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Thesis Portfolio Abstract

Background: It is widely understood that survivors of childhood trauma (emotional
abuse, physical abuse, sexual abuse and emotional, physical neglect) have poorer
mental health outcomes than their non-abused counterparts; one of which is an
increased risk of suicidality. The disclosure of childhood abuse is key to safeguarding
against further victimization and promoting better psychosocial outcomes for

survivors in the long-term.

Aims: The aims of this thesis portfolio are twofold. Firstly, to review the published
literature investigating the barriers and facilitators to disclosing sexual abuse as
perceived by children and adolescents (Chapter 1). Secondly, to research the
relationship between childhood trauma and suicidality in a cohort of socio-
economically deprived men living in Scotland (Chapter 3). The bridging chapter
(Chapter 2) discusses the main themes that connect chapters one and three, notably

the possible negative impact of childhood trauma on adult psychosocial functioning.

Method: An exploratory systematic review and meta-synthesis of the literature was
carried out. Strict eligibility criteria were predefined and a comprehensive search
strategy identified a total of thirteen studies for review. For the empirical study, a total
of 86 adult men with past and/or present suicidality participated in a quantitative
cohort study and completed measures on childhood trauma, emotion regulation,
interpersonal difficulties and suicidal behaviour. Multiple mediation analysis was

used to analyse the data and to answer the study’s research questions.



Results: The exploratory review highlighted that existing research into child and
adolescent disclosures of sexual abuse is still in its infancy and that robust,
longitudinal studies with more sophisticated methodologies are required to replicate
findings. The collective body of literature identified that limited support, perceived
negative consequences and feelings of self-blame, shame and guilt serve as significant
barriers to disclosure whilst being asked or prompted through the provision of
developmentally appropriate information facilitates young people to tell. The
empirical study found that emotion regulation and interpersonal difficulties mediate

the relationship between childhood trauma and suicidality in a sample of adult men.

Conclusion: Several important clinical implications were identified in both parts of
the thesis portfolio. Firstly, the systematic review identified the need for family
members, friends and frontline professionals to explicitly ask children about the
possibility of sexual abuse. It was also considered imperative that recipients are
supported in responding to disclosures in positive and supportive ways so as to reduce
young peoples’ feelings of responsibility, self-blame, shame and guilt. The empirical
study concluded that dysfunctional emotion regulation and interpersonal difficulties
are implicated in the overall collateral and compounding psychosocial sequelae of
childhood trauma. The provision of psychological interventions for men with past
and/or present suicidality should support individuals to develop healthy social
problem-solving and emotion regulation skills. Providing effective, trauma-informed
interventions for these individuals will move their treatment beyond simple risk

management and focus, instead, on instilling recovery and resilience.



Chapter 1: Systematic Review'

Barriers and facilitators to disclosing sexual abuse in childhood
and adolescence: a systematic review.

Author: Charlotte Lemaigre ?with second reviewer Dr. Emily Taylor °

# Trainee Clinical Psychologist, Clinical and Health Psychology Department, Medical School,
Teviot Place, University of Edinburgh, EH8 9AG, UK. Email: c.lemaigre@sms.ed.ac.uk

® Lecturer in Clinical Psychology, School of Health and Social Science, University of Edinburgh
Teviot Place, Edinburgh, EH8 9AH, UK.

Word count: 8,910

1 This chapter contains a systematic review of the research on the perceived barriers and facilitators to
disclosing sexual abuse as experienced by children and adolescents. A manuscript draft of this systematic
review was submitted to the journal Child Abuse & Neglect on 21* February 2017 (see Appendix 1).
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1.2 Abstract

Children and young people often choose not to disclose sexual abuse, thus preventing
access to help and allowing perpetrators to continue undetected. A nuanced
understanding of the barriers (and facilitators) to disclosure is therefore of great
relevance to practitioners and researchers. The literature was systematically searched
for studies related to child and adolescent disclosures of sexual abuse. Thirteen
studies were reviewed and assessed for methodological quality. Results of the review
illustrate the heterogeneous nature of these empirical studies. Findings demonstrate
that young people face a number of different barriers such as limited support,
perceived negative consequences and feelings of self-blame, shame and guilt, when
choosing to disclose. Being asked or prompted, through the provision of
developmentally appropriate information, about sexual abuse facilitates disclosure.
The review highlights the need for robust, longitudinal studies with more
sophisticated methodology to replicate findings. The review identifies the need for
developmentally appropriate school-based intervention programmes that facilitate
children’s disclosure by reducing feelings of responsibility, self-blame, guilt and
shame. In addition, prevention programmes should encourage family members,
friends and frontline professionals to identify clues of sexual abuse, to explicitly ask
children about the possibility of sexual abuse and also to respond supportively should
disclosures occur. Facilitating disclosure in this way is key to safeguarding victims

and promoting better outcomes for child and adolescent survivors of sexual abuse.

Keywords: Barriers, facilitators, disclosure, sexual abuse, children, adolescents.
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1.3 Introduction

The World Health Organisation (WHO) defines childhood sexual abuse (CSA) as the
‘involvement of a child in sexual activity that he or she does not fully comprehend and
is unable to give informed consent to’ (WHO, 1999 p. 15). CSA can be categorized as
either contact or non-contact abuse. The former can involve physical contact between
abuser and child, such as sexual touching, fondling and penetration. Non-contact
abuse can involve non-touching activities such as flashing, grooming, sexual
exploitation, online abuse and exposure to pornography. The various types of
experiences, which constitute both contact and non-contact abuse, are extensive and

wide-ranging.

In a recent meta-analysis of global CSA rates, Stoltenborgh et al (2011) identified a
combined prevalence of 11.8% amongst 9,911,748 participants, with higher rates for
females (18%) than males (7.6%). It is not clear whether this gender imbalance
reflects gender differences in childhood sexual abuse prevalence or disclosure rates
but does reflect the over-representation of females in the wider CSA literature.
Different prevalence rates were found in different continents of origins. The highest
combined rates were found in Australia (21.5%) and the lowest combined rates were
found in Asia (11.3%). Although these differences may reflect true cross-cultural
differences in CSA rates and children’s ability to disclose, findings may also reflect
disagreements about the definition of CSA as well as differences in its measurement
and reporting i.e. self-reported vs. informant-reported studies. Despite these
possibilities, Stoltenborgh et al (2011) conclude CSA to be a global problem of

significant extent.
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More locally, official national statistics suggest sharp rises in the reporting of CSA
throughout the United Kingdom. In 2013/2014 a total of 22,294 sexual offences
against under-16s were reported to the police; a 26% increase in reported incidence
from the previous year (Jitte et al, 2015). A national prevalence study sampling a
total of 2,275 young people across the UK found that one in twenty 11-17 year olds
(4.8%) experienced sexual abuse at some point in their childhood (Radford et al,
2011). Although children were encouraged to report unwanted sexual activity of any
kind, this study did not specifically measure non-contact abuse such as flashing or
(non)-consensual sexual activity between underage adolescents. As such, it is possible
that Radford er al’s (2011) findings are conservative in nature and rather, reflect just
the ‘tip of the iceberg’ i.e. an underreporting of CSA prevalence in the UK. Critically,

underreporting is commonplace in CSA research (National Research Council, 2014).

Prevalence studies rely on sampled populations reporting their experiences of CSA,
however, child sexual victimization is both under reported and under-recorded
(Reitsema & Grietens, 2016). Research has shown that 60-70% of childhood sexual
abuse experiences are not disclosed until adulthood (London et al, 2005), which
critically means that many instances of CSA remain hidden and more importantly,

many young people’s stories and experiences remain untold.
y

1.3.1 Disclosure Rates of Childhood Sexual Abuse

It is widely understood that survivors of child maltreatment have poorer mental health
outcomes in comparison to their non-abused counterparts. Schore (2001) argues that
trauma interferes with healthy psychological and neurodevelopmental processes
including attachment (Roche et al, 1999) and child brain development (Perry, 1995).

As such, experiencing childhood sexual abuse can result in significant
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psychopathological consequences including depressive and anxiety disorders (PTSD,
obsessive compulsive disorder (OCD)), eating disorders, personality disorders,
interpersonal sensitivity and self-injurious or suicidal behaviour (Maniglio, 2009).
Critically, disclosing adverse childhood experiences is key to halting the abuse (Paine
& Hansen, 2002). Disclosure is a doorway through which victims access legal and
therapeutic interventions that help to resolve the trauma of child abuse. Yet not all
children who are sexually abused disclose their experiences. Extant research has
identified discrepancies in CSA disclosure rates depending on populations. As such,
there is no universal agreement on the percentage of children and adolescents who

self-disclose their experiences of sexual abuse.

Research studies on disclosure rates predominantly adopt retrospective study designs
sampling adult populations. A possible reason for this is that many children do not
(and will never) tell of their experiences or they delay disclosing their abuse histories
into adulthood. Jonzon and Lindblad (2004), for example, found less than one third of
their sample to have disclosed during childhood. Survivors waited on average 21 years
before disclosing their experiences of abuse. Of note, London et al (2005) conducted a
narrative review of 11 articles, which retrospectively surveyed adult populations on
their patterns of CSA disclosure. Across these studies, childhood disclosure rates
ranged between 31% (Arata, 1998) and 87% (Fergusson et al, 1996). The modal
disclosure rate (in 6 of the 11 papers) was just over 33%. Critically, each study
adopted a different working definition of childhood sexual abuse (such as ‘unwanted
sexual attention’ (Ussher & Dewberry, 1995), ‘intratamilial before 16 years’ (Roesler
& Wind, 1994) and ‘unwanted contact before 14 years’ (Arata, 1998)) and sampled
varying populations (e.g. clinical vs. non-clinical samples). In addition, adult

retrospective studies are inherently at risk of confounding and selection/recall bias. It
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is therefore particularly difficult to draw firm conclusions about childhood disclosure
rates from adult retrospective studies. As such, investigating self-disclosure rates in

child and adolescent populations may be more helpful.

In an epidemiological study of adolescent disclosures of sexual abuse, Priebe and
Svedin (2008) surveyed 4,339 high school children (2,324 females and 2,015 males).
A total of 1,962 reported experiences of unwanted sexual abuse. Disclosure rates
found were 65% for females and 23% for males. In another study of child and
adolescent disclosure of sexual abuse, sampling 28 young people (aged 3 to menarche)
diagnosed with a sexually transmitted disease, Lawson and Chaffin (1992) found at
true positive disclosure rate of sexual contact of only 43% and a 57% rate of false
negatives. These studies indicate that although some survivors of childhood sexual
abuse disclose their experiences, many do not. What is striking is that studies such as
these suggest that research can uncover first-time disclosures. Young people are
therefore not spontaneously disclosing nor are they being explicitly asked about their
experiences of sexual abuse. The possible adverse results of this secrecy are that many
children are at risk of ongoing and repeated sexual victimisation, which may increase
the likelihood of developing negative mental health outcomes in the future. Moreover,
many perpetrators remain unidentified and therefore free to commit acts against other
children. Inconsistent findings in disclosure rates have led to a growing body of
research in the literature pertaining to the predictors and processes, such as the barriers

and facilitators involved in patterns of (non)-disclosure of childhood sexual abuse.

1.3.2 Predictors of Disclosing Childhood Sexual Abuse
Over the past few decades, research has attempted to provide clarity on disclosure

processes. Studies have aimed to shed light on the possible predictors of disclosure
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across the lifespan. It is posited that certain individual, social and cultural variables
influence a survivor’s decision to disclose. Demographic variables such as age and
gender have been implicated in decisions to disclose. Some studies have identified age
effects, suggesting that younger children are more likely to delay disclosure than older
children (Smith et al, 2000). Younger children are more likely to disclose to adults
(Lamb & Edgar-Smith, 1994; Roesler & Wind, 1994; Arata, 1998; Palmer et al, 1999)
whilst older children and adolescents are more likely to disclose to peers (Lamb &
Edgar-Smith, 1994; Edgarth & Ormstad, 2000; Tang, 2002). Yet, other studies have
failed to find a significant relationship between age and disclosure patterns (Kellogg &
Hoffman, 1995). Regarding the role of gender in the disclosure of childhood sexual
abuse, studies generally report higher disclosure rates for sexually abused females in
comparison to sexually abused males. This may be an artifact of the under-
representation of males in the CSA literature. These findings may also reflect gender
variances in CSA prevalence data (Stoltenborgh et al, 2011) and/or gender differences
more generally in help-seeking behaviour (Galdas, Cheater & Marshall, 2005). These
factors may all derive from a (unconscious) binary view of women as victims and men

as perpetrators, as espoused in feminist literature (e.g. Knight & Hatty, 1987).

Extant research has investigated the role of abuse characteristics (such as intra vs.
extra-familial) on victims’ decisions to disclose. Intrafamilial abuse (abuse that occurs
within the family i.e. the perpetrator is a family member) has been found to impede
disclosure. For example, in a study sampling 204 adult females with a history of CSA,
Arata (1998) found disclosure to be less common when the victim knows the
perpetrator. Disclosure has been found to be more likely when the abuse is extra-
familial in nature (abuse that occurs out with the family i.e. the perpetrator is a

stranger) (London et al, 2005). However, not all studies agree. Lamb and Edgar-Smith
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(1994), for example, surveyed 60 adults (48 females and 12 males) who had been
sexually abused during childhood. Although many respondents reported significant
intrafamilial abuse, no association was found between abuse type and the likelihood to

disclose.

Social and psychological factors such as anticipated social reactions and fear of
negative consequences, such as shame, blame, embarrassment and/or disbelief have
been implicated in the decisions to tell. Intuitively and as would be expected,
psychological constructs such as shame and self-blame impede disclosure and have
been found to result in adult survivors withholding disclosure of their childhood sexual
abuse experiences (Kellogg & Hoffman, 1997; Ullman, 2002). Despite the fact that
these many factors have been to some degree implicated in a child’s decisions to tell,
there is limited consensus within the literature about an optimal set of conditions and

factors that facilitate CSA disclosures.

To better understand the above contrasting findings, Tener and Murphy (2015)
conducted a literature review of 28 articles investigating adult disclosures of CSA
published between 1980 and 2013. They concluded that disclosing sexual abuse is a
difficult process involving several domains and that the barriers and facilitators to
disclosing sexual abuse involve a complex interplay between several intrapersonal,
interpersonal and social factors, which are still only partially understood. Authors also
argue that the act of disclosing CSA in adulthood rather than childhood brings with it
new barriers and facilitators, which may be qualitatively different to those experienced
by children and adolescents (Tener & Murphy, 2015). As such, findings borne from
retrospective studies sampling adult populations are limited in their generalisability to

child and adolescent populations.
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Paine and Hansen (2002) conducted a comprehensive review of the literature
investigating childhood disclosures of sexual abuse. They addressed existing models
of the disclosure process in addition to the motivational factors facilitating and/or
inhibiting disclosing CSA. Authors concluded that the very nature of childhood sexual
abuse makes it difficult for young people to tell of their experiences; many delay
disclosure or maintain the secret for significant periods of time. Alongside a complex
interplay between multifaceted internal and external factors, cognitive and
developmental barriers are posited as important drivers in children and adolescents’
decisions to withhold disclosures of sexual abuse. Paine and Hansen (2002) argue that
there exists very little literature on the facilitators for disclosure in these populations.
This sparse literature may reflect the more complex methodological issues and ethical
concerns one must consider when researching vulnerable groups, namely child victims
of sexual abuse (Barns, 2011). Since Paine and Hansen’s (2002) work, however,
additional research investigating child and adolescent disclosures of CSA has been
conducted, yet there remain opposing and contrasting findings. McElvaney (2013)
reviewed literature on delays, non-disclosures and partial disclosures of child sexual
abuse in adult and child populations. As with Paine and Hansen’s (2002) review, the
author identified the intricacy and complexity involved in individuals’ disclosure
journeys. As such, no conclusive trends can be drawn from each of the individual
studies published. This highlights the need to better understand the common findings

across these studies with each study’s methodological quality in mind.

Given that disclosure is pivotal for a child to access help, it is important to understand
the factors that facilitate a child’s decision to tell. To the authors’ knowledge, no

published systematic reviews to date have examined studies investigating the barriers
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and facilitators to disclosing sexual abuse in childhood and adolescence. In
synthesizing findings from these studies, the current review aims to address the
following questions:

1. What barriers do children and adolescents face when disclosing sexual abuse?

2. What factors are associated with facilitating children and adolescents to disclose

their experiences of sexual abuse?

1.4 Methods

1.4.1 Protocol

A systematic review and meta-synthesis of research exploring the barriers and
facilitators to disclosing CSA in childhood and adolescence was conducted. As is
recommended in the University of York’s Centre for Reviews and Dissemination
guidance for undertaking reviews in healthcare (2009), a review protocol was
developed before a full, systematic literature search was undertaken. Predefining a
systematic review’s method and scope (e.g. inclusion/exclusion criteria) in advance
minimizes bias and maintains transparency throughout. The protocol that was
developed guided the systematic search of the literature to identify papers that met the
review’s eligibility criteria. The systematic review protocol can be accessed on:

http://www.crd.york.ac.uk/PROSPERO/display record.asp?|D=CRD42016035672

1.4.2 Eligibility Criteria
Research about disclosures of sexual abuse in child and adolescent populations is
growing, yet limited. As such, a decision was made not to apply a date restriction to

the search. Articles that employed either a qualitative, quantitative or a mixed methods
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study design were considered eligible for inclusion. Studies were included if the
principal aim was the investigation of disclosures of sexual abuse in child and
adolescent populations: an operationalised inclusion criterion was set at a mean age for
the sample of under 18.0 years. Studies that investigated disclosures of CSA made by
a sample with a mean age of 18.0 years and above were excluded from the review.
Studies adopting secondary data analysis strategies were also excluded. In addition,
non-peer reviewed articles, professional opinions and editorial publications were

excluded.

1.4.3 Literature Search Strategy

An initial comprehensive literature review was conducted in order to ensure that no
other systematic review on child and adolescent disclosures of CSA had been
conducted. This revealed that an unpublished thesis had been carried out on child
disclosures of CSA (Morrison, 2016), which adopted a different analytical method
(meta-ethnography) including qualitative studies only (n=7). To the authors’
knowledge, no other reviews have specifically and systematically examined the
barriers and facilitators to disclosing sexual abuse in childhood and adolescence. The
current review, therefore, is unique in its scope and as a result, complements and

contributes to the literature in this field.

The literature search was initially conducted in April 2016 using the following
databases: Ovid (PsycINFO (1806-2016), Medline (1946-2016) and EMBASE (1980-
2016)), EBSCO (including CINAHL Plus (1990-2016) and ERIC) and ProQuest
(PILOTS (1871-2016), Social Services Abstracts and Applied Social Sciences Index

and Abstracts (ASSIA) (1987-2016)). Search terms were developed by consulting
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existing research on disclosure, reviewing subject heading fields in databases and
refining test searches to identify combined search terms to retrieve all eligible studies.
The same Boolean search terms were used for each of the databases ((barrier* OR
inhibit* OR withhold* OR obstacle OR decision OR fear OR obedienc* OR motiv*
OR detect*) AND (facilitat* OR intention* OR motivat* OR purpose* OR enabl* OR
support*) AND (disclos* OR report* OR tell* OR deci* OR help seek*) AND (“sex*
abus*” OR “child* sex*” OR CSA OR rape OR victimi?ation OR incest) AND (child*

OR adolescen* OR infan* OR teen* OR youth OR young adult*).

In order to identify studies of interest that were not indexed by the chosen eight
databases, a Google Scholar search and manual searches of the references of studies
included within the review were conducted. Weekly alerts were set up for each of the
databases informing the authors of any new publications that met the current review’s

eligibility criteria.

1.4.4 Study Selection

Figure 1 (Moher et al, 2009) presents a flow chart detailing the individual stages of the
literature search strategy. From the 2,668 records identified, 824 duplicates were
removed. A total of 1,043 titles were screened for relevance and 929 articles were
excluded, as they were deemed irrelevant to the review question. Thereafter, 115
abstracts were reviewed and assessed against the predefined eligibility criteria.
Seventy-four articles were excluded at this stage. The remaining 41 articles were
accessed in full and assessed for suitability. Eleven studies met all criteria for
inclusion. An additional two papers that were eligible for inclusion were identified,
firstly through the included studies’ references lists and secondly via Google Scholar.

As such, the total number of studies included in the review was 13.
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Throughout the study selection process, a total of 102 papers were excluded. Twenty-
five papers were excluded because although the research was within the field of
childhood sexual abuse (CSA), the research did not focus on the act of disclosing CSA
specifically. Instead, these articles explored how children and adults communicate
about sex and sexual abuse, decision-making processes in CSA reporting and
prosecution and assessing credibility in CSA allegations, to name but a few. Thirty-
five papers were excluded because of their chosen sample (e.g. adult retrospective
studies, mean age for chosen sample of 18.0 and above or sampling professionals such
as police officers and clinicians or caregivers such as parents). Twenty-one articles
were excluded because they were not considered empirical research, for example,
clinical opinions and editorials, literature reviews and book chapters. Finally, 22
articles were excluded because they were not considered primary studies; these articles
analysed secondary data such as training evaluation forms, confidential case files and

existing forensic interview transcripts.

The remaining studies that met the current review’s eligibility criteria were reviewed
in full. Table 1 provides summary information for each of these 13 articles, which
includes study design, sample, abuse and disclosure characteristics, data analysis

strategy and main findings.

1.4.5 Assessment of Methodological Quality

Methodological quality criteria that ensured qualitative and quantitative designs were
fairly evaluated were developed with reference to a range of published criteria and
recommendations (Critical Appraisal Skills Programme (CASP), 2014; CRD, 2009;

SIGN, 2008; PRISMA; Liberati et al, 2009; Murphy et al, 1998; Jeanfreau & Jack,
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2010 and Shenton, 2004). See Appendix 3 for a copy of the quality criteria that were

developed and used to rate the methodological quality of the included studies.

Studies were rated on a total of 15 quality criteria items across five different
dimensions: research questions/aims, sampling, methodology, data analysis and
findings. Each quality criterion was assessed according to the following quality
ratings, ‘well covered’, ‘adequately addressed’, ‘poorly addressed’, ‘not addressed’,
‘not reported’ and ‘not applicable’. An overall quality rating score was calculated for
each of the 13 included studies so as to facilitate the synthesis of findings in light of
their methodological strength and rigor. Points were allocated per quality rating such
that ‘well covered’ (3 points), ‘adequately addressed’ (2 points), ‘poorly addressed’ (1
point) and ‘not addressed’, ‘not reported’ or ‘not applicable’ (0 points). A total quality
rating score was calculated for each study based on the core 1l-quality criteria
(‘research question/aim’, ‘sampling strategy’, ‘power’, ‘sampling characteristics’,
‘study design and method’, ‘measures’, ‘abuse characteristics’, ‘disclosure
characteristics’, ‘confounding variables’, ‘data analysis’ and ‘findings’). An overall
quality rating score was calculated for each of the 13 included studies to facilitate the
synthesis of findings in light of their methodological rigor; these are provided in Table
2. The nine articles that adopted a qualitative or mixed-methods study design were
further assessed on an additional four quality criteria that are relevant for qualitative
research (‘credibility’, ‘dependability’, ‘conformability’ and ‘transferability’). Out of a
possible 12 points in this case, the nine studies were assigned a secondary quality
rating score for the qualitative component to their methodology. This score is given in

brackets under the ‘Overall Quality Rating Score’ column found in Table 2.
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The first author appraised all of the 13 included studies. To minimize errors and
reduce possible assessment bias, two independent reviewers individually assessed a
total of six randomly selected studies on each of the 15 quality criteria. Raters agreed
on 75 out of the possible 90 items across the six studies (83.3% agreement). An inter-
rater reliability analysis using Cohen’s Kappa statistic was performed to assess
agreement between raters. Adopting Altman’s (1999) classification of Cohen’s
Kappa, a good inter-rater agreement was found (K = 0.80, p < 0.05). Scoring
discrepancies on 15 items were resolved through discussion. Agreement between
raters on all items for each domain was sought before overall quality descriptors were

assigned to each study included in the review.
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Records identified through database
search: N = 2,668 (OVID: 2,064,
Proquest: 234 and EBSCO = 370).

|

Duplicate records removed:
N =824

|

Figure 1. Flow chart detailing the systematic review search strategy.

Titles screened: N = 1,043

|

Articles excluded: N =929

Abstracts screened: N = 114

l

Full text articles accessed for eligibility:
N =41

l

Full text articles selected: N = 11

l

Articles excluded for not meeting
inclusion criteria (N = 103):

e Not specifically about CSA
disclosure (N=25)

e Sampled adults or
professionals such as police or
clinicians (N=35)

e Not empirical research
(opinion and editorial pieces)
(N=21)

e  Analysed secondary data such
as training evaluation forms,
confidential case files and
existing forensic interview
transcripts (N=22).

Articles included in the review:
N=13

Additional records identified
through reference lists and hand
searching: N =2
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Table 1. Summary of characteristics and findings of included studies.

Authors (Year), Study Design Sample and Sampling Sample Characteristics Abuse Characteristics Disclosure Characteristics Data Analysis Main Findings
Country Strategy
Crisma et al (2004). Qualitative. General population. N=36. Type: rape (N=23), attempted Number: none (N=7), 1 Not articulated. Barriers: lack of information;
Italy. Volunteer Sampling Gender: 35 females; 1 male.  rape (N=2), fondling/touching (N=12), 2 (N=8), 3 or more desire for autonomy and maturity;
Age: <18 years (N=31) 18- (N=10) peeping (N=1). (N=9). wish to protect family members,
21 years (N=4) >22 years Perpetrators: all males; father, Recipient: nobody (N=7), limited support gained from
(N=1). stepfather, grandfather or brother  friends (N=15), parents professionals and adults.
(N=8), other relatives (N=7), (N=10), other family members
partners/friends (N=13). (N=11), and professionals
Duration: single episode (N=12).
(N=13), <1 year (N=5), >1
(N=18).
Gries, Goh & Quantitative. Foster children. N=96 Type: physical abuse (N=19), Number: disclosed prior to Pearson chi- More females than males disclosed
Cavanaugh (1996). Cross-sectional Purposive Sampling Gender: 47 females, 49 exposure to others (N=9), study (N=43), no prior squared. during assessment; more males

USA.

males.
Age: mean= 8.3 years,
range= 3-17 years.

exposure to pornography (N=5),
fondling (N=49), anal
penetration (N=7), genital
penetration (N=18), touching
offender (N=14).

disclosure made (N=53).
Recantation: (N=9; 4 females,
5 males).

than females disclosed physical
abuse.

Barriers: younger children more
likely to recant disclosure.
Facilitators: personal history,
CSA was worst experience and
identification of body parts.

Hershkowitz et al
(2007).
Israel.

Mixed methods

Children who had
made allegations of
sexual abuse.
Purposive Sampling

N=30

Gender: 12 females, 18
males.

Age: mean = 9.2 years,
range 7-12 years.

Frequency: single event (N=16)
multiple (N=14).

Type: sexual exposure or
fondling over clothes (N=18),
touching under clothes, including
genital penetration (N=12),
sexual touch over clothes (N=12)
and under clothes (N=18).
Perpetrator: familiar (N=18),
stranger (N=12).

Threats: no (N=20), yes (N=10).
Reward: no (N=23) yes (N=7).
Age at onset: 9 and under
(N=15), over 9 (N=15).

First recipient: siblings or
friends (47%), parents (43%)
other adults (10%).

Latency: between 1 week and
2 years (53%), up to 1 month
(76%), up to 1 year (19.8%) >
1 year (6.6%).

Spontaneous (57%)
Prompted (43%)
Recantation: 13%

Content analysis.
Pearson chi-
squared.

Fisher’s exact
statistics.

Barriers: 10-12 year olds more
likely to delay disclosure than 7-9
year olds. Unsupportive parental
reactions; feelings of fear and
shame; perpetrator was familiar,
abuse was serious and repeated.
Facilitators: receiving positive
emotional support; being
prompted.
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Jensen et al (2005).
Norway.

Qualitative

Clinical population:
children known to
heath care and child
welfare systems.
Purposive Sampling

N=22.

Gender: 15 females; 7
males.

Age: mean = 7.5 years,
range 3-16 years

Type: sexual; fondling genitals
(N=11), cunnilingus/fellatio
(N=4), masturbation/ ejaculation
(N=4), vaginal or anal
intercourse (N=3)

Perpetrator: all males, all
family members.

Recipient: parents (N=18),
peers (N=3) uncle (N=1).

Grounded Theory
Interpretative
Phenomenology.

Barriers: perceived negative
consequences for suspected
offender and family; perceived lack
of support.

Facilitators: contact with
suspended offender as a trigger for
disclosure, someone interpreting
symptoms, joint focus of attention.

Kellogg & Houston
(1995). USA.

Quantitative
Cross-sectional

Clinical population:
children known to
heath care and child
welfare systems.
Purposive Sampling

N=345

Gender: 286 females, 59
males

Age: mean = 17.92

Type: anogenital penetration
(N=165), oral-genital
contact/penetration (N=41),
fondling (N=138).
Perpetrator: adult family
member (N=124), adult
acquaintances (N=82), stranger
(N=51) peer acquaintances
(N=51) and peer family members
(N=20). Gang-related (N=14)
and more than one perpetrator
(N=145)

First recipient:
Friend (N=57), teen relative

(N=20), adult relative (N=44),

school personnel (N=5),

nonrelative adult (N=14), other

(N=3).
Latency: mean = 2.3 years,
median = 5-6 months.

Pearson chi-squared
ANOVA

Barriers: Positive feelings for the
perpetrator and self-blame.
Facilitators: The inability to
contain the information, feeling
tired of the sexual experiences, fear
of negative consequences of
ongoing abuse, school intervention.

McElvaney et al Qualitative Clinical population: N=22. Type: Experiences ranged from Not articulated Grounded Theory The process of disclosure is
(2012). Ireland. children known to Gender: 16 females, 6 sexual fondling to vaginal and conceptualised as tri-phasic: active
heath care and child males. anal penetration. Perpetrator: withholding, pressure cooker effect
welfare systems. Age: range 8-18. intrafamilial (N=11), and confiding.
Purposive Sampling extrafamilial (N=9)
intra/extrafamilial (N=2).
McElvaney et al Qualitative Clinical population: N=22. Type: Experiences ranged from Latency: range no delay to 9 Grounded Theory Barriers: shame, self-blame, fears
(2014). Ireland. children known to Gender: 16 females, 6 sexual fondling to vaginal and years, 1 year (N=4), 2 years and concerns for self and others.
heath care and child males. anal penetration. (N=5), 4 years (N=3), 7 years Facilitators: being believed, being
welfare systems. Age: range 8-18. (N=2) asked, and peer influence.
Purposive Sampling 9 years (N-2).
Recipient: N=15 peer.
Mont’Ros-Mendoza & Qualitative Clinical population: N=8 Frequency: 1 occasion (N=7), Recipient: peers (N=5), adult Systematic Facilitators: relational factors
Hecht (1989). children known to Gender: 6 females, 2 males. multiple (N=1). friends (N=2) parents (N=1). interpretive (choice of trusted person) and
USA. heath care and child Age: range 7-16 years. Perpetrators: intrafamilial analysis. being in a safe location (alone with

welfare systems.
Purposive Sampling

(N=4), extrafamilial (N=4).

Content analysis.

recipient outside of home).
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Munzer et al (2016).
Germany.

Quantitative
Cross-sectional

Clinical population:
children known to
heath care and child
welfare systems.
Purposive Sampling

N=42

Gender: 25 females, 17
males.

Age: mean = 12.6, range: 6-
12 years

Type: flashing/sexual exposure
(N=25), rape (N=20), exposure
to pornography (N=12), verbal
sexual harassment (N=9),
nonspecific sexual assault (N=6),
statutory rape and sexual
misconduct (N=4).

