analysis.
Kolomogorov-Smirnov tests and measures of skewaiedkurtosis demonstrated all
variables were sufficiently normally distributeddgnable the use of parametric tests.
With the exception of CSA((58) = .254, p>.001) and total CAT totdd (58) =
135, p>.05), inspection of boxplots identified tpassible outliers for CSA,
however these were not removed since they simpiyesented severe cases.
Excluding CSA from total CAT resulted in this beiswgfficiently normally
distributed to enable the use of parametric t€&%A was then treated as a
categorical variable. Finally, in order to reduse amount of data for the brief
COPE, the 14 scales were aggregated into two catesxores for adaptive and

maladaptive coping on the basis of previous rebe@ee section 2.4.4).

3.2 Descriptive Statistics

Table 3 displays the means and Cronbach’s Alptiaallf variables,

subscales and total scores demonstrated accepttiblality (Nunnally, 1978).

3.2.1 Childhood Trauma

According to the CAT, childhood physical abuse ttahighest mean

severity score, although emotional abuse and negie® not too dissimilar. Total
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CAT score M =1.67, SD =.78) is almost double that reported/arious non-
clinical samplesNl = .39 to .91, SD = .06 to .66; Kent & Waller, 19%%atti, 1999;
Sanders & Becker-Lausen, 1995) and higher thamalgsaof bulimic womenN =
1.19, SD = .82; Hartt & Waller, 2002) but less tlaasample of adults with multiple
personality disorder (DSM-III-R: APA, 198F) = 2.7, SD = .84; Sanders & Becker-
Lausen, 1995). Furthermore, exploring the presenedsence of sexual abse
indicated that 59.3%\ = 35) of the participants reported sexual maltnesit as a

child.

3.2.2 Resilience

With regards to the components of the RS both patssompetence and
acceptance of self and life, were endorsed to dsgithegree. Total RS scorkl(=
4.87, SD = .96) is similar to a sample of homebasslescentsM = 4.48, SD =
unknown; Rew et al., 2001b), although lower thaample of adolescents from an
inner-city school ¥ = 5.3, SD = unknown; Hunter & Chandler, 1999). fOnher
exploration, the summed total RS score for thisgarfM = 121.2, SD = 24.0) was
slightly lower than for battered womell = 143.1, SD = 24.0; Humphreys, 2003),
Alzheimer care giverd = 138.4, SD = 18.6), female graduate studevits (L39.1,
SD = 14.5), first-time mothers (post-parturiy) € 141.7, SD = 14.9) and social
housing residentdM = 141.1, SD = 15.3; Wagnild & Young, 1993), altgbunot

considerably, given the possible range of s¢8res

% Treating CSA as a categorical variable where scgreater than zero represented the presence of
sexual abuse

% Base on group means from summed total scoresawitinge of 25 to 175 (Wagnild & Young,
1993)
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3.2.3 Coping Style

The brief COPE indicates the most common copinigstyere active
coping, planning, acceptance, substance use, #rodame. Composite scores
indicate that participants engaged in overall aslapir maladaptive coping styles to
a similar degree. The composite scores for adaftive 2.48, SD = .54) and
maladaptivel = 2.42, SD = .62) coping in this sample are nssidnilar to a
sample of psychiatric inpatients (adaptive= 2.37, SD = .70 and maladaptiwé:=
2.02, SD = .65) with, schizophrenia, major depressgisorder, or schizoaffective
disorder (DSM-IV: APA, 1994; Meyer, 2007)

On further exploration the individual maladaptivamg scales the summed
scores for self-distractiotM =4.72, SD = 1.67) and ventinll(= 4.46, SD = 1.97)
for this sample were similar to those for peopkenly with HIV/AIDS, although
behavioural disengageme & 3.98, SD = 1.91), denialM(= 4.34, SD = 2.17),
and substance uskl (= 5.68, SD = 2.21) were considerably higher (Vok\at al.,

2002).

2" Note: Meyer (2001) only included four subscalesh@vioural disengagement, denial, venting, and
self-blame) for their maladaptive composite scare t a lack of internal consistency when including
the additional two scales (substance use and stithdtion).
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Table 3

Descriptive Statistics for Childhood Trauma, Resitie and Coping Styl&l€59)

(1]

a M (SD) Range
CAT
Neglect .89 1.84(0.90) 0-4
CPA 60 2.10(0.72) 04
CSA .87  .65(0.97) 0-4
CEA 92 1.98(1.01) 04
Total CAT 95 1.67(0.78) 0-4
RS
PC 87 4.91(1.02) 1-7
ASL 59  4.79(0.97) 1-7
Total RS .89  4.87(0.96) 1-7
bCOPE
Active Coping - 3.01 (0.81) 1-4
Planning - 2.88 (0.79) 1-4
Positive Reframing - 2.42 (0.97) 1-4
Acceptance - 2.97 (0.75) 1-4
Humour - 2.19 (1.03) 1-4
Religion - 1.74 (1.06) 1-4
Emotional Support - 2.04 (0.97) 1-4
Instrumental Support - 2.59 (0.88) 1-4
Overall Adaptive Coping®?! 82  2.48(0.54) 1-4
Self-distraction - 2.35(0.84) 1-4
Denial - 2.20 (1.10) 1-4
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Venting - 2.23 (0.98) 1-4

Substance Use - 2.83(1.12) 1-4
Behavioural Disengagement - 2.04 (0.98) 1-4
Self-Blame - 2.86 (0.98) 1-4
Overall Maladaptive Coping?’! 77 2.42(0.62) 1-4

Note.CAT — Child Abuse and Trauma Scale, CPA — Childditgl Abuse, CSA — Child Sexual
Abuse, CEA — Child Emotional Abuse, RS — ResilieBcale, PC- Personal Competence, ASL —
Acceptance of Self and Life, bCOPE — Brief Cope.

M Cronbach’s alpha values of between .70 and .8@atelgood reliability, although minimally
acceptable alpha reliabilities should meet or escb8 (Nunnally, 1978). It was not possible to
report alpha’s for all 14 bCOPE scales because tivere too few items within each scale to perform

the reliability analysis.
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3.3  Correlations between Childhood Trauma, Resiliete, and Maladaptive
Coping
Table 4 illustrates the Pearson correlation coieifits for all variables,

specific relationships are highlighted below:

3.3.1 Childhood Trauma and Maladaptive Coping

The results demonstrated that experiencing gréatels of childhood trauma
was associated with engaging in a higher degreeatddaptive coping. As
predicted, there were significant positive coriielad between, CPA and maladaptive
coping ¢ =.362,p =.005), and total CAT and maladaptive coping (294,p =
.024). Furthermore, there was a non-significamtdr®r neglectr(=.236,p =.071)
and CSA( =.217,p =.099) with maladaptive coping. In addition, teétionship
between overall childhood trauma and maladaptiyengpremained when CSA was
removed from total CATr(=.284,p = .029).

On further exploration those participants who hepegienced CSX
engaged in a higher degree of maladaptive copihg 2.5, SD = .60) compared to
those who had noM = 2.2, SD = .61). This was tentatively supportgdb
independent t-test which found a non-significaentt ¢ (48.8) = -.297p =.071: 2-

tailed).

3.3.2 Childhood Trauma and Resilience

No significant correlations were observed betweglibood trauma and
resilience and there was still no relationship eetmvchildhood trauma and PCH -
.057,p =.66), ASL ¢ =.020,p = .882), and total RS € -.036,p = .787) when CSA

was removed from total CAT.

