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Abstract 

 

Childhood maltreatment is a pervasive problem, with severe developmental 

consequences across multiple domains. A growing body of empirical evidence indicates 

that there are critical periods in childhood during which the experience of maltreatment 

has a profound impact on the developing brain. The developing brain drives cognitive, 

emotional, social, and psychological development and functioning; thus, understanding 

the relationship among environmental interactions and the subsequent impact on 

childhood neurodevelopment can provide insights into how the maltreated child self-

regulates social  and emotional experiences (such as attachment and interpersonal 

relationships) and processes information (such as auditory verbal information within 

social and therapeutic relationships). Those insights can inform the design of more 

effective treatment approaches for maltreated children that promise to more effectively 

reduce the long-term impact of the multiple developmental sequelae associated with 

maltreatment. 

This dissertation investigates the interface between childhood relational 

maltreatment, attachment, and cognitive processing, specifically; auditory and language 

processing. A sample of 117 incarcerated male adolescents, mean age of 17, from a 

Midwestern detention center participated in a survey study. The central hypothesis of this 

study was that attachment acts as a mediator between early relational maltreatment and 

later deficits in cognitive processing, deficits which then have negative consequences to 

the social and emotional functioning.  
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A Structure Equation Modeling strategy was utilized to examine the role of 

attachment and cognitive processing deficits in child relational maltreatment. A 

significant relation was revealed between attachment on auditory processing as well as 

internalizing and externalizing behaviors including withdrawal, anxiety, social problems, 

and aggression.  However, when attachment was held constant, the relation between child 

relational maltreatment and auditory processing became significant in its influence on 

withdrawal, anxiety, social problems and aggression indicating support for a partially 

mediated model. The current study supports the need for multi-model intervention 

approach when working with maltreated children and youth. 
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Chapter 1: Introduction 

Research has begun to examine the associations between childhood maltreatment, 

attachment, and disability in children. Current literature indicates that children with 

disabilities are more likely to be maltreated (Sullivan & Knutson, 2000). However, the 

notion that children who are maltreated subsequently manifest learning disabilities or 

cognitive-processing deficits also is garnering increased attention (Schore, 2000, 2002; 

Teicher, 2002; Teicher et al., 1997). 

Recent empirical evidence indicates that there are critical periods in childhood 

during which the experience of maltreatment has a profound impact on the developing 

brain. The brain drives cognitive, emotional, social, and psychological functioning; thus, 

understanding the relationship among environmental interactions and the subsequent 

impact on childhood neurodevelopment can provide insights into how the maltreated 

child self-regulates interpersonal and emotional experiences (such as attachment) and 

processes information (see, e.g., Perry, Pollard, Blakely, Baker, & Vigilante, 1995). 

A central and historical aim of the field of social work is to provide interventions 

that address the sequelae of child maltreatment. However, a great deal remains to be 

learned with respect to the impact that traumatic experiences, such as maltreatment, can 

have on the neurological development and the subsequent cognitive and emotional 

functioning of a child. This research study aims to inform the development of more 

effective interventions focused on redirecting the negative developmental trajectories that 

so often occur as a result of child maltreatment.  Utilizing a clinical sample of adjudicated 
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male adolescents who have experienced various forms of childhood maltreatment, I will 

demonstrate that relational maltreatment during childhood impacts cognitive functioning; 

specifically, auditory and language processing. I will further demonstrate that this impact 

is mediated by the deleterious consequences of insecure attachment. These findings will 

be integrated with past and current discourse on the dynamics of childhood maltreatment 

and attachment, culminating in the discussion of a need for more effective treatments the 

form of structured, multimodal intervention strategies. 

In the many years I worked as a speech pathologist and social worker with high-

risk children and youth, most of who came with substantiated maltreatment histories, it 

struck me again and again that there were times when the majority of these kids, ”just 

didn’t get it”. What I mean by this is that it became evident that when these children and 

youth became upset or emotionally aroused or triggered by a perceived threat (most often 

during an interpersonal exchange), their ability to process verbal information became 

significantly compromised – yet when calm or removed from the source of distress, were 

able to follow complex verbal directives. Why was that?  What role did emotional arousal 

and interpersonal relationships play in the ability or the inability to process information? 

And even more importantly, if these youth were demonstrating areas of deficit in 

auditory/language processing, might we need to reevaluate the heavily language laden 

treatment that defines current service delivery? 

Anecdotal examples abound but one theme that is recurrent in the juvenile 

detention occurs when youth become upset or distressed and as a result of being given 

“consequences” for acting out. Not usually knowing what upset the youth, a staff will 
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generally intervene hoping to calm the situation by appealing to the youth’s ability to 

self-regulate. And the scenario usually goes something like this: 

Staff:  “Hey Brandon, it looks like you’re upset. Lets see if we can work 
this out…” 

Youth: “Man, get out of my face or I’ll…” 

Staff:  “ You need to calm down man and get it together. You can do this.” 

Youth:  “ @#$@#$@#$!!!” 

Staff:  “I’m telling you man, you are not in compliance and if you don’t 
get it together there will be a consequence. You need to act respectfully.” 

Youth:  “@#$%^@#$%^&@#$%^&@#$%^&!!!” 

Staff:  “Calm down!!! NOW!!!” 

 

You get the picture. More verbalization on the part of the staff yields an 

escalation in behavior. At this juncture the youth is often restrained and taken to a “Life 

Safety Unit” where he is effectively given a time-out. When interviewed a half hour to an 

hour later, this same youth is usually able to look back at he series of events leading to 

the restraint and while not able to identify the “trigger”, is often able to verbalize the 

behavioral plan that he should have implemented based on therapeutic relapse prevention 

models discussed during his treatment. When asked why he didn’t follow his plan, the 

answer is usually, “I don’t know.  I didn’t understand what he was saying and I was 

mad!” 

Subsequently, when advising the staff that this youth has auditory and/or language 

processing deficits and doesn’t understand what is being said when he is upset, I was told 

that I was mistaken because “That youth can hear. I’ve opened a piece of candy and he 
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can be sitting a whole classroom away from me and he’ll turn around when he hears that 

paper crackle and ask for a piece. Don’t tell me he can’t hear!”  

Discerning the ability to process and make sense of incoming verbal information 

is very different from hearing acuity or the ability to perceive sound. 

Clearly these children and youth were demonstrating a pronounced inability to 

cognitively process in anxiety producing situations and conversely appeared more able to 

process information in calmer states. While ethically I could not evoke a high arousal 

situation to test my hypotheses, I began to investigate the relation between the history of 

early child maltreatment and cognitive processing through the “Cognition and Disabilities 

Project” initiated in 2005.  

This dissertation will first examine the incidence, prevalence, and known 

consequences of child maltreatment in the United States. Next, the, current state of 

intervention service delivery for maltreated children, and the impact of child 

maltreatment on attachment will be reviewed. We will then synthesize and integrate this 

review to inform an evolving perspective on child maltreatment and its effects on 

attachment processes and interpersonal functioning.  This synthesis will incorporate a 

neurobiological perspective, examining more closely the mechanism by which the 

sequelae of child maltreatment impacts cognitive-processing abilities related to 

behavioral, social, psychological, and academic functioning. Current research methods 

and findings will be reviewed, and discussed as they stand to inform the development of 

more effective intervention models for children who have experienced child 

maltreatment. 



 

5 

 

Chapter 2: Incidence and Prevalence of Child Maltreatment 

Background 

The evolution of public policy and intervention programming related to the 

maltreatment of children, in the form of physical, sexual, psychological abuse and/or 

neglect, is commensurate with our awareness of the causes and consequences of such 

maltreatment. The illumination of trends and patterns can provide invaluable insights into 

the compositional and contextual factors that can lead to or result from child 

maltreatment (Chaffin, Kelleher, & Hollenberg, 1996). Thus, having accurate estimates 

of the incidence and prevalence of child maltreatment can help us to lay the foundation 

upon which our understanding of these phenomena are built, and subsequently, can 

increase the efficacy of our treatment delivery. 

The federal government’s formal recognition of child abuse and neglect as a 

national problem began in 1935, when public welfare services “for the protection and 

care of the homeless, of dependent and neglected children and children in danger of 

becoming delinquents” were first funded by the Social Security Act (Kadushin, 1978, p. 

5). In the mid-1960s, state laws began to require the reporting of suspected cases of child 

abuse and neglect, and by 1967 all states had mandatory child abuse reporting laws 

(Sedlak, 2001). 

As awareness of the magnitude of the problem of child maltreatment grew, public 

concern spurred Senate subcommittee hearings on the subject. These hearings culminated 

in the passage of the Child Abuse Prevention and Treatment Act (CAPTA) in 1974. Upon 
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completion of a feasibility study in 1975, CAPTA led to formation of the National Center 

on Child Abuse and Neglect, which was responsible for conducting the first study 

designed to ascertain national rates of child abuse and neglect: the National Incidence 

Study. That study explored the number of cases of child abuse that occurred in a defined 

child population within a given year, yielding data related to frequency, severity and 

distribution of child maltreatment. These data provided a baseline from which subsequent 

national incidence studies could monitor the increase, decrease and changes in national 

patterns of child maltreatment cases. Two subsequent incidence studies have been 

conducted, the most recent of which was published in 1988 (U.S. Children’s Bureau, 

2001). 

Ards and Harrel (1993) released a secondary analysis of the National Incidence 

Surveys since CAPTA, citing that the number of children reported to Child Protective 

Services rose steadily from 1974 to 1993. This statistic was substantiated by the 2000 

annual report from the National Child Abuse and Neglect Data System and by the 

national incidence studies, which also reported an increase of 149% in child 

maltreatment, as defined by the Harm Standard, during the same time period (National 

Clearinghouse on Child Abuse and Neglect, 2003). Under the Harm Standard, identified 

children are considered maltreated only if they have previously experienced some form of 

abuse or neglect. The significant rise in reporting has been attributed to increased public 

awareness about the reporting process due to education, media exposure, and a refined 

reporting system; more effective intake, assessment, and data entry; and changing 

standards and definitions of abuse across disciplines and across time (Tzeng, Jackson, & 

Karlson, 1991; Wang & Daro, 1997). 
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According to the U.S. Department of Health and Human Services (DHHS, 2005; 

2006; 2007) child maltreatment rates decreased between 1993 and 1999, from 15.3 

children per thousand in 1993 to 11.8 children per thousand in 1999. The year 2000 saw a 

slight increase in the rate of child maltreatment, with subsequent years following suit. 

Based on a rate of 48.3 per 1,000 children, an estimated 3.6 million children received an 

investigation by Child Protective Service agencies during 2005. The rate of child 

maltreatment case investigation increased from 43.2 per 1,000 children in 2001 to 48.3 

per 1,000 children in 2005. However, the rate of substantiated victimization decreased 

from 12.5 per 1,000 children in 2001 to 12.1 per 1,000 children within the same year 

(Administration for Children and Families, 2004; DHHS, 2005; 2006; 2007; Kilpatrick, 

Saunders, & Smith, 2003). Furthermore, DHHS speculated that the increase of 

approximately 73,000 children receiving an investigation in 2005, compared to 2004, is 

in great part due to the inclusion of data from Alaska and Puerto Rico (U.S. Children’s 

Bureau, 2007)..  The existence of somewhat conflicting reports of the incidence and 

prevalence of child maltreatment underscores the need for more accurate and effective 

methods of identifying and substantiating such cases. 

Although a steadily increasing awareness and recognition of child maltreatment 

has driven ambitious efforts to treat and protect abused and neglected children, lack of a 

clear national consensus about what constitutes maltreatment has been cited as a 

significant barrier to the collection of accurate data on the incidence and prevalence of 

child abuse and neglect in the United States (Veltman & Brown, 2001). CAPTA, as 

amended by the Keeping Children and Families Safe Act of 2003, mandates that, at a 

minimum, states must recognize as a form of child maltreatment: 
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…any recent act or failure to act on the part of a parent or caretaker which results 

in death, serious physical or emotional harm, sexual abuse or exploitation; or an 

act or failure to act which presents an imminent risk of serious harm. 

However, according to DHHS (2007), each state has its own definition of what 

constitutes child abuse and neglect, Although the federal government provides a 

foundational operationalization of child maltreatment, the broad and inconsistent state-

level definitions, compromise the accuracy and utility of estimated rates of maltreatment 

in the United States. 

Definitional inconsistencies are certainly not the only confounding variables faced 

by those who strive to obtain accurate data on child maltreatment rates. First, one has to 

consider the countless incidents of maltreatment that inevitably go unreported. In 

addition, estimates are often based on the numbers of reports agencies receive rather than 

on the number of cases in which child abuse or neglect was substantiated. 

Despite the fact that incidence rates are difficult to estimate with great accuracy, 

the most recent statistics are made available through the Child Maltreatment Report 

(DHHS, 2007), which incorporates statistics from all 50 states, D.C., and Puerto Rico, 

and which have provided some of the most comprehensive child maltreatment incidence 

and prevalence data to date. Below is a brief summary of this report and its findings. 

Incidence Rates of Various Types of Maltreatment 

During 2005 an estimated 899,000 children experienced some form of 

maltreatment. Of these 899,000 children, 62.8% of victims were neglected, 16.6% were 

physically abused, 9.3% were sexually abused, 7.1% were psychologically maltreated, 
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and 2.0% were medically neglected. In addition, 14.3% of child victims experienced 

other types of maltreatment, such as abandonment, threats of harm, or congenital drug 

addiction. According to federal regulations, states are permitted to code any maltreatment 

that does not fall into one of the main categories—physical abuse, neglect, medical 

neglect, sexual abuse, and psychological or emotional maltreatment—as “other.” The 

problem of mutual exclusivity across these categories further complicates accurate 

assessment of maltreatment rates due to cases of co-occurrence of different types of 

abuse and neglect. Children who were victims of more than one type of maltreatment 

have been traditionally counted within multiple categories (DHHS, 2005). These data 

reflect a small increase (2%) in neglect from the 2004 report. 