Perpetrator: father (N=11),
other adult men (N=13),
grandfather (N=2), minor brother
(N=2) and peer (N=22).
Frequency: single event (N=16),
repeated (N=24). Number of
victimizations: Mean = 9.6;
Range = 1-171

Age at onset: mean = 9.0, range
=4-6.

Latency: mean=17 months,
range=same day-10 years.
First recipient: mother
(N=18), father (N=2), peers
(N=8), social worker (N=4),
teacher (N=2) and police
(N=1).

Formal recipient: police
(N=19), health care provider
(N=14), counselor (N=8),
judge (N=5), youth welfare
service (N=5) none (N=15).
Intentional: (N=25)
Prompted: (N=2).

Absolute and
relative
frequencies.

Barriers: shame,
guilt/responsibility, self-blame,
threats made by perpetrator, did not
want to burden parents, protect the
perpetrator.

Schaeffer et al (2011).

USA.

Mixed methods

Clinical population:
children known to
heath care and child
welfare systems.
Purposive Sampling

N=191

Gender: 141 females, 50
males.

Age: mean = 8.9 years.

Type: range from non-contact
e.g. exposure to pornography, to
fondling, to intercourse.

Recipient: mother (N=59),
father (N=4), both parents
(N=8), stepmother (N=1),
grandmother (N=10), aunt
(N=2), teacher (N=8), mental
health provider (N=4), parent
of another child (N=4), CPS
worker (N=3), police (N=2),
family friend (N=1) babysitter
(N=1).

Grounded Theory.
Pearson chi-
squared.

11-18 year olds more likely to
disclose to peer; 3-10 year olds
more likely to disclose to adult.
Barriers: threats by perpetrator,
fears of the child, lack of
opportunity, lack of understanding
and relationship with perpetrator.
Facilitators: disclosure as result of
internal stimuli, outside influences
and direct evidence of abuse.

Schonbucher et al
(2012). Switzerland.

Mixed methods

Mixed sample:
general population
and children’s
hospital.

Volunteer sampling

N=26

Gender: 23 females, 3
males.

Age: mean = 17.0 years,
range = 15.4-18.3 years.

Type: contact without
penetration (N=14), rape (N=9).
Perpetrator: all males,
intrafamilial (N=8), stranger
(N=6), adolescent perpetrators
(N=13).

Age at onset: mean = 11.7 years,
range = 3-17 years.

Latency: immediate-within 24
hours (30.1%), delayed
(65.4%). Not disclosed prior to
interview (N=1). Range =
days-years.

Inductive content
analysis.

Relative
frequencies
Fisher’s exact

Barriers: to not burden others;
lack of trust; guilt/shame; lack of
understanding; fear of disbelief;
fear of perpetrator; fear of parental
sanctions and to not destroy family.
Facilitators: extra-familial
perpetrator; CSA one-off event;
age of victim was over 12 years;
perpetrator is a minor; parents
living together.
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Shalhoub-Kevorkian
(2005). Israel.

Qualitative.

School children.
Convenience
Sampling and

Volunteer Sampling.

N=628 (focus group)
N=28 (interviews)
Gender: 28 females.

Type: rape (N=22), attempted
rape (N=6).

Perpetrator: extended family
(N=9), nuclear family (N=5),
school peer (N=3), acquaintances
(N=7) stranger (N=1).

Not articulated.

Not articulated.

Barriers: fear of losing familial
support, being killed, violating
family honor, ruining reputation,
social shame and repercussions for
self. Negative responses from
professionals.

Softestad et al (2013).
Norway.

Qualitative

Children who had
made allegations of
sexual abuse.
Purposive Sampling

N=13

Gender: 8 females, 5 males.

Age: range: 7-15 years.

Perpetrator: father (N=5),
mother (N=1), grandfather
(N=1), older male cousins (N=3)
and one older male foster brother
(N=1).

Not articulated.

Grounded Theory.

Conversations on suspicion,
receiving information, contributing
in decision-making, sharing
feelings, engaging in conversations
on meaning making.
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1.5 Results
The characteristics for each study are detailed in Table 1. These are also briefly
summarised below before a synthesis of findings within the context of the

methodological appraisal of the included studies is presented.

1.5.1. Study Characteristics

Four of the studies were conducted in the USA (Gries et al, 1996; Kellogg &
Houston, 1995; Mont’Ros-Mendoza & Hecht, 1989; and Schaeffer et al, 2011), two
in Ireland (McElvaney et al, 2012, 2014), two in Norway (Jensen et al, 2005;
Sgftestad et al, 2013) and two in Israel (Hershkowitz et al, 2007; Shalhoub-
Kevorkian, 2005). The remaining three studies were published in Italy (Crisma et al,

2004), Germany (Munzer et al, 2016) and Switzerland (Schonbucher et al, 2012).

Three studies adopted a quantitative, cross-sectional design (Gries et al, 1996;
Kellogg & Houston, 1995; Munzer et al, 2016). Seven studies used a qualitative
design (Crisma et al, 2004; Jensen et al, 2005; McElvaney et al, 2012, 2014;
Mont’Ros-Mendoza & Hecht, 1989; Shalhoub-Kevorkian, 2005; Seftestad et al,
2013) and three studies employed a mixed methods design (Hershkowitz et al, 2007;
Schaeffer et al, 2011; Schonbucher et al, 2012). The three studies adopting a
quantitative study design analysed their data with Pearson’s chi-squared tests (Gries et
al, 1996; Kellogg & Houston, 1995), Analysis of Variance (ANOVA) tests (Kellogg
& Houston, 1995) and with absolute/relative frequencies (Munzer et al, 2016). Three
of the seven qualitative studies adopted grounded theory as their method of data
analysis. One study employed grounded theory and interpretative phenomenological

analysis (IPA) (Jensen et al, 2005) and one study employed content analysis and
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systematic interpretive analysis (Mont’Ros-Mendoza & Hecht, 1989). Two qualitative
studies did not articulate their theoretical orientation or their adopted method for data
analysis (Crisma et al, 2004 and Shalhoub-Kevorkian, 2005). The mixed
methodology studies adopted various data analysis strategies. Hershkowitz et al
(2007) adopted content analysis, Pearson’s chi-squared test and Fisher’s exact tests.
Schaeffer et al (2011) adopted grounded theory and Pearson’s chi-squared test and
Schonbucher et al (2012) employed relative frequencies, content analysis and fisher’s

exact test.

All of the 13 studies sampled children and adolescents (with a mean age of 18.0 years
and below) who had experienced sexual abuse. In seven studies, the cohort consisted
of a “clinical” sample of young people known to health care and child welfare
systems such as hospital and child psychiatry clinics or support centers for sexually
abused children (Jensen et al, 2005; Kellogg & Houston, 1995; McElvaney et al,
2012, 2014; Mont’Ros-Mendoza & Hecht, 1989; Munzer et al, 2016; Schaeffer et al,
2011). Two studies sampled participants from the judicial sector. For example,
Sgftestad et al (2013) sampled children who had recently made allegations of sexual
abuse to legal multi-professional disclosure teams and Hershkowitz et al (2007)
sampled alleged victims who were interviewed using the National Institute of Child
Health and Human Development (NICHD) Investigative Interview Protocol (Orbach
et al, 2000). One study sampled a cohort of foster children (Gries et al, 1996) and one
study researched a school-based sample (Shalhoub-Kevorkian, 2005). One study
sampled children and adolescents from the general population (Crisma et al, 2004)
and one study included a mixed sample of children from both the general population
and from a children’s hospital (Schonbucher et al, 2012). The majority of studies

(77%) adopted a purposive sampling strategy, two papers adopted volunteer sampling
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strategies (Crisma et al, 2004; Schonbucher et al, 2012) and one study adopted both
volunteer and purposive sampling strategies by conducting semi-structured interviews
with a group of self-selecting adolescents who had initially taken part in school-based

focus groups (Shalhoub-Kevorkian, 2005).

Sample characteristics for the included studies were compared. One study
(McElvaney et al, 2014) included the same participants in both their 2012 and 2014
publications. As such, sample characteristics were taken from McElvaney et al’s
(2012) study only. Therefore, a total of 658 females and 421 males were sampled
across all 13 studies. It is not clear whether this gender imbalance reflects gender
differences in childhood sexual abuse prevalence data (see Office for National
Statistics, 2016) or higher disclosure rates for sexually abused females in comparison
to their male counterparts or whether this difference simply reflects the over-
representation of females in the wider CSA literature. Ages of the included sample
were reported differently between studies. Means were reported in seven studies. In
these studies, the mean age of a total of 752 participants was 13.41 years. For the
remaining studies, means were calculated using reported age ranges. Assuming that
the ages of participants were uniformly distributed within the reported ranges, the
adjusted mean was found to be 13.25 years. One study was excluded from this

analysis (Crisma et al, 2004) because no upper age limit for their sample was defined.

1.5.2. Abuse Characteristics

Included studies were heterogeneous in measuring characteristics of the disclosed
abuse. The two most commonly measured and reported characteristic of abuse were
‘type’ and ‘perpetrator’. Eleven studies measured the type of abuse e.g. non-contact

offenses or contact offenses with/without penetration. Ten studies reported the
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alleged perpetrator of the abuse. Three studies measured the frequency of abuse
(Hecht & Mont’Ros-Mendoza, 1989; Hershkowitz et al, 2007 and Munzer et al,
2016). Two studies measured the victim’s age at the onset of abuse (Munzer et al,
2016 and Schonbucher et al, 2012). Other characteristics that were measured were the
duration of abuse (Crisma et al, 2004) and whether or not the alleged perpetrator used
rewards or made threats (Hershkowitz et al, 2007). Three studies (Crisma et al, 2004;
Hershkowitz et al, 2007 and Schonbucher et al, 2012) were considered to have
covered abuse characteristics well by measuring the most number of abuse
characteristics. Gries et al, (1996), Seftestad et al (2013), Schaeffer et al (2011) and
McElvaney et al (2014) each only measured and reported one abuse characteristic and
these studies were therefore considered to have only poorly addressed the

operationalisation of abuse characteristics.

1.5.3. Disclosure Characteristics

Characteristics of the victim’s disclosures were also measured heterogeneously
between studies. The most commonly measured disclosure characteristic was
‘recipient’, with eight of the thirteen studies (62%) measuring who the victim
disclosed to. Five studies (38%) measured the delay (latency) of disclosure. Only two
studies measured the number of disclosures that the victim had made (Crisma et al,
2004 and Gries et al, 1996). Two studies measured whether the victim had made
recantations as part of their disclosure (Gries et al, 1996 and Hershkowitz et al, 2007)
and two studies measured whether the disclosure had been spontaneous or prompted
(Hershkowitz et al, 2007 and Munzer et al, 2016). Although none of the studies were
considered to have well covered the operationalisation of disclosure characteristics,

two studies (Hershkowitz et al, 2007 and Munzer et al, 2016) measured the most
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number of characteristics; a total of four each. Four studies (Schonbucher et al, 2012;
Schaeffer et al, 2011; Jensen et al, 2005 and Hecht & Mont’Ros-Mendoza, 1989)
each measured only one disclosure characteristic and three studies did not measure or
report a single characteristic of the victim’s disclosure (Seftestad et al, 2013;
Shalhoub-Kevorkian, 2005 and McElvaney et al, 2012) and as such, were considered

to have not addressed the operationalisation of disclosure characteristics.
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Table 2. Quality ratings for included studies.
W/C=well covered; A/A=adequately addressed; P/A=partially addressed; N/AD=not addressed; N/REP-not reported; N/APP=not applicable.
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Crisma et al (2004) wi/C AIA AIA P/A AIA N/AD wi/C P/A N/AD P/A AIA P/A P/A P/IA AIA 20
(®)
Gries, Goh & Cavanaugh (1996) wi/C N/AD | N/AD P/A AIA N/AD P/A P/A P/A wi/C wi/C N/APP N/APP N/APP N/APP 19
Hershkowitz et al (2007) AIA AIA AIA AIA wi/C AIA A/A AIA P/A AIA wi/C N/APP N/APP N/APP N/APP 24
Jensen et al (2005) AIA AIA AIA P/A wi/C N/AD A/A P/A N/AD AIA wi/C AIA AIA AIA wi/C 20
©)
Kellogg & Houston (1995) P/A P/A AIA wi/C wi/C P/A P/A P/A N/AD A/A wi/C N/APP N/APP N/APP N/APP 23
McElvaney et al (2012) WIC N/AD AA AIA WIC WIC AIA N/AD AA wi/C wi/C AA A/A AlA AA 25
(8
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8)
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(6)
Munzer et al (2016) WIC A/A AA AIA WIC AIA AIA AA P/A P/IA wi/C N/APP N/APP N/APP N/APP 25
Schaeffer et al (2011) WIC A/A AA WIC WIC AIA P/IA P/A N/AD wi/C wi/C AA A/A AlA AA 25
8)
Schonbucher et al (2012) wi/C AIA A/A wi/C wi/C AIA wi/C AIA AIA wi/C wi/C P/A P/A AIA AIA 28
(6)
Shalhoub-Kevorkian (2005) WIC N/AD P/IA P/A AIA P/A P/IA N/AD P/A P/IA AIA N/AD P/A N/AD P/A 19
(2
Spftestad et al (2013) WIC P/A P/IA AIA wi/C wi/C P/IA N/AD | N/AD wi/C wi/C AIA A/IA AIA AlIA 23
8
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1.5.4 Methodological Strengths and Limitations of Included Studies

The methodological standard of research is critical when interpreting results. This is
particularly imperative to bear in mind when conducting a systematic review. It is
important to interpret studies within the context of their methodological strengths and
limitations. As such, the collective strengths and weaknesses of the studies are

discussed below and additional relevant information is outlined in Table 2.

One of the overall strengths of the included studies was a well-articulated research
question. All but three of the studies set out to answer a relevant research question
that was contextually developed. Two studies stated research questions but these were
not contextually developed (Hershkowitz et al, 2007; Jensen et al, 2005) and one
study (Kellogg & Houston, 1995) merely alluded to its study aims. Well articulated
research aims included an aim to understand the barriers and facilitators to disclosing
sexual abuse or more generally, to explore the patterns of disclosure in child and
adolescent populations. A second overall strength of the included studies was in their
study design and method. The majority of studies (77%) adopted a study design that
was appropriate and justified for their stated research question and their methods
(such as recruitment strategies, data collection and ethical issues) were well
articulated. A further overall strength of the studies was in relation to their results.
Study findings were anchored in and accurately reflected the data. Studies that
adopted a qualitative design made good use of quotations to demonstrate the codes
and themes that had been developed from the data. There was, however, some
evidence of both over and under-analysis in a couple of studies, where findings
appeared to over reach the data or conversely, where synthesis of data was inadequate

(Shalhoub-Kevorkian, 2005).
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With regards to methodological limitations, one general criticism of the included
studies was in relation to confounding variables. None of the 13 studies were
considered to have covered this well. In fact, only two studies provided some
information or made reference to potential confounders, such as whether any previous
disclosures had been made. Five studies provided only limited information about
potential confounders and six studies did not address or make any reference to
potential confounders at all (Crisma et al, 2004; Hecht & Mont’Ros-Mendoza, 1989;
Jensen et al, 2005; Kellogg & Houston, 1995; Schaeffer et al, 2011; Sgftestad et al,
2013). A second criticism of the included studies was with regards to their sampling
strategies and the operationalisation of their sample characteristics. No studies were
considered to have covered their sampling strategy well and only seven studies were
considered to have adequately addressed this. Four studies (Gries et al, 1996;
McElvaney et al, 2002 and 2004; Shalhoub-Kevorkian, 2005) were considered to
have not addressed this criterion at all in so far as inclusion and exclusion criteria
were not fully articulated and no references were made to missing data, attrition rates
or reasons for non-participation. Regarding sample characteristics, only three studies
(Kellogg & Houston, 1995; Schaeffer et al, 2011 and Schonbucher et al, 2012) were
considered to have well covered the quality criterion of sample characteristics. In
these studies, characteristics of the participants were clearly articulated, these were
compared to national demographics and if appropriate, missing demographic
information was outlined and explained. The remaining 10 studies met only one or
two of the above criteria and so were considered to have only partially or adequately
addressed this criterion. Undoubtedly, it is important to interpret findings within the
parameters of the population that is being sampled. It is difficult to apply research

findings when it is unclear who the research participants are and how they have been
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sampled and this has implications for both the reliability and validity of the studies’

results and conclusions.

In a similar vein, a further criticism is that of recruitment and whether the samples are
representative of child and adolescent survivors of sexual abuse as a whole. The
majority of studies sampled children and adolescents who had disclosed their
experiences of sexual abuse. One study researched a school-based sample (Shalhoub-
Kevorkian, 2005) and only one study sampled children and young people from the
general population. In this qualitative study (Crisma et al, 2004) 17% of their sample
had not disclosed prior to taking part in the research interview. This sampling bias
means that children who have been sexually abused but have not yet disclosed are
neglected and under-represented in the research sample. The barriers and
impediments to disclosure that these silent children face may be different to those that
are felt by children and young people who have disclosed their experiences of abuse.
Moreover, nine of the 13 studies sampled children who were known to health care and
child welfare systems or the judicial sector. As these children and adolescents were
receiving help and support following their disclosures or any formal allegations made,
one might assume that the barriers and facilitators experienced by these individuals
would be markedly different to those felt by children and adolescents who do not
receive any care or support following their disclosures of abuse. Therefore, study
findings should be interpreted in light of the possibly biased sampling strategies that

have been adopted in the included studies.
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1.5.5 Study Findings

Findings of the included studies can broadly be categorized into two groups, as per the
review’s research questions: to understand the barriers that children and adolescents
face when disclosing sexual abuse and to identify the factors that are associated with
facilitating them to disclose. As such, study findings pertaining to the barriers and the

facilitators of CSA disclosure are discussed below.

1.5.5.1 Barriers: Ten studies specifically reported findings on the barriers of CSA
disclosure. One study (Mont’Ros-Mendoza & Hecht, 1989) did not articulate findings
about barriers but focused on the reported facilitators for disclosure instead. Two
qualitative studies (Sgftestad et al, 2013 and McElvaney et al, 2012) aimed to explore
disclosure processes more generally. As such, they proposed an overall model of
disclosure rather than identifying specific barriers and facilitators as experienced by

children and adolescents.

Overall, various barriers were identified yet some were more commonly identified
than others. Six studies found perceived lack of understanding and limited support
from adults (parents or professionals) to be impediments of disclosure (Crisma et al,
2004; Hershkowitz et al, 2007; Jensen et al, 2005; Schaeffer et al, 2011; Schonbucher
et al, 2012; Shalhoub-Kevorkian, 2005). This finding is congruent with existing
research, which has identified that an individual may be motivated to withhold
disclosure because of the anticipated negative social reactions of the recipient
(Ullman, 2002). Similar findings have been identified in adult retrospective studies
(Allnock & Miller, 2013). In retrospective studies sampling adult populations, similar
findings have been identified. Wager (2012), for example, surveyed 481 adults who

disclosed sexual abuse in their childhood; 57% of which reported a negative response
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(i.e. disbelief and lack of support) from the disclosure recipient. Allnock and Miller
(2013) found as many as 54 out of 60 young adults aged 18-24 to have had some
negative experiences during their disclosure journeys. These findings demonstrate that
when disclosing sexual abuse, children and adolescents may be met with a lack of
understanding and limited support from others. The fear and anticipation of these
negative social reactions may impede young people from disclosing their experiences

of abuse, as identified by studies in the current review.

This finding appears to fit with the second most commonly identified barrier:
perceived negative consequences for the self and for others. Studies found that
children and adolescents feared negative consequences for themselves such as parental
sanctions (McElvaney et al, 2014; Schonbucher et al, 2012), losing familial support,
social-shame, ruining their reputation, violating the family honor and being killed
(Shalhoub-Kevorkian, 2005). Children also feared negative consequences for the
suspected offender (e.g. imprisonment) and for their family (e.g. family break-up)
(Crisma et al, 2004; Jensen et al, 2005; McElvaney et al, 2014; Munzer et al, 2016;
Schaeffer et al, 2011; Schonbucher et al, 2012). McElvaney et al (2014) echoed these
findings; they argued that children feared that their disclosure would place a heavy
burden on others. Thus, children withhold disclosure in a bid to protect loved ones and
family members. It is possible that relational and family dynamics such as the
relationship between the alleged perpetrator and the victim (Schaeffer et al, 2011) as
well as the victim’s thoughts and feelings towards the suspected offender play a part in
whether a child is impeded by a fear of negative consequences when choosing to
disclose. Indeed, the child’s love for (Kellogg & Houston, 1995; Munzer et al, 2016)
and the need to protect (Crisma et al, 2004; Schonbucher et al, 2012) the alleged

perpetrator were found as potential barriers to victims disclosing their experiences of
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sexual abuse. This may partially explain why previous research has identified that
victims of intra-familial abuse are more likely to delay disclosure than victims of
extra-familial abuse (Arata, 1998; Goodman-Brown et al, 2003; Hershkowitz et al,
2007; London et al, 2005; Smith et al, 2000). It may be that extant research ignores
the social and (inter)-relational dynamics of disclosures and views them simply as
unidirectional processes instead (Reitsema & Grietens, 2016). Instead, young victims
should not be understood in isolation, rather as part of a systemic, interpersonal and
emotional unit. Indeed, as Flam and Haugstvedt (2013) describe, “children do not tell,
delay, recant or reaffirm accounts of their sexual victimization in a vacuum” (p.634).
Given the heterogeneity of (and lack of statistical control) of the relational dynamics in
the family units represented within the included studies, limited conclusions can be
drawn about the factors that contribute to a child’s felt sense of and perception of
possible negative consequences to self or others upon disclosing their experiences of

sexual abuse.

Six studies identified the child’s emotional response to the abuse (guilt, shame, self-
blame and responsibility for the perpetrator’s actions) as important barriers to
disclosure. Quantitative studies found children were significantly more likely to delay
disclosing if they experienced feelings of guilt and shame (Munzer et al, 2016;
Schonbucher et al, 2012). Kellogg and Houston (1995) found that children who
delayed disclosure were significantly more likely to believe that the abuse was their
fault as much as it was the perpetrators’. This felt sense of responsibility along with
feelings of self-blame and shame, were also identified as barriers to disclosure in

McElvaney et al’s (2014) qualitative study.
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These findings appear to fit with psychological research and theory highlighting the
role of constructs such as shame and guilt in CSA (Browne & Finkelhor, 1986;
Romero et al, 1999; Ullman, 2002). For example, Hoffman (1997) investigated
unwanted sexual experiences by conducting a cross-sectional survey sampling 538
young adults who attended sexual abuse clinics. Authors found that victims of
multiple perpetrators were significantly more likely than victims of single perpetrators
to delay disclosure of sexual abuse due to feelings of shame. Moreover, Roesler and
Wind (1994) surveyed 228 volunteer adult female survivors of intra-familial sexual
abuse and similarly found that shame served as a significant barrier to timely

disclosure.

1.5.5.2 Facilitators: Eight studies specifically reported findings on the possible
facilitators of disclosure, amongst which there appears to be more heterogeneity and
less consistency. The most commonly identified facilitator was children being
prompted (e.g. adults interpreting signs and symptoms) or being asked directly about
possible abuse (Hershkowitz et al, 2007; Jensen et al, 2005; McElvaney et al, 2014;
Spftestad et al, 2013). Of these four studies, only Hershkowitz et al (2007) measured
whether disclosures were spontaneous or prompted. The other three studies, qualitative
in design, did not operationalize this disclosure characteristic yet identified this as an
important facilitator. This finding fits with research, which has identified that
disclosures are more likely to be made following a prompt rather than initiated by the
young person (Kogan, 2004). As such, it may be that children do not disclose simply

because they are not asked (McGee et al, 2002).

This facilitator is congruent with other relational factors that have been identified as

facilitators of disclosure. Mont’Ros-Mendoza and Hecht (1989), for example, found
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that having a trusted target person to whom to disclose to facilitates the victims in
doing so. Schonbucher et al (2012) found that immediate disclosure was more likely
when the victim’s parents still lived together. The importance of relational factors such
as these fit with research which suggests that close relationships and parental bonding
play an important role in facilitating young people to disclose sexual abuse (Priebe &

Svedin, 2008).

An important finding in the included studies was the importance in providing young
people with information about sexual abuse that is both developmental age and stage
appropriate. Kellogg and Houston (1995), for example, found that a school-based
intervention about unwanted sexual experiences supported Hispanic victims to
disclose. In addition, Sgftestad et al (2013) emphasized the imporance for a victim to
receive information about sexual abuse as this supported them to engage in meaningful
conversation, during which disclosure of intra-familial abuse can be made. This echoes
Crisma et al (2004) findings, which suggest that a possible barrier to adolescents
disclosing sexual absue is a lack of information, particularly about the possible risks of

sexual abuse as well as the help and support that is available.

Other significant facilitators identified included the converse of the abovementioned
barriers. For example, disclosures were facilitated if the victim did not feel any guilt or
shame (Schonbucher et al, 2012), if the child received positive emotional support and
understanding i.e. being believed (Hershkowitz et al, 2007; McElvaney et al, 2012)

and if the abuse was extra-familial (Schonbucher et al, 2012).
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1.5.5.3 Age: Extant research has identified age as a significant predictor of disclosure.
Previous findings suggest that younger children are less likely to disclose than older
children (McElvaney et al,2015). Four studies in the current review reported findings
in relation to age as a possible predictor of disclosure (Gries et al, 1996; Hershkowitz
et al, 2007; Schaeffer et al, 2011; Schonbucher et al, 2012). Unfortunately, these
findings were mixed. Gries et al (1996), for example, found that younger children
were more likely to recant their allegations of abuse than older children and
adolescents. In a similar vein, Schonbucher et al (2012) found that disclosure was
more likely if the victim’s age at the onset of abuse was less than 12 years. Although
these findings seem to fit with previous research (Goodman-Brown, 2003; Smith et
al, 2000), Hershkowitz et al (2007) found the contrary i.e. that older children (10-12
year olds) were more likely to delay disclosure than the younger children (7-9 year
olds) in their sample. Age has also been associated with the victim’s choice of
disclosure recipient. In this current review, Schaeffer et al (2011) found that 3-10
year olds were more likely to disclose to adults, whilst 11-18 year olds were more
likely to disclose to peers. Although this was the only study to have reported findings
on the relationship between age and disclosure patterns, this finding fits with existing

research (Lamb & Edgar-Smith, 1994; Edgarth & Ormstad, 2000; Tang 2002).

1.5.5.4 Gender: Research has identified gender as a significant predictor of
disclosure. For example, Goodman-Brown et al (2003) and Ungar et al (2009) found
girls to be less reluctant to disclose than boys. Only one study in the current review
reported findings on possible gender effects. In this quantitative, cross-sectional
study, Gries et al (1996) found that males were significantly more likely to disclose
physical abuse than females. In addition, more females than males were found to have

disclosed over the course of the study’s comprehensive sexual abuse assessment. Yet,
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no significant gender effects were found in relation to disclosures made prior to the
victim’s referral into the study. It must be noted that this study was limited in its
methodological rigor insofar as measures used were not validated and it is unclear
whether the study was sufficiently powered. As such, caution should be exerted when
interpreting the possible effect of gender on child and adolescent disclosures of sexual

abuse.

1.6 Discussion

The current review has demonstrated that children and adolescents face a number of
different barriers and facilitators when disclosing sexual abuse. There appears to be,
however, common threads amongst these factors. From the included studies, findings
suggest that the optimal condition for a disclosure is for an individual to directly ask
the child about their experiences and that this individual provides active listening and
support, minimizes the child’s feelings of guilt and shame and reduces their fear of
negative consequences. With this in mind, this review recommends that prevention
and intervention programmes should be developed both for the victims of sexual abuse
and also for potential recipients of victims’ disclosures. The impetus would be on
reducing feelings of responsibility, self-blame, shame and guilt as experienced by
young people. Programmes encouraging children to disclose should exist alongside
programmes encouraging family members, friends and frontline professionals to
identify clues of sexual abuse, to directly ask children about the possibility of sexual

abuse and to also respond supportively should disclosures occur.
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1.6.1 Current State of the Evidence

Disclosure is best understood as a multifaceted process that is still not fully
understood. What complicates the picture further is a lack of standardization across
studies and this systematic review demonstrates the heterogeneity of the research to
date. Included studies adopted different study designs (seven qualitative; three
quantitative and three mixed methods) varied in measures selected and types of data
analyses employed. Abuse characteristics (e.g. type, frequency, duration, perpetrator)
and disclosure characteristics (e.g. number, latency, recipient) varied greatly between
studies. Whilst this illustrates the heterogeneous nature of sexual abuse more
generally, it also meant that explicit like-for-like comparisons were not possible as no
two studies were directly comparable. In addition, various recruitment procedures
were used and different samples (clinical and non-clinical populations) were studied.
As such, it is uncertain whether the samples included in this review are representative
of child and adolescent survivors of sexual abuse as a whole (Olafson & Lederman,
2006). Moreover, the majority of studies sampled young people who had disclosed
their experiences of CSA. This sampling bias means that children who have been
sexually abused but have not yet disclosed are under-represented in the research
sample. The barriers and impediments to disclosure that these silent children face may
be different to those that are felt by children and young people who have disclosed
their experiences of abuse. Many of the included studies sampled children who were
known to health care and child welfare systems. As these young people were receiving
support following their disclosures and formal allegations, one might hypothesize that
retrospective, hindsight bias plays a significant role in how children and adolescents
recall the barriers and facilitators that they faced when deciding to tell. It is important

to interpret findings within the parameters of the population that is being sampled;
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therefore study findings should be interpreted in light of the possibly biased sampling
strategies adopted. These considerations demonstrate that the current state of the

research is predominantly at an exploratory stage.

1.6.2 Limitations of the Studies

Studies varied in their methodological rigour. Some scored comparably better
according to the quality criteria than others. Despite some areas of strength, many
studies had similar shortcomings, which may have contributed to the heterogeneity of
findings. Some previous research has implicated variables such as age, developmental
stage, gender, perpetrator and the type of abuse (intra vs. extra-familial) in a child’s
decision to disclose. Confounding variables such as these were not well reported or
statistically controlled for in any data analysis. This may be due to the exploratory and
qualitative nature of the studies; six did not address possible confounds at all, five only
partially addressed this and only one adequately addressed this dimension. Without
future research that adequately controls for these possible confounding variables, firm
conclusions about the predictors of disclosure cannot be made at this stage. Finally,
only findings from studies published in English were identified and synthesized. This
may reflect the fact that few studies have been conducted in non-English speaking
countries. If this is the case, the concern is that there is a gap in the evidence base
relating to cross-cultural variations in disclosure processes. Studies not carried out in
English may articulate interesting findings about the disclosure journeys of children
and adolescents out-with of Western culture. This seems a particularly important gap
in the literature to address given that child abuse should be understood as a ‘global

problem deeply rooted in cultural, economic and political practices’ (WHO, 2002) and

47



that cultural differences are reflected in global CSA prevalence data (see Stoltenborgh

etal, 2011).

1.6.3 Strengths and Limitations of the Review

A particular strength of the current review is that it employed a rigorous search
strategy and additional searches using Google Scholar and manual searches through
reference lists provided confidence that eligible papers were not missed. Moreover, the
review included studies of all methodological design. Reducing the review’s inclusion
criteria to only qualitative or quantitative papers might have limited the number of
studies eligible for inclusion, thereby limiting the breadth and depth of findings the
review could have drawn from. Regarding its limitations, the review was written
qualitatively. This was due to the heterogeneity in the included studies’
methodologies. As such, quantitative analysis was not possible. To draw more
definitive conclusions about the possible predictors of timely disclosure of childhood
sexual abuse, it would be necessary to conduct a systematic meta-analysis. However,
this would be dependent on further quantitative developments within the research
field. Despite these limitations, the current review adds to the understanding of the
barriers and facilitators that children and adolescents face when disclosing experiences

of sexual abuse.

