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Abstract 

Victimisation in childhood increases the risk of victimisation in adulthood, a phenomenon 

termed revictimisation. Risk factors that increase a victim’s vulnerability to revictimisation 

are poorly understood. This study aimed to build on revictimisation research by examining the 

relationship between adverse childhood experiences, symptoms of posttraumatic stress 

disorder (PTSD), dissociation, and revictimisation using a 16-month prospective design with 

four assessment points spaced four months apart. Participants were 248 female students 

enrolled at the University of Canterbury who were categorised into victimised and non-

victimised groups using the Childhood Trauma Questionnaire-Short Form (CTQ-SF). Forty-

one participants completed the entirety of the study and sixty-eight completed assessment 

points 1 and 4. These groups were used for different analyses. Participants were administered 

questions from the Stressful Life Events Screening Questionnaire- Revised (SLEQ-R), The 

Posttraumatic Checklist for the DSM-5 (PCL-5), and the Dissociative Experiences Scale-II 

(DES-II). Childhood maltreatment as a whole, including sexual, emotional, and physical 

abuse as well as physical and emotional neglect was significantly associated with both 

interpersonal revictimisation in adulthood (i.e., sexual- penetration and touch, physical 

assault, emotional assault, and assault with a weapon), and PTSD symptoms. PTSD 

symptoms and dissociation did not predict whether future revictimisation occurred but 

dissociation was a significant predictor of cumulative revictimisation experiences. The four 

distinct symptom clusters of PTSD: intrusions, avoidance, negative mood and cognitions, and 

hyperarousal, did not predict revictimisation. Findings suggest that maltreatment as a whole 

leads to greater PTSD symptoms and revictimisation, and dissociation is an important factor 

in the prediction of cumulative revictimisation.   



PTSD, DISSOCIATION, AND REVICTIMISATION                                                    2 

 

Introduction 

Childhood maltreatment remains a societal concern worldwide, with studies showing a 

global prevalence of between 3% and 31% (Barth et al., 2013). Childhood maltreatment, also 

referred to as victimisation, can involve sexual, physical, and emotional abuse, as well as 

emotional and physical neglect (Dannlowski et al., 2012). This includes all types of neglectful 

behaviour, which results in actual or potential harm to the child’s development, health, or 

survival (Krug et al., 2002). New Zealand’s history of child maltreatment is among the worst 

in the developed world; one child dies from abuse every five weeks (United Nations 

International Children's Emergency Fund, 2003). New Zealand was also ranked as one of the 

most dangerous places for a child to live, based on infant health, preventative health services, 

and child safety, above only the United States of America (United Nations International 

Children's Emergency Fund, 2007). The effects on the survivors of childhood maltreatment 

are extremely detrimental and warrant attention.  

Many of the impacts of victimisation have been studied in the literature, such as 

difficulty in functioning, affect regulation, coping, and interpersonal relationships, negative 

self-representations, and exhibiting greater self-blame and shame (Classen et al., 2005), fears, 

posttraumatic stress disorder (PTSD) and dissociation, self-esteem issues, behaviour 

problems, and sexualised behaviour (Kendall-Tackett et al., 1993). The risk of developing 

these difficulties are heightened, and the impacts are exacerbated, with each case of 

victimisation (Arata, 2002; Fortier et al., 2009; Walker et al., 2017; Werner et al., 2016). 

These outcomes of childhood maltreatment often become risk factors for further 

victimisation. PTSD and dissociation are two common outcomes of childhood maltreatment 

which are also risk factors of future revictimisation (Auslander et al., 2018; Famularo et al., 

1996; Messman-Moore & Long, 2003; Sandberg et al., 1999). 

Previous studies have shown that those who experience childhood maltreatment are 

more likely to experience victimisation in adolescence and adulthood; a phenomenon referred 
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to as “revictimisation” (Messman-Moore & Long, 2003). Moreover, revictimisation in 

adulthood is one of the most common outcomes of childhood maltreatment, with widespread 

consensus on this phenomenon (Arata, 2002; Auslander et al., 2018; Chu, 1992; Classen et 

al., 2005; Kluft, 1989; Messman-Moore et al., 2005; Peterson & Seligman, 1983; Sandberg et 

al., 1999; Van der Kolk, 1989). Women who are sexually victimised in childhood are two-to-

three times more likely to be revictimised in adulthood (Barth et al., 2013; Classen et al., 

2005). Prevalence rates for revictimisation range between 10% and 69% (Classen et al., 

2005). Experiencing more than one type of abuse increases the risk of revictimisation in 

adulthood (Classen et al., 2005; Coid et al., 2001).  

In the majority of the literature, research focuses exclusively on childhood sexual 

abuse (CSA) leading to future victimisations and does not look at the effects of other 

childhood maltreatment, such as physical and emotional abuse, as well as emotional and 

physical neglect (e.g. Arata, 2002; Classen et al., 2005; Kendall-Tackett et al., 1993; Scoglio 

et al., 2019). Sexual abuse makes up the smallest proportion of child maltreatment in New 

Zealand, with emotional abuse making up the most significant proportion (Wynd, 2013). 

There is evidence that multiple types of maltreatment often co-occur (Arata et al., 2005; 

Briere & Runtz, 1988; Rosenberg, 1987). Therefore, it is difficult to determine whether the 

effects stem from a particular trauma or maltreatment in general (Bernstein et al., 2003). 

These findings make it essential to explore the effects of maltreatment as a whole, rather than 

only exploring distinct types of victimisation in isolation, with regard to revictimisation. 

There is no consensus as to what risk factors play the most prominent part in 

revictimisation, with sexual behaviour being the exception (see review by Messman-Moore & 

Long, 2003). Specific factors contributing towards this increased risk are poorly understood 

(Aakvaag et al., 2019) and are still being teased apart. A deeper understanding of the risk 

factors for revictimisation is vital to inform treatment and prevention (Jaffe et al., 2019). 
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Addressing this vulnerability can also help empower clients to engage in protective activities 

(Woodby, 1996).  

This thesis focuses on risk factors of revictimisation in a university sample of females. 

The study explored whether victimisation as a whole, including all types of childhood 

maltreatment (i.e., sexual, emotional, and physical abuse as well as physical and emotional 

neglect) was significantly associated with interpersonal revictimisation in adulthood (i.e., 

sexual- penetration and touch, physical assault, emotional assault, and assault with a weapon), 

in the study sample. PTSD symptoms and dissociation were examined as predictors of future 

revictimisation. The four distinct symptom clusters of PTSD: intrusions, avoidance, negative 

cognitions and mood, and hyperarousal, were also explored in their predictive capacity.  

The following literature review will first summarise some of the earlier theories and 

models of revictimisation, which contain phenomena that parallel manifestations of PTSD and 

dissociation. Second, some of the risk factors of revictimisation most commonly found in the 

literature are presented. Third, PTSD and dissociation are defined and explored in more depth. 

Fourth, existing theoretical and empirical literature investigating the relationship between 

PTSD, dissociation, and revictimisation are reviewed. Fifth, the objectives and corresponding 

hypotheses of the present study are presented.  

General Theories of Revictimisation 

Sitting Duck Syndrome 

The increased risk of subsequent revictimisation for survivors of childhood abuse was 

termed the ‘sitting duck syndrome’ in an attempt to characterise a pattern of typical features 

(Kluft, 1989, 1990a, 1990b). In a study of patients who were sexually victimised by their 

therapist, Kluft found that all 12 had also been victims of incest. After postulating a 

connection between their early victimisation and later revictimisation, he proposed four 

psychological characteristics that linked the two together: (1) Severe symptoms and 

dysfunctional traits (e.g., dissociative defences, helplessness, and a great fear to displease or 
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to be rejected), which led the patient to become needy, dependent, and pessimistic about their 

recovery; (2) Individual characteristics which increase vulnerability for revictimisation 

(through a drive to enact and re-enact problematic situations); (3) Socialisation to problematic 

object relations (i.e., hurtful significant early relationships and the internalisation of such 

relationships) and problematic family dynamics that discourage the individual from engaging 

in rational self-care; and (4) Deforming of the observing ego (i.e., losing the ability to 

experience something while also observing it in a way that allows perception of it and losing 

the ability to change) as well as debased cognitions (i.e., negative and somewhat degrading 

thoughts and schemas; Kluft, 1989, 1990a, 1990b). Although these characteristics were 

primarily identified in victims of incest, individuals who have suffered different forms of 

abuse may also display these idiosyncrasies (Kluft, 1989). 

Repetition Compulsion and Relational Disruption 

The drive to enact and re-enact problematic situations was also described earlier by 

Feud and termed ‘repetition compulsion’ (Van der Kolk, 1989). Initially, Freud thought that 

this seemingly compulsive exposure to situations reminiscent of the original traumatic event 

was to do with understanding the original experience and mastering it. However, research has 

shown mastery rarely happens, and the victims tend to suffer further (Van der Kolk, 1989). 

Van der Kolk (1989) attempted to explain this phenomenon, incorporating attachment theory 

based on Bowlby’s earlier work, and described another prominent phenomenon: ‘relational 

disruption’. A summary is given below. 

Much of our psychological and biological maturation, and gaining a sense of safety, 

meaning, power, and control of our lives is dependent on our early attachment and social 

support (Van der Kolk, 1989). The disruption of the formation of these early relationships is 

termed ‘relational disruption’ (see also Chu, 1992). If external threat is at a level where our 

internal and external resources cannot cope, this event is experienced as traumatic (Van der 

Kolk, 1989). Generally, we would turn to our caregiver or attachment figure in times of high 
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stress, though in cases of childhood abuse, often that very person who would otherwise 

provide support is the perpetrator. Because of this inability to turn to the caregiver for 

protection, the child becomes hyperaroused. Rather than turning against their caregiver, losing 

hope and safety, they blame themselves for the abuse, feeling a sense of shame. Children and 

revictimised adults often form strong emotional ties with the abuser, which leads to a 

confused state between pain and love. Maltreatment leads to a hyperaroused state in which the 

memory is either state-dependent or dissociated. The memory does not fully return until they 

are back in a state of terror. The distorted view of relationships and desensitisation to trauma, 

along with the longing for attachment, inhibits good judgement and hinders realistic fears of 

possibly dangerous situations and relationships. This early interpersonal betrayal is also said 

to lead adults to avoid healthy, supportive alliances (Chu, 1992). The individual then seeks 

out hostile-dependent relationships making it likely they will experience similar shaming 

events, frequently choosing situations where they will be revictimised (Chu, 1992; Woodby, 

1996). 

Posttraumatic Syndromes 

Chu (1992) also included ‘posttraumatic syndromes’ in his explanatory model of 

revictimisation. Typical outcomes of abuse, such as PTSD, depression, and dissociation, lead 

to life dissatisfaction, vulnerability, and revictimisation  (Woodby, 1996). Defences such as 

repression and dissociation cause memories to be fragmented or completely blocked from 

awareness (Woodby, 1996). Due to a discontinuous memory of a traumatic event, common 

also in PTSD, individuals are not able to draw on their past experience to make an educated 

judgement on potentially dangerous situations (Chu, 1992; Finkelhor, 1987). Experiencing 

specific symptoms of PTSD will have different effects and increase or decrease their chance 

of revictimisation, depending on what symptoms of PTSD they are experiencing. Re-

experiencing the trauma through intrusions will decrease the risk of revictimisation, and 

experiencing emotional numbing may increase the risk. Individuals with dissociative identity 
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disorder and similar dissociative disorders are most likely to suffer revictimisation due to 

inaccessibility of anticipatory anxiety, which may be split off into separate self-states or 

identities (Chu, 1992). 

Another posttraumatic phenomenon described in the literature, which has been said to 

increase the risk of revictimisation, is the model of ‘inescapable shock’ (Chu, 1992; Van der 

Kolk et al., 1985). Based on situations where the individual feels helpless to prevent or escape 

the traumatic situation they are faced with, this inescapable shock impairs the individual’s 

ability to acquire new skills to escape from aversive situations (Van der Kolk et al., 1985). 

Individuals who experience this may feel they have no choice in the situation and feel no hope 

of escape (Chu, 1992). As well as having little ability to think up new ways of escaping the 

traumatic situation, they also feel so emotionally overwhelmed, which causes the feelings of 

hopelessness from the original traumatic event to return, leaving them submissive, or even 

causing them to fall limp (Chu, 1992). This psychological state leaves them more vulnerable 

to further mistreatment by others. 

Learned Helplessness 

The theory of inescapable shock is linked to another model that has been associated 

with revictimisation (and depression), termed ‘learned helplessness’ (Peterson & Seligman, 

1983; Seligman & Maier, 1967). “Emotionally bruised, feeling powerless, and trapped in an 

overwhelming terror-driven situation, the child develops a sense of helplessness. Realising 

that the situation is beyond his or her control, the victim has little option but to accommodate 

the abuse” (Woodby, 1996, p. 27). A group of behaviours reflective of “emotional numbness” 

and “maladaptive passivity” are among the most common reactions to victimisation and 

parallel learned helplessness (Peterson & Seligman, 1983). When an individual is faced with 

extreme childhood trauma, helplessness and powerlessness may be induced as well as a low 

sense of self-efficacy (Finkelhor, 1987) leading to further revictimisation.  
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The learned helplessness theory was reformulated to include attributional theory: 

whether the person perceives the cause of the uncontrollable situation (e.g. childhood 

maltreatment) as stable or unstable, global or specific, and internal or external (Abramson et 

al., 1978). Helplessness is more likely to develop with a stable (e.g., things will never 

change), global (e.g., everything is terrible), and internal (e.g., it’s my fault) appraisal of the 

situation. This reformulation attempts to explain why some people will develop learned 

helplessness after a traumatic event, and others will not. Future helplessness is theorised to be 

dependent on these attributions, specifically, whether helplessness will be chronic or acute, 

broad or narrow and whether self-esteem will be lowered (Abramson et al., 1978). Learned 

helplessness and passivity make revictimisation more likely as the victim is less likely to fight 

back or engage in any behaviours that may prevent them in being revictimised (Irwin, 1998). 

Low self-esteem is common in victims of childhood abuse; therefore, sense of self is another 

significant factor worth mentioning.  

Sense of Self 

Another set of victimisation effects, which has been said to increase the risk of 

revictimisation, is termed ‘impaired self-capabilities’ (or 'self-disturbance'; Briere & Rickards, 

2007). Impaired self-capabilities is theoretically made up of three related but separate forms 

of disturbance: (1) identity disturbance: difficulties in acquisition and maintenance of a stable 

sense of identity or self; (2) affect dysregulation: difficulties regulating and/or tolerating 

negative and extreme emotional states, and; (3) relational disturbances: difficulties in making 

and maintaining stable and lasting relationships with others (Briere, 2000). Individuals with 

these characteristics often suffer from low self-esteem, self-blame for the traumatic event (s), 

and a sense of powerlessness and hopelessness (Friedrick 1990, as cited by Woodby, 1996). 

A less coherent sense of self can also cause confusion in thoughts, feelings, needs, 

goals, and behaviours (Briere & Rickards, 2007) which can result in difficulties with self-

monitoring (which helps guide behaviour) and challenges in coping with and terminating 
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strong affect. It can also leave the individual more vulnerable to using maladaptive coping 

mechanisms that distract, lessen, or numb these internal states (e.g. alcohol abuse & 

dissociation; Briere & Rickards, 2007). These coping mechanisms increase exposure to 

situations in which revictimisation is a potential factor or increase vulnerability to the 

perpetrator (Messman-Moore & Long, 2003). A disturbed sense of self may also result in 

boundary confusion in relationships, and being easily influenced by others (Briere & Runtz, 

2002), also potentially increasing the risk for revictimisation.  

Risk Factors of Revictimisation 

Revictimisation is a very complex phenomenon with many mechanisms at play. There 

have been no empirically validated explanatory models of revictimisation to date. Most 

literature does not describe or test a model but focuses on distinct risk factors of 

revictimisation. In a review of the literature, including 15 studies exploring risk factors for 

revictimisation, Messman-Moore and Long (2003) concluded there were two main 

psychological mechanisms at play, made up of different factors. These were: (1) increased 

exposure risk, and (2) an increase in vulnerability to potential perpetrators. Exposure risk 

includes engaging in high-risk sexual behaviours or using alcohol or other substances in the 

presence of potential perpetrators, behaviours which increase exposure to impending 

perpetrators (Messman-Moore & Long, 2003). PTSD, dissociation, alcohol use, risk 

recognition, and interpersonal difficulties all fall under the second mechanism and make the 

individual more vulnerable, or an ‘easy target’ (Messman-Moore & Long, 2003). These are 

especially relevant in adolescent populations where there is a strong tendency towards a lack 

of insight and self-respect, and a tendency toward impulsive behaviours, putting themselves in 

more risky situations (Woodby, 1996). 

In the most recent meta-analytical review, including 25 studies, specific risk factors 

for revictimisation based on childhood sexual abuse (CSA) were identified (Scoglio et al., 

2019). These were: co-occurring maltreatment in the home, risky sexual behaviour 
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(particularly in adolescence), emotion dysregulation, PTSD, and other maladaptive coping 

strategies (e.g., dissociation). PTSD and dissociation are commonly found to be associated 

with revictimisation. 

Posttraumatic Stress Disorder 

As mentioned above, PTSD is a common consequence of both childhood maltreatment 

and revictimisation and has also been found as a risk factor for further revictimisation (Arata, 

1999; Polusny & Follette, 1995). PTSD is a group of psychological and physiological 

symptoms resulting from exposure to trauma. The hallmark characteristics of PTSD are quite 

paradoxical. On the one hand, individuals who suffer from PTSD have trouble intentionally 

recalling specific details of the traumatic event (Ehlers & Clark, 2000). On the other hand, 

they suffer from involuntary memories of the event in a very real and emotional way, 

triggered by something that reminds them of the event. PTSD is rather unique in the DSM as 

it is one of the very few psychological disorders that has a specific etiological foundation; the 

traumatic event (Brewin et al., 1996). Previously conceptualised as a disorder comprising 

three symptom clusters, the DSM-5 now conceptualises PTSD as a disorder comprising four 

symptom clusters: intrusions, avoidance, negative cognitions and mood, and hyperarousal. 

PTSD Symptom Clusters. Each of the four symptom clusters includes different 

specific symptoms, some of which may contribute towards revictimisation. The intrusions 

cluster includes recurrent, involuntary, distressing trauma memories or trauma-related dreams, 

flashbacks or dissociative reactions related to the trauma, intense or prolonged psychological 

distress to trauma reminders, and marked physiological responses to trauma reminders. The 

avoidance cluster includes avoidance or efforts to avoid distressing internal (memories, 

thoughts, affect) or external (people, places, activities) trauma reminders. The negative 

cognition and mood cluster includes dissociative amnesia (inability to remember an important 

aspect(s) of the trauma), persistent and exaggerated negative beliefs about oneself, others, or 

the world, persistent, distorted cognitions leading to inappropriate blame of self/others related 
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to cause and consequence of the traumatic event, persistent, negative emotional state, loss of 

interest or participation in significant activities, feelings of detachment or estrangement of 

others, and persistent inability to experience positive emotions. Lastly, the hyperarousal 

cluster includes inappropriate irritability and angry outbursts (e.g. out of the blue verbal or 

physical aggression towards people/objects), reckless or self-destructive behaviour, 

hypervigilance, exaggerated startle response, concentration problems, and sleep disturbance 

(e.g. restless sleep or having difficulty getting to or staying asleep; American Psychiatric 

Association, 2013).  

PTSD is associated with all forms of childhood maltreatment, and has been associated 

with revictimisation in adulthood (Auslander et al., 2018; Charak et al., 2020; Famularo et al., 

1996). Therefore, theoretically, symptoms of PTSD may be an important link contributing to 

the relationship between childhood and adulthood victimisation regardless of specific types of 

childhood maltreatment and adult victimisation (Messing et al., 2012), and may have potential 

to predict future revictimisation. Clarifying the role of each PTSD symptom cluster may help 

to understand the possible mechanisms that potentially increase the risk for revictimisation 

(Arata, 2002; Risser et al., 2006). 

PTSD and Dissociation. Within PTSD, the traumatic event can cause dissociation. 

This reaction can be of varying degrees, and types, including dissociative amnesia, 

depersonalisation, or derealisation, as defined by the DSM-5 (American Psychiatric 

Association, 2013). Dissociative amnesia is a lapse or lapses in memory of an event or time. 