% Treating CSA as a categorical variable
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3.3.3 Maladaptive Coping and Resilience

There was no correlation between maladaptive copiresilience,
although higher levels of adaptive coping strategiere associated with higher

levels of resilience.
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Table 4

Correlations: Childhood Trauma, Resilience and 6g@tyle N=59)

1 2 3 4 5 6 9 10
CAT

1. Neglect -

2. CPA 587** -

3. csAl 412% .320% -

4. CEA .819** B611** 529%* -

5. Total CAT .921%* 721* .663** .902%* -

RS

6. PC -.054 -.134 -.037 011 -.057 —

7. ASL -.012 .034 -.062 .078 .006 765**

8. Total RS -.043 -.087 -.048 .033 -.040 .978**

bCOPE

9. Maladaptive 236 .362%* 217 174 .294* 132 —

10. Adaptive -.014 167 .088 .106 .092 518** 146 —

Note.CAT — Child Abuse and Trauma Scale, CPA — chilggital abuse, CSA — child sexual abuse, CEA — @idtional abuse, RS — Resilience Scale, PC-

Personal competence, ASL — acceptance of selfilndCOPE — Brief Cope. [1] CSA was also treated &ategorical variable and independent t-testd tes

explore the relationship with resilience and coping <.05 (2-tailed), ** p < .01 level (2-tailed)
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Correlations however tell us nothing about the mtesk power of variables,
regression analysis on the other hand fits a piigdimodel to the data therefore
exploring the predictive value of one or more vialea upon on an outcome (Field,

2005).

3.4  The Moderating Effect of Resilience

A series of hierarchical multiple regressions wgggormed in order to
examine the moderating effect of resilience onréta&tionship between maladaptive
coping and CPA. This analysis was guided by conzé@ind statistical work on
interaction effects for testing moderation (Aiken/gest, 1991; Baron & Kenny,
1986; Cohen et al., 2003). Within the regressiod@the predictor variable was
entered at step 1 (i.e., CPA), the moderator at3ig.e., Total RS), and the
interaction term at step 3 (i.e., CPA multipliedtbsal RS¥°, the outcome variable
remained constant throughout each step (i.e., rapta@ coping). The predictor and
moderator variables were mean centred (i.e., pdéunation score by subtracting
each variable’s mean from the individual obsengtjarior to computing the
interaction term (Cohen et al., 2003). A significareraction term (i.e., standardised
regression coefficien, as well as Rchange) indicates a moderator effect (Baron &
Kenny, 1986; Frazier, Tix, & Barron, 2004; HolmbedR97).

In order to interpret a significant interactiormpie regression lines for high
and low values of the moderator variable are piotted t-tests established if these
were significantly different from zero (Frazieradt, 2004; Holmbeck, 1997). The

results of the regression analysis are presentebla 5.

29 Additional sets of regression models were explavigt CPA as the predictor and either PC or ASL
as the moderator.
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Table 5

Regression to Test the Moderated Effect of ResiegiN=59)

B SEB T 95% ClI B

Step 1. Predictor

Constant

2419 0.076 31.972.267, 2.570

CPA

0.312 0.106 2936 0.099,0.525  .362**

Step 2. Moderator

Constant 2.419 0.075 32.042.268, 2.570
CPA 0.302 0.107 2.833 0.088,0.515 .350*
Total RS -0.089 0.080 -1.115 -0.249,0.07/1 -.138

Step 3. Predictor x

Moderator
Constant 2.343 0.073 33.382.288, 2.580
CPA 0.252 0.105 2.404 0.042,0.462 .292*
Total RS -0.096 0.077 -1.250 -0.251, 0.058 -.149

CPA*Total RS

0.251 0.107 2.348 0.037,0.466 .284*

Note.B = unstandardised beta weighis; standardised beta weigh.=.131,F changg(1, 57) =

8.617 for Step 1Change in R=.019,F changg1, 56) = 1.244or step 2,Change in R=.077,F

change(1, 55) = 5.511p <.05 for step 3.

*p < .05 **p < .001
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Overall, the model fitted the data well and did wiolate assumptions of
regression analysis (Berry, 1993), therefore sugggethe findings could be
generalised to wider homeless populations. Theaot®n between CPA and total
RS significantly predicted maladaptive copishange in R=.077,F change(1, 55)
= 5.511,p <.05, which explained 22.8% of the variance inadaptive coping.

The plot of the regression lines from the significenteraction between
resilience and CPA on maladaptive coping is presemt figure 1. This
demonstrates that resilience has a moderatingteffemaladaptive coping at
different levels of CPA. Post-hoc tests of the esgion slopes, following procedures
outline by Aiken and West (1991) (Appendix N), foumat homeless individuals
with high levels of resilience significantly difiedl from those with low levels of
resiliencet (3, 55) = 2.348p < .05. Specifically, there was a weak significant
positive slope among homeless individuals with Heylels of resilience, (2, 56) =
1.44, p <.10, but among those with low levels tlopes did not differ from zerd, (2,
56) = .03, p >.10. This suggests that individualk wigh levels of resilience engage
in more maladaptive coping at higher levels of CRAd those with lower levels of
CPA engage in less maladaptive coping, whilst tieer® association between
maladaptive coping and CPA for individuals with l@vels of resilience.

Testing the same model, substituting total CAT editlg CSA (because this
was also significantly associated with maladaptioping) as the predictor variable,
the interaction between resilience and childhoadrtra was non-significant
(Appendix O). This suggests that there is somethmgue about the relationships

between CPA and maladaptive coping that is infledry resilience.

30 A similar pattern of results was found in the aiddi sets of analyses substituting PC or ASL as the
moderator.
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Interaction of resilience (2 SD) by childhood physical abuse (8D) on

maladaptive coping in homeless individuals
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4. DISCUSSION

This study aimed to build upon evidence that clutsthtrauma and
maladaptive coping play a significant role in ttaghpgvays to becoming and
remaining homeless, and attempted to explore thenpal influence of resilience on
reducing maladaptive coping. It sought to highlifgdtors underpinning the possible
benefit of prevention and intervention approachesed at promoting and enhancing
resilience as a way of breaking the cycle of regeb&tnancy breakdown and

concomitant chronic and repeated homelessness.

4.1 Interpretation of Key Findings

Homeless persons within this study had a substdnsi#ry of childhood
trauma, mainly physical and sexual abuse, whidomsistent with previous research
(Christensen et al., 2005; Day, 2009; Martijn & fiea 2006). Despite such
traumatic experiences, individuals frequently emgaga combination of adaptive
(e.g., active coping, planning, and acceptance)naalddaptive (e.g., substance use
and self-blame) coping strategies, the latter attvis considerably higher than for
people living with HIV/AIDS for example (Vosvick et., 2002). Furthermore,
individuals also had relatively high levels of tesice, comparable to those
previously identified in homeless youths (Rew et2001b) and not dissimilar to
sheltered battered women with high levels of alaugkpost-traumatic stress disorder
(Humphreys, 2003). Indeed levels of resilienceaalthy populations (e.g., graduate
students) are similar to those evidenced in homsefelviduals thus far.

This study offers further support for the relatioipsbetween childhood
trauma (in particular physical abuse) and malagatoping strategies in adulthood.

Resilience was not related to childhood traumahimlier levels were associated
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with engaging in adaptive coping strategies. Altjitonot in the direction predicted
this is consistent with the idea that resilience i@ beneficial for the way homeless
people cope with their disadvantaged status. Nythlel absence of an association
between resilience and childhood trauma, and eesié and maladaptive coping
supports Baron and Kenny’s (1986) suggestion tlnausing regression to test a
moderator effect, it is easier to interpret a digant interaction if the moderator
variable does not correlate with the predictorwicome variables.

The key finding indicates that resilience moder#étesrelationship between
childhood physical abuse and maladaptive copingcfipally for homeless
individuals with high levels of resilience, the é&wf childhood physical abuse
experienced predicts the amount of maladaptivengpipi adulthood. For individuals
with lower levels of resilience the relationshigween maladaptive coping and
childhood physical abuse was less significantpfiears that overall the majority of
homeless individuals engage in high levels of megéiste coping, with perhaps the
exception of those who are both highly resilierd have not experienced severe
childhood physical abuse. The findings althoughxpeeted, might suggest that
resilience has a greater protective effect agamadadaptive coping for individuals
reporting lower levels of severity of childhood gioal abuse, however further
research which attempts to replicate these findimgsld be helpful.