Demographics 

Relative to sex, age, race, and ethnicity of childhood maltreatment victims, girls 

(50.7%) were slightly more apt to be abused or neglected than were boys (47.3%). 

Younger children also experienced higher rates of maltreatment, with nearly three-

quarters (73.1%) of the reported neglect cases involving children from birth to 3 years of 

age. Within the age group of 4- to 7-year-olds, 15.6% were physically abused and 8.9% 

were sexually abused, compared with 21.3% and 17.3%, respectively, for child victims 

12 to 15 years old. 

Other demographics of abused children do not vary significantly from year to 

year. According to the most recent estimates provided by the DHHS 2005 report, African 

American children, American Indian or Alaska Native children, and Asian or Pacific 

Islander children had the highest reported rates of victimization, at 19.5, 16.5, and 16.1 
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per 1,000 children of the same race or ethnicity, respectively. White and Hispanic 

children had rates of approximately 10.8 and 10.7 per 1,000 children of the same race or 

ethnicity, respectively. Asian children had the lowest reported rate of 2.5 per 1,000 

children of the same race or ethnicity. One-half of all victims were White (49.7%), one-

quarter (23.1%) were African American, and 17.4% were Hispanic. Within all racial 

categories, the largest percentage of victims suffered from neglect rather than abuse 

(DHHS, 2005). 

Perpetrators 

Unfortunately, data on the living arrangements of maltreated children is lacking in 

the most current literature. In the DHHS 2005 report, nearly half of the reporting states 

did not include statistics on victim/caretaker living arrangements, and those that did 

report missing data, 40% of cases precluded interpretation of the findings. However, 

existing data pertaining to perpetrators of child maltreatment reveal that over 83% of 

children were maltreated by a parent either acting alone or in concert with another. Of 

those 83%, over 40% were abused or neglected by their mothers acting alone and 

approximately 18% by their fathers acting alone. Seventeen percent of children were 

maltreated by both parents, and 11% were abused or neglected by a non-parental 

caregiver. Thus while victim-perpetrator relationship statistics are relatively nascent, 

available data suggests that in the majority of substantiated cases, perpetrators of 

maltreatment have a close relationship with the child (DHHS, 2007). 
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General Trends in Childhood Maltreatment 

As demonstrated, multiple sources of complexity and confusion render the 

delineation of the incidence and prevalence of childhood maltreatment in the United 

States difficult. National estimates can vary by reporting agency and by calendar year due 

to ever-changing and -evolving standards and operationalizations of what constitutes or 

defines child maltreatment. Furthermore, Finkelhor and Berliner (2005) concluded from a 

randomized sample of youth and parents that youth victimization surveys may be too 

narrow in scope; thus, they speculate that problematic types of maltreatment are 

underrepresented and as a result do not receive the attention needed to address abuse 

specific policies and/or treatment. Furthermore, in examining treatment outcomes, 

Spinazolla, Blaustein, and van der Kolk (2005) found that many published reports 

omitted important significant data, including demographics, exclusion rates and criteria, 

and trauma histories. This research suggests we need to reexamine our operational 

definitions of what constitutes relational maltreatment leading to developmental sequelae, 

and that actual rates may be much higher than currently measured. 

Regardless of the aforementioned inconsistencies, identifiable patterns appear 

throughout the child maltreatment literature and are supported by statistical evaluations. 

These patterns indicate that younger children are more likely to experience maltreatment 

than are older youth (Child Trends, 2003, DHHS, 2005, 2006, 2007), that the majority of 

child maltreatment occurs in the home, and that in most cases maltreatment is perpetrated 

by the parent or primary caregiver (DHHS, 2005, 2006, 2007). However, since we do 

know that the majority of victimized children have a close relationship to the perpetrator, 

we assume that some level of relational trauma underlies typical maltreatment 
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experiences.  In this dissertation, we will use the term “ relational child maltreatment” to 

refer to any form of abuse or neglect which inflicts significant physical, psychological or 

emotional harm to a child, perpetrated by an individual with a previous relationship to the 

victim. 

The next chapter will discuss the gravity of these statistics, highlighting research 

indicating that maltreatment of children by parents or caregivers can result in the 

development of uniquely detrimental physical, psychological, social, emotional, 

neurological, cognitive and academic outcomes in both the short and the long term. 
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Chapter 3: Developmental Consequences of Child Maltreatment 

While the previous chapter delineated the current state of knowledge on the 

incidence and prevalence of childhood maltreatment in the United States, that is only the 

beginning of understanding the consequences. We know that child maltreatment takes 

many forms, which has rendered it difficult to accurately and fully summarize the true 

extent and scope of this ubiquitous national problem. As previously discussed, we have 

come to understand that various forms of maltreatment are not experienced in the same 

way by all children, and that most of these children are likely to experience more than 

one form. The experience of one or more forms of maltreatment can have serious and 

long lasting effects on a child’s psychological, emotional and physical well-being, and 

cognitive functioning. Given that a large majority of victimized children have a 

personalized relationship to their perpetrator, we can also assume that at least some level 

of relational trauma underlies typical maltreatment experiences. This knowledge merits 

the diligent attention of researchers to explicate causal pathways that will enable us to 

develop more effective methods of intervention for maltreated children and youth. 

Past and current research has painted a compelling picture of the myriad of 

negative and maladaptive consequences that can result from various forms of childhood 

maltreatment. Although it is evident that most maltreated children are likely to suffer 

multiple negative outcomes, the partitioning of these outcomes into three categories—

psychological/emotional, cognitive, and physical—provides a backdrop against which a 

clearer and more comprehensive story of maltreatment outcomes can be told. 
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Overview of Maltreatment Outcomes 

 

Just as “child maltreatment” is difficult to define, its effects are difficult to 

ascertain, and although all forms of maltreatment, whether psychological or physical, 

abuse or neglect, have been linked to multiple negative outcomes, direct causal pathways 

have yet to be established. Age of onset, duration and severity, and relationship of 

perpetrator to the victim further complicate this endeavor as we seek to disentangle the 

variables that contribute to these negative sequelae. 

Child maltreatment is a pervasive problem that affects a vast number of children 

in a variety of ways. Children with maltreatment histories have demonstrated a number of 

psychiatric and attachment disorders, difficulty with emotional regulation and response 

flexibility, adverse health effects, and lack of school readiness (Cicchetti et al., 1990; 

Malinosky-Rummell & Hansen, 1993). And longitudinal data has shown that incidence 

rates, as well as the number of presenting negative physical and mental health 

consequences, are higher among adults who report having experienced childhood 

physical abuse than among those who do not (Springer, Sheridan, Kuo, & Carnes, 2007).  

Abused and neglected youth are more likely to work low-skilled jobs, to suffer 

from depression or antisocial personality disorder, to attempt suicide, to display 

childhood aggression or behavioral problems, and to be arrested as a juvenile or an adult 

(Brosky & Lally, 2004; Widom, 2000). And early exposure to interpersonal or relational 

trauma has been linked to a greater risk for problems such as affect and impulse control, 

memory, attention, and distorted self-concept (van der Kolk, Roth, Pelcovitz, Sunday, & 

Spinazzola, 2005). Depression, shame and guilt, posttraumatic stress disorder, 
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maladaptive social and relationship behaviors, aggression, and other behavioral problems 

are all outcomes that have been observed in victims of childhood physical, emotional, 

psychological, and sexual abuse (Brosky & Lally, 2004; Valle & Silovsky, 2002). And 

severe maltreatment, particularly neglect, has been shown to result in reactive attachment 

disorder in toddlers and young children, characterized by inappropriate social behaviors, 

which in some cases are misdiagnosed as conduct disorder or depression (Haugaard & 

Hazan, 2004; Zeanah et al., 2004).  The following sections will delineate in greater detail, 

the aforementioned outcomes, and proposed mechanism by which they develop. 

Maltreatment and Physical Health 

Chronic and excessive exposure to stressful situations triggers the release of 

stress-related neurotransmitters, and has been linked to the development of certain 

physical illnesses (Ron de Kloet, Joels, & Holsboer, 2005). Furthermore, exposure to 

abnormally high levels of stress during early formative years can negatively impact the 

physical development of children and youth. For example, a recent longitudinal study 

found that individuals who reported histories of childhood maltreatment had higher rates 

of physical difficulties than those who did not report being maltreated (Springer et al., 

2007). 

Traumatic and stressful childhood experiences can also impact neural processes 

and brain growth (Gunnar & Fischer, 2006), altering the development of neurological 

stress-response patterns and thereby compromising brain’s ability to process and manage 

stress (Van Voorgees & Scarpa, 2004). Thus, childhood maltreatment, being an early and 
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chronic stressor, can negatively impact the development of coping mechanisms, 

rendering the child even more vulnerable to stress and its consequences later in life. 

Maltreatment and Cognitive Deficits 

Children with disabilities are almost three times as likely as non-disabled children 

to have been maltreated (Sullivan & Knutson, 2000). Although the co-morbidity of child 

maltreatment and cognitive disability has been recognized for many years, it has more 

recently been evidenced that children with disabilities are several times more likely to 

have a history of maltreatment than their non-disabled counterparts (Bos & Vaughn, 

1998; Lowenthal, 2001). According to Sobsey (2002), almost one-third of children 

identified as having special needs, have also been the victims of substantiated 

maltreatment. Identified negative cognitive effects of child maltreatment include 

cognitive delay/impairment, processing deficits, difficulties with receptive and expressive 

language competence, impulsivity, inattention, disorganization, auditory memory 

difficulties, lack of motivation, and low self-esteem (Barnett, 1997; Fuchs & Fuchs, 

1998).  

Maltreated children perform more poorly in school, often presenting with 

cognitive deficits (Kendall-Tackett & Eckenrode, 1996). Neglect in particular can 

compromise school functioning, because it is associated with the internalizing behaviors 

and social withdrawal (Hildyard & Wolfe, 2002). Veltman and Browne (2001) reported 

that school-age children with a history of maltreatment often struggle in school due to a 

variety of developmental delays. Extent of the maltreatment suffered also factored into 
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the language delay, compromised cognitive development, low IQ, and poor school 

performance in these empirically based studies. 
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Language and Auditory Processing 

Language and auditory processing skills play a pivotal role in social, emotional 

and academic functioning. The presence of a specific language impairment, for example, 

“…exacerbates the contribution of language in the relationship between language and 

social cognition” in school-age children (Botting & Conti-Ramsden, 2008, p. 295), 

suggesting that communication difficulties may directly impact social functioning. In a 

study of the emotional regulation and social behaviors of children with specific language 

impairments, Fujuki, Spackman, Brinton and Hall (2004) postulated that the social 

withdrawal often exhibited by such children with such impairments “…represents a 

fearful, anxious behavior that results from the intertwining of language and emotional 

factors” (p. 644), suggesting a negative relationship between language deficits and 

emotional regulation. Research also suggests that, in educational settings, language 

deficits may be passed off as behavioral problems (Sanger, Moore-Brown, Magnuson & 

Svboda 2001), thereby excluding these children from consideration for special 

educational services. 

Given that children with language impairments and no history of maltreatment 

exhibit concomitant behavioral and emotional problems, it could be hypothesized that 

language impairments resulting from childhood maltreatment might have an even 

stronger impact on a child’s emotional regulatory abilities and social behavior. Therefore, 

efforts to increase the efficacy of therapeutic intervention for maltreated youth must 

address language and auditory processing, as effective communication is imperative for 

a) treatment goals and objectives to be understood, and b) successful therapist-child 

relationship to be established and maintained throughout treatment. When dealing with 
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maltreated youth in an intervention setting, therefore, it seems clear that the language and 

communication capacities of the child must be taken into consideration, particularly when 

language-loaded treatment protocols, such as Cognitive Behavioral Therapy (often 

utilized for victims of child abuse and neglect) are being considered.  

Maltreatment and Delinquency 

Delinquency has not been established as a direct consequence of child 

maltreatment, per se.  What has been demonstrated, however, is an undeniable 

intersection of maltreatment histories, cognitive and language deficits, and behavioral and 

emotional problems among juvenile populations.  Thus, for the purposes of this 

discussion, it is a seminal population to examine. 

Learning and emotional disabilities are overrepresented in juvenile delinquent 

populations (Quinn, Rutherford, & Leone, 2001), and a significant proportion of 

delinquent youth have histories of maltreatment (Wiebush, Freitage, & Baird, 2001).  It 

has been suggested that the punishment and reward systems utilized in our justice 

systems may be less relevant to youth with maltreatment histories.  In a study of 

responses to reward stimuli, Guyer et al. (2006) found that maltreated children were less 

likely to choose high-risk options than were controls, and although control children’s 

response times increased as possible winnings increased, maltreated children’s response 

times did not vary. Though small and isolated, these results suggest that maltreated 

children may be less influenced by reward-punishment systems.  Therefore, it can be 

construed that these youth may also be less responsive to the reward and punishment 

system that is designed to prevent crime and delinquent behavior and, subsequently, more 
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likely to end up in a juvenile detention facility.  As cited previously, maltreated youth 

commonly present with language deficits.  And behavioral patterns displayed by youth 

with language impairments can be mistaken as conduct problems (Sanger, et al., 2001), a 

finding that could contribute to the higher incidence of language impairment and 

communication deficits, and reduced language processing abilities observed among 

juvenile populations compared to non-offending peers (Davis, Sanger and Morris-Friehe, 

1991; Snow & Powell, 2008).  Considering recent estimates that only one-third of 

juvenile delinquents in residential facilities receive the special education services that 

they need (Office of Juvenile Justice and Delinquency Prevention, 2001), it could be 

further construed that they may also not receive the emotional services they might need 

as well. 

