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ABSTRACT
SEXUAL VIOLENCE, COPING SELF-EFFICACY, AND ATTACHMENT AS PREDICTORS
OF POSTTRAUMATIC STRESS IN EMERGING ADULTS
Jessie E. Phillips, B.S.
Western Carolina University (April 2022)

Director: Dr. Kia Asberg

Interpersonal trauma (e.g., intimate partner violence, sexual assault, and childhood abuse) can
play a significant role on one’s mental representations of the self and others (Fowler et al., 2013;
Sandberg et al., 2009). A substantial number of individuals are exposed to potentially life-
threatening events through the course of their lives (27%; Shors & Millon, 2016), and yet they
are able to persevere and cope with the trauma (i.e., they evidence resilience; Bonanno, 2008).
Similarly, one may expect that a person with a history of sexual victimization would develop a
negative schema about the world and self; however, research suggests only 8 to 15 percent of
individuals experience persistent posttraumatic stress (PTS; Bistricky et al., 2017). The
discrepancy between the significant number of people who have experienced trauma, including
sexual violence, and those who develop PTS and other adverse outcomes suggests the presence
of variables that impact or explain the association. Two such variables are coping self-efficacy
and attachment security (Altan-Atalay & Sohtorik Ilkmen, 2020). For example, adult attachment
partially mediated the association between past interpersonal trauma and depression severity
(Fowler et al., 2008), while Cieslak et al. (2008) found that coping self-efficacy mediated the
effects of negative cognitions on posttraumatic distress. Likewise, reviews (e.g., Mikulincer et

al., 2015) generally concluded that “insecure attachment appears to increase vulnerability for
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developing posttraumatic stress symptoms” (Barazzone et al., 2019, p. 140). The interplay
among attachment behaviors and coping self-efficacy expectancies in the prediction of PTS is
less understood, especially in the context of sexual violence.

The present study investigated coping self-efficacy and attachment security as potential
protective factors against the development of posttraumatic stress in survivors of sexual
victimization. In this study, 205 college students (M = 19.07 years, SD = 1.62 years) completed
self-report measures of sexual victimization, coping self-efficacy, and attachment. Of that
sample, 111 participants (M = 19.19, SD = 1.62) reported at least one experience of sexual
victimization. The primary analyses were conducted using this subsample of 111 that endorsed
the relevant sexual experiences and a self-report measure for posttraumatic stress (PLC-5) was
only obtained from this group. The main hypotheses of this study were that coping self-efficacy
and attachment security would indirectly impact the association between frequencies of sexual
victimization and symptoms of posttraumatic stress. As expected, coping self-efficacy and
attachment security, respectively, were found to mediate the association between sexual
victimization and posttraumatic stress in the subsample. This evidence supports that coping self-
efficacy and attachment security serve as protective factors for the development of posttraumatic
stress in the aftermath of sexual violence. Furthermore, these findings may aid in interventions

for survivors of sexual violence in order to decrease posttraumatic stress symptomatology.



INTRODUCTION

Sexual Violence and Posttraumatic Stress

Trauma directly caused by another person is known as interpersonal violence and puts a
survivor at greater risk for developing posttraumatic stress, compared to individuals who
experienced traumatic events not involving others (e.g., car accidents; Morris et al., 2020). While
a majority of the literature focuses on adverse outcomes of traumatic events, there is research to
support that many survivors demonstrate resilience and only experience posttraumatic stress
symptomatology in the few weeks and months following the traumatic event (Bonanno, 2008;
Masten, 2001). This affirms findings of Frazier and colleagues (2001) that survivors of sexual
assault reported positive changes and greater appreciation for life two weeks after their attack.
Compared to other forms of interpersonal violence, sexual violence is highly associated with
posttraumatic stress (Mahoney et al., 2019). Sexual violence is typically used as an inclusive
term and is defined as sexual acts perpetrated on a nonconsenting individual (Mahoney et al.,
2019; Shors & Millon, 2016). This includes deliberate sexual touching and nonphysical sexual
acts. Rape and sexual assault are more specifically defined as forced or threatened penetration, or
physical and verbal coercion, which can be done while the victim is incapacitated. According to
the Centers for Disease Control, one in four women experienced unwanted sexual contact, while
one in five women and one in seven men were raped before age 25 (Mahoney et al., 2019).

Survivors of sexual violence often report negative cognitions about themselves and the
world, which exacerbates the development of posttraumatic stress symptomatology and makes
treatment efforts more difficult (Shors & Millon, 2016). Common posttraumatic stress
symptomatology includes reexperiencing trauma and avoidance of significant reminders of the

traumatic event, as well as hypervigilance and negative mood or negative cognitions about the



self (Shors & Millon, 2016). Kessler et al. (2014) investigated the risk of developing PTSD
following sexual violence and found that although rape and sexual assault was infrequently
reported, it was strongly associated with PTSD symptomatology. Individuals dealing with
posttraumatic stress often experience symptomatology that impairs their ability to cope and leads
to negative perceptions of the self. For example, a woman experiencing intrusive thoughts, social
isolation, and hyperarousal following a sexual assault is likely to perceive herself as incompetent
and develop negative cognitions about herself. The negative cognitions adversely affect her
ability to engage in adaptive coping mechanisms; however, with coping self-efficacy as a
protective factor she may be able to overcome and begin her path to recovery. Given the
staggering number of individuals who experience sexual violence, it is imperative to examine the
protective factors that may diminish the development of posttraumatic stress.
Coping Self-Efficacy

Coping self-efficacy (CSE) reflects a person’s confidence in their ability to manage stress
and cope with problems related to their trauma (Chesney et al., 2006). CSE is related to one’s
perceived ability to manage their problems, rather than the methods and techniques used to cope.
Moreover, coping self-efficacy derives from an individual’s need of control in their life (Benight
& Bandura, 2004), which perpetuates an individual’s motivation to effectively cope with their
trauma or, conversely, partake in debilitating behaviors (Bosmans & van der Velden, 2015).
Individuals with high coping self-efficacy are more apt to motivate themselves, less vulnerable to
stress, and more resilient when adverse situations occur (Benight & Bandura, 2004). Conversely,
those with low coping self-efficacy are hypersensitive to stressful stimuli, feel unable to manage

stress, and experience more severe psychological dysfunction.