Depersonalisation is the experience of being detached from oneself or being an outside 

observer (e.g., feeling as though one were in a dream or a sense that an experience is not 

happening to you). Lastly, derealisation is the experience of unreality of one's surroundings 

(e.g., experiencing the world as unreal, dreamlike, distant, or distorted). Dissociation may 

have meaningful relevance for revictimisation and will now be briefly explored. 
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Dissociation 

Dissociation is a complex psychological construct often broadly associated with a 

breakdown in normal integrated functioning which gives rise to symptoms like amnesia, 

depersonalisation, derealisation, identity confusion, and in the case of dissociative identity 

disorder, alternations in identity (Bernstein & Putnam, 1986). Dissociation has been 

associated with trauma, especially early childhood trauma, including general sexual abuse and 

incest, physical abuse, emotional abuse and neglect, and familial loss (Briere & Runtz, 1988; 

Chu & Dill, 1999; DePrince, 2005). Although it is conceptualised as a defence mechanism 

used to deal with emotions stemming from experiences too intense to experience fully (Irwin, 

1998; Spiegel, 1986), dissociation is viewed on a continuum (Bernstein & Putnam, 1986). 

Most individuals experience a small degree of dissociation in everyday life (e.g., 

daydreaming), though people with major psychopathology are thought to experience more 

severe types and to a greater degree e.g., dissociative amnesia. Less commonly, alterations in 

identity are possible when childhood trauma is recurring and is so severe that the experience 

results in fragmentation of the memory into two or more distinct identity states in the case of 

DID (Bernstein & Putnam, 1986).  

Dissociation is said to initially be functional in that it provides: “(1) escape from the 

constraints of reality; (2) [the] compartmentalization of traumatic memories and affect outside 

of conscious awareness; (3) alteration or detachment from the trauma (so that the trauma 

happens to someone else or the depersonalized self); and (4) analgesia” (Putnam, 1989, p. 53). 

However, long-term ‘use’ of this as a defence mechanism can negatively affect the victim 

(Putnam, 1989) by increasing their chance of revictimisation (Zamir et al., 2018). Cases of 

adulthood victimisation have been associated with higher levels of dissociation, which is said 

to contribute to the sitting duck theory making individuals more vulnerable to revictimisation 

(Irwin, 1998). Dissociation has also been associated with an increased risk of revictimisation 

(Messman-Moore & Long, 2003; Sandberg et al., 1999).  
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Relationship between PTSD, Dissociation, and Revictimisation 

There have been many theories offered to explain why PTSD and dissociation may 

increase the risk of revictimisation. These are somewhat opposing or conceptualised slightly 

differently and are now discussed.  

Theoretical Conceptualisations 

PTSD is associated with an interference in information processing of relevant danger 

cues (Sandberg et al., 1999). This may be due to re-experiencing symptoms interfering with 

the individual’s ability to recognise or act upon potential risk or danger in the current situation 

they are in, due to not attending to incoming information (Messman-Moore & Long, 2003; 

Sandberg et al., 1999). Sandberg et al. (1999) also proposed that avoiding hurtful memories of 

past trauma by ingesting drugs or alcohol may impair the individual’s ability to detect danger 

cues and react in a way to protect themselves. Furthermore, they proposed that an individual 

who has failed to integrate traumatic memories into their autobiographical memory (i.e., a 

narrative memory) may not be able to make sensible decisions, as they have incomplete or 

inaccurate information from their past. Having incomplete or inaccurate information may 

prevent the individual learning from their past experiences. 

Other theories include, a decrease in awareness of potential risk or danger caused by 

emotional numbing in PTSD. Chu (1992) theorised that an individual might be more 

susceptible to revictimisation during a ‘numbing phase’ of PTSD, due to a decreased 

awareness of potential risks. Arata (2002) suggested that individuals experiencing more 

emotional numbing and avoidance symptoms will be at greater risk of revictimisation and 

individuals experiencing more hypervigilance and arousal will actually be at a lower risk. 

An opposing theory has been offered based on an increase in arousal symptoms. This 

theory states that an increase in sustained hypervigilance and exaggerated startle response 

generalises into everyday life, resulting in a constant state of being on alert (Messman-Moore 

& Long, 2003). Generally, this continuous hyperaroused state is said to desensitise the 
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individual to current threat and decrease the likelihood that they will perceive actual risk or 

danger, and respond to it. The perpetrator may be able to recognise this inability to detect risk 

and take advantage of this vulnerability (Messman-Moore & Long, 2003), similarly to 

recognising a dissociative state.  

According to another theory, the increased cognitive demand resulting from each 

symptom cluster within PTSD reduces the individual’s ability to effectively and thoroughly 

process new information (Orcutt et al., 2002). The risk of revictimisation stems from the 

experience of PTSD symptoms affecting the individual’s ability to attend to their 

environment, making them less effective at noticing, recognising, and processing danger cues. 

Orcutt et al. (2002) proposed that although experiencing any symptom cluster may diminish 

cognitive resources; the intrusions symptom cluster is most accountable for interfering with 

self-protective behaviours. 

Dissociation similarly affects information processing and may also increase the risk 

for revictimisation (Cloitre et al., 1997; Sandberg et al., 1999). This could be due to the 

individual presenting as confused or distracted. Sexual perpetrators learn to recognise these 

signs of vulnerability, making them more likely to attack these women (Cloitre et al., 1997). 

Dissociation may also interfere with danger recognition cues, and the ability to protect oneself 

in a risky situation, or both (Arata, 2002), creating the “sitting duck” phenomena (Kluft, 1989, 

1990a) 

Dissociative defences can interfere with information processing and perception and 

accurate recall of past traumatic experiences (Chu, 1992; Van der Kolk, 1989). Escape from 

the ‘dangerous’ situation is prevented due to feelings of fear and pre-emptive anxiety being 

pushed into the unconscious (Chu, 1992). In risky situations, these feelings are adaptive by 

letting one know that a behaviour response is necessary to keep oneself safe. By dissociating 

these emotions, the individual does not get the chance to use them adaptively. 
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Empirical Studies 

A handful of studies have directly tested the relationship between child maltreatment, 

PTSD, and adult revictimisation, with even less exploring dissociation. The literature is 

complex and looks at PTSD and dissociation as moderators, mediators, and few studies as 

predictors. Of these small number of studies, results have varied. An overview of empirical 

studies is now presented.  

Wilson et al. (1999) focussed on CSA leading to adult sexual assault (ASA) looking at 

PTSD symptoms and risk detection in a sample of 330 undergraduate college students. They 

measured risk detection decision latency using an audiotaped date rape analogue developed 

by Marx and Gross (1995). Sexual abuse before age 14, sexual revictimisation after age 14 

and trauma-related symptomology were measured using self-reports. They found that 

revictimised women were slower at detecting risk than both single-incident victims and non-

victims. Yet, revictimised women with more arousal symptoms displayed latencies similar to 

those of non-victims. In contrast, women with lower PTSD symptoms displayed significantly 

longer latencies (Wilson et al., 1999). Their findings suggested PTSD-related arousal 

symptoms may increase sensitivity to danger cues that indicate a sexually manipulative 

interaction, serving as a buffering effect (Wilson et al., 1999), in line with the theory 

mentioned above by Arata (2002). Interestingly, in this study, dissociative symptoms were not 

related to risk detection latency.  

Risser et al. (2006) focused on PTSD as a mediator of sexual revictimisation in 1,449 

undergraduate women who completed questionnaires on childhood and adulthood sexual 

experiences, and PTSD symptoms. They found that the intrusion, avoidance, and 

hyperarousal symptom clusters were associated with CSA, but only the hyperarousal cluster 

was a significant mediator between CSA and ASA. Contrary to the idea proposed by Wilson 

et al. (1999), Risser et al. (2006) explained their findings as consistent with the theory that 

experiencing high levels of trauma-related hyperarousal may inhibit the individual’s ability to 
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differentiate and respond appropriately to situation-specific danger cues. Difficulties in 

detecting when a situation is dangerous are common in victimised women, increasing their 

chance of revictimisation.  

Messing et al. (2012) explored whether PTSD mediated the relationship between 

different types of childhood adversities (sexual and physical abuse, and violence between 

caregivers) and intimate partner violence (IPV; a type of revictimisation) in 1,150 nurses and 

nursing staff. They found that PTSD mediated the relationships between childhood sexual 

abuse and psychological and sexual IPV. PTSD did not mediate the relationship between any 

other form of childhood adversities and IPV. Despite exploring different forms of 

maltreatment, they did not include emotional abuse or physical neglect, which could have had 

an impact. PTSD was measured by a four-item screening tool making it impossible to 

examine symptom clusters, and threatens the accuracy and generalisability of these results.  

Auslander et al. (2018) explored the effects of different forms of maltreatment on 

experiences of physical, verbal, and relational revictimisation in the previous three months, in 

234 adolescent girls. They also explored the mediational effect of PTSD. They found that all 

types of childhood maltreatment were significantly correlated with more incidences of 

revictimisation and more PTSD symptoms. They also found that PTSD (and depression) 

mediated the relationship between emotional and sexual abuse, and revictimisation, 

respectively. PTSD alone mediated the relationship between physical abuse and 

revictimisation.  

Arata (2000) tested a mediational model to see if PTSD, self-blame, and consensual 

sexual behaviour mediated the relationship between CSA severity and sexual revictimisation, 

among 221 college females who had experienced CSA. She found that the all mediators were 

statistically significant and the model provided a good fit to the data. Similarly, Messman-

Moore et al. (2005) found that PTSD and self-dysfunction mediated the relationship between 

CSA and college rape, in an eight-month prospective study of 339 college females.  
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In what was described as the most rigorous study at the time (Messman-Moore & 

Long, 2003), 323 college females were followed over a 10-week academic term looking at 

whether PTSD symptomology and dissociation mediated or moderated sexual revictimisation 

(Sandberg et al., 1999). They found that although PTSD symptomology moderated the 

relationship between previous and subsequent sexual victimisation, neither PTSD 

symptomology nor dissociation mediated the relationship.  

In a sample of 453 young women, Jaffe et al. (2019) found that previous interpersonal 

trauma was associated with later subsequent interpersonal trauma, and found an indirect effect 

of PTSD symptoms. Prior interpersonal trauma was associated with PTSD severity, which in 

turn, increased the risk of experiencing subsequent interpersonal trauma in the following year. 

Interestingly, when exploring the data further, they found that this indirect pathway 

disappeared when controlling for posttraumatic cognitions. ‘Threat of harm’ (perceiving the 

world to be a dangerous and unsafe place) was found to have an indirect effect independently, 

whereas ‘self-worth and judgement’ and ‘reliability and trustworthiness’ did not. Therefore, 

‘threat of harm’ was found as a significant unique mediator of previous interpersonal trauma 

and later subsequent interpersonal trauma. They theorised that this was due to maladaptive 

cognitions impairing risk recognition in these individuals, increasing the risk of 

revictimisation.  

In a longitudinal study of 2,863 women exploring interpersonal violence victimisation 

(IPVV), it was found that PTSD intrusion symptoms predicted subsequent IPVV by a non-

intimate perpetrator (Cougle et al., 2009). However, PTSD did not predict IPVV by an 

intimate partner. Furthermore, subsequent exposure to other traumatic stressors was predicted 

uniquely by hyperarousal symptoms.  

A longitudinal study of 3,604 adolescents found that PTSD symptoms at baseline 

significantly predicted interpersonal revictimisation, even after controlling for prior 

victimisation (McCart et al., 2012). Similarly, in a sample of 99 college students, as CSA 
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severity increased, the use of avoidant coping increased, which in turn, predicted a higher 

level of trauma symptom severity and severity of sexual coercion in adulthood (Fortier et al., 

2009). Dissociation has also been found to predict revictimisation. Bockers et al. (2014) found 

that state dissociation significantly predicted revictimisation in a sample of 85 women. In a 

recent review of the literature including 15 articles, Tschoeke et al. (2019) found that 

dissociation resulting from childhood maltreatment predicted revictimisation in adulthood in a 

number of longitudinal studies.   

One issue with two aforementioned studies (Arata, 2000; Messman-Moore et al., 

2005) is that they used measures that only assessed two of the symptom clusters that currently 

define PTSD (intrusions and avoidance) and neither assessed hyperarousal. Moreover, in a 

handful of the previously mentioned studies, PTSD symptom clusters were not explored 

separately (Auslander et al., 2018; Jaffe et al., 2019; McCart et al., 2012; Messing et al., 

2012). For those that did explore symptom clusters separately, it was not possible to examine 

the negative alterations in cognition and mood cluster separately to the avoidance cluster as 

they were conducted before the release of the DSM-5 in 2013 (Cougle et al., 2009; Risser et 

al., 2006; Wilson et al., 1999), or data collection commenced before 2013 (Jaffe et al., 2019). 

This limits the generalisability to today’s conceptualisation of PTSD and its specific symptom 

clusters. 

One study that did explore the impact of the distinct symptom clusters of PTSD, and 

dissociation, found that hyperarousal symptoms and dissociation significantly predicted IPV 

at a 6-month follow-up in 69 women (Iverson et al., 2013). They discussed their findings in 

line with Messman-Moore and Long (2003) hypothesizing that the hyperarousal symptoms 

may lead victims to be in a constant state of hypervigilance, which may inhibit their ability to 

detect and/or respond to actual risk. Also looking at IPV, Zamir et al. (2018) found that 

women who had experienced sexual or physical abuse before the age of 17.5 predicted 

dissociation before age 19 and in turn, predicted more IPV during early to mid-adulthood, in a 
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32-year prospective study of 80 women. However, they noted that dissociation only partially 

mediated the relationship between early childhood abuse and revictimisation, and additional 

explanatory mechanisms and models are likely to exist. 

Studying all symptom clusters that define PTSD (now four different symptom 

clusters) may deepen understanding of the mechanisms increasing the risk of revictimisation. 

In the present study, PTSD was measured with the PTSD Checklist for the DSM-5 (PCL-5; 

Weathers et al., 2013), which parallels the current DSM-5 conceptualisation, and explores the 

four symptoms clusters and their unique effects on revictimisation. Dissociation was assessed 

using the most widely utilised self-report measure of dissociation, the Dissociative 

Experiences Scale- II (Carlson & Putnam, 1993). 

The Present Study 

Increased risk of revictimisation based on childhood maltreatment has been well 

researched, though results from research looking at the reasons for this is inconsistent. There 

is also a shortage of prospective longitudinal studies testing whether PTSD and dissociation 

predict revictimisation, as well as no data on New Zealand populations. The theories behind 

which symptom clusters of PTSD are most responsible for revictimisation are opposing and 

have very rarely been tested directly.  

The present research sought to investigate whether individuals who have experienced 

any form of child maltreatment are more likely to be revictimised in adulthood than those 

who have not had adverse childhood experiences, as what is expected from the literature. By 

conducting a 16-month longitudinal study, the study examined whether PTSD symptoms and 

dissociation could prospectively predict rates of revictimisation in the sample population. It 

also aimed to shine some light and deepen understanding of how PTSD symptoms increase 

the risk of revictimisation by exploring what symptom clusters are most predictive of 

revictimisation. The study will look at the effects of childhood adversity as a whole, including 
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physical and emotional abuse, as well as emotional and physical neglect. Most other studies 

have focused solely on sexual abuse.  

Exploring whether PTSD, its symptom clusters, and dissociation increase the risk of 

revictimisation will potentially inform prevention and treatment if significant results are 

found. Once there are specific PTSD symptoms consistently found to predict revictimisation, 

mechanisms driving revictimisation will be more understood, and therapeutic interventions 

can be tailored to pay particular attention to those that are more vulnerable to being 

revictimised. 

Definition of Revictimisation in this Study 

Revictimisation has been defined differently across studies, which effects the 

comparability in the empirical literature. This has been covered by others in the past (e.g. 

Roodman & Clum, 2001) and is beyond the scope of this study. For the purpose of the present 

study, revictimisation was defined as the experience of one or more forms of childhood 

maltreatment before the age of 15 (e.g. sexual, physical, or emotional abuse, as well as 

emotional or physical neglect) and the experience of sexual, physical, or emotional assault, or 

assault with a weapon in adulthood (after the age of 15). The focus was solely on 

interpersonal revictimisation.  

Hypotheses 

With the objectives in mind, and guided by a review of the literature, the hypotheses 

were as follows: Hypothesis 1: Participants who experienced any form of childhood 

maltreatment were expected to have a higher occurrence of revictimisation in adulthood 

compared to those reporting no adverse childhood experiences. Hypothesis 2: Participants 

acknowledging childhood maltreatment were expected to have higher PTSD symptoms than 

those reporting no maltreatment. Hypothesis 3: A higher number of PTSD symptoms at time 1 

and a higher number of dissociative symptoms at time 2 were expected to predict 

revictimisation 16 months after initial assessment. Hypothesis 4: The hyperarousal symptom 
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cluster was expected to be the most predictive PTSD symptom cluster for future 

revictimisation. 

Method 

Design 

This research was part of a larger study designed by collaborative researchers from the 

University of Groningen examining revictimisation in female students and its relationship to 

variables such as PTSD, dissociation, risk detection, emotion recognition, affect regulation, 

and drug and alcohol use. In the present study, PTSD and dissociation were the focus using a 

longitudinal design, composed of four data collection time points, with assessments 

approximately four months apart. A between-subject comparative statistical design was 

employed when examining hypotheses 1 and 2. A correlational design (i.e., regression) was 

used to examine hypotheses 3 and 4.  

Participants  

Participants at time 1 were 254 females from the University of Canterbury enrolled in 

a 100-level psychology course. They were recruited through a participant pool in return for 

course credit. Those who participated at time 2 onwards were gifted a $5 café voucher and a 

$10 mall voucher. Inclusion criteria comprised being enrolled at the University of Canterbury, 

being at least 17 years of age, identifying as female, and having sufficient proficiency in 

English, as measured by self-report. This study has been approved by the University of 

Canterbury Human Ethics Committee (Ref: HEC Application 2018/131; see Appendix A). 

Six participants were removed from the study, due to commencing time 1 but not 

completing it (n = 3), or requesting their responses be withdrawn (n = 3). Of the 248 

remaining participants, most identified as New Zealand European (74.2%). The remaining 

participants identified as European (8.5%), Māori (5.6%), Asian (4 %), North American 

(2.8%), Pacific Islander (3.2%), and African (1.6%). In terms of relationship status, most 

participants were single (54.8%), followed by in a relationship-not married (41.1%), married 
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(2.4%), or separated (0.4%), and three participants declined to answer this question (1.2%). 

Further information on participants is included in the results section. 

Materials 

An information letter was provided at each time point. Participants were also 

presented with debriefing material at the completion of each asessment. The researchers 

contact details were included, as well as supports, including information about organisations 

providing mental health support and links to online resources (see Appendix B, C, D, & E for 

the information, informed consent, and debrief material, contact information, and helpline 

forms, respectively, for each time point). 

At time 1, the Childhood Trauma Questionnaire-Short Form (CTQ-SF; Bernstein et 

al., 2003) was used to assess victimisation in childhood (before the age of 15; the CTQ-SF is 

a copyrighted measure so is not included in the appendix). The PTSD Checklist for DSM-5 

(PCL-5; Weathers et al., 2013) was used at time 1 to assess symptoms of PTSD and distinct 

symptoms clusters (see Appendix F). The Dissociative Experiences Scale-II (DES-II; 

Bernstein & Putnam, 1986; Carlson & Putnam, 1993) was used at time 2 to measure levels of 

dissociation (see Appendix G). In addition, five questions from The Stressful Life 

Experiences Screening Questionnaire- Revised (SLESQ-R) were used at time 1 to measure 

interpersonal revictimisation in adulthood (questions included within text below). These same 

five items were used at time 2, 3, and 4, to measure cases of revictimisation between 

assessment points. For the full list of measures and behavioural tasks from the larger study, 

please see Appendix H. 

Childhood Trauma Questionnaire- Short Form (CTQ-SF) 

The CTQ-SF contains 28 items assessing emotional abuse, emotional neglect, physical 

abuse, physical neglect and sexual abuse in childhood alone (Bernstein et al., 2003). These 

five maltreatment scales were constructed of items derived from the following definitions of 

abuse and neglect. Emotional abuse was defined as “verbal assaults on a child’s sense of 
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worth or well-being or any humiliating or demeaning behaviour directed toward a child by an 

adult or older person” (Bernstein et al., 2003, p. 175). Emotional neglect was defined as “the 

failure of caretakers to meet children’s basic emotional and psychological needs, including 

love, belonging, nurturance, and support” (p. 175). Physical abuse was defined as “bodily 

assaults on a child by an adult or older person that posed a risk of, or resulted in, injury” (p. 

175). Physical neglect was defined as “the failure of caretakers to provide for a child’s basic 

physical needs, including food, shelter, clothing, safety, and health care (poor parental 

supervision was also included if it placed a child’s safety in jeopardy)” (p. 175). Sexual abuse 

was defined as “sexual contact or conduct between a child younger than 18 years of age and 

an adult or older person (at least 5 years older than the child)” (p. 175). In the present study, 

this was changed to younger than 15 years of age. The CTQ-SF uses a five-point Likert scale 

(1 = never true to 5 = very often true) and all items included the response, “I do not want to 

answer this question” in line with ethical requirements. These responses were coded as 

missing data. The scale has good psychometric properties in clinical and nonclinical samples 

(Bernstein et al., 2003; Scher et al., 2001; Walker et al., 1999). In the current study, it had a 

Cronbach’s alpha of α = .92.  