 Clearly and indisputably, the consequences of child maltreatment are not only 

deleterious, but also intersect in ways we do not yet fully understand.  These facts 

warrant more informed and effective methods of detection, assessment, and treatment of 

a spectrum of consequences and outcomes that spans multiple psychosocial, 

physiological, and developmental domains. The following chapters of this dissertation 

will revisit these consequences and outcomes as the current and future directions of child 

maltreatment treatment and intervention are discussed. 
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Chapter 4: Current Treatment Models for Maltreated Children 

Although connections between childhood physical and psychological neglect and 

abuse and subsequent behavioral and psychological outcomes have been observed, direct 

causal pathways between various forms of maltreatment and specific negative outcomes 

have yet to be established (Stuewig & McCloskey, 2005). Still, childhood maltreatment is 

a complex experience, and “there is a growing consensus that early-onset and chronic 

trauma result in an array of vulnerabilities across many different domains of functioning” 

(Kinniburgh, Blaustein, Spinazzola, & van der Kolk, 2005, p. 424). Furthermore, the 

experience of childhood maltreatment varies from individual to individual, as does the 

resulting impact and symptomotology. Thus, the development of effective treatment 

models must entail a careful assessment of multiple areas of functioning, including but 

not limited to social/personal difficulties, parent/caregiver-child interactions, 

cognitive/intellectual impairment, neurological impairment, and mental health status 

(e.g., Kolko, 1998; Wolfe & McEachran, 1997). 

Although a multiplicity of intervention strategies geared toward maltreated 

children are currently utilized, there is a paucity of published work that has evaluated the 

efficacy of these treatments (Finklehor & Berliner, 1995). Issues such as co-morbidity, 

type and severity of maltreatment, onset age and duration of maltreatment, intervention 

length and modality, variations in evaluation design, and limitations of self-report 

maltreatment data, particularly in children under the age of 8, have proven to be potent 

obstacles to the assessment of the current state of childhood and adolescent maltreatment 

intervention service delivery (Friedrich, 1996). 
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In their attempt to summarize current empirical knowledge about intervention 

service delivery for maltreated children, Cohen, Murray, and Ingleman (2006) found that 

most children who have been maltreated and/or exposed to violence “either receive no 

treatment at all for their trauma symptoms or are treated by community therapists who do 

not typically provide evidence-based treatments,” treatments for which efficacy of has 

been demonstrated by research, ideally in clinical trials (p. 739). Among those children 

who did receive treatment, they found, were given some form of therapeutic intervention 

that, although typically grounded in theory (e.g., cognitive, behavioral, or 

psychodynamic), were generally narrow in scope, focusing specifically on the abuse or 

trauma experience. 

Although addressing the maltreatment experience is of great importance and is 

likely to be at least moderately effective, maltreatment-specific therapies do not take into 

account current research literature, which emphasizes that maltreated children rarely 

experience one single form of trauma (Cohen, Deblinger, Mannarino, & Steer, 2004). 

Indeed, Sedlak (2001) has estimated that one-quarter to one-half of maltreated children 

experience more than one form of abuse. Yet, according to a meta-analysis of the 

effectiveness of psychosocial interventions for child maltreatment, it is common for these 

interventions to primarily address only the “presenting problem.” The efficacy of these 

intervention models are somewhat inconclusive, however, and research has yet to discern 

what type of treatment works best for a specific type of abuse or neglect (Skowron & 

Reinemann, 2005). 

The current literature includes only scant information delineating which 

maltreatment interventions are successful and for whom, making it difficult to gain a 
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sense of what current service delivery looks like relative to best or common practice. 

What is apparent is that many trauma-focused interventions do exist and are used 

frequently. Given that most young victims have experienced multiple forms of 

maltreatment, it follows that interventions must overlap in content and approach to meet 

the diverse needs of these children and youth. In the following sections, examples of such 

multimodal treatments, as well as the theoretical underpinnings of these treatment models 

will be provided, and their strengths and limitations will be discussed. 

Current Treatment Models 

According to the National Child Traumatic Stress Network (NCTSN) (2007), 

which is funded by the Center for Mental Health Services, the Substance Abuse and 

Mental Health Services Administration, and DHHS, the majority of trauma-related 

treatment models, to some degree, incorporate aspects of trauma, psychodynamic, family 

systems, developmental, social learning, cognitive behavioral, and attachment therapies. 

Below are some examples of these interventions, their foci, and their theoretical 

underpinnings. 

Cognitive behavioral therapies (CBTs) are empirically supported treatments that 

focus on maladaptive patterns of thinking and the beliefs that underlie them. Cognitive 

behavioral therapies are rooted in the concept that our thoughts drive feelings and 

behaviors, thus modifying or changing thinking and/or behavior (Tavris & Wade, 1997). 

CBTs are widely accepted as successful, evidence-based treatments for many disorders 

associated with childhood maltreatment, including depression, anxiety disorders, 

posttraumatic stress disorder, and other trauma-related symptoms (e.g., Becker-Weidman 
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& Shell, 2005; Briere et al., 2006; Reinecke, Dattilio, & Freeman, 2003). CBT models 

are generally designed to address specific thinking patterns, and it is unclear whether an 

approach that focuses on a specific type of trauma can be maximally effective in treating 

a victim of childhood maltreatment, particularly when research has shown that many of 

these children have experienced multiple forms of trauma (Cohen et al., 2004). It should 

be noted, however, that some of the more effective treatments for maltreated children and 

youth, which are labeled as “cognitive behavioral” therapies, are much broader in scope 

than their names might suggest. 

One cognitive behavioral approach, developed to treat maltreated children and 

youth, is known as trauma-focused cognitive behavioral therapy (TF-CBT) (Cohen & 

Mannarino, 1993). A hybrid treatment model, TF-CBT integrates “cognitive behavioral, 

interpersonal, and family therapy principles with trauma-sensitive interventions for 

traumatized children and parents” (Cohen et al., 2006, p. 741). Originally developed for 

sexually abused children, TF-CBT has been adapted for children exposed to any type of 

trauma, targeting posttraumatic distress syndrome, depression, and trauma-related 

cognitions. TF-CBT combines cognitive behavioral and family therapies, and 

empowerment principles. According to NCTSN (2007), a series of randomized controlled 

trials has demonstrated that the positive results of TF-CBT intervention exceeded those of 

a more traditionally used nondirective play therapy. 

Abuse-focused cognitive behavioral treatment (AF-CBT) (Kolko, 2002) is a form 

of cognitive behavioral therapy similar to TF-CBT. It focuses on both child and 

parent/caregiver characteristics “related to the abusive experience and the larger family 

context in which coercion or aggression occurs” (NCTSN, 2007). Drawing from 
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treatments such as learning/behavioral, family, and cognitive therapies, and 

developmental victimology, AF-CBT aims to improve intra-familial interactions as well 

as the child’s interactions with his or her peers by improving the child’s self-image and 

self-efficacy. This is accomplished through the amelioration of anxiety or depression in 

the traumatized child (Cohen et al., 2006, p. 746). Although it has not been extensively 

studied, AF-CBT has been found to be more efficacious among a variety of populations 

of children and parents than routine community services and/or family therapy (Kolko, 

2002). 

Various forms of psychotherapy are also utilized to treat abused or neglected 

children and their families. Child-parent psychotherapy (CPP), for example, is a dyadic 

relationship model designed to address a variety of behavioral and emotional difficulties, 

such as posttraumatic stress disorder, in children younger than 6 years old who have been 

exposed to domestic violence (Cohen et al., 2006). This parent-child approach, developed 

by Lieberman and Van Horn (2005), is a trauma-focused, relationship-based model that is 

rooted in attachment theory and incorporates aspects of psychodynamic, developmental, 

trauma, social learning, and cognitive behavioral theories. 

CPP has been identified by the NCTSN (2007) as an effective treatment model for 

traumatized children and youth. They describe CPP as focusing on “the way the trauma 

has affected the parent-child relationship and the family’s connection to their culture and 

cultural beliefs, spirituality, intergenerational transmission of trauma, historical trauma, 

immigration experiences, parenting practices, and traditional cultural values”. And 

although child maltreatment literature contains conflicting information about the 

effectiveness of these psychological interventions (Berliner & Saunders, 1996; Feather & 
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Ronan, 2006), like the CBT-based treatments, CPP was found to be more effective than 

community-standard treatment (Cicchetti, Rogosch, & Toth, 2006; Lieberman, Ippen, & 

Van Horn, 2006). 

Treatment Effectiveness 

Child-maltreatment interventions that have been identified as being more effective 

than “standard” treatments are often very broad in scope, incorporating a variety of 

theories and therapeutic practices. However, these treatment models are few, and the 

literature supporting their efficacy is sparse. Indeed, the variability and dearth of child-

maltreatment intervention-method efficacy literature suggests that there is a need for 

further research to determine which methods yield the greatest benefits for which victims. 

Furthermore, the fact that multimodal approaches seem to benefit maltreated children and 

youth more effectively than more commonly used interventions suggests that a majority 

of child maltreatment victims are not receiving the most effective treatments available. 

Thus, it is apparent that there is a need for more rigorous evaluations to determine the 

efficacy of current treatment options for maltreated children and youth.  

Although it has been evidenced that therapies such as CPP, TF-CBT, or AF-CBT 

show promise when compared to more commonly used treatment protocols, these 

treatments incorporate such a broad range of therapeutic theories and practices that it is 

difficult to ascertain which of these theories and practices is/are the most effective, and 

for whom. Given the empirically evidenced, multifaceted nature of the child 

maltreatment experience, it could be assumed that the reason multimodal treatment 

designs have been more successful than more commonly used treatments is that they are 
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more likely to address a wider range of symptoms, even if they are only intentionally 

targeting one or two “presenting” problems. However, further research is necessary to 

ascertain the validity of this assumption. 

Treatment Limitations 

Although in the course of development most children have the chance to invest 

their energies in developing various competencies, complexly traumatized children must 

focus on survival. “These children need a flexible model of intervention that is embedded 

in a developmental and social context that can address a continuum of trauma exposures” 

(Kinniburgh, Blaustein, & Spinazzola, 2005, p. 424). 

As previously discussed, current research on treatment efficacy for maltreated 

children and youth is somewhat lacking, yet it is salient that intervention strategies should 

be tailored specifically to the individual needs of the victim, and to his or her family or 

caretaker, if appropriate. Current literature suggests that cognitive behavioral therapeutic 

approaches can be successful if they are applied to a specific behavioral problem, and 

that psychotherapy is effective in alleviating symptoms such as depression, but that 

multimodal treatments are most promising, particularly if the extent of the abuse, neglect, 

or trauma has resulted in multiple negative outcomes, severely disrupting the victim’s 

ability to function in everyday life. 

The majority of childhood maltreatment is perpetrated by a family member or 

caregiver (DHHS, 2006); thereby increasing the likelihood these children will experience 

subsequent relational difficulties. In most, if not all cases, child victims will display some 

form of disrupted/insecure or other attachment-related symptomology. Children must 
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form and maintain healthy interpersonal relationships to survive, learn, and love.  For any 

therapeutic intervention to be truly effective, a trusting relationship must be formed 

between the victim of maltreatment and the practitioner. However, when dealing with a 

child or young adult who has experienced severe relational trauma, this therapeutic 

relationship may be compromised. Slade (2000) notes: 

Thinking about some patients—particularly those whose early history has been 

marked by rejection, abandonment, loss, or trauma . . . in terms of the dynamics 

and function of particular attachment classifications can directly affect both how 

the clinician understands the dynamics underlying the patient’s psychic 

organization, and how she speaks to such dynamics in the clinical situation. (p. 

1160) 

Thus, utilizing attachment theory to assess the underpinnings of such issues can serve to 

guide interventions with traumatized children whose symptoms and psychopathology 

prevent them from functioning normally in everyday life. 

The good news is that the formation of early attachment relationships does not 

necessarily seal one’s fate.  Research has shown that attachment style is not fixed, and 

can change in reaction to current circumstances, which is critical information for practice 

(Crittenden, Landini, & Claussen, 2001; Davila, Burge, & Hammen, 1997; Waters, 

Merrick, Treboux, Crowell, & Albersheim, 2000). Research suggests, for example, that 

the most promising form of therapy among severely maltreated children with reactive 

attachment disorder focuses on the establishment of a secure attachment relationship, 

regardless of whom that relationship is with, rather than on an exploration of the more 
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cognitively-based effects of the maltreatment (Haugaard & Hazan, 2004). Furthermore, 

attachment-based psychotherapy with maltreated youth has been successful in 

ameliorating aggressive and socially disruptive symptoms when a social learning theory–

based paradigm, which is often utilized in youth residential facilities, has failed 

(Cunningham & Page, 2001). 

CBT often appears in child-maltreatment literature as an intervention strategy 

aimed at reducing the risk of future abuse of children by caregivers, rather than at 

specifically ameliorating the deleterious effects of maltreatment on children and youth. 

This type of treatment has been cited as an effective approach to dealing with trauma-

related symptoms in children, employing such methods as “teach[ing] children stress 

management and relaxation skills [or] creating a coherent ‘narrative’ or story of what 

happened” (NCTSN, 2007, p. 1). But these practices assume there has been one traumatic 

experience, and it therefore cannot be directly applied in cases where the victim has 

suffered multiple forms of maltreatment over an extended period of time. Furthermore, 

these methods do not address relational trauma and its aftermath. 