A key aspect of CSE is the belief that one is able to handle the internal and external
demands placed on an individual in the aftermath of trauma (Mahoney et al., 2019). The
perceived ability to control and reduce negative emotional states related to the traumatic event
leads to significant recovery outcomes. The degree to which one perceives they have control
over responses to their traumatic event not only reduces stress in the moment, but also serves as a
protective factor and a predictor of long-term recovery of posttraumatic stress (Bosmans & van
der Velden, 2015). Those with higher coping self-efficacy are likely to partake in more adaptive
coping mechanisms, thereby reducing posttraumatic stress, which reinforces their ability to cope.

Based on Social Cognitive Theory, individuals exposed to trauma are consciously
evaluating their emotional and behavioral responses related to the traumatic event, as well as
their posttraumatic stress symptoms (Benight & Bandura, 2004). This process of self-regulation
aids individuals by guiding their behavior in ways that promotes growth and well-being
following a traumatic event, therefore exhibiting the utilization of coping self-efficacy. This core
belief is rooted in the fact that the individual has the ability, or the power, to guide their behavior
which leads to more desirable outcomes (e.g., diminished posttraumatic stress; Benight &
Bandura, 2004).

Cieslak et al. (2008) conducted two studies that investigated the association between
coping self-efficacy and posttraumatic stress following a traumatic event. In addition to coping
self-efficacy, participants’ negative cognitions about themselves, the world, and self-blame were
measured. The study examined 66 female participants who experienced childhood sexual abuse
and dealt with posttraumatic stress. Results indicated coping self-efficacy mediated the effect
negative cognitions had on posttraumatic stress. Furthermore, participants with higher coping

self-efficacy had lower levels of posttraumatic stress, despite their high levels of negative



cognitions about themselves and the world (Cieslak et al., 2008). This study indicated the
significant power coping self-efficacy may have in diminishing one’s posttraumatic stress.

Mahoney et al. (2019) investigated the association between CSE and PTSD
symptomatology in 518 survivors of sexual violence. The results indicated CSE mediated the
association between sexual violence and PTSD symptoms, thereby demonstrating diminished
symptoms that may serve as a protective factor in the development of such symptoms. The
results also suggested participants with high levels of CSE were able to retain a sense of control
in managing their trauma and had an enhanced adaptive recovery from their sexual assault
(Mahoney et al., 2019). Consistent with other research (Benight & Bandura, 2004), the
researchers reported a negative association between CSE and posttraumatic stress over time.

Similar to coping self-efficacy, the development of one’s attachment behaviors are
greatly impacted by the interactions with their environment and establishes the internal working
model of the self or others, thereby driving the strategies used when responding to traumatic
events (Bosmans & van der Velden, 2015; Mikulencer & Shaver, 2016).

Attachment and Adaptations

Various patterns of attachment behaviors are described in the literature, most commonly
noting the dimensional approach to secure-insecure attachment (Shaver & Mikulencer, 2002;
Fraley et al., 2015). People fall on the spectrum of attachment security and insecurity, where
security is typically associated with adaptive, normal functioning behaviors, whereas insecurity
is reflective of maladaptive functioning. Exhibiting insecure attachment behaviors can lead to
individuals having increased difficulty with emotion regulation and establishing healthy coping
mechanisms, thereby inhibiting the skills needed to build coping self-efficacy (Benight &

Bandura, 2004; Bistricky et al., 2017). The literature suggests attachment behaviors correspond



with positive and negative associations between interpersonal violence and posttraumatic stress
(Barazzone et al., 2019; Mikulincer et al., 2015; Sandberg et al., 2009).

Among close relationships individuals have with others, including parents or parental
figures, romantic partners, or close friends, individuals may exhibit different attachment
behaviors with each member of their close group. These varying attachment behaviors with close
relationships contribute to an overall, global attachment (Fraley et al., 2011; Fraley et al., 2015).
Research suggests that global attachment is predictive of psychological adjustment and plays a
significant role in interpersonal relationships (Mikulincer & Shaver, 2016). In contrast to those
with secure attachment, insecurely attached adults may lack the internal motivation to seek out
support from others, thereby increasing experiences of adverse effects of a traumatic event
(Fraley et al., 2006; Mikulincer & Shaver, 2016).

Moreover, one’s ability to trust and desire closeness may be compromised in the event of
a traumatic experience (Barazzone et al., 2019). Research supports the notion that individuals
with secure attachment behaviors are more apt to protect themselves emotionally from the
trauma endured and exhibit resiliency (Barazzone et al., 2019; Bonanno, 2004). Likewise,
individuals that exhibit insecure attachment behaviors are more likely to feel the impact of the
traumatic event and experience more adverse effects of the trauma. Thus, increasing the
likelihood of developing posttraumatic stress compared to securely attached individuals.

In a sample of 224 women who experienced traumatic events (e.g., interpersonal trauma,
war combat, and natural disasters), Sandberg et al. (2009) found a positive correlation between
insecure attachment and posttraumatic stress suggesting that attachment insecurity played a
significant role in the development of PTS. Furthermore, women who were insecurely attached

and experienced domestic violence and sexual victimization had the highest levels of PTS.



Likewise, O’Connor and Elklit (2008) investigated the association between secure
attachment behaviors and responses to traumatic events, including physical violence and sexual
abuse. Their findings highlighted the resiliency displayed in individuals with secure attachment
compared to their counterparts. Secure attachment was significantly associated with low levels of
PTS, whereas insecure attachment was associated with the highest PTS symptomatology.
Strategies or behaviors associated with particular attachment behaviors are likely to have
implications for adjustment following a traumatic event (e.g., sexual victimization).