1.6.4 Implications for Research

This systematic review highlights a need for more rigorous empirical research on child
and adolescent disclosures of sexual abuse that includes designs and sampling
strategies that permits detailed analysis of mechanisms of disclosure. Specifically

longitudinal designs that incorporate all know factors may contribute to the evidence-
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base by obtaining data throughout a child’s disclosure journey rather than at a single,
retrospective point in time. It may be helpful to truncate the child and adolescent age
range of 0-18 years into smaller age bands to empirically research more age-specific
patterns of disclosure. In addition, there is also scope to develop research that
investigates the efficacy of interventions aimed at facilitating disclosures in children

who would otherwise remain silent.

1.6.5 Clinical Implications

Child sexual victimisation is underreported and under-recorded (Reitsema & Grietens,
2016) and there may not be any clear signs that a child or adolescent has been sexually
abused. The detection of sexual abuse often relies on disclosure, which the current
review has argued is a complex and multifaceted process. Barriers may impede a child
or young person from telling someone about their experiences. Whilst it is important
to understand what these barriers are, it is perhaps even more important to understand
specific factors that facilitate a child’s disclosure. Improving our understanding of
what helps children tell can inform how individuals and services support more
children to disclose. For example, this review recommends that developmentally
appropriate information should be communicated to children via school-based
programmes, perhaps as part of the education curriculum. Specifically, these
interventions should reinforce that sexual abuse is wrong and that children and young
people are neither responsible nor to blame. Reducing potential feelings of guilt and
self-blame, which have been identified as significant barriers of disclosure, may

encourage children and adolescents to disclose their experiences of sexual abuse.
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The current review recognizes the risk for children disclosing intra-familial abuse.
Research has demonstrated that abuse of this nature may result in disclosure latency
and even non-disclosure in child and adolescent victims. Protocols need to be
established that ensure those receiving disclosures know how to respond and react in
order to minimize the perceived and actual harm to the child’s position within the
family. That said the complexity and sensitivity of managing these disclosures warrant

further thought and research.

Most importantly, the current review has identified that prompting or asking children
directly about their experiences of sexual abuse facilitates disclosure by providing
them with permission to tell. This is in line with the Scottish Government Mental
Health Strategy 2012-2015 (Commitment 18) (The Scottish Government, 2012),
which pledges to develop better identification of trauma. As such, there appears to be a
need to raise awareness of this with possible recipients of disclosures such as family
members, and frontline professionals such as teachers and general practitioners. This
recommendation is in line with the World Health Organization’s (2006) publication:
‘Prevention Child Maltreatment: a guide to taking action and generating evidence’,
which advocates the need for training programmes for (prospective) parents in the
prevention of child maltreatment. Interestingly, the guidance argues that training
programmes aimed at health care professionals are required only for interventions for
adult survivors (aged >18 years). To extend on this guidance, the current review
recommends that training programmes aimed at potential recipients, including
healthcare professionals, should educate individuals about how to identify specific
behaviours that may indicate the presence of sexual abuse in children across all
developmental stages (and not just in adulthood). Prevention programmes should aim

to develop skills in recipients explicitly asking children in ways that are
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developmentally appropriate. In addition, there is also scope for raising awareness
amongst the general population with the use of public awareness campaigns aimed at

supporting non-professionals, victims’ families, friends and peers to know how to ask.

Along similar lines, prevention strategies and training programmes should also
educate individuals about what to do if someone tells. Supportive and helpful
responses to a disclosure could go some way in reducing potential feelings of guilt and
shame. Given that these have been identified as significant barriers of disclosure,
recognizing and minimizing feelings of guilt and shame may support child and
adolescent victims to disclose more readily and with more confidence, This is of
utmost importance given that timely disclosure is key to safeguarding children against
(re)-victimisation whilst also increasing the likelihood of better outcomes for child and

adolescent survivors of sexual abuse.
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Chapter 2: Bridging Chapter

The Impact of Childhood Trauma on Adult Psychological
Functioning

The systematic review included in Chapter 1 of this thesis portfolio synthesized
findings of thirteen studies investigating the barriers and facilitators to disclosing
sexual abuse in childhood and adolescence. It concluded that young people face a
number of different barriers when choosing to disclose and that disclosures are
facilitated when young victims are explicitly asked and/or prompted. Timely
disclosure is key to safeguarding against (re)-victimisation by halting the abuse and
also key to young people accessing legal and therapeutic support. Anecdotally, the act
of disclosure, in itself, may be viewed as a positive, helpful and healing process that
supports victims to move on from their trauma. This hypothesis has received some

research attention over the past decade.

2.1 Disclosure and Adult Outcomes

Studies have aimed to explore differences in psychological outcomes between
disclosing and non-disclosing survivors of childhood trauma. Ruggiero et al (2004)
for example, explored associations between disclosure of childhood rape and mental
health outcomes in a national representative sample of 3,220 adult women, 288 of
which reported at least one incident of penetrative sexual abuse before the age of 18.
Results showed that women who waited longer than one month to disclose had a
significantly higher past-year prevalence of depression and post-traumatic stress
disorder (PTSD) compared to women who disclosed immediately. This effect was

still evident after controlling for demographic and rape characteristics such as
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frequency and victim-perpetrator relationship. In a similar vein, Wyatt and Newcomb
(1990) conducted a retrospective study investigating the possible mediators of CSA
on adult outcomes. Authors explored associations between the circumstances of
abuse, the extent of disclosure and subsequent outcomes in a community sample of
111 females. They found that non-disclosure was significantly related to poorer adult
outcomes such as emotional and interpersonal-specific problems. Of note, Wyatt and
Newcomb (1990) researched sexual abuse in isolation and sampled only self-selecting
female victims. Critically, the over-representation of CSA and females in the wider
literature is problematic because current findings cannot be generalized to other types
of childhood trauma (physical and emotional abuse and neglect) or to male samples,
who may experience the impact of childhood trauma on adult psychosocial

functioning differently from their female counterparts.

In short, disclosure can be a doorway through which survivors access therapeutic
interventions that help to resolve the trauma of child abuse. It is important for young
victims to receive support that helps them make sense of their experience and manage
any distress and confusing feelings that arise following (sexual) abuse. Trauma can
significantly interfere with healthy social and emotional development processes
(Schore, 2001). In adulthood, reparative work can support male and female survivors
to learn healthy social and emotional coping skills that will improve their stunted
psychosocial functioning thereby supporting them to move on from the long-term,

negative effects of unresolved childhood trauma.

2.2 The Long-term Effects of Childhood Trauma
The long-term effects and the negative impact of unresolved trauma on future health

and psychological adjustment have been well documented in the literature. In a
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systematic review of reviews, Maniglio (2009) assessed 14 reviews sampling a total
of 260,000 subjects from 587 different studies. Findings suggested that childhood
sexual abuse is a non-specific risk factor insofar as survivors are at an elevated risk of
a wide range of health problems including significant psychopathology. This can
include depressive and anxiety disorders (PTSD, obsessive compulsive disorder
(OCD)), eating disorders, personality disorders, interpersonal sensitivity and self-
injurious or suicidal behaviour. As previously discussed, there is often a focus on
childhood sexual abuse in the literature; however other types of childhood trauma
have also been examined. Research has demonstrated that the negative long-term
effects of trauma are not restricted to sexual abuse only. In their systematic review
and meta-analysis, Norman et al (2012) assessed 124 studies investigating
associations between childhood physical abuse, emotional abuse and emotional
neglect and subsequent mental and physical health. Interestingly, similar findings to
those of Maniglio’s (2009) review were found; studies demonstrated robust evidence
suggesting an association between exposure to non-sexual abuse and poor outcomes
in adulthood, such as depressive and anxiety disorders, drug use and suicide attempts.
Critically, however, only 16 of these 124 studies adopted a prospective study design
so temporal relationships cannot be confirmed. A further limitation is that the
included studies often did not include matched comparison groups nor did they
control for possible confounders such as whether their samples had received
psychological intervention. As such, we cannot be certain that these negative
outcomes are limited only to adult survivors who have not had the opportunity to

resolve their childhood trauma.
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2.3 The Treatment of Unresolved Trauma

There exist very few high-quality treatment outcome studies from which evidence-
based interventions for unresolved trauma (i.e. complex traumatic stress disorders;
Courtois & Ford, 2009) can be drawn. Scottish Government’s guide to delivering
evidence-based psychological therapies (The Matrix, 2015) grades its treatment as
‘C’, denoting that there is ‘no evidence to date but opinion suggests that this therapy
might be helpful’ (The Scottish Government, Matrix, 2014 p.7). The recommended
therapy adopts a tri-phasic approach to treating survivors of child abuse; the main
components of which include training in managing emotions, processing memories of
the trauma and developing trustworthy relationships (Herman, 1992). These targeted
components (emotion dysregulation and interpersonal difficulties) have routinely
been cited as long-term negative effects of childhood trauma (Davis et al, 2001; Kim

& Cicchetti, 2010; Messman-Moore et al, 2010; Huh et al, 2014;).

2.4 Conclusions

Extant literature demonstrates that survivors of child maltreatment (physical abuse,
sexual abuse, emotional abuse and emotional, physical neglect) have poorer mental
health outcomes (Maniglio, 2009; Norman et al, 2012). It is widely accepted that
trauma can have a significant impact on a survivor’s emotional and social
development (Lamb & Edgar-Smith, 1994). Yet, research has continuously
demonstrated that not all those who are abused subsequently develop psychological
problems (Cicchetti & Toth, 2005). As such, what remains unclear is the mechanisms
through which childhood trauma leads to negative outcomes, such as suicidality in
adulthood. Of note, there is a particular dearth of evidence concerning male survivors

of childhood trauma.
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The empirical study in Chapter 3 of this thesis portfolio aims to understand the
mechanisms through which childhood trauma may lead to suicidality in a sample of
adult men. It is important to develop our understanding in this field so that effective
and targeted clinical interventions may be offered to men who have experienced
abuse and who are considered most “at-risk” of attempting or completing suicide
(Scowcroft, 2016; Scottish Government’s Suicide Prevention Strategy, 2013). This is
of particular importance given the current lack of knowledge of effective
interventions for survivors of unresolved trauma (Scottish Government Matrix, 2015).
In short, this thesis portfolio’s empirical study addresses the following research
recommendation: ‘future studies are needed in the investigation of male trauma
particularly in respect to adult outcomes and mediators to adult socio-emotional

functioning’ (Lamb & Edgar-Smith, 1994, p323).
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3.1 Abstract

Obijectives: There is little research investigating suicidality in adult men, despite
epidemiological data suggesting that they are most at risk. This quantitative study
investigated childhood trauma and suicidal behaviour in a cohort of socio-
economically deprived men. Methods: Eighty-six participants completed self-report
measures on childhood trauma, emotion regulation, interpersonal difficulties and
suicidal behaviour. Results: Mediation analysis indicated that emotion dysregulation
and interpersonal difficulties significantly mediated the relationship between
childhood trauma and suicidality. Conclusions: Study results suggest that early
childhood adversity results in dysfunctional emotion regulation, which leads to
suicidality within the context of impoverished social environments. The provision of
psychological interventions aimed at improving social and emotional functioning may

help to safeguard men who are most at risk of suicide.

Keywords: childhood trauma, emotion-regulation, social-isolation, suicidality, men.
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3.2 Introduction

The World Health Organization (WHO) estimates that there were 804,000 deaths by
suicide worldwide in 2012 (WHO, 2014). In the United Kingdom, recent prevalence
data indicate a suicide mortality rate of 10.9 deaths per 100,000 people (Office for
National Statistics, 2016; Samaritans Suicide Statistics Report, 2016). Over the years,
Scotland has shown higher suicide rates (14.0 deaths per 100,000) and national
figures from 2012-2014 suggest that 72.5% of those who completed suicide in
Scotland were male (Suicide Prevention Strategy, 2013). The Samaritans Suicide
Statistics Report (2016) revealed that the highest suicide rate in the UK in 2014 was

for males aged 45-49 at 26.5 deaths per 100,000 people.

Tackling suicide is a high priority on the WHO’s global public health agenda insofar
as WHO Member States have committed to working towards a target of a 10%
reduction in suicide rates by 2020. This is reflected in local Government policy such
as Commitment 9 of the Scottish Government’s current Suicide Prevention Strategy
(2013-2016), which aims to ‘contribute to developing the national and international
evidence base’ (Suicide Prevention Strategy, p.14). In light of these priorities,
researchers have started investigating suicidality more extensively over the past
decades. Some research has attempted to identify possible risk and predictive factors

of suicidality, for example, childhood trauma.

3.2.1 Childhood Trauma and Suicidal Behaviour
An expanding body of research has investigated the role of adverse childhood
experiences such as physical, emotional and sexual abuse as possible predictors of

suicidal behaviour throughout the lifespan. Dube et al (2001) conducted a
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retrospective cohort study of 17,337 adults who completed self-report measures on
childhood abuse and suicide attempts as part of the American Adverse Childhood
Experiences (ACE) study, which ran between 1995 and 1997. Authors found a strong
correlation between the two variables, whereby childhood trauma increased the risk of

attempted suicide amongst adults twelve fold.

Much of the existing research has focused on the role of childhood sexual abuse
(CSA) on suicidality. Fergusson et al (2008), for example, investigated the link
between exposure to CSA, childhood physical abuse (CPA) and adjustment in
adulthood. Authors found a stronger effect of CSA on later mental health outcomes
(suicidal ideation and attempts) than CPA. Bebbington et al (2009) utilized data from
a total of 8,580 participants in the randomized, cross-sectional British Psychiatric
Morbidity Survey (2007) to test the hypothesis that suicidal behaviours are
significantly associated with childhood abuse. Participants who had experienced
sexual abuse were found to be 10 times more likely to have attempted suicide over the
course of their lifetime than those who had not. Interestingly, other studies have also
found stronger effects for CSA than other forms of abuse on suicidal behaviour (see
Coll et al, 2001; Osvath et al, 2004; O’Leary & Gould, 2009). These are interesting
findings given that sexual abuse rarely happens in isolation. Rather, perpetrators may
employ additional physically abusive (using force) or emotionally abusive (making
threats) strategies to maintain the secrecy of the sexual abuse. The focus on CSA in
the literature may highlight a general under-identification of other forms of abuse,

especially emotional.

Other types of trauma have to some extent been implicated in suicidal behaviour. In a

community sample of 1,376 women, Mullen et al (1996) compared the impact of
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CSA, CPA and childhood emotional abuse (CEA) on long-term negative outcomes.
Authors found CPA and CEA to increase risk of suicidality (5-fold and 12-fold
respectively) in adult life. Childhood emotional neglect (CEN) has also been
researched, although not as extensively as other forms of abuse, in the context of
suicidal behaviour. Both Kaslow et al (2000) and Sfoggia et al (2008) identified high
CEN scores in suicidal behaviour groups compared to non-suicidal controls.
Interestingly, other studies have failed to replicate this finding. For example,
Sarchiapone et al (2009) found no significant differences in CEN scores between their
non-/suicidal samples. In addition, Ystgaard et al (2004) found a non-significant
relationship between emotional neglect and suicidal behaviour. These findings may
go some way in highlighting the complexity of neglect and the diverse ways in which
it is defined and measured across studies. Moreover, it is difficult to draw clear lines
between categories of abuse and neglect because instances of child maltreatment
rarely occur in isolation. As such, the delineation of discrete types of abuse and

neglect within research settings can be problematic.

Interpreting these disparate findings should be done with caution for a number of
reasons. Firstly, studies have adopted different definitions, classifications and
methods of reporting (self-report vs. clinician-rated) childhood maltreatment and
suicidality (ideation vs. behaviour). Moreover, research has sampled both clinical and
non-clinical populations. These limitations have obvious implications for the
generalisability of findings. In addition, some studies do not control for confounding
variables, such as adult re-victimisation, which may render studies open to Type 1
errors. Despite these methodological concerns, the link between child maltreatment
and adult suicidal behaviour has been well researched. However much of this research

has sampled predominantly female populations.

70



Despite what epidemiological data tells us about men in their middle years being most
at risk of suicidal behaviour, Kirtley and O’Connor (in Wyllie et al, 2012) argue that
there is a dearth of psychological research in relation to trauma and negative
outcomes in this population. This may be because male victims are unlikely to seek
help (Galdas et al, 2005) or disclose their experiences of childhood abuse. Holmes et
al (1997) argue that containing the secret and denying the impact of the abuse on their
lives serve as (unhelpful) coping strategies. Despite this, there still remains a
significant risk of negative outcome and poor mental health for males following
childhood trauma. Dyer et al (2009; 2013), for example, sampled a clinical sample of
44 adult males attending therapy for complex trauma. They found that emotional and
physical neglect were significant correlates of a history of self-harm and that
psychological processes such as alterations in self-perception (shame and guilt)
mediated this relationship. Male suicidality has also been found to be more common
in socioeconomically disadvantaged individuals (Johnson et al, 2002; Gunnell et al,
2004; Dennis et al, 2007; Samaritans, 2017). This highlights the roles that childhood
trauma and low socio-economic status play in male posttraumatic aggression and

associated destructive behaviours such as suicidality.

Generally, empirical research suggests that the presence of child abuse and
maltreatment should be considered a general risk factor for suicidality (Mina &
Gallop, 1998; Maniglio, 2009; Norman, 2012). However, research that samples males
with a history of trauma is sparse. As such, the factors associated with and the
mechanisms by which childhood abuse leads to suicidality in this population have not
yet been well established. Published research has not included additional variables,
such as emotion regulation or interpersonal difficulties, which may mediate the

relationship between childhood trauma and suicidality in adulthood (Joiner, 2005).
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With Government policy aiming to reduce the country’s high male suicide rate, it is
imperative to further our knowledge of risk factors that contribute to suicidality in

male populations.

3.2.2 Emotion Regulation

Emotion regulation refers to an ability to shape one’s emotions and control the ways
in which these emotions are expressed (Gross, 2015). Theories of healthy socio-
emotional development posit that we learn to regulate our emotions within the context
of human interaction through our early infant-carer relationships. Theories also stress
the importance of the availability and responsiveness of our caregivers for the healthy
development of emotion regulation skills (Bornstein et al, 2012; Thomson, 2008).
Emotional dysregulation is posited to develop ‘through the interaction between the
vulnerability to high-intensity emotion and an inadequate learning...for managing
emotional intensity in constructive ways’ (Adrian et al, 2011 pg. 398). In
environments that are frightening and/or laden with distress, abusive caregivers do not
provide children with the necessary processes that scaffold the development of
healthy emotional awareness. Emotion under- or over-regulation may develop as a
survival strategy in abusive situations, which is then ill suited to the wider, non-
abusive environment. It is not surprising therefore, that early relational trauma has
been found to disrupt a child’s ability to develop the required processes for successful
emotion regulation (Kim-spoon et al, 2013). Research has aimed to demonstrate the
link between experiencing early emotionally charged events such as childhood trauma

and subsequent emotion dysregulation in adulthood.

Kim and Cicchetti (2010) conducted structural equation modeling on longitudinal

data exploring child maltreatment, emotion regulation and psychopathology in a
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sample of 215 maltreated and 206 non-maltreated children. They found CSA, CPA
and CEN to be significantly related to difficulties in regulating emotion. These
findings are congruent with research demonstrating abused and neglected children’s
limited skills in emotion regulation (see, for example Messman-Morre et al, 2010).
Similar findings have also been drawn from studies sampling specific psychiatric
populations. Carvalho-Fernando et al (2014), for example, found greater levels of
CEA and CEN to be significantly associated with emotion dysregulation in a sample
of 49 patients with Borderline Personality Disorder (BPD) and 48 patients with
current Major Depressive Disorder (MDD). Unfortunately, much of the research
exploring the link between child maltreatment and emotion regulation is understood
within the context of female clinical and psychiatric populations (e.g. BPD, MDD and
anxiety disorders). There is a dearth of research exploring this relationship in non-

clinical and male samples.

Research has also implicated emotion dysregulation in suicidality. Rajappa et al
(2012) investigated the relationship between Gratz and Roemer’s (2004) dimensions
of emotion dysregulation and suicidality in 96 young adults aged 18-30. Participants
with a history of multiple suicide attempts scored significantly higher than those with
no suicidal ideation/past attempts on two dimensions: ‘non-acceptance of emotional
responses’ and ‘limited access to emotion regulation strategies’. After controlling for
diagnoses of anxiety and/or depression, authors found that having limited access to
emotion regulation strategies predicted suicidality. Similarly, Weinberg and Klonsky
(2009) found the ‘strategies’ dimension to be most strongly associated with suicidal
behaviour in a community sample of 428 adolescents aged 13-17. This suggests that
suicidal behaviours may serve as a strategy to regulate one’s emotional distress

(Linehan, 1993; Wagner & Zimmerman, 2006). Critically, research has focused on
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children, adolescents and college students therefore findings cannot be generalised
beyond these samples because emotion dysregulation is considered a normative
aspect of adolescent development (Dahl, 2001). In addition, confounding variables
that have also been implicated in suicidal behaviour, such as lack of social support
(Kleiman & Liu, 2013) are neither adequately measured nor controlled across studies.
Methodological limitations aside, one could predict from the research that
experiencing childhood trauma such as physical, emotional and sexual abuse and
neglect affects one’s ability for successful emotion regulation and that emotion
dysregulation subsequently leads to suicidal behaviour. Interestingly, no studies have
yet investigated emotion regulation as a potential mediating factor in the relationship
between childhood trauma and adult suicidality, let alone in a non-clinical sample of

adult men.

3.2.3 Interpersonal Difficulties

Attachment theory (Bowlby, 1969) plays a pivotal role in how we conceptualise the
impact of child maltreatment on interpersonal relationships in adulthood. There is a
wealth of research suggesting that insecure attachment styles often result from
childhood trauma and that one’s attachment style can substantially contribute to later
psychological adjustment (see Roche et al, 1999). Herman’s (1992) model of complex
Post Traumatic Stress Disorder (c-PTSD) posits that relational difficulties such as
social inhibition and social isolation are commonplace in individuals with abuse
histories. This is highlighted in the forthcoming edition of the proposed WHO
International Classification of Diseases (ICD-11) c-PTSD diagnosis (Maercker et al,
2013). The proposed criteria emphasize the three core clusters of PTSD (re-

experiencing, hyper-vigilance and avoidance) along with symptoms relating to
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negative self-concept, emotion dysregulation and interpersonal difficulties (Cloitre et

al, 2013).

This theorized link between childhood trauma and interpersonal difficulties has been
investigated empirically over the past couple of decades. Huh et al (2014) sampled a
total of 325 adults with diagnoses of depression and/or anxiety on self-report
measures of child maltreatment and current interpersonal distress. CEA, CEN and
CSA were found to be significantly associated with greater interpersonal problems
such as non-assertion and social inhibition. Authors concluded that childhood
emotional and sexual trauma substantially contributes to interpersonal problems in
adulthood. Similar findings to these have been identified in other studies such as in
non-clinical, community populations (Davis et al, 2001). Critically, Huh et al (2014)
adopted a cross-sectional design, which makes it difficult to draw firm causal
conclusions about childhood trauma and interpersonal difficulties. Moreover, its focus
on current interpersonal distress in outpatient psychiatric patients may not have
captured stable and historical patterns of interpersonal functioning. It is possible that
the interpersonal distress that was measured in the study was in actual fact a
byproduct of the negative symptoms of depression and anxiety such as social
withdrawal and/or avoidance. Despite this study’s limitations, it provides empirical
support for the claim that childhood trauma can negatively impact on adult

interpersonal functioning.

Interpersonal difficulties have often been implicated in suicidal behaviour (Meltzer et
al, 2002; Milnes et al, 2002), particularly in adolescent populations (see King &
Merchant, 2008 for a literature review). Zaroff et al (2014), for example, found

interpersonal stress (rather than depression or hopelessness) to predict suicidality in a
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sample of 273 undergraduate students aged 17-23. Similarly, Johnson et al (2002)
conducted a well-controlled longitudinal study (between 1975-1993) in a community
sample of 659 families in the United States. Authors aimed to explore associations
between maladaptive parenting and abuse, interpersonal difficulties and suicidal
behaviour in late adolescence and early adulthood. Interpersonal difficulties such as
loneliness and social isolation in adolescence were found to mediate the relationship
between maladaptive parenting/abuse and suicide attempts in late adolescence and
early adulthood. This study’s strengths lie in its methodological rigour insofar as it
adopted a prospective longitudinal design. Critically however, the mean age of the
offspring at the time of the final interview (1991-1993) was only 22 years. In a bid to
investigate whether this relationship remains evident throughout the life course,
Stansfeld et al (2017) explored the roles of childhood adversity and interpersonal
difficulties on midlife suicidal ideation. Surveying 9,377 adults (aged 45 years) from
the UK 1958 British Birth Cohort Study, authors found that interpersonal difficulties
(as measured by a count of the number of partnership separations between ages 16
and 42) predicted suicidal ideation. Authors also found that interpersonal difficulties
mediated the association between childhood physical and sexual abuse and midlife
suicidal ideation. This suggests that interpersonal risk factors evident in childhood
and adolescence, such as social isolation, persist into adulthood and that these can
significantly contribute to suicidality throughout the life course. Such findings are in
keeping with the Interpersonal Theory of suicide (Joiner, 2005), which emphasizes
the risk that perceived burdensomeness and social isolation (thwarted belongingness)
can have on suicidality. Moreover, the finding that good social support protects

against suicidal behaviour is commonplace in the literature (see McLean et al, 2008).
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3.2.4 Rationale for the study

Lang & Sharma-Patel (2011) argue that proposed functional explanations of
suicidality include elements of affect-regulation as well as interpersonal motivations.
It can be argued that the two concepts overlap given the interpersonal contexts within
which we learn to modulate our emotions (Bornstein et al, 2012; Bowlby, 1969).
Indeed, a child learns effective emotional and social skills through healthy primary
and secondary intersubjectivity with a responsive and attentive caregiver (Trevarthen,
1979; Zeedyk, 2006). Based on the psychological theory and research evidence
discussed above, one may hypothesize that abuse and neglect interfere with a child’s
capacity to learn effective affect-regulation and social problem solving skills. In turn,
emotion dysregulation along with overlapping interpersonal functioning difficulties

may significantly contribute to male suicidal risk in adulthood.

To the author’s knowledge, research that fully explores these possible associations is
scarce. As such, there remains a gap in the literature for the empirical investigation of
emotion regulation and interpersonal difficulties in the relationship between
childhood trauma and suicidality in adult men. Based on existing research, the
following hypotheses are proposed:

1. Emotion dysregulation will mediate the relationship between childhood

trauma and suicidal behaviour.
2. Interpersonal difficulties will mediate the relationship between childhood

trauma and suicidal behaviour.
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3.3 Methods

3.3.1 Study design

A quantitative cohort study was conducted using four self-report questionnaires,
which provided scores on childhood trauma, emotion regulation, interpersonal
difficulties and suicidal behaviour. A study protocol was approved by a member of
the academic team from the University of Edinburgh’s School of Health in Social

Science. A copy of the proposal can be found in Appendix 4.

3.3.2 Participants

To test the overall fit of a regression model, Green (1991) proposes the following
formula; N > 50 + 8m whereby ‘N’ is the number of participants and ‘m’ is the
number of predictor variables. As per this formula, the sample size required to detect
moderate effect sizes is 74. Calculated using Daniel Soper’s a priori sample size
calculator for multiple regression the minimum sample size required for the study was
76 (Soper, 2017). This is based on a power level of 0.8 (Cohen, 1988) for a medium
effect size of 0.15 at a significance level of 0.05 with three predictor variables
(childhood trauma, emotion regulation and interpersonal difficulties). These power
calculations were considered appropriate because the current study employs Preacher
and Hayes’ (2009) multiple mediation approach, which employs regression

coefficients for bootstrapping.

A non-clinical sample of 86 adult men was recruited from the Men’s Suicide, Harm,
Awareness, Recovery and Empathy (SHARE) Project, which is a community project
based in an area of socio-economic deprivation in Scotland. Funded by Scottish

Government’s Choose Life Suicide Prevention Strategy 2013-2016, Men’s SHARE
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adopts a prevention and intervention approach for men with past and/or current
suicidality. The project aims to reduce suicidality by offering weekly support groups
and one-to-one sessions with the project worker (Health in Mind, 2016). Due to its
cohort design, every man who accessed the groups and the one-to-one support over a

specific time period was approached to take part.

Potential participants were included if they were male; aged over 18; had experienced
suicidality in the past; had a sufficient understanding of the English language to
respond to questionnaires and were able to provide informed consent. Potential
participants with a moderate to severe learning disability were excluded from the

current study.

3.3.3 Procedure

A total of 98 service users were engaged with the Men’s SHARE project over the
recruitment period (November 2016 to March 2017). Four men were considered
ineligible to participate because they did not meet the inclusion criteria. The
remaining 94 were invited to take part. Seven individuals were eligible but declined
participation. The total sample consisted of 86 men representing a response rate of

91.49%.

Participants were recruited into the study by the project team in several different
ways. The project team consisted of the principal researcher, the project worker and a
Citizens Advice Bureau manager, who provides advice and support to Men’s SHARE
service users. All potential participants were provided with verbal information about
the study and were given a participant information sheet (see Appendix 6). Initially,

the project worker conducted a mail-shot to all service users at a single time point
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with information about the study and a short cover note explaining that they would be
approached at group and individual sessions to participate in the study. This mail-shot
also encouraged individuals to contact a member of the project team directly if they
were interested in taking part. In this instance, a convenient meeting time was
scheduled no sooner than 24 hours after initial contact was made. Participants were
given the opportunity to review all information pertaining to the study and ask any
questions before providing informed written consent (see Appendix 7) and
completing the study’s questionnaires. Participants were also recruited directly from
the project’s individual and group sessions. Having previously received the
participant information sheet, eligible individuals were given the opportunity to
participate in the study whilst they attended their usual evening support group. During
the course of these groups, participants provided informed consent and were offered
the choice to complete the questionnaires either in small groups or as a one-to-one
with a member of the project team. Upon completing the study’s measures, all
participants received both verbal and written debrief. The debrief letter (see Appendix
8) thanked participants for taking part and outlined steps that could be taken in the
event that the study caused them any distress (see section 3.3.5 for further details on

ethical considerations of the study and how these were managed).
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3.3.4 Measures

3.3.4.1 Demographic Information: Demographic information was obtained from a
self-report questionnaire. Demographics captured the respondent’s age, ethnicity,
marital status, and current average annual household income, level of education,
employment status, personal history of mental health diagnoses and whether they had

ever received a form of talking therapy.

3.3.4.2 Childhood Trauma Questionnaire (CTQ): The Childhood Trauma
Questionnaire (CTQ); Bernstein & Fink, 1998) is a standardised 28-item, retrospective
self-report measure of five different types of childhood maltreatment: emotional
abuse, physical abuse, sexual abuse, emotional neglect and physical neglect. The
relevance of statements to one’s childhood experiences are scored on a five-point
Likert scale, whereby 1=Never True, 2=Rarely True, 3=Sometimes True, 4=0Often
True, 5=Very Often True. Positively phrased items are reversed scored and items are
summed to generate a total score for each trauma domain. Score ranges are
categorized as follows: none or minimal, low to moderate, moderate to severe and
severe to extreme. A minimization/denial scale is calculated from three items, which
identifies false-negative reports of child abuse. To assess the degree of trauma that
respondents have experienced, an overall dose effect can be calculated, whereby
higher total scores indicate greater levels of trauma experienced. The CTQ has been
validated in research settings investigating childhood maltreatment in both clinical
and non-clinical populations. The measure has demonstrated robust psychometric
properties (Baker & Maiorino, 2010) with high internal consistency (Cronbach’s
alpha = .79 to .94), high test-retest reliability (r = .79 to .81) (Bernstein & Fink, 1998)

and good convergent validity between clinicians’ ratings and CTQ scores (Bernstein

81



et al, 2003; Bernstein & Fink, 1998). For the purposes of the current study, the total
score was chosen for mediation analysis. Cronbach’s alpha for the total scale score

was .89.