A meta-analysis of child maltreatment interventions revealed that although 

treatment effects were greater when non-behavioral methods were used, behavioral 

treatments were significantly shorter in duration—3 months on average for behavioral 

treatments, compared to 1 year on average for non-behavioral treatments. Therefore, it 

may not be safe to assume that psychotherapy is more effective. This does suggest, 

however, that traditional behavioral therapies may not persist long enough to yield the 

same beneficial results as non-time-limited or longer-term interventions, the purpose of 
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which extends to include an establishment of a secure attachment-type relationship 

between the therapist and the child/adolescent. 

Establishing a trusting relationship with a therapist is an important step in any 

therapeutic situation. Therefore, when working with a victim of a relational trauma such 

as caregiver maltreatment, therapy may be more effective if the child can form a secure 

attachment relationship with anyone, including a therapist. Tasca et al. (2006) found the 

effectiveness of both group psychotherapy and group cognitive behavioral therapy to be 

the same among adults with binge-eating disorders. However, when attachment-scale 

scores were taken into account, it was revealed that the cognitive behavioral treatment 

was less effective than psychotherapy treatment among those with higher attachment 

anxiety. These results indicate that a secure attachment style may be a prerequisite to 

effective cognitive behavioral treatment among adults, and therefore it can be inferred 

that fostering a child’s ability to form secure attachments in a controlled, therapeutic 

setting may maximize the effectiveness of the intervention, even in adulthood. 

Given our current knowledge of the state of service delivery for maltreated 

children and youth, it is evident that more expansive and comprehensive treatment 

efficacy research must be conducted to ascertain who is benefiting from current 

intervention models and what those models look like. However, based on the available 

literature, it is clear that careful assessment is warranted and multimodal treatment is 

necessary when dealing with children who have experienced multiple forms of 

maltreatment and relational trauma. This treatment should be rooted in attachment theory, 

thereby ensuring that the child’s ability to form healthy relationships is addressed and 
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explored, and subsequently, that further treatment modalities can be utilized with 

maximum efficacy. 

The next chapter will review both the origins of and current thinking on 

attachment theory. I will then review recent studies that, through their utilization of 

concepts of attachment, have provided empirical and theoretical knowledge that is 

valuable to our ongoing discussion of the consequences of childhood maltreatment. 

Furthermore, I argue that attachment theory has great promise to inform the development 

of treatment and intervention methods that will be more adept at addressing and 

ameliorating these consequences. 
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Chapter 5: Child Relational Maltreatment and Attachment 

Origins of Attachment Theory 

To conceptualize the potential impact of child relational maltreatment on the 

attachment process, one must begin with the origins of attachment theory. British 

psychoanalyst John Bowlby initially conceptualized attachment theory in the 1950s. 

Bowlby used the term attachment to describe the affective bond that develops between an 

infant and a primary caregiver. He believed that the “attachment behavioral system” was 

innate, serving the evolutionary purpose of helping to assure the survival of the species 

by keeping an infant within a safe proximal distance of its mother (Sonkin, 2005). 

Bowlby extensively researched the concept of attachment, describing it as a 

“lasting psychological connectedness between human beings” (Bowlby, 1969, p. 194). At 

the core of his interest in the evolutionary significance of this attachment processes was 

his accord with the psychoanalytic perspective that early experiences in childhood 

influence later life development. And it was his early volunteer work with delinquent 

boys, all of whom, he noted, had experienced “early losses or traumatic abandonments” 

(Slade, 2000, p. 1147), that “set his professional life on course” (Bretherton, 1992, p. 

760). Intrigued by these observations, Bowlby drew upon concepts from disciplines, such 

as evolutionary biology, psychodynamics, developmental psychology, ethology, 

cognitive science, and information processing theory, in an attempt to explain how early 

traumatic histories impact behavior in later life. This multidisciplinary perspective 

furthered his thinking about the dynamics of the mother-child relationship, and the 
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subsequent effects a disruption of this relationship might have (Bretherton, 1992; Slade, 

2000). Bowlby posited that the 

infant will do what is necessary emotionally, cognitively, and otherwise to 

maintain his primary attachment relationships, and disruptions in these 

relationships will often create vulnerability in his sense of himself and of others, 

and in his capacity to regulate, contain, and modulate his affective experience 

(Slade, 2000, p. 1150). 

Continuing to espouse the significance of interpersonal experience during 

development, Bowlby joined forces with psychologist Mary Ainsworth. It was their 

combined work that became the foundation of attachment theory and drove early 

observational research that aimed to better understand the significance of interactions 

between infants and young children and their parents (e.g., Ainsworth, 1968; Ainsworth 

& Bowlby, 1991; Bowlby, 1988). 

Ainsworth’s unique contribution to attachment theory arose from her hypothesis 

that “young children require a secure dependence on parents before launching into 

unfamiliar situations” (Bretherton, 1992, p. 762). It was during the 1970s that Ainsworth 

developed the now famous “strange situation” study, in which 12- to 18-month-old 

children were briefly separated from and then reunited with their mothers. The notion that 

the parent is a secure base from which an infant feels safe to separate and explore his/her 

world was played out in observations of the mother-child reunification. 

As a result of her observations, Ainsworth conceptualized three classifications of 

attachment: secure, anxious avoidant, and anxious ambivalent (Ainsworth, Blehar, 
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Waters, & Wall, 1978; Bretherton, 1992). The formation of a secure, attachment-style 

relationship provides the basis for coping, negotiation of interpersonal relationships, and 

healthy personality development, whereas insecure attachment styles, such as ambivalent 

or avoidant, often yield more negative outcomes. 

Through their research on various aspects of the attachment process in both 

children and adults, Main and Solomon (1986, 1990) expanded Ainsworth’s 

conceptualization of attachment categories, suggesting a fourth style known as 

disorganized/disoriented attachment. The disorganized/disoriented attachment style can 

often appear to be either ambivalent or avoidant. Indeed, children who display 

disorganized/disoriented attachment styles actually demonstrate a lack of “coherent” 

attachment behavior, meaning that it is difficult to discern and/or interpret many of their 

interpersonal behaviors. Main and Solomon (1986) attributed the development of 

disorganized/disoriented attachment to an inconsistency in parenting behavior, citing the 

confusion a child feels when alternately comforted and then frightened by his or her 

caregiver(s) as ultimately leading to this style of attachment thus supporting the 

importance of interpersonal interaction discussed earlier by Bowlby and Ainsworth. 

(Main & Hesse, 1990; Main & Solomon, 1986). 

 More recent models of attachment have evolved from Bowlby’s hypothesis that 

disruptions in the early development of relationships with one’s caregiver(s) can create 

vulnerabilities relative to one’s sense of self and/or of interpersonal interactions with 

others (Slade, 2000). Bartholomew (1990) and Bartholomew & Horowitz (1991) 

expanded upon this theory, suggesting that an individual’s attachment style could be 

classified by both their mental representation of self, and of others.  Within this two-
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dimensional/axial “self and others” model, they proposed, lie four categories of 

attachment style: secure, fearful, preoccupied, and dismissing. According to 

Bartholomew and Horowitz (1991), the dimension reflecting the representation of self 

indicates the degree to which an individual has developed a sense of positive or negative 

self-worth, or, the degree to which an individual believes he or she deserves to be cared 

for or loved by others. The dimension reflecting the representation of others indicates the 

degree to which an individual holds positive or negative expectations of the behaviors of 

other individuals. Research has shown “that individuals tend to select and create 

environments that confirm their expectations of relationships, and tend to interpret 

incoming information on the basis of these positive or negative expectations” (Lyn & 

Burton, 2004, p.150; Collins & Read, 1993).  The concept that early interpersonal 

experiences form the template for future relationships (Collins & Read, 1993), lends 

credence to the idea that the development of a secure style of attachment during 

childhood is critical in order to facilitate seeking out and engaging in healthy 

relationships later in life. 

It was over 50 years ago that Bowlby first proposed that early attachment 

relationships could affect later life functioning across multiple domains (see e.g., 

Bretherton, 1992).  While Bowlby’s theoretical contributions to the development of 

attachment theory are seminal, current research and methodological advances, along with 

the development of complementary theoretical perspectives, have given rise to more 

advanced theoretical formulations on the process and implications of attachment. Today, 

it has been evidenced that attachment style is predictive of either favorable or 

unfavorable outcomes related to future relationships (Solomon & Siegel, 2003). 
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Current attachment theories have shown considerable promise as a means of 

construing the importance of interpersonal relationships, and have subsequently 

elucidated how relational trauma, such as childhood maltreatment, impacts a child’s 

developmental trajectory. This new knowledge, in concert with the classical tenets of 

early attachment theory, has provided a powerful theoretical basis for the development of 

therapeutic interventions for children (or adults) who present with insecure attachment 

styles, which is particularly salient when dealing with victims of childhood relational 

maltreatment.  

Drawing from Bolby’s notion that the instinct to form relational bonds with others 

and the development of strategies to seek and maintain proximity to these attachment 

figures when distressed, ill, or afraid provides the foundation or template for future 

relationships (1969, 1982), for the purposes of this study, secure attachment is 

operationalized as the formation of meaningful primary relationships with caregivers who 

are sensitive and responsive to an infant’s or child’s wants and needs and yields the 

ability to form healthy relationships and be resilient in times of stress. Insecure 

attachment on the other hand is operationalized as the by-product of impaired or 

compromised relational bonds with primary caregivers yielding anxious or ambivalent 

behaviors particularly when individuals become distressed, ill, or afraid often culminating 

in high states of emotional arousal. 
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Current Variations on Attachment Theory 

As discussed, current research on attachment indicates that what were once 

thought to be stable traits formed in early childhood relationships are now considered to 

be more fluid throughout the life span (Crittenden, Landini, & Claussen, 2001). The 

following section will highlight some of the most recent research and theories that are 

grounded in attachment theory, all of which relate to the discussion of child maltreatment 

and its consequences as well as, directions of current and future interventions for 

maltreated children and youth. 

On overwhelming body of literature demonstrates a relation between childhood 

maltreatment and insecure attachment types (Morton & Brown, 1998). For example, 

Waters et al. (2000) reported on a longitudinal study that followed 12- to 18-month-old 

infants to 21 years of age. These researchers found that attachment styles remained for 

the most part stable. These results concur with previous research, which has shown that 

infants classified as insecurely attached often have problems in social and cognitive 

functioning, which manifests as behavior problems at home and in school (e.g., Speltz, 

Greenberg, & Deklyen, 1990). 

Elgar et al. (2003), investigated attachment characteristics in 68 male juvenile 

delinquents.  Utilizing the Adolescent Attachment Questionnaire, a self-report measure, 

these researchers found insecure attachment characteristics were related to behavioral 

problems, substance use, and poor family functioning.  
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Through the application of attachment theory, Alexander (1992) studied sexual 

abuse and found themes associated with insecure attachment. Role reversal, rejection, and 

fear were observed in family dynamics related to parent-child interactions. Styron and 

Janoff-Bulman (1997) found that, compared to non-abused counterparts, college students 

who reported being abused as children also reported insecure attachment relationships 

and higher levels of depression. In another study, Small bone and Dads (2001) provide 

evidence that a correlation exists between insecure avoidant attachment style and 

coercive sexual behavior in adults. According to these authors, insecure attachment also 

was found to be associated with antisocial behavior and aggression. 

Attachment and Child Maltreatment 

Research has suggested that an insecure disorganized/disoriented attachment style 

in infancy and early childhood can impede the development of successful coping 

strategies, thereby increasing the likelihood of psychiatric disorders (Score, 2002). 

Further, Waters et al. (2000) found that infants initially presenting with a secure 

attachment style may change their attachment status if exposed to a traumatic or stressful 

event. And in a randomized intervention trial Cicchetti, Rogosch, and Toth (2006) found 

that maltreated infants exhibited an increased insecure attachment style when compared 

to a comparison group. The good news is that current research also indicates that early 

intervention can alter the development of a maltreated infant’s attachment style. Such 

findings indicate that attachment theory can inform our understanding of the impact of 

childhood maltreatment experiences on the growth and development of children and 

youth, and that the theory can be applied to increase the efficacy of various treatment 

strategies. 
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Through her application of the central tenets of attachment theory within an 

information-processing framework, Crittenden (1997) has advanced our thinking on 

maltreatment and development, focusing on the interaction between genetics and person-

specific maturational processes to predict outcomes. Crittenden has suggested that there 

are developmental windows or periods during which physical, cognitive, and emotional 

states—which have been shaped by early interpersonal relationships and experiences—

influence trajectories of growth and change. In other words, attachment in childhood 

affects development by influencing the creation of an interpersonal lens through which 

life is experienced, thereby setting the stage for developmental patterns or trajectories to 

occur. External stimuli are transformed into information that in turn dictates behaviors, 

which are continually modified in reaction to changes in context. 

From this perspective, childhood trauma could be conceptualized as a catalyst that 

triggers impaired/insecure attachment behavior(s) that in turn negatively impact 

functioning across multiple domains, including social, psychological, and cognitive 

functioning/processing. This line of thinking is seminal to the discussion of child 

maltreatment, because what might be considered maladaptive under “normal” life 

circumstances might well be viewed as adaptive within the context of abuse and neglect 

(Crittenden, 1997). Thus, the assessment of cognitive functioning when treating victims 

of childhood maltreatment is essential, because presenting behavioral problems may very 

well be rooted in adaptation strategies developed in reaction to an abusive or neglectful 

early environment. This requires an understanding of the relationship between childhood 

maltreatment, the development of structures and neurological pathways in the brain, and 
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subsequent cognitive outcomes related to the processing of social and emotional 

information.
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Chapter 6: Hypotheses 

 

The Present Study 

 

 Given the evolving perspective on child maltreatment and its effects on 

attachment processes and interpersonal functioning, investigating how those effects may 

impair cognitive-processing abilities can inform more effective intervention models for 

children who have experienced child maltreatment. Therefore, the current research aims 

to explain that the experience of early relational maltreatment is significantly related to 

cognitive processing deficits: specifically language and auditory processing. It aims to 

explain that auditory and language processing deficits in maltreated children is predictive 

of internalizing problems: specifically withdrawal, anxiety, and social problems and  that 

auditory and language processing deficits in maltreated children is predictive of 

aggression. And the present study aims to explain that the experience of early relational 

trauma and subsequent cognitive processing disorders is mediated by attachment status.  