Overall, the association between attachment behaviors and posttraumatic stress is
consistent in literature, such that attachment insecurity is highly associated with posttraumatic
stress symptomatology (Fraley et al., 2006). Adults with attachment insecurity lack secure or
supportive attachment figures (i.e., parental figures, romantic partners, etc.), which may lead to
maladaptive responses to traumatic events (Mikulincer & Shaver, 2016). Due to the high rate of
sexual victimization in emerging adults (Morris et al., 2020; Shors & Millon, 2016), in addition
to various attachment behaviors exhibited in this population, posttraumatic stress may be
exacerbated in emerging adults.

Emerging Adulthood and Victimization

Although victimization can occur at any age, emerging adults ranging from 18 to 25-
years old are at high risk of experiencing a traumatic event, therefore warranting research in this
population. Young college age women are particularly vulnerable to interpersonal violence and
posttraumatic stress compared to college age men (Coker et al. 2016; Morris et al., 2020; Shors
& Millon, 2016), specifically sexual victimization in their freshman year (Kimble et al., 2008).
In fact, approximately one in five young women experience sexual violence during their

freshman and sophomore year of college (Shors & Millon, 2016). According to the Centers for



Disease Control (2014), approximately half of both male and female victims of sexual violence
experience their trauma prior to age 25.

Individuals in this stage of life are in the process of psychosocial maturation skills that are
needed to adapt to their environment. Emerging adulthood is associated with many challenges
including instability, self-identity exploration, and self-focus, but also provides an opportunity
for diverse possibilities (Arnett, 2000). Investigating the effects of sexual violence and predictors
of posttraumatic stress in this population is imperative to understanding the development of the
self and its adaptations to challenges, particularly in the aftermath of sexual victimization.

Present Study

As evidenced by the plethora of research that points to a significant discrepancy between
the number of individuals exposed to trauma and those who experience posttraumatic stress
symptomatology (Benight & Bandura, 2004; Bosmans & van der Velden, 2015), further research
is warranted. The exploration of mediating factors in the association between sexual violence and
PTS is of particular importance given that this group is particularly vulnerable to PTS compared
to those who suffer other forms of victimization (Kessler et al., 2014). Thus, the present study
examined the interplay of coping self-efficacy and attachment security on the expression of
posttraumatic symptomatology among emerging adults who have experienced sexual violence
(18-25-year-olds; Arnett, 2000). Specifically, this study independently measured coping self-
efficacy and attachment security as predictors of posttraumatic stress when an individual has
experienced a traumatic event related to sexual violence. The present study examined the extent
to which the aforementioned variables independently mediated the link between the frequency of
sexual victimization and symptoms of posttraumatic stress. This investigation provided a deeper

understanding of the resiliency factors many survivors of sexual violence possess (Bonanno,



2008; Masten, 2001), in efforts to promote well-being and growth among survivors. Given the
high prevalence rate of sexual violence among emerging adults, findings of this study may add to
the literature to further the understanding of protective factors that combat posttraumatic

symptomatology.



HYPOTHESES

Hypothesis 1: Sexual victimization and posttraumatic stress will be positively correlated.
Hypothesis 2: A negative correlation between coping self-efficacy and posttraumatic stress, such
that higher levels of coping self-efficacy will correspond with lower levels of posttraumatic
stress.

Hypothesis 3: A negative correlation between attachment security and posttraumatic stress, such
that higher scores on the attachment measure will correspond with lower levels of posttraumatic
stress.

Hypothesis 4: Coping self-efficacy and attachment security will be positively correlated, such
that higher scores on the attachment measure will correspond with higher levels of coping self-
efficacy.

Hypothesis 5: Coping self-efficacy will indirectly affect the association between sexual
victimization and posttraumatic stress, such that coping self-efficacy will serve as a protective
factor against posttraumatic stress (i.e., lower levels of posttraumatic stress).

Hypothesis 6: Attachment security will indirectly affect the association between sexual
victimization and posttraumatic stress, such that attachment security will serve as a protective

factor against posttraumatic stress (i.e., lower levels of posttraumatic stress).



METHODS

Participants

A total of 235 participants were recruited from the psychology undergraduate research
pool at a regional comprehensive university. Of the 235, 205 were retained to conduct the
analyses. The remaining 30 participants were not included because they completed only 85
percent or less of the survey. The mean age of the participants over the overall sample of 205
was 19.07 years (SD = 1.62), ranging from 18 to 25. Of the sample, 128 (62.4%) identified as
women, 70 (34.1%) identified as men, 3 (1.5%) identified as non-binary, 2 (1.0%) identified as
other, and 2 (1.0%) preferred not to answer. The sample was 69.3% White, 11.2% were Black or
African American, 4.4% were Hispanic or Latinx, 2.9% were Asian, 1.5% were American Indian
or Alaska Native, 0.5% were Native Hawaiian or Other Pacific Islander, and 0.5% were of
another race or ethnicity.

In the sexual victimization subsample of 111, the mean age was 19.19 years (SD = 1.62),
ranging from 18 to 25 years of age. Of the sample, 83 (76.9%) identified as women, 21 (19.4%)
identified as men, 2 (1.9%) identified as non-binary, 1 (0.9%) identified as other, and 1 (0.9%)
preferred not to answer. The sample was 74.1% White, 7.4% were Black or African American,
4.6% were Asian, 3.7% were Hispanic or Latinx, 1.9% were American Indian or Alaska Native,
0.9% were Native Hawaiian or Other Pacific Islander, and 0.9% were of another race or
ethnicity. Overall, the general makeup of samples was similar in gender identity and racial and
ethnic groups (See Appendix E).

Procedure
All surveys were completed in Qualtrics, an online survey software program, through a

link provided to the participants. Western Carolina University students who participated in the
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study were recruited through SONA. All data were anonymous. Participants were asked to read
and sign the informed consent prior to the start of the survey which explained the sensitive nature
of the survey (e.g., questions pertaining to sexual trauma, etc.). Participation was voluntary and
students were informed that they could discontinue the study at any time and without penalty.
Once participants signed the consent form, they were directed to the demographics survey and
subsequent self-report measures. Following the completion of the study, student participants
were provided resources to the university counseling center in the event they were negatively
impacted by the questions answered. Students received credit towards a psychology course

requirement in exchange for completing the survey.