3.3.4.3 Difficulties in Emotion Regulation Scale (DERS): The Difficulties in
Emotion Regulation Scale (DERS; Gratz & Roemer, 2004) is a standardised 36-item
self-report, multidimensional measure of difficulties in emotion regulation.
Respondents score how often each item applies to them according to a five-point
Likert scale whereby 1=Almost Never (0-10%), 2=Sometimes (11-35%), 3=About
Half the Time (36-65%), 4=Most of the Time (66-90%), 5=Almost Always (91-
100%). Positively phrased items are reversed scored before individual items are
summed to generate a score for the six different subscales; non-acceptance of
emotional response, difficulty engaging in goal-directed behaviour, impulse control
difficulties, lack of emotional awareness, limited access to regulation strategies and
lack of emotional clarity. An overall total score is obtained from summing each
subscale score, with higher scores indicating greater problems with emotion
regulation. The measure has demonstrated excellent internal consistency (Cronbach’s
alpha = .93), good overall test-retest reliability (r = .88) and adequate test-retest
reliability of the subscales (r = .57 to .89) (Gratz & Roemer, 2004). For the purposes
of the current study, the DERS total score was chosen for the mediation analysis.

Cronbach’s alpha for the total score scale was .83.

3.3.4.4 Inventory of Interpersonal Problems (IIP-32): The Inventory of
Interpersonal Problems (I1P-32; Horrowitz et al, 2000) is a 32-item, standardised,
self-report measure of an individual’s most salient interpersonal difficulties. The

measure is split into two sections. The first section asks respondents to score how
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hard they find doing certain things with people, for example ‘Get along with people’.
The second section asks respondents to answer items related to things that they may
do too much, for example ‘I open up to people too much’. Both sections are scored
according to a five-point Likert scale whereby 0=Not at all, 1=A little bit,
2=Moderately, 3=Quite a bit, 4=Extremely. Items are summed to generate a score on
eight interpersonal domains: domineering/controlling, vindictive/self-centered,
cold/distant, socially inhibited, non-assertive, overly accommodating, self-sacrificing
and intrusive/needy. The measure has demonstrated excellent internal consistency for
all items (0= .90) and acceptable test-retest reliability of the subscales (r = .64 to .84)

(Barkham et al, 1996).

For the purposes of the current study, the socially inhibited subscale was chosen for
the mediation analysis. Horrowitz et al (2000) posit that individuals who score highly
on the social inhibition subscale of the 11P-32 are avoidant and detached from social
relationships, which may result in pervasive social isolation. A recent meta-analytic
review found that social isolation increases the likelihood of early mortality by 29%
(Holt-Lunstad et al, 2015). As such, the justification for selecting the socially
inhibited subscale for 1IP-32 was made on theoretical and empirical grounds.

Cronbach’s alpha for the socially inhibited subscale score was .83.

3.3.4.5 Suicide Behaviours Questionnaire-Revised (SBQ-R): The Suicide
Behaviours Questionnaire-Revised (SBQ-R; Osman et al, 2001) is a brief 4-item self-
report questionnaire assessing four different dimensions of suicidality. The first item
assesses lifetime suicide ideation and is scored on a six-point Likert scale ranging
from ‘Never’ to ‘I have attempted to kill myself and really hoped to die’. The second

item assesses the frequency of suicidal ideation over the past year on a five-point

83



Likert scale, with responses ranging from ‘Never’ to ‘Very Often (5 or more times)’.
The third item assesses threat of suicide attempt on a five-point Likert scale with
responses ranging from ‘No’ to ‘Yes, more than once and really wanted to do it’. The
final item assesses the likelihood of future suicidality on a seven-point Likert scale
with responses ranging from ‘Never’ to ‘Very Likely’. Scores, in points, are given for
each response along each Likert scale, resulting in a total score ranging from 3-18
with higher scores indicating greater levels of suicidality. Osman et al (2001) posit a
cutoff score of >7 for an adult general population. The majority of psychometric
testing for the SBQ-R has been conducted on adolescent populations, both psychiatric
inpatient adolescents and high school students. The validation with adult populations
was conducted within undergraduate students and psychiatric adult inpatient samples.
As the current study uses non-clinical sample of adult men, findings should be
considered in light of Osman et al’s (2001) validation samples. The SBQ-R has
demonstrated good internal consistency in the adult psychiatric inpatient sample (o =
.87) and adequate internal consistency in the undergraduate sample (o = .76) (Osman
et al, 2001). For the purposes of the current study, the SBQ-R total score was chosen

for the mediation analysis. Cronbach’s alpha for the total score scale was 0.71.

3.3.5 Ethical Considerations

Ethical approval was gained from the University of Edinburgh’s Department of
Clinical and Health Psychology Ethics Research Panel. See Appendix 5 for a letter
confirming ethical approval. NHS ethical approval and Research and Development
consent from the NHS health board were not required as participants were not
identified from or because of their past or present use of healthcare services within the

National Health Service.
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Potential ethical implications of the current study’s methodological procedure were
considered. Firstly, when completing questionnaires pertaining to historical traumatic
experiences, there was potential to cause distress to participants. Secondly, it was
considered possible that completion of the SBQ-R could increase the likelihood of
suicidal behaviour by exposing previously unidentified risk. Steps were taken to
ensure that neither of these ethical concerns arose whilst carrying out the study. For
example, the participant information sheet outlined the rationale for the study and
participants were made aware of the nature of the questions on the CTQ. In addition,
potential participants were discussed with the project worker and any deemed
emotionally or physically frail were offered additional support in completing the self-
report measures. In the case that participating in the study caused participants
immediate distress, available supports, such as emergency contact details, were fully
articulated within the study paperwork. Participating in the study was anonymous and
strictly confidential however it was felt necessary to caveat this with the possible
requirement to break confidentiality should participants disclose imminent suicidal
risk. This limit to confidentiality was both fully articulated on the participant
information sheet and verbally discussed with participants in advance of their
participation. It was therefore clear that any concerns relating to this would be passed
on to relevant agencies. Participants were made fully aware that they were free to
withdraw from the study at any point and that this would not affect their routine

support from the project.

3.3.6 Statistical Analysis
Data were analysed using SPSS Version 22. In the first instance, preliminary data

exploration was conducted using descriptive statistics and bivariate correlations were
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carried out to assess relationships between key variables. Possible covariance of
demographic variables was also considered. To address the research hypotheses, a
multiple mediation analysis was carried out using Preacher and Hayes (2008)
‘Indirect’ SPSS macro for multiple mediation. A mediation effect is said to be
significant if the upper and lower bounds of the bias corrected bootstrapped

confidence intervals do not contain zero i.e. the mediation effect is not zero at p <.05.
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3.4 Results

3.4.1 Participants
The mean age of participants was 41.9 years (SD = 12.10, median = 42.00), ranging

from 18 to 69 years.

The sample was recruited from an area of Scotland with high levels of social and
economic deprivation. The area is geographically split into 112 data-zones. According
to the Scottish Index of Multiple Deprivation (SIMD), eight of these data-zones are in
the most deprived 20% data-zones in Scotland in 2012 (CPRIG, 2016). This
socioeconomic status is reflected in the current sample’s demographic characteristics.
For example, the majority of participants were educated to high school level only
(51.2%) and earned between £5,000 and £10,399 per annum (32.6%) i.e. below the
current poverty threshold of £14,133 per annum (60% of UK median income)
(Poverty and Social Exclusion, 2016). Fifty-nine men (68.6%) were out of work at the
time of their participation. Of note, 64 men (74.4%) reported having received a
mental health diagnosis, 67.2% of which had received a form of (talking) therapy. Of
the 48 reports of (talking) therapy received, 41.7% of participants had seen a
Psychologist and 39.6% had seen a Psychiatrist. Interestingly, the area from which the
current sample was recruited has been shown to have a higher anti-depressant
prescribing rate than any other area in the health board (CPRIG, 2016). Further

demographic information is provided in Table 3 below.
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Table 3. Sample demographic characteristics.

Number %o of total

sample
Ethnicity Caucasian 86 (100%)
Marital status Married or cohabitating 22 (25.6%)
In a relationship but living separately 10 (11.6%)
Divorced 16 (18.6%)
Widowed 1 (1.2%)
Single 37 (43.0%)
Income Less than £5,000 12 (14.0%)
£5,000 to £10,399 28 (32.6%)
£10,400 to £15,599 25 (29.1%)
£15,600 to £20,799 11 (12.8%)
£20,800 to £25,999 5 (5.8%)
£26,000 to £36,399 1 (1.2%)
£36,400 to £51,999 4 (4.7%)
£52,000 to £77,999 0 (0.0%)
£78,000 or more 0 (0.0%)
Level of education Less than high school 2 (2.3%)
High school 44 (51.2%)
Technical trades 30 (34.9%)
University 6 (7.0%)
Postgraduate or professional 4 (4.7%)
Employment Employed 23  (26.7%)
Self-employed 4 (4.7%)
Out of work but looking for work 10 (11.6%)
Out of work but not currently looking for work 13 (15.1%)
Student 1 (1.2%)
Retired 4 (4.7%)
Unable to work 31 (36.0%)
Received diagnosis? Yes 64 (74.4%)
No 22 (25.6%)
Mental health diagnosis Attention deficit hyperactivity disorder 2 (3.03%)
* Percentages calculated from (ADHD)
total number of diagnoses Anxiety and Depression 17  (25.76%)
reported (N=66) Autism Spectrum Disorder (ASD) 1 (1.52%)
Bipolar disorder 3 (4.55%)
Depression 27 (40.91%)
Neurosis 1 (1.52%)
Personality disorder 2 (3.03%)
Post traumatic stress disorder (PTSD) 8 (12.12%)
Psychosis 3 (4.55%)
Work-related stress 1 (1.52%)
Not articulated 2 (3.03%)
Received (talking) therapy?  Yes 43 (67.2%)
No 21 (32.8%)
Type of (talking) therapy Alcohol/drug counselor 2 (4.16%)
* Percentages calculated from Army 1 (2.08%)
total number of forms of talking  Community Mental Health Worker (CMHW) 1 (2.08%)
therapy reported (N=48) Community Psychiatric Nurse (CPN) 3 (6.25%)
Counselling 2 (4.16%)
Psychiatrist 19 (39.58%)
Psychologist 20 (41.67%)
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3.4.2 Normality of Data

The Shapiro-Wilks test of normality was conducted and revealed that the distribution
of data relating to childhood trauma as measured by the CTQ differed significantly
from a normal distribution (W = .960, df = 86, p < 0.05) with a right skew. Data for
the remaining variables (DERS, 11P-32 socially inhibited and SBQ-R) did not
significantly differ from a normal distribution. The data were additionally assessed for
significant skewness and kurtosis. The skewness/kurtosis statistic was divided by its
respective standard error and converted to a standardised Z-score (Field, 2009). For
sample sizes between 50 and 300, an absolute z-value over 3.29 suggests a
significantly non-normal distribution with an alpha of p < .05 (Kim, 2013).
Calculations showed no significant skewness or kurtosis. As such, parametric tests

were selected to investigate bivariate correlations and address the study hypotheses.

3.4.3 Descriptive Statistics
The mean, median, standard deviations and range of scores relating to all variables
explored (childhood trauma, emotion dysregulation, interpersonal difficulties (socially

inhibited) and suicidal behaviour) are presented in Table 4 below.

Table 4. Summary descriptive statistics for all variables measured.

Measure Maximum Mean Median SD Range
score for
scale
CTQ Total Score 100 59.80 55.00 21.17 86.00
DERS Total Score 180 126.66 127.00 29.11 126.00
11P-32 Socially Inhibited 16 10.48 11.00 4.32 16.00
SBQ-R Total Score 18 11.51 12.00 3.49 15.00
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3.4.4 Prevalence of Suicidality

Six participants (7.0%) scored below and 80 participants (93.0%) scored above the

clinical cutoff of > 7 (Osman et al, 2001). One participant scored the minimum three

points and three participants scored a maximum 18 points.

3.4.5 Prevalence of Childhood Trauma

Seven participants (8.1%) reported no childhood trauma. Four participants (4.7%)

reported one type of trauma, 17 participants (19.8%) reported two types of trauma, 16

participants (18.6%) reported three types, 17 participants (19.8%) reported four types

and 25 participants (29.1%) reported five different types of childhood trauma. Using

the low to moderate cut-off, the sample reported a prevalence of 72.1% for emotional

abuse, 60.5% for physical abuse, 38.4% for sexual abuse, 83.7% emotional neglect

and 69.8% for physical neglect. Of note, the highest reported prevalence was found

for emotional neglect. Further details regarding levels of severity across the five types

of child abuse are presented in Table 5.

Table 5. Prevalence of childhood abuse.

Type of Abuse None Low — Moderate — Severe — Total Sample
Moderate Severe Extreme
N (%) N (%) N (%) N (%) N (%)
Emotional Abuse 24 (27.9%) 14 (16.3%) 17 (19.8%) 31 (36.0%) 62 (72.1%)

Physical Abuse
Sexual Abuse
Emotional Neglect

Physical Neglect

34 (39.5%)
53 (61.6%)
14 (16.3%)

26 (30.2%)

12 (14.0%)
7 (8.1%)
18 (20.9%)

6 (7.0%)

12 (14.0%)
8 (9.3%)
11 (12.8%)

24 (27.9%)

28 (32.6%)
18 (20.9%)
43(50.0%)

30 (34.9%)

52 (60.5%)
33 (38.4%)
72 (83.7%)

60 (69.8%)
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The CTQ’s minimization/denial scale is used to assess the possibility of false-
negative reports of child abuse (Bernstein & Fink, 1998). Scores on this subscale
range from one to three. Seventy-one (82.6%) participants obtained a score of zero;
ten participants (11.6%) obtained a score of one; two participants (2.3%) obtained a
score of two and three participants (3.5%) scored a maximum three points. A
Spearman’s rho correlation identified a moderate negative correlation between the
CTQ minimization/denial scale and the CTQ total score (r = -.476, p <.000), with the
CTQ minimization/denial scale explaining 22.7% of the variance in CTQ total scores.
A decrease in CTQ total scores is therefore significantly related to an increase in the
CTQ minimisation/denial scale, which may suggest a true prevalence of trauma

higher than that which is currently reported in the sample.

3.4.6 Correlational Analysis

Bivariate (Pearson’s r) correlations were performed to investigate relationships
between different types of childhood trauma, emotional dysregulation, interpersonal
difficulties and suicidal behaviour. These relationships are presented in Table 6. The
correlation matrix revealed many of these variables to be significantly correlated,

some of which are detailed and discussed below.

The effect sizes of the correlations were considered in line with Cohen’s (1992)
guidelines such that an effect of 0.1 <r > 0.3 was considered small, 0.3 <r > 0.5 was
considered moderate and r > 0.5 was considered large. Unsurprisingly, all types of
childhood trauma significantly correlated with one another (see Table 4). The CTQ
total score significantly correlated with the DERS total score (r = .332, p < .01;
moderate effect) and also with the 11P-32 socially inhibited subscale (r = .273, p <

.05; small effect). All types of childhood trauma other than sexual abuse (r = .164, p
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= .131, ns) were found to significantly correlate with emotion dysregulation. The
effect sizes for these correlations were small-to-moderate. Interestingly, difficulties
with emotion regulation were also significantly correlated with the 11P-32 socially
inhibited subscale (r - .558, p < .01; large effect). Two types of childhood trauma
significantly correlated with the 11P-32 socially inhibited subscale: physical abuse (r =
.238, p < .05; small effect) and emotional neglect (r = .284, p < .01; small effect).
Finally, the bivariate analysis showed that the CTQ total score (r = .299, p < .01;
small effect), emotional abuse (r = .223, p < .05; small effect), physical abuse (r =
.359, p < .01; moderate effect) and physical neglect (r = .252, p < .05; small effect)
were significantly correlated with suicidal behaviour. Neither sexual abuse nor
emotional neglect was significantly correlated with suicidal behaviour. The DERS
total score (r = .581, p <.01; large effect) and the 11P-32 socially inhibited subscale (r
= 504, p < .01; large effect) significantly correlated with suicidal behaviour.

Additional correlations are presented in Table 6.
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Table 6. Pearson’s correlation matrix showing relationships between variables.

CTQ Total Emotional Physical Sexual Emotional Physical DERS 1IP-32 Socially  SBQ-R
Abuse Abuse Abuse Neglect Neglect Total Inhibited Total

CTQ Total Score 1 .812** 787** .661** .796** 793** .332%* 273* .299**
Emotional Abuse 1 .633* .360** .589** .506** .315** 195 .223*
Physical Abuse 1 .389** 435%* .530** .262* .238* .359**
Sexual Abuse 1 372** A429** 164 17 .187
Emotional Neglect 1 B77F* .238* .284** 129
Physical Neglect 1 .308** .209 .252*
DERS Total 1 .558** 581**
11P-32 Socially 1 .504**
Inhibited
SBQ-R Total 1

*. Correlation is significant at the .05 level (2-tailed); **. Correlation is significant at the .01 level (2-tailed).
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3.4.7 Confounding Variables

In order to control for possible confounding variables, analyses were carried out to
establish whether demographic variables collected related to scores on the outcome
variable. If these relationships were significant, the demographic variable would need
to be included in the multiple mediation analysis to control for its potential effect. A
Pearson correlation (2-tailed) was carried out to examine the relationship between age
and suicidal behaviour. This relationship was non-significant (r = .077, ns). As such,
age did not need to be included as a possible covariate. Next, the relationship between
the categorical demographic variable of ‘diagnosis received’ and suicidal behaviour
was analysed by way of an independent samples t-test. Levene’s test was non-
significant (F = .132, p = .717) indicating equality of variance. With equal variance
assumed, the relationship between diagnosis received and suicidal behaviour was
significant (t = 2.895, df = 84, p <.01). Participants who had received a diagnosis of a
mental health problem reported significantly higher levels of suicidality (M = 12.13,
SD = 3.36) compared to those who had not (M = 9.73, SD = 3.31). As such, the
covariate (diagnosis received) was included in the mediation analysis because of its
theoretical and empirical association with the dependent variable (suicidality).
Although some research has linked these factors with suicidality, other demographic
variables including employment, income and relationship status were not tested
because the current sample was considerably skewed towards low employment, low

income and living alone; a unique feature of the recruited population.

3.4.8 Mediation Analysis
As a significant relationship was observed between the independent variable

(childhood trauma) and the dependent variable (suicidality) possible mediation effects
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could be assessed for (Hayes, 2013). A multiple mediation analysis was carried out to
test the hypotheses that emotion dysregulation and interpersonal difficulties (social

inhibition) mediate the relationship between childhood trauma and suicidal behaviour.

Field (2009) argues that high correlations (above 0.9) between variables may suggest
significant multicollinearity and as such, these variables should not be included in the
same mediation analysis. As per Table 6, significant correlations were found between
three predictor variables: childhood trauma and emotion dysregulation (r = .332, p <
.01; a moderate effect), childhood trauma and social inhibition (r = .273, p < .05; a
small effect) and emotion dysregulation and social inhibition (r = .558, p < .01; large
effect). As none of the effect sizes for these significant correlations exceeded Field’s
(2009) r = 0.9 cut-off, no multicollinearity was found between variables so all were
included in the same mediation analysis. The CTQ total score was entered as the
predictor/independent variable and SBQ-R total score was entered as the
outcome/dependent variable. The DERS total score and the 11P-32 socially inhibited
subscale score were entered into the model as potential mediators of the relationship
between childhood trauma and suicidality. See Figure 2. Diagnosis received was

entered as a covariate.

The significance of direct and indirect effects was determined based on the upper and
lower 95% bias-corrected confidence intervals (CI) not including zero. The total
effect (c) represents the total effect of childhood trauma on suicidality, not controlling
for the possible mediators. The direct effect (c”) represents the effect of childhood
trauma on suicidality after controlling for the presence of the possible mediators. The
total indirect effect through which emotion regulation and interpersonal difficulties

mediate the relationship between childhood trauma and suicidality can be calculated
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by subtracting the direct effect from the total effect (c — c¢’). This represents the
variance explained by the mediators in the relationship between childhood trauma and

suicidal behaviour.

A model summary generated an adjusted R?= .41, implying that the three predictors
explained 41% of variance in the SBQ-R ratings, with the model reaching statistical
significance, F (4,81) = 14.41, p < .001. The total effect of the relation between
childhood trauma (CTQ) and suicidality (SBQ-R) before accounting for the effect of
emotion dysregulation and interpersonal difficulties was significant (B = -.049, SE =
0164, p < 0.01, 95% CI [.0163, .0816]), such that high levels of childhood trauma
were associated with higher levels of suicidality. The direct effect of the relation
between childhood trauma and suicidality became non-significant after controlling for
emotion dysregulation and interpersonal difficulties (B =.0181, SE = .0150, p =.231,
95% CI [-.0118, .0480]). The total indirect effect via the mediators (the difference
between the total and direct effects) was significant (point estimate of .0308, SE =
.0094, 95% CI [.0151, .0524]. The specific indirect effects for the mediation analysis

are reported in Table 7.

Table 7. Specific indirect effects of potential mediators.

Point estimate Standard BCBCI
of indirect Error (SE) Lower Upper
effect from
bootstrapping
DERS Total Score .021 .0080 .0081 .0394*
11P-32 Socially Inhibited .010 .0078 .0018 .0247*
Total Indirect Effect .031 .0094 .0151 .0524*

Note: BCBClI is bias corrected bootstrapped confidence interval with 5000 samples.
* Significant mediation effect at p <.05 where lower and upper BCBCI values do not include O.

96



Both the DERS total score and 11P-32 socially inhibited score appear to be significant
mediators in the relationship between childhood trauma and suicidal behaviour. This
suggests that dysfunctional emotion regulation and interpersonal difficulty in terms of
being socially inhibited mediate the relationship between childhood trauma and
suicidality in adult men. Since the direct effect (path c’) was non-significant in the
above multiple mediation analysis, these two factors can be said to fully mediate the

relationship between childhood trauma and suicidal behaviour in the current sample.

Emotion
Dysregulation

B = .045 (.013)**

B = .454 (.138)**

Childhood ¢ B =.049 (.016) **
Trauma ¢’ B =.018 (.015) 1 Suicidality

y

B = .055 (.021)** B = .185 (.084)*

Socially
Inhibited

Figure 2. Mediation model.

Mediating effects of emotion dysregulation (as measured by the DERS total score) and
interpersonal difficulties (as measured by the 11P-32 socially inhibited subscale score) on the
relationship between childhood trauma (as measured by the CTQ total score) and suicidality
(as measured by the SBQ-R total score). All figures represent uncorrected path Beta-
coefficients with the SE provided in parentheses. The results indicate that the relationship
between childhood trauma and suicidality became non-significant when mediators were
accounted for. Bootstrapping indicated that emotion dysregulation and interpersonal
difficulties (social inhibition) significantly mediated the relationship between childhood
trauma and suicidality.

*, Significant at the p < .05 level. **. Significant at the p < .01 level.
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3.5. Discussion

The current study has demonstrated that emotional dysregulation and interpersonal
difficulties (being socially inhibited) mediate the relationship between childhood
trauma and suicidality in a cohort of adult men. This finding highlights the possible
negative collateral and compounding effect of childhood trauma insofar as it predicts
suicidality within the context of dysfunctional affect regulation and reduced
interpersonal functioning. What follows is the potential to target social isolation and
treat emotion regulation difficulties as possible interventions to reduce active

suicidality in this population.

3.5.1 Correlations between predictor and outcome variables

Assessing different types of childhood abuse and neglect enabled analysis of the
specific forms of trauma and their relation to suicidality. The strongest relationships
identified were with childhood emotional abuse (CEA) and childhood physical abuse
(CPA). This fits with research which has demonstrated that adults who experience
CPA and CEA are five and 12 times (respectively) more likely to attempt suicide than
those who do not (Mullen et al, 1996). The current study highlights the significant
impact that physical and emotional abuse can have on the psychosocial functioning of
adult men in particular, thereby making an important addition to the literature.
Interestingly, Briere (1990) argues that physical abuse often co-occurs with emotional
abuse and that this combination is often related to more significant generalised

psychosocial difficulties.

Childhood sexual abuse (CSA) was not significantly related to an increase in
suicidality. Findings of the current study contrast those, which suggest stronger

effects of CSA on suicidality (Coll et al, 2001; Fergusson et al, 2008; O’Leary &
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Gould, 2009; Osvath et al, 2004). Critically, studies focusing on sexual abuse in
isolation may, as an unintended consequence, under-identify and under-play the
significant role of other forms of childhood trauma such as CPA and CEA in
suicidality (see Norman et al, 2012). This is particularly important given that sexual
abuse rarely occurs in isolation. Researching distinct forms of abuse may further our
understanding of how different types of child maltreatment specifically relate to

impaired adult psychosocial functioning such as engaging in suicidal behaviour.

Childhood sexual abuse was not related to interpersonal difficulties, whilst other
forms of trauma were. This is an interesting finding given research has demonstrated
the deleterious effect of CSA on later psychosocial functioning (Maniglio, 2009). It
seems apparent that there is a potential role of gender differences within these
disparate findings. As previously mentioned, much of the extant research on
interpersonal difficulties and CSA is based on female samples. Research has
highlighted differences in male vs. female interpersonal and social functioning (see
for example, Reevy & Maslach, 2001). As such, the difference from published
research here can be expected. Moreover, CSA involves an intimate interpersonal
violation (Davis & Petretic-Jackson, 2000) and it may be that the specific
interpersonal dynamics of CSA with boys differs to those with girls. Consequent
interpersonal functioning in adult intimate relationships for male and female survivors
of CSA may therefore be affected in different ways. This highlights the importance of

the findings for beginning to redress the gender imbalance of the evidence base.

In a similar vein, CSA was the only form of trauma that was not related to emotion
dysregulation. To understand this finding, one can consider the impact of child

maltreatment occurring inside vs. outside the family home. Neglect and certain forms
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of abuse (i.e. emotional abuse) typically occur at the hands of a child’s primary care
giver whilst perpetrators of sexual abuse can be either intra or extra-familial. The
healthy development of emotion regulation is therefore dependent on having available
and responsive caregivers who are our first socializing agents (Fruzzetti et al, 2005).
A child who is either emotionally or physically neglected or abused at home by their
primary care giver may lack the necessary processes and human interactions that
scaffold the development of healthy emotional awareness. In comparison, a child who
has a safe and nurturing home environment but is sexually abused by an extra-familial
perpetrator may still have the opportunity to learn effective emotion regulation
strategies from their non-abusing primary care givers. As such, specific forms of
childhood trauma including neglect, emotional abuse and sexual abuse may relate to
emotion dysregulation in different ways. Critically, specific sexual abuse
characteristics such as whether the abuse was intra/extra-familial or who the alleged
perpetrator was were not measured in scope of the current study. We can therefore
neither rule in nor out the hypothesis that CSA and emotion dysregulation are

unrelated because of characteristics specific to the reported sexual abuse.

An anticipated finding was that greater levels of emotion regulation difficulties were
significantly related to greater levels of social inhibition. It is theorised that emotions
are learned and managed within the context of an individual’s interpersonal network.
By having healthy and validating interpersonal relationships in adulthood, individuals
can form new or alter former ineffective emotion regulation strategies (Saarni et,
1998). This suggests that being socially inhibited or avoiding healthy interpersonal
relationships may limit opportunities for individuals to learn how to successfully
regulate affect in ways that are appropriate for their social and interpersonal contexts.

Experiencing early interpersonal trauma may lead to the development of negative
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self-to-self, self-to-other and other-to-self relating. These beliefs and patterns of
interpersonal functioning may interfere with an individual’s ability to seek help from
others at times of emotional distress, which may be considered a healthy strategy of
affect regulation. Indeed, childhood adversity has been linked to unhelpful coping
mechanisms such as social disengagement and withdrawal (Stansfeld et al, 2017).
Individuals with dysfunctional emotion regulation may therefore have unhelpful
social coping strategies that limit the opportunity to form validating interpersonal
networks which in turn support the development of healthy affect regulation. With
this theoretical framework in mind, the finding that greater levels of emotional
dysregulation are related to greater levels of social inhibition is expected. However, in
the absence of longitudinal studies in which variables are temporally ordered,
causation cannot be ascertained. What remains is an understanding that both emotion
regulation and interpersonal difficulties are indeed affected by childhood trauma, that
these two factors influence one another and also increase the risk of suicidality. As
such, both emotion regulation and interpersonal functioning could be addressed in the

prevention of suicide.

3.5.2 Multiple Mediation Model

The significant relationship between childhood trauma and suicidality in the sample
became non-significant with the introduction of the mediating variables. As such, the
multiple mediation analysis showed that both emotion regulation and interpersonal
difficulties (social inhibition) mediated the relationship between childhood trauma
and suicidality. The study hypotheses were therefore supported. This finding indicates
that increased levels of childhood trauma are associated with increased levels of

emotion dysregulation and social inhibition, which in turn lead to increased levels of
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suicidality. This suggests that dysfunctional affect regulation leads to suicidality
within the context of impoverished social environments, which fits with
conceptualisations of suicide as an attempt to cope with extreme emotional distress

and/or relationship deficits (Samaritans, 2017).

The Samaritan’s (2017) report ‘Dying from Inequality’ emphasises the significant risk
of low social support and social isolation on suicidality, particularly in
socioeconomically disadvantaged individuals (Fergusson et al, 2000; Meltzer et al,
2002). Socioeconomic disadvantage can be said to increase the presence and strength
of risk factors whilst concurrently weakening protective factors against it. The current
sample represented a cohort of socioeconomically disadvantaged men living in
Scotland. In light of the current samples’ demographics, Fergusson et al’s (2000)
findings are supported. Low social support is reported in socioeconomically
disadvantaged individuals (Samaritans, 2017) and is also a common finding in studies
assessing risk factors of suicidality (Johnson et al, 2002; Gunnell et al, 2004; Dennis
et al, 2007). Social inhibition may result in impoverished social support, which may
increase the risk of these men in particular to engage in suicidal behaviour. The
current study found an effect of social inhibition on suicidality, which fits with an

interpersonal theory of suicide (Joiner, 2005).

Experiencing early adversity such as childhood abuse and/or neglect is considered a
general risk factor for poorer adult health outcomes (Maniglio, 2009; Norman et al,
2012). These outcomes spread across societal (high levels of socioeconomic
deprivation), community (lack of support and impoverished social networks) and
individual (emotional psychological distress, poor mental health and reluctance to

seek help) risk factors that are associated with suicidality (Samaritans, 2017). This
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suggests a negative collateral and compounding effect of childhood abuse on adult
outcomes, particularly in relation to suicidality. Subsequent and ongoing difficulties
with emotional regulation and interpersonal sensitivities may lead to a type of
cumulative “psychological” allostatic load (McEwan & Stellar, 1993). This may
explain why, despite reaching statistical significance, the overall magnitude of the
effects of the two mediating factors (emotion dysregulation and interpersonal
difficulties) was small in the current study. The variance explained in the mediation
may also be small due to the strength of the particular relationship between childhood
trauma and emotion dysregulation. This pathway was comparably much stronger than
other relationships between key variables (see Figure 1). The relation between child
maltreatment and emotion dysregulation is well established in the literature and was
also demonstrated in the current study. This fits well with supported
neurodevelopmental theories accounting for the impact of childhood trauma on brain
and emotion development (Perry & Pollard, 1997; Schore, 2001). This established
pathway, therefore, may account for much of the variance found within the multiple
mediation analysis. Another explanation for the small mediating effects found is the
lack of measurement and control of other potential variables. To name but a few,
stressful life events in adulthood (adult re-victimisation), substance misuse
(Fergusson et al, 2000; Hawton et al, 2012) previous self-harm and physical health
problems (Chan et al, 2016) have all been implicated in suicidality. This suggests that
suicide is a multifactorial phenomenon that is the result of a complex interaction
between numerous variables. The current study, however, has shown that the emotion
dysregulation and interpersonal difficulties are part of this complex picture.
Admittedly other important mediators that are shaped by childhood adversity may

also play significant roles in increasing the risk of suicidality across one’s lifespan.
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Unfortunately, other potential variables such as these were not captured within the

scope of the current study.