One possible explanation for such findings mighgbeled by the theory of
learned helplessness (Seligman, 1975). In the sbasbomeless individuals may
have lost their belief that their actions can iaflae their circumstance, as a result of
the daily assaults on their sense of personal abf@doodman, Saxe, & Harvey,
1991). They may therefore feel quite helplessemghge in unhelpful methods of

coping (e.g., using drugs and/or alcohol, engagingolence or criminal behaviour,
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or self-harming behaviours) in order to maintasease of personal control, which
may contribute to frequent loss of tenancy andetioee chronic and repeated
homelessness. Those homeless individuals with higliels of resilience and less
severe childhood physical abuse could be the gnoane likely to maintain their
tenancies and reduce the chances of chronic aedtexphomelessness.

This might fit with the suggestion that resiliennéhomeless people may be a
survival mechanism, where individuals become oveel§-reliant as a way of
adapting to street life and coping with being disgected, lonely, and hopeless (Rew
et al., 2001b). Clearly further research is neagssat only to replicate the findings
of this study but also to uncover the exact natdithe relationship between
resilience and coping, and explore this in othgrutations.Either way the findings
have important implications for interventions adddiag not only resilience but

coping strategies and the negative sequelae afledod abuse.

4.2  Clinical Implications

Overall this study highlights the importance ofremsing the availability and
accessibility of psychological interventions fommeless individuals (Morrell-Bellai
et al., 2000). Much of the existing research hasi$ed on social and economic
factors (Stein et al., 2002). This study not ontyhlights the importance of
considering psychological factors but adds to curkeowledge of pathways to
becoming and remaining homeless. In particularférs support for models which
propose that a complex interaction between ceneioro and micro level
predisposing, perpetuating and precipitating factender individuals vulnerable to
homelessness or result in the onset of homelesfMestjn & Sharpe, 2006;

Morrell-Bellai et al., 2000; Sullivan et al., 2000)
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The severity of childhood trauma and the presef€xS@ in over half the
sample, emphasises the importance of psychothdrajm@erventions targeting
abuse related perceptions and beliefs, in additidhe likely psychopathology
associated with such maltreatment. Psychotherapapgiroaches to consider
include, Schema-Focused Therapy (Young, 1999),iaettical Behaviour Therapy
(DBT: Linehan, 1993) because they address emoiyeredulation and teach
adaptive skills which may help reduce maladaptv@rg. Prior to considering
interventions addressing early traumatic experignitevould be important to
consider strategies aimed at developing currenhgapechanisms so individuals
are able to manage the associated distress oforaimy abuse-related
psychopathology. There is also a need for effegrogrammes which address
mental health issues in the homeless, which armbieg to appear in the USA
(Susser et al., 1997; Wasylenki, Goering, Lemiradtey, & Lancee, 1993), with far
fewer reports of such in the UK (Maguire, 2006; Miag et al., 2006).

[Three paragraphs removed here and the followingehadded]

Given the high level of maladaptive coping in thésnple and the tendency of
homeless individuals to engage in unhelpful metlsad$ as denial, behavioural
disengagement, and substance misuse; interventioioh focus on reducing
maladaptive coping strategies and enhancing emaoggulation would be valuable.
For instance Cognitive Behaviour Therapy (CBT: Be&kk76), which aims to
enhance problem solving skills and increase adagingnitive and behavioural
coping strategies, and specific DBT techniquesdhan, 1993) aimed at managing
difficult cognitions and emotions. The focus otBwpproaches however may need

to differ for the different profiles of homelesslimiduals.
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For instance, those homeless individuals with téglels of resilience who
have experienced more childhood physical abuseeagdge in more maladaptive
coping, might benefit from a combination of CBT @BT interventions aimed at
reducing maladaptive coping, reinforcing protectaetors (i.e., resilience), and
addressing underlying issues related to childhdoaipal abuse. Whilst, for those
individuals with low levels of resilience who engag high levels of maladaptive
coping regardless of the severity of childhood datsabuse, the emphasis may be
on CBT interventions aimed at enhancing protedietors whilst also reducing
maladaptive coping. Reducing such unhelpful metldad®ping could lead to
homeless individuals being able to maintain temyoaacommodation and work
towards integrating back into society (by findingg@oyment, and improving social
and economic circumstances).

The group that appear to warrant a different famasthose with already high
levels of resilience who have experienced lesslbbibd physical abuse and engage
in less maladaptive coping. Interventions with ¢heglividuals could focus less on
behavioural aspects such as coping strategies arelan psychosocial factors such
as employment. It is possible that because thispggemgage in less maladaptive
coping that they are already better able to mairtteeir tenancies and may therefore
be less likely to remain in the cycle of repeatethblessness, therefore focusing on
psychosocial factors may better support them iegiratting back into society.

Furthermore, specific approaches targeting substansuse may also be
beneficial, especially in light of the rate of draigd alcohol use reported within this
study. Motivational Interviewing (Miller & Rollnick2002) which aims to elicit

behaviour change through exploring and resolvinbigatence could be beneficial
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for substance use problems in particular withis ffopulation but may also help
modify other unhelpful behaviours.

The role of relatively high resilience in influeng the relationship between
childhood trauma and maladaptive coping in the Hessepopulation requires
further investigation. However this study suggdisese may be some benefit in
exploring prevention and intervention programmaesmting and enhancing
resilience in this population. Capitalising on abig high levels of resilience or
improving resilience could serve to increase hostelrdividuals’ adaptive coping
mechanisms and combined with interventions aimechatoving coping could have
a positive influence on the cycle of repeated tepdmeakdowns and therefore
chronic and repeated homelessness.

[Paragraph removed here]

The findings also highlight the importance of eanlgrvention, give that
homeless people often have a history of childhoaana which can lead to
attachment and interpersonal difficulties (MortorB&wne, 1998). Treatment
approaches such as Dyadic Developmental PsychpthéBacker-Weidman &
Hughes, 2008) - an evidence-based treatment ftarehiwith complex trauma and
disorders of attachment aimed at developing emstiegulation, self-awareness,
and secure relationships - might be one prevemtetnod for reducing the

likelihood of homelessness.

4.3 Strengths and Limitations

This study has a number of strengths. It addedevidence for high rates of
childhood trauma in homeless individuals, and ¢butes to evidence of a
relationship between this and maladaptive copingthiermore, it is one of few

studies exploring childhood trauma in homelesstadnlthe UK and was the first

122



study to specifically explore overall coping stgled the relative influence of
resilience. Considering the clinical implicatiomgdastrengths of the research, a
number of limitations also warrant discussion.

Cross-sectional measurement limits the abilityrioadfirm conclusions about
the temporal sequence of the relationship betweeahles. This paper proposed
that resilience influences maladaptive coping, h@wé is equally plausible that
coping could influence levels of resilience. Similahere may be other factors that
influence the type of coping employed by homelesspte (e.g., emotional
dysregulation, experiential avoidance). In additibre cross-sectional nature of the
study precludes the ability to understand wheth&ladaptive coping strategies
preceded the onset of homelessness, although afid#sof the sample reported the
use of alcohol and/or drugs as one of the reasorisetoming homeless which
offers some insight into the sequence of events.

The sample was relatively homogeneous (i.e., vBritiish males) however it
was not representative of the broader range oflpeugw experiencing
homelessness (i.e., women, minority ethnic groapd,adolescents; Warnes et al.,
2003). Furthermore, although the sample includdd/iduals considered the *hidden
homeless’ there may have been a selection biasreatyiting people who accessed
services.

The lack of a consistent definition of homelessrieads to difficulties
comparing findings across studies. This study askad definition leading to a
sample of individuals predominately considered oloally or repeatedly homeless,
therefore individuals homeless for short periodsroé were not represented.
Another limitation was that individuals who tookrpeould have been under the

influence of drugs and/or alcohol therefore incirggishe likelihood of inaccuracies
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within their data. Receiving a supermarket vouasea thank-you for taking part
may have also resulted in a degree of inaccuraitysfwas the motivating factor for
taking part.