This research agenda is important because must we change our thinking regarding 

practice intervention and service delivery, based upon what we know now and are 

beginning to understand about the role of attachment in learning and cognitive processing 

among children and youth who have experienced early relational maltreatment. 
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Main Hypotheses 

 

H 1: Experiences of early relational trauma/maltreatment is significantly related to 

cognitive processing deficits: specifically language and auditory processing. 

H 2: Auditory/language processing deficits in maltreated children are predictive 

of internalizing behaviors (withdrawal, anxiety, social problems). 

H 3: Auditory/language processing deficits in maltreated children are predictive 

of aggression. 

H 4: The experience of early relational trauma and subsequent cognitive 

processing disorders is mediated by level of insecure attachment. 
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Chapter 7: Methods 

Research Design 

 

The study was conducted at a moderate to high security boys’ training school in a 

small Midwest community and utilized a cross-sectional anonymous survey with a 

purposive sample of incarcerated adolescent offenders. This non-probability sample was 

chosen because of the higher incidence of low-probability early trauma as well as related 

cognitive deficits/disorders of interest, which is characteristic of an incarcerated high-risk 

adolescent population.  Generalization to the larger population is problematic, however, 

this particular sample allowed for an in-depth investigation of variability within the target 

constructs. Each youth was given the opportunity to participate in the study. No 

incentives were offered. Further, each youth was assured that the study was anonymous 

and that refusal to participate would not result in any repercussion nor would staff be 

made aware of who did or did not participate. 

Permission to perform the study was granted through the University of 

Michigan’s Institutional Review Board (see Appendix 8) and the Institutional Review 

Board from the State of Michigan’s Department of Human Services.  Further, a 

Certificate of Confidentiality (see Appendix 9) was also obtained from the National 

Institute of Child and Human Development. 

Census at the initiation of the project was 207 boys, ranging in age from 13-21.  

Educational achievement widely varied.  Reading scores ranged from first to college 

level reading level.  The majority of the residents were wards of the state: ninety-one 
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percent was termed State Ward Delinquent and six percent were designated Temporary 

Wards of the State. Letters of consent were mailed to parents or guardians of youth under 

the age of eighteen.  Upon receipt of consent letters of assent were signed by youth under 

the age of eighteen and letters of assent were signed by youth over eighteen.   

Data were collected for approximately twelve months at two time points of about 

an hour and a half each.  Additional time was allotted if participants required reading 

support or individualized administration of specific subtests. The study design was 

comprised of pencil and paper survey battery, the Youth Education Life  Survey (see 

Appendix 11 ) as well as experimental clinical research conducted by computer and one-

on-one testing (see Appendix 1).  Each component of the battery required approximately 

five to fifteen minutes to complete depending on each participant’s ability to comprehend 

and complete a task.  Of primary interest were constructs related to relational trauma, 

educational history, cognitive processing, and internalizing as well as externalizing 

behavior.  

Demographic data were collected via a series of questions that addresses age, 

ethnicity and educational history.  In addition, student educational and medical histories 

(when available) were obtained through student files.  Committing offense and 

maltreatment histories were substantiated whenever possible utilizing existing police 

reports and/or admission forms. 

Both the University of Michigan’s Institutional Review Boards (IRB) gave 

approval after thorough review of methods, measures, and risk to subjects. In addition, I 
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was required to submit a conflict of interest form due to the fact that I currently consult 

for the State of Michigan as a speech and language pathologist. 

Recruitment 

 Adolescent male subjects were recruited from a high security residential youth 

facility.  No exclusionary criteria were established thus all youth were given the 

opportunity to participate. The census at the time of recruitment was 207 boys ranging in 

age from 13-21 and classified as low medium to high secure. The majority of the youth 

were designated wards of the state, indeed 91% were designated State Ward Delinquent.  

The remainder of the youth were considered either Temporary Court Wards or were 

classified as Dual Wards of the State.  Academic ability varied widely as did reading 

level which was ascertained from available records to range from 1st grade to college 

level. 

 The consent process was tedious and multi-leveled.  In the first wave, consent 

letters were mailed to parent, guardian or the juvenile court representative prior to 

recruiting youth for participation (see Appendix 2 and Appendix 3). Return envelopes 

with postage were provided and routed to a separate mailbox for the “Cognition and 

Disabilities Project” in the facility’s Academic center. Youth over the age of 18 were 

asked to sign the consent form on their own behalf (see Appendix 4). In the case where a 

youth had been designated as a ward of the state, permission was requested from the 

juvenile court (see Appendix 5). After a three week period, a second wave of duplicate 

letters were sent to the appropriate guardian requesting permission for the designated 

youth to participate in the study. In the event that there was no response to the second 
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letter, we asked the State Department of Human Services (DHS) to grant permission for 

juveniles classified under Delinquency Act 150 to participate (see Appendix 6 ). Upon 

receiving parent and/or guardian or DHS permission was obtained, each youth in the 

facility was contacted individually by the researchers.   

A narrative was written to provide consistency in recruiting that was delivered to 

each youth explaining that participation in the study was voluntary and anonymous.  The 

youth were further informed that no incentives were offered or repercussion would result 

from participation or refusal to participate. Youth were made aware that if they agreed to 

participate that they were able to “stop” at any time without threat of repercussion and 

that therapeutic staff would be available if they felt uneasy or uncomfortable answering 

questions. In addition it was explained that while their parent, guardian or court had given 

permission for their participation, they also needed to sign letters of assent indicating 

their agreement to participate prior to administration of the test battery (see Appendix 7).  

Assent letters were written at approximately a third grade level that required a 

signature and date (see Appendix 7)). In the circumstance where the youth had difficulty 

reading or understanding the letter of assent it was read aloud to them and once verbal 

assent was obtained, they were directed where to sign and date. For those youth who 

refused participation, alternative tasks were devised to complete at the time of testing so 

that staff were unaware as to who was participating and who was not. The youth were 

given two opportunities to participate in the study and it was further explained that those 

youth who declined participation could change their mind and participate. There were no 

exclusion criteria. 
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Prior to the administration of the test batteries, information was collected from 

both educational  (see Appendix 10) and clinical medical files.  Forms were provided to 

the research staff to guide consistent information retrieval. Information garnished from 

the records included; information regarding prior diagnoses, previous psychological 

and/or educational testing, past and present medical conditions, medications, and history 

of ancillary support services (see Appendix 10). 

Administration/Procedure 

 Paper and pencil life surveys were administered in the speech and language lab or 

a classroom designated for testing across the hall. The computerized cognitive batteries 

were administered at self-contained (enclosed) computer desks.  One-on-one testing was 

performed in whatever testing room was available. Those that administered the life 

survey and subsequent testing sessions were either advanced Doctoral Candidates or 

upper level undergraduates (research assistants) who were majoring in psychology. The 

advanced Doctoral Candidates all held a Master degree in psychology, held certification 

in clinical test administration and had completed training in research ethics from the 

University of Michigan.  Undergraduate research assistants also received training in 

research ethics. Reading assistance was provided by all available research staff while all 

other measures/formalized testing were administered or performed by advanced doctoral 

students with expertise and in cognitive, psychological, and/or neuropsychological 

testing. 

 Youth were instructed that they could complete each portion of the survey in any 

order they chose and that they could quit at any time. 
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Risk to Subjects 

 This study posed no physical risk to the participants. Risks associated with the 

right to privacy and possible psychological distress due to the content of the surveys and 

testing were addressed and potential participants’ questions answered. 

Risk to Privacy/Confidentiality 

 Youth were advised during the introductory narrative that they needed to be 

mindful that if they disclosed any information (time, date, person, criminal act) regarding 

criminal activity that they had committed or others had committed against them that had 

NOT previously been unreported, that we bound to report any divulged information to the 

Michigan Department of Human Services. These guidelines for risk of privacy were 

outlined in the letter of consent and it was further explained to the youth that a Certificate 

of Confidentiality was obtained subsequent to Institutional Review Board approval that 

guaranteed that the data/information being collected was protected from court subpoena.  

 Relative to coding, youth were given a participation number that was linked to 

coded answers in the data-base taken from the survey and cognitive batteries. No names 

or other identifiers were used on test forms. 

Psychological Risk 

 Each component of the survey/test battery held the potential to trigger the 

participating youth psychologically as many of the questions were of a sensitive nature 

and required the potential “re-visiting” of past traumatic events (personal histories of 
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abuse, delinquency, and the Conflict Tactics Scale). For these reasons, youth were 

advised that clinical staff would be available during and/or after testing sessions if the 

need to process the procedure was warranted or requested. Treatment staff was made 

aware that the youth might require therapeutic assistance. Facility staff and center social 

workers were notified if a youth requested time with the treatment team or in the event of 

an adverse reaction observed by the researchers that occurred during participation. 

Particular care was taken to monitor those youth with diagnosed mental health issues or 

those who demonstrated decreased mental capacity. The Principle Investigators, either 

separately or together, hold degrees in special education, social work, and psychology or 

have many years of combined experience working with youth with emotional and 

behavioral problems and well as decreased cognitive capabilities.  

Securing Data 

 Confidentiality of the data was addressed in several ways. As noted above, all 

personal identifiers were removed and each youth was assigned a personal identification 

number. These numbers are stored in a secure locked and password protected location. 

 

Sample Demographics 

 The sample was comprised of 117 adjudicated males that ranged from 13 to 20 

years of age. The mean age was 17 years (see Table 1). 
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Table 1: Age in Years 

Age N Percent 

13 1 .9 

14 1 .9 

15 5 4.6 

16 22 20.4 

17 33 30.6 

18 31 28.7 

19 10 9.3 

20 5 4.6 

17.25 (Mean) 108 100.00 

Note: Percent of Sample Age in Years 

 

Committing offenses ranged from incorrigibility to murder.  Education was 

operationalized relative to last grade completed. The sample ranged from 7th grade to the 

first year of college with a mean of 10th grade.  

 

Table 2: Last Grade Completed 

Grade N Percent 

7th Grade 3 2.6 

8th Grade 15 14.7 

9th Grade 10 9.8 

10th Grade 16 15.7 

11th Grade 27 26.5 

12th Grade 26 25.5 

One Year of College 5 4.9 

10.44 (Mean) 102 100.00 

Note: Percent of Sample Last Grade Completed 



 

51 

 

Ethnicity was self-reported. Fifty-two percent of the population reported being 

Caucasian, 41.5% African American, 1.9% reported being Hispanic or Latino while .9% 

reported being Asian or Pacific Islander, and .9% as other. Over 35% of the population 

reported mixed ethnicity.  Of that 35%, 13% of the youth reported being Caucasian and 

Native American. Five percent reported as being African American and Caucasian, 

African American and Native American or Caucasian and Hispanic while 9% reported 

three or more racial backgrounds or being “multi-racial”.  

 

Table 3: Race or Ethnic Group 

Race or Ethnic Group n Percent 

White or Caucasian 55 51.9 

African American 44 41.5 

Hispanic or Latino 2 1.9 

Asian or Pacific Islander 1 .9 

Other 1 .9 

Mixed Race: African American and Caucasian 5 4.7 

Mixed Race: African American and Native American 5 4.7 

Mixed Race: African American and Other 1 .9 

Mixed Race: Caucasian and Hispanic or Latino 6 5.7 

Mixed Race: Caucasian and Native American 14 13.2 

Multi-Racial (three or more races) 8 7.5 

Note: Percent Sample of Racial or Ethnic Group 

 

Youth were also asked with which racial group they most identified. The majority 

of the youth most closely identified as being African American (49%).  Approximately 
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30% of the sample identified as being Caucasian, 7% as Hispanic or Latino, 2% as Asian 

or Pacific Islander, and 9% reported being most closely identified as Native American. 

 

Table 4: Self-Reported Identification with Race or Ethnic Group 

Race or Ethnic Group N Percent 

 102 100.00 

African American 50 49.0 

White or Caucasian 30 29.4 

Hispanic or Latino 7 6.9 

Asian or Pacific Islander 2 2.0 

Native/American Indian 9 8.8 

Other 4 3.9 

Note: Race or Ethnic Group Youth Feels Closest to/Identifies 

 

Youth were asked to best describe the family they were raised in.  Family 

constellation choices included: Two parents, Single mom, Single dad, Mom and partner, 

dad and partner, other relative, Grandparent or Foster home. Thirty-seven percent of the 

youth reported that they had grown up in a two-parent household. Twenty-seven percent 

surveyed reported that had been raised by a single mom, 12% reported being raised by 

their mom and a partner, 9% were raised by a grandparent, 6% were raised by “other 

relative”, 4% by a single dad, 3% by dad and a partner and 3% reported being raised by a 

foster parent.  
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Table 5: Family Constellations 

Composition N Percent 

Two parents 37 36.6 

Single Mom 27 26.7 

Mom and Partner 12 11.9 

Single Dad 4 4.0 

Dad and Partner 3 3.0 

Grandparent 9 8.9 

Other Relative 6 5.9 

Foster Home 3 3.0 

Note: Percent Sample of Family Composition 

 

Fifty percent of the youth reported that their parents were married. Thirty-nine 

percent of the sample reported that their parents had at least one time, been divorced and 

11% reported that their parents had never married. 