3.5.3 Limitations

Although the current study increases our understanding of the relationship between
childhood trauma, emotion regulation, interpersonal difficulties and suicidality, its
results should be considered in light of its limitations. Firstly, the study’s sample was
recruited from a specific demographic population: notably adult men with past and/or
current suicidality living in an area of socioeconomic deprivation in Scotland. This
sampling bias means that findings from the current study should not be generalised
out-with of this cohort. That said this study is unique insofar as the sample population
is under-represented in the literature (see Kirtley & O’Connor in Wyllie et al, 2012).
As such, this study provides new insight into the mechanisms through which
childhood abuse leads to suicidality in an under-researched population therefore
making a valuable contribution to the literature. It must be noted that correlational
analyses used in this study prohibit firm conclusions about causal mechanisms being
made. To address this methodological limitation, theory driven variables were
investigated using mediation analysis, however, even with this data analysis strategy,
there remains a risk of retrospective bias due to reliance on self-report questionnaires

to assess relationships between variables of interest.

A further limitation is that other potential confounding and mediating factors that
have been shown to relate to suicidality, such as negative life events in adulthood or
substance misuse, were not measured. Related to this, specific abuse characteristics
were not measured either. As discussed above, it can be hypothesized that intra-

familial abuse (at the hands of the primary care giver) may have greater impact on the
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development of dysfunctional emotion regulation and social skills than extra-familial
abuse. Future studies could measure and control for other variables of interest, as well
as abuse-specific characteristics (such as perpetrator, frequency, duration and type).
This would require a bigger sample size and more sophisticated statistical analysis
such as structural equation modeling (SEM). Unfortunately, this study was limited in

its recruitment from a relatively small cohort so SEM was not possible.

The study did not ask participants whether they had previously disclosed their
experiences of abuse (including when, to whom and how the disclosure was received)
and/or whether they had ever received an evidence-based intervention for unresolved
trauma reactions i.e. c-PTSD (Courtois & Ford, 2009; Scottish Government; Matrix,
2015). It is possible that men who disclosed and/or who were able to resolve their
trauma through psychological intervention reported less severe emotion dysregulation
and interpersonal problems than those who did not. This study was limited insofar as

these variables were not measured.

The measures used in the study were selected because they have been shown to be
valid in non-clinical samples. It is possible, however, that the study was limited by its
use of self-report questionnaires. For example, the DERS is a subjective measure that
could be biased by current mood. Scores on the DERS could therefore have been
influenced by how participants were feeling on that particular day. The SBQ-R was
chosen as it provides a continuous total score with higher scores indicating greater
levels of suicidality. Critically, the measure does not capture specific suicidal
information such as the number of previous suicide attempts and self-harming history.
Neither does it distinguish between suicidal ideation and suicidal behaviour. This

distinction has been made in previous research and studies that have captured specific
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suicide characteristics have shown robust relationships between non-suicidal self-
injury, suicide ideation and attempted suicide (Klonsky et al, 2013). The measure
also does not distinguish between suicidal ideation vs. suicidal behaviour. As such, it
is difficult to draw comparisons between the current study and other studies
investigating suicidality. Finally, scores on the DERS, I1P-32 and SBQ-R may have
been influenced by how long participants had been supported by the project. It is
possible that those longer in service reported significantly lower levels of emotional
dysregulation, social inhibition and suicidality than those who had not been supported
for as long. Critically, this information was not captured within the scope of the
current study. Despite these potential limitations, it is important to note that the nature
of self-report questionnaires may also serve to remove the potential interpersonal
barriers that may be perceived by participants who report experiences of childhood
trauma and suicidality in interview-based research. As such, the use of self-report
measures in the current study may have been advantageous in facilitating more honest

responses on the CTQ and the SBQ-R.

3.5.4 Research Implications

One of the study’s most interesting findings is the significant impact that childhood
emotional and physical neglect can have on affect regulation and interpersonal
functioning. Indeed, Horwarth (2007) posits that neglect can result in relationship
difficulties in adulthood that are often characterised by social isolation or frequent
separations. Although there have been some improvements over recent years, neglect
has received considerably less attention than other forms of abuse by researchers and
practitioners alike (Tanner & Turney, 2006). In fact, neglect is ‘rarely the focus of

research in its own right’ (Moran p.2). Very few studies exist that have prospectively
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investigated the natural course of neglect and its long-term consequences using
longitudinal study designs (Norman et al, 2012). With more methodologically robust
empirical studies, there is scope to develop our understanding of the specific

consequences for the distinct types of child maltreatment across the life course.

To the author’s knowledge, this study is the first to have investigated emotion
regulation and social inhibition as potential mediators in the relationship between
childhood trauma and suicidality. Seeing as research with this population is still in its
infancy, it was decided that understanding broad concepts such as emotion
dysregulation more generally would be better suited than researching its specific
dimensions. Future research could build on the current study’s novel findings by
investigating specific domains of dysfunctional emotion regulation. For example, the
‘strategies’ dimension of the DERS has been implicated in suicidal behaviour
(Weinberg & Klonsky, 2009; Rajappa et al, 2012). Indeed, as previously discussed,
suicidal behaviours may serve as a (coping) strategy to regulate one’s emotional
distress (Linehan, 1993; Wagner & Zimmerman, 2006; Samaritans, 2017). In
addition, there may also be scope to conduct qualitative research to ‘flesh out’ the
current study’s findings. Interviewing men with past and/or current suicidality may
provide more of a narrative on the ways in which emotion dysregulation and
dysfunctional interpersonal are a consequence of childhood trauma and subsequently
inform suicidal behaviour. Given the deleterious and compounding impact that
childhood abuse appears to have on adult psychosocial functioning, it could be that
different findings are identified when comparing participants who experience one
type of trauma compared to those who experience multiple forms of abuse. Future
studies could therefore seek to investigate differences between individuals who report

single event vs. repeated trauma in childhood.
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The finding that emotion dysregulation and social inhibition are related may also
warrant further investigation. The strength of this association was below the cut-off
for multicollinearity (r < 0.8) (Field, 2009) so although these two variables were
related, they remain two independent psychological phenomena. Future studies could
aim to explore this association further, either in relation to suicidality or in relation to
childhood trauma. Finally, current findings could lead to the development of
psychological interventions for men at risk of suicide. This would give rise to the
opportunity for intervention studies that evaluate the efficacy of interventions that aim
to reduce suicidality by targeting the development of emotion regulation and social-

problem solving skills.

3.5.5 Clinical Implications

The findings of this study show the importance of emotion dysregulation and
interpersonal difficulties (being socially inhibited) in suicidal men who have
experienced childhood trauma. This finding has several important clinical
implications. First and foremost, this finding can be drawn upon to enhance the
therapeutic practice of the Men’s SHARE project. If difficulties with regulating
emotions and being socially inhibited are significant factors in service users’
suicidality, the project could support men to develop helpful emotion regulation
(distress tolerance techniques) and helpful social skills (asking for help in times of
emotional distress and developing healthy social networks). The findings extend
beyond the SHARE project and apply to other community agencies that also support
men in emotional and interpersonal distress. Given that vulnerable men often fall
through the gap of clinical services (Galdas et al, 2005), it is important for community

and non-statutory organizations to know how best to support their clients’
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psychosocial needs. There is therefore scope for clinicians to offer these agencies
teaching, training and consultation so that emotional and social therapeutic
interventions can be effectively delivered. In this way, providing effective, trauma-
informed interventions for men presenting with emotional and social crises and with
past and/or current suicidality will move their treatment beyond simple risk

management and focus, instead, on recovery and on the development of resilience.

This finding could enhance the wider clinical practice for adult men who present to
mental health services with current suicidality. In the first instance, the presence of
early relational trauma, emotion regulation ability and interpersonal functioning
should be assessed and targeted in treatment. The significance of these factors fits
with Scottish Government’s guide to delivering evidence-based psychological therapy
to survivors of complex trauma (Scottish Government; Matrix, 2015), which
recommends training in managing emotions and developing trustworthy relationships.
The Matrix (2015) recommendations for suicidality are consistent with those
proposed by the National Institute for Health and Care Excellence (NICE, 2004),
which posits that there is no “one size fits all” (Matrix, p.35) in the treatment of self-
harm and suicidality and that interventions should be tailored to the individual. Of
course, understanding pathways to suicide can inform suicide prevention. With that in
mind, the findings of the current study could potentially help shape guidance on
suicidality and enhance clinical practice. Indeed, there is scope for developing
assessments and interventions that address emotion regulation skills. This could
progress existing treatment interventions that target the development of healthy affect

regulation and social problem-solving elements in order to reduce suicidality.
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Finally, given what is known about the impact of childhood abuse, early intervention
is vital in preventing its transmission into adulthood. Taking a preventative rather than
curative stance, interventions that target young survivors of abuse may change their
life trajectory, thereby reducing the subsequent risk of suicidality. Indeed, the early
recognition of suicidal risk factors is key in preventing suicidal behaviour. Scottish
Government’s ‘Getting it Right for Every Child (GIRFEC)’ guidance emphasizes a
cross-professional approach to supporting the wellbeing of children. As such, there is
scope for schools to intervene early in teaching children who are at risk of abuse and
neglect, healthy emotion regulation skills as well as skills in social and interpersonal
functioning. Reducing social inhibition and increasing skills in emotion regulation
from an early age may be relevant in preventing the potential long-term consequences

of child maltreatment, including suicidality.

3.5.6 Conclusions

The relationship between childhood trauma and suicidal behaviour has received some
attention in the literature over recent decades. This was the first study, however, to
investigate the potential mediating roles of emotion dysregulation and interpersonal
difficulties, specifically in a sample of adult, suicidal men from socioeconomically
disadvantaged backgrounds. Whilst this study showed that emotion dysregulation and
social inhibition are implicated in the overall collateral and compounding sequelae of
childhood trauma, it is argued that additional factors to these contribute to suicidality
in adulthood. Suicide is a multi-faceted phenomenon, which results from a complex
interaction between many psychological and social factors. Suicide is still not fully
understood. Indeed, if it were easy to predict suicide, suicide would not be considered

a global problem (WHO, 2017). However, this study contributes to our knowledge
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and understanding of potential pathways to suicide, emphasizing the role that
dysfunctional affect regulation and inhibited interpersonal functioning may play. This
study proposes that interventions should support individuals to develop healthy
emotion regulation skills, reduce levels of social inhibition and develop supportive
social networks (from which help can be sought at times of emotional distress) in a
bid to continue the downward trend that is evident in recent suicide statistics (Office

for National Statistics, 2016).
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Abstract

Children and young people often choose not to disclose sexual abuse, thus preventing access to help
and allowing perpetrators to continue undetected. A nuanced understanding of the barriers (and
facilitators) to disclosure is therefore of great relevance to practitioners and researchers. The literature
was systematically searched for studies related to child and adolescent disclosures of sexual abuse.
Thirteen studies were reviewed and assessed for methodological quality. Results of the review
illustrate the heterogeneous nature of these empirical studies. Findings demonstrate that young people
face a number of different barriers such as limited support, perceived negative consequences and
feelings of self-blame, shame and guilt, when choosing to disclose. Being asked or prompted, through
provision of developmentally appropriate information, about sexual abuse facilitates disclosure. The
review highlights the need for robust, longitudinal studies with more sophisticated methodology to
replicate findings. The review identifies the need for developmentally appropriate school-based
intervention programmes that facilitate children’s disclosure by reducing feelings of responsibility,
self-blame, guilt and shame. In addition, prevention programmes should encourage family members,
friends and frontline professionals to identify clues of sexual abuse, to explicitly ask children about
the possibility of sexual abuse and also to respond supportively should disclosures occur. Facilitating
disclosure in this way is key to safeguarding victims and promoting better outcomes for child and

adolescent survivors of sexual abuse.

Keywords: Barriers, facilitators, sexual abuse, children, adolescents.
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1. Introduction

The World Health Organisation (WHO) defines childhood sexual abuse (CSA) as the
'involvement of a child in sexual activity that he or she does not fully comprehend and is
unable to give informed consent to’ (WHO, 1999 p. 15). The various types of
experiences, which constitute CSA, are wide-ranging. In a recent meta-analysis of global
CSA rates, Stoltenborgh et al (2011) identified a combined prevalence of 11.8% amongst
9,911,748 participants, with higher rates for females (18%) than males (7.6%). It is not
clear whether this gender imbalance reflects gender differences in childhood sexual abuse
prevalence or disclosure rates but does reflect the over-representation of females in the
wider CSA literature. Varying prevalence rates by country were also noted, possibly
reflecting true cross-cultural differences in CSA rates, children’s ability to disclose.
Variations may also reflect disagreements about the definition of CSA as well as

differences in its measurement and reporting.

Prevalence studies rely on sampled populations reporting their experiences of CSA,
however, child sexual victimization is both under reported and under-recorded (Reitsema
& Grietens, 2016). The act of disclosing CSA is key to halting abuse and instigating legal
and therapeutic intervention (Paine & Hansen, 2002) yet not all children who are sexually
abused disclose and as many as 60-70% delay disclosure into adulthood (London et al,
2005). Research studies on disclosure rates are predominantly retrospective, sampling
adult populations. Critically, these studies are inherently at risk of confounding and
selection/recall bias. More recently, there has been an increased focus on researching
disclosure in child and adolescent populations. Some research has shown that only a third

of victims disclose during childhood (Jonzon & Lindblad, 2004; London et al, 2005).
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Priebe and Svedin (2008) surveyed 4,339 high school children and found that 45%
reported experiences of unwanted sexual abuse. Of these, only 65% of females and 23%
of males had previously disclosed, indicating that although some survivors of CSA
disclose their experiences, many do not. What is striking is that studies such as these
suggest that research can uncover first-time disclosures. Young people are therefore not
spontaneously disclosing nor are they being explicitly asked about their experiences of
sexual abuse. The possible adverse results of this secrecy are that many children are at
risk of ongoing sexual abuse and that many perpetrators remain unidentified and
therefore free to commit acts against other children. There is a growing body of research
in the literature pertaining to predictors and processes involved in patterns of (non)-

disclosure of CSA.

Demographic variables such as age and gender have been implicated in decisions to
disclose. Some studies have identified age effects, suggesting that younger children are
more likely to delay disclosure than older children (e.g. Smith et al, 2000), although other
studies have failed to replicate this pattern (e.g. Kellogg & Hoffman, 1995).. Younger
children are more likely to disclose to adults (Lamb & Edgar-Smith, 1994; Roesler &
Wind, 1994; Arata, 1998; Palmer et al, 1999) whilst older children and adolescents are
more likely to disclose to peers (Edgarth & Ormstad, 2000; Tang, 2002). Studies
generally report higher disclosure rates for sexually abused females in comparison to
sexually abused males. This may be an artifact of the under-representation of males in the
CSA literature. These findings may also reflect gender variances in CSA prevalence data
(Stoltenborgh et al, 2011) and/or gender differences more generally in help-seeking

behaviour (Galdas, Cheater & Marshall, 2005). These factors may all derive from an
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(unconscious) binary view of women as victims and men as perpetrators, as espoused in
feminist literature (e.g. Knight & Hatty, 1987). Research has also investigated the role of
abuse characteristics on victims’ decisions to disclose. For the most part, disclosure has
been found to be more likely when the abuse is extra-familial (abuse that occurs out with
the family) (Arata, 1998; London et al, 2005). However, not all studies agree; Lamb and
Edgar-Smith (1994) found no association between abuse type and the likelihood to
disclose in a sample of 60 adults who had been sexually abused as children. Other factors
such as anticipated social reactions and fear of negative consequences such as disbelief
along with psychological constructs such as shame and self-blame have also researched
(Kellogg & Hoffman, 1997; Ullman, 2002). Despite the fact that these many factors have
been to some degree implicated in a child’s decisions to tell, there is limited consensus
within the literature about an optimal set of conditions and factors that facilitate CSA
disclosures. Indeed, a recently conducted literature review of adult disclosures of CSA
concluded that the barriers and facilitators to disclosing sexual abuse involve a complex
interplay between several intrapersonal, interpersonal and social factors, which are still

only partially understood (Tener & Murphy, 2015).

Disclosing CSA in childhood may involve barriers and facilitators that are qualitatively
different to those experienced by adults. Paine and Hansen (2002) concluded in their
literature review that alongside a complex interplay between multifaceted internal and
external factors, cognitive and developmental barriers are important drivers in children
and adolescents’ decisions to withhold disclosure. Since this review, additional research
investigating child and adolescent disclosures of CSA has been conducted, yet there

remain opposing and contrasting findings. As such, no conclusive trends can be drawn
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from each of the individual studies published. This highlights the need to better
understand the common findings across these studies with each study’s methodological

quality in mind.

McElvaney (2013) reviewed literature on delays, non-disclosures and partial disclosures
of child sexual abuse in adult and child populations. As with Paine and Hansen’s (2002)
review, the author identified the intricacy and complexity involved in individuals’
disclosure journeys. Given that disclosure is pivotal for a child to access help, it is
important to understand the factors that facilitate a child’s decision to tell. To the authors’
knowledge, no published systematic reviews to date have examined studies investigating
the barriers and facilitators to disclosing sexual abuse in childhood and adolescence. In
synthesizing findings from these studies, the current review aims to address the following
questions: 1) What barriers do children and adolescents face when disclosing sexual
abuse? 2) What factors are associated with facilitating children and adolescents to

disclose their experiences of sexual abuse?

2. Methods

2.1 Protocol

A review protocol was developed and published before a full, systematic literature search
was undertaken. Predefining a systematic review’s method and scope in advance
minimizes bias and maintains transparency throughout. The review protocol that was
developed guided the systematic search of the literature to identify papers that met the
review’s eligibility criteria. The systematic review protocol can be accessed on:

http://www.crd.york.ac.uk/PROSPERO/display record.asp?ID=CRD42016035672
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2.2 Eligibility Criteria

Research about disclosures of sexual abuse in child and adolescent populations is
growing, yet limited. As such, a decision was made not to apply a date restriction to the
search. Articles that employed either a qualitative, quantitative or a mixed methods study
design were considered eligible for inclusion. Studies were included if the principal aim
was the investigation of disclosures of sexual abuse in child and adolescent populations:
an operationalised inclusion criterion was set at a mean age for the sample of under 18.0
years. Studies that investigated disclosures of CSA made by a sample with a mean age of
18.0 years and above were excluded from the review. Studies adopting secondary data
analysis strategies were also excluded. In addition, reviews, professional opinions and

editorial publications were excluded.

2.3 Literature search strategy

An initial comprehensive literature review was conducted in order to ensure that no other
systematic review on child and adolescent disclosures of CSA had been conducted. This
revealed that an unpublished thesis had been carried out on child disclosures of CSA
(Morrison, 2016), which adopted a different analytical method (meta-ethnography)
including qualitative studies only (n=7). To the authors’ knowledge, no other reviews
have specifically and systematically examined the barriers and facilitators to disclosing
sexual abuse in childhood and adolescence. The current review, therefore, is unique in its

scope and as a result, complements and contributes to the existing literature in this field.

The literature search was initially conducted in April 2016 using the following databases:

Ovid (PsycINFO (1806-2016), Medline (1946-2016) and EMBASE (1980-2016)),
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EBSCO (including CINAHL Plus (1990-2016) and ERIC) and ProQuest (PILOTS (1871-
2016), Social Services Abstracts and Applied Social Sciences Index and Abstracts
(ASSIA) (1987-2016)). The same search strategy was adopted for each of the three
databases. Weekly alerts were set up for each of the databases informing the authors of

any new publications that met the current review’s eligibility criteria.

2.4 Study Selection

Figure 1 (Moher et al, 2009) presents a flow chart detailing the individual stages of the
literature search strategy. From the 2,668 records identified, 824 duplicates were
removed. A total of 1,043 titles were screened for relevance and 929 articles were
excluded, as they were deemed irrelevant to the review question. Thereafter, 115
abstracts were reviewed and assessed against the predefined eligibility criteria. Seventy-
four articles were excluded at this stage. The remaining 41 articles were accessed in full
and assessed for suitability. Eleven studies met all criteria for inclusion. Finally two
manual searches, firstly through the included studies’ references lists and secondly via
Google Scholar were conducted. An additional two papers that were eligible for inclusion
were identified. As such, the total number of studies included in the review was 13. Table
1 provides summary information for each of these 13 articles, which includes study
design, sample, abuse and disclosure characteristics, data analysis strategy and main

findings.

2.5 Assessment of Methodological Quality
Methodological quality criteria that ensured qualitative and quantitative designs were

fairly evaluated were developed with reference to a range of published criteria and
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recommendations (CASP, 2014; CRD, 2009; SIGN, 2008; PRISMA,; Liberati et al, 2009;

Murphy et al, 1998; Jeanfreau & Jack, 2010; Shenton, 2004).

Studies were rated on a total of 15 quality criteria items across five different dimensions:
research questions/aims; sampling; methodology; data analysis and findings. Each quality
criterion was assessed according to the following quality ratings, ‘well covered’ (3
points), ‘adequately addressed’ (2 points), ‘poorly addressed” (1 point) and ‘not
addressed’, ‘not reported’ and ‘not applicable’ (0 points). An overall quality rating score
was calculated for each of the 13 included studies to facilitate the synthesis of findings in

light of their methodological rigor.

A total quality rating score was calculated for each study based on the core eleven-quality
criteria. Studies were allocated a total quality rating score out of a possible 33 points;
these are provided in Table 2. The nine articles that adopted a qualitative or mixed-study
design were further assessed on an additional four quality criteria that are relevant for
qualitative research: credibility, dependability, conformability and transferability. Out of
a possible 12 points in this case, the nine studies were assigned a secondary quality rating
score for the qualitative component to their methodology. This score is given in brackets

under the ‘Overall Quality Rating Score’ column found in Table 2.

The first author appraised all of the 13 included studies. To minimize errors and reduce
possible assessment bias, two independent reviewers individually assessed randomly
selected studies on each of the 15 quality criteria. Agreement between raters on all items

for each domain was sought before overall quality descriptors were assigned.
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Figure 1: Flow chart detailing the systematic review search strategy.

Databases searched using the following terms:

(barrier* OR inhibit* OR withhold* OR obstacle OR decision OR fear
OR obedienc* OR motiv* OR detect*) AND (facilitat* OR intention* OR
motivat* OR purpose* OR enabl* OR support*) AND (disclos* OR
report™ OR tell* OR deci* OR help seek*) AND (“sex* abus*” OR
“child* sex*” OR CSA OR rape OR victimi?ation OR incest) AND
(child* OR adolescen* OR infan* OR teen* OR youth OR young adult*)

|

Records identified through database
search: N = 2,668 (OVID: 2,064,
Proquest: 234 and EBSCO = 370).

!

Duplicate records removed:
N =824

!

Titles screened: N = 1,043

A 4

Articles excluded: N = 929

Abstracts screened: N =114

l

Full text articles accessed for eligibility:
N =41

l

Full text articles selected: N = 11

l

Articles excluded for not meeting
inclusion criteria (N = 103):

e Not specifically about CSA
disclosure (N=25)

e  Sampled adults or
professionals such as police or
clinicians (N=35)

e Not empirical research
(opinion and editorial pieces)
(N=21)

e Analysed secondary data such
as training evaluation forms,
confidential case files and
existing forensic interview
transcripts (N=22).

Acrticles included in the review:
N =13

Additional records identified
through reference lists and hand
searching: N =2
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Table 1. Summary of characteristics and findings of included studies.

Authors (Year),
Country

Study Design

Sample and
Sampling Strategy

Sample
Characteristics

Abuse Characteristics

Disclosure
Characteristics

Data Analysis

Main Findings

Crisma et al (2004).
Italy.

Qualitative.

General population.
Volunteer
Sampling

N=36.
Gender: 35 females; 1
male.
Age: <18 years (N=31)
18-21 years (N=4) >22

Type: rape (N=23),
attempted rape (N=2),
fondling/touching (N=10)
peeping (N=1).
Perpetrators: all males;

Number: none (N=7),
1 (N=12), 2 (N=8), 3 or
more (N=9).
Recipient: nobody
(N=7), friends (N=15),

Not articulated.

Barriers: lack of
information; desire for
autonomy and maturity;
wish to protect family
members, limited support

years (N=1). father, stepfather, parents (N=10), other gained from professionals
grandfather or brother family members and adults.
(N=8), other relatives (N=11), and
(N=7), partners/friends professionals (N=12).
(N=13). Duration: single
episode (N=13), <1 year
(N=5), >1 (N=18).
Gries, Goh & Quantitative. Foster children. N=96 Type: physical abuse Number: disclosed Pearson chi-squared. More females than males

Cavanaugh (1996).
USA.

Cross-sectional

Purposive
Sampling

Gender: 47 females, 49
males.

Age: mean= 8.3 years,
range= 3-17 years.

(N=19), exposure to others
(N=9), exposure to
pornography (N=5),
fondling (N=49), anal
penetration (N=7), genital
penetration (N=18),
touching offender (N=14).

prior to study (N=43),
no prior disclosure
made (N=53).
Recantation: (N=9; 4
females, 5 males).

disclosed during assessment;
more males than females
disclosed physical abuse.
Barriers: younger children
more likely to recant
disclosure.

Facilitators: personal
history, CSA was worst
experience and
identification of body parts.

Hecht & Mont’Ros-
Mendoza (1989).
USA.

Qualitative

Clinical population:
children known to
heath care and
child welfare
systems.

Purposive
Sampling

N=8

Gender: 6 females, 2
males.

Age: range 7-16 years.

Frequency: 1 occasion
(N=7), multiple (N=1).
Perpetrators: intrafamilial
(N=4), extrafamilial (N=4).

Recipient: peers (N=5),
adult friends (N=2)
parents (N=1).

Systematic interpretive
analysis.
Content analysis.

Facilitators: relational
factors (choice of trusted
person) and being in a safe
location (alone with
recipient outside of home).

Hershkowitz et al
(2007).
Israel.

Mixed methods

Children who had
made allegations of
sexual abuse.
Purposive
Sampling

N=30

Gender: 12 females, 18
males.

Age: mean = 9.2 years,
range 7-12 years.

Frequency: single event
(N=16) multiple (N=14).
Type: sexual exposure or
fondling over clothes
(N=18), touching under

First recipient:
siblings or friends
(47%), parents (43%)
other adults (10%).
Latency: between 1

Content analysis.
Pearson chi-squared.

Fisher’s exact statistics.

Barriers: 10-12 year olds
more likely to delay
disclosure than 7-9 year
olds. Unsupportive parental
reactions; feelings of fear
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clothes, including genital
penetration (N=12), sexual
touch over clothes (N=12)
and under clothes (N=18).
Perpetrator: familiar
(N=18), stranger (N=12).
Threats: no (N=20), yes
(N=10). Reward: no
(N=23) yes (N=7).

Age at onset: 9 and under
(N=15), over 9 (N=15).

week and 2 years
(53%), up to 1 month
(76%), up to 1 year
(19.8%) > 1 year
(6.6%).
Spontaneous (57%)
Prompted (43%)
Recantation: 13%

and shame; perpetrator was
familiar, abuse was serious
and repeated.

Facilitators: receiving
positive emotional support;
being prompted.

Jensen et al (2005).
Norway.

Qualitative

Clinical population:

children known to
heath care and
child welfare
systems.
Purposive
Sampling

N=22.

Gender: 15 females; 7
males.

Age: mean = 7.5 years,
range 3-16 years

Type: sexual; fondling
genitals (N=11),
cunnilingus/fellatio (N=4),
masturbation/ ejaculation
(N=4), vaginal or anal
intercourse (N=3)
Perpetrator: all males, all
family members.

Recipient: parents
(N=18), peers (N=3)
uncle (N=1).

Grounded Theory
Interpretative
Phenomenology.

Barriers: perceived
negative consequences for
suspected offender and
family; perceived lack of
support.

Facilitators: contact with
suspended offender as a
trigger for disclosure,
someone interpreting
symptoms, joint focus of
attention.

Kellogg & Houston
(1995). USA.

Quantitative
Cross-sectional

Clinical population:

children known to
heath care and
child welfare
systems.
Purposive
Sampling

N=345

Gender: 286 females,
59 males

Age: mean = 17.92

Type: anogenital
penetration (N=165), oral-
genital contact/penetration

(N=41), fondling (N=138).

Perpetrator: adult family
member (N=124), adult
acquaintances (N=82),
stranger (N=51) peer
acquaintances (N=51) and
peer family members
(N=20). Gang-related
(N=14) and more than one
perpetrator (N=145)

First recipient:

Friend (N=57), teen
relative (N=20), adult
relative (N=44), school
personnel (N=5),
nonrelative adult
(N=14), other (N=3).
Latency: mean = 2.3
years, median = 5-6
months.

Pearson chi-squared
ANOVA

Barriers: Positive feelings
for the perpetrator and self-
blame.

Facilitators: The inability
to contain the information,
feeling tired of the sexual
experiences, fear of negative
consequences of ongoing
abuse, school intervention.

McElvaney et al
(2012). Ireland.

Qualitative

Clinical population:

children known to
heath care and
child welfare
systems.

N=22.

Gender: 16 females, 6
males.

Age: range 8-18.

Type: Experiences ranged
from sexual fondling to
vaginal and anal
penetration. Perpetrator:
intrafamilial (N=11),

Not articulated

Grounded Theory

The process of disclosure is
conceptualised as tri-phasic:
active withholding, pressure
cooker effect and confiding.
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Purposive
Sampling

extrafamilial (N=9)
intra/extrafamilial (N=2).

McElvaney et al
(2014). Ireland.

Qualitative

Clinical population:

children known to
heath care and
child welfare
systems.
Purposive
Sampling

N=22.

Gender: 16 females, 6
males.

Age: range 8-18.

Type: Experiences ranged
from sexual fondling to
vaginal and anal
penetration.

Latency: range no
delay to 9 years, 1 year
(N=4), 2 years (N=5), 4
years (N=3), 7 years
(N=2)

9 years (N-2).
Recipient: N=15 peer.

Grounded Theory

Barriers: shame, self-
blame, fears and concerns
for self and others.
Facilitators: being believed,
being asked, and peer
influence.

Munzer et al
(2016). Germany.

Quantitative
Cross-sectional

Clinical population:

children known to
heath care and
child welfare
systems.
Purposive
Sampling

N=42

Gender: 25 females, 17
males.

Age: mean = 12.6,
range: 6-12 years

Type: flashing/sexual
exposure (N=25), rape
(N=20), exposure to
pornography (N=12), verbal
sexual harassment (N=9),
nonspecific sexual assault
(N=6), statutory rape and
sexual misconduct (N=4).
Perpetrator: father (N=11),
other adult men (N=13),
grandfather (N=2), minor
brother (N=2) and peer
(N=22).