For this study, adverse childhood experiences were categorised as scores higher than 

the following cut-offs: Emotional abuse > 9, Emotional neglect > 14, Physical abuse > 7, 

Physical neglect > 7, and Sexual abuse > 7. Participants were categorised as victimised if they 

reached the cut-off on one or more scale, otherwise they were categorised as non-victimised. 

Those who were victimised were invited back to participate in time 2, 3, and 4. The 

thresholds were determined by Walker et al. (1999) after an experienced clinical interviewer 

administered structured interviews to 250 women to determine whether they had a clinically 

significant history of abuse or neglect. Receiver Operating Characteristics (ROC) methods 

were used to determine a threshold score for each of the five subscales, which provided very 
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good to excellent sensitivity and specificity for each subscale respectively (≥ 0.85; Walker et 

al., 1999).  

Questions from the Stressful Life Events Screening Questionnaire- Revised (SLESQ-R)  

The SLESQ-R is a13-item comprehensive screening self-report questionnaire that 

measures traumatic event exposure directly caused by another person (Green et al., 2006) and 

was designed for use with non-treatment seeking (community) samples (Goodman et al., 

1998). For the current study, five questions from the SLESQ-R were used to measure 

interpersonal revictimisation in adulthood at time 1. These same questions were used in all 

assessment points to measure cases of interpersonal revictimisation between assessment 

points. These were: (1) “Since the last session of this study, has a parent, romantic partner, or 

family member repeatedly ridiculed you, put you down, ignored you, or told you, you were no 

good?” (2)“Since the last session of this study, have you ever been kicked, beaten, slapped 

around or otherwise physically harmed by a romantic partner, date, family member, stranger, 

or someone else?” (3) “Since the last session of this study, has anyone ever threatened you 

with a weapon like a knife or gun?” (4) “Since the last session of this study, has anyone 

(parent, other family member, romantic partner, stranger or someone else) physically forced 

you to have intercourse, or to have oral or anal sex against your wishes, or when you were 

helpless, such as being asleep or intoxicated?” (5) “Other than experiences mentioned in 

earlier questions, has anyone touched private parts of your body, made you touch their body, 

or tried to make you have sex against your wishes since the last session of this study?” Each 

item included a reminder of the month in which the participant took part in the last session. 

Again, due to ethical requirements, “I do not want to answer this question” was included as 

an option and these responses were coded as missing data. 

Revictimisation was measured in two ways. Firstly, as a dichotomous variable 

(Yes/No). The five questions were individually assessed and if participants answered “yes” to 

any of the items, the individual was coded as revictimised. Secondly, a total score was 
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accumulated of revictimisation experienced between time 1 and time 4, with 0 being the 

minimum score and 15 being the maximum score (i.e., if each type of revictimisation was 

experienced across each of the 3 time points: time 2, 3, & 4).  

The Posttraumatic Stress Disorder Checklist for the DSM-5 (PCL-5) 

To measure PTSD symptoms at time 1, the 20-item self-report PCL-5 was used 

(Weathers et al., 2013). Items assess PTSD symptoms as defined by the DSM-5, covering the 

four separate clusters. The PCL-5 is used to screen individuals for PTSD to allow diagnostic 

interview follow-up, and monitor treatment change. Participants indicated how much they 

have been disturbed by each PTSD symptom over the past month, using a five‐point Likert 

scale (0 = Not at all to 4 = Extremely). Parallel to previous measurements, all items included 

the response “I do not want to answer this question”. Due to having to include this option the 

mean overall score for each participant was used rather than the total score. Higher mean 

scores indicated higher PTSD symptoms. Separate cluster severity scores were obtained by 

calculating the mean of the items in each subscale corresponding to respective symptom 

clusters (e.g., cluster B - intrusions: items 1-5; cluster C - avoidance: 6-7; cluster D - negative 

cognitions and mood: 8-14; cluster E - arousal: 15-20). The PCL‐5 is a psychometrically 

sound measure of PTSD symptoms in different populations (Blevins et al., 2015; Bovin et al., 

2016) and in the current study had a Cronbach’s alpha of α = .95. The Cronbach’s alpha for 

each subscale were as follows: Intrusions α = .89, Avoidance α = .83, Negative Cognitions 

and Mood α = .89, and Hyperarousal α = .85. 

The Dissociative Experiences Scale- II (DES-II) 

The DES-II which was developed by Bernstein and Putnam (1986) and updated by 

Carlson and Putnam (1993) was used at time 2 to measure frequency of dissociative 

experiences, or trait dissociation (Bernstein & Putnam, 1986; Carlson & Putnam, 1993). The 

scale is a 28-item self-report questionnaire in which participants indicate how often they have 

certain dissociative experiences in their daily life, on a scale for 0% (Never) to 100% (Always) 
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divided along 10 increments. These cover a range of non-pathological experiences, such as 

“Some people have the experience of driving or riding in a car or bus or subway and 

suddenly realizing that they don’t remember what has happened during all or part of the trip” 

and pathological experiences such as  “Some people sometimes find that they hear voices 

inside their head that tell them to do things or comment on things that they are doing.” The 

introductory information indicates participants should ignore experiences only had under the 

influence of drugs and alcohol. A participant’s score is the mean of all items, with higher 

scores showing greater frequency of dissociative experiences. A score of 30 or above 

indicates a potential clinical level of dissociation (Carlson & Putnam, 1993). The DES-II is a 

valid and reliable measure (Bernstein & Putnam, 1986; Carlson & Putnam, 1993) and in the 

current study had a Cronbach’s alpha of α = .94.  

Procedure 

Participants completed the fixed-order questionnaire battery online. They signed up 

through the psychology department participant pool system, SONA, and were sent the URL 

link for the study which took them to the Qualtrics online study survey platform. Participants 

were informed of the details of the study at each of the 4 time points through an information 

letter and consented to participate through a check box. They provided their student number 

to receive course credit and match up their responses in follow-up sessions. At each session, 

participants provided sociodemographic information including age, ethnicity (time 1 only), 

marital status, and acknowledgement they were female.  

Participants reporting victimisation in childhood were invited to participate at times 2, 

3, and 4 via email. Ongoing personal communication was also via email for reminders about 

each assessment, gratitude for participation, and communication about attainment of 

vouchers. Vouchers were given to participants either in person or sent via post.  

At the end of each session participants were presented with debriefing information and 

given the chance to have their responses withdrawn and destroyed. They were also asked if 
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they would like to receive the results of the study. The researchers contact information was 

included for any follow-up questions or if the participants wanted any support, as well as 

information about organisations providing mental health support and links to online resources. 

Data Analysis 

Data were analysed using the Statistical Package for Social Sciences (IBM® SPSS® Version 

26). Threshold for statistical significance was set at the p = < .05 level. Exploratory data 

analyses were conducted and no significant outliers were found. Difference in age was 

examined between the victimised and non-victimised groups at time 1 using a one way 

analysis of variance (ANOVA). ANOVA was also used to examine differences in PTSD 

symptoms at time 1. ANOVA was used as opposed to t-tests due to being a more robust and 

conservative measure and providing an effect size. Partial eta squared (ηp
2) effect sizes were 

reported for ANOVAs. Chi-Square analyses were conducted to explore differences in 

revictimisation rates across groups. Cramér’s V (V) effect sizes were reported for chi-square 

analyses. Chi-square assumptions were met unless otherwise specified. 

To ensure ANOVA assumptions of normality were met, data were examined for kurtosis and 

skewness and were in normal limits for all variables apart from when using a total score of 

accumulation of revictimisation experiences, which showed a positive skew. ANOVA has 

been found to be robust and a valid option despite non-normal distributions (Blanca et al., 

2017; Field, 2013). When homogeneity of variances assumption was violated, as detected by 

the Levene's test of equality of variances, a Welch ANOVA was calculated (Field, 2013; 

Welch, 1951). This test is said to be a more robust test in these circumstances and is also said 

have more power than the Brown-Forsythe calculation (Field, 2013).  

Before regression analyses were performed to assess hypotheses 3 and 4, a Pearson’s 

product-moment correlation was used to explore potential covariates. A binomial logistic 

regression was performed to determine the effects of PTSD symptoms at time 1 and 

dissociation at time 2 on the likelihood that participants were revictimised between times 1 
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and 4. The Box and Tidwell (1962) procedure was used to assess linearity of the independent 

variables which were found to be linearly related to the logit of the dependent variable. 

Tolerance values were greater than 0.1 indicating no concerns of multicollinearity. There 

were no standardized residuals ±3. Binomial logistic regression was also used to explore 

which PTSD symptom cluster was most predictive of revictimisation. Similarly, all 

assumptions were met.   

A hierarchical regression was performed to examine whether PTSD at time 1 and 

dissociation at time 2 could predict a greater accumulation of revictimisation experiences 

between times 1 and 4. Linearity of variables was assessed and found by partial regression 

plots and a plot of studentized residuals against the predicted values. Independence of 

residuals was assessed by a Durbin-Watson statistic of 2.45 which indicates evidence of a 

negative correlation between adjacent residuals, though still within the normal range (Field, 

2013) There was homoscedasticity, as assessed by visual inspection of a plot of studentized 

residuals versus unstandardized predicted values. Tolerance values were greater than 0.1 

indicating no concerns of multicollinearity. There was one studentized deleted residual of 

3.46 standard deviations which was kept in the analysis due to low leverage and influence. 

There was one leverage value of 0.21, which had low influence so was kept in the analysis. 

All values for Cook's distance were all well below 1. The normality assumption was met, as 

assessed by a Q-Q Plot.  

Multiple linear regression was carried out to examine which PTSD symptom cluster 

was most predictive of a greater accumulation of types of revictimisation between times 1 and 

4. Assumptions were checked parallel to what was described above. The Durbin-Watson 

statistic was 2.42 which again, indicates evidence of a negative correlation between adjacent 

residuals, though still within the normal range (Field, 2013). There was one studentized 

residual of 3.43, which was kept in the analysis due to low leverage and influence. Leverage 
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values of 0.33, 0.26, 0.25, and 0.21 were identified. These cases had low influence so were 

kept in the analysis. Cook’s distances were all well below 1. All other assumptions were met. 

Results 

Groups for Analyses 

Of 248 participants, 143 (57.7%) reached the cut-off for adverse childhood 

experiences and were classified as victimised. The remaining 105 (42.3%) were classified as 

non-victimised. These groups were used to assess hypotheses 1 and 2 (see Table 1 for 

demographic information). Forty-one participants completed all four assessment points and 

were used to assess hypothesis 3 (see Table 1 for demographic information). Sixty-eight 

participants who completed time 1 and 4 were used to assess hypothesis 4 when predicting 

whether revictimisation occurred or not (see Table 1 for demographic information). Because 

these 68 participants did not complete all four assessment points, they could not be used in 

cumulative revictimisation data analysis for hypothesis 4. Therefore, the group of participants 

who completed all four assessment points was used (N = 41).  Ten cases per predictor is 

considered acceptable (Field, 2013). 

Revictimisation Rates within Different Groups 

Of those participants who participated in all four assessment points (N = 41), over half 

(53.7%) had been revictimised between session 1 and 4 (16 month period). When 

accumulating experiences of revictimisation across times 2, 3, and 4, nineteen (46.5%) had 

experienced no cases of revictimisation, six (14.6%) had a cumulative total of one 

revictimisation experience, four (9.8%) had a total of two experiences, five (12.2%) had a 

total of three experiences, five (12.2%) had a total of four experiences, one (2.4%) had a total 

of five experiences, and one (2.4%) had a total of seven experiences.. Of those participants 

who completed time 1 and 4 (N = 68), over half (52.9%) were revictimised over the course of 

the study. 
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Victimised vs Non-Victimised Group Comparisons at Time 1 

Group comparisons were made before assessing hypothesis 1 and 2. A univariate 

between-subjects Welch ANOVA showed significant differences between groups in age, F(1, 

184.13) = 17.98, p < .001, ηp
2 = .05; small effect. Those in the victimised group were older 

than those in the non-victimised group (see Table 1 for differences between groups). Due to 

low counts in several cells, chi-squared analyses were not attempted for relationship status 

and ethnicity. 

Table 1 

Demographic Information for all Groups- Means (M) and Standard Deviations (SD) for Age, 

and Numbers (N, n) and Percentages (%) for Ethnicity and Relationship Status 

Demographic Characteristics Groups 
 Victimised Non-Victimised T1, 2, 3, & 4 T1 & 4 

 
Participants: 
  

N 
143 

% 
57.7 

N 
105 

% 
42.3 

N 
41 

N 
68 

Age:  M 
20.38 

SD 
4.05 

M 
18.84*** 

SD 
1.38 

M 
20.05 

SD 
3.06 

M 
20.50 

SD 
4.10 

     
Ethnicity:  

New Zealand European 
Māori 
Pacific Islander 
Asian 
European 
North American 
African 

n 
101 
10 
8 
7 
9 
4 
4 

% 
40.7 
4.0 
3.2 
2.8 
3.6 
1.6 
1.6 

 

n 
83 
4 
0 
3 
12 
3 
0 

% 
33.5 
1.6 
0.0 
1.2 
4.8 
1.2 
0.0 

n 
33 
2 
1 
3 
1 
1 
0 
 

% 
80.5 
4.9 
2.4 
7.3 
2.4 
2.4 
0.0 

 

n 
51 
5 
2 
5 
1 
2 
2 

% 
75.0 
7.4 
2.9 
7.4 
1.5 
2.9 
2.9 

Relationship status:  
Single – Not in a relationship 
In a relationship – Not married 
Married 
Separated 
I don’t want to answer the 
question 

n 
79 
54 
6 
1 
3 

% 
31.9 
21.8 
2.4 
0.4 
1.2 

n 
57 
48 
0 
0 
0 

% 
23.0 
19.4 
0.0 
0.0 
0.0 

n 
24 
15 
2 
0 
0 

% 
58.5 
36.6 
4.9 
0.0 
0.0 

n 
41 
24 
3 
0 
0 

% 
60.3 
35.5 
4.4 
0.0 
0.0 

Note. N = 248. T1, 2, 3, & 4: participants who completed all four time points. T1 & 4: 

participants who completed Time 1 and 4.  

*** indicates statistically significant differences between the victimised and non-victimised 

group at p < .001 
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Hypothesis 1: Group Comparisons of Revictimisation at Time 1 

Table 2 shows the Chi-square test of independence, for the intial two groups 

(victimised vs not victimised) across the revictimisation metric, which included being 

revictimised in any form, and then specific forms (i.e.,  sexual assault by forced penetration 

and/or oral sex, non-penetrative forced sexual activity involving touch, physical assault, 

emotional assault). The victimisation group were more likely to fall into the revictimisation 

categories on all markers except being assaulted with a weapon. Small effect sizes were found 

for both sexual forms of revictimisation and physical revictimisation. Medium effect sizes 

were found for emotional revictimisation and being revictimised in any form. Thus, as 

hypothesised, those reporting victimisation in childhood were more likely to report 

revictimisation in adulthood than those not victimised.  

Table 2 

Numbers (n) and Percentages (%) of Revictimisation and Chi-Square Analyses for 

Differences between Groups at Time 1 

Revictimisation  Victimised Non-Victimised Total Chi-Square tests of 
independence   n % n % N % 

Revictimised 
 
 
Sexual- Oral/ 
Penetration 
 
Sexual-Touch 
 
 
Physical 
 
 
Emotional 
 
 
Weapon 
 

Yes 
No 
 
Yes 
No 
 
Yes 
No 
 
Yes 
No 
 
Yes 
No 
 
Yes 
No 

102 
39 

 
33 
105 

 
46 
93 

 
28 
113 

 
70 
71 

 
7 

136 

72.3 
27.7 

 
23.9 
76.1 

 
33.1 
66.9 
 
19.9 
80.1 

 
49.6 
50.4 

 
4.9 
95.1 

31 
73 
 

11 
93 
 

20 
84 
 
3 

102 
 
5 

100 
 
2 

102 

29.8 
70.2 

 
10.6 
89.4 

 
19.2 
80.8 

 
2.9 
97.1 

 
4.8 
95.2 

 
1.9 
98.1 

133 
112 

 
44 
198 

 
66 
177 

 
31 
215 

 
75 
171 

 
9 

298 

54.3 
45.7 

 
18.2 
81.8 

 
27.2 
72.8 

 
12.6 
87.4 

 
30.5 
69.5 

 
3.6 
96.4 

χ²(1, N = 245) = 43.63,  
p < .001, V = .42 
 
χ² (1, N = 242) = 7.09,  
p = .008, V = .17 
 
χ² (1, N = 243) = 5.78,  
p = .016, V = .15 
 
χ² (1, N = 246) = 15.79,  
p < .001, V = .25 
 
χ² (1, N = 246) = 57.21,  
p < .001, V = .48 
 
χ² (1, N = 247) = 1.52,  
p = .218, V = .08. 

Note. V = Cramér’s V effect size.  
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In addition, Table 3 shows Chi-square tests of independence across cumulative distinct 

types of revictimisation at time 1. Scores of four and five types of revictimisation were 

omitted from the analyses due to low expected cell counts. No participants experienced all 

five distinct types and five participants in the revictimised group experienced four distinct 

types. There was a significant difference found between groups for the full chi-square 

omnibus, with a large effect size. Participants in the victimised group were more likely to 

have experienced more distinct types of revictimisation than the non-victimised group 

between the age of 15 and time 1. Planned comparisons showed those in the victimised group 

were more likely to have experienced one, two, or three versus no distinct types of 

revictimisation when compared to the non-victimised group, all with medium effect sizes. In 

addition, those victimised were more likely to have experienced two versus one distinct types 

of revictimisation when compared to the non-victimised group, with a small effect size. There 

was no significant differences between the victimised and non-victimised groups when 

comparing one versus three distinct types of revictimisation, though this trended towards 

significance. There was no significant difference when comparing two versus three distinct 

types of revictimisation between the groups. All assumptions were met, though twenty-five 

percent of cells had an expected call count of less than five for the latter comparison only, 

which may impact on the interpretability of the statistic. However, the percentages between 

groups for two versus three distinct types of revictimisation were similar. 
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Table 3 

Numbers (n) and Percentages (%) of Distinct Types of Revictimisation and Chi-Square 

Analyses for Differences between Groups at Time 1 

Revictimisation  Victimised 
 n % 

Non-Victimised 
n % 

Total 
  N          % 

Chi-Square tests  
of independence 

Total Comparison 

0 
1 
2 
3 

41 
47 
33 
17 

29.7 
34.1 
23.9 
12.3 

74 
23 
6 
2 

70.5 
21.9 
5.7 
1.9 

115 
70 
39 
19 

46.4 
28.2 
15.7 
7.7 

χ² (3, N = 243) = 44.57,  
p < .001, V = .43 

0 vs 1 Type 
0 
1 

41 
47 

46.6 
53.4 

74 
23 

76.3 
23.7 

115 
70 

62.2 
37.8 

χ²(1, N = 185) = 17.30,  
p < .001, V = .31 

0 vs 2 Types 
0 
2 

41 
33 

55.4 
44.6 

74 
6 

92.5 
7.5 

115 
39 

74.7 
25.5 

χ²(1, N = 154) = 27.97,  
p < .001, V = .43 

0 vs 3 Types 
0 
3 

41 
17 

70.7 
29.3 

74 
2 

97.4 
2.6 

115 
19 

85.8 
14.2 

χ²(1, N = 134) = 19.24,  
p < .001, V = .38 

1 vs 2 Types 
1 
2 

47 
33 

58.8 
41.2 

23 
6 

79.3 
20.7 

70 
39 

64.2 
35.8 

χ²(1, N = 109) = 3.92,  
p = .048, V = .19 

1 vs 3 Types 
1 
3 

47 
17 

73.4 
26.6 

23 
2 

92.0 
8.0 

70 
19 

78.7 
21.3 

χ²(1, N = 89) = 3.69,  
p = .055, V = .20 

2 vs 3 Types a 
2 
3 

33 
17 

66 
34 

6 
2 

75 
25 

39 
19 

67.2 
32.8 

χ²(1, N = 58) = 0.25,  
p = .615, V = .07 

Note. V = Cramér’s V effect size. 
a  Twenty-five percent of cells had an expected call count of less than five for the latter 

comparison only, which may impact on the interpretability of the statistic. 