 

Table 6: Parental Marital Status 

Marital Status N Percent 

 94 100.00 

Intact 47 50.0 

Divorced 37 39.4 

Never married 10 10.6 

Note: Percent Sample of Parental Marital Status 

 

When asked about their histories of child maltreatment, 69% reported being 

emotionally abused as a child, 57% reported physical abuse, 54% reported a history of 
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sexual abuse, and 32% reported neglect. Further, 21% reported being “very poor” defined 

as little money, food, clothes or lack of utilities such as heat. 

 In terms of placement, the youth were asked how many “out of home” places they 

had lived or received services from.  Ninety percent reported that they had been 

previously placed in one or in a combination of a locked detention, an assessment facility 

or a residential treatment program. Twenty-six percent of the youth reported that they had 

lived in foster care with strangers while 24% reported having lived in foster care with 

relatives. Eighty-two percent of the sample reported previously placement in a residential 

treatment facility and 32% reported having attended an outpatient treatment program. In 

addition, 15% reported having been placed in a residential substance abuse program and 

an additional 5% reported attending community substance abuse program.  

 

Table 7: Out of Home Placements 

Placements N Percent 

Foster Care with Strangers 26 26.0 

Foster Care with Relatives 23 24.2 

Group Home 18 18.0 

Locked Detention or Assessment Center 92 89.9 

Residential Treatment Center 84 82.4 

Outpatient Treatment Program 32 32.0 

Residential Substance Abuse Program 15 15.0 

Community Based Substance Abuse Program 5 5.0 

Note: Percent Sample Prior Out-of-Home Placements 

 

Half of the youth surveyed reported that they were prescribed medication by 

consulting psychiatrists (corroborated by medical records). Sixty-one percent were taking 
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part in a sexual offender treatment program. Fifty-six percent of the sample reported past 

or present difficulty with vision and 10% of the youth reported problems with hearing. 

 Special Education histories were assessed via a non-standardized paper and pencil 

measure administered as part of the life history. Youth were asked to rate how much 

difficulty they had across various subject areas with a focus on language domains. A 5 

point Likert scale was used to assess the amount of perceived difficulty with answers 

ranging from: “not difficult at all” to “very difficult”. Thirty-four percent of the youth 

reported having some to very much difficulty with reading, 49% reported having “some 

to very much” difficulty with penmanship, 57% reported a range of “some to very much” 

difficulty with spelling, 80% reported “rare to frequent” word finding problems, and a 

total of 50% reported a range of “some to very much” difficulty putting thoughts to 

paper. Fifty-seven percent of the youth had been told that they had a learning disability, 

67% reported having been or currently placed in special education classes and 70% of 

this sample reported having current Individual Education Plans (IEP). Thirty-two percent 

of the sample reported memory problems, 42% reported having received help with 

reading, 31% reported that they had been told they had speech problems, 40% reported 

that they had been told that someone had told them that that had/have a hard time 

understanding their speech with 25% reporting that they had received speech and 

language therapy. Corroborating information was gleaned from hard copy education files 

made available through the academic center. According to these files, 76% of this sample 

was diagnosed disability although the files were unclear as to designation. 
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Table 8: Special Needs/Special Education Histories 

Education Files N Percent 

Designated Disability 77 75.5 

Difficulty with Vision 58 55.8 

Cognitive Impairment 12 11.7 

Speech Disorder 13 12.6 

Language Disorder 10 9.8 

Hearing Deficits 10 9.8 

Neurologic Problem 5 4.9 

Note: Percent Sample Special Education Designation/Special Needs 

 

Measures 

Three main constructs were the focus of this study: child maltreatment, 

attachment, and cognitive processing; specifically auditory and language processing. 

Child maltreatment was measured using an adapted version of the Conflict 

Tactics Scale (CTS) (see Appendix 11) for use with children (Straus, 1990).  Attachment 

was measured using the Adolescent Relationship Questionnaire (A-RQ) (see Appendix 

11), a revision of the original Relationship Questionnaire.  Scales reflect the degree of 

security, fearfulness, preoccupiedness, and dismissingness (Griffin and Bartholomew, 

1994). Auditory Processing was measured using SCAN-A (see Appendix 13), a test for 

auditory processing disorders in adolescents and adults. (Keith, 1994). Internalizing and 

externalizing behaviors were measured via the Youth Self-Report (Achenbach, 1991) 

(see Appendix 12). 
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Conflict Tactics Scale 

Originally developed by Strauss (1979), the Conflict Tactics Scale (CTS) is 

designed to obtain data on all possible dyadic combinations of family members (Strauss, 

1990).  For the purpose of this study only the parent-child and child-sib dyads were 

examined.  Each dyad relationship was assessed utilizing 18 items along the dimensions 

of reasoning, verbal aggression, (psychological abusiveness) and violence (delineated 

into minor and severe) referencing two periods of age: occurring between 6-12 years of 

age and occurring between 13-18 years of age.  Youth was asked to rate on a 5 point 

scale “how often” they witnessed or were a participant in family conflicts relative to their 

relationship to both parents and siblings: 1=Never, 2= a couple times a year, 3 = once a 

month, 4=once a week, and 5=every day. Examples include: Brother or sister insulted or 

swore at you; Brother or sister tickled you in an abusive way; Parent (mother (M), father 

(F), or both (B)) discussed issues calmly with you, and Parent (mother (M), father (F), or 

both (B)) pushed, grabbed, or shoved you, slapped you, hit you or spanked you (If yes, 

please circle which one). Internal consistency reliability coefficients describe the 

accuracy of a score on a measure/test. Internal consistency as a measure of reliability 

implies that the tasks are homogeneous. Internal consistency of the CTS was determined 

as part of the National Family Violence Survey (n = 2143). Chronbach’s alphas for 

reasoning, verbal aggression, and violence ranged from .70 to .88. Concurrent validity or 

the degree of correlation between a measure/subscale and another measure/subscale at the 

same point was determined to be between .33 and .64 for verbal aggression and violence 

as measured by a correlation between child and parent response(s) to CTS items (Straus, 

1990). 
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Adolescent Relationship Questionnaire    

 The Adolescent Relationship Scales Questionnaire (A-RQ) is a revision of the 

Relationship Questionnaire (RQ) (Hazen & Shaver, 1987). The original Relationship 

Questionnaire has been cross-culturally validated (Schmitt et al., 2004), and 

demonstrated concurrent validity with the Adult Attachment Scale (AAS) (Collins & 

Read, 1996), with attachment types determined by the A-RQ correlating with attachment 

types determined by the Adult Attachment Scale (AAS) (Domingo, & Chambliss, 1998).  

Bowlby’s (1973) “working models” of the self and others underlie the four dimensions of 

attachment behaviors on which the A-RQ is based (Bartholomew & Horowitz, 1991). 

These internal working models of self and others, with a positive and negative model of 

each, can be used in classifying individuals into four attachment styles: Secure, 

Preoccupied, Dismissing and Fearful.  

 Three studies utilizing various methodologies investigated the two dimensions 

hypothesized to underlie attachment. Griffin and Bartholomew (1994) utilized 

Confirmatory Factor Analysis (CFA) and Structural Equation Modeling (SEM) to 

establish that the hypothesized underlying dimensions of attachment can be measured 

reliably and that they do validly represent the constructs of self and other models. 

Examples of test items include: (a) “It is easy for me to feel close to people. I feel okay 

asking people for help and I know they will usually help me. When people ask me for 

help, they can count on me. I don’t worry about being alone and I don’t worry about 

others not liking me.” and  (b) “It is hard for me to feel close to people. I want to be close 

to people, but I find it hard to trust them. I find it hard to ask people for help. I worry that 

if I get too close to people they will end up hurting me.” Griffin and Bartholomew (1995) 
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cite strong evidence for the construct validity of the model of self and other attachment 

dimensions. Across studies the two attachment dimensions demonstrated discriminant 

validity as the measures of the different constructs—or types of attachment—were 

essentially independent and convergent validity inasmuch as different measures of a 

construct were highly related.  

 

SCAN-A: A test for Auditory Processing Disorders in Adolescents and Adults 

The SCAN-A is a widely utilized auditory processing screening tool for use with 

adolescents and adults 12-to-50 years of age. The SCAN-A consists of four subtests: 

Filtered Words, Auditory Figure-Ground, Competing Words, and Competing Sentences, 

each of which takes between 10 to 20 minutes to administer. Test administration requires 

that the subject and test administrator (speech and language pathologist) each wear a set 

of earphones that test stimuli are presented to simultaneously so that the subject 

responses can be interpreted and recorded. In the Filtered Words subtest, the subject is 

asked to repeat words that sound muffled. Two practice words and 20 test words are 

presented to ear. The Auditory Figure-Ground subtest evaluates the subject’s ability to 

understand multi-syllabic words presented while listening to background noise (people 

talking). Two practice words and 20 test words are presented to ear. The Competing 

Words subtest requires that the subject listen to two multi-syllabic words presented 

simultaneously – one word presented to each ear.  The subject is asks to repeat the word 

pairs alternating between what was heard first on the left and/or then on the right. A set of 

two practice word pairs and 15 word pairs are presented.  Although the primary purpose 

of the SCAN-A is to measure auditory processing abilities/deficits, the four sub-tests also 
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measure aspects of speech recognition. According to Keith, The Filtered Words and 

Auditory Figure-Ground subtests “tap” auditory perception of distorted speech in a 

“compromised acoustic environment”.  These skills are important for assessing the 

subject’s ability to perceive speech in everyday listening situations such as the classroom 

or therapeutic milieu. The construct validity of the SCAN-A evaluated by Keith (1995) 

examined inter-correlations among SCAN-A subtest standard scores. Keith cites evidence 

of reliability findings that SCAN-A scores are homogenous, dependable, and stable 

across repeated administration. A study of 38 subjects in three age groups, 19-30, 31-40, 

and 41-50, demonstrated test re-test reliability. Between test intervals ranged from 1 day 

to 5 months, with a mean of 46 days. A test re-test reliability coefficient for the Total 

Test Score was .69, and the standard error of measure was 2.8 (Keith, 1995). 

Youth Self-Report 

The Youth Self-Report (YSR) was adapted from the adult-report Child Behavior 

Check List/4-18 (known as the CBCL).  The YSR was designed for use with adolescents 

between the ages of 12 and 18.  It is a self-report measure that the adolescent 

himself/herself fills out. The YSR contains two sub-areas: (a) 20 competence items that 

measure the child’s participation in hobbies, games, sports, jobs, chores, friendship, and 

activities, and (b) 118 items that measure eight sub-scale symptoms: withdrawn, somatic 

complaints, anxiety and depression, social problems, thought problems, attention 

problems, aggressive behavior, and delinquent behaviors (Achenbach, 1991). The first 

three subscales are referred to as ‘internalizing,’ whereas the next two are referred as to 

‘externalizing’.  The remaining three scales are categorized as ‘neither internalizing nor 

externalizing’.  Overall behavioral and emotional functioning is measured by the total 
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problem scale.  An adolescent selects his or her response from: 0 = not true, 1 = 

Somewhat or Sometimes True, or 2 = Very True or Often True.  Examples of subscale 

items include: (a) I act to young for my age, (b) I feel lonely, (c) I am too fearful or 

anxious, (d) and I break rules at home, school, or elsewhere. Test-re-test reliability was 

ascertained by administering the YSR at two time points (post test administered seven 

months after initial test) to 11 adolescents. Pearson correlations between Time 1 and 

Time 2 ranged from .30 to .60 indicating moderate stability over time.  Chronbach’s 

alpha for the eight subscales ranged from .59 to .90, indicating a range from marginal to 

high internal consistency. Internal consistency for internalizing behaviors, externalizing 

behavior, and total problem score yielded .91, .89, and .95 respectively. Content validity 

was assessed by testing subscale discrimination between two groups; clinically referred 

(n = 1054) and non-referred adolescents (n = 1054). Results revealed that all 8 subscales 

of the YSR adequately discriminated between clinically referred and non-referred 

adolescents. 
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Chapter 8: Results  

Descriptives 

 Descriptive statistics for the observed variables are described in Table 9. 

Maltreatment 6-12 (MT6) and Maltreatment 13-18 (MT13) were scales created from the 

Conflict Tactics Scale (Straus 1979) , by computing the average of the combined total of 

maltreatment (number of times specific types of abuse/maltreatment occurred weekly, 

monthly and/or monthly) perpetrated on the youth by siblings and parents. Internalizing 

behaviors were measured via the Youth Self-Report (Achenbach, 1991).  A self-reported 

pencil and paper survey asked “how true” statements were ranging from: (a) 0 = Not 

True, (b) 1 = Somewhat or Sometimes True, and (c) 2 = Very True or Often True. As can 

be seen in the table, the mean scores ranged from .58 to .63 on Anxious/Depressed, 

Social Problems, and Withdrawn respectively. Aggression was also measured via the 

YSR with a mean response of .74. Dimensions of insecure attachment  (a)Hard to be 

Close/Fearfulness, (b)Want to be Close/Preoccupiedness, and (c) Don’t Care if 

Close/Dismissingness) were measure by the A-RQ. This measure required that the 

participant choose from four paragraphs that best described their style of attachment or 

the way they felt about their relationships with others. The second part of this measure 

then asked the participant to rate on a Likert Scale from 1 to 7 how much the paragraph 

they choose was “like me” with 1 = Not at all like me and 7 = Very much like me. The 

mean scores of 3.22, 3.29, and 3.06 respectively. Subtests of the Scan-A (Keith, 1995) 

vary with respect to scoring. When means of the participating youth were compared to a 
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convenience sample (Keith,1995), the range of scores did not deviate significantly 

although two of the subtests averaged lower scores than the comparative sample. 