Frequency: single event
(N=16), repeated (N=24).
Number of victimizations:
Mean = 9.6; Range = 1-171
Age at onset: mean = 9.0,
range = 4-6.

Latency: mean=17
months, range=same
day-10 years.

First recipient: mother
(N=18), father (N=2),
peers (N=8), social
worker (N=4), teacher
(N=2) and police
(N=1).

Formal recipient:
police (N=19), health
care provider (N=14),
counselor (N=8), judge
(N=5), youth welfare
service (N=5) none
(N=15).

Intentional: (N=25)
Prompted: (N=2).

Absolute and relative
frequencies.

Barriers: shame,
guilt/responsibility, self-
blame, threats made by
perpetrator, did not want to
burden parents, protect the
perpetrator.

Schaeffer et al
(2011). USA.

Mixed methods

Clinical population:

children known to
heath care and
child welfare
systems.
Purposive
Sampling

N=191

Gender: 141 females,
50 males.

Age: mean = 8.9 years.

Type: range from non-
contact e.g. exposure to
pornography, to fondling, to
intercourse.

Recipient: mother
(N=59), father (N=4),
both parents (N=8),
stepmother (N=1),
grandmother (N=10),
aunt (N=2), teacher
(N=8), mental health
provider (N=4), parent
of another child (N=4),
CPS worker (N=3),
police (N=2), family
friend (N=1) babysitter

Grounded Theory.
Pearson chi-squared.

11-18 year olds more likely
to disclose to peer; 3-10 year
olds more likely to disclose
to adult.

Barriers: threats by
perpetrator, fears of the
child, lack of opportunity,
lack of understanding and
relationship with
perpetrator.

Facilitators: disclosure as
result of internal stimuli,

139




(N=1).

outside influences and direct
evidence of abuse.

Schonbucher et al

(2012). Switzerland.

Mixed methods

Mixed sample:
general population
and children’s
hospital.

Volunteer sampling

N=26

Gender: 23 females, 3
males.

Age: mean = 17.0
years, range = 15.4-18.3
years.

Type: contact without
penetration (N=14), rape
(N=9).

Perpetrator: all males,
intrafamilial (N=8), stranger
(N=6), adolescent
perpetrators (N=13).

Age at onset: mean = 11.7
years, range = 3-17 years.

Latency: immediate-
within 24 hours
(30.1%), delayed
(65.4%). Not disclosed
prior to interview
(N=1). Range = days-
years.

Inductive content
analysis.

Relative frequencies
Fisher’s exact

Barriers: to not burden
others; lack of trust;
guilt/shame; lack of
understanding; fear of
disbelief; fear of perpetrator;
fear of parental sanctions
and to not destroy family.
Facilitators: extra-familial
perpetrator; CSA one-off
event; age of victim was
over 12 years; perpetrator is
a minor; parents living
together.

Shalhoub- Qualitative. School children. N=628 (focus group) Type: rape (N=22), Not articulated. Not articulated. Barriers: fear of losing
Kevorkian (2005). Convenience N=28 (interviews) attempted rape (N=6). familial support, being
Israel. Sampling and Gender: 28 females. Perpetrator: extended killed, violating family
Volunteer family (N=9), nuclear honor, ruining reputation,
Sampling. family (N=5), school peer social shame and
(N=3), acquaintances (N=7) repercussions for self.
stranger (N=1). Negative responses from
professionals.
Softestad et al Qualitative Children who had N=13 Perpetrator: father (N=5), Not articulated. Grounded Theory. Conversations on suspicion,

(2013). Norway.

made allegations of
sexual abuse.
Purposive
Sampling

Gender: 8 females, 5
males.
Age: range: 7-15 years.

mother (N=1), grandfather
(N=1), older male cousins
(N=3) and one older male
foster brother (N=1).

receiving information,
contributing in decision-
making, sharing feelings,
engaging in conversations
on meaning making.
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3. Results

Sample, abuse and disclosure characteristics for each study are detailed in Table 1. A
total of 658 females and 421 males were sampled across all 13 studies. Ages of the
included sample were reported differently between studies. Means were reported in
seven articles. In these studies, the mean age of a total of 752 participants was 13.41
years. For the remaining studies, means were calculated using reported age ranges.
Assuming that the ages of participants were uniformally distributed within the reported
ranges, the adjusted mean was found to be 13.25 years. One study was excluded from
this analysis (Crisma et al, 2004) because no upper age limit for their sample was

defined.

3.1 Methodological strengths and limitations of included studies

The methodological rigour of studies varied. An overall strength of the studies was
well-articulated research questions that were contextually developed. Studies aimed to
understand the barriers and facilitators to disclosing sexual abuse or more generally, to
explore the patterns of disclosure in child and adolescent populations. Only one study
(Kellogg & Houston, 1995) merely alluded to its study aims. A further strength was in
relation to their results; study findings were anchored in and accurately reflected the
data. Qualitative studies made good use of quotations to demonstrate the codes and
themes that had been developed. Only in a couple of studies was there evidence of over
and under-analysis where findings appeared to over reach the data or conversely, where
synthesis of data was inadequate (Shalhoub-Kevorkian, 2005). One general criticism of
the included studies was in relation to confounding variables. Only two studies made

reference to potential confounders, such as whether any previous disclosures had been
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made. No studies were considered to have covered their sampling strategy well. Four
studies did not address this criterion at all insofar as eligibility criteria were not fully
articulated and no references were made to missing data, attrition rates and reasons for

non-participation. Additional relevant information is outlined in Table 2.

3.2 Study Findings

Findings of the included studies can broadly be categorized into two groups, as per the
review’s research questions: to understand the barriers that children and adolescents
face when disclosing sexual abuse and to identify the factors that are associated with

facilitating them to disclose.

3.2.1 Barriers: Ten studies reported findings on the barriers of CSA disclosure. One
study (Hecht & Mont’Ros-Mendoza, 1989) did not articulate findings about barriers but
focused on the reported facilitators for disclosure instead. Two qualitative studies
(Seftestad et al, 2013 and McElvaney et al, 2012) aimed to explore disclosure processes
more generally. As such, they proposed an overall model of disclosure rather than

identifying specific barriers and facilitators as experienced by children and adolescents.

Various barriers were identified yet some were more commonly identified than others.
Six studies found perceived lack of understanding and limited support from adults
(parents or professionals) to be impediments of disclosure (Crisma et al, 2004;
Hershkowitz et al, 2007; Jensen et al, 2005; Schaeffer et al, 2011; Schonbucher et al,
2012; Shalhoub-Kevorkian, 2005). This finding is congruent with research, which has
identified anticipated social reactions to be an important driving factor in an individual’s

decision to disclose (Ullman, 2002). Similar findings have been identified in adult
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retrospective studies (Allnock & Miller, 2013). These findings demonstrate that when
disclosing sexual abuse, children and adolescents may be met with a lack of
understanding and limited support from others. The fear and anticipation of these
negative social reactions may impede young people from disclosing their experiences of
abuse. This finding appears to fit with the second most commonly identified barrier:
perceived negative consequences for the self and for others. Studies found that children
and adolescents feared negative consequences for themselves such as parental sanctions
(McElvaney et al, 2014; Schonbucher et al, 2012), losing familial support, social-
shame, ruining their reputation, violating the family honor and being killed (Shalhoub-
Kevorkian, 2005). Children also feared negative consequences for the suspected
offender (e.g. imprisonment) and for their family (e.g. family break-up) (Crisma et al,
2004; Jensen et al, 2005; McElvaney et al, 2014; Munzer et al, 2016; Schaeffer et al,
2011; Schonbucher et al, 2012). It is possible that relational and family dynamics such
as the relationship between the alleged perpetrator and the victim (Schaeffer et al, 2011)
as well as the victim’s thoughts and feelings towards the suspected offender play a part
in whether a child is impeded by a fear of negative consequences when choosing to
disclose. Indeed, the child’s love for (Kellogg & Houston, 1995; Munzer et al, 2016)
and the need to protect (Crisma et al, 2004; Schonbucher et al, 2012) the alleged
perpetrator were found as potential barriers to victims disclosing their experiences of
sexual abuse. This may partially explain why previous research has identified that
victims of intra-familial abuse are more likely to delay disclosure than victims of extra-
familial abuse (Arata, 1998; Goodman-Brown et al, 2003; Hershkowitz et al, 2007;

London et al, 2005; Smith et al, 2000). It may be that published research views
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disclosure as a unidirectional process, ignoring the potential evolving, relational and
interactional context within which disclosures occur (Reitsema & Grietens, 2016).
Indeed, as Flam and Haugstvedt (2013) describe, “children do not tell, delay, recant or

reaffirm accounts of their sexual victimization in a vacuum” (p.634).

Six studies identified the child’s emotional response to the abuse (guilt, shame, self-
blame and responsibility for the perpetrator’s actions) as important barriers to
disclosure. Quantitative studies found children were significantly more likely to delay
disclosing if they experienced feelings of guilt and shame (Munzer et al, 2016;
Schonbucher et al, 2012). Kellogg and Houston (1995) found that children who delayed
disclosure were significantly more likely to believe that the abuse was their fault as
much as it was the perpetrators’. This felt sense of responsibility along with feelings of
self-blame and shame were also identified as barriers to disclosure in McElvaney et al’s
(2014) qualitative study. These findings appear to fit with psychological research and
theory highlighting the role of constructs such as shame and guilt in CSA (Browne &

Finkelhor, 1986; Romero et al, 1999; Ullman, 2002).

3.2.2 Facilitators: Children being prompted or being asked directly about possible
abuse was the most commonly identified facilitator (Hershkowitz et al, 2007; Jensen et
al, 2005; McElvaney et al, 2014; Seftestad et al, 2013). Of these studies, only
Hershkowitz et al (2007) measured whether disclosures were spontaneous or prompted.
The other three studies, qualitative in design, did not operationalize this disclosure
characteristic yet identified this as an important facilitator. Children may not disclose

simply because they are not asked (McGee et al, 2002). This facilitator fits with
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research, which has identified that disclosures are more likely to be made following a
prompt rather than initiated by a young person (Kogan, 2004), particularly if the
disclosure is received by a trusted person (Hecht & Mont’Ros-Mendoza, 1989). These
relational factors suggest that close relationships may play an important role in

facilitating young people to disclose sexual abuse (Priebe & Svedin, 2008).

Providing young people with information about sexual abuse that is developmentally
appropriate is pivotal to facilitating disclosures. Kellogg and Houston (1995) found that
a school-based intervention about unwanted sexual experiences supported victims to
disclose. In addition, Seftestad et al (2013) emphasized the importance of a victim
receiving information about sexual abuse to support them to engage in meaningful
conversations during which disclosure of intra-familial abuse can be made. This echoes
Crisma et al’s (2004) findings, which suggested that a possible barrier to adolescents
disclosing CSA is a lack of information, particularly about the possible risks of sexual
abuse as well as the support that is available. Other significant facilitators identified
were if the victim did not feel any guilt or shame (Schonbucher et al, 2012), if the child
received positive emotional support and understanding (Hershkowitz et al, 2007;

McElvaney et al, 2012) and if the abuse was extra-familial (Schonbucher et al, 2012).
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Table 2. Quality ratings for included studies.

W/C=well covered; A/A=adequately addressed; P/A=partially addressed; N/AD=not addressed; N/REP-not reported; N/APP=not applicable.
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Crisma et al (2004) wi/C AIA AIA P/IA AIA N/AD wi/C P/A N/AD P/A A/IA P/A P/IA P/IA A/A 20
(5)
Gries, Goh & Cavanaugh (1996) wi/C N/AD | N/AD P/A AIA N/AD P/A P/A P/A wi/C wi/C N/APP N/APP N/APP N/APP 19
Hershkowitz et al (2007) AIA AIA AIA A/A wi/C A/A AIA AIA P/A AIA wi/C N/APP N/APP N/APP N/APP 24
Jensen et al (2005) AIA AIA AIA P/A wi/C N/AD AIA P/A N/AD AIA wi/C AIA AIA AIA wi/C 20
©)
Kellogg & Houston (1995) P/IA P/IA AA w/C wi/C P/IA P/A P/A N/AD AA wi/C N/APP N/APP N/APP N/APP 23
McElvaney et al (2012) w/C N/AD AA AIA w/C w/C AA N/AD A/IA wi/C wi/C AlA A/A A/A A/A 25
8
McElvaney et al (2014) wi/C N/AD AIA P/IA wi/C wi/C P/A P/A P/IA wi/C A/A AIA A/A A/A AIA 22
8
Mont’Ros-Mendoza & Hecht wi/C AIA P/A P/IA wi/C wi/C P/A P/A N/AD A/A A/A AIA P/IA P/IA A/A 23
(1989) (6)
Munzer et al (2016) wi/C AIA A/A A/A wi/C A/A AIA A/IA P/IA P/A wiC N/APP N/APP N/APP N/APP 25
Schaeffer et al (2011) wi/C A/A AIA wi/C wi/C A/A P/A P/A N/AD wi/C w/C AA A/A A/A AIA 25
(8)
Schonbucher et al (2012) wi/C A/A AIA wi/C wi/C A/A wi/C AIA A/A wi/C wi/C P/A P/A AIA AIA 28
(6)
Shalhoub-Kevorkian (2005) wi/C N/AD P/A P/IA AIA P/IA P/A N/AD P/IA P/A A/A N/AD P/IA N/AD P/A 19
(2
Sgftestad et al (2013) wi/C P/A P/A A/A wi/C wi/C P/A N/AD | N/AD wi/C w/C AA A/A AIA AIA 23

(8)
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4. Discussion

The current review has demonstrated that children and adolescents face a number of
different barriers and facilitators when disclosing sexual abuse. There appears to be,
however, common threads amongst these factors. From the included studies, findings
suggest that the optimal condition for a disclosure is for an individual to directly ask the
child about their experiences and that this individual provides active listening and
support, minimizes the child’s feelings of guilt and shame and reduces their fear of
negative consequences. With this in mind, this review recommends that prevention and
intervention programmes should be developed both for the victims of sexual abuse and
also for potential recipients of victims’ disclosures. The impetus would be on reducing
feelings of responsibility, self-blame, shame and guilt as experienced by young people.
Programmes encouraging children to disclose should exist alongside programmes
encouraging family members, friends and frontline professionals to identify clues of
sexual abuse, to directly ask children about the possibility of sexual abuse and to also

respond supportively should disclosures occur.

4.1 Current state of the evidence

Disclosure is best understood as a multifaceted process that is still not fully understood.
What complicates the picture further is a lack of standardization across studies and this
systematic review demonstrates the heterogeneity of the research to date. Included
studies varied in measures selected and types of data analyses employed. Moreover,
various recruitment procedures were used and different samples were studied. It is
uncertain whether the samples included in this review are representative of child and

adolescent survivors of sexual abuse as a whole (Olafson & Lederman, 2006). The
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majority of studies sampled young people who had disclosed their experiences of CSA.
This sampling bias means that children who have been sexually abused but have not yet
disclosed are under-represented in the research sample. The barriers and impediments to
disclosure that these silent children face may be different to those that are felt by
children and young people who have disclosed their experiences of abuse. Moreover,
many studies sampled children who were known to health care and child welfare
systems. As these young people were receiving support following their disclosures and
formal allegations, one might hypothesize that retrospective, hindsight bias plays a
significant role in how children and adolescents recall the barriers and facilitators that
they faced when deciding to tell. It is important to interpret findings within the
parameters of the population that is being sampled; therefore study findings should be
interpreted in light of the possibly biased sampling strategies adopted. In addition to
this, abuse and disclosure characteristics varied between studies. Whilst this may
appropriately illustrate the heterogeneous nature of sexual abuse more generally, it
prohibited explicit like-for-like comparison of study findings. This demonstrates that the

current state of the research is predominantly at an exploratory stage.

4.2 Limitations of the studies

Studies varied in their methodological rigour. Despite some areas of strength, many
studies had similar shortcomings, which may have contributed to the heterogeneity of
findings. Some previous research has implicated variables such as age, developmental
stage, gender, perpetrator and the type of abuse (intra vs. extra-familial) in a child’s
decision to disclose, so the inconsistent reporting of these in the current sample lends

uncertainty to the validity of some of the findings. Without future research that
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adequately controls for these possible confounding variables, firm conclusions about the
predictors of disclosure cannot be made at this stage. Finally, only findings from studies
published in English were identified and synthesized. This may reflect the fact that few
studies have been conducted in non-English speaking countries. If this is the case, the
concern is that there is a gap in the evidence base relating to cross-cultural variations in
disclosure processes. Studies not carried out in English may articulate interesting
findings about the disclosure journeys of children and adolescents out-with of Western
culture. This seems a particularly important gap in the literature to address given that
child abuse should be understood as a ‘global problem deeply rooted in cultural,
economic and political practices’ (WHO, 2002) and that cultural differences are

reflected in global CSA prevalence data (see Stoltenborgh et al, 2011).

4.3 Strengths and limitations of the review

A particular strength of the current review is that it employed a rigorous search strategy
and additional searches using Google Scholar and manual searches through reference
lists provided confidence that eligible papers were not missed. Moreover, the review
included studies of all methodological design. Reducing the review’s inclusion criteria
to only qualitative or quantitative papers might have limited the number of studies
eligible for inclusion, thereby limiting the breadth and depth of findings the review
could have drawn from. Regarding its limitations, the review was written qualitatively.
This was due to the heterogeneity in the included studies’ methodologies. As such,
quantitative analysis was not possible. To draw more definitive conclusions about the
possible predictors of timely disclosure of childhood sexual abuse, it would be

necessary to conduct a systematic meta-analysis. However, this would be dependent on
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further gquantitative developments within the research field. In this context, the current
review adds to the understanding of the barriers and facilitators that children and

adolescents face when disclosing experiences of sexual abuse.

4.4 Implications for research

This systematic review highlights a need for more rigorous empirical research on child
and adolescent disclosures of sexual abuse that includes designs and sampling strategies
that permits detailed analysis of mechanisms of disclosure. Specifically longitudinal
designs that incorporate all know factors may contribute to the evidence-base by
obtaining data throughout a child’s disclosure journey rather than at a single,
retrospective point in time. It may be helpful to truncate the child and adolescent age
range of 0-18 years into smaller age bands to empirically research more age-specific
patterns of disclosure. In addition, there is also scope to develop research that
investigates the efficacy of interventions aimed at facilitating disclosures in children

who would otherwise remain silent.

4.5 Clinical implications

Child sexual victimisation is underreported and under-recorded (Reitsema & Grietens,
2016) and there may not be any clear signs that a child or adolescent has been sexually
abused. The detection of sexual abuse often relies on disclosure, which the current
review has argued is a complex and multifaceted process. Barriers may impede a child
or young person from telling someone about their experiences. Whilst it is important to
understand what these barriers are, it is perhaps even more important to understand

specific factors that facilitate a child’s disclosure. Improving our understanding of what
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helps children tell can inform how individuals and services support more children to
disclose. For example, this review recommends that developmentally appropriate
information should be communicated to children via school-based programmes, perhaps
as part of the education curriculum. Specifically, these interventions should reinforce
that sexual abuse is wrong and that children and young people are neither responsible
nor to blame. Reducing potential feelings of guilt and self-blame, which have been
identified as significant barriers of disclosure, may encourage children and adolescents

to disclose their experiences of sexual abuse.

The current review recognizes the risk for children disclosing intra-familial abuse.
Research has demonstrated that abuse of this nature may result in disclosure latency and
even non-disclosure in child and adolescent victims. Protocols need to be established
that ensure those receiving disclosures know how to respond and react in order to
minimize the perceived and actual harm to the child’s position within the family. That
said the complexity and sensitivity of managing these disclosures warrant further

thought and research.

Most importantly, the current review has identified that prompting or asking children
directly about their experiences of sexual abuse facilitates disclosure by providing them
with permission to tell. There appears to be a need to raise awareness of this with
possible recipients of disclosures such as family members, and frontline professionals
such as teachers and general practitioners. This is in line with the World Health

Organization’s (2006) publication: ‘Prevention Child Maltreatment: a guide to taking
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action and generating evidence’, which advocates the need for training programmes for
(prospective) parents in the prevention of child maltreatment. Interestingly, the guidance
argues that training programmes aimed at health care professionals are required only for
interventions for adult survivors (aged >18 years). To extend on this guidance, the
current review recommends that training programmes aimed at potential recipients,
including healthcare professionals, should educate individuals about how to identify
specific behaviours that may indicate the presence of sexual abuse in children across all
developmental stages (and not just in adulthood). Prevention programmes should aim to
develop skills in recipients explicitly asking children in ways that are developmentally
appropriate. In addition, there is also scope for raising awareness amongst the general
population with the use of public awareness campaigns aimed at supporting non-

professionals, victims’ families, friends and peers to know how to ask.

Along similar lines, prevention strategies and training programmes should also educate
individuals about what to do if someone tells. Supportive and helpful responses to a
disclosure could go some way in reducing potential feelings of guilt and shame. Given
that these have been identified as significant barriers of disclosure, recognizing and
minimizing feelings of guilt and shame may support child and adolescent victims to
disclose more readily and with more confidence, This is of utmost importance given that
timely disclosure is key to safeguarding children against (re)-victimisation whilst also
increasing the likelihood of better outcomes for child and adolescent survivors of sexual

abuse.
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* Articles are made available to subscribers as well as developing countries and patient groups
through our universal access programs.

* No open access publication fee payable by authors.

Regardless of how you choose to publish your article, the journal will apply the same peer review
criteria and acceptance standards.

For open access articles, permitted third party (re)use is defined by the following Creative
Commons user licenses:

Creative Commons Attribution (CC BY)

Lets others distribute and copy the article, create extracts, abstracts, and other revised versions,
adaptations or derivative works of or from an article (such as a translation), include in a collective
work (such as an anthology), text or data mine the article, even for commercial purposes, as long
as they credit the author(s), do not represent the author as endorsing their adaptation of the article,
and do not modify the article in such a way as to damage the author's honor or reputation.
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Creative Commons Attribution-NonCommercial-NoDerivs (CC BY-NC-ND)

For non-commercial purposes, lets others distribute and copy the article, and to include in a
collective work (such as an anthology), as long as they credit the author(s) and provided they do
not alter or modify the article.

The open access publication fee for this journal is USD 1800, excluding taxes. Learn more about
Elsevier's pricing policy: http://www.elsevier.com/openaccesspricing.

Green open access

Authors can share their research in a variety of different ways and Elsevier has a number of green
open access options available. We recommend authors see our green open access page for further
information. Authors can also self-archive their manuscripts immediately and enable public
access from their institution's repository after an embargo period. This is the version that has been
accepted for publication and which typically includes author-incorporated changes suggested
during submission, peer review and in editor-author communications. Embargo period: For
subscription articles, an appropriate amount of time is needed for journals to deliver value to
subscribing customers before an article becomes freely available to the public. This is the
embargo period and it begins from the date the article is formally published online in its final and
fully citable form. Find out more.

This journal has an embargo period of 36 months.
Language (usage and editing services)

Please write your text in good English (only American usage is accepted, as dictated by APA
style). Authors who feel their English language manuscript may require editing to eliminate
possible grammatical or spelling errors and to conform to correct scientific English may wish to
use the English Language Editing service available from Elsevier's WebShop
(http://webshop.elsevier.com/languageediting/) or visit our customer support site
(http://support.elsevier.com) for more information.

Submission

Our online submission system guides you stepwise through the process of entering your article
details and uploading your files. The system converts your article files to a single PDF file used
in the peer-review process. Editable files (e.g., Word, LaTeX) are required to typeset your article
for final publication. All correspondence, including notification of the Editor's decision and
requests for revision, is sent by e-mail.

Submit your article
Please submit your article via http://ees.elsevier.com/chiabuneg/

Double-blind review

This journal uses double-blind review, which means the identities of the authors are concealed
from the reviewers, and vice versa. More information is available on our website. To facilitate
this, please include the following separately:

Title page (with author details): This should include the title, authors' names and affiliations, and
a complete address for the corresponding author including an e-mail address.

Blinded manuscript (no author details): The main body of the paper (including the references,
figures, tables and any acknowledgements) should not include any identifying information, such
as the authors' names or affiliations.
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Use of word processing software

It is important that the file be saved in the native format of the word processor used. The text
should be in single-column format. Keep the layout of the text as simple as possible. Most
formatting codes will be removed and replaced on processing the article. In particular, do not use
the word processor's options to justify text or to hyphenate words. However, do use bold face,
italics, subscripts, superscripts etc. When preparing tables, if you are using a table grid, use only
one grid for each individual table and not a grid for each row. If no grid is used, use tabs, not
spaces, to align columns. The electronic text should be prepared in a way very similar to that of
conventional manuscripts (see also the Guide to Publishing with Elsevier). Note that source files
of figures, tables and text graphics will be required whether or not you embed your figures in the
text. See also the section on Electronic artwork.

To avoid unnecessary errors you are strongly advised to use the 'spell-check' and 'grammar-check’
functions of your word processor.

Length and Style of Manuscripts

Full-length manuscripts should not exceed 35 pages total (including abstract, text, references,
tables, and figures), with margins of at least 1 inch on all sides and a standard font (e.g., Times
New Roman) of 12 points (no smaller).

Instructions on preparing tables, figures, references, metrics, and abstracts appear in the
Publication Manual of the American Psychological Association (6th edition).

For helpful tips on APA style, click here.
Article structure

Subdivision

Divide your article into clearly defined sections. Three levels of headings are permitted. Level
one and level two headings should appear on its own separate line; level three headings should
include punctuation and run in with the first line of the paragraph.

Introduction
State the objectives of the work and provide an adequate background, avoiding a detailed
literature survey or a summary of the results.

Essential title page information

* Title. Concise and informative. Titles are often used in information-retrieval systems. Avoid
abbreviations and formulae where possible.

* Author names and affiliations. Please clearly indicate the given name(s) and family name(s) of
each author and check that all names are accurately spelled. Present the authors' affiliation
addresses (where the actual work was done) below the names. Indicate all affiliations with a
lower-case superscript letter immediately after the author's name and in front of the appropriate
address. Provide the full postal address of each affiliation, including the country name and, if
available, the e-mail address of each author.

* Corresponding author. Clearly indicate who will handle correspondence at all stages of
refereeing and publication, also post-publication. Ensure that the e-mail address is given and
that contact details are kept up to date by the corresponding author.

* Present/permanent address. 1f an author has moved since the work described in the article was
done, or was visiting at the time, a 'Present address' (or 'Permanent address') may be indicated as
a footnote to that author's name. The address at which the author actually did the work must be
retained as the main, affiliation address. Superscript Arabic numerals are used for such footnotes.
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Abstract
Abstracts should follow APA style (see 6th ed., pages 25-27 for detailed instructions and page 41
for an example). Abstracts should be 150-250 words.

Keywords

Immediately after the abstract, provide a maximum of 6 keywords, using American spelling and
avoiding general and plural terms and multiple concepts (avoid, for example, 'and', 'of'). Be
sparing with abbreviations: only abbreviations firmly established in the field may be eligible.
These keywords will be used for indexing purposes.

Formatting of funding sources
List funding sources in this standard way to facilitate compliance to funder's requirements:

Funding: This work was supported by the National Institutes of Health [grant numbers xxxx,
yyyy]; the Bill & Melinda Gates Foundation, Seattle, WA [grant number zzzz]; and the United
States Institutes of Peace [grant number aaaa].

It is not necessary to include detailed descriptions on the program or type of grants and awards.
When funding is from a block grant or other resources available to a university, college, or other
research institution, submit the name of the institute or organization that provided the funding.

If no funding has been provided for the research, please include the following sentence:

This research did not receive any specific grant from funding agencies in the public, commercial,
or not-for-profit sectors.

Footnotes
The use of footnotes in the text is not permitted. Footnoted material must be incorporated into the
text.

Table footnotes Indicate each footnote in a table with a superscript lowercase letter.
Artwork

Electronic artwork

General points

» Make sure you use uniform lettering and sizing of your original artwork.

* Embed the used fonts if the application provides that option.

* Aim to use the following fonts in your illustrations: Arial, Courier, Times New Roman, Symbol,
or use fonts that look similar.

* Number the illustrations according to their sequence in the text.

* Use a logical naming convention for your artwork files.

* Provide captions to illustrations separately.

» Size the illustrations close to the desired dimensions of the published version.

* Submit each illustration as a separate file.

A detailed guide on electronic artwork is available.

You are urged to visit this site; some excerpts from the detailed information are given here.
Formats

If your electronic artwork is created in a Microsoft Office application (Word, PowerPoint, Excel)
then please supply 'as is' in the native document format.

Regardless of the application used other than Microsoft Office, when your electronic artwork is
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finalized, please 'Save as' or convert the images to one of the following formats (note the
resolution requirements for line drawings, halftones, and line/halftone combinations given
below):

EPS (or PDF): Vector drawings, embed all used fonts.

TIFF (or JPEG): Color or grayscale photographs (halftones), keep to a minimum of 300 dpi.
TIFF (or JPEG): Bitmapped (pure black & white pixels) line drawings, keep to a minimum of
1000 dpi.

TIFF (or JPEG): Combinations bitmapped line/half-tone (color or grayscale), keep to a minimum
of 500 dpi.

Please do not:

* Supply files that are optimized for screen use (e.g., GIF, BMP, PICT, WPQ); these typically
have a low number of pixels and limited set of colors;

* Supply files that are too low in resolution;

* Submit graphics that are disproportionately large for the content.

Color artwork

Please make sure that artwork files are in an acceptable format (TIFF (or JPEG), EPS (or PDF),
or MS Office files) and with the correct resolution. If, together with your accepted article, you
submit usable color figures then Elsevier will ensure, at no additional charge, that these figures
will appear in color online (e.g., ScienceDirect and other sites) regardless of whether or not these
illustrations are reproduced in color in the printed version. For color reproduction in print, you
will receive information regarding the costs from Elsevier after receipt of your accepted
article. Please indicate your preference for color: in print or online only. Further information on
the preparation of electronic artwork.

Figure captions

Ensure that each illustration has a caption. Supply captions separately, not attached to the figure.
A caption should comprise a brief title (not on the figure itself) and a description of the
illustration. Keep text in the illustrations themselves to a minimum but explain all symbols and
abbreviations used.

Text graphics

Text graphics may be embedded in the text at the appropriate position. If you are working with
LaTeX and have such features embedded in the text, these can be left. See further under
Electronic artwork.

Tables

Please submit tables as editable text and not as images. Tables can be placed either next to the
relevant text in the article, or on separate page(s) at the end. Number tables consecutively in
accordance with their appearance in the text and place any table notes below the table body. Be
sparing in the use of tables and ensure that the data presented in them do not duplicate results
described elsewhere in the article. Please avoid using vertical rules and shading in table cells.

References

Citation in text

Please ensure that every reference cited in the text is also present in the reference list (and vice
versa). Any references cited in the abstract must be given in full. Unpublished results and
personal communications are not recommended in the reference list, but may be mentioned in the
text. If these references are included in the reference list they should follow the standard
reference style of the journal and should include a substitution of the publication date with either
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'Unpublished results' or 'Personal communication'. Citation of a reference as 'in press' implies that
the item has been accepted for publication.

Web references

As a minimum, the full URL should be given and the date when the reference was last accessed.
Any further information, if known (DOI, author names, dates, reference to a source publication,
etc.), should also be given. Web references can be listed separately (e.g., after the reference list)
under a different heading if desired, or can be included in the reference list.

Data references

This journal encourages you to cite underlying or relevant datasets in your manuscript by citing
them in your text and including a data reference in your Reference List. Data references should
include the following elements: author name(s), dataset title, data repository, version (where
available), year, and global persistent identifier. Add [dataset] immediately before the reference
so we can properly identify it as a data reference. The [dataset] identifier will not appear in your
published article.

References in a special issue
Please ensure that the words 'this issue' are added to any references in the list (and any citations in
the text) to other articles in the same Special Issue.