Exploring childhood experiences using a retrospecelf-report measure of
childhood trauma may have resulted in a degreedéureporting (Fergusson,
Horwood, & Woodward, 2000). This relies on the aacy of peoples accounts of
past experiences and memory of events which camcbenplete, repressed, or
contaminated, and peoples’ willingness to repochsughly emotive experiences. In
addition, this raises an important ethical concegarding the assessment of such
sensitive early experiences. The potential foreased emotional discomfort and
distress was balanced against the importance afratahding levels of childhood
trauma in order to justify the need for psycholagiaterventions addressing this and
subsequent related psychopathology in homelesdatams. In order to manage the
potential distress a comprehensive debriefing mhaewas implemented and
overall distress levels following completion weoavl(average distress = 2.9/10).

Recent evidence suggests a degree of cognitiveirimgat and low levels of
literacy in homeless people (Spence, Stevens, &sPa004). Although individuals
were offered differing levels of support (i.e., @mendently, with support, or in an
interview format) very few opted for an interviearmat N=7: 31.8%). Therefore it
is likely that a proportion of participants hadfdifilty completing the questionnaires
and would have benefited from additional support.

The final limitation relates to a wider issue camieg the definition of
resilience and the way it is measured. This stetlga on the use of a standardised
self-report measure defining resilience as a p@sjtersonality trait that enhances an

individual's adaptation encompassing personal caempe and acceptance of self
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and life (Wagnild & Young, 1993), whereas therarnsemphasis on considering
resilience as a dynamic process (Luthar et al.02Basten & Powell, 2003). As yet
there is no consistent method of assessing sucidacbnstruct. The use of the
resilience scale enabled direct comparisons walettisting evidence in homeless
youths (e.g., Rew et al., 2001b).

Related to definition issues is the possible con@mverlap between
resilience and coping. Item analysis of the measused with this study suggest that
separate constructs were assessed, resilienceeprasented by aspects such as self-
reliance, independence, determination, resourcesslperseverance, adaptability,
and flexibility, whereas coping was representecpects such as getting advice or
emotional support, refusing to accept things, gwip, using alcohol or drugs to get
through things, and being critical. As such restie was thought to represent an
internal mechanism about the ability to succesgfitidure adversity and, coping an
external mechanism involving behavioural or meatdions aimed at managing
certain stressors. Nevertheless further reseateimpting to decipher the precise

definition of resilience and how this differs frasther constructs is warranted.

4.4 Directions for Future Research

Despite these limitations this study adds valualbldence to the paucity of
research investigating psychological factors inttbmeless population. Future
directions for research would benefit from systemiatvestigation of the
mechanisms through which childhood trauma impactsubbsequent functioning and
how this relates to becoming or remaining homefatachment style or
interpersonal functioning are pertinent factorstgdbe explored). Such knowledge is

vital in offering guidance for developing prevemtiand intervention programmes.
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Further exploration of coping would offer valualgi@dance for suitable
ways to intervene or prevent homelessness. Thiktrmgolve the exploration of
specific maladaptive strategies and mechanismshndrige them (i.e. emotion
dysregulation, experiential avoidance, learnedlbsfmess), in addition to the nature
of adaptive methods which could be used to enhappertunities of success.

Research that confirms the exact influence ofiessike on coping in the
homeless is also warranted, in addition, to devetpp better understanding of the
influence of childhood trauma on resilience in {gpulation. The exact nature of
the relationship between resilience and specifirgpstrategies rather than overall
maladaptive approaches requires further exploratdmilst the moderating
influence of resilience on childhood trauma andigstyle in adulthood requires
replication, especially to uncover whether thisitiehship only exists in the case of
physical abuse. If this is the case it would bedngmt to investigate if there is
something specific about the nature of physicakalibat influences resilience.

In line with resilience research, investigationshivi the homeless population
might also benefit from exploring salient proteetiactors for successful adaptation,
taking into account the limitations within thisltie Overall future research with the
homeless population would benefit from improvedhodblogy, such as larger
samples enabling more sophisticated analysis, pobise or longitudinal designs
offering more opportunity to understand the tempseguence of certain factors,
and more innovative methods of recruitment in otdenclude a wider variety of
homeless people (e.g., females, ethnic minoritygsprough sleepers). Especially
important is accessing the street homeless; wharaterrepresented within
investigations because they are difficult to acéesgever may have the most

significant difficulties and require even more sagpFinally, research also needs to
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move towards evaluating the efficacy of psychotpeudic interventions for the

homeless, although considerable advances are eequéfore this will be possible.

5. CONCLUDING REMARKS

This study is a useful addition to the limited engail literature on the
homeless population in the UK. It supports exisgrglence that significant
proportions experience physical and or sexual adusag childhood, yet despite
such experiences it highlights that homeless pe@phain fairly resilient and when
facing adversity on a daily basis may develop geaof protective mechanisms
enabling them to adapt and survive though remaerdranchised.

Numerous evidence-based psychotherapeutic inteoventnay be beneficial
for this marginalised population, albeit appliedomatively in order to increase
accessibility and engagement. Whilst there is dicoed need for policies focusing
on the prevention of homelessness, psychologictbifa must be given more
emphasis in order to reduce the burden of hometgsampon individuals and
society. Evidently further psychological researcldéesperately warranted in order to
generate funding for the development and evaluatigrsychological interventions

with the homeless population (Maguire et al., 2006)
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Guide for Authors

u Preparation

Use of wordprocessing software

It is important that the file be saved in the natiermat of the wordprocessor used.
The text should be in single-column format. Keepldyout of the text as simple as
possible. Most formatting codes will be removed esflaced on processing the
article. In particular, do not use the wordprocéssaptions to justify text or to
hyphenate words. However, do use bold face, itadigbscripts, superscripts etc. Do
not embed "graphically designed” equations or tglidat prepare these using the
wordprocessor's facility. When preparing tablegpth are using a table grid, use
only one grid for each individual table and notrig dor each row. If no grid is used,
use tabs, not spaces, to align columns. The etecttext should be prepared in a
way very similar to that of conventional manus@ifgee also the Guide to
Publishing with Elseviermshttp://www.elsevier.com/guidepublicatiprDo not
import the figures into the text file but, insteadjicate their approximate locations
directly in the electronic text and on the manysci$ee also the section on
Electronic illustrations.

To avoid unnecessary errors you are strongly advsese the "spell-check” and
"grammar-check” functions of your wordprocessor.

Article structure

Subdivision - numbered sections

Divide your article into clearly defined and numbeisections. Subsections should
be numbered 1.1 (then 1.1.1, 1.1.2, ...), 1.2,(#te.abstract is not included in
section numbering). Use this numbering also faerimal cross-referencing: do not
just refer to "the text". Any subsection may beegia brief heading. Each heading
should appear on its own separate line.

I ntroduction
State the objectives of the work and provide amade background, avoiding a
detailed literature survey or a summary of theltesu

Material and methods

Provide sufficient detail to allow the work to eproduced. Methods already
published should be indicated by a reference: melgvant modifications should be
described.

Results
Results should be clear and concise.

Discussion

This should explore the significance of the resoftthe work, not repeat them. A
combined Results and Discussion section is oft@nogpiate. Avoid extensive
citations and discussion of published literature.

Conclusions
The main conclusions of the study may be presentadshort Conclusions section,
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which may stand alone or form a subsection of &iBision or Results and
Discussion section.

Appendices

If there is more than one appendix, they shoul@ibstified as A, B, etc. Formulae
and equations in appendices should be given sepamatbering: Eq. (A.1), Eq.
(A.2), etc.; in a subsequent appendix, Eq. (B.1) smon.