 

Table 9: Descriptive Statistics for Observed Variables 

Variable n Minimum Maximum Mean SD 

Maltreatment 6-12 100 1.00 4.47 2.09 .82 

Maltreatment 13-18 99 1.00 3.98 1.98 .70 

Withdrawn 103 .00 2.00 .63 .46 

Anxious/Depressed 101 .00 2.00 .58 .44 

Social Problems 101 .00 1.88 .58 .41 

Aggression 101 .00 2.00 .74 .41 

Hard to be Close 97 1.00 7.00 3.22 2.14 

Want to be Close 100 1.00 7.00 3.29 1.99 

Don’t Care if Close 96 1.00 7.00 3.06 2.14 

SCANA_CW 68 25 57 48.74 6.76 

SCANA_AFG 68 24 40 35.56 2.67 

SCANA_FW 68 20 36 29.16 3.31 

 

 

Bivariate correlations were run for all variables in the tested model and are 

detailed in Table 10. As expected, maltreatment in childhood and adolescence correlate 

highly (r = .52) suggesting that for many participants the experience of maltreatment 

spans over a period of more than a decade. On the other hand, the correlation does not 

suggest that all participants were maltreatment from age 6 to 18. As the patterns of 

correlations with all other variables under consideration suggest, the differentiation 

between earlier and later maltreatment was important. As can be seen, the experience of 
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relation child maltreatment between the ages of 6 to 12 years (MT6) is highly correlated 

with the Filtered Words subtest of the SCAN-A and with being withdrawn (YSR) – a 

pattern that is less pronounced for the maltreatment variable age 13-18 (MT13). This is 

remarkable given that it is reasonable to assume that participants would be less capable of 

reporting the more distant life experience. The dimensions of attachment as measured by 

the A-RQ (Griffin & Bartholomew, 1994) “Wanting to be Close” (preoccupiedness) and 

“Not Caring if Close” (dissmissingness) is highly correlated with “Hard to be Close” 

(fearfulness).  Of interest is that “Hard to be Close” or fearfulness is correlated with each 

of the subtests of the SCAN-A, with the highest correlation observed with the Filtered 

Words and Auditory Figure-Ground subtests which, according to Keith (1995), “tap” 

auditory perception of distorted speech in a “compromised acoustic environment” to the 

extent that these particular deficits predict difficulty in auditory processing related to 

speech recognition and thus the ability to process language. Giving more strength to 

Keith’s assertion that Filtered Words and Auditory Figure-Ground “tap” similar 

constructs relative to auditory perception and speech recognition, is that these two 

subtests are also highly correlated. These findings are of particular interest as auditory 

perceptual and speech recognition skills are the foundation for the subject’s ability to 

perceive speech and language in everyday listening situations such as the classroom or 

therapeutic milieu. The Competing Words subtest of the SCAN-A approach significance 

as well which gives further credence to compromised auditory and language processing 

abilities. Given these correlations it is not surprising that social problems, anxiety, and 

aggression are also highly correlated with fearfulness or finding it “Hard to be Close”. It 

is also interesting to note that preoccupiedness or the desire to “Want to be Close” while 
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not correlated with subtests of the SCAN-A are significantly correlated with social 

problems, anxiety, withdrawal, and aggression. And dismissingness or “Not Caring if 

Close” neither correlates with the SCAN-A subtests or the internalizing behaviors of 

social problems, and withdrawal or aggression as measured by the Youth Self-Report 

(Achenbach, 1991). 
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Hypotheses Testing 

The first step of hypotheses testing involved running several hierarchical 

regressions to test the effect of maltreatment, insecure attachment, and auditory/language 

processing on the outcome variables: withdrawal, depression, social problems, and 

aggression (Table 11a,b,c,d). The second step utilized a structural equation modeling 

(SEM) strategy to test the main hypotheses in one integrated model. The analyses were 

performed using AMOS 7 (Arbuckle, 2006). Because of the presence of missing data, the 

analysis was based on the Full-Information Maximum-Likelihood (FIML) estimation of 

the covariance matrix (Arbuckle, 2006).  

Tables 11(a,b,c,d) depict step-wise hierarchical regression on the independent 

variables: withdrawal, depression, social problems, and aggression.  

 

Table 11a: Hierarchical Step-Wise Regression on Withdrawal 

   Step 1 Step 2 Step 3 

 Beta P Beta p Beta p 

MT 6  .077 .656 .076 .633   

MT 13 .254 .145 .313 .057   

Hardclos   -.160 .383 -.337 .086 

Wantclos   .433 .022 .466 .016 

Careclos   .161 .347 .175 .286 

ScanA_FW     -.325 .062 

ScanA_AFG     -.067 .683 

ScanA_CW     -.151 .351 

R2/ R2
Δ  

 

R2=.09 R2=.29 

R2
Δ =.20* 

R2=.41 

R2
Δ =.12* 

* indicates R2 change coefficients to highlight the additional amount of variance explained in each step. 
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As can be seen in this hierarchical step-wise regression, 9% variance is explained relative 

to the direct effect of maltreatment on the internalizing behavior: withdrawal. Neither MT 

6 nor MT 13 reaches significance as predictor variables. Step two reveals that insecure 

attachment, almost exclusively driven by “preoccuppiedness“ (variable Wantclos) 

explains additional 20% of the variance. And as can be seen in step three, 

auditory/language processing explains an additional 12%, leaving the regression 

coefficients of the two maltreatment remains virtually unchanged. 

Table 11b: Hierarchical Step-Wise Regression on Depression 

 Step 1 Step 2 Step 3 

 Beta P Beta p Beta p 

MT 6  -.071 .661 -.071 .632   

MT 13 .249 .126 .325 .035   

Hardclos   -.053 .741 -.038 .833 

Wantclos   .454 .006 .476 .008 

Careclos   -.126 .384 -.131 .382 

ScanA_FW     -.093 .570 

ScanA_AFG     .020 .897 

ScanA_CW     -.078 .642 

R2/ R2
Δ  

 

R2=.05 R2=.24 

R2
Δ =.19* 

R2=.25 

R2
Δ =.01* 

* indicates R2 change coefficients to highlight the additional amount of variance explained in each step. 
 

As can be seen in this hierarchical step-wise regression, 5% variance is explained relative 

to the direct effect of maltreatment on the internalizing behavior: depression. However, 

neither predictor variable reaches significance. Step two reveals that insecure attachment, 

almost exclusively driven by “preoccupiedness“ (variable Wantclos), explains a 

significant additional amount (19%) of the variance. Adding uditory/language processing 
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in step 3 explains only an additional 1% of the variance.  Again, the co-efficient of 

maltreatment remains virtually unchanged suggesting mediation is not at play.    

Table 11c: Hierarchical Step-Wise Regression on Social Problems 

 Step 1 Step 2 Step 3 

 Beta P Beta p Beta P 

MT 6  .142 .432 .108 .530   

MT 13 .071 .693 .151 .388   

Hardclos   .134 .486 -.009 .961 

Wantclos   .407 .044 .248 .211 

Careclos   -.155 .427 -.025 .891 

ScanA_FW     -.044 .805 

ScanA_AFG     .312 .103 

ScanA_CW     -.591 .005 

R2/ R2
Δ R2=.04 R2=.20 

R2
Δ =.16* 

R2=.40 

R2
Δ =.20* 

* indicates R2 change coefficients to highlight the additional amount of variance explained in each step. 
 

A similar pattern emerges for Social Problems: The initial regression on the two 

maltreatment variables does not produce significant coefficients (with 4% explained 

variance). Step two reveals that insecure attachment, almost exclusively driven by 

“preoccupiedness“ explains a significant amount (16%) of the variance. 

Auditory/language processing explains an additional 20% of the variance. While the 

coefficient of maltreatment remains virtually unchanged, the significant effect of 

fearfulness is noticeably reduced in step 3 suggesting partial mediating: the effect of 

insecure attachment impairs auditory processing which, in turn, affects internalizing 

problem behavior.   
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Table 11d: Hierarchical Step-Wise Regression on Aggression 

 Step 1 Step 2 Step 3 

 Beta P Beta p Beta P 

MT 6  .042 .819 .020 .912   

MT 13 .080 .664 .023 .900   

Hardclos   .305 .154 .197 .394 

Wantclos   -.325 .135 -.323 .182 

Careclos   .177 .836 .192 .384 

ScanA_FW     -.235 .278 

ScanA_AFG     .009 .964 

ScanA_CW     -.142 .512 

R2/ R2
Δ  

 

R2=.01 R2=.12 

R2
Δ =.11* 

R2=.19 

R2
Δ =.07* 

* indicates R2 change coefficients to highlight the additional amount of variance explained in each step. 
 

As can be seen in this hierarchical step-wise regression, 1% variance is explained relative 

to the direct effect of maltreatment on the externalizing behavior: aggression.  Step two 

reveals that insecure attachment explains a significant amount (11%) of the variance 

although none of the three predictors shows a significant regression weight which 

suggests that fearfulness does not stand out as the major variable to explain the effect of 

insecure attachment on Aggression. In step three, auditory/language processing explains 

an additional 7% of the variance however, and the co-efficient of maltreatment as well as 

the coefficients of the three attachment variables remain virtually unchanged suggesting 

that mediation is not at play.    

In this regression, a direct link between maltreatment and behavioral outcomes 

could not be established empirically. Attachment and auditory processing, on the other 

hand, are players in negative behavioral outcomes. In the next step, we try to integrate 
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these findings in the framework of SEM. This enables us to use latent constructs in order 

to account for measurement error which might have lowered the empirical associations in 

the Multiple Regression analyses. By looking at all outcome variables simultaneously it 

is also possible to develop a model that is more parsimonious, i.e., uses fewer parameters 

to succinctly describe the hypothesized causal model.  

Figure 1 depicts the hypothesized model tested in the current study. This model 

suggests that the empirical association between relational trauma/maltreatment and 

language/auditory processing is at least partially mediated through insecure attachment. 

This, in turn means for the analysis that we expect the direct path from maltreatment to 

auditory processing (see Figure 1) to be insignificant (or at least significantly reduced) 

once attachment is introduced as additional predictor variable to the model. Therefore, 

the mediation hypothesis (H4) implies that the paths from maltreatment to attachment and 

the path from attachment to auditory processing become significant (i.e., mediation). If 

the direct path from maltreatment to auditory processing is insignificant in the presence 

of a significant mediation, the process would be considered “full mediation”; if it remains 

significant in the presence of mediation we conclude that a partial mediation processes is 

at play. 

The hypotheses regarding the effect of auditory processing deficits on 

internalizing behavior and aggression are operationalized as direct causal/predictive 

paths. The hypotheses are tested using the t-statistic for each of the four respective 

regression weights. 
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Figure 1:  Mediation Model of the Effects of Child Maltreatment 
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 Table 11 summarizes the relevant estimates for all structural parameters of the 

regression model. The model revealed excellent fit. The Chi-square was not significant 

(55.1, df = 45). This alone would not indicate a good fit given the relatively small sample 

for SEM analysis. However, with an Incremental Fit Index of .97 and the Comparative 

Fit Index of .96 the assertion that the data fit the designated model is strongly supported. 

The sample-size independent Root Mean Square Estimate of Approximation also 

indicates an excellent fit (RMSEA = .044). 
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Table 12: Regression Estimates for the Proposed Structural Equation Model  

Predictor Outcome B S.E. β  p 

Maltreat Attach .205 .359 .076 .568 

Attach AudProcess -.439 .198 -.468 .027 

Maltreat AudPocess -.886 .561 -.349 .115 

Maltreat MT6 1.000 * .869 * 

Maltreat MT13 .586 .304 .589 .054 

Attach Hardclos 1.000 * .895 * 

Attach  Wantclos .506 .168 .486 .003 

Attach Careclos .494 .172 .442 .004 

AudProcess Scana_fw 1.000 * .451 * 

AudProcess Scana_afg .704 .263 .472 .007 

AudProcess Scana_cw 2.575 .806 .831 .001 

AudProcess Aggress -.107 .044 -.435 .029 

AudProcess Withdraw -.129 .045 -.527 .004 

AudProcess Yanxious -.181 .067 -.543 .003 

AudProcess Socprob -.128 .044 -.546 .004 

Note:  Sample includes 117 adjudicated adolescents. Model fit was good, IFI = .97, 
CFI=.96, and RMSEA= .044. 

 

Experience of early relational trauma/maltreatment was significantly correlated 

with auditory processing (model implied latent correlation of r = - .39). Therefore, 

Hypothesis 1 was confirmed. Hypothesis 4 implied that this effect is significantly 

reduced or becomes insignificant when the mediation process through attachment is 

specified in the model as it is in the model reported in Table 11. The direct effect is no 

longer significant corroborating the notion of mediation. Hypothesis 4 was thus not 
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confirmed as the coefficient is insignificant however, the standardized coefficient is 

substantial with B = .21. Testing for mediation in SEM can be accomplished by 

examining the difference in the Chi-Square relative to the change in degrees of freedom 

between the fully mediated model (direct effect from maltreatment to Auditory 

Processing constrained to zero, the dashed line in the model detailed in Figure 1) and one 

with the direct effect freely estimated (Holmbeck, 1997). When comparing those two 

models with the current data, the findings support a near fully mediated model. The 

change in Chi-square is 5.0 at 1 degree of freedom, with the critical value for Chi-square 

at p = .05 and 1 degree of freedom is 3.84. Therefore, while these findings do not support 

the assertion of a fully mediated model, the model is at least partially mediated and is 

approaching full mediation. Hypothesis 4 is therefore supported. 