Reference management software

Most Elsevier journals have their reference template available in many of the most popular
reference management software products. These include all products that support Citation Style
Language styles, such as Mendeley and Zotero, as well as EndNote. Using the word processor
plug-ins from these products, authors only need to select the appropriate journal template when
preparing their article, after which citations and bibliographies will be automatically formatted in
the journal's style. If no template is yet available for this journal, please follow the format of the
sample references and citations as shown in this Guide.

Users of Mendeley Desktop can easily install the reference style for this journal by clicking the
following link:

http://open.mendeley.com/use-citation-style/child-abuse-and-neglect

When preparing your manuscript, you will then be able to select this style using the Mendeley
plug-ins for Microsoft Word or LibreOffice.

Reference style

Text: Citations in the text should follow the referencing style used by the American Psychological
Association (view the APA Style Guide). You are referred to the Publication Manual of the
American Psychological Association, Sixth Edition, ISBN 978-1-4338-0561-5.

List: references should be arranged first alphabetically and then further sorted chronologically if
necessary. More than one reference from the same author(s) in the same year must be identified
by the letters 'a', 'b', 'c', etc., placed after the year of publication.

[dataset] Oguro, M., Imahiro, S., Saito, S., Nakashizuka, T. (2015). Mortality data for Japanese
oak wilt disease and surrounding forest compositions. Mendeley Data, v1.
http://dx.doi.org/10.17632/xwj98nb39r.1.

Examples:

Reference to a journal publication:

Van der Geer, J., Hanraads, J. A. J., & Lupton, R. A. (2010). The art of writing a scientific article.
Journal of Scientific Communications, 163, 51-59.

Reference to a book:

Strunk, W., Jr., & White, E. B. (2000). The elements of style. (4th ed.). New York, NY:
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Longman.

Reference to a chapter in an edited book:

Mettam, G. R., & Adams, L. B. (2009). How to prepare an electronic version of your article. In
B. S. Jones, & R. Z. Smith (Eds.), Introduction to the electronic age (pp. 281-304). New York,
NY: E-Publishing.

Video

Elsevier accepts video material and animation sequences to support and enhance your scientific
research. Authors who have video or animation files that they wish to submit with their article are
strongly encouraged to include links to these within the body of the article. This can be done in
the same way as a figure or table by referring to the video or animation content and noting in the
body text where it should be placed. All submitted files should be properly labeled so that they
directly relate to the video file's content. In order to ensure that your video or animation material
is directly usable, please provide the files in one of our recommended file formats with a
preferred maximum size of 150 MB. Video and animation files supplied will be published online
in the electronic version of your article in Elsevier Web products, including ScienceDirect. Please
supply 'stills' with your files: you can choose any frame from the video or animation or make a
separate image. These will be used instead of standard icons and will personalize the link to your
video data. For more detailed instructions please visit our video instruction pages. Note: since
video and animation cannot be embedded in the print version of the journal, please provide text
for both the electronic and the print version for the portions of the article that refer to this content.

Supplementary material

Supplementary material such as applications, images and sound clips, can be published with your
article to enhance it. Submitted supplementary items are published exactly as they are received
(Excel or PowerPoint files will appear as such online). Please submit your material together with
the article and supply a concise, descriptive caption for each supplementary file. If you wish to
make changes to supplementary material during any stage of the process, please make sure to
provide an updated file. Do not annotate any corrections on a previous version. Please switch off
the '"Track Changes' option in Microsoft Office files as these will appear in the published version.

RESEARCH DATA

This journal encourages and enables you to share data that supports your research publication
where appropriate, and enables you to interlink the data with your published articles. Research
data refers to the results of observations or experimentation that validate research findings. To
facilitate reproducibility and data reuse, this journal also encourages you to share your software,
code, models, algorithms, protocols, methods and other useful materials related to the project.

Below are a number of ways in which you can associate data with your article or make a
statement about the availability of your data when submitting your manuscript. If you are sharing
data in one of these ways, you are encouraged to cite the data in your manuscript and reference
list. Please refer to the "References" section for more information about data citation. For more
information on depositing, sharing and using research data and other relevant research materials,
visit the research data page.

Data linking
If you have made your research data available in a data repository, you can link your article
directly to the dataset. Elsevier collaborates with a number of repositories to link articles on
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ScienceDirect with relevant repositories, giving readers access to underlying data that give them a
better understanding of the research described.

There are different ways to link your datasets to your article. When available, you can directly
link your dataset to your article by providing the relevant information in the submission system.
For more information, visit the database linking page.

For supported data repositories a repository banner will automatically appear next to your
published article on ScienceDirect.

In addition, you can link to relevant data or entities through identifiers within the text of your
manuscript, using the following format: Database: xxxx (e.g., TAIR: AT1G01020; CCDC:
734053; PDB: 1XFN).

Data in Brief

You have the option of converting any or all parts of your supplementary or additional raw data
into one or multiple data articles, a new kind of article that houses and describes your data. Data
articles ensure that your data is actively reviewed, curated, formatted, indexed, given a DOI and
publicly available to all upon publication. You are encouraged to submit your article for Data in
Brief as an additional item directly alongside the revised version of your manuscript. If your
research article is accepted, your data article will automatically be transferred over to Data in
Brief where it will be editorially reviewed and published in the open access data journal, Data in
Brief. Please note an open access fee is payable for publication in Data in Brief. Full details can
be found on the Data in Brief website. Please use this template to write your Data in Brief.

AudioSlides

The journal encourages authors to create an AudioSlides presentation with their published article.
AudioSlides are brief, webinar-style presentations that are shown next to the online article on
ScienceDirect. This gives authors the opportunity to summarize their research in their own words
and to help readers understand what the paper is about. More information and examples are
available. Authors of this journal will automatically receive an invitation e-mail to create an
AudioSlides presentation after acceptance of their paper.

Interactive plots

This journal enables you to show an Interactive Plot with your article by simply submitting a data
file. Full instructions.

Submission checklist

The following list will be useful during the final checking of an article prior to sending it to the
journal for review. Please consult this Guide for Authors for further details of any item.
Ensure that the following items are present:

One author has been designated as the corresponding author with contact details:

* E-mail address

* Full postal address

* Phone numbers

All necessary files have been uploaded, and contain:

» Keywords

* All figure captions

* All tables (including title, description, footnotes)

Further considerations
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» Manuscript has been 'spell-checked' and 'grammar-checked'

* References are in the correct format for this journal

 All references mentioned in the Reference list are cited in the text, and vice versa

* Permission has been obtained for use of copyrighted material from other sources (including the
Web)

* Color figures are clearly marked as being intended for color reproduction on the Web (free of
charge) and in print, or to be reproduced in color on the Web (free of charge) and in black-and-
white in print

* If only color on the Web is required, black-and-white versions of the figures are also supplied
for printing purposes

For any further information please visit our customer support site at http://support.elsevier.com.

Authors are responsible for ensuring that manuscripts conform fully to the Publication Manual of
the American Psychological Association (6th ed.), including not only reference style but also
spelling (see, e.g., the hyphenation rules), word choice, grammar, tables, headings, etc. Spelling
and punctuation should be in American English.

Online proof correction

Corresponding authors will receive an e-mail with a link to our online proofing system, allowing
annotation and correction of proofs online. The environment is similar to MS Word: in addition
to editing text, you can also comment on figures/tables and answer questions from the Copy
Editor. Web-based proofing provides a faster and less error-prone process by allowing you to
directly type your corrections, eliminating the potential introduction of errors.

If preferred, you can still choose to annotate and upload your edits on the PDF version. All
instructions for proofing will be given in the e-mail we send to authors, including alternative
methods to the online version and PDF.

We will do everything possible to get your article published quickly and accurately. Please use
this proof only for checking the typesetting, editing, completeness and correctness of the text,
tables and figures. Significant changes to the article as accepted for publication will only be
considered at this stage with permission from the Editor. It is important to ensure that all
corrections are sent back to us in one communication. Please check carefully before replying, as
inclusion of any subsequent corrections cannot be guaranteed. Proofreading is solely your
responsibility.” (“Elsevier, Child Abuse & Neglect Guide for Authors”, 2017).
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Appendix 3: Systematic review quality criteria

Barriers and Facilitators to Disclosing Sexual Abuse in Childhood and

Adolescence: a Systematic Review

1. Research question or aims

Well covered The research sets out to answer a relevant, contextually developed
question/aim.

Adequately addressed Research question/aim is stated but it is not contextually developed.

Poorly addressed Research question/aim is alluded to.

Not addressed Research question/aim is not developed.

Not reported

Not applicable

Notes

2. Sampling

2.1. Sampling strategy: an unbiased and robust sampling strategy is adopted, which is

well defined and appropriate to the research aims.

Well covered Inclusion and exclusion criteria are clearly articulated. Missing data,
attrition rates and reasons for non-participation are reported and
accommodated in the analysis.

Adequately addressed Either the inclusion or the exclusion criteria are articulated. Some

information is reported about missing data, attrition rates and reasons for
non-participation, which are accommodated in the in the analysis.

Poorly addressed

No reference is made to inclusion or exclusion criteria. Limited
information is reported about missing data, attrition rates and reasons for
non-participation and these are not accommodated in the analysis.

Not addressed

No reference is made to inclusion or exclusion criteria. No reference is
made to any missing data, attrition rates and reasons for non-
participation.

Not reported

Not applicable

Notes

2.2. Power: the sample size is adequate for the planned analysis

Well covered

A power analysis has been calculated and achieved (Quantitative) or
theoretical saturation has been referenced and achieved (Qualitative).

Adequately addressed

Either a power analysis or theoretical saturation has been referenced but
not achieved.

Poorly addressed

A power analysis or theoretical saturation has not been referenced and
has not been achieved. The study’s sample size is referenced.

Not addressed

A power analysis or theoretical saturation has not been referenced and
has not been achieved. No reference is made to the study’s sample size.

Not reported

Not applicable

Notes
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2.3. Sample characteristics

Well covered All of the following criteria are met:
1. Characteristics of participants (e.g. sample size, age, gender,
nationality) are clearly articulated.
2. Characteristics are compared to national demographics for the
target population.
3. If appropriate, missing demographic information is outlined and
explained.
Adequately addressed Two of the three above criteria are met.
Poorly addressed One of the three above criteria is met.
Not addressed None of the above criteria are met.

Not reported

Not applicable

Notes

3. Methodology

3.1. Study design and method

Well covered

5 or 6 of the following criteria are met:

1. Study design is appropriate and justified for the stated research
question(s)/aims.

2. Ifaqualitative approach is adopted, it is explicitly stated.

3. Anplanned recruitment method is clearly articulated.

4. Methods for collecting data (e.g. the use of interview schedules,
protocols and research reflective diaries) are described in detail.

5. Research interviews are transcribed verbatim in full.

6. Ethical issues (e.g. consent and confidentiality) are taken into
consideration.

Adequately addressed

Three or four of the six above criteria are met.

Poorly addressed

One or two of the six above criteria are met.

Not addressed

None of the above criteria are met.

Not reported

Not applicable

Notes

3.1.1. Measures

Well covered

Reliable measures (including standardised interviews) that have been
validated in the target population have been included. The measures are
applied with fidelity.

Adequately addressed

Valid and reliable measures (including standardised interviews) have
been included.

Poorly addressed

Measures (including standardised interviews) that have not been
validated or found to be reliable have been included or measures have not
been applied with fidelity.

Not addressed

No measures (including standardised interviews) have been included.

Not reported

Not applicable

Notes

3.2.0perationalisation of variables
3.2.1. Abuse Characteristics

Well covered

5 or 6 abuse characteristics are clearly articulated (for example):
e  Frequency
e Duration (including previous abuse history)
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e  Severity

e Type of abuse (e.g. sexual, physical, emotional, psychological,
domestic, neglect)

e Intra/extra-familial

e Non-/penetrative

Adequately addressed Three or four abuse characteristics are articulated.
Poorly addressed One or two abuse characteristics are articulated.
Not addressed No abuse characteristics are articulated.

Not reported

Not applicable

Notes

3.2.2. Disclosure Characteristics

Well covered

5 to 7 disclosure characteristics are clearly articulated (for example):
e Direct/ indirect
e Accidental / purposeful / prompted

Verbal / behavioural

Formal / informal

Initial / linked

Latency to disclose

e Recipient of disclosure

Adequately addressed

Three or four disclosure characteristics are articulated

Poorly addressed

One or two disclosure characteristics are articulated.

Not addressed

No disclosure characteristics are articulated.

Not reported

Not applicable

Notes

3.3. Confounding variables

Well covered

Comprehensive description of potential confounders (e.g. any previous
disclosures made) were considered and allowed for in the analysis.

Adequately addressed

Some information regarding potential confounders are considered.

Poorly addressed

Limited information about potential confounders is considered.

Not addressed

No reference is made to potential confounders.

Not reported

Not applicable

Notes

4. Data analysis

Well covered

If qualitative, an appropriate theoretical framework justifying the data
analysis approach chosen is well articulated.

An appropriate data analysis strategy is employed.

All individual stages of data analysis are clearly defined

Adequately addressed

A theoretical framework is made reference to.
An appropriate data analysis is employed.
Most stages of data analysis are defined.

Poorly addressed

Limited reference is made to a theoretical framework.
Inappropriate data analysis strategy is employed.
Limited stages of data analysis are made reference to.

Not addressed

Not reported

Not applicable

Notes
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5. Findings

Well covered Findings are anchored in the data.
Findings accurately reflect the data.
Adequately addressed Data appears anchored in the data but there is evidence of over-analysis

(findings over-reach) or under-analysis (inadequate synthesis).

Poorly addressed

Findings are not anchored in the data.
Findings do not accurately reflect the data.

Not addressed

Not reported

Not applicable

Notes

5.1. Credibility (\Validity) — research findings are credible from the perspective of the
participant; research findings are well founded and accurately represent the real world.

Well covered

Some procedures aimed to increase credibility are employed (for
example):
Respondent validation
Triangulation
Peer debriefing
Negative case analysis

o Referential adequacy
The relationship between researcher and participants is explicitly stated
and adequately considered. Researcher accounts for personal and
sampling biases, which may influence findings.

Adequately addressed

Some procedures aimed to increase credibility are employed (as listed
above). Some information about the relationship between researcher and
participants is given or the researcher alludes to personal and sampling
biases, which may influence findings.

Poorly addressed

No procedures aimed to increase credibility are employed (as listed
above). No reference is made to the relationship between researcher and
participants. Limited information about personal and sampling biases is
given.

Not addressed

No procedures aimed to increase credibility are employed. No reference
is made to the relationship between research and participants. No
information about personal and sampling biases is given.

Not reported

Not applicable

Notes

5.2. Dependability (Reliability) — research findings are consistent.

Well covered

Both of the following criteria have been met:

1. Arresearch diary or reflexive journal documenting cohesion
between research question(s)/aims, design and methods is
employed.

2. Aninquiry audit and/or stepwise replication may be employed.

Sufficient detail of each process is reported in detail to allow for study
replication.

Adequately addressed

An appropriate procedure aimed to increase dependability was employed
(e.g. 1 criteria of the 2 described above).
There is adequate detail of these processes to allow for study replication.

Poorly addressed

Limited procedures aimed to increase dependability are employed (e.g. 0
of the 2 criteria described above).
There is a lack of sufficient detail to judge reliability.

Not addressed
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Not reported

Not applicable

Notes

5.3. Confirmability (Objectivity) — research findings are not based on biases and
assumptions of the researchers.

Well covered Three or all of the following criteria are met:
1. Data analysis is thoroughly documented.
2. Researchers actively search for negative instances that contradict
prior observations.
3. Anexternal researcher is included as part of data analysis.
4. A data audit is completed to illustrate decision-making
processes.
Adequately addressed Two of the above four criteria are met.
Poorly addressed One of the above four criteria is met.
Not addressed None of the above criteria aimed to increase confirmability are met.

Not reported

Not applicable

Notes

5.4. Transferability (Generalisability)

Well covered

Research findings are deemed to fit beyond the contexts of the study.

A detailed description of the phenomenon under study is provided. The
researcher assigns high similarity between research findings and his/her
own experiences.

Adequately addressed

Adequate information is provided to assess transferability. Research
findings are somewhat transferable. The reader is able to draw some
similarities between research findings and his/her own experiences.

Poorly addressed

Inadequate information is provided to assess transferability. Research
findings are not transferable to the reader’s own experiences.

Not addressed

Not reported

Not applicable

Notes
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Appendix 4: Empirical study proposal

Doctorate in Clinical Psychology
Thesis Research Proposal
(For Methodological Review Only)

This form is for methodological review of projects that are not being submitted as assessed
work for Research 1. (e.g. where a trainee has already received a pass mark for Research 1,
but subsequently changed the intended thesis project, or for trainees who started training
in 2009 or earlier and thus did not need to complete Research 1 and have not previously
had university approval for their study).

In such circumstances the form will be reviewed by a member of the academic team and
will receive detailed feedback, but will not be graded. The feedback will include an
evaluation of the viability of the project and any recommendations. If there are significant
concerns about viability, the project will be flagged to the research director and the
research committee will decide whether the project can proceed in its current form.

Trainee Name

Charlotte Lemaigre

Provisional Thesis Title

Do emotion regulation and interpersonal difficulties mediate the relationship between trauma and
suicidal behaviour in help-seeking men?

Proposed Setting

University of Edinburgh
Health in Mind’s Men’s SHARE (Suicide, Harm, Awareness, Recovery and Empathy) Project

Allocated Thesis Project Supervisors

Clinical -

Academic 1 Dr. Emily Taylor

Academic 2 -

Others John Murphy (Men’s SHARE)
Involved Julie Podet (Citizen Advice Bureau)

Anticipated Month / Year of Submission
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Must be May of final year. Trainees from 2011 intake onwards must submit in May. Trainees
who started in 2010 or earlier are advised to submit in May to reduce potential for HCPC
registration difficulties.

1% May 2017.

Date Form Submitted / Version

27" September 2016. Version 1.

Please Note: Whilst this is not an ethics review process, where questions have some
similarities to questions contained in the NHS IRAS Research Ethics form, the corresponding
IRAS question numbers are given in parentheses. This is intended to facilitate completion of
NHS ethics where such approval is needed.

Section 1: Introduction

1.1 Provide a brief critical review of relevant literature, which should clearly demonstrate
the rationale and scientific justification for the research

1000 - 1500 words

Relevant to IRAS A12

The Scottish Government’s Suicide Prevention Strategy (2013-2016) defines suicidal behaviour as
‘[compromising] both death by suicide and acts of self-harm that do not have a fatal outcome, but
which have suicidal intent’ (Scottish Government, 2013). Recent prevalence data indicate Scotland’s
suicide rate to be 14.0 deaths per 100,000. Figures from 2011-2012 revealed that 72.5% of those
who completed suicide were male (Suicide Prevention Strategy, 2013). This gender imbalance is
consistently found in suicide data; the Samaritans Suicide Statistics Report 2016, for example,
revealed that the highest suicide rate in the UK in 2014 was for men aged 45-49 at 26.5 deaths per
100,000. The highest rate for females in the same year was for women aged 50-54 at 8.0 deaths per
100,000. Due to differences in the definition and reporting of suicidal behaviour and given that these
figures report completed suicide rates and not rates of self-harm or suicidal behaviour not resulting
in death, it can be argued that the true prevalence of suicidal behaviour as per the Scottish
Government’s definition above is much greater than is postulated in official statistics.

Tackling suicide is currently a high priority on the World Health Organization’s global public health
agenda and this is reflected in local Government policy. For example, Commitment 9 of the Scottish
Government’s current Suicide Prevention Strategy aims to ‘contribute to developing the national
and international evidence base’ (Suicide Prevention Strategy p.14). Over the past decades,
researchers have started investigating suicidal behaviour more extensively. Some research has
attempted to identify particular risk and predictive factors, for example, the role of childhood
trauma in suicidal behaviour in clinical and non-clinical populations.

Trauma and Suicidal Behaviour

There is a wealth of research investigating the role of adverse childhood experiences such as
physical, emotion and sexual abuse as possible predictive factors in subsequent suicidal behaviour.
Bebbington et al (2009), for example, utilised data from a total of 8,580 participants in the
randomized, cross-sectional British Psychiatric Morbidity Survey in the year 2000 to test the
hypothesis that suicidal behaviours are significantly associated with childhood abuse. Researchers
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found a strong effect of sexual abuse on attempted suicide in that participants who had experienced
sexual abuse were 10 times more likely to have attempted suicide either over the course of their
lifetime or in the past year. Similar statistics were found in a study investigating 147 Australian men
who were abused in childhood (O’Leary & Gould, 2009). Other types of trauma have also been
associated with suicidal behaviour in clinical and non-clinical populations. Akyuz et al (2005), for
example, investigated self-reported childhood trauma and suicidal behaviour among 628 women in
an eastern cultural population. Regression analyses resulted in statistically significant relations
between all types of abuse (physical, emotion, sexual and psychological neglect) and suicidal
behaviour such as self-mutilation. Many other studies have also identified associations between
various types of child abuse and suicidal behaviour (see, for example Romans et al, 1995; Milnes et
al, 2002; Molner et al, 2001; Meltzer et al, 2002; Ystgaard et al, 2004 and Affifi et al, 2008).
Unfortunately, due to their correlational nature, these studies do not explain how adverse childhood
experiences such as sexual abuse lead to greater risk of subsequent suicidal behaviour in adulthood.

More recently, research has aimed to investigate the possible mediating factors in the direct effect
of trauma on suicidal behaviour. For example, Bedi et al (2011) examined the possible mediating
effects of depression and post-traumatic stress disorder (PTSD) on this relationship. Researchers
utilised data from an Australian study of childhood maltreatment in 1,594 females and 965 males for
whom CSA data was available. CSA associated risk was observed for suicidal ideation and suicide
attempt. When depression and PTSD were entered into the Cox proportional hazards regression
model, the CSA-associated risk decreased yet remained statistically significant. Authors concluded
that the disorders partially mediated the relationship between trauma (CSA) and suicidal behaviour.
Spokas et al (2009) explored several hypothesized mediating factors between CSA and suicide risk in
166 recent suicide attempters. Researchers investigated depression, PTSD, borderline personality
disorder (BPD), substance abuse and hopelessness as possible mediators. Among men, researchers
found CSA history to be a predictor of suicide ideation. Using a bootstrapping macro for multiple
mediation analysis (Preacher & Hayes, 2008), Spokas et al (2009) found only hopelessness to be a
significant mediator. However, after controlling for the variables, the direct effect of CSA on suicidal
behaviour remained significant. This finding in both studies suggests that either trauma (CSA) may
have a direct effect on suicidal behaviour or, other factors such as emotion regulation or
interpersonal difficulties may also explain the relation (Joiner, 2005). Extant research has therefore
been unable to identify the psychological mechanisms through which adverse childlike experiences
such as physical; emotion and sexual abuse are associated with suicidal behaviour. As such, further
investigation of potential mediators is necessary.

Emotion Regulation

Emotion or affect regulation refers to an individual’s ability to gain control over their emotions and
the ways in which these may be expressed. Conceptually, it is argued that the ability to regulate
ones emotions is developed within the context of early infant-caregiver relationships and the
availability and responsiveness of one’s caregiver (Cicchetti & Valentine, 2006). It is unsurprising
therefore, that early relational trauma (e.g. physical, emotion and sexual abuse) may disrupt a
child’s ability to develop the processes for successful emotion regulation such as recognising and
expression emotion (Kim-spoon et al, 2013). Empirically, extant research has implicated childhood
trauma in emotion regulation difficulties. In a recent study investigating the association between
childhood trauma and emotion regulation in Borderline Personality Disorder (BPD), Carvalho-
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Fernando and colleagues (2014) found emotion abuse and emotion neglect to be significantly
associated with emotion dysregulation. Moreover, Kim and Cicchetti (2010) conducted structural
equation modelling on longitudinal data exploring child maltreatment, emotion regulation and
psychopathology. Researchers found that neglect, physical and/or sexual abuse was related to
difficulties in emotion regulation, which in turn was related to higher symptoms of psychopathology.
Emotion regulation has also been implicated in suicidal behaviour. Pisana et a/ (2013), for example,
investigated emotion regulation difficulties and suicide attempts in high school students. They found
a medium effect of emotion dysregulation (e.g. lack of emotion clarity) on recent suicidal behaviour.
Although much of the extant research is specific to understanding emotion regulation difficulties in
the context of psychological disorders such as depression, anxiety and BPD it can be hypothesized
that emotion regulation may also play an important mediating role between childhood trauma and
adverse outcomes in adulthood that are not pathological, such as suicidal behaviour. There is a
paucity of research investigating emotional regulation difficulties in men who engage in suicidal
behaviour.

Interpersonal Difficulties

Research has suggested that adult interpersonal difficulties can arise following childhood trauma.
Sampling 325 outpatients diagnosed with depression and anxiety disorders, Huh et al (2014)
investigated the nature of relationship problems in adults who had experienced adverse childhood
experiences such as abuse and neglect. In their final regression model, researchers found emotional
abuse, emotional neglect and sexual abuse to be significantly associated with general interpersonal
distress and more specific areas of interpersonal problems, such as being domineering/controlling
and intrusive/needy. Research has also implicated interpersonal difficulties in suicidal behaviour. For
example, in a study of 150 patients admitted to hospital following deliberate self-harm Milnes et al
(2002) found that 66% of their sample reported interpersonal and relationship problems upon
admission. These individuals also reported higher levels suicidal intent. In addition, Bancroft et al
(1977) found 70% of self-harm episodes to have been precipitated by interpersonal problems.
Research has found that suicidal behaviour appears to be common in those who are single, divorced,
those who live alone or have a lack of social support (Meltzer et al, 2002). In addition, social
problems appear to also play a part in self-harming behaviour (Hawton et al, 2012). As such, it may
be hypothesized that suicidal behaviour is associated with distress in unresolved interpersonal
problems (Milnes et al, 2002).

Rationale for Proposed Study

As described above, there is preliminary evidence to suggest that both emotion regulation and
interpersonal difficulties are effected by adverse childhood experiences such as trauma. Moreover,
there is some evidence to suggest that they are also associated with suicidal behaviour. There is
currently no research; however, investigating emotion regulation and interpersonal difficulties as
possible mediators in the relationship between trauma and suicidal behaviour, particularly in a male
population. This is surprising given that official statistics indicate that males are at higher risk of
engaging in suicidal behaviour and completing suicide. Moreover, there is a paucity of research
investigating suicidal behaviour in non-clinical populations. The proposed study aims to determine
whether emotion regulation and interpersonal difficulties mediate the relationship between
childhood trauma and subsequent suicidal behaviour in help-seeking men. With the aim of reducing
suicide rates in line with current Governmental policies, it is imperative to further the evidence base
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into suicide in order to better understand the factors that may contribute to suicidal behaviour. The
clinical implications of developing our knowledge in this way is such that with further insight, we
may be able to develop effective prevention and intervention strategies that may contribute to the
reduction of national male suicide rates.

Section 2: Research Questions / Objectives

2.1 What is the principal research question / objective?
IRAS A10

Do emotion regulation and interpersonal difficulties mediate the relationship between childhood
trauma and suicidal behaviour?

2.2 What are the secondary research questions / objectives, if applicable?
Keep these focused and concise, with a maximum of 5 research questions
IRAS A11

Not applicable.

Section 3: Methodology

3.1 Give a full summary of your design and methodology
It should be clear exactly what will happen at each stage of the project
IRAS A13

Study Design. This study will employ a quantitative cohort design. Participants will be invited to
complete a set of four paper or online questionnaires measuring a range of variables.

Ethics. Ethical approval will be sought from the University of Edinburgh, School of Health in Social
Science. The proposed study involves participants whom are out-with of the National Health Service
(NHS), so there is no policy guided or legal requirement for NHS ethical review. All participants will
receive a participant information sheet explaining the purpose of the study. Participants will be told
that their anonymity and confidentiality will be maintained throughout and that they have the right
to withdraw from the study at any time. Written informed consent will be sought prior to their
participation in the study.

Participants. A non-clinical sample of adult males (aged 18 and above) will be drawn from a
community project (the Men’s Suicide, Harm, Awareness, Recovery and Empathy (SHARE) Project) in
Scotland. This age range and gender was selected as recent national statistics indicate that this
population is the most at ‘high-risk’ of suicide (Samaritans Suicide Statistics Report 2016). A non-
clinical sample was chosen as this study aims to gain a greater understanding of suicidal behaviour
amongst the general population, particularly given the paucity in specific research carried out
regarding childhood trauma and suicidal behaviour in adult men in the United Kingdom.

Recruitment. Participants will be recruited to the study using non-probabilistic, purposive sampling
strategy (Patton, 2005). This sampling strategy selects participants based on specific characteristics
and experiences in order to obtain rich data on the subject that is being researched. Participants will
be recruited from the Men’s SHARE Project; a project that supports men at risk of suicidal behaviour.
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Informed Consent. Eligible participants will be approached by the principal research, the Men’s
SHARE project worker (John Murphy) or a citizen’s advice worker (Julie Podet). Participants will be
provided with verbal information and a participant information sheet. This will detail the aims and
rationale for the study, details about their involvement, details about anonymity and confidentiality,
how the results will be disseminated and steps that participants should take should significant
distress arise as part of their participation. It will also highlight that their involvement in the study
will not affect the routine support they receive within the project. Once a participant consents to
being contacted with regards to the study, contact by the principal researcher will be made after at
least 24 hours. At this stage, participants will be given the opportunity to ask questions and be
provided with further information about the study before providing informed written consent and
completing the study’s questionnaires.

Confidentiality. Participation in the study will be anonymous and strictly confidential. However,
confidentiality may be breached should a participant disclose abuse that had not been previously
disclosed and where there are on-going concerns of risk to self or to others. Confidentiality may also
be breached should participants disclose imminent suicidal risk. This will be fully articulated on the
participant information sheet. As such, participants will be made aware of these potential limits to
confidentiality before providing informed consent and participating in the study.

Data management. The length, method and storage of data will be managed in accordance with
recommendations made in the University of Edinburgh’s Research and Data Management Policy
(2011) the Data Protection Act (1998). Measures will be collected, coded and anonymised. Access to
guestionnaires will be limited to the immediate supervisory team and no identifiable data will be
collected or stored e.g. names/addresses. Raw data and a key for identifying the coded data will be
stored in a secure keypad locked office at the University of Edinburgh, to which only the
investigators will have access. The primary responsibility for this data remains with the principal
researcher. Anonymised data used for analysis will be stored on a University of Edinburgh password
protected computer. Data will be analysed by the principal researcher on a University of Edinburgh
password protected computer in a secure locked office within a university building. Raw data will be
disposed in confidential waste within 12 months of its collection. Following completion of the study,
anonymised data will be stored within the University of Edinburgh repository for 10 years, following
which its storage will be reviewed.

Procedure. Participants who have provided informed consent to take part in the study will be given
four questionnaires by the principal researcher, the Men’s SHARE project worker or by the citizen’s
advice worker. It is estimated that participants will spend up to 45 minutes completing the battery of
measures. Participants will have the opportunity for a break if fatigue is deemed to be affecting their
performance. Following completion of the measures, participants will be provided with written and
verbal debriefing.

3.2 List the principal inclusion and exclusion criteria
IRAS A17-1 and IRAS A17-2
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Inclusion criteria:
e Adult males aged over 18
e Have experienced suicidal behaviour in the past.
e Have a good understanding of the English language.

e Provided informed consent to participate.
Exclusion criteria:

e Participants who are deemed to be too emotionally or physically frail to participate as
determined by the principal researcher, the project or citizens advice worker.

e Participants deemed to lack capacity to consent due to mental of physical ill health as
determined by the principal researcher, the project or citizens advice worker.

e Participants who have a known learning disability.

e Unable to understand written or verbal English.