Measures

The present study consisted of all self-report questionnaires, in addition to a
demographics survey in order to obtain information about participants’ age, gender, and
ethnic/racial identification.
Sexual Victimization

The Sexual Experiences Survey — Short Form Victimization (SES-SFV; Koss et al.,
2007; See Appendix A) was used to measure instances of sexual victimization, including
forceable kissing, touching, rape, etc. Participants completed the 10 item scale (from 0 = Never
happened to 4 = Four or more times) to measure their sexual violence trauma history since their
18" birthday. Items assessed the extent of the person’s experiences with various degrees of
sexual coercion or victimization (e.g., “Someone had oral sex with me or made me have oral sex
with them without my consent”). This survey was used to place participants into dichotomous
groups based on whether they had experienced sexual victimization or not. The SES-SFV is

scored on a severity scale from no sexual trauma to sexual trauma; however, for the purposes of
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this study, a severity total score was also calculated, ranging from 0 to 21. According to Koss et
al. (2007) the Cronbach’s o of this measure was 0.74. For this study, the Cronbach’s a of this
measure was 0.87.

For the purposes of this study, this scale was modified from the original version (Koss et
al., 2007). Modifications included changing the age of exposure to a sexual coercive event from
14 to 18 years of age to account for the emerging adult population in the present study.
Additionally, the prompt question, “how many times in the past 12 months?” regarding exposure
to the event was excluded. Instead, participants were asked to only indicate the number of times
they experienced sexual victimization since the age of 18. Moreover, all items were presented
using gender neutral terms. Of note, although each participant completed all 10 items of the
survey, only 6 items on the scale (i.e., questions 1-5, and 7; See Appendix A) were used for
analyses.

Posttraumatic Stress

For the purposes of this study, only participants who reported at least one instance of
sexual victimization on the SES-SFV were prompted to complete this measure. To assess one’s
posttraumatic stress symptomatology, participants completed the PTSD Checklist (PCL-5;
Weathers et al., 2013; See Appendix B), which includes 20 items rated on a 5-point Likert scale
(0 = Not at all to 4 = Extremely). The PCL-5 is based on the DSM-5 criteria that characterizes
PTSD symptomatology. The symptom severity ranges from 0 to 80, with a cutoff score of 31-33
for probable PTSD (National Center for PTSD, 2016; Weathers et al., 2013). The PCL-5 has
been validated in college age research studies (Blevins et al., 2015). Additionally, this measure is

used by the National Center for Posttraumatic Stress Disorder to assess PTSD symptomatology.
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According to a study by Blevins et al. (2015), Cronbach’s o was 0.94 in comparison to other
PTSD measures. For the present study, the Cronbach’s o was 0.97.
Coping Self-Efficacy

To measure coping self-efficacy, the Coping Self-Efficacy Scale (CSE; Chesney et al.,
2006; See Appendix C) was used to assess one’s perception of their ability to manage their
problems and have control over life events. The participants answered questions pertaining to
their confidence in their ability to use coping strategies when dealing with a problem (e.g.,
“Break an upsetting problem down into smaller parts,” “Look for something good in a negative
situation.”) Participants completed the CSE, which includes 26 items rated on a 5-point Likert
scale (0 = Cannot do at all to 4 = Can certainly do), with a potential total score of 104. The sum
score was used to measure a person’s overall CSE score. Chesney et al. (2006) reported that the
Cronbach’s a of this measure was 0.95. The present study found a Cronbach’s o of 0.98.
Attachment Security

To assess adult attachment behaviors as it relates to their interpersonal relationships,
participants completed the Revised Adult Attachment Scale — Close Relationship Version
(RAAS; Collins, 1996; See Appendix D), which includes 18 rated items on a 5-point Likert scale
(0 = Not at all characteristic of me to 4 = Very characteristic of me). The RAAS is comprised of
three subscales that measure closeness, dependency, and anxiousness as it relates to attachment
in interpersonal relationships. For the purpose of this study, the closeness and dependency scales
were combined to measure attachment security (as seen in Shevlin et al., 2013). The closeness
subscale measures a person’s comfort level with intimacy and closeness with others (e.g., “I find
it relatively easy to get close to people”). The dependency subscale measures the extent to which

a person feels they can depend on others (e.g., “I am comfortable depending on others”). The
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anxiety subscale measures a person’s worry about abandonment or being unloved (e.g., “I often
wonder whether romantic partners really care about me”). According to Shevlin et al. (2013), the
Cronbach’s a of closeness/dependency scale was 0.76 and the anxiety scale was 0.83 for each
subscale. For this study, the Cronbach’s a of closeness/dependency scale was 0.82 and the
anxiety scale was 0.92 for each subscale.
Analytical Plan

Hypotheses 1, 2, 3, and 4 were tested using Pearson bivariate correlations coefficients. To
counter the risk of Type 1 errors, the threshold level for interpretation of p <.01 was established.
For Hypotheses 5 and 6, mediation analyses were used to test a conceptual model for the
associations between variables. To test if the association between sexual victimization and
posttraumatic stress symptomatology was mediated by coping self-efficacy and attachment
security, two mediation analyses were conducted. First, the association between sexual
victimization severity and coping self-efficacy was tested by regressing coping self-efficacy onto
sexual victimization severity (i.e., the a path). Next, the association between sexual victimization
and posttraumatic stress symptoms was assessed by regressing posttraumatic stress onto sexual
victimization severity (i.e., the ¢ [total] path). Furthermore, regression analyses were conducted
to predict the association between posttraumatic stress scores from coping self-efficacy and
sexual victimization severity (i.e., the b and ¢’ [direct] paths). Likewise, all regressions were
also conducted with attachment security as the mediating variable.

Using the regression procedure PROCESS macro version 4.0 (model 4; Hayes, 2017),
two mediation models were then conducted to test the indirect effects of sexual victimization on
posttraumatic stress symptomatology through levels of coping self-efficacy and attachment

security behaviors. As recommended by Hayes & Rockwood (2016), the indirect effect is
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significant if the bootstrap confidence interval for the indirect effect excludes zero. The indirect
effect was tested using 5,000 resampled bootstrap confidence intervals (95% CI).