Hypothesis 2: Group Comparisons of PTSD at Time 1 

Table 4 shows the Welch One-way ANOVA for the two groups (victimised vs not 

victimised) for PTSD total mean score and mean scores for specific symptom clusters (i.e., 

intrusions, avoidance, negative mood and cognitions, and hyperarousal) as measured by the 

PCL-5. The victimised group had significantly higher PTSD total mean scores, and mean 

scores on all four subscales. Medium effect sizes were found for all comparisons. Therefore, 
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the second hypothesis was also supported; those who had been victimised in childhood had 

significantly higher PTSD symptoms, compared to those who had not been victimised. 

Table 4 

Means (M), Standard Deviations (SD), and Welch One-Way ANOVA Statistics for PCL-5 

(Mean Scores) 

Measure/Subscales Victimised  Non-Victimised df F ηp
2 

 M SD  M SD     
Total 
Intrusions 
Avoidance 
Neg Cogs/Mood 
Hyperarousal 

1.75 
1.72 
2.02 
1.76 
1.67 

1.00 
1.10 
1.27 
1.10 
1.09 

 1.06  
0.98 
1.30 
1.07 
1.02 

0.75 
0.84 
1.16 
0.86 
0.81 

1, 245.92 
1, 245.61 
1, 235.38 
1, 244.95 
1, 245.96 

38.89*** 
36.34*** 
21.16*** 
30.28*** 
29.97*** 

.13 

.12 

.08 

.10 

.10 
Note. N = 248. PCL-5 = PTSD Checklist for DSM-5. Neg Cogs/Mood = Negative Cognitions 

and Mood. *** p < .001 

Hypothesis 3: PTSD and Dissociation Predicting Revictimisation 

Two analyses were carried out to test the third hypothesis; whether PTSD at time 1 

and dissociation at time 2 could predict revictimisation at time 4. Whilst age was significantly 

associated with victimisation status, and therefore may be associated with revictimisation 

status, correlations of age and revictimisation as a dichotomous variable (Yes/No), r(40) = -

.06, p = .689, or with regard to cumulative experiences, r(40) = -.01, p = .970, were not 

significant. Thus, age was not included as a covariate when testing hypothesis 3 or 4.  

The first analysis to test hypothesis 3 was a binomial logistic regression exploring 

whether PTSD and dissociation could predict revictimisation as a dichotomous variable 

(Yes/No). The final model was not statistically significant χ² (2) = 4.53, p = .104. It explained 

14% (Nagelkerke R²) of the variance, and correctly classified 58.5% of cases. Neither PTSD 

nor dissociation were statistically significant (see Table 5). Therefore, hypothesis 3 was not 

supported when looking at revictimisation as a dichotomous variable. 
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Table 5 

Logistic Regression Predicting Likelihood of Revictimisation (Yes/No) based on PTSD and 

Dissociation (Mean Scores) 

 M SD B SE B Wald df p Odds 
Ratio 

95% CI for  
Odds Ratio 

         LL UL 
PTSD  1.81 0.86 0.58 0.41 2.02 1 .156 1.79 0.80 4.00 
Dissociation 27.09 16.20 0.26 0.22 1.40 1 .236 1.03 0.98 1.07 
Constant   -1.59 .923 2.96 1 .086 0.24   
Note. N = 41. CI = confidence level; LL = lower limit; UL = upper limit. 

The second analysis was a hierarchical multiple linear regression exploring whether 

PTSD at time 1 and dissociation at time 2 predicted a greater accumulation of revictimisation 

experiences at time 4. The full model with PTSD symptoms and dissociative symptoms as 

predictors of revictimisation (cumulative) was statistically significant, R² = .22, F(2, 38) = 

5.38, p = .009; adjusted R²  = .18. Adding PTSD symptoms to the prediction of 

revictimisation (Step 1) did not lead to a statistically significant increase in R², ΔR² = .07, F(1, 

39) = 3.045, p = .089. The addition of dissociative symptoms (Step 2) led to a statistically 

significant increase of variance explained by the model, ΔR² = .15, F(1, 38) = 7.23, p = .011 

(see Table 6). Therefore, hypothesis 3 was supported when looking at revictimisation by 

cumulative revictimisation experiences, though only dissociation was a significant predictor. 

Table 6 

Hierarchical Regression Predicting Revictimisation (Cumulative) based on PTSD and 

Dissociation 

 B 95% CI for B SE B β R² ΔR² 
  LL UL     

Step 1: 
Constant 
PTSD 

 
0.47 
0.56 

 
-0.83 
-0.09 

 
1.77 
1.21 

 
0.65 
0.32 

 
 

.27 

.07  

Step 2: 
Constant 
PTSD 
Dissociation 

 
-0.38 
0.37 
0.04 

 
-1.75 
-0.25 
-0.01 

 
0.99 
0.99 
0.08 

 
0.68 
0.31 
0.02 

 
 

.18 

.40 

.22 .15* 

Note. N = 41. CI = confidence level; LL = lower limit; UL = upper limit.  

* p < .05. 
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Hypothesis 4: PTSD Subscale most Predictive of Revictimisation 

Two analyses were also carried out to test hypothesis 4; that the hyperarousal 

symptom cluster of PTSD would be most predictive of revictimisation. Again, age was not 

used as a covariate when assessing hypothesis 3 as it was not significantly related to 

revictimisation as a dichotomous variable (Yes/No) within this group either, r(66) = -.01, p = 

.907.  

The first analysis was a binomial logistic regression exploring which symptom cluster 

of PTSD was most predictive of revictimisation as a dichotomous variable (Yes/No) at time 4. 

The logistic regression model was not statistically significant χ²(4) = 5.992, p = .200. The 

model explained 11.3% (Nagelkerke R²) of the variance and correctly classified 57.4% of 

cases. None of the four subscales measuring distinct symptom clusters were statistically 

significant (Table 7). Thus, hypothesis 4 was not supported in this analysis.  

Table 7 

Means (M) and Standard Deviations (SD) for Four Distinct Symptom Clusters of PTSD as 

measured on the PCL-5 and Logistic Regression Predicting Likelihood of Revictimisation 

(Yes/No) 

PCL-5 Subscale M SD B SE B Wald df p Odds Ratio 95% CI for  
Odds Ratio 

         LL UL 
Intrusions 1.81 1.02 0.51 0.39 0.02 1 .895 1.05 0.49 2.24 

Avoidance 2.20 1.29 -0.10 0.26 0.13 1 .717 0.91 0.54 1.52 
Neg Cogs/Mood 1.86 1.07 0.20 0.41 0.23 1 .632 1.22 0.54 2.73 
Hyperarousal 1.75 0.97 0.50 0.45 1.21 1 .272 1.64 0.68 3.99 
Constant   -0.99 0.58 2.76 1 .097 0.37   
Note. N = 68. CI = confidence level; LL = lower limit; UL = upper limit. Neg Cogs/Mood = 

Negative Cognitions and Mood. 

The second analysis was a multiple linear regression exploring which symptom cluster 

of PTSD predicted a greater accumulation of revictimisation experiences at time 4. The 

multiple regression model was not statistically significant in predicting revictimisation 

(cumulative), F(4,40) = 1.45, p = .237, R²(adj) = -.04. None of the four symptom clusters 
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were statistically significant in adding predictive power to the model (see Table 8). Again, 

hypothesis 4 was not supported in this analysis.  

Table 8 

Multiple Regression Predicting Revictimisation (Cumulative Experiences) based on Four 

Distinct Symptom Clusters of PTSD 

PCL-5 Subscale B 95% CI for B SE B β p R² R²(adj) 
  LL UL      

Model 1 
Constant 
Intrusions 
Avoidance 
Neg Mood/Cogs 
Hyperarousal 

 
0.15 
-0.09 
0.35 
-0.26 
0.71 

 
-1.24 
-0.88 
-0.21 
-1.09 
-0.22 

 
1.53 
0.70 
0.92 
0.56 
1.65 

 
0.69 
0.39 
0.28 
0.41 
0.46 

 
 

-.05 
.24 
-.16 
.35 

 
.833 
.823 
.212 
.520 
.130 

.14 .04 

Note. N = 41. Model l= “Enter” method; CI = confidence interval; LL = lower limit; UL = 

upper limit 

Discussion 

This study aimed to examine the relationship between adverse childhood experiences, 

PTSD symptoms, dissociation, and revictimisation using a prospective design with females 

reporting abuse and/or neglect early in life. The predictive capacity of PTSD symptoms and 

dissociation was examined for revictimisation over a 16-month period. Separately assessed as 

predictors were the four distinct symptom clusters of PTSD as defined by the DSM-5: 

intrusions, avoidance, negative mood and cognitions, and hyperarousal. As hypothesised, 

victimisation in childhood (i.e., sexual, emotional, and physical abuse as well as physical and 

emotional neglect) was significantly associated with interpersonal revictimisation in 

adulthood (i.e., sexual penetration and touch, physical, emotional, and with a weapon; 

hypothesis 1). Victimisation was also associated with PTSD symptoms in adulthood 

(hypothesis 2). Conversely to what was expected, PTSD and dissociation did not predict 

revictimisation prospectively when measuring revictimisation as a dichotomous variable 

(Yes/No). However, dissociation at time 2 predicted a greater number of cumulative 

revictimisation experiences over the study period, offering partial support for hypothesis 3.  
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An increase in PTSD symptoms was not significantly associated with future cumulative 

revictimisation. Hence, hypothesis 4 of hyperarousal symptoms predicting revictimisation 

was not supported.  

Prevalence of Victimisation and Revictimisation 

Prevalence rates of victimisation and revictimisation were high in all groups. More 

than half of the total sample had been victimised in childhood. Almost three quarters of the 

victimised group had been revictimised in adulthood. More than half of those who completed 

all four assessment points were revictimised between time 1 and 4. Furthermore, over half of 

those participants who completed time 1 and 4 were revictimised within the 16-month period 

of the study. Lifetime prevalence rates for revictimisation related to general maltreatment is 

severely lacking. In a recent meta-analysis of 80 studies comprising 12, 000 child sexual 

abuse survivors, the mean prevalence of sexual revictimisation was 47.9% (Walker et al., 

2017). Data on a New Zealand population exploring revictimisation is also lacking. These 

findings show that childhood maltreatment followed by adult revictimisation is very apparent 

in a New Zealand university sample. With child-abuse statistics in New Zealand one of the 

highest in the world, it is important to uncover the detrimental effects that different forms of 

maltreatment have on a person’s prospects of being hurt in later life.  

Relationship between Victimisation and Revictimisation  

Childhood maltreatment as a whole, including sexual, emotional, and physical abuse 

as well as physical and emotional neglect was significantly associated with interpersonal 

revictimisation in adulthood (i.e., sexual assault- penetration and touch, physical assault, 

emotional assault, and assault with a weapon). This effect was significant for all distinct types 

of revictimisation with the exception of assault with a weapon. Low incidence rate of assault 

with a weapon occurring in the general population may explain the lack of association in the 

sample.  
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The association found between childhood maltreatment as a whole and revictimisation 

may be because detrimental effects mainly found in sexual revictimisation literature could 

also extend to other forms of abuse such as emotional and physical abuse and physical 

neglect. All forms of early maltreatment perpetrated by a caregiver can disrupt the primary 

attachment relationship that forms the basis of our psychological and biological maturity (Van 

der Kolk, 1989). When the very person who is meant to protect us is also causing us pain this 

can lead to a confused and disorganised state, leading to psychological vulnerability. 

Externalizing and internalising problems, low self-esteem and less cognitive development 

have been associated not only with sexual abuse but also emotional and physical abuse, and 

physical neglect (Spinazzola et al., 2014). These difficulties may increase the vulnerability to 

all forms of victimisation in adulthood. Although the direct contribution of each distinct type 

of victimisation are poorly understood, and the links to distinct types of revictimisation were 

not explored in the present study, the findings add to the growing body of literature showing 

that maltreatment generally is associated with revictimisation (Auslander et al., 2018; Dias et 

al., 2017; Spinazzola et al., 2014; Widom et al., 2008). 

Although causality cannot be inferred, based on the association found and the 

increasing body of research, one could suggest that: (1) childhood maltreatment in general 

may increase the risk of initial revictimisation occurring, (2) childhood maltreatment in 

general may increase the risk of experiencing distinct types of revictimisation (with the 

acceptance of assault with a weapon), and (3) childhood maltreatment may increase the risk of 

experiencing multiple types of revictimisation. Previous research focuses mainly on sexual 

and physical maltreatment and revictimisation. Empirical research on the outcomes of all 

types of abuse and the mechanisms increasing the risk for revictimisation is vital, not only to 

identify dynamic (i.e., changeable) factors that can be targeted to interrupt the cycle, but also 

because each additional revictimisation is said to exacerbate initial sequelae (Arata, 2002; 

Fortier et al., 2009; Walker et al., 1999; Werner et al., 2016). 
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Age Difference between Victimised and Non-Victimised Groups 

A significant difference was found in age between the victimised and non-victimised 

groups at time 1. Participants who had been victimised in childhood were older than those 

who had not been victimised. The reasons for this are not entirely clear though possible 

explanations are now offered. Younger individuals may not have spent as much time 

reflecting on their life and events they have experienced, which may have them reporting less 

victimisation early in life, with older individuals potentially reframing events in their life as 

abusive. It is also possible that older participants were less reluctant to disclose their 

childhood victimisation experiences. The current study was not designed to examine these 

possible reasons for age differences across groups but age should be explored more fully in 

future work given it may be an important predictor of disclosing childhood maltreatment. 

Interestingly, age was not shown to be significantly associated with reported revictimisation 

in the sample. 

Relationship between Victimisation and PTSD 

A significant relationship was found between childhood maltreatment and PTSD 

symptoms. This was similar to other recent studies (Auslander et al., 2018; Spinazzola et al., 

2014). Criterion A for PTSD in the DSM-5 is “exposure to actual or threatened death, serious 

injury or sexual violence” (American Psychiatric Association, 2013, p. 271). Physical and 

sexual abuse are well established as etiological factors of PTSD and related directly to this 

criterion, though emotional abuse, and emotional and physical neglect is excluded from the 

DSM-5 conceptualisation of PTSD. These are often excluded from research of revictimisation 

and may seem trivial when compared with sexual and physical abuse as more silent types of 

abuse that are more difficult to detect and quantify. Emotional abuse and physical and 

emotional neglect may be so severe that the individual perceives their survival to be 

threatened. This could lead to PTSD directly, or result in an increased risk of developing 

PTSD from succeeding traumatic events (Hoeboer et al., 2021). This indirect effect could be 
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through difficulties with psychological functioning, such as difficulties with affect regulation, 

increase in internalising difficulties, and a lack of external resources (e.g., support) to deal 

with future potentially traumatic events. Empirical evidence shows support for emotional 

being significantly associated with PTSD and depression, and was found to have more of a 

significant impact on psychological vulnerability than sexual or physical abuse (Spinazzola et 

al., 2014). 

Although we cannot infer causality, and can only make inferences about maltreatment 

as a whole, the findings along with past research demonstrates the importance of assessing all 

types of maltreatment when addressing the impact of adverse childhood experiences on 

psychological functioning. More evidence is needed to challenge the common misconception 

that sexual and physical abuse are more damaging than emotional abuse, and to explore 

detrimental effects of other types of abuse. The importance of identifying risk and protective 

factors that may contribute or counteract the detrimental effects of childhood maltreatment 

has on the victim is again highlighted. 

PTSD as a Predictor of Revictimisation 

PTSD was not found to be a significant predictor of whether revictimisation occurred 

and was not associated with a greater accumulation of revictimisation experiences over the 

16-month period. This may be due to low PTSD scores in the sample. Total mean scores on 

the PCL-5 measuring PTSD symptoms fell between “A little bit” and “Moderately” on the 

Likert-scale used. Low scores indicate that symptoms experienced were likely not strong or 

recurrent enough to reach a clinically relevant level of PTSD. Victimisation experiences and 

any revictimisation occurring before the study commenced may have generally been quite 

well integrated in this non-clinical, student sample, given the reasonably low PTSD scores. 

Yet, an artefact of the methodology might have also produced the low PTSD scores. For 

ethical purposes, the information letters at the start of the study (and then for each subsequent 

session) provided to participants contained cautionary material that the study might elicit 
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painful memories and trigger PTSD symptomology. This may have deterred potential 

participants from joining the study or dropping out before completing the battery at time 1. 

Had these individuals participated, this may have increased PTSD mean scores and 

revictimisation episodes, and strengthened their relationship.  

When exploring distinct PTSD symptom clusters (intrusions, avoidance, negative 

mood and cognitions, and hyperarousal), no symptom cluster was significant in predicting 

whether individuals experienced revictimisation or predicted cumulative experiences 

revictimisation over the 16-month follow-up period. After our findings that PTSD did not 

significantly add to predictive power to the above model, this finding was not unexpected.  

Again, it is possible there were no significant findings due to low mean scores on the 

hyperarousal subscale of the PCL-5, which also fell between “A little bit” and “Moderately”.  

However, in previous research, the hyperarousal cluster predicted intimate partner violence 

(Iverson et al., 2013), a form of revictimisation, with similar scores on the PCL-5. The 

hyperarousal symptom cluster also significantly mediated the relationship between child 

sexual abuse and adult sexual abuse in another study (Risser et al., 2006).  

In theory, the hyperarousal symptom cluster is likely to increase vulnerability to 

revictimisation through a number of mechanisms. Irritability and outbursts may escalate 

conflict in the home and lead to intimate partner violence (Jaffe et al., 2019). Sleep 

disturbances and concentration problems may result in the individual being an easy target 

through fatigue and not being aware of one’s surrounding. Hypervigilance and exaggerated 

startle response can generalise into everyday life and is said to desensitise the individual to 

actual threat, decreasing risk detection and an awareness of when a dangerous situation is 

actually about to occur (Messman-Moore & Long, 2003). Reckless or self-destructive 

behaviour may cause the individual to expose themselves to risky situations, such as ingesting 

excessive amounts of alcohol or drugs in a public setting, or exposing oneself to risky sexual 

behaviours. 
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PTSD involves a changeable collection of symptoms, and each person’s experience is 

unique. The different array and combination of symptoms one can be experiencing, and their 

individual and collective effects on the individual’s behaviour may vary drastically. For 

example, avoidance and intrusions may decrease the risk for revictimisation, as these 

experiences may decrease exposure to potential risky situations. The individual is likely to 

avoid places or people that remind them of past traumatic experiences and are likely remain in 

situations where they feel, and most likely are, safe. Individual’s experiencing intrusions may 

be hyper-reactive to situations that do not contain threat (Chu, 1992). Negative cognitions and 

mood may also decrease exposure to potentially dangerous situations, such as if the individual 

is withdrawing from social situations due to a negative emotional state, and having difficulties 

in connecting with others. However, having amnesia for important parts of the trauma and 

experiencing self-blame cognitions may increase vulnerability for dangerous situations, by an 

inability to use learning from past distressing experiences to heighten safety or an acceptance 

that ‘bad’ things will happen and one should not expect to be treated with care.  

As Chu (1992) suggested, vulnerability to revictimisation could be dependent on what 

PTSD symptoms are most prominently experienced on a subjective basis, and also what 

symptoms are being manifested directly proceeding the risky situation. This is very hard to 

measure in a research sample and may explain the variability in results within the literature. 

Dissociation as a Predictor of Revictimisation 

Dissociation did not predict whether revictimisation would occur, though it was found 

to increase the likelihood that an individual would have a higher cumulative experience of 

revictimisation. Dissociation, as measured on a continuum, is a fundamental aspect of 

personality that the general population experiences, and therefore will likely be more evident 

in a student sample than PTSD symptoms. Mean scores on the DES-II measuring dissociative 

symptoms and experiences in the sample were five times the mean scores found in the general 

adult population (5.4; Carlson & Putnam, 1993) and very close to indicating a potential 
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clinical level of dissociation in the sample ( ≥ 30; Carlson & Putnam, 1993). Therefore, an 

effect of dissociation was more likely to be found. Dissociation is said to rise following 

trauma (Zamir et al., 2018) which may also support the finding that individuals were more 

likely to be revictimised a second or even third time over the course of this study. 

Dissociation increasing vulnerability to revictimisation will now be explored.  

The sitting duck syndrome describes a vulnerable disposition of those who have high 

dissociative experiences (Kluft, 1990a, 1990b). Dissociation is a defence mechanism to 

prevent overwhelming negative emotion to be fully experienced, keeping it outside of 

conscious awareness creating incomplete and fragmented memories (Chu, 1992; Spiegel, 

1986). As a result, the individual who has high dissociation cannot learn from past 

experiences as they may not recognise emotions such as fear and anxiety (Zamir et al., 2018). 

This prevents the individual to use these emotions adaptively to be able to detect danger cues 

in risky situations and engage in self-protective behaviours, such as withdrawing from the 

dangerous situation, (Chu, 1992; Finkelhor, 1987).  