3.3 How will data be collected?
If quantitative, list proposed measures and justify the use of these measures. If qualitative,
explain how data will be collected, giving reasonable detail (don’t just say “by interviews”.)

Data will be collected through four measures as outlined below. Questionnaires will be available on
both paper and online formats (via the Boston Online Survey platform).

1. Childhood Trauma Questionnaire (Bernstein & Fink, 1997)

The Childhood Trauma Questionnaire (CTQ) is a standardised 28-item, retrospective self-report
measure of five different types of childhood maltreatment: emotional abuse, physical abuse, sexual
abuse, emotional neglect and physical neglect. The relevance of statements to one’s childhood
experiences are scored on a five-point Likert scale. Items are summed to generate a total score for
each trauma domain. Score ranges are categorized as follows: none or minimal, low to moderate,
moderate to severe and severe to extreme.

2. The Difficulties in Emotion Regulation Scale (Gratz & Roemer, 2014)

The Difficulties in Emotion Regulation Scale (DERS) is a standardised 36-item self-report,
multidimensional measure of difficulties in emotion regulation. Respondents score how often each
item applies to them according to a five-point Likert. An overall total score is obtained from
summing each subscale score, with higher scores indicating greater problems with emotion
regulation.

3. The Inventory of Interpersonal Problems — 32 Item Version (lIP-32; Horrowitz et al, 2000)

The Inventory of Interpersonal Problems (IIP-32; Horrowitz et al, 2000) is a 32-item, standardised,
self-report measure of an individual’s most salient interpersonal difficulties. The measure is split into
two sections. The first section asks respondents to score how hard they find doing certain things
with people. The second section asks respondents to answer items related to things that they may
do too much. Both sections are scored according to a five-point Likert scale. Iltems are summed to
generate a score on eight interpersonal domains.

4. Suicide Behaviours Questionnaire-Revised (SBQ-R):
The Suicide Behaviours Questionnaire-Revised (SBQ-R; Osman et al, 2001) is a brief 4-item self-
report questionnaire assessing four different dimensions of suicidality. The first assesses lifetime
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suicide ideation; the second assesses the frequency of suicidal ideation over the past year; the third
assesses threat of suicide attempt; the fourth assesses the likelihood of future suicidality. Scores, in
points, are given for each response along each Likert scale, resulting in a total score ranging from 3-
18 with higher scores indicating greater levels of suicidality.

In addition, demographic data will be collected. This will include the following information for each
participant: age, marital status, educational status, and employment history and employment status.

Section 4: Sample Size

4.1 What sample size is needed for the research and how did you determine this?

For quantitative projects, outline the relevant Power calculations and the rationale for
assuming given effect sizes. For qualitative projects, outline your reasoning for assuming
that this sample size will be sufficient to address the study’s aims

IRAS A59 and IRAS A60

Figure 1 depicts the proposed mediation model for the current study (adapted from Fritz & Hayes,

2007):
M1: Emotion
Regulation \
X: Trauma %l]\)/IEdRiSa)tor) Y: Suicidal
(CTQ) Behaviour (BSI)
(Independe (Dependent
nt Variable) Variable)

M2: Interpersonal
Difficulties (IIP)
(Mediator)

Figure 1: hypothesized mediation model: the relationship between trauma (IV) and suicidal
behaviour (DV) via emotion regulation (M1) and interpersonal difficulties (M2) as possible mediating
factors.

Although there is paucity in the research investigating the effects of trauma, emotion regulation and
interpersonal difficulties on suicidal behaviour, some research has looked at the possible direct
effects between these variables. As such, the effect size selected for an a-priori sample size
calculation was based on studies, which reported effect sizes for investigations of correlations
between similar variables. Cohen’s (1992) values for small (0.02), medium (0.15) and large (0.35)
effect sizes were applied and reported:

MEDIATION ANALYSIS 1: Trauma and suicidal behaviour via emotion regulation:
Carvalho et al (2014):
Association between emotion abuse and emotion dysregulation: r=0.33 (medium)
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Association between emotion neglect and emotion dysregulation: r-0.45 (large)
Kim & Cicchetti (2010):

Neglect and emotion regulation: r=-0.20 (medium)

Physical abuse and emotion regulation: r=-0.17 (medium)
Sexual abuse and emotion regulation: r=-0.12 (small)

Bradley et al (2011):

Childhood trauma and emotion dysregulation: r=0.25 (medium)
Emotion dysregulation and suicidal behaviour: r=0.16 (medium)
Spokas et al (2009):

Sexual abuse and suicidal behaviour (males): r=0.14 (small)
Sexual abuse and suicidal behaviour (females): r=0.13 (small)
Pisani et al (2013):

Lack of emotion clarity and suicide attempt: r=0.26 (medium)

MEDIATION ANALYSIS 2: Trauma and suicidal behaviour via interpersonal difficulties:
Maguire et al (2008):

Trauma and interpersonal difficulties: r=0.18 (medium)

Huh et al (2014):

Emotion abuse and interpersonal difficulties: r=0.10 (small)

Emotion neglect and interpersonal difficulties: r=0.18 (medium)
Sexual abuse and interpersonal difficulties: r=0.13 (small)

Stain et al (2014):

Interpersonal trauma and social functioning: r=0.13 (small)
Stepp et al (2008):

Lack of sociability and suicidal behaviour: r=0.58 (large).

As noted above, previous research appears to suggest a medium effect size for the effect of X on M1
and a medium effect size for the direct effect of M1 on Y. Adopting a medium-medium effect size for
the first proposed mediation model (trauma and suicidal behaviour via emotion regulation), Fritz
and MacKinnon (2007) postulate that a minimum of 71 participants is needed to achieve 0.8 power
when using a bias-corrected bootstrapping statistical test for the first mediation analysis (M1).
Previous research appears to suggest a small to medium effect size for the direct effect of X on M2
and a large effect size for the direct effect of M2 on Y. Adopting a medium-large effect size for the
second proposed mediation model (trauma and suicidal behaviour via interpersonal difficulties),
Fritz and MacKinnon (2007) postulate that a minimum of 53 participants is needed to achieve 0.8
power when using a bias-corrected bootstrapping statistical test for the second mediation analysis
(M2). It must be noted that the majority of extant research using the variables of trauma, emotion
regulation and interpersonal difficulties are specific to psychopathology e.g. depression, psychosis,
borderline personality. As such, estimated effect sizes postulated above may not be generalisable to
the current study. It may be more helpful to adopt a small-medium effect size for M2 mediation
analysis, as this may be more conservative. With this in mind, Fritz and MacKinnon (2007) estimates
that a minimum sample size of 71 participants is needed to achieve 0.8 power with bootstrapping
methods.

In another vein, to identify the effects of trauma, emotion regulation and interpersonal difficulties
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on suicidal behaviour in a population of help-seeking men, an estimated effect size of 0.3
(considered medium with multiple regression analysis; Cohen, 1992) could also be selected. A
medium effect size is considered conservative in investigating the relationship between trauma and
suicidal behaviour via emotion regulation and interpersonal difficulties as mediating factors. A
sample size for three predictors (trauma, emotion dysregulation and interpersonal difficulties) with a
medium effect size using a multivariate regression analysis was calculated with an alpha level of 0.05
(Cohen, 1992) and statistical power of 0.8 (Cohen, 1992; Tabachnick & Fidell, 2001) was calculated.
An online calculator (Soper, 2012) using the above parameters resulted in a minimum of 76
participants needed to achieve power for the proposed study.

With these two power calculations in mind, it is decided that a minimum of 76 participants will be
required for this study in order to ensure that power is met for both methods of sample size
calculation as described above. The bias-corrected bootstrap test of mediation will be used to
analyze the relationship between trauma, suicidal behaviour and the two proposed mediators;
emotion regulation and interpersonal difficulties.

4.2 Outline reasons for your confidence in being able to achieve a sample of at least this
size

Give details of size of known available sample(s), percentage of this type of sample that
typically participate in such studies, opinions of relevant individuals working in that area

The principal researcher is on the steering group committee for the project and has a good
professional relationship with the Men’s SHARE Project Worker (John Murphy). Based on his
reflections on having worked with the target population over several years, John Murphy has
anecdotally confirmed that the majority of the men who use the service meet the study’s inclusion
criteria. Of note, a total of 248 men have thus far participated in the project. More objectively, John
Murphy also monitors monthly referral data. Over the period 1* April 2015 to 31* March 2016, the
project received 67 new referrals, a 26.41% increase on the previous year (6 new referrals a month).
The regular support groups continue to be well attended and over the same time period as above,
an increase of 18.4% on the previous year was found in the total number of contacts through group
work. These figures demonstrate that there are, thus far, 248 men who may be eligible to take part.
As per the referral data above, between time of writing and the end of data collection (i.e.
September 2016 — March 2017) a further estimated 42 men might be referred into the project
(therefore equalling a total of 290 men who may be eligible to participate). As such, it is anticipated
that any difficulties in recruiting the anticipated sample size of 76 participants (as posited in section
4.1 above) will be minimal.

Section 5: Analysis

5.1 Describe the methods of analysis (statistical or other appropriate methods, e.g. for
qualitative methods) by which the data will be evaluated to meet the study objectives
IRAS A62

Descriptive statistics will be employed to describe the demographics of the sample in relation to
each of the main variables (trauma, emotion regulation, interpersonal difficulties and suicidal
behaviour). To assess the relationships between variables, Pearson’s correlation coefficient will be
used. The relationship between (childhood) trauma and suicidal behaviour will be of particular
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interest.

To address the primary research question (do emotion regulation and interpersonal difficulties
mediate the relationship between trauma and suicidal behaviour) bias-corrected bootstrapping
methods (Preacher & Hayes, 2008) for multiple mediation analysis will be used. This method was
selected as it does not assume data to be normally distributed and therefore controls for skews in
the data. In addition, the method controls well for Type 1 error (Hayes, 2009). Specific indirect
effects of X on Y through M1 and X on Y through M2 will be analysed — pair-wise comparisons will be
examined.

Section 6: Project Management / Timetable

6.1 Outline a timetable for completion of key stages of the project
E.g. ethics submission, start and end of data collection, data analysis, completion of
systematic review

Project Management Deadlines:

30™ September 2016: submit draft thesis proposal to Dr. Taylor

7™ October 2016: receive feedback from Dr. Taylor

14™ October 2016: submit thesis proposal to the University of Edinburgh for review

27" October 2016: submit Small Scale Research Project (SSRP)

4™ November 2016: receive feedback and approval of thesis proposal from the University of
Edinburgh.

11™ November 2016: submit ethics application to the University of Edinburgh.

30" November 2016: completion of systematic review

9" December 2016: receive feedback (and approval) from the Department of Clinical and Health
Psychology Ethics Research Panel.

16" December 2016: if required, re-submit amended ethics application to the University of
Edinburgh.

30" December 2016: receive approval from the Department of Clinical and Health Psychology Ethics
Research Panel.

2" January 2017: start of data collection

31° March 2017: end of data collection

January-March 2017: thesis write up, preliminary data analysis and submit draft chapters to Dr.
Taylor

March-April 2017: completion of data analysis and thesis write-up.

1* May 2017: submit completed thesis.

Section 7: Management of Risks to Project

7.1 Summarise the main potential risks to your study, the perceived likelihood of
occurrence of these risks and any steps you will or have taken to reduce these risks.
Outline how you will respond to identified risks if they should occur

1. Completing the CTQ causes potential distress

When completing questionnaires pertaining to historical traumatic experiences, there is the
potential of causing distress to participants. The perceived likelihood of the risk of this is low, as the
CTQ has routinely been used in research and clinical practice. To safeguard against this potential risk,
participants will receive a participant information sheet outlining the rationale for the study and
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study procedures. Participants will therefore be primed about their requirement to answer
guestions pertaining to their trauma histories before even participating in the study. Informed
consent will be required and participants will be told that they have the right to withdraw from the
study at any time. In advance of their participation, individuals will be discussed with the project
worker and any deemed too emotionally or physically frail to take part would be excluded. The
principal researcher, project and citizen advice workers will sign-post distressed participants to
voluntary agencies such as Health in Mind and the Scottish Association for Mental Health (SAMH).
All participants will be provided with the contact details for local crisis teams. In addition,
participants will be given the contact details for a person independent from the study that they will
be able to contact should they be unhappy with any aspect of the study. These contact details will be
fully outlined in the debrief sheet.

2. Completing the SBQ-R increases risk of suicidal behaviour

It is possible that completing questionnaires pertaining to past and current suicidal behaviour
increases participants’ level of risk to themselves by increasing subsequent suicidal behaviour.
Research, however, states the opposite and to date, there is no evidence to support the claim that
asking participants to complete questionnaires pertaining to past or current suicidal behaviour
increases the likelihood of them becoming suicidal. No adverse effects were noted in previous
research using the SBQ-R. Completion of the questionnaire would be conducted in a private room
with either the principal researcher or the project or citizen’s advice workers. The principal
researcher has received training for managing distress and suicidal risk (STORM — Suicide Prevention
and Self-harm Mitigation Training). As such, in the unlikely event of immediate risk arising,
experienced professionals will be present who will be able to manage risk and safeguard participants
accordingly. Having completed the questionnaires, participants will receive both verbal and written
debriefing, which will act as an opportunity for participants to discuss any adverse effects that may
have arisen through their participation in the study. As noted above, all participants will be provided
with the contact details for local crisis teams at the end of their participation.

3. Disclosure of trauma

It is possible that participants will disclose abuse experiences for the first time. To address this risk,
the principal researcher will clearly state, both as part of participant information sheet and verbally
prior to interviews that if there are concerns relating to this which arise during the course of their
participation (such as any on-going risk concerns to self/others), she would be under obligation to
pass these details onto relevant parties (i.e. social work and police). The limits to confidentiality in
this respect will be detailed in the participant information sheet. The debriefing sheet will outline
the steps to take and available supports in the event that a participant discloses traumatic
experiences, should they wish to discuss these further.

4. Sample Size

There is the potential that there will be difficulty recruiting an adequate number of participants to
achieve power. The perceived likelihood of this risk is low. Recruitment plans are in place such that
existing Men’s SHARE service users who are eligible to take part will be offered participation in the
study. In addition, any new referrals to the Men’s SHARE project, as identified by the Citizen’s Advice
Bureau (the largest referrer), will be offered the opportunity to participate in the study. Section 4.2
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contains detailed information pertaining to monthly referrals. Recruitment will be monitored on a
weekly basis to forestall any difficulties with obtaining sufficient power.

Section 8: Knowledge Exchange

8.1 How do you intend to report and disseminate the results of the study?
IRAS A51

The research project will be submitted in full as part of course requirements for the Doctorate in
Clinical Psychology at the University of Edinburgh. It is hoped that both the systematic review and
the journal article (which combine to form the completed thesis) will be published in relevant peer
reviewed journals e.g. ‘Journal of Traumatic Stress’ or ‘Crisis: the Journal of Crisis Intervention and
Suicide Prevention’ in order to add to the evidence base. In developing the field’s knowledge about
the possible mediators of suicidal behaviour, research findings may inform Scottish Government
policy documents regarding suicidal behaviour in men. It is also hoped that upon thesis completion,
research findings will be disseminated (e.g. by poster presentation) across Psychology conference
platforms e.g. UK Psychological Trauma Service (UKPTS) conferences. The final report and/or
accessible research summaries will be made available to all individuals who participated in the study.
Moreover, the principal researcher will provide a summary of findings to the Men’s SHARE steering
group. There is the potential for findings to inform the future support and the psychosocial
interventions delivered through the project.

8.2 What are the anticipated benefits or implications of the project?
E.g. If this is an NHS project, in what way(s) is the project intended to benefit the NHS?

The Mental Health Strategy for Scotland 2012-2015 notes that the links between trauma and
psychological difficulties are complex. Despite its prevalence, the effects of childhood trauma are
under researched, particularly in males. This research project will add to the understanding of the
relationship between childhood trauma and suicidal behaviour in help-seeking males.

8.3 Are the any potential costs for the project?

Outline any potential financial costs to the project, including the justification for the costs
(why are these necessary for the research project?) and how funding will be obtained for
these costs (how will they be met?) Please separate these into potential costs for the
University and potential costs for your NHS Board and note that you should ask your NHS
Board to meet stationery, printing, postage and travel costs.

The University of Edinburgh has a license for the CTQ so an application will be made for the
University to cover the cost of this questionnaire. The School of Health in Social Science will cover
printing costs (e.g. photocopies of questionnaires). The principal researcher will cover travel costs.

Section 9: Any Other Relevant Information

Not applicable.
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“l confirm that both my Academic and Clinical Supervisors have seen and approved this
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Appendix 1

Main Academic Supervisor’s Appraisal of Project Risk

Supervisor’s Name

Emily Taylor

Date

26/9/16

Do you consider that the project should proceed in broadly its current form?
Delete as appropriate

Yes, subject to the revisions

N
outlined below °

Yes

Outline the reasons for the above response
Highlight any areas of risk to the completion of the project that have not been fully
addressed within the proposal and any steps that could be taken to reduce risks

The theoretical basis for the research project is sound and the project is politically and
socially relevant. The methodology is straightforward and the principal risk identified was
the recruitment. The student has tested the recruitment pathway thoroughly and is
confident that the project managers, who have previously expressed a desire to collaborate
on further research, are confident of being able to reach the required sample size as an
absolute minimum. The student’s pre-existing relationship means she can judge the
likelihood of the service managers delivering on this commitment.
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Appendix 2

Clinical Thesis Supervisor’s Appraisal of Project Risk

Supervisor’s Name

Position

Date

Do you consider that the project should proceed in broadly its current form?

Delete as appropriate

Yes

Yes, subject to the revisions
outlined below

No

Outline the reasons for the above response
Highlight any areas of risk to the completion of the project that have not been fully
addressed within the proposal and any steps that could be taken to reduce risks
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Appendix 5: University of Edinburgh ethical approval

ScHooL of HEALTH IN SOCIAL SCIENCE
CLINICAL AND HEALTH PSYCHOLOGY

The University of Edinburgh
Medical School

Charlotte Lemaigre

Doorway 6, Teviot Place

Trainee Clinical Psychologist Edinburgh EH8 9AG
School qf Healthlln Social Science Telephone 0131 651 3969
University of Edinburgh Fax 0131 650 3891

24 November 2016

Dear Charlotte,

Application for Level 2 Approval

Reference: CLIN327

Project Title: Do emotional regulation and interpersonal difficulties
mediate the relationship between childhood trauma and
suicidal behaviour in help-seeking men?

Academic Supervisor: Emily Taylor

Thank you for submitting the above research project for review by the
Department of Clinical and Health Psychology Ethics Research Panel. I can
confirm that the submission has been independently reviewed and was

approved on the 11th November 2016.

Should there be any change to the research protocol it is important that you
alert us to this as this may necessitate further review.

Yours sincerely,

Kirsty Gardner

Administrative Secretary
Clinical Psychology
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Appendix 6: Participant Information Sheet

Study Title: Suicidality and Trauma in Men.

We are inviting you to take part in a research project being conducted by The
University of Edinburgh. Before you decide if you would like to take part it is
important for you to understand why the research is being done and what it will
involve. Please take time to read the following information carefully. If you are
interested in taking part there will be an opportunity to discuss the research further
before you make your final decision.

What is the purpose of the study?

We are investigating the childhood experiences of adult men who have experienced
suicidal thoughts or behaviours. The study explores how childhood trauma (e.g.
physical abuse) might relate to suicidal behaviour in adulthood. Increasing our
understanding of what influences male suicidal behaviour will help us improve the
mental health of men with suicidal behaviour in Scotland.

Why have | been asked to take part?

We are inviting all men who have experienced suicidal feelings to participate in this
study. Sharing your experience will help us provide better support in the future.

Do | have to take part?

No, it is up to you to decide whether or not to take part. If you decide to take part will
be asked to sign a consent form. If you decide to take part you are still free to
withdraw at any point up the end of your participation and without giving a reason.

What do | have to do?

If you decide you are interested in taking part, please contact the researcher,
Charlotte Lemaigre, John Murphy or Julie Podet. Charlotte will arrange a time to
meet with you. At this meeting you will be able to ask further questions about the
study and make your final decision as to whether to be involved. If you choose to be
involved, you will be asked to provide consent, complete a questionnaire about
yourself and complete four questionnaires. If you would like support in completing
these, Charlotte Lemaigre, John Murphy and Julie Podet can offer you assistance.
Altogether the questionnaires will take no more than 45 minutes to complete.

What are the possible disadvantages of taking part?

The questionnaires will ask about experiences that may have been distressing. If you
need help, the research team will be on hand to talk to and they may signpost you to
the appropriate supports that are available.

Will my taking part in the study be kept confidential?

Yes. Your participation in this study will be kept anonymous. This means that no
identifying personal details will be collected. Those who read the final report will not
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have any way of identifying that you took part. Only the principal researcher will have
access to your questionnaires.

The information that is collected throughout the study will be kept confidential and
there are strict laws that safeguard your privacy and anonymity. The only exception
to this would be if you told the research team that you were at significant and
imminent risk of suicide. In this case, the research team would have a duty of care to
share this information with other professionals, such as with your GP or with the
Police. We would tell you before doing this if possible.

How will my data be stored?

Your consent forms and questionnaires will be kept in a locked cabinet at the
University of Edinburgh, to which only the researchers will have access. At the end of
the study, the University of Edinburgh will store anonymous data electronically. It will
not be possible to link you to this data in any way. Personal data will be shredded
and disposed of within 12 months of its collection. At the end of the study,
anonymous data will be stored for 10 years, after which its use will be reviewed.

What will happen to the results of the research study?

The study will be written up as a Clinical Psychology doctoral thesis and will be
available electronically and manually through the University of Edinburgh library. The
final results may also be shared through conferences and peer reviewed scientific
journals. Your identity will not be included in any publication. We are happy to
provide you with a summary of the results of the study.

Who has reviewed the study?

Before it is given permission to go ahead, every research study is looked at by an
independent group of people, called a Research Ethics Committee. A favorable
ethical opinion has been obtained from The University of Edinburgh. In addition, the
researcher's academic supervisor (Dr. Emily Taylor) has reviewed the study
proposal.

Contact Details

Charlotte Lemaigre Dr. Emily Taylor
Trainee Clinical Psychologist & | Lecturer in Clinical Psychology &
Principal Researcher Academic Supervisor

Telephone: 0131 663 1616
Email:_c.lemaigre@sms.ed.ac.uk

Telephone: 0131 650 3892
E-mail: Emily.Taylor@ed.ac.uk

John Murphy Julie Podet

Project Worker Citizen’s Advice Worker

Telephone: 0131 663 1616 Telephone: 0131 660 1636

Email: Email:
john.murphy@orchardcentreservices.orq.uk Julie.podet@dalkeithcab.casonline.org.uk
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I would like to take part!

If you have any further questions about the study or if you would like to express
interest in taking part, please get in touch with Charlotte using the contact details
above.

If you have any concerns about any aspect of this study, please contact Charlotte or
Emily. If you would like to discuss this study with someone independent of the
interview process please contact Dr. Helen Griffiths, Senior Teaching Fellow at the
University of Edinburgh by email: helen.qgriffiths@ed.ac.uk

If you need to make a complaint, please contact Professor Charlotte Clarke by email:
charlotte.clark@ed.ac.uk
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Appendix 7: Participant Consent Form

Study Title: Suicidality and Trauma in Men.

Thank you for reading the information about the study. If you would like to take part,
please read and sign this form.

Participant No: .................. Please initial box

1. | confirm that | have read and understood the Participant
Information Sheet Version 2 for the above study and have had the
opportunity to consider the information, ask questions and have
these answered by the research team.

2. | understand that my participation is voluntary and that | am free to
withdraw at any time up until the end of my participation without
giving reason.

3. | understand that the information about me will be kept strictly
confidential unless | disclose imminent suicide risk.

4. If | disclose imminent suicide risk, | understand that the research
team has a duty of care and may need to pass on my details to
relevant parties i.e. GP or Police.

5. | understand that anonymised data will be used in journal articles
and other published work. | will not be identifiable in these works.

6. | agree to take part in the above study.

7. 1 wish to receive a summary of the results of this research when they are published.
Please circle: YES / NO

If YES please provide your email address:

Name of participant Signature Date

Name of person taking consent Signature Date

Thank you for agreeing to participate in this research.
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Appendix 8: Participant Debrief Sheet

Study Title: Suicidality and Trauma in Men.

Thank you very much for spending the time to help with this research project. The
information gathered from this study will help us better understand the factors that
influence suicidal behaviour. This may help shape new ways of supporting recovery
and promoting better mental health for suicidal men in Scotland.

The topics covered by this study can be difficult to talk or think about. If taking part in
this study causes you distress, either now or in the future, we encourage you to
access the supports that are available to you such as your GP.

Here are some telephone numbers you may find helpful:

Emergency Services — 999

NHS 24 - 111

Samaritans - 116 123 (www.samaritans.org)

Breathing Space Helpline - 0800 83 85 87 (www.breathingspace.scot)
Midlothian Early Intervention Crisis Response Service - 0131 663 5533

If you answered yes to any of the questions asking about current suicidal or self-
harm intentions, please speak to a member of staff as soon as possible so that you
can get the right kind of support. This questionnaire is anonymous so we cannot let
staff know if you are currently suicidal.

If you have any questions about the study, please contact:

The principal researcher: Charlotte Lemaigre - c.lemaigre@sms.ed.ac.uk

The study supervisors: Dr. Emily Taylor (Lecturer in Clinical Psychology)
emily.taylor@ed.ac.uk
Dr. Claire Fyvie (Clinical Psychologist)
claire.fyvie@nhslothian.scot.nhs.uk

If you have any concerns or complaints about the study and would like to speak to
someone independently of the project please contact in the following order:

Dr. Helen Griffiths (Lecturer in Clinical Psychology): helen.griffiths@ed.ac.uk

Head of School of Health in Social Science: charlotte.clarke@ed.ac.uk

In order to develop ways of supporting men who experience suicidal behaviour, it is
important to firstly understand how this process is experienced. It is also important to
understand the factors that may contribute to males developing thoughts of suicide.
Your participation is helping us develop our knowledge of male suicidal behaviour in
Scotland.

Thank you very much for your involvement in the study.
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Appendix 9: Author submission guidelines for Archives of Suicide Research.

“Instructions for authors

Thank you for choosing to submit your paper to us. These instructions will ensure we
have everything required so your paper can move through peer review, production
and publication smoothly. Please take the time to read and follow them as closely as
possible, as doing so will ensure your paper matches the journal’s requirements. For
general guidance on the publication process at Taylor & Francis please visit

our Author Services website.

This journal uses ScholarOne Manuscripts (previously Manuscript Central) to peer
review manuscript submissions. Please read the guide for ScholarOne

authors before making a submission. Complete guidelines for preparing and
submitting your manuscript to this journal are provided below.

Please note that Archives of Suicide Research uses CrossCheck™ software to
screen papers for unoriginal material. By submitting your paper to Archives of
Suicide Research you are agreeing to any necessary originality checks your paper
may have to undergo during the peer review and production processes.

Archives of Suicide Research , the official journal of the International Academy for
Suicide Research, is an international journal in the field devoted to suicide research.
The contributions in Archives represent the breadth of suicide erudition in the
scientific community featuring original research from diverse disciplines including
biology, psychiatry, psychology, and sociology. The journal has become renowned
for reporting on the most current and relevant aspects of suicide research, as well as
defining the foundations of the field.

Archives of Suicide Research receives all manuscript submissions electronically
via its ScholarOne Manuscripts site located at: http://mc.manuscriptcentral.com/usui.
ScholarOne Manuscripts allows for rapid submission of original and revised
manuscripts, as well as facilitating the review process and internal communication
between authors, editors and reviewers via a web-based platform. ScholarOne
Manuscripts technical support can be accessed

via http://scholarone.com/services/support/. If you have any other requests please
contact the journal’s editorial office at archives@nyspi.columbia.edu

Review Process. The Journal Editor and Editorial Staff determine whether the
subject matter and content of the manuscripts submitted are pertinent to ASR. The
manuscript will be sent out for peer review if it is found to be relevant and important.
All reviewers remain anonymous. Authors will be informed of the Editor’s decision
regarding their manuscript’s status of publication when the review process ends.

Publishing Ethics. The International Academy for Suicide Research and Taylor &
Francis Group are committed to the highest academic, professional, legal, and
ethical standards in publishing work in this journal. To this end, we have adopted

a set of guidelines, to which all submitting authors are expected to adhere, to assure
integrity and ethical publishing for authors, reviewers, and editors.

Taylor & Francis is a member of the Committee of Publications Ethics (COPE).

COPE aims to provide a forum for publishers and editors of scientific journals to
discuss issues relating to the integrity of their work, including conflicts of interest,
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falsification and fabrication of data, plagiarism, unethical experimentation, inadequate
subject consent, and authorship disputes. For more information on COPE please
visit http://publicationethics.org.

Manuscript Organization. Cover Letter. A cover letter must be included indicating
that the material is intended for publication and that all the authors have agreed to
the content and submission of the manuscript. Title page: The title page should
include the following:

- Title of the manuscript: Authors should also supply a shortened version of the title
suitable for the running head, not exceeding 50 characters and spaces.

- Total word count

-Up to 6 keywords (Please consult our guidance on keywords here.)

- Complete contact information: this includes the corresponding author’s full name,
title, telephone number, fax number, and e-mail address.

Disclosures and Acknowledgments: authors are required to disclose of all forms of
support, including financial support or involvement in their cover letter.
Pharmaceutical company and grant support, as well as any other supportive agency,
grant number or contract, and acknowledgments of individuals should all be included
here.

Abstract: Each article should be summarized in an abstract of no more that 120
words. Abstract should be separated into Objectives, Methods, Results, Conclusion.
Avoid abbreviations, diagrams, and reference to the text.

Text: The contents of the text should adhere to the general structure of scientific
papers: introduction, method, results, and discussion. If applicable, it should be made
clear in the methods section that informed consent was obtained from subjects who
participated in the study.

Tables and Figures: Tables and figures should be numbered and included as
separate sheets or files. Tables and figures should not be embedded in the text. A
short descriptive title should appear above each table with a clear legend and any
footnotes suitably identified below. All units must be included. Figures should be
completely labeled, taking into account necessary size reduction. Captions should be
typed, double-spaced, on a separate sheet.

References: References should be listed on separate pages following the text. They
should be listed alphabetically by first author and should not be numbered. Be sure
all references have been cited in the text. Provide the last names and first initials of
maximum three authors; “et al.” should be used for articles containing more than
three authors. Journal names should not be abbreviated. Italicize journal names and
book titles. Article references should include the author names, year of publication,
title of the article, complete name of the journal, the volume and the page numbers in
which the article appears.

Proofs: One set of page proofs is sent to the designated author. Proofs should be
checked and returned within 48 hours.

Off prints and Complimentary Copies: The corresponding author of each article
will receive up to 3 complimentary issues. Off prints of the article and additional
issues may be ordered from Taylor & Francis by using the link to the order form
included with the page proofs. Authors for whom we receive a valid e-mail address
will be provided an opportunity to purchase reprints of individual articles, or copies of
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the complete print issue. These authors will also be given complimentary access to
their final article on Taylor & Francis Online.

Permissions: Authors are responsible for obtaining permission to reproduce
copyrighted material from other sources.

Open Access: Taylor & Francis Open Select provides authors or their research
sponsors and funders with the option of paying a publishing fee and thereby making
an article fully and permanently available for free online access — open access —
immediately on publication to anyone, anywhere, at any time. This option is made
available once an article has been accepted in peer review. Full details of our Open
Access program.” (“Taylor & Francis Online; Archives of Suicide Research,
Instructions for authors”, 2017).
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