In addition, secondary analyses were conducted using ¢ tests to measure the group mean
differences across the sample, including gender differences, to gain further context and
understanding about the sample. No hypotheses were made about the secondary analyses. All

analyses were conducted in IBM SPSS Statistics (Version 27).
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RESULTS

Of the 205 participants, 11 (5.4%) had one missing item on the coping self-efficacy
measure and 4 (2.0%) had one item missing on the attachment measure. Person-mean imputation
was used to prorate the average scores on the completed items in order to account for missing
data. For the purposes of this study, analyses were conducted on a within group sample (i.e., only
those who experienced sexual victimization) and a between-group sample (i.e., all participants).
All hypotheses pertain to participants with a history of sexual victimization.

Sexual Victimization Subsample

A Pearson’s bivariate correlation was conducted to examine the association between the
frequency of sexual victimization and symptoms of posttraumatic stress (z = 111). In support of
Hypothesis 1, sexual experiences scores were positively corelated with posttraumatic stress
scores, thus, as sexual victimization severity (i.e., SES total score) increased, posttraumatic stress
symptoms increased (r = .68, p <.001). Given the sample, only those who endorsed at least one
instance of sexual victimization were assessed for posttraumatic stress (See Appendix F).

Additional bivariate correlations were conducted for exploratory analyses to investigate
the association between sexual victimization, coping self-efficacy, and attachment security.
Higher sexual victimization severity was associated with lower coping self-efficacy scores (» = -
.35, p <.001). Similarly, a negative correlation was found between sexual victimization and
attachment security (r = -.40, p <.001), suggesting that those with more instances of sexual
victimization experience fewer secure attachment behaviors (See Appendix F).

In support of Hypothesis 2, a negative correlation was found between levels of
posttraumatic stress and coping self-efficacy, (» = -.40, p <.001). Likewise, in support of

Hypothesis 3, posttraumatic stress was negatively correlated with attachment security (» = -.45, p
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<.001). Consistent with Hypothesis 4, a positive correlation was found between coping self-
efficacy and attachment security (» = .44, p <.001).

To test Hypothesis 5, a mediation model was used to examine the effects of sexual
victimization and posttraumatic stress through coping self-efficacy. Sexual victimization severity
was associated lower levels of coping self-efficacy (a path: B = -1.56, SE = 0.40, #(106)=-3.86, p
<.001). Sexual victimization severity was significantly associated with higher posttraumatic
stress symptomology (c [total] path: B =2.89, SE = 0.30, #106) =9.60, p < .001). Furthermore,
coping self-efficacy was negatively and significantly associated with posttraumatic stress
symptomatology (b path: B=-0.17, SE = 0.07, #105) =-2.45, p = .01). Sexual victimization
severity had a significant direct effect on posttraumatic stress symptomatology (¢’ [direct] path:
B=2.62,SE=0.31, #(106) = 8.33, p <.001). In support of Hypothesis 5, sexual victimization
had a significant indirect effect on posttraumatic stress symptoms through levels of coping self-
efficacy (ab path: B=0.27, SE=0.13, B =0.064, 95% CI for B [0.008, 0.130]), such that the
presence of coping self-efficacy is associated with fewer posttraumatic symptoms in survivors of
sexual trauma (See Appendix I).

To test Hypothesis 6, a mediation model was used to examine the effects of sexual
victimization and posttraumatic stress through attachment security. Sexual victimization severity
was associated with fewer secure attachment behaviors (a path: B =-0.64, SE =0.14, #(106) = -
4.47, p <.001). Sexual victimization severity was significantly associated with higher
posttraumatic stress symptomology (c [total] path: B =2.92, SE =0.30, #(106) = 9.83, p <.001).
Furthermore, attachment security was negatively and significantly associated with posttraumatic
stress symptomatology (b path: B =-0.50, SE = 0.20, #(103) = -2.55, p = .01). Sexual

victimization severity had a significant direct effect on posttraumatic stress symptomatology (c’
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[direct] path: B =2.60, SE =0.32, #(106) = 8.21, p <.001). In support of Hypothesis 6, sexual
victimization had a significant indirect effect on posttraumatic stress symptoms through levels of
attachment security (ab path: B=0.32, SE=0.16, 3 =0.077, 95% CI for B [0.030, 0.641]), such
that the secure attachment behaviors are associated with fewer posttraumatic symptoms in
survivors of sexual trauma (See Appendix J).
Secondary Analyses for Group Mean Differences

The group mean differences between women (n = 83) and men (n = 21) who reported a
history of sexual victimization were measured to explore the gender differences across variables.
No hypotheses were made about the following analyses. We conducted an independent
samples 7 test to compare the levels of severity for sexual victimization for women (M =
6.51, SD = 5.39) and men (M =2.71, SD = 2.65). Women reported more instances of sexual
victimization than men, #(102) = -3.21, p = .002. The effect size for the difference was
large, Cohen’s d = 0.89. Moreover, we conducted an independent samples # test to compare the
levels of posttraumatic stress for women (M = 27.87, SD = 21.70) and men (M = 8.19, SD =
12.38) who reported at least one instance of sexual victimization. Women had higher reported
posttraumatic stress than men, #(102) =-3.99, p <.001. The effect size for the difference was
large, Cohen’s d = 1.11. An independent samples ¢ test was conducted to compare the levels of
coping self-efficacy for women (M = 45.70, SD = 20.33) and men (M = 66.63, SD = 23.38). Men
reported higher levels of coping self-efficacy than women, #(102) = 4.09, p <.001. The effect
size for the difference was large, Cohen’s d = 0.96. Furthermore, we conducted an independent
samples ¢ test to compare the levels of attachment security for women (M = 22.10, SD = 8.33)

and men (M = 26.14, SD = 7.19). Men reported higher levels of attachment security than
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women, #(102) = 2.04, p = .044. The effect size for the difference was moderate, Cohen’s d =
0.52.