Essential title page information

Title. Concise and informative. Titles are often usehiormation-retrieval systems.
Avoid abbreviations and formulae where possiblete: The title page should be
the first page of the manuscript document indicatiig the author's names and
affiliations and the corresponding author's comple¢ contact information.

Author names and affiliation®¥Vhere the family name may be ambiguous (e.g., a
double name), please indicate this clearly. Pretbenauthors' affiliation addresses
(where the actual work was done) below the nanmelscate all affiliations with a
lower-case superscript letter immediately afterabthor's name and in front of the
appropriate address. Provide the full postal adgdoégach affiliation, including the
country name, and, if available, the e-mail addoéssach author within the cover
letter.

Corresponding authorClearly indicate who is willing to handle correspence at
all stages of refereeing and publication, also-paostication.Ensure that
telephone and fax numbers (with country and area ate) are provided in
addition to the e-mail address and the complete ptzd address.

Present/permanent addreskan author has moved since the work describeten
article was done, or was visiting at the time, ee¥ent address™ (or "Permanent
address™) may be indicated as a footnote to ththibda name. The address at which
the author actually did the work must be retainetha main, affiliation address.
Superscript Arabic numerals are used for such fiiet

Abstract

A concise and factual abstract is required (noeegling 200 words). This should be
typed on a separate page following the title page. abstract should state briefly the
purpose of the research, the principal resultsnaaj@r conclusions. An abstract is
often presented separate from the article, so gtine able to stand alone.
References should therefore be avoided, but ilngissethey must be cited in full,
without reference to the reference list.

Keywords

Immediately after the abstract, provide a maximui® keywords, using American
spelling and avoiding general and plural terms ramnidtiple concepts (avoid, for
example, "and", "of"). Be sparing with abbreviasoonly abbreviations firmly
established in the field may be eligible. Thesewayls will be used for indexing

purposes.
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Abbreviations

Define abbreviations that are not standard inftald in a footnote to be placed on
the first page of the article. Such abbreviatidrad tire unavoidable in the abstract
must be defined at their first mention there, al asin the footnote. Ensure
consistency of abbreviations throughout the article

Acknowledgements

Collate acknowledgements in a separate sectidreand of the article before the
references and do not, therefore, include thenhenitle page, as a footnote to the
title or otherwise. List here those individuals wirovided help during the research
(e.g., providing language help, writing assistaoicproof reading the article, etc.).

Footnotes

Footnotes should be used sparingly. Number thersemutively throughout the

article, using superscript Arabic numbers. Manydpoocessors build footnotes into
the text, and this feature may be used. Shouldhtitie the case, indicate the
position of footnotes in the text and present ti@riotes themselves separately at the
end of the article. Do not include footnotes in Reference list.

Table footnotes

Indicate each footnote in a table with a superstmipercase letter.

Electronic artwork

General points

* Make sure you use uniform lettering and sizingair original artwork.

» Save text in illustrations as "graphics” or eselthe font.

* Only use the following fonts in your illustratisnArial, Courier, Times, Symbol.
* Number the illustrations according to their segieein the text.

» Use a logical naming convention for your artwblds.

* Provide captions to illustrations separately.

* Produce images near to the desired size of theegrversion.

» Submit each figure as a separate file.
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Instructions to Authors
Length and Style of Manuscripts

Full-length manuscripts should not exceed 35 pagfas (including cover page,
abstract, text, references, tables, and figuref), wargins of at least 1 inch on all
sides and a standard font (e.g., Times New Romfal) points (no smaller). The
entire paper (text, references, tables, etc.) ieistouble spaced.

Instructions on preparing tables, figures, refeesnmetrics, and abstracts appear in
thePublication Manual of the American Psychologicatdaation(6th edition)

For papers that exceed 35 pages, authors mugy justiextended length in their
cover letter (e.g., reporting of multiple studiem)d in no case should the paper
exceed 45 pages total. Papers that do not confothese guidelines may be
returned without review.

The References section should immediately follqvage break.

Authors can publish auxiliary material as onlinpgemental material. These
materials do not count toward the length of the msaript. Audio or video clips,
oversized tables, lengthy appendixes, detaileavietgion protocols, and
supplementary data sets may be linked to the phedisirticle in the
PsycARTICLES database.

Supplemental material must be submitted for pegeveat the end of the
manuscript and clearly labeled as "SupplementakN&({s) for Online Only."
Please seBupplementing Your Article With Online Materifadr more details.

Brief Reports

In addition to full-length manuscripts, td€CPwill consider Brief Reports of
research studies in clinical psychology. The BReport format may be appropriate
for empirically sound studies that are limited @aoge, contain novel or provocative
findings that need further replication, or reprégeplications and extensions of
prior published work.

Brief Reports are intended to permit the publicatd soundly designed studies of
specialized interest that cannot be accepted asaregyticles because of lack of
space.

Brief Reports must be prepared according to thHeviehg specifications: Use 12-
point Times New Roman type and 1-inch (2.54-cm)gima; and do not exceed 265
lines of text including references. These limitsnad include the title page, abstract,
author note, footnotes, tables, or figures.

An author who submits a Brief Report must agreetmsubmit the full report to
another journal of general circulation. The Briefifrt should give a clear,
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condensed summary of the procedure of the studwariall an account of the
results as space permits.

This journal no longer requires an extended reptotvever, if one is available, it
should be submitted to the Editorial Office, ane Brief Report must be
accompanied by the following footnote:

Correspondence concerning this article (and requesan extended report of this
study) should be addressed to [give the authdt'sdme and address].

Letters to the Editor

JCCPconsiders primarily empirical work and occasionpatlviews. Letters to the
Editor are no longer published.

Title of Manuscript
The title of a manuscript should be accurate, fakplanatory, and preferably no
longer then 12 words. The title should reflect¢batent and population studied

(e.g., "treatment of generalized anxiety disorde@dults™).

If the paper reports a randomized clinical triaC(R, this should be indicated in the
title, and theCONSORT criteria must be used for reporting purpose

Abstract and Keywords

Manuscripts must include an abstract with a maxine@i250 words. All abstracts
must be typed on a separate page (p. 2 of the m@pitysAbstracts must contain a
brief statement about each of the following:

« the purpose/objective;

+ the research methods, including the number anddf/participants;
« asummary of the key findings;

+ a statement that reflects the overall conclusiardications

After the abstract, please supply up to five keydgoor short phrases.

Participants: Description and Informed Consent

The Method section of each empirical report mustaio a detailed description of
the study participants, including (but not limited the following: age, gender,
ethnicity, SES, clinical diagnoses and comorbidi{es appropriate), and any other

relevant demographics.

In the Discussion section of the manuscript, aglstwould discuss the diversity of
their study samples and the generalizability oirtfiedings.

The Method section also must include a statemesariéng how informed consent

was obtained from the participants (or their paskgniardians) and indicate that the
study was conducted in compliance with an apprtpiigernal Review Board.
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Measures

The Method section of empirical reports must cangasufficiently detailed
description of the measures used so that the resdierstands the item content,
scoring procedures, and total scores or subsdakedence of reliability and validity
with similar populations should be provided.

Statistical Reporting of Clinical Significance

JCCPrequires the statistical reporting of measuresdbavey clinical significance.
Authors should report means and standard deviatwral continuous study
variables and the effect sizes for the primarygfiuatings. (If effect sizes are not
available for a particular test, authors shouldvegrthis in their cover letter at the
time of submission. JCCPalso requires authors to report confidence interfica
any effect sizes involving principal outcomes.

In addition, when reporting the results of interwens, authors should include
indicators of clinically significant change. Autlsamay use one of several
approaches that have been recommended for captiimngal significance,
including (but not limited to) the reliable changdex (i.e., whether the amount of
change displayed by a treated individual is lamysugh to be meaningful; see
Jacobson et alJournal of Consulting and Clinical Psycholody999), the extent to
which dysfunctional individuals show movement ittie functional distribution (see
Jacobson & Truaxjournal of Consulting and Clinical Psycholody©91), or other
normative comparisons (see Kendall etdyrnal of Consulting and Clinical
Psychology1999). The special section € CPon "Clinical Significance"Journal
of Consulting and Clinical Psycholog¥999, pp. 283-339) contains detailed
discussions of clinical significance and its measwnt and should be a useful
resource.