Experiences of overwhelming childhood abuse, commonly resulting in dissociation 

(Chu & Dill, 1999; DePrince, 2005), may also result in enduring feelings of helplessness, 

powerlessness, and a low sense of self-efficacy leaving them submissive to the abuse 

(Finkelhor, 1987). This is termed inescapable shock (Van der Kolk, 1989). Dissociation can 

also cause the individual to look dazed or confused which can be detected by a perpetrator, 

and the individual is seen as an ‘easy target’.  

In previous studies, dissociation predicted IPV in a sample of 69 women, with mean 

scores on the DES-II of 23.36 (Iverson et al., 2013). This suggests that elevated, but not 

clinically relevant, dissociative experiences can be significantly associated with 

revictimisation. Similarly, Bockers et al. (2014) found that state dissociation significantly 

predicted the likelihood of revictimisation. Further research is needed to corroborate the 

findings that dissociation increases the likelihood of cumulative experience of revictimisation. 
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State dissociation as well as trait dissociation should be measured in a prospective study to 

compare their association with revictimisation. 

Theoretical and Practical Implications 

While many factors associated with risk of revictimisation could not be explored here, 

the present study suggests that dissociation is one important variable predictive of 

experiencing more episodes of revictimisation. This has important implications for 

assessment and intervention. Dissociation should to be directly assessed in clinical interviews 

generally, but particularly with survivors of childhood maltreatment. Treating dissociative 

symptoms may decrease the number of revictimisation experiences in those who have been 

victimised in childhood.  

The findings suggest that all forms of childhood maltreatment can have detrimental 

effects on the victim, such as increased PTSD symptoms and revictimisation. There is 

evidence that emotional abuse can have more harmful effects than other forms of childhood 

maltreatment (Auslander et al., 2018; Dias et al., 2017; Spinazzola et al., 2014; Widom et al., 

2008), and while not explored in isolate in this study, it is the most prevalent form of abuse in 

New Zealand.  Emotional abuse and neglect are difficult to detect and do not often come to 

the attention of child protection services. Clinical assessment of young people should include 

measures of emotional abuse, and emotional and physical neglect in an attempt to detect these 

forms of maltreatment, which otherwise may go under the radar. Although detecting these 

forms of maltreatment may be difficult, their detection and treatment may prevent further 

deleterious effects on individuals.  

Clinicians are in a position to reduce the likelihood of revictimisation if sequelae of 

victimisation are targeted. Psychotherapy should focus on dissociation if detected. If victim’s 

self-esteem is improved or if adaptive behavioural responses of self-protective behaviours are 

modelled and learned, this may decrease vulnerability to revictimisation (Messman-Moore & 

Long, 2003). Therapies based risk detection and executive function (RD/EF) perspectives and 
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social learning and feminist (SL/F) theory (DePrince et al., 2015), as well as trauma-focused 

cognitive behavioural therapy (Cohen et al., 2017) have shown to be effective in reducing 

revictimisation. More research on effective therapies for survivors of childhood maltreatment 

is warranted. 

Limitations and Directions for Future Research 

There are a number of limitations to the present study. These are now discussed with 

directions for future research. Due to ethical requirements, “I don’t wish to answer this 

question” was a required response option, because of the sensitive nature of the 

questionnaires. As well as decreasing total scores on the PCL-5 and subscale scores, it also 

contributed to missing data when asking about specific types of revictimisation. Thus, 

cumulative experiences of revictimisation scores may have been higher. Responses of, “I 

don’t want to answer this question” had to be coded as ‘no’ for that type of revictimisation, 

when it is possible, maybe even likely that the most accurate answer would have been ‘yes’, 

making the accumulation scores for some participants lower than in actuality. Research has 

shown that participants in trauma-related research reported more personal benefits than 

unexpected or negative emotional reactions (DePrince & Chu, 2008). 

Although the measure of cumulative experiences of revictimisation was not arbitrary, 

had there been a measure of each separate case of revictimisation within distinct types of 

revictimisation, our findings may have been more telling. Using a psychometrically validated 

measure of interpersonal revictimisation at each assessment point would have increased the 

internal and external validity of the findings. As well as having a count of each separate case 

of revictimisation, adding an open-ended ‘catch-all’ question would have been useful. 

Allowing participants to describe other experiences of revictimisation may have increased the 

accuracy in capturing every individual experience that potentially could have been coded as 

revictimisation that was otherwise not captured with the questions used. 



PTSD, DISSOCIATION, AND REVICTIMISATION                                                    47 

 

Another limitation to this study was the timing of when dissociation was measured; at 

time 2 and not at time 1. It would have been interesting to see the difference in dissociation 

scores between the victimised and non-victimised groups. Dissociation has been linked with 

early family trauma (Chu & Dill, 1999; DePrince, 2005) and therefore would have been 

expected to be associated with childhood maltreatment in the sample.  

Attrition rates between time 1 and 2 were high but there was no attrition between time 

2 and 4. This may have been because of the ongoing personal communication and reminders 

via email. Even so, the sample size was small reducing the power of the study. Individuals 

who ceased participation after time 1 may have had more severe posttraumatic 

symptomology, making the questionnaires more triggering; therefore, leading to drop out. 

High dropout rates between time 1 and 2 may also have been due to the length of each 

assessment (up to one hour). The sample population was also a convenience sample of first 

year psychology students studying at the University of Canterbury. The results may be 

particular to university samples and may not generalise to other survivors of childhood 

maltreatment. 

Using retrospectives self-report of childhood maltreatment may have resulted in 

inaccurate or selective recall of traumatic events. This could be due to memories fading over 

time, or due to memories being repressed, or dissociated. Longitudinal studies from an early 

age would be a solution to this issue, though these are very time consuming and costly. 

Prospective studies eliminate memory bias and improve the accuracy of directions of 

associations (Zamir et al., 2018). 

The use of an online data collection programme and lack of attention and validity 

items could also limit generalisability of findings. Supervised, in-person assessments would 

have controlled for attentional factors and given participants the opportunity to clarify 

questions. Collection of data using online forums; however, may increase the probability that 
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participants answer truthfully about sensitive information, which may be less likely with a 

face-to-face interview (Tourangeau & Smith, 1996).  

The vast majority of previous studies have focussed solely on sexual victimisation 

leading to revictimisation and have not taken into account other forms of childhood 

maltreatment (see reviews by Arata, 2002; Messman-Moore & Long, 2003; Scoglio et al., 

2019). While classifying victimisation collectively in terms of sexual, emotional, and physical 

abuse as well as physical and emotional neglect prevents exploration of distinct effects on 

revictimisation, these types of abuse often co-occur (Arata et al., 2005; Briere & Runtz, 1988; 

Rosenberg, 1987). This makes it very difficult to determine whether the effects are from a 

particular trauma or whether the effects are from maltreatment in general (Bernstein et al., 

2003). Measuring a specific type of childhood maltreatment and its’ sequelae in isolation is 

questionable as it does not mirror reality nor takes into account the effects of other abuse 

types that could be co-occurring. While including all types of maltreatment is a strength of the 

present study, exploring whether there is a stronger correlation between specific victimisation 

types to revictimisation would further test the assumption that sexual abuse is more 

detrimental than other forms (e.g., emotional) of abuse or neglect and would inform 

intervention.  

Finally, revictimisation is an extremely complex process which likely involves a vast 

range of risk and protective factors. Although testing simple models can be advantageous as it 

provides more focussed knowledge to directly and easily inform intervention, additional 

explanatory mechanism further than what was explored in the present study are likely. 

Development and examination of more complex models of revictimisation is warranted. 

Drawing on the sexual revictimisation literature, along with the findings of the present study, 

dissociation, risky behaviour (sexual, drug and alcohol use), emotion dysregulation, other 

maladaptive coping strategies and interpersonal difficulties are suggested as the most 

promising risk factors to include within these models (Messman-Moore & Long, 2003; 
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Scoglio et al., 2019). Resiliency, adaptive coping strategies, use of treatment, supportive 

networks, positive self-schemas, and self-efficacy are possible protective factors worth 

exploring. 

Summary and Conclusion 

Revictimisation is a very complex phenomenon with multiple pathways and 

predictors. This study adds to existing literature exploring revictimisation and suggests that 

childhood maltreatment as a whole, including sexual, emotional, and physical abuse as well as 

physical and emotional neglect is significantly associated with interpersonal revictimisation in 

adulthood (i.e., sexual- penetration and touch, physical assault, emotional assault, and assault 

with a weapon). Moreover, childhood maltreatment as a whole is associated with PTSD 

symptoms. This calls for further research examining distinct forms of childhood 

maltreatment, their sequelae, and their effects on distinct types of adulthood victimisation. 

Multiple types of maltreatment often co-occur and examining one or two in isolation does not 

mirror reality. Greater attention should be dedicated to both the individual contribution and 

intersect of distinct forms of victimisation.  

The prospective aspect of the study suggests dissociation is an important factor in the 

prediction of cumulative revictimisation but not whether revictimisation will occur. 

Dissociation should always be assessed in clinical interventions and this is especially vital for 

those survivors of victimisation. Treating dissociation is may prevent future revictimisation. 

PTSD symptoms were not found to be a significant predictor of revictimisation. This may be 

due to the complex nature of PTSD and its varying expression depending on what symptoms 

are most predominately being experienced. Future prospective studies should aim to uncover 

dynamic predictors of revictimisation to inform intervention and prevent lightning from 

striking twice.  
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Appendix B1: Information Letter for Time 1 

  
 
 
 
 
 
 

“Do childhood experiences, emotions, and thoughts say anything about dating in 
adulthood?” 

Collaboration between University of Canterbury and University of Groningen, Netherlands 
 
 Researchers 

Bruno Unger, Honours student, Department of Psychology 
Jenna Heins, Masters Student, Department of Psychology 
Martin Dorahy, Professor, Department of Psychology 
Judith Daniels, Associate professor, University of Groningen  
Fatemeh Fereidooni, University of Groningen 
 
 Contact information 

Principal investigator: martin.dorahy@canterbury.ac.nz, Ph: (03) 369 4337 
Co-investigators: bhu31@uclive.ac.nz, jenna.heins@pg.canterbury.ac.nz, Ph: (03) 369 2693 
 
 Introduction 

You are invited to participate in the study of “Do childhood experiences, emotions, and 
thoughts say anything about dating in adulthood?” You are invited to participate in this study 
because you are a first-year female student in the Department of Psychology at the University 
of Canterbury.  
 
Please read this information sheet carefully and ask any questions you may have before 
consenting to take part in the study. 
 
 Researchers 

The researchers in charge of this study are Professor Martin Dorahy, Bruno Unger, and Jenna 
Heins. The current study will be run in international collaboration with the studies conducted 
by Fatemeh Fereidooni and Dr. Judith Daniels at the University of Groningen, Netherlands. 
 
 Purpose of the research 

This study examines emotional, cognitive, and behavioural factors associated with adverse 
childhood experiences and interpersonal problems in adulthood. 
 
 Summary of the research 

As a participant in this study, you will be asked to respond to a battery of questionnaires and 
perform two behavioural tasks.  
 
 Detailed research procedures 

The research project is a multi-part study that will be implemented online via a Qualtrics link. 
The study will initially include just one session with one behavioural task. Should you 
qualify, you will be invited back to participate in three more sessions, three months apart. You 
will receive course credit for the first session, and a Westfield Mall voucher should you be 
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invited back and participate further in the following three sessions ($10 voucher for each 
session).  
 
The surveys will ask questions about adverse childhood experiences such as sexual or 
physical abuse, emotions, past and recent sexual behaviours, drug and alcohol use, and 
attitudes about self/significant others. One survey also asks about negative interpersonal 
experiences, for example sexual abuse after 15 years old, as well as life-threatening events 
such as a car accident. The behavioural task in session one is an audiotape depicting a woman 
and a man who are on a date, and your task is to indicate when the man has gone too far in his 
communication with the woman, which may be distressing to you.  For the other behavioral 
task, you will be asked to watch video clips in which actors and actresses express positive and 
negative emotions in a foreign language. You will be asked to indicate the emotions 
expressed in each video. 
 
 Duration of the research 

Each session will take approx. 60 minutes. You will first only partake in session one, then 
may be invited back to participate in sessions two, three, and four which will also take 
approx. 60 mins. 
 
 Risks 

This survey is about previous exposure to adverse childhood and adulthood experiences such 
as sexual abuse/assault. Therefore, we would like to inform you that the questions could be 
distressing and evoke negative feelings and memories in some people. Some of the questions 
also ask about recent sexual experiences, and experiences with drugs and alcohol, which may 
offend, some people.  Moreover, the audiotape you will be listening to depicts a scenario 
between a man and a woman on a date, and it includes violence. You will be asked to indicate 
when the man in the audiotape has gone too far, which might be distressing to you. You will 
do so by pressing the pause button on the audio file. Finally, some surveys ask about sexual 
behaviors/preferences that may be uncomfortable to some people. We expect the majority of 
participants to experience no or only mild, temporary distress (for instance, recurring thoughts 
about previously experienced trauma, which may occur for some hours or days after 
participation in the study). However, individuals with severe trauma histories or a diagnosis 
of post-traumatic stress disorder (PTSD) may experience strong distress as a result of 
participating in the study. 
 
If you find any part of the survey or behavioural task(s) distressing, you can contact the 
researchers directly, one being a registered Clinical Psychologist- Professor Martin Dorahy. 
Other options are to utilize the resources provided below, including free counselling which 
the University of Canterbury provides to all students who have paid their Student Services 
levy. Your GP is also a good first line of contact for support. 
 
 Benefits 

You will get some experience with experimental tasks and surveys frequently used in 
psychological research. More importantly, you will help advance knowledge about the effects 
of childhood experiences on interpersonal relationships in adulthood. This knowledge can 
improve interventions designed for people with a history of adverse childhood experiences 
and used to improve the lives of these people. Your anonymous data will also be used as part 
of a thesis and peer-reviewed journal articles. 
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 Compensation 
For the first session, you will receive two course credit (2%). If you are invited to the second, 
third, and forth session and choose to participate, you will get a $10 Westfield voucher for 
each session. 
 
 Your privacy 

The data collected for the study will be treated confidentially. Your data will only be 
processed and analysed using a code number (pseudonym). We will store your personal data 
such as your SONA number, Student ID number, and email address in a separate file and will 
only use these to invite you for the follow-ups, should you qualify. We will keep your data on 
a password-secured computer, and only the researchers will have access to the data. Your data 
will be analysed by the researchers only. Research data that are published, for example in 
scientific journals, will be presented in a way that nobody can identify you. Fully anonymised 
research data may be shared with other researchers for scientific purposes only. Your personal 
information will remain confidential and will not be shared with third parties. 
 
Please be aware, that any information you provide about yourself will be handled with 
the strictest of confidence by the researchers and will not be disclosed to anyone else, this 
includes any information related to drug use or other activities that you may have engaged in 
historically or recently. Also please note, if you explicitly name a perpetrator of a criminal act 
against you, the researchers may be obligated to disclose that information to the authorities. 
 
 Participation is voluntary 

Participating in the research is completely voluntary. It is optional to participate or not and 
you may withdraw from the research study at any time. You are not required to provide any 
reasons for your decision and this will not have consequences for you in any way. 
Furthermore, you can also ask the researcher to remove your data from the dataset. 
 
 Further information  

The researchers would be happy to answer your questions now and at any point during the 
study. Please feel free to contact Bruno Unger (bhu31@uclive.ac.nz) or Jenna Heins 
(jenna.heins@pg.canterbury.ac.nz, Ph: (03) 369 2693) if you have any questions or concerns. 
 
If you feel any of the questions or behavioural task(s) have distressed you in any one of the 
sessions and you feel you need support, you are welcome to contact the lead researcher; 
Clinical Psychologist Martin Dorahy either by email (martin.dorahy@canterbury.ac.nz) or 
directly on (03) 369 4337. 
 
Free counselling services are provided by the University of Canterbury at the UC Health 
Centre. Typically, there is approximately a two-week waiting list, however depending on your 
availability and flexibility in whom you see, you could get an appointment within a few days. 
Counselling charges only apply where a third party is paying (i.e. WINZ or an insurance 
company). 
 
In addition to this, if you feel you need to talk to someone urgently and cannot wait for an 
appointment, you should call the UC Health reception on extension 9444 (369 44 44) or go 
into reception and make it clear that it is an urgent situation. They have a counsellor on-call to 
deal with urgent situations. 
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The UC Health Centre website also states: 
“During non-office hours we also have an on-call system. If you are having a crisis or feel 
that you need to talk to someone during a time when the clinic is closed, please call 03 369 
4444 to be transferred to a registered nurse answering service. You will be triaged by a 
registered nurse who will give advice or refer you to an appropriate service (s).” 
 
Your GP is also a great first line of contact and included below are helplines that you can 
contact for support, and websites you can utilise: 
 
Mental Health Helplines 

 Anxiety phone line – 0800 269 4389 (0800 ANXIETY)  
 Rape Crisis – 0800 883 300 (for support after rape or sexual assault) 
 Canterbury and West Coast – 03 379 8415 / 0800 899 276 (1pm to midnight, seven 

nights) (Peer support services for those experiencing mental health issues) 
 Depression Helpline – 0800 111 757 or free text 4202 (to talk to a trained counsellor 

about how you are feeling or to ask any questions) 
 Youthline – 0800 376 633, free text 234 or email talk@youthline.co.nz 
 Lifeline – 0800 543 354 (0800 LIFELINE) or free text 4357 (HELP) 
 Suicide Crisis Helpline – 0508 828 865 (0508 TAUTOKO) 
 Healthline – 0800 611 116 
 Samaritans – 0800 726 666 

 
Māori Specific Mental Health Resources 

 Purapura Whetu Trust – (03) 379 8001 (helps adults, teenagers, children and their 
whānau get well, stay well, live well) 

 Te Puna Oranga – (03) 381 8472 (ACC – Sexual abuse Crisis response – Immediate 
response, counselling support to survivors or victims of sexual violence) 

More detailed information at http://mherc.org.nz/directory/consumer-services/maori-mental-
health-services 
 
Web Resources for helping with your Mental Health 

 CALM- https://www.calm.auckland.ac.nz (An online programme for building mental 
health resilience) 

 The Mood Gym- https://moodgym.com.au (An online self-help portal for mental 
health) 
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Appendix B2: Informed Consent for Time 1 

  
 
 
 
 
 

Consent Form-Session 1 
“Do childhood experiences, emotions, and thoughts say anything about dating in 

adulthood?” 
 
This survey is about previous exposure to aversive experiences such as child abuse, and 
recent interpersonal violence such as sexual assault, as well as life-threatening events such as 
a car accident. Therefore, we would like to inform you that the questions could be distressing 
and evoke negative feelings and memories in some people. We expect the majority of 
participants to experience no or only mild, temporary distress (for instance, recurring thoughts 
about previously experienced trauma, which may occur for some hours or days after 
participation in the study). However, some individuals may experience strong distress as a 
result of participating in the study, potentially resulting in a need to seek further support. 
 
Moreover, the audiotape you will be listening to depicts a scenario between a man and a 
woman on a date, and it might be distressing to you. For this task, you should indicate when 
the man in the audiotape has gone too far. You can do so by pressing the pause button on the 
audio file. Please note that after you have pressed the pause button, you can continue to listen 
to the whole audio file, if you wish to do so. Hence, please press the pause button as soon as 
you feel the man has gone too far. Two surveys ask about your sexual behaviors and 
alcohol/drug use which may make you uncomfortable. Finally, two other surveys ask about 
your emotions and attitudes about significant others. 
 
· I have been given a full explanation of this project. 
  
· I have read the information above, and I understand that this study might be 
distressing to me and that it might provoke negative emotions and memories. 
  
· I understand that the study addresses very personal topics (i.e., sexual 
behaviors/preferences) that may be uncomfortable to me.    
  
· I understand that participation is voluntary and I may withdraw at any time prior to 
me submitting the full survey. 
  
· I understand that any information or opinions I provide will be kept confidential to the 
researcher and the supervisors and that any published or reported results will not 
identify me. 
  
· I understand that a thesis is a public document and will be available through the UC 
Library. 
  
· I understand that information relating to general demographics (such as age and 
gender) will be gathered. 
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· I understand that all data collected for the study will be kept in locked secure facilities 
and password protected electronic form, and will be destroyed after five years. 
  
· I understand the risks associated with taking part and how they will be managed. 
  
· I understand that I am able to receive a report on the findings of the study by 
providing my email address in the box located on the debriefing document at the end of 
the study. 
  
· I understand that the study is being conducted in collaboration with the University of 
Groningen.  
  