Secondary analyses were conducted to examine the mean differences across the entire
sample (N = 205). No hypotheses were made about the following analyses. We conducted a
Pearson’s bivariate correlation to examine the association between coping self-efficacy (M =
54.06, SD = 24.95) and attachment security (M = 24.10, SD = 8.52). A moderate correlation (» =
43, p <.001) was found. Independent samples ¢ tests were conducted to compare individuals’
level of coping self-efficacy in those with no history of sexual victimization (n = 94, M =
59.65, SD = 25.81) and those with a reported history of sexual victimization (n =111, M =
49.33, SD = 23.29). The results yielded that individuals with no reported sexual victimization
had higher reported coping self-efficacy than those who had experienced sexual
victimization, #(203) = 3.01, p = .003. The effect size for the difference was moderate, Cohen’s d
= 0.42. The level of secure attachment for individuals who reported no sexual victimization (M =
25.68, SD = 8.37) and individuals who reported experiencing at least one instance of sexual
victimization (M = 22.76, SD = 8.45) were compared. Individuals with no reported history of
sexual victimization had higher reported secure attachment than those who had experienced
sexual victimization, #(203) = 2.48, p = .014. The effect size for the difference was

moderate, Cohen’s d = 0.35.
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DISCUSSION

The current study aimed to examine the association between sexual victimization and
posttraumatic stress to determine the indirect effects of coping self-efficacy and attachment
security. The findings generally supported the hypotheses. Consistent with previous findings in
the literature, sexual victimization was strongly associated with posttraumatic stress (Mahoney et
al., 2019). The findings in the present study indicated that an individual who endured repeated
sexual victimization experienced posttraumatic stress at a higher degree. Moderate negative
correlations were found between coping self-efficacy and posttraumatic stress, such that a higher
perceived ability to cope with sexual trauma is associated with lower levels of posttraumatic
stress. Likewise, attachment security was negatively correlated with posttraumatic stress,
suggesting that this also serves as a protective factor to reduce the number of adverse effects in
the aftermath of trauma. Furthermore, the moderately positive correlation between coping self-
efficacy and attachment security suggests that engaging in supportive relationships is associated
to a higher perceived capacity to cope.

The partial mediations found suggests that sexual victimization has direct and indirect
effects on posttraumatic stress. The indirect effect of coping self-efficacy on the association
between sexual victimization and posttraumatic stress indicated that coping self-efficacy
accounts for some of the statistical significance of that association; therefore, weakening the
association between sexual victimization and posttraumatic stress symptomatology. This
indicates that higher levels of coping self-efficacy were associated with fewer posttraumatic
stress symptoms in individuals with a history of sexual victimization. Thus, the effect of sexual
victimization and posttraumatic stress operated partially through coping self-efficacy. The

mechanism by which this occurs serves as a protective factor against the development of
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posttraumatic stress. The degree to which one perceives they have control over responses to their
traumatic event not only reduces stress in the moment, but also serves as a protective factor and a
predictor of long-term recovery of posttraumatic stress (Bosmans & van der Velden, 2015;
Luszczynska et al., 2009; Mahoney et al., 2019).

Likewise, attachment security had a significant indirect effect on the association between
sexual victimization and posttraumatic stress, which indicated that attachment security accounts
for some of the statistical significance of the association. Thus, weakening the association
between sexual victimization and posttraumatic stress symptomatology, such that attachment
security indirectly influenced the impact of sexual trauma on the development of posttraumatic
stress. This suggests that when a survivor maintains healthy, close relationships with others in
the aftermath of the sexual victimization, this could impact their recovery. These findings
demonstrate that both coping self-efficacy and attachment security may employ greater
resiliency by promoting adaptive recovery from sexual trauma (Benight & Bandura, 2004;
Bosmans & van der Velden, 2015; Mikulincer et al., 2015). Despite the significant indirect
effects found, the direct effect of sexual victimization on posttraumatic stress was also significant
and largely explains the association between these variables.

Between group comparisons were made to investigate how survivors of sexual
victimization differ from those who did not report any sexual victimization. The results indicated
that individuals who have no history of sexual victimization have higher levels of coping self-
efficacy and endorsed more secure attachments in their close relationships. Individuals with
sexual victimization likely experience a violation of trust following their traumatic experience
that led to this disruption in secure attachment behaviors (Barazzone et al., 2019). As such, this

leads to fewer close relationships, lack of trust in others, and negative perception of the self and
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the world. Given the negative impact sexual victimization has on one’s self-concept, these
findings suggest that therapeutic interventions for survivors should target the development of
coping self-efficacy and healthy attachment behaviors in order to facilitate growth and trust
within the self.

Overall, the overwhelming number of participants in this sample that reported
experiencing a form of sexual victimization in the past two years, presumably, reiterates the need
to expand upon the services provided to students. This finding suggests that a continued effort to
investigate the factors that lead to recovery after traumatic experiences is of the utmost
importance.

Limitations and Future Research

There are several limitations and suggestions for future research based on the current
study. A majority of the participants were White females approximately 18 years of age. The use
of a non-clinical sample of undergraduate students limits the generalizability of the findings to
clinical samples. Furthermore, the present study did not control for gender when investigating
the associations between variables, which could have greatly impacted the results. In general,
men had significantly higher levels of coping self-efficacy and secure attachment behaviors, and
experienced fewer posttraumatic stress symptomatology. Given the significant group mean
differences found in this study, in addition to the higher rate of women who experience sexual
victimization compared to men (CDC, 2014), gender should be considered as a covariate in
future studies. Additionally, future studies should look at more diverse samples, including
community samples and those with a higher man to woman ratio. However, the results found in
the present study are consistent with the literature, therefore important conclusions can be drawn

from the data.
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The current study measured the frequency of sexual victimization and did not
differentiate between types of coercive sexual experiences, such as attempted rape or completed
rape. Although this approach was appropriate to measure the hypotheses examined in this study,
this limits the findings when looking at posttraumatic stress symptomatology in those with
different types of coercive sexual experiences. For example, those who reported they were kissed
without their consent compared to those who were raped are likely to experience different levels
of posttraumatic stress. For future studies, categorizing the type of sexual victimization could
lead to more generalizable results and, therefore, can be used for targets of intervention.
Furthermore, all participants were asked to only refer to sexual experiences that happened since
the age of 18. Due to this approach, no data was collected for participants who experienced
sexual victimization prior to the age of 18. Additionally, because of the nature of this study,
other forms of trauma (e.g., dating violence, physical abuse, etc.) were not measured.
Participants who experienced multiple types of trauma were likely to report higher levels of
posttraumatic stress. These types of trauma likely impact one’s level of coping self-efficacy and
attachment behaviors; however, it was not accounted for in this study.