Discussion of Clinical Implications

Articles must include a discussion of the clinicaplications of the study findings or
analytic review. The Discussion section should aona clear statement of the extent
of clinical application of the current assessmprgyvention, or treatment methods.
The extent of application to clinical practice mapge from suggestions that the
data are too preliminary to support widespreadedisisation to descriptions of
existing manuals available from the authors origethmaterials that would allow

full implementation at present.

General Instructions
APA Journals Manuscript Submission Instructions AbAuthors

The following instructions pertain to all journgdablished by APA and the
Educational Publishing Foundation (EPF).

Please also visit the web page for the journalh@lvyou plan to submit your article
for submission addresses, journal-specific insioastand exceptions.
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Manuscript Preparation

Prepare manuscripts according to Fhablication Manual of the American
Psychological Associatiofth edition) Manuscripts may be copyedited for bias-free
language (see Chapter 3 of thgblication Manual.

Double-space all copy. Other formatting instrucsioas well as instructions on
preparing tables, figures, references, metrics,adostracts appear in thanual

If your manuscript was mask reviewed, please enbatethe final version for
production includes a byline and full author natetlypesetting.

Review APA'sChecklist for Manuscript Submissidrefore submitting your article.

Submitting Supplemental Materials

APA can now place supplementary materials onlimailable via the published
article in the PsycARTICLES database. Pleasessgglementing Your Article With
Online Materiaffor more details.

Abstract and Keywords

All manuscripts must include an abstract contairamgaximum of 250 words typed
on a separate page. After the abstract, pleaséysuppo five keywords or brief
phrases.

References

List references in alphabetical order. Each lisegdrence should be cited in text,
and each text citation should be listed in the Refees section.

Examples of basic reference formats:

Journal Article:

Herbst-Damm, K. L., & Kulik, J. A. (2005). Voluntesupport, marital status, and
the survival times of terminally ill patientdealth Psychology, 2£25-229.
doi:10.1037/0278-6133.24.2.225

Authored Book:
Mitchell, T. R., & Larson, J. R., Jr. (198 Beople in organizations: An introduction
to organizational behaviof3rd ed.). New York: McGraw-Hill.

Chapter in an Edited Book:

Bjork, R. A. (1989). Retrieval inhibition as an atise mechanism in human
memory. In H. L. Roediger Ill & F. I. M. Craik (EdsVarieties of memory &
consciousnesgp. 309-330). Hillsdale, NJ: Erlbaum.
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INFORMATION ABOUT YOU (demographics form)

1. What is your current age?
2. Are you male or femal@gease tick) Male |:| Female|:|
3. Are yoU(please tick) single married |:| divorced
separated In a relationship other
4. What is your ethnicity@lease tick one box)
White ] White &Black [ | Indian | Black Chinese| |
British Caribbean Caribbean
White Irish | | White & Black | | Pakistani | | Black African Other | |
African
White | White & Asian | | Bangladeshi | Black other o
other
~ White & Other | | Asian other |

4. What is your current circumstance with regacdadcommodation(iease tick one box)

Sleeping on the streets Staying in a squat Syagia shelter

In derelict buildings Staying on friends Staying in homeless
sofa’s hostel

Other outdoor Overcrowded housing Other
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5. Which of the following do you think led to (oath an effect on) you becoming

homelessBiease tick all that apply)

Mental health issues
e.g., depression or
schizophrenia
Relationship or
marriage breakdown

Growing up in care

Being excluded from

school

Being in debt

High house prices or

rent

Using alcohol and

drugs

Problems with
parents/step parents
Spending time in

prison

Loosing my job

Not being able to p3

the rent / mortgage

Ry

Any other

Physical or sexual

health issues

Losing a loved one
through death

Serving in the armed
forces

Being made redundg
or being dismissed

from work

Nt

Having benefit

problems

6. When was the first time you became homeless? Appte date

7. How old were you when you first became homelesgpréximate age

8. How many different times have you been homelesppra@ximately

times

9. How long have you been homeless this time? Appnaiely

months

years

10.Have you used any of the following substances theepast 1 month@iease tick all

that apply)
Ecstasy / MDMA

Barbiturates

Solvents
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Opiates (e.g., Heroin, | Benzodiazepines (e.g.
. _ Alcohol
Morphine) Valium)
_ _ Tobacco (e.g.,
Cocaine / Crack Magic Mushrooms .
cigarettes)
LSD Ketamine Prescribed Methadone
. . _ Other Substance
Cannabis Anabolic Steroids
Amphetamine Poppers

155



D. School of Psychology Ethics Committee Approval etter

156



HJNIVERSITY OF

Southampton

Ms Kate Willoughby
School of Psychology
Clinical Psychology
University of Southampton
Bassett Crescent East
Southampton

SO16 7PX

14 July 2008

Dear Ms Willoughby
Professional Indemnity and Clinical Trials Insurance

RGO REF - 5915 School Ethics Ref - 470

Project Title Homelessness: The Relationship Between An Abusive Childhood,
Attachment, Resilience, And Coping Style

Participant Type: No Of Participants: Participant Age Group: Notes:
Healthy volunteers 85 Adults

Thank you for forwarding the completed questionnaire and attached papers.

Having taken note of the information provided, | can confirm that this project will be covered
under the terms and conditions of the above policy, subject to written consent being obtained
from the participating volunteers. For completely anonymous questionnaires containing
nothing that could identify the participant the completion of the questionnaire is deemed to
provide written consent. Full written consent is required where questionnaires are completed in
an interview format.

I would also advise that it is a condition of the University's insurance that any incidents that
could eventually result in a claim are reported immediately. Complaints and other adverse
events or reactions fall into this category and should be reported to the Insurance Office at the
earliest oportunity. Failure to do this could invalidate the insurance.

If there are any changes to the above details, please advise us as failure to do so may invalidate

the insurance.
N1/
/ / /
/ I A
Mrs Ruth McFadyen
Insurance Services Manager

Tel: 023 8059 2417
email: hrm@soton.ac.uk

Yours sincerely

cc: File

Finance Department, University of Southampton, Highfield Campus, Southampton SO17 1BJ United Kingdom
Tel: +44 (0) 23 8059 5000 Fax: +44 (0) 23 8059 2195 www.southampton.ac.uk
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Southampton

Ms Kate Willoughby
School of Psychology
Clinical Psychology
University of Southampton
Bassett Crescent East
Southampton

SO16 7PX

15 July 2008

Dear Ms Willoughby
RGO Ref: 5915

Project Title Homelessness: The Relationship Between An Abusive Childhood, Attachment,
Resilience, And Coping Style

| am writing to confirm that the University of Southampton is prepared to act as sponsor for this
study under the terms of the Department of Health Research Governance Framework for Health
and Social Care (2nd edition 2005).

The University of Southampton fulfils the role of Research Sponsor in ensuring management,
monitoring and reporting arrangements for research. | understand that you will be acting as the
Principal Investigator responsible for the daily management for this study, and that you will be
providing regular reports on the progress of the study to the Research Governance Office on this
basis.

| would like to take this opportunity to remind you of your responsibilities under the terms of the
Research Governance Framework, and the EU Clinical Trials Directive (Medicines for Human Use
Act) if conducting a clinical trial. We encourage you to become fully conversant with the terms of
the Research Governance Framework by referring to the Department of Health document which
can be accessed at:

http://www.dh.gov.uk/assetRoot/04/12/24/27/041224

In this regard if your project involves NHS patients or resources please send us a copy of your
NHS REC and Trust approval letters when available.

Please do not hesitate to contact me should you require any additional information or support.
May | also take this opportunity to wish you every success with your research.