· I understand my results will be made anonymous and shared with the University of 
Groningen.· I understand that for further information I can contact the researchers via 
email: Bruno: bhu31@uclive.ac.nz, Jenna: jenna.heins@pg.canterbury.ac.nz or phone 
(03) 369 2693, or the supervisor Martin Dorahy via email: 
martin.dorahy@canterbury.ac.nz or phone (03) 369 4337. 
  
If I have any complaints, I can contact the Chair of the University of Canterbury Human 
Ethics Committee, Private Bag 4800, Christchurch (human-ethics@canterbury.ac.nz; Ref: 
HEC Application 2018/131). 
  
Please be aware, that any information you provide about yourself will be handled with 
the strictest of confidence by the researchers and will not be disclosed to anyone else, this 
includes any information related to drug use or other activities that you may have engaged in 
historically or recently. Also please note, if you explicitly name a perpetrator of a criminal act 
against you, the researchers may be obligated to disclose that information to the authorities. 
  
By clicking “I consent to participate in this study” below and completing the survey, I 
understand what is required of me and I agree to participate in the research. 
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Appendix B3: Debrief Form for Time 1 

  
 
 
 
 
 

Debriefing- Session 1 
“Do childhood experiences, emotions, and thoughts say anything about dating in 

adulthood?” 
 
Thank you for participating in this study! 
  
· Purpose of the research 
The purpose of the present phase was to understand how people react to risk in a dating 
situation. We would like to understand how adverse childhood experiences, stressful life 
events, and beliefs about self/others influence the perception of risk in a dating scenario. 
  
· Research question and expectations 
We hypothesised that people with adverse childhood experiences would be categorised in two 
groups; one group that detects a risk in the scenario significantly faster than average, and the 
other group that detects the risk considerably slower than average. In addition, we further 
investigated other variables that are thought to have an impact on risk detection, including 
negative beliefs about self and others, emotion regulation, and risky sexual behaviours. 
  
More information? 
Please let us know if you have any questions about the study. The corresponding researchers: 
Bruno Unger (Honours student) and Jenna Heins (Masters student) would be happy to answer 
your questions via email- Bruno: bhu31@uclive.ac.nz and Jenna: 
jenna.heins@pg.canterbury.ac.nz, or phone (03) 369 2693.  
 
If you wish to withdraw from the study at this point please tick the box below. This will not 
have any effect on compensation given to you for taking part in the study or course credit. 
Your data will also be destroyed. 
  
Thank you again for participating in this research! 
  
Researchers: 
Bruno Unger (Honours Student) 
Jenna Heins (Masters Student) 
Martin Dorahy (Supervisor) 
 
If you are distressed, the information bellow will help you find resources to receive 
psychological support. Please read this part carefully. 
We understand the Questionnaires you have completed contain some questions of a highly 
sensitive and personal nature. If you feel any of the questions or behavioural task(s) have 
distressed you in any one of the sessions and you feel you need support, you are welcome to 
contact the lead researcher; Clinical Psychologist Martin Dorahy either by email 
(martin.dorahy@canterbury.ac.nz) or directly on (03) 649 4337. 
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Free counselling services are provided by the University of Canterbury at the UC Health 
Centre for students. Typically, there is approximately a two-week waiting list, however 
depending on your availability and flexibility in whom you see, you could get an appointment 
within a few days. Counselling charges only apply where a third party is paying (i.e. WINZ or 
an insurance company). 
  
In addition to this, if you feel you feel you need to talk to someone urgently and cannot wait 
for an appointment, you should call the UC Health reception on extension 9444 (369 44 44) 
or go into reception and make it clear that it is an urgent situation. They have a counsellor on-
call to deal with urgent situations. 
 
The UC Health Centre website also states: 
“During non-office hours we also have an on-call system. If you are having a crisis or feel 
that you need to talk to someone during a time when the clinic is closed, please call 03 369 
4444 to be transferred to a registered nurse answering service. You will be triaged by a 
registered nurse who will give advice or refer you to an appropriate service (s).” 
  
Your GP is also a great first line of contact and included below are helplines that you can 
contact for support, and websites you can utilise: 
Mental Health Helplines 
· Free call or text 1737 any time to talk to a trained counselor 
· Anxiety phone line – 0800 269 4389 (0800 ANXIETY)  
· Rape Crisis – 0800 883 300 (for support after rape or sexual assault) 
· Canterbury and West Coast – 03 379 8415 / 0800 899 276 (1pm to midnight, seven nights; 
Peer support services for those experiencing mental health issues) 
· Depression Helpline – 0800 111 757 or free text 4202 (to talk to a trained counsellor about 
how you are feeling or to ask any questions) 
· Youthline – 0800 376 633, free text 234 or email talk@youthline.co.nz 
· Lifeline – 0800 543 354 (0800 LIFELINE) or free text 4357 (HELP) 
· Suicide Crisis Helpline – 0508 828 865 (0508 TAUTOKO) 
· Healthline – 0800 611 116 
· Samaritans – 0800 726 666 
Māori Specific Mental Health Resources 
· Purapura Whetu Trust – (03) 379 8001 (helps adults, teenagers, children and their whānau 
get well, stay well, live well)  
· Te Puna Oranga – (03) 381 8472 (ACC – Sexual abuse Crisis response – Immediate 
response, counselling support to survivors or victims of sexual violence). More detailed 
information at http://mherc.org.nz/directory/consumer-services/maori-mental-health-services 
Web Resources for helping with your Mental Health 
· CALM- https://www.calm.auckland.ac.nz (An online programme for building mental health 
resilience) 
· The Mood Gym- https://moodgym.com.au (An online self-help portal for mental health) 
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Appendix C1: Information Letter for Time 2 

  
 
 
 
 
 
 

“Do childhood experiences, emotions, and thoughts say anything about dating in 
adulthood?” 

Collaboration between University of Canterbury and University of Groningen, Netherlands 
 
 Researchers 

Bruno Unger, Honours student, Department of Psychology 
Jenna Heins, Masters Student, Department of Psychology 
Martin Dorahy, Professor, Department of Psychology 
Judith Daniels, Associate professor, University of Groningen  
Fatemeh Fereidooni, University of Groningen 
 
 Contact information 

Principal investigator: martin.dorahy@canterbury.ac.nz, Ph: (03) 369 4337 
Co-investigators: bhu31@uclive.ac.nz, jenna.heins@pg.canterbury.ac.nz, Ph: (03) 369 2693 
 
 Introduction 

You are invited to participate in the second session of the study “Do childhood experiences, 
emotions, and thoughts say anything about dating in adulthood?” You are invited to this study 
because you have indicated in the first session that you would like to participate in the follow-
up sessions.  
 
Please read this information sheet carefully and ask any questions you may have before 
consenting to take part in the study. 
 
 Researchers 

The researchers in charge of this study are Professor Martin Dorahy, Bruno Unger, and Jenna 
Heins. The current study will be run in international collaboration with the studies conducted 
by Fatemeh Fereidooni and Dr. Judith Daniels at the University of Groningen, Netherlands. 
 
 Purpose of the research 

This study examines emotional, cognitive, and behavioural factors associated with adverse 
childhood experiences and interpersonal problems in adulthood. 
 
 Summary of the research 

As a participant in this study, you will be asked to respond to a battery of questionnaires and 
perform a behavioural task. 
 
 Detailed research procedures 

The research project is a multi-part study that will be implemented online via a Qualtrics link. 
Your participation in this session (as well as the third and fourth sessions) will be 
compensated with a $10 Westfield Mall voucher plus a $5 Cafe 101 voucher. 
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The surveys will ask questions about negative interpersonal experiences such as sexual or 
physical abuse/assault that might have happened to you recently (between session 1 and 2). 
One survey also asks questions about recent alcohol/drug use as well as sexual behaviours. 
Other surveys ask questions about your attitudes about significant others, interpersonal 
relationships, as well as your emotional reaction to the most stressful situation in your life. 
For the behavioural task, you will be asked to watch video clips in which actors express 
positive and negative emotions in a foreign language. You will be asked to indicate the 
emotions expressed in each video. 
  
 Duration of the research 

Each session (session 2, 3, and 4) will take approximately 45 minutes.   
 
 Risks 

This survey is about previous exposure to adverse childhood and adulthood experiences such 
as sexual abuse/assault. Therefore, we would like to inform you that the questions could be 
distressing and evoke negative feelings and memories in some people. Some of the questions 
are also about recent sexual experiences, and experiences with drugs and alcohol, which may 
offend some people. Finally, some surveys ask about sexual behaviours/preferences that may 
be uncomfortable to some people. We expect the majority of participants to experience no or 
only mild, temporary distress (for instance, recurring thoughts about previously experienced 
trauma, which may occur for some hours or days after participation in the study). However, 
individuals with severe trauma histories or a diagnosis of post-traumatic stress disorder 
(PTSD) may experience strong distress as a result of participating in the study. 
 
If you find any part of the survey or behavioural task(s) distressing, you can contact the 
researchers directly, one being a registered Clinical Psychologist- Martin Dorahy. Other 
options are to utilise the resources provided on the next page, including free counselling 
which the University of Canterbury offers all students. Your GP is also a good first line of 
contact for support. 
 
 Benefits 

You will get some experience with experimental tasks and surveys frequently used in 
psychological research. More importantly, you will help advance knowledge about the effects 
of childhood experiences on interpersonal relationships in adulthood. This knowledge can 
improve interventions designed for people with a history of adverse childhood experiences. 
Your anonymous data will also be used as part of a thesis and peer-reviewed journal articles. 
  
 Your privacy 

The data collected for the study will be treated confidentially. Your data will only be 
processed and analysed using a code number (pseudonym). We will store your personal data 
such as your Student ID number and email address in a separate file and will only use these to 
invite you for the follow-ups, should you qualify. We will keep your data on a password-
secured computer, and only the researchers will have access to the data. Your data will be 
analysed by the researchers only. Research data that are published, for example in scientific 
journals, will be presented in a way that nobody can identify you. Fully anonymised research 
data may be shared with other researchers for scientific purposes only. Your personal 
information will remain confidential and will not be shared with third parties. 
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Please be aware, that any information you provide about yourself will be handled with 
the strictest of confidence by the researchers and will not be disclosed to anyone else, this 
includes any information related to drug use or other activities that you may have engaged in 
historically or recently. Also please note, if you explicitly name a perpetrator of a criminal act 
against you, the researchers may be obligated to disclose that information to the authorities. 
 
 Participation is voluntary 

Participating in the research is completely voluntary. It is optional to participate or not and 
you may withdraw from the research study at any time. You are not required to provide any 
reasons for your decision and this will not have consequences for you in any way. 
Furthermore, you can also ask the researcher to remove your data from the dataset. 
 
 Further information  

The researchers would be happy to answer your questions now and at any point during the 
study. Please feel free to contact Bruno Unger (bhu31@uclive.ac.nz) or Jenna Heins 
(jenna.heins@pg.canterbury.ac.nz, Ph: (03) 369 2693) if you have any questions or concerns. 
 
If you feel any of the questions or behavioural task(s) have distressed you in any one of the 
sessions and you feel you need support, you are welcome to contact the lead researcher; 
Clinical Psychologist Martin Dorahy either by email (martin.dorahy@canterbury.ac.nz) or 
directly on (03) 369 4337. 
 
Free counselling services are provided by the University of Canterbury at the UC Health 
Centre. Typically, there is approximately a two-week waiting list, however depending on your 
availability and flexibility in whom you see, you could get an appointment within a few days. 
Counselling charges only apply where a third party is paying (i.e. WINZ or an insurance 
company). 
 
In addition to this, if you feel you need to talk to someone urgently and cannot wait for an 
appointment, you should call the UC Health reception on extension 9444 (369 44 44) or go 
into reception and make it clear that it is an urgent situation. They have a counsellor on-call to 
deal with urgent situations. 
 
The UC Health Centre website also states: 
“During non-office hours we also have an on-call system. If you are having a crisis or feel 
that you need to talk to someone during a time when the clinic is closed, please call 03 369 
4444 to be transferred to a registered nurse answering service. You will be triaged by a 
registered nurse who will give advice or refer you to an appropriate service (s).” 
 
Your GP is also a great first line of contact and included below are helplines that you can 
contact for support, and websites you can utilise: 
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Mental Health Helplines 
 Anxiety phone line – 0800 269 4389 (0800 ANXIETY)  
 Rape Crisis – 0800 883 300 (for support after rape or sexual assault) 
 Canterbury and West Coast – 03 379 8415 / 0800 899 276 (1pm to midnight, seven 

nights) (Peer support services for those experiencing mental health issues) 
 Depression Helpline – 0800 111 757 or free text 4202 (to talk to a trained counsellor 

about how you are feeling or to ask any questions) 
 Youthline – 0800 376 633, free text 234 or email talk@youthline.co.nz 
 Lifeline – 0800 543 354 (0800 LIFELINE) or free text 4357 (HELP) 
 Suicide Crisis Helpline – 0508 828 865 (0508 TAUTOKO) 
 Healthline – 0800 611 116 
 Samaritans – 0800 726 666 

 
Māori Specific Mental Health Resources 

 Purapura Whetu Trust – (03) 379 8001 (helps adults, teenagers, children and their 
whānau get well, stay well, live well) 

 Te Puna Oranga – (03) 381 8472 (ACC – Sexual abuse Crisis response – Immediate 
response, counselling support to survivors or victims of sexual violence) 

More detailed information at http://mherc.org.nz/directory/consumer-services/maori-mental-
health-services 
 
Web Resources for helping with your Mental Health 

 CALM- https://www.calm.auckland.ac.nz (An online programme for building mental 
health resilience) 

 The Mood Gym- https://moodgym.com.au (An online self-help portal for mental 
health) 
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Appendix C2: Informed Consent for Time 2 

  
 
 
 
 
 

Consent Form-Session 2 
“Do childhood experiences, emotions, and thoughts say anything about dating in 

adulthood?” 
 

This session includes some surveys and one behavioural task. One of the surveys addresses 
interpersonal violence such as sexual assault since session 1 of the study and one asks how 
you reacted emotionally during the most stressful situation in your life. Therefore, we would 
like to inform you that the questions could be distressing and evoke negative feelings and 
memories in some people. We expect the majority of participants to experience no or only 
mild, temporary distress (for instance, recurring thoughts about previously experienced 
trauma, which may occur for some hours or days after participation in the study). However, 
some individuals may experience strong distress as a result of participating in the study, 
potentially resulting in a need to seek further support. 
  
Others assess sexual behaviours and preferences, attitudes about significant others, 
interpersonal behaviour and emotion regulation. For the behavioural task in this session, you 
will be asked to watch video clips in which actors express positive and negative emotions in a 
foreign language. You will be asked to indicate the emotions expressed in each video. 
  
· I have been given a full explanation of this project. 
  
· I have read the information above, and I understand that this study might be 
distressing to me and that it might provoke negative emotions and memories. 
  
· I understand that the study addresses very personal topics (i.e., sexual 
behaviours/preferences) that may be uncomfortable to me.  
   
· I understand that participation is voluntary and I may withdraw at any time prior to 
me submitting the full survey. 
  
· I understand that any information or opinions I provide will be kept confidential to the 
researcher and the supervisors and that any published or reported results will not 
identify me. 
  
· I understand that a thesis is a public document and will be available through the UC 
Library. 
  
· I understand that information relating to general demographics (such as age and 
gender) will be gathered. 
  
· I understand that all data collected for the study will be kept in locked secure facilities 
and password protected electronic form, and will be destroyed after five years. 
  



PTSD, DISSOCIATION, AND REVICTIMISATION                                                    76 

 

· I understand the risks associated with taking part and how they will be managed. 
  
· I understand that I am able to receive a report on the findings of the study by 
requesting through the tick box located at the end of the study. 
  
· I understand that the study is being conducted in collaboration with the University of 
Groningen. 
  
· I understand my results will be made anonymous and shared with the University of 
Groningen. 
  
· I understand that for further information I can contact the researcher via email: 
Bruno: bhu31@uclive.ac.nz, Jenna: jenna.heins@pg.canterbury.ac.nz or phone (03) 369 
2693, or the supervisor Martin Dorahy via email: martin.dorahy@canterbury.ac.nz or 
phone (03) 369 4337. 
  
If I have any complaints, I can contact the Chair of the University of Canterbury Human 
Ethics Committee, Private Bag 4800, Christchurch (human-ethics@canterbury.ac.nz Ref: 
HEC Application 2018/131).  
  
Please be aware, that any information you provide about yourself will be handled with 
the strictest of confidence by the researchers and will not be disclosed to anyone else, this 
includes any information related to drug use or other activities that you may have engaged in 
historically or recently. Also please note, if you explicitly name a perpetrator of a criminal act 
against you, the researchers may be obligated to disclose that information to the authorities. 
  
By clicking “I consent to participate in this study” below and completing the survey, I 
understand what is required of me and I agree to participate in the research. 
  
Please note: This session of the study will be open until November 30th but we would really 
appreciate if you could complete the survey before then so we can get your $15 in vouchers to 
you asap. 
You can collect your voucher between 2:30-3:30pm Mondays or 11:30-12:30pm Thursdays 
from Jenna in Office 470 in the Psychology/Geography building until December 16th 
(excluding Labour Day and October 31st). You will find my office by walking up the flight of 
stairs near Cafe 101; walk up to the 4th floor and turn left. My office is the fifth office on 
your right. If you can not make it within these pick up times, please send me an email and 
we can arrange an alternative time, or otherwise, please email me with your full address 
and I will send your vouchers to you.  
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Appendix C3: Debrief Form for Time 2 

  
 
 
 
 
 

Debriefing- Session 2 
“Do childhood experiences, emotions, and thoughts say anything about dating in 

adulthood?” 
 
Thank you for participating in this study! 
  
· Purpose of the research 
The purpose of the present session was to understand how attitudes about significant others, 
substance/alcohol use, dissociative experiences, sexual behaviours, and emotion recognition 
in others were related to negative interpersonal events, and experiences. It is noteworthy that 
the behavioral task measures emotion recognition in others. 
  
· Research question and expectations 
We would like to investigate how the variables mentioned above can predict experiences in 
interpersonal relationships and whether attitudes regarding significant others are related to 
emotion recognition skills, sense of loneliness, and sexual behaviours. 
 
If you wish to withdraw from the study at this point please tick the box below. This will not 
have any effect on compensation given to you for taking part in the study. Your data will also 
be destroyed. 
  
More information? 
Please let us know if you have any questions about the study. The corresponding researchers: 
Bruno Unger (Honours student) and Jenna Heins (Masters student) would be happy to answer 
your questions via email- Bruno: bhu31@uclive.ac.nz and Jenna: 
jenna.heins@pg.canterbury.ac.nz, or phone (03) 369 2693.  
  
Thank you again for participating in this research! 
  
We will be in touch about Session 3 at the start of Semester 1 next year. 
Researchers: 
Bruno Unger (Honours Student) 
Jenna Heins (Masters Student) 
Martin Dorahy (Supervisor) 
 
If you are distressed, the information bellow will help you find resources to receive 
psychological support. Please read this part carefully. 
We understand the Questionnaires you have completed contain some questions of a highly 
sensitive and personal nature. If you feel any of the questions or behavioural task(s) have 
distressed you in any one of the sessions and you feel you need support, you are welcome to 
contact the lead researcher; Clinical Psychologist Martin Dorahy either by email 
(martin.dorahy@canterbury.ac.nz) or directly on (03) 649 4337. 
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Free counselling services are provided by the University of Canterbury at the UC Health 
Centre for students. Typically, there is approximately a two-week waiting list, however 
depending on your availability and flexibility in whom you see, you could get an appointment 
within a few days. Counselling charges only apply where a third party is paying (i.e. WINZ or 
an insurance company). 
  
In addition to this, if you feel you feel you need to talk to someone urgently and cannot wait 
for an appointment, you should call the UC Health reception on extension 9444 (369 44 44) 
or go into reception and make it clear that it is an urgent situation. They have a counsellor on-
call to deal with urgent situations. 
 
The UC Health Centre website also states: 
“During non-office hours we also have an on-call system. If you are having a crisis or feel 
that you need to talk to someone during a time when the clinic is closed, please call 03 369 
4444 to be transferred to a registered nurse answering service. You will be triaged by a 
registered nurse who will give advice or refer you to an appropriate service (s).” 
  