Additionally, the present study did not account for individuals who have been in therapy
or processed their sexual trauma. This could greatly impact someone’s coping self-efficacy and
attachment security as they build skills to cope with the trauma. Moreover, the present study
measured only one outcome variable, posttraumatic stress symptoms. Future studies should
consider measuring additional outcomes such as posttraumatic growth in order to gain a greater
understanding for how sexual victimization, or interpersonal violence in general, impacts

individuals in the aftermath of their trauma.
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Conclusions

The present study supports the body of research that suggests sexual victimization is
highly correlated with posttraumatic stress (Mahoney et al., 2019), and coping self-efficacy and
attachment behaviors contribute to the level of posttraumatic stress. The findings of the current
study indicate that perceptions of one’s ability to cope with the sexual trauma endured impacted
the development of posttraumatic stress. This notion suggests that it is imperative for survivors
of sexual violence to develop strong self-efficacy skills. Working to increase their coping skills,
sense of control, and confidence in their ability to cope with the trauma endured will help to
reduce posttraumatic stress. Although traumatic events can cause cognitive distortions about the
self and the world, interventions targeted towards coping self-efficacy may compensate for this
as one develops the skills and confidence to know they can heal from their trauma. In addition to
developing a perceived capacity to cope, survivors of sexual violence may benefit from
intervention that promotes secure attachment by building trust with others and forming positive

interpersonal relationship to reduce posttraumatic stress in the aftermath of trauma.
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APPENDIX A: SEXUAL EXPERIENCES SURVEY — SHORT FORM VICTIMIZATION

(KOSS ET AL., 2007)

Instructions: The following questions concern unwanted sexual experiences that you may have
had. The items ask about consent. “Without consent” means someone did something without
you saying they could or without you wanting them to. We know these are personal questions,
so we do not ask your name or other identifying information. Your information is completely
confidential. We hope this helps you to feel comfortable answering each question honestly.
Please select how many times any of the following events have happened to you since the age
of 18

0 = Never happened

1 = One time

2 =Two times

3 = Three times

4 = Four or more times

1. Someone fondled, kissed, or rubbed up against the private areas of my body (lips,
breast/chest, crotch or butt) or removed some of my clothes without my consent (but did not
attempt sexual penetration).

2. Someone had oral sex with me or made me have oral sex with them without my consent.

3. Someone inserted their penis, fingers, or objects into my private parts without my consent.

4. Even though it did not happen, some TRIED to have oral sex with me, or make me have oral
sex with them without my consent.

5. Even though it did not happen, someone TRIED to insert their penis, fingers, or objects into
my private parts without my consent.

6. Please indicate if someone perpetrated an unwanted sexual experience by doing one of the
following to you. (Yes or No)

a. Telling lies, threatening to end the relationship, threatening to spread rumors about
me, making promises | knew were untrue, or continually verbally pressuring me after
I said I did not want to.

b. Showing displeasure, criticizing my sexuality or attractiveness, getting angry but not
using physical for after I said I didn’t want to.

c. Taking advantage of me when I was too drunk or out of it to stop what was
happening.

d. Threatening to physically harm me or someone close to me.

e. Using force, for example holding me down with their body weight, pinning my arms,
or having a weapon.

7. Since age of 18, have you ever been raped?

a. Yes
b. No

8. What was the gender of the person who perpetrated the unwanted sexual experience onto

you?
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a. Man
b. Woman
c. Non-binary
d. Other
9. Who did these things to you?
a. A parent
b. Another relative
c. A friend
d. A romantic partner
e. An acquaintance (someone you know, but not well)
f. A stranger
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APPENDIX B: PTSD CHECKLIST (WEATHERS ET AL., 2013)

Instructions: Below is a list of problems that people sometimes have in response to a very
stressful life experience. Please answer the questions based on your unwanted sexual
experiences. Please read each problem carefully and then mark one of the numbers to the right to
indicate how much you have been bothered by that problem in the past month.

0 = Not at all

1 = A little bit
2 = Moderately
3 = Quite a bit
4 = Extremely

1. Repeated, disturbing memories, thoughts, or images of the unwanted sexual experience?

2. Repeated, disturbing dreams of the unwanted sexual experience?

3. Suddenly feeling or acting as if the unwanted sexual experience were actually happening
again (as if you were actually back there reliving it)?

4. Feeling very upset when something reminded you of the unwanted sexual experience?

5. Having strong physical reactions when something reminded you of the unwanted sexual
experience (e.g., heart pounding, trouble breathing, sweating)?

6. Avoiding memories, thoughts, or feelings related to the unwanted sexual experience?

7. Avoiding external reminders of the unwanted sexual experience (e.g., people, places,
conversations, activities, objects, or situations)?

8. Trouble remembering important parts of the unwanted sexual 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 unwanted sexual 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 behavior, angry outbursts, or acting aggressively?

16. Taking too many risks or doing things that could cause you harm?

17. Being “super alert” or watchful or on guard?

18. Feeling jumpy or easily startled?

19. Having difficulty concentrating?

20. Trouble falling or staying asleep?

32



APPENDIX C: COPING SELF-EFFICACY SCALE (CHESNEY ET AL., 2006)

Instructions: For each of the following items, indicate a number from 0 - 4, using the scale
above. When things aren't going well for you, or when you're having problems, how confident or
certain are you that you can:

0 = Cannot do at all

1 = Can do a little bit
2 = Moderately can do
3 = Can do quite a bit
4 = Can certainly do
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. Keep from getting down in the dumps.

. Talk positively to yourself.