Yours sincerely

oo

Dr Martina Prude

Head of Research Governance
Tel: 023 8059 5058

email: rgoinfo@soton.ac.uk

Corporate Services, University of Southampton, Highfield Campus, Southampton SO17 1BJ United Kingdom
Tel: +44 (0) 23 Bo59 4684 Fax: +44 (0) 23 8059 5781 www southampton.ac.uk
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Would you like
to receive a
£6 ASDA voucher
for 1 hour of your
time taking part in
a research study?

If you would like to find out
more, please take a flyer or
speak to a member of staff

We are Trainee Clinical Psychologists and are
hoping our research will help understand some
of the difficulties homeless people face and

contribute to improving the support services

available to you
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Would you like to receive 6
ASDA voucheras a thank you for
taking part in our research study?

What isthe study about?

» The study is about the experiences and personedaeastics of
homeless people

* We hope it will help us find out more about soméehaf
difficulties that homeless people face

* And could improve the support services availablpdople who
are homeless

What will taking part involve?

« Attend a group assessment session to completing six
guestionnaires and an information sheet

e This usually takes around 1 hour and 10 minute®toplete, but
can vary

» Some of the questions ask about childhood whichesoeople
may find upsetting

What will happen to the information?
» Allinformation will be private and confidential
* Your name will not appear on any of the questiorasai
* Information will not be shared with anyone

What will | get for taking part?

* Once you have completed the questionnaires, ydibwibffered a
£6 ASDA voucher to thank you for taking part

How can | take Part?
If you are interested in taking part you can:
» Speak to a member of staff to find out more infarora

» Complete the screening form, which you can get feomember
of staff

When and where can | take part?
» Assessment sessions will be held at
« Staff will have a list of dates and times — pleasle for details
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A STUDY OF THE EXPERIENCES AND PERSONAL CHARACTERIS TICS
OF HOMELESS INDIVIDUALS

Verbal Script for Research Participants

We are Kate Willoughby and Anneliese Day. We arth Grainee Clinical
Psychologists at the University of Southamptonis Btudy is being done as part of
our training and has been reviewed by the SchoBkgthology Research Ethics
Committee.

You are being asked to take part in a researcly stuml are here today because you
have expressed an interest in taking part. Befovedecide whether you would like

to take part, we would like to tell you about whyststudy is being done and what it
will involve.

Please listen carefully and think about whetherwould like to take part. If you
have any questions, please feel free to ask.

This study will look into some of the experiences @ersonal characteristics of
people who are homeless and the difficulties tlaeg f It is hoped that the study
may help improve the support service for homelesple.

It is up to you to choose whether or not you wartake part. If you do decide to
take part, you will be given an Information Sheekéep. If you fill out the
questionnaires, this will be taken as you agreéieginformed consent) to be
included as a participant in this study.

Even if you choose to take part, you will still dlgle to stop at any time without
giving a reason and this will not affect the seegigou receive.

You will be asked to fill in 5 questionnaires. Yhesually take about 1 hour to fill
out.

Once you have completed the questionnaires, ydbwihsked to put them in the
envelope given to you so we can collect them. Wlecheck that all questionnaires
have been completed in full and as a way of sayiihgnk You’ for filling out the 6
guestionnaires, you will be offered a £6 food vaarch

If you would rather fill out the questionnaires kwhelp from somebody or during an
interview, please tell us or a member of staff nsl can be arranged.

Your participation in this study will be completedponymous and confidential.
This means that personal information will not beased to or viewed by anyone
other than researchers involved in this project.

Results of this study will not include your nameaoly other identifying

characteristics, and your name will not be prirdacany questionnaires that you
complete.
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The overall results of this study will be writtep in a report. All reports and
publications will be completely anonymous and wok mention your name. We are
happy to provide you with a summary of these reswtien they are available if you
would like.

Some of the questionnaires you will be asked t@iit may make you feel upset or
distressed. If you become upset or distressedeviilihg out the questionnaires,
you will be free to stop participating and suppeiit be available if you would like
it.

Does anyone have any questions?

If you have questions about your rights as a gpgit in this research, you can
contact the Chair of the Ethics Committee whosdaszirdetails are on the
information sheet.
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UNIVERSITY OF
SOthhampton Doctoral Programme in Clinical Psychology

University of Southampton Tel +44 (0)23 8059 5321
School of Psychology Highfield Fax  +44 (0)23 8059 2588

Southampton

S0O17 1BJ

A STUDY OF THE EXPERIENCES AND PERSONAL CHARACTERIS TICS
OF HOMELESS INDIVIDUALS
Researchers: Kate Willoughby, Anneliese Day & Dick\Maguire
INFORMATION SHEET

You are being asked to take part in a researclystBdfore you decide, it is
important for you to understand why this studyesly done and what it will

involve. Please take some time to read this in&tiom carefully and think about
whether you would like to take part. If you have/ guestions or would like to find
out more information about this study please talkg or a staff member. Thank you
for reading this information.

WHAT IS THE PURPOSE OF THIS STUDY?

This study will look into some of the experiences @ersonal characteristics of
people who are homeless and the difficulties tlaeg f It is hoped that the study
may help in creating more suitable and better sesvior homeless people.

DO | HAVE TO TAKE PART?

It is up to you to choose whether or not you wartbke part. If you do decide to
take part, you will be given this Information Shaekeep. If you fill out the
guestionnaires, this will be taken as you givini@imed consent to be included as a
participant in this study. Even if you choosedke part, you will still be able to stop
and withdraw at any time without giving a reasod #ms will not affect the services
you receive.

WHAT WILL | HAVE TO DO IF | TAKE PART?

You will be asked to fill in 6 questionnaires. Yhesually take about 1 hour and 10
minutes to fill out. Once you have completed thegjionnaires, you will be asked
to put them in the envelope given to you so weamdlect them. If you would rather
fill out the questionnaires with help from somebadyduring an interview, please
tell us or a member of staff and this can be amdng

WILL MY TAKING PART IN THIS STUDY BE KEPT CONFIDENT  IAL?

All the information collected from the questionreswill be kept strictly
confidential, it will notbe shared with anyone other than the researclhenschon
this information sheet. You will be allocated ague identification number which
will be put on all the questionnaires and will thiere make them anonymous. All
the information we collect about you as part o thtudy will be kept in a secure
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place only accessible by the named researchers.ovdrall results of this study will
be written up in a report, you will remain anonyraow this report. You will be able
to get a summary of the results when they are aviailby contacting us.

WHAT ARE THE POSSIBLE DISADVANTAGES OF TAKING PART?

Some of the questionnaires you will be asked t@fit may make you feel upset or
distressed. If you become upset or distresseceMillihg out the questionnaires,
you will be free to stop participating and suppaeiit be available if you would like
it.

WHAT ARE THE POSSIBLE BENEFITS OF TAKING PART?

The information from this study will help us undarsd some of the difficulties
homeless people face and so hopefully let us knbat further support services
might be needed to help people in similar situaitmyourself. Also, as a way of
saying ‘Thank You’ for filling out the 6 questionnes, you will be offered a £6 food
voucher.

WHO ARE WE AND HOW DO YOU CONTACT US?

Our names are Kate Willoughby and Anneliese DayareeTrainee Clinical
Psychologists at the University of Southampton.Nixk Maguire is our supervisor
and is a Clinical Psychologist working at the Umsiy of Southampton. This study
is being done as part of our training and has beeiewed by the School of
Psychology Research Ethics Committee, Universitgaithampton.