Your GP is also a great first line of contact and included below are helplines that you can 
contact for support, and websites you can utilise: 
 
Mental Health Helplines 
· Free call or text 1737 any time to talk to a trained counselor 
· Anxiety phone line – 0800 269 4389 (0800 ANXIETY)  
· Rape Crisis – 0800 883 300 (for support after rape or sexual assault) 
· Canterbury and West Coast – 03 379 8415 / 0800 899 276 (1pm to midnight, seven nights; 
Peer support services for those experiencing mental health issues) 
· Depression Helpline – 0800 111 757 or free text 4202 (to talk to a trained counsellor about 
how you are feeling or to ask any questions) 
· Youthline – 0800 376 633, free text 234 or email talk@youthline.co.nz 
· Lifeline – 0800 543 354 (0800 LIFELINE) or free text 4357 (HELP) 
· Suicide Crisis Helpline – 0508 828 865 (0508 TAUTOKO) 
· Healthline – 0800 611 116 
· Samaritans – 0800 726 666 
 
Māori Specific Mental Health Resources 
· Purapura Whetu Trust – (03) 379 8001 (helps adults, teenagers, children and their whānau 
get well, stay well, live well)  
· Te Puna Oranga – (03) 381 8472 (ACC – Sexual abuse Crisis response – Immediate 
response, counselling support to survivors or victims of sexual violence). More detailed 
information at http://mherc.org.nz/directory/consumer-services/maori-mental-health-services 
 
Web Resources for helping with your Mental Health 
· CALM- https://www.calm.auckland.ac.nz (An online programme for building mental health 
resilience) 
· The Mood Gym- https://moodgym.com.au (An online self-help portal for mental health) 
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Appendix D1: Information Letter for Time 3 

  
 
 
 
 
 
 

“Do childhood experiences, emotions, and thoughts say anything about dating in 
adulthood?” 

Collaboration between University of Canterbury and University of Groningen, Netherlands 
 
 Researchers 

Jenna Heins, Masters Student, Department of Psychology 
Martin Dorahy, Professor, Department of Psychology 
Judith Daniels, Associate professor, University of Groningen  
Fatemeh Fereidooni, University of Groningen 
 
 Contact information 

Principal investigator: martin.dorahy@canterbury.ac.nz, Ph: (03) 369 4337 
Co-investigator: jenna.heins@pg.canterbury.ac.nz, Ph: (03) 369 2693 
 
 Introduction 

You are invited to participate in the third session of the study “Do childhood experiences, 
emotions, and thoughts say anything about dating in adulthood?” You are invited to this study 
because you have indicated in the first session that you would like to participate in the follow-
up sessions. 
 
Please read this information sheet carefully and ask any questions you may have before 
consenting to take part in the study. 
 
 Researchers 

The researchers in charge of this study are Professor Martin Dorahy and Jenna Heins. The 
current study will be run in international collaboration with the studies conducted by Fatemeh 
Fereidooni and Dr. Judith Daniels at the University of Groningen, Netherlands. 
 
 Purpose of the research 

This study examines emotional, cognitive, and behavioural factors associated with adverse 
childhood experiences and interpersonal problems in adulthood. 
 
 Summary of the research 

As a participant in this study, you will be asked to respond to a battery of questionnaires. 
 
 Detailed research procedures 

The research project is a multi-part study that will be implemented online via a Qualtrics link. 
Your participation in this session (as well as the fourth session) will be compensated with a 
$10 Westfield Mall voucher plus a $5 Cafe 101 voucher. 
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The surveys will ask questions about negative interpersonal experiences such as sexual or 
physical abuse/assault that might have happened to you recently (between session 2 and 3). 
One survey also asks questions about recent alcohol/drug use as well as sexual behaviours and 
preferences. Others assess your reaction to negative/traumatic events, your somatic 
symptoms, and attitudes about self/significant others. 
  
 Duration of the research 

Each session (3 and 4) will take approximately 45 minutes.   
 
 Risks 

This survey is about previous exposure to adverse childhood and adulthood experiences such 
as sexual abuse/assault. Therefore, we would like to inform you that the questions could be 
distressing and evoke negative feelings and memories in some people. Some of the questions 
also ask about recent sexual experiences, and experiences with drugs and alcohol, which may 
offend some people. Finally, some surveys ask about sexual behaviors/preferences that may 
be uncomfortable to some people. We expect the majority of participants to experience no or 
only mild, temporary distress (for instance, recurring thoughts about previously experienced 
trauma, which may occur for some hours or days after participation in the study). However, 
individuals with severe trauma histories or a diagnosis of post-traumatic stress disorder 
(PTSD) may experience strong distress as a result of participating in the study. 
 
If you find any part of the surveys distressing, you can contact the researchers directly, one 
being a registered Clinical Psychologist- Professor Martin Dorahy. Other options are to utilise 
the resources provided below, including free counselling which the University of Canterbury 
provides to all students. Your GP is also a good first line of contact for support. 
 
 Benefits 

You will get some experience with surveys frequently used in psychological research. More 
importantly, you will help advance knowledge about the effects of childhood experiences on 
interpersonal relationships in adulthood. This knowledge can improve interventions designed 
for people with a history of adverse childhood experiences and used to improve lives. Your 
anonymous data will also be used as part of a thesis and peer-reviewed journal articles. 
  
 Your privacy 

The data collected for the study will be treated confidentially. Your data will only be 
processed and analysed using a code number (pseudonym). We will store your personal data 
such as your Student ID number and email address in a separate file and will only use these to 
invite you for the follow-ups, should you qualify. We will keep your data on a password-
secured computer, and only the researchers will have access to the data. Your data will be 
analysed by the researchers only. Research data that are published, for example in scientific 
journals, will be presented in a way that nobody can identify you. Fully anonymised research 
data may be shared with other researchers for scientific purposes only. Your personal 
information will remain confidential and will not be shared with third parties. 
 
Please be aware, that any information you provide about yourself will be handled with 
the strictest of confidence by the researchers and will not be disclosed to anyone else, this 
includes any information related to drug use or other activities that you may have engaged in 
historically or recently. Also please note, if you explicitly name a perpetrator of a criminal act 
against you, the researchers may be obligated to disclose that information to the authorities. 
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 Participation is voluntary 
Participating in the research is completely voluntary. It is optional to participate or not and 
you may withdraw from the research study at any time. You are not required to provide any 
reasons for your decision and this will not have consequences for you in any way. 
Furthermore, you can also ask the researcher to remove your data from the dataset. 
 
 Further information  

The researchers would be happy to answer your questions now and at any point during the 
study. Please feel free to contact Jenna Heins (jenna.heins@pg.canterbury.ac.nz, Ph: (03) 369 
2693) if you have any questions or concerns. 
 
If you feel any of the questions or behavioural task(s) have distressed you in any one of the 
sessions and you feel you need support, you are welcome to contact the lead researcher; 
Clinical Psychologist Martin Dorahy either by email (martin.dorahy@canterbury.ac.nz) or 
directly on (03) 369 4337. 
 
Free counselling services are provided by the University of Canterbury at the UC Health 
Centre. Typically, there is approximately a two-week waiting list, however depending on your 
availability and flexibility in whom you see, you could get an appointment within a few days. 
Counselling charges only apply where a third party is paying (i.e. WINZ or an insurance 
company). 
 
In addition to this, if you feel you need to talk to someone urgently and cannot wait for an 
appointment, you should call the UC Health reception on extension 9444 (369 44 44) or go 
into reception and make it clear that it is an urgent situation. They have a counsellor on-call to 
deal with urgent situations. 
 
The UC Health Centre website also states: 
“During non-office hours we also have an on-call system. If you are having a crisis or feel 
that you need to talk to someone during a time when the clinic is closed, please call 03 369 
4444 to be transferred to a registered nurse answering service. You will be triaged by a 
registered nurse who will give advice or refer you to an appropriate service (s).” 
 
Your GP is also a great first line of contact and included below are helplines that you can 
contact for support, and websites you can utilise: 
Mental Health Helplines 

 Anxiety phone line – 0800 269 4389 (0800 ANXIETY)  
 Rape Crisis – 0800 883 300 (for support after rape or sexual assault) 
 Canterbury and West Coast – 03 379 8415 / 0800 899 276 (1pm to midnight, seven 

nights) (Peer support services for those experiencing mental health issues) 
 Depression Helpline – 0800 111 757 or free text 4202 (to talk to a trained counsellor 

about how you are feeling or to ask any questions) 
 Youthline – 0800 376 633, free text 234 or email talk@youthline.co.nz 
 Lifeline – 0800 543 354 (0800 LIFELINE) or free text 4357 (HELP) 
 Suicide Crisis Helpline – 0508 828 865 (0508 TAUTOKO) 
 Healthline – 0800 611 116 
 Samaritans – 0800 726 666 
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Māori Specific Mental Health Resources 
 Purapura Whetu Trust – (03) 379 8001 (helps adults, teenagers, children and their 

whānau get well, stay well, live well) 
 Te Puna Oranga – (03) 381 8472 (ACC – Sexual abuse Crisis response – Immediate 

response, counselling support to survivors or victims of sexual violence) 
More detailed information at http://mherc.org.nz/directory/consumer-services/maori-mental-
health-services 
 
Web Resources for helping with your Mental Health 

 CALM- https://www.calm.auckland.ac.nz (An online programme for building mental 
health resilience) 

 The Mood Gym- https://moodgym.com.au (An online self-help portal for mental 
health) 
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Appendix D2: Informed Consent for Time 3 

  
 
 
 
 
 

Consent Form-Session 3 
“Do childhood experiences, emotions, and thoughts say anything about dating in 

adulthood?” 
 

This session includes some surveys. One of the surveys addresses interpersonal violence such 
as sexual assault since the last session you participated in. Others assess your sexual 
behaviours and preferences, attitudes about significant others, substance/alcohol use and 
reaction to emotions. Therefore, we would like to inform you that the questions could be 
distressing and evoke negative feelings and memories in some people. We expect the majority 
of participants to experience no or only mild, temporary distress (for instance, recurring 
thoughts about previously experienced trauma, which may occur for some hours or days after 
participation in the study). However, some individuals may experience strong distress as a 
result of participating in the study, potentially resulting in a need to seek further support.  
 
· I have been given a full explanation of this project. 
  
· I have read the information above, and I understand that this study might be 
distressing to me and that it might provoke negative emotions and memories. 
  
· I understand that the study addresses very personal topics (i.e., sexual 
behaviours/preferences) that may be uncomfortable to me.  
   
· I understand that participation is voluntary and I may withdraw at any time prior to 
me submitting the full survey. 
  
· I understand that any information or opinions I provide will be kept confidential to the 
researcher and the supervisors and that any published or reported results will not 
identify me. 
  
· I understand that a thesis is a public document and will be available through the UC 
Library. 
  
· I understand that information relating to general demographics (such as age and 
gender) will be gathered. 
  
· I understand that all data collected for the study will be kept in locked secure facilities 
and password protected electronic form, and will be destroyed after five years. 
· I understand the risks associated with taking part and how they will be managed. 
  
· I understand that I am able to receive a report on the findings of the study by 
requesting through the tick box located at the end of the study. 
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· I understand that the study is being conducted in collaboration with the University of 
Groningen. 
  
· I understand my results will be made anonymous and shared with the University of 
Groningen. 
  
· I understand that for further information I can contact the researcher via email: 
Bruno: bhu31@uclive.ac.nz, Jenna: jenna.heins@pg.canterbury.ac.nz or phone (03) 369 
2693, or the supervisor Martin Dorahy via email: martin.dorahy@canterbury.ac.nz or 
phone (03) 369 4337. 
  
If I have any complaints, I can contact the Chair of the University of Canterbury Human 
Ethics Committee, Private Bag 4800, Christchurch (human-ethics@canterbury.ac.nz Ref: 
HEC Application 2018/131).  
  
Please be aware, that any information you provide about yourself will be handled with 
the strictest of confidence by the researchers and will not be disclosed to anyone else, this 
includes any information related to drug use or other activities that you may have engaged in 
historically or recently. Also please note, if you explicitly name a perpetrator of a criminal act 
against you, the researchers may be obligated to disclose that information to the authorities. 
 
Please note: 
We are happy to post your vouchers to you if you email Jenna your full address after 
completion (jenna.heins@pg.canterbury.ac.nz), or you can collect them between 2:30-
3:30pm Mondays from Jenna in Office 470 in the Psychology/Geography building. You 
will find my office by walking up the flight of stairs near Cafe 101, or taking the lift; go up to 
the 4th floor and turn left from the stairs or turn right from the lift. My office is the fifth office 
on your right. If you cannot make it within this pick up time, and do not want your vouchers 
sent to you, please send me an email and we can arrange an alternative time. 
  
By clicking “I consent to participate in this study” below and completing the survey, I 
understand what is required of me and I agree to participate in the research. 
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Appendix D3: Debrief Form for Time 3 

  
 
 
 
 
 

Debriefing- Session 3 
“Do childhood experiences, emotions, and thoughts say anything about dating in 

adulthood?” 
 
Thank you for participating in this study! 
  
· Purpose of the research 
The purpose of the present session was to understand how substance/alcohol use, dissociative 
experiences, coping strategies, impulsivity, reaction to negative/traumatic events (i.e., 
resilience and post-traumatic growth) and coping strategies were related to negative 
interpersonal events, and experiences. 
  
· Research question and expectations 
We would like to investigate how the variables mentioned above can predict experiences in 
interpersonal relationships, and which factors are more important than others in predicting the 
negative interpersonal events in a regression model.  
  
Please let us know if you have any questions about the study. The corresponding researcher: 
Jenna Heins (Masters student) would be happy to answer your questions via email Jenna: 
jenna.heins@pg.canterbury.ac.nz or phone (03) 369 2693).  
  
If you wish to withdraw from the study at this point please tick the box below. This will not 
have any effect on compensation given to you for taking part in the study or course credit. 
Your data will also be destroyed. 
  
Thank you again for participating in this research! 
  
We will be in touch about Session 3 at the start of Semester 1 next year. 
Researchers: 
Jenna Heins (Masters Student) 
Martin Dorahy (Supervisor) 
Please note: 
We are happy to post your vouchers to you if you email Jenna your full address, or you 
can collect them between 2:30-3:30pm Mondays from Jenna in Office 470 in the 
Psychology/Geography building. You will find my office by walking up the flight of stairs 
near Cafe 101, or taking the lift; go up to the 4th floor and turn left from the stairs or turn 
right from the lift. My office is the fifth office on your right. If you cannot make it within this 
pick up time, and do not want your vouchers sent to you, please send me an email and we can 
arrange an alternative time. 
 
If you are distressed, the information bellow will help you find resources to receive 
psychological support. Please read this part carefully. 
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We understand the Questionnaires you have completed contain some questions of a highly 
sensitive and personal nature. If you feel any of the questions or behavioural task(s) have 
distressed you in any one of the sessions and you feel you need support, you are welcome to 
contact the lead researcher; Clinical Psychologist Martin Dorahy either by email 
(martin.dorahy@canterbury.ac.nz) or directly on (03) 649 4337. 
  
Free counselling services are provided by the University of Canterbury at the UC Health 
Centre for students. Typically, there is approximately a two-week waiting list, however 
depending on your availability and flexibility in whom you see, you could get an appointment 
within a few days. Counselling charges only apply where a third party is paying (i.e. WINZ or 
an insurance company). 
  
In addition to this, if you feel you feel you need to talk to someone urgently and cannot wait 
for an appointment, you should call the UC Health reception on extension 9444 (369 44 44) 
or go into reception and make it clear that it is an urgent situation. They have a counsellor on-
call to deal with urgent situations. 
 
The UC Health Centre website also states: 
“During non-office hours we also have an on-call system. If you are having a crisis or feel 
that you need to talk to someone during a time when the clinic is closed, please call 03 369 
4444 to be transferred to a registered nurse answering service. You will be triaged by a 
registered nurse who will give advice or refer you to an appropriate service (s).” 
  
Your GP is also a great first line of contact and included below are helplines that you can 
contact for support, and websites you can utilise: 
 
Mental Health Helplines 
· Free call or text 1737 any time to talk to a trained counselor 
· Anxiety phone line – 0800 269 4389 (0800 ANXIETY)  
· Rape Crisis – 0800 883 300 (for support after rape or sexual assault) 
· Canterbury and West Coast – 03 379 8415 / 0800 899 276 (1pm to midnight, seven nights; 
Peer support services for those experiencing mental health issues) 
· Depression Helpline – 0800 111 757 or free text 4202 (to talk to a trained counsellor about 
how you are feeling or to ask any questions) 
· Youthline – 0800 376 633, free text 234 or email talk@youthline.co.nz 
· Lifeline – 0800 543 354 (0800 LIFELINE) or free text 4357 (HELP) 
· Suicide Crisis Helpline – 0508 828 865 (0508 TAUTOKO) 
· Healthline – 0800 611 116 
· Samaritans – 0800 726 666 
  
Māori Specific Mental Health Resources 
· Purapura Whetu Trust – (03) 379 8001 (helps adults, teenagers, children and their whānau 
get well, stay well, live well)  
· Te Puna Oranga – (03) 381 8472 (ACC – Sexual abuse Crisis response – Immediate 
response, counselling support to survivors or victims of sexual violence)More detailed 
information at http://mherc.org.nz/directory/consumer-services/maori-mental-health-services 
 
Web Resources for helping with your Mental Health 
· CALM- https://www.calm.auckland.ac.nz (An online programme for building mental health 
resilience) 
· The Mood Gym- https://moodgym.com.au (An online self-help portal for mental health    
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Appendix E1: Information Letter for Time 4 

  
 
 
 
 
 
 

“Do childhood experiences, emotions, and thoughts say anything about dating in 
adulthood?” 

Collaboration between University of Canterbury and University of Groningen, Netherlands 
 
 Researchers 

Jenna Heins, Masters Student, Department of Psychology 
Martin Dorahy, Professor, Department of Psychology 
Judith Daniels, Associate professor, University of Groningen  
Fatemeh Fereidooni, University of Groningen 
 
 Contact information 

Principal investigator: martin.dorahy@canterbury.ac.nz, Ph: (03) 369 4337 
Co-investigator: jenna.heins@pg.canterbury.ac.nz, Ph: (03) 369 2693 
 
 Introduction 

You are invited to participate in the third session of the study “Do childhood experiences, 
emotions, and thoughts say anything about dating in adulthood?” You are invited to this study 
because you have indicated in the first session that you would like to participate in the follow-
up sessions. 
 
Please read this information sheet carefully and ask any questions you may have before 
consenting to take part in the study. 
 
 Researchers 

The researchers in charge of this study are Professor Martin Dorahy and Jenna Heins. The 
current study will be run in international collaboration with the studies conducted by Fatemeh 
Fereidooni and Dr. Judith Daniels at the University of Groningen, Netherlands. 
 
 Purpose of the research 

This study examines emotional, cognitive, and behavioural factors associated with adverse 
childhood experiences and interpersonal problems in adulthood. 
 
 Summary of the research 

As a participant in this study, you will be asked to respond to a battery of questionnaires. 
 
 Detailed research procedures 

The research project is a multi-part study that will be implemented online via a Qualtrics link. 
Your participation in this session will be compensated with a $10 Westfield Mall voucher 
plus a $5 Cafe 101 voucher. 
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The surveys will ask questions about negative interpersonal experiences such as sexual or 
physical abuse/assault that might have happened to you recently (between session 3 and 4).  
Others assess your sexual behaviours and preferences, attitudes about significant others, 
substance/alcohol use, and reaction to emotions and to negative/traumatic events. 
  
 Duration of the research 

The session will take approximately 30 minutes.  
 
 Risks 

This survey is about previous exposure to adverse childhood and adulthood experiences such 
as sexual abuse/assault. Therefore, we would like to inform you that the questions could be 
distressing and evoke negative feelings and memories in some people. Some of the questions 
also ask about recent sexual experiences, and experiences with drugs and alcohol, which may 
offend some people. Finally, some surveys ask about sexual behaviors/preferences that may 
be uncomfortable to some people. We expect the majority of participants to experience no or 
only mild, temporary distress (for instance, recurring thoughts about previously experienced 
trauma, which may occur for some hours or days after participation in the study). However, 
individuals with severe trauma histories or a diagnosis of post-traumatic stress disorder 
(PTSD) may experience strong distress as a result of participating in the study. 
 
If you find any part of the surveys distressing, you can contact the researchers directly, one 
being a registered Clinical Psychologist- Martin Dorahy. Other options are to utilise the 
resources provided below, including free counselling which the University of Canterbury 
provides to all students. Your GP is also a good first line of contact for support. 
 
 Benefits 

You will get some experience with surveys frequently used in psychological research. More 
importantly, you will help advance knowledge about the effects of childhood experiences on 
interpersonal relationships in adulthood. This knowledge can improve interventions designed 
for people with a history of adverse childhood experiences and used to improve lives. Your 
anonymous data will also be used as part of a thesis and peer-reviewed journal articles. 
  