. Sort out what can be changed, and what cannot be changed.

. Get emotional support from friends and family.

. Find solutions to your most difficult problems.

. Break an unsettling problem down into smaller parts.

. Leave options open when things get stressful.

. Make a plan of action and follow it when confronted with a problem
. Develop new hobbies or recreations.

. Take your mind off unpleasant thoughts.

. Look for something good in a negative situation.

. Keep from getting sad.

. See things from the other person’s point of view during a heated argument.
. Try other solutions to your problems if your first solutions don’t work.
. Stop yourself from being upset by unpleasant thoughts.

. Make new friends.

. Get friends to help you with the things you need.

. Do something positive for yourself when you get discouraged.

. Make unpleasant thoughts go away.

. Think about one part of the problem at a time.

. Visualize a pleasant activity or place.

. Keep yourself from feeling lonely.

. Pray or meditate.

. Get emotional support from community organizations or resources.

. Stand your ground and fight for what you want.

. Resist the impulse to act hastily when under pressure.
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APPENDIX D: REVISED ADULT ATTACHMENT SCALE — CLOSE RELATIONSHIPS

(COLLINS, 1996)

Instructions: The following questions concern how you generally feel in important close
relationships in your life. Think about your past and present relationships with people who have
been especially important to you, such as family members, romantic partners, and close friends.
Respond to each statement in terms of how you generally feel in these relationships.

0 = Not at all characteristic of me
1 = A little bit

2 = Moderately

3 = Quite a bit

4 = Very characteristic of me

I find it relatively easy to get close to people.
I find it difficult to allow myself to depend on others.
I often worry that other people don't really love me.
I find that others are reluctant to get as close as I would like.
I am comfortable depending on others.
I don’t worry about people getting too close to me.
I find that people are never there when you need them.
I am somewhat uncomfortable being close to others.
I often worry that other people won’t want to stay with me.
. When I show my feelings for others, I'm afraid they will not feel the same about me.

AP RN ol
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. I often wonder whether other people really care about me.
. I am comfortable developing close relationships with others.

—_
W N

. I am uncomfortable when anyone gets too emotionally close to me.

. I know that people will be there when I need them.

. I want to get close to people, but I worry about being hurt.

. I find it difficult to trust others completely.

. People often want me to be emotionally closer than I feel comfortable being.

. I am not sure that I can always depend on people to be there when I need them.

—_— e e
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APPENDIX E:

Table 1

Demographics Information

DEMOGRAPHICS INFORMATION

Ch _y SES No SES
aracteristics N % N %
Gender 108 100 94 100
Woman 83 76.9 43 45.7
Man 21 194 48 51.1
Non-binary 2 1.9 1 1.1
Other 1 0.9 1 1.1
Prefer not to answer 1 0.9 1 1.1
Race 101 93.5 81 86.2
African American 8 7.4 15 16.0
American Indian/Alaska Native 2 1.9 1 1.1
Asian 5 4.6 1 1.1
Hispanic 4 3.7 5 53
Native Hawaiian/Pacific Islander 1 9 0 0
White 80 74.1 59 62.8
Prefer not to answer 1 0.9 0 0

Notes. N =205. SES sample represents participants who indicated at least one instance of sexual
victimization. SES age (M = 19.19, SD = 1.62). No SES sample represents participants who did
not report any history of sexual victimization. No SES age (M = 18.97, SD = 1.46).
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APPENDIX F: CORRELATIONS FOR SEXUAL VICTIMIZATION SAMPLE

Table 2

Correlations for Sexual Victimization Subsample

Correlations
M SD
1 2 3
1. Sexual Victimization 5.82 5.24
2. Posttraumatic Stress 24.82 22.16 68%%*
3. Coping Self-Efficacy 49.33 23.29 - 35%%% - 40%**
4. Secure Attachment 22.73 8.52 - 4Q%** - 45%%* Q3%

Notes. Ns = 108-111. ** p < .01. ***p < .001.
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APPENDIX G: GENDER DIFFERENCES FOR SEXUAL VICTIMIZATION SAMPLE

Table 3

Gender Differences for Sexual Victimization Sample

Gender
t

Women Men

(n=283) (n=21)
1. Sexual Victimization 6.51 (5.39) 2.71 (2.65) -3.21
2. Posttraumatic Stress 27.87 (21.70) 8.19 (12.38) -3.99
3. Coping Self-Efficacy 45.70 (20.33) 66.63 (23.38) 4.09
4. Secure Attachment 22.10 (8.33) 26.14 (7.19) 2.04

.0027%*

001 #**

001 #**

.044

Notes. Means and standard deviations are presented. ** p <.01. ***p <.001.
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APPENDIX H: MEDIATION ANALYSES TO PREDICT LEVELS OF POSTTRAUMATIC

STRESS

Table 4

Indirect Effect of Variables on the Association Between Sexual Victimization and PTS

B SE B 95% CI »
Coping Self-Efficacy 0.27 0.13 0.064  [0.008,0.130]  .001***
Secure Attachment 0.32 0.04 0.077  [0.030,0.641]  .001%***

Notes. Ns = 106-108. ** p < .01. ***p < .001.
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APPENDIX I: MEDIATION MODEL FOR COPING SELF-EFFICACY

Figure 1

Mediation Model for Coping Self-Efficacy

Coping Self-
Efficacy

Sexual
Victimization

Note. ** p <.01. ***p < .001

¢ (total) = B = 2.89, SE = 0.30%**
¢’ (direct) = B=2.62, SE = 0.3 %%+

ab (indirect) =
B=0.27,SE=0.14, 3 =0.064,
95% CI[0.008, 0.130]
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APPENDIX J: MEDIATION MODEL FOR ATTACHMENT SECURITY

Figure 2

Mediation Model for Attachment Security

Attachment
Security

Sexual
Victimization

Note. ** p < .01. ***p <.001

¢ (total) = B = 2.92, SE = 0.30%**
¢’ (direct) = B = 2.60, SE = 0.32%%*

»
»

ab (indirect) =
B=0.32,SE=0.16, =0.077,
95% CI[0.030, 0.641]
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