If you have any questions or would like furtheramhation, please contact us at:

School of Psychology

Doctoral Programme in Clinical Psychology
University of Southampton

34 Bassett Crescent East

Southampton

S016 7PB

Tel: 023 8059 5320

Thank you for taking part in this study
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Screening Form
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UNIVERSITY OF
SOthhampton Doctoral Programme in Clinical Psychology

University of Southampton  Tel +44 (0)23 8059 5321
School of Psychology Highfield Fax  +44 (0)23 8059 2588

Southampton

SO17 1BJ

A STUDY OF THE EXPERIENCES AND PERSONAL CHARACTERIS TICS
OF HOMELESS INDIVIDUALS

Researchers: Kate Willoughby, Anneliese Day & Dick\Maguire

SCREENING FORM

1. Do you / can you read one of the daily newsmafeg. The Mirror, The

Daily Mail)?
YES NO
2. Do you / can you fill in your own benefit formsthout any help / support?
YES NO
3. For this study, how would you prefer to filltime questionnaires?

You will be able to change your mind on the dayaafl wish.

Please tick
one box

I would like to fill in questionnaires by myself

I would like to fill in questionnaires with some hép

I would like to fill in questionnaires in an interview

Participant name: articipant ID no:
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Consent Form
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School of Psychology

UNIVERSITY OF
SOthhampton Doctoral Programme in Clinical Psychology

University of Southampton  Tel +44 (0)23 8059 5321
School of Psychology Highfield Fax  +44 (0)23 8059 2588

Southampton

SO17 1BJ

A STUDY OF THE EXPERIENCES AND PERSONAL CHARACTERIS TICS
OF HOMELESS INDIVIDUALS
Researchers: Kate Willoughby, Anneliese Day & Dick\Maguire

CONSENT FORM

(Please tick
each box)

1. | confirm that | have read and understood tfiermation

Sheet that was given to me for the above studyl haste

had the opportunity to ask questions.
2. I understand that | have a choice to takeipate study and

that | can stop at any time (without giving a regswithout

my care being affected.
3. | have agreed to take part in the study.
Name of participant Date
Signature

Name of researchers Kate Willoughby and Alesel Day Date

Signature
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Debrief
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School of Psychology

UNIVERSITY OF Doctoral Programme in Clinical Psychology
SOthhampton University of Southampton  Tel +44 (0)23 8059 5321
Highfield Fax  +44 (0)23 8059 2588
School of Psychology Southampton
SO17 1BJ

A STUDY OF THE EXPERIENCES AND PERSONAL CHARACTERIS TICS
OF HOMELESS INDIVIDUALS
Researchers: Kate Willoughby, Anneliese Day & Dick\Maguire

Thank you for taking part in this study. This stwdas looking into some of the
experiences and personal characteristics of pedpieare homeless and the
difficulties they face. It is hoped that the studgy help in creating more suitable
and better services for homeless people. You eaa gummary of the results when

they are available by contacting us.

From time to time, everyone feels upset, angryrest;aor worried, especially when
things are not going very well in their life. Sainges, these kinds of feelings can
last for quite a long time and it can affect theywaople feel about themselves, the
way they think about things and the way they cap do things in their everyday

life.

This may not apply to you, but if you feel this wafyer taking part in this study, you
might find it helpful to get some advice and suppor

WHERE TO FIND ADVICE & SUPPORT

If you feel you need some help and support, ooif just want to talk to someone in

confidence, please contact any of these peoplewilhbe able to help you:

* Your support worker at the service

* Dr Dubras or Dr Martin (Homeless Healthcare GPis) @23 8033 6991 or call
your personal GP

» Samaritanson: 08457 90 90 90

If you have questions about your rights as a paeit in this research, or if you feel
that you have been placed at risk, you may comi@cChair of the Ethics
Committee, Department of Psychology, Universitysolithampton, Southampton,
SO17 1BJ. Phone: (023) 8059 5578
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M. Mood Repair Task
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Southampton

Doctoral Programme in Clinical Psychology

School of Psychology University of Southampton  Tel  +44 (0)23 8059 5321
Highfield Fax  +44 (0)23 8059 2588
Southampton
SO17 183

A STUDY OF THE EXPERIENCES AND PERSONAL CHARACTERIS TICS
OF HOMELESS INDIVIDUALS

INSTRUCTIONS
This is an optional task which can be completeahgttime after taking part in the
research study. Please read each of the jokew lagld rate how funny you found
each one on the scale provided.

{  OHREALLY? WHATDID
| SHE SAY ABOUT THAT FLABBY,
OLD BUM OF Y OLRS?

| DOT. WHAT ARE YOU p— F'LL HAVE YOU KNOW THAT My
LOOKING AT? q AEROBICS INSTRUCTORSAYS |
: . Il  HAYETHE FIRM CHESTOF A
. ZI-YEAR-OLD GODDESSE 4
Pa i T:_E ..

YoU WERE
EVER MENMTIONED,

g [E—— y J— C JE—— 4
Not at all Very

Funny Funny

It REALLY GLAD YOU S AW
THIS THING, NOW | THINK | KNOW
WHERE MY HEARING AID 15, I
- W -

: ' 1?‘

LOUIE, DIB YOU KNOW
YOU HAVE A SUPPOSITORY
IM YOUREAR ¢

e O
(2 2008 Pruneville.com. M rights reserved.

[ y R — C JEE——— 4

Not at all Very
Funny Funny
P.T.O.
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Not In My Backyard! by Dale Taylor

Feb. 3, 1938 http://nimby.net
AS YoUR |AwWNER , TWE NeNE oF TE SQuIRRELS | 2| WHAT'S THE BAD News ?
GO SOME (00D NEWS AND 4 | vi've BeeNl CHASNG  [SPTREV'RE AL
ARUND AN TESTIFY %
F,
)
-1
3
8
[*]
1 - 2 - 3 - 4
Not at all Very
Funny Funny

Not at all
Funny

TAKE, YOU NEED
TO CHILL QUTh 4
: /

7 WONDER WHAT THIS CHICKEN S
DID TO GET IN HERE? GUESS ||
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N. Probing Significant Interactions in Regression fuations

179



Probing Significant Interactions in Regression Equtons
(Aiken & West, 1991)
Plotting the I nteraction
The following regression equation was used to esgptiee regression of the
outcome variable on the predictor variable at Iewélthe moderator variable as
simple slopes:
Y = (b + )X + (bpZ + hy)
where Y = outcome, X = predictor, Z = moderatarztregression coefficient of X,
b, = regression coefficient of Zzkr regression coefficient XZ, and b regression
constant.
Post Hoc Probing
In order to test if the slope of the simple regres line significantly differs
from zero the following process was followed:
1. Calculate the standard error using the followingampn:
So= S11+2ZS3+Zss3
2. Obtain the coefficient of the simple slope by eatireg the relevant data from
the covariance matrix, which for this study wasalews:
by b, bs
by .011 .001 -.002
S= b .001 .006 .000
bs -002 .000 .011
3. Compute the t-Test for the simple slopes by divigecoefficient of the

simple slope by its standard error with (n — kdéyrees of freedom.
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0. Additional Regression Model
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Table 6

Additional Regression to Test the Moderated EftédResilience (N=59)

B SEB t 95% Cl B

Step 1. Predictor

Constant

2420 0.078 31.092.265, 2.576

Total CAT

0.215 0.096 2.233 0.022,0.408  .284*

Step 2. Moderator

Constant 2420 0.077 31.2472.265, 2.575
Total CAT 0.211 0.096 2.198 0.019,0.403 .278*
Total RS -0.103 0.082 -1.254 -0.266, 0.061 -.159

Step 3. Predictor x

Moderator

Constant 2.421 0.078 31.072.265, 2.578
Total CAT™ 0.200 0.098 2.043 0.004,0.397 .264*
Total RS -0.100 0.082 -1.210 -0.265, 0.065 -.154

Total CAT*Total RS

0.064 0.103 0.620 -0.143,0.271 .080

Note." TotalCAT excluding CSA, B = unstandardised beta weights standardised beta weights.

R?=.080,F changg1, 57) = 4.988 for Step Ghange in R=.025,F change(1, 56) = 1.57Zor step

2; Change in R=.006,F change(1, 55) = .385p <.05 for step 3.

*p < .05 *p<.001
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