 Your privacy 

The data collected for the study will be treated confidentially. Your data will only be 
processed and analysed using a code number (pseudonym). We will store your personal data 
such as Student ID number and email address in a separate file and will only use these to 
invite you for the follow-ups, should you qualify. We will keep your data on a password-
secured computer, and only the researchers will have access to the data. Your data will be 
analysed by the researchers only. Research data that are published, for example in scientific 
journals, will be presented in a way that nobody can identify you. Fully anonymised research 
data may be shared with other researchers for scientific purposes only. Your personal 
information will remain confidential and will not be shared with third parties. 
Please be aware, that any information you provide about yourself will be handled with 
the strictest of confidence by the researchers and will not be disclosed to anyone else, this 
includes any information related to drug use or other activities that you may have engaged in 
historically or recently. Also please note, if you explicitly name a perpetrator of a criminal act 
against you, the researchers may be obligated to disclose that information to the authorities. 
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 Participation is voluntary 
Participating in the research is completely voluntary. It is optional to participate or not and 
you may withdraw from the research study at any time. You are not required to provide any 
reasons for your decision and this will not have consequences for you in any way. 
Furthermore, you can also ask the researcher to remove your data from the dataset. 
 
 Further information  

The researchers would be happy to answer your questions now and at any point during the 
study. Please feel free to contact Jenna Heins (jenna.heins@pg.canterbury.ac.nz, Ph: (03) 369 
2693) if you have any questions or concerns. 
 
If you feel any of the questions or behavioural task(s) have distressed you in any one of the 
sessions and you feel you need support, you are welcome to contact the lead researcher; 
Clinical Psychologist Martin Dorahy either by email (martin.dorahy@canterbury.ac.nz) or 
directly on (03) 369 4337. 
 
Free counselling services are provided by the University of Canterbury at the UC Health 
Centre. Typically, there is approximately a two-week waiting list, however depending on your 
availability and flexibility in whom you see, you could get an appointment within a few days. 
Counselling charges only apply where a third party is paying (i.e. WINZ or an insurance 
company). 
 
In addition to this, if you feel you need to talk to someone urgently and cannot wait for an 
appointment, you should call the UC Health reception on extension 9444 (369 44 44) or go 
into reception and make it clear that it is an urgent situation. They have a counsellor on-call to 
deal with urgent situations. 
 
The UC Health Centre website also states: 
“During non-office hours we also have an on-call system. If you are having a crisis or feel 
that you need to talk to someone during a time when the clinic is closed, please call 03 369 
4444 to be transferred to a registered nurse answering service. You will be triaged by a 
registered nurse who will give advice or refer you to an appropriate service (s).” 
 
Your GP is also a great first line of contact and included below are helplines that you can 
contact for support, and websites you can utilise: 
 
Mental Health Helplines 

 Anxiety phone line – 0800 269 4389 (0800 ANXIETY)  
 Rape Crisis – 0800 883 300 (for support after rape or sexual assault) 
 Canterbury and West Coast – 03 379 8415 / 0800 899 276 (1pm to midnight, seven 

nights) (Peer support services for those experiencing mental health issues) 
 Depression Helpline – 0800 111 757 or free text 4202 (to talk to a trained counsellor 

about how you are feeling or to ask any questions) 
 Youthline – 0800 376 633, free text 234 or email talk@youthline.co.nz 
 Lifeline – 0800 543 354 (0800 LIFELINE) or free text 4357 (HELP) 
 Suicide Crisis Helpline – 0508 828 865 (0508 TAUTOKO) 
 Healthline – 0800 611 116 
 Samaritans – 0800 726 666 
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Māori Specific Mental Health Resources 
 Purapura Whetu Trust – (03) 379 8001 (helps adults, teenagers, children and their 

whānau get well, stay well, live well) 
 Te Puna Oranga – (03) 381 8472 (ACC – Sexual abuse Crisis response – Immediate 

response, counselling support to survivors or victims of sexual violence) 
More detailed information at http://mherc.org.nz/directory/consumer-services/maori-mental-
health-services 
 
Web Resources for helping with your Mental Health 

 CALM- https://www.calm.auckland.ac.nz (An online programme for building mental 
health resilience) 

 The Mood Gym- https://moodgym.com.au (An online self-help portal for mental 
health) 
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Appendix E2: Informed Consent for Time 4 

  
 
 
 
 
 

Consent Form-Session 4 
“Do childhood experiences, emotions, and thoughts say anything about dating in 

adulthood?” 
 

This session includes some surveys. One of the surveys addresses interpersonal violence such 
as sexual assault since the last session you participated in. Others assess your sexual 
behaviours and preferences, attitudes about significant others, substance/alcohol use and 
reaction to emotions. Therefore, we would like to inform you that the questions could be 
distressing and evoke negative feelings and memories in some people. We expect the majority 
of participants to experience no or only mild, temporary distress (for instance, recurring 
thoughts about previously experienced trauma, which may occur for some hours or days after 
participation in the study). However, some individuals may experience strong distress as a 
result of participating in the study, potentially resulting in a need to seek further support.  
 
· I have been given a full explanation of this project. 
  
· I have read the information above, and I understand that this study might be 
distressing to me and that it might provoke negative emotions and memories. 
  
· I understand that the study addresses very personal topics (i.e., sexual 
behaviours/preferences) that may be uncomfortable to me.  
   
· I understand that participation is voluntary and I may withdraw at any time prior to 
me submitting the full survey. 
  
· I understand that any information or opinions I provide will be kept confidential to the 
researcher and the supervisors and that any published or reported results will not 
identify me. 
  
· I understand that a thesis is a public document and will be available through the UC 
Library. 
  
· I understand that information relating to general demographics (such as age and 
gender) will be gathered. 
  
· I understand that all data collected for the study will be kept in locked secure facilities 
and password protected electronic form, and will be destroyed after five years. 
 
· I understand the risks associated with taking part and how they will be managed. 
  
· I understand that I am able to receive a report on the findings of the study by 
requesting through the tick box located at the end of the study. 
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· I understand that the study is being conducted in collaboration with the University of 
Groningen. 
  
· I understand my results will be made anonymous and shared with the University of 
Groningen. 
  
· I understand that for further information I can contact the researcher via email: 
Bruno: bhu31@uclive.ac.nz, Jenna: jenna.heins@pg.canterbury.ac.nz or phone (03) 369 
2693, or the supervisor Martin Dorahy via email: martin.dorahy@canterbury.ac.nz or 
phone (03) 369 4337. 
  
If I have any complaints, I can contact the Chair of the University of Canterbury Human 
Ethics Committee, Private Bag 4800, Christchurch (human-ethics@canterbury.ac.nz Ref: 
HEC Application 2018/131).  
  
Please be aware, that any information you provide about yourself will be handled with 
the strictest of confidence by the researchers and will not be disclosed to anyone else, this 
includes any information related to drug use or other activities that you may have engaged in 
historically or recently. Also please note, if you explicitly name a perpetrator of a criminal act 
against you, the researchers may be obligated to disclose that information to the authorities. 
 
Please note: 
We are happy to post your vouchers to you if you email Jenna your full address after 
completion (jenna.heins@pg.canterbury.ac.nz), or you can collect them between 2:30-
3:30pm Mondays from Jenna in Office 470 in the Psychology/Geography building. You 
will find my office by walking up the flight of stairs near Cafe 101, or taking the lift; go up to 
the 4th floor and turn left from the stairs or turn right from the lift. My office is the fifth office 
on your right. If you cannot make it within this pick up time, and do not want your vouchers 
sent to you, please send me an email and we can arrange an alternative time. 
  
By clicking “I consent to participate in this study” below and completing the survey, I 
understand what is required of me and I agree to participate in the research. 
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Appendix E3: Debrief Form for Time 4 

   
 
 
 
 
 

Debriefing- Session 4 
“Do childhood experiences, emotions, and thoughts say anything about dating in 

adulthood?” 
 
Thank you for participating in this study! 
  
At the start of the study, you were only partially informed about the aim of the study. This 
was done in order to obtain accurate results by not influencing your responses. The 
information form at the beginning stated the purpose of the study as: “This study examines 
emotional, cognitive and behavioural factors associated with adverse childhood experiences 
and interpersonal problems in adulthood”. This was all true and these variables helps us 
understand factors that may lead women to put themselves in harms-way in relationships. 
However, we would like to fully debrief you about the aims of this study: 
  
· Purpose of the research 
Childhood adverse experiences such as sexual/physical abuse or emotional/physical neglect 
are associated with a variety of negative short- and long-term consequences. Research has 
shown that individuals with a history of childhood abuse are more likely to experience abuse 
in adulthood, a phenomenon called revictimisation. Understanding how exactly childhood 
trauma can lead to revictimisation in adulthood can help us design effective preventive and 
therapeutic interventions for target populations in the future. To reach this goal, we examined 
how cognitive (e.g., negative beliefs and attitudes about self-other, and risk detection), 
behavioural (e.g., risky sexual behaviours and coping strategies) and emotional (e.g., 
emotional reactivity, and emotion regulation) factors can predict revictimisation over time. 
 
· Research question and expectations 
We hypothesised that people with adverse childhood experiences would be more likely to be 
revictimised in adulthood. We also assumed that risky sexual behaviors, low risk detection, 
difficulties with identifying and regulating emotions, maladaptive coping strategies, and 
negative beliefs about self/others would predict revictimisation prospectively, and mediate the 
relationship between child abuse and revictimisation.   
  
Please let us know if you have any questions about the study. The corresponding researcher: 
Jenna Heins (Masters student) would be happy to answer your questions via email Jenna: 
jenna.heins@pg.canterbury.ac.nz or phone (03) 369 2693.  
  
If you wish to withdraw from the study at this point please tick the box below. This will not 
have any effect on compensation given to you for taking part in the study or course credit. 
Your data will also be destroyed. 
Thank you again for your ongoing participation in this research! We really appreciate 
the time you have spent completing all four sessions of this study!  
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Researchers: 
Jenna Heins (Masters Student) 
Martin Dorahy (Supervisor) 
  
Please note: 
We are happy to post your vouchers to you if you email Jenna your full address 
(jenna.heins@pg.canterbury.ac.nz), or you can collect them between 2:30-3:30pm 
Mondays from Jenna in Office 470 in the Psychology/Geography building. You will find 
my office by walking up the flight of stairs near Cafe 101, or taking the lift; go up to the 4th 
floor and turn left from the stairs or turn right from the lift. My office is the fifth office on 
your right. If you cannot make it within this pick up time, and do not want your vouchers sent 
to you, please send me an email and we can arrange an alternative time. 
 
If you are distressed, the information bellow will help you find resources to receive 
psychological support. Please read this part carefully. 
  
We understand the Questionnaires you have completed contain some questions of a highly 
sensitive and personal nature. If you feel any of the questions or behavioural task(s) have 
distressed you in any one of the sessions and you feel you need support, you are welcome to 
contact the lead researcher; Clinical Psychologist Martin Dorahy either by email 
(martin.dorahy@canterbury.ac.nz) or directly on (03) 649 4337. 
  
Free counselling services are provided by the University of Canterbury at the UC Health 
Centre for students. Typically, there is approximately a two-week waiting list, however 
depending on your availability and flexibility in whom you see, you could get an appointment 
within a few days. Counselling charges only apply where a third party is paying (i.e. WINZ or 
an insurance company). 
  
In addition to this, if you feel you feel you need to talk to someone urgently and cannot wait 
for an appointment, you should call the UC Health reception on extension 9444 (369 44 44) 
or go into reception and make it clear that it is an urgent situation. They have a counsellor on-
call to deal with urgent situations. 
  
The UC Health Centre website also states: 
“During non-office hours we also have an on-call system. If you are having a crisis or feel 
that you need to talk to someone during a time when the clinic is closed, please call 03 369 
4444 to be transferred to a registered nurse answering service. You will be triaged by a 
registered nurse who will give advice or refer you to an appropriate service (s).” 
  
Your GP is also a great first line of contact and included below are helplines that you can 
contact for support, and websites you can utilise: 
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Mental Health Helplines 
· Free call or text 1737 any time to talk to a trained counselor 
· Anxiety phone line – 0800 269 4389 (0800 ANXIETY)  
· Rape Crisis – 0800 883 300 (for support after rape or sexual assault) 
· Canterbury and West Coast – 03 379 8415 / 0800 899 276 (1pm to midnight, seven nights; 
Peer support services for those experiencing mental health issues) 
· Depression Helpline – 0800 111 757 or free text 4202 (to talk to a trained counsellor about 
how you are feeling or to ask any questions) 
· Youthline – 0800 376 633, free text 234 or email talk@youthline.co.nz 
· Lifeline – 0800 543 354 (0800 LIFELINE) or free text 4357 (HELP) 
· Suicide Crisis Helpline – 0508 828 865 (0508 TAUTOKO) 
· Healthline – 0800 611 116 
· Samaritans – 0800 726 666 
  
Māori Specific Mental Health Resources 
· Purapura Whetu Trust – (03) 379 8001 (helps adults, teenagers, children and their whānau 
get well, stay well, live well)  
· Te Puna Oranga – (03) 381 8472 (ACC – Sexual abuse Crisis response – Immediate 
response, counselling support to survivors or victims of sexual violence)More detailed 
information at http://mherc.org.nz/directory/consumer-services/maori-mental-health-services 
 
Web Resources for helping with your Mental Health 
· CALM- https://www.calm.auckland.ac.nz (An online programme for building mental health 
resilience) 
· The Mood Gym- https://moodgym.com.au (An online self-help portal for mental health    
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Appendix F: The Posttraumatic Stress Disorder Checklist for DSM-5 (PCL-5) 

(Weathers et al., 2013) 

Below is a list of problems that people sometimes have in response to a very stressful 
experience. Please read each problem carefully and then indicate how much you have been 
bothered by that problem in the past month. 
 

Not at all A little bit Moderately Quite a bit Extremely I don’t wish to answer 
this question 

○ ○ ○ ○ ○ ○ 
 
In the past month, how much were you bothered by: 
 

1. Repeated, disturbing, and unwanted memories of the stressful experience? 
 

2. Repeated, disturbing dreams of the stressful experience? 
 

3. Suddenly feeling or acting as if the stressful experience were actually happening again 
(as if you were actually back there reliving it)? 
 

4. Feeling very upset when something reminded you of the stressful experience? 
 

5. Having strong physical reactions when something reminded you of the stressful 
experience (e.g. heart pounding, trouble breathing, sweating)? 
 

6. Avoiding memories, thoughts, or feelings related to the stressful experience? 
 

7. Avoiding external reminders of the stressful experience (e.g. people, places, 
conversations, activities, objects, or situations)? 
 

8. Trouble remembering important parts of the stressful experience? 
 

9. Having strong negative beliefs about yourself, other people, or the world (e.g. having 
thoughts such as: I am bad, there is something seriously wrong with me, no one can be 
trusted, the world is completely dangerous)? 
 

10. Blaming yourself or someone else for the stressful experience or what happened after 
it? 
 

11. Having strong negative feelings such as fear, horror, anger, guilt, or shame? 
 

12. Loss of interest in activities that you used to enjoy? 
 

13. Feeling distant or cut off from other people? 
 

14. Trouble experiencing positive feelings (e.g. being unable to feel happiness or have 
loving feelings for people close to you)? 
 

15. Irritable behaviour, angry outbursts, or acting aggressively? 
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16. Taking too many risks or doing things that could cause you harm? 
 

17. Being 'superalert' or watchful or on guard? 
 

18. Being 'superalert' or watchful or on guard? 
 

19. Having difficulty concentrating? 
 

20. Trouble falling or staying asleep? 
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Appendix G: The Dissociative Experiences Scale-II (DES-II) 

(Bernstein & Putnam, 1986; Carlson & Putnam, 1993). 

These questions describe experiences that you may have in your daily life. Your answer 
should show how often these experiences happen to you when you ARE NOT under the 
influence of alcohol or drugs. Please select a number from 0% to 100% to show what 
percentage of the time these experiences have happened to you.  
 
(NEVER)   0%   10%   20%   30%   40%   50%   60%   70%   80%   90%   100%   
(ALWAYS)  
 
1. Some people have the experience of driving or riding in a car or bus or subway and 

suddenly realising that they don’t remember what has happened during all or part of the 
trip. 

2. Some people find that sometimes they are listening to someone talk and they suddenly 
realise that they did not hear part or all of what was said.  

3. Some people have the experience of finding themselves in a place and having no idea how 
they got there.  

4. Some people have the experience of finding themselves dressed in clothes that they don’t 
remember putting on.  

5. Some people have the experience of finding new things among their belongings that they 
do not remember buying.  

6. Some people sometimes find that they are approached by people that they do not know 
who call them by another name or insist that they have met them before.  

7. Some people sometimes have the experience of feeling as though they are standing next to 
themselves or watching themselves do something and they actually see themselves as if 
they were looking at another person.  

8. Some people are told that they sometimes do not recognise friends or family members.  
 
[Validity Item]. If you are reading this please select 100% (eleventh across)  

9. Some people find that they have no memory for some important events in their lives (for 
example, a wedding or graduation).  

10. Some people have the experience of being accused of lying when they do not think that 
they have lied.  

11. Some people have the experience of looking in a mirror and not recognising themselves.  

12. Some people have the experience of feeling that other people, objects and the world 
around them are not real.  

13. Some people have the experience of feeling that their body does not seem to belong to 
them.  
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14. Some people have the experience of sometimes remembering a past event so vividly that 
they feel as if they were reliving that event.  

15. Some people have the experience of not being sure whether things that they remember 
happening really did happen or whether they just dreamed them.  

16. Some people have the experience of being in a familiar place but finding it strange and 
unfamiliar.  

17. Some people find that when they are watching television or a movie they become so 
absorbed in the story that they are unaware of other events happening around them.  

18. Some people find that they become so involved in a fantasy or daydream that it feels as 
though it were really happening to them.  

19. Some people find that they sometimes are able to ignore pain.  

20. Some people find that they sometimes sit staring off into space, thinking of nothing, and 
are not aware of the passage of time.  

21. Some people sometimes find that when they are alone they talk out loud to themselves.  

22. Some people find that in one situation they may act so differently compared with another 
situation that they feel almost as if they were two different people.  

23. Some people sometimes find that in certain situations they are able to do things with 
amazing ease and spontaneity that would usually be difficult for them (for example, 
sports, work, social situations, etc.).  

24. Some people sometimes find that they cannot remember whether they have done 
something or have just thought about doing this (for example, not knowing whether they 
have just mailed a letter or have just thought about mailing it).  

25. Some people find evidence that they have done things that they do not remember doing.  

26. Some people sometimes find writings, drawings, or notes among their belongings that 
they must have done but cannot remember doing.  

27. Some people sometimes find that they hear voices inside their head that tell them to do 
things or comment on things that they are doing.  

28. Some people sometimes feel as if they are looking at the world through a fog so that 
people and objects appear far away or unclear. 
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Appendix H: Measurements/Behavioural Tasks in Order of Completion in Larger Study 

Time 1 
 

 Socio-demographics (age, gender, 
nationality, marital status, country of 
residence) 

 Distress Tolerance Scale 
 Difficulties in Emotion Regulation 

Scale  
 SRB (Sex for emotion regulation) 
 Risky Sex Scale 
 Young Schema Questionnaire-SF 

(YSQ-SF) 
 Risk Detection Task  
 PTSD Checklist for DSM-5 (PCL-5) 
 Childhood Trauma Questionnaire - 

Short Form 
 Stressful Life Events Screening 

Questionnaire 
 Substance and alcohol Questionnaire 

 

Time 2 
 

 Socio-demographics (age, gender, 
marital status) 

 Substance and alcohol Questionnaire 
 Number of incapacitated sex in the 

interval 
 The Geneva Emotion Recognition 

Test-Short (GERT-S) 
 Follow-up questions measuring 

recent cases of re-victimization  
 Sexual Sensation Seeking Scale 
 UCLA Loneliness Scale 
 Peri-traumatic Dissociative 

Experiences Questionnaire 
 Experience in Close Relationship-R 

(ECR-R) 
 Dissociative Experiences Scale-II 

 
 

 
 

Time 3 
 

 Socio-demographics (age, gender, 
marital status) 

 Coping Strategies Inventory 
 Substance and alcohol Questionnaire 
 Number of incapacitated sex in the 

interval 
 Sexual Assertive Scale for Women 
 UPPS-P Impulsive Behavior Scale  
 Follow-up questions measuring 

recent cases of re-victimization 
 Somatoform Dissociation 

Questionnaire 
 Post Traumatic Growth Inventory 
 Connor-Davidson Resilience Scale 
 Experience in Close Relationship-R 

(ECR-R) 

Time 4 
 

 Socio-demographics (age, gender, 
marital status) 

 Emotional reactivity 
 Substance and alcohol Questionnaire 
 Number of incapacitated sex in the 

interval 
 Follow-up questions measuring 

recent cases of re-victimization 
 PTSD Checklist for DSM-5 (PCL-5) 
 Self-Blame Scale 
 Young Schema Questionnaire-SF 

(YSQ-SF) 
 The Multidimensional Existential 

Meaning Scale 
 Experience in Close Relationship-R 

(ECR-R) 

 