The SEM analysis support Hypotheses 2 and 3 strongly: All four regression 

coefficients from Auditory Processes to Withdrawal, Anxiety, Social Problems and 

Aggression are significantly negative as predicted.  

Note that all effects in the model are predictive statistically in the sense of linear 

regression. Logically, this does neither imply a causal association or even a temporal 

sequence given the data cross-sectional nature of the data. On the other hand the findings 

do not contradict the notion of causal mechanisms if they are implied by theory and 

supported empirically by other – preferably longitudinal – studies.  
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CHAPTER 9: DISCUSSION 

Synthesis and Implications 

Child maltreatment is a broad and complex problem that can alter physical, 

psychological, and emotional development, resulting in myriad negative developmental 

outcomes (see, e.g., Brown & Bzostek, 2003; DuRant, Getts, Cadenhead, Emans, & 

Woods, 1995; Finkelhor & Hashima, 2001; Singer, Anglin, Song, & Lunghofer, 1995). 

As supported the current study, insecure attachment styles, cognitive processing deficits, 

and behavioral problems are all associated with childhood maltreatment; thus, it is critical 

that we further our conceptual understanding of these complex, pervasive, and often 

devastating problems. This process must entail the clarification of how negative factors 

are related and where they interface within a developmental framework. 

Principles of attachment theory, both old and new, should be employed when 

establishing a therapeutic relationship, particularly when working with child victims of 

abuse and neglect. Utilizing an attachment lens can facilitate positive treatment outcomes 

in work with maltreated children inasmuch as it provides a knowledge base from which 

practitioners can anticipate responses based on the attachment dynamics displayed by the 

client. The current findings of the mediational influence of insecure attachment within the 

influence of child maltreatment on auditory processing and in turn social, emotional, and 

behaviorally functioning reinforce this assertion. In other words, the current findings 

suggest we must attend to attachment issues to effectively intervene in the effect of child 

maltreatment. Furthermore, the effect on auditory processing has implications for the 
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methods we use in the process of intervention. Caution is needed in the exclusive use of 

“talk” therapies (CBT) as the current model shows that the auditory processing of 

maltreated youth is impaired by that maltreatment. Thus, attachment theory can help the 

practitioner to be thoughtful relative to boundary issues and triggering events that have 

the potential to put a maltreated child in states of distress and/or high arousal that may 

hinder the therapeutic process. 

Understanding how child maltreatment and the resultant relational trauma affects 

the attachment relationship, which in turn alters cognitive processing ability via the 

structure and underlying function of the brain, will aid our ability to treat the aftermath of 

child abuse and neglect. Rather than treating presenting symptoms alone, such an 

understanding will better inform the design of multimodal treatment strategies that target 

the synergistic interplay of the psychological impacts of childhood maltreatment, 

attachment difficulties, and deficits in cognitive functioning [see Figure 1]. 

Current Thinking 

Current child maltreatment literature indicates the necessity of a shift in current 

intervention strategies. It has become clear that we need to move away from strictly 

cognitive behavioral treatment or psychotherapeutic approaches and toward interventions 

that are better informed by our growing understanding of how the trauma associated with 

childhood maltreatment affects multiple developmental domains. Thus, as I have 

discussed, identification and clarification of the interrelationships among child 

maltreatment, attachment, and cognitive processing may ultimately inform the 

development of evidence-based practice efforts that are more effective in treating 

maltreated children and youth. 
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Perry (2001a) has referred to early attachment relationships as “emotional glue.” 

Indeed, it is clear that the relational interactions we experience during our earliest and 

most vulnerable developmental periods are critical in shaping and forming 

psychologically and emotionally healthy relationships. He also says that “timing is 

everything,” because during the first 3 years of life the “human brain develops to 90% of 

adult size and puts in place the majority of systems and structures that will be responsible 

for all future emotional, behavioral, social, and psychological functioning during the rest 

of life” (p. 4). 

It has also been said that experience is the architecture of the brain. Experience in 

infancy and early childhood strengthens neural pathways that facilitate survival, thus 

meeting both the physical and emotional needs that will allow the child to react to, and 

cope with, everyday life. Neural circuitry is therefore strengthened and modified under 

varying conditions and reflects the environment. However, although stress is an integral 

part of daily living—and learning to cope with moderate amounts of stress is necessary 

for survival—brain development is altered by exposure to prolonged and/or chronic 

severe or unpredictable stress, including child maltreatment. 

For example, according to Lowenthal (1999), maltreated children’s brains display 

more highly attuned abilities to react to danger. Conceptually, Lowenthal posits that the 

brain organization that puts these children in almost constant states of high alert is 

undoubtedly related to their adaptation to a dangerous and highly stressful environment, 

and thus is rooted in survival. And because physical flight is not always possible in these 

situations, they “cope by freezing” (p. 205). Lowenthal posits that this freezing response 

to perceived threatening events allows “the child time to process and evaluate the 
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stressor” (p. 205). While, following this line of thinking, “freezing”, may have been 

adaptive originally, it can become maladaptive in later social settings. For example, 

“freezing” can be misinterpreted as noncompliance or defiance of requests or demands, 

and as a result, caretakers often up the ante by challenging the behavior, which in turn 

escalates the fear response and increases the magnitude of behavioral responses in the 

highly aroused child (James, 1994).  

Similar to those who suffer cognitive impairments subsequent to neurological 

damage, children and youth who have experienced maltreatment may exhibit a variety of 

impaired listening, reading, speaking, and writing skills that further confound their ability 

to communicate under stress. Additional neuropsychological deficits (perceptual and 

cognitive) may include impaired memory, sensation, perception, motor dexterity, 

attention, and executive functioning.  Impairments such as these are salient to considering 

which treatment approaches will be most effective when working with maltreated 

children—children lacking the emotional glue spoken of by Perry (2001a), or the sound 

brain architecture grounded in positive life experience and healthy interpersonal 

relationships that promotes learning. 

As noted, research has demonstrated that cognitive processes become 

compromised during periods of high emotional arousal. As a result, we must hold a 

critical lens to the practice of relying on cognitive behavioral therapies. The foundation of 

these cognitive behavioral theoretical models assumes the ability to access cognitive 

processes during treatment—even when dialogue surrounding early interpersonal 

experience elicits stress-related reactions, such as freezing, that will hinder the 
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therapeutic process. This is particularly true if a trusting alliance/relationship between the 

child and the therapist (i.e., an attachment) has not been securely established. 

Regardless of whether or not one embraces the notion that adaptive behavioral 

patterns of freezing or that maltreatment-driven brain changes rooted in attachment styles 

and relationships, disrupt cognitive processing abilities (e.g., recognition of the 

connection between thoughts, feelings, and behaviors) and executive functions (e.g., the 

ability to change the cognitive set or make adjustments in thinking), it is clear that 

maltreatment can impact behavior and neurological functioning.  And, therefore, 

effective intervention will depend, in part, upon our ability to change patterns of behavior 

and thinking/cognition by way of neural “rewiring”. 

The field of social work is dedicated to increasing child welfare through research 

and practice efforts geared toward improvement of the efficacy of interventions. The 

development of public policy and efficacious intervention programs that address child 

maltreatment are dependent upon understanding the extent and scope of child 

maltreatment and its consequences. Therein lie the larger questions: a) How do we draw 

on bodies of research, relate them to one another, and translate what we know into 

intervention strategies that work with a variety of maltreated children? And b) How must 

we change our thinking and practice based upon what we know now and are beginning to 

understand about learning and cognitive processing in children and youth who have 

experienced abuse and/or neglect? 
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Going Forward 

The fact that child maltreatment and insecure attachment result in myriad negative 

sequelae is not breaking news. As noted, this has been the subject of theoretical 

development and empirical research for decades. However, further understanding of this 

reciprocal interaction and how that interaction impacts developing brain structures and 

functioning is crucial to our efforts to determine and design top-quality educational and 

therapeutic programming and intervention. 

Although the experience of child maltreatment is unique to each child, and the 

consequences that result depend on a variety of factors, including age of onset, frequency 

and duration of the maltreatment, child characteristics, and the child’s relationship to the 

perpetrator, consideration and attention in both research and practice should be given to 

variables central to the attachment relationship and the underlying neurobiology that 

results from maltreatment/insecure attachment. Clearly, the most significant cost of child 

maltreatment/trauma is the loss or disruption of a secure attachment base. The 

neurological impact of trauma and early disrupted/insecure attachment experiences must 

inform our understanding of processing difficulties that contribute to many of the 

behavioral and learning problems exhibited by victims of child maltreatment. 

I argue for a treatment approach that is more trauma-focused in theory and 

multimodal in its interventions. Maltreated children’s styles of learning can be related to 

the way the child’s brain most effectively organizes and processes information. 

Currently, only limited integration of this awareness appears to be reflected in treatment 

models, particularly among those children who exhibit a variety of learning, emotional, 

and/or behavioral problems. 
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We must develop a practice/intervention approach that promotes meaningful 

change; beginning with the realization that establishing a secure attachment relationship 

promotes a feeling of safety within the therapeutic milieu. This can be accomplished by 

understanding that emotions interact with thinking and/or reason to either support or 

inhibit cognitive processing and learning. We must create environments in which children 

and youth feel physically and emotionally safe to learn, because threat and stress impede 

learning and integration and because affect regulation is essential to the learning process. 

We need to understand that sensory engagement is important from a multimodal 

perspective and that assessing both strengths and weaknesses to capitalize on success is 

imperative to positive therapeutic outcomes. We also must realize that language might be 

the least accessible and/or least useful modality for traumatized children and youth—

particularly at the beginning of treatment. Thus, multimodal learning that emphasizes 

predictability and structure, repetition, and sequencing to form new and adaptive neural 

pathways should be a priority. 

And because we now know that traumatic experiences have a negative impact on 

the neurodevelopment of young children, particularly with respect to language skills, 

including auditory processing, expressive/receptive language abilities, and verbal 

memory skills (Perry, 2001b; Perry & Pate, 1994; Perry, Pollard, Blakely, & Vigilante, 

1995; Teicher, Anderson, Polcari, Anderson, & Navalta, 2002; van der Kolk, 

MacFarlane, & Weisaeth, 1996), we must keep in mind that learning and/or processing 

may be difficult for maltreated children and youth in a normal environment, and nearly 

impossible it emotionally charged situations.  And, given that language might be the least 

accessible or useful modality for clients, particularly at the beginning of the treatment 
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when the therapist-client relationship is forming, it is important to develop intervention 

strategies that are not verbally loaded—by incorporating, music, movement, and hands-

on activities into the therapeutic process.  

Attachment and the Brain 

It is thought that meaningful, healthy interpersonal relationships have the potential 

to reactivate neuro-plastic or cognitive processes that may actually change the structure 

and function of the brain. In a perfect world we would have the ability to image the brain 

in maltreated children before and after therapeutic intervention, as a means of providing 

tangible evidence that the structure and function of the brain can be changed or modified. 

Nonetheless, our current knowledge on this subject is a good starting point from which 

we can devise intervention models that address neurological impairments, borrowing 

from rehabilitation therapies currently used to treat individuals who have suffered various 

forms of brain damage. 

Cozolino (2002), Schore (1994, 2000), Siegel (1999), and Teicher (2000), leaders 

in child maltreatment research and theory, argue strongly that new data arising from 

advances in neuroscience will inform and improve our work with maltreated children. 

These scientists hold that it is caregiver nurturance that: 

…sets us on a course of physical and psychological health—or when it is lacking, 

disease and mental illness. Because of the link between interpersonal relationships 

and biological growth, we are particularly interested in the impact of early 

caretaking relationships when the neural infrastructure of the social brain is 

forming. (Cozolino, 2006, p. 8) 
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Given the results of this study, we need to understand more about how biological 

processes interact with the environment to affect behavior. In addition, we need to 

develop a diagnostic protocol or assessment procedure that will facilitate the 

identification of maltreated children and youth. Finally, we must develop a 

practice/intervention approach that promotes meaningful change by paying attention to 

the fact that emotions interact with thinking and/or reason to either support or inhibit 

learning. 

The old adage “safety first” takes on new meaning when we address the 

therapeutic needs of children who have experienced interpersonal or relational trauma. It 

is critical that we create therapeutic environments in which children and youth feel 

physically and emotionally safe, so that they can begin to heal and practice newly 

developing adaptive relational behavior. We must remember that threat and stress impede 

learning and integration, that maltreated children and youth may demonstrate deficits in 

auditory and language processing, and that affect regulation and sensory engagement is 

an essential foundation of the learning process. Furthermore, we must keep in mind that 

multimodal learning—emphasizing predictability and structure—along with sequencing 

and repetition will help in the formation of new adaptive neural pathways.  

Our current multidisciplinary knowledge relating to attachment, neural and brain 

development, cognitive impairments and cognitive functioning, and the multifaceted 

nature of child maltreatment is central to our ability to treat victims of child 

maltreatment, particularly those who have experienced prolonged or chronic forms of 
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relational trauma inflicted by a primary caregiver. The synthesis of the current topics in 

this paper are a guide to this end, providing a base from which we can continue to build 

more efficacious and better-informed treatment and intervention methods designed to 

meet the complex needs of the maltreated child.  
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CHAPTER 10: CONCLUSION  

Childhood relational maltreatment interferes with the development of secure 

attachments relationships.  Childhood relational maltreatment disrupts the development 

of healthy coping mechanisms, instead priming the brain and central nervous system to 

“survive” in a frequent state of high emotional arousal and fear. We see the tragic 

outcomes of childhood relational maltreatment mislabeled and misunderstood. 

Maltreatment during childhood can set a course for relational, social, and academic 

failure, in many cases because the maltreatment/trauma endured has rendered them less 

able to communicate the very problems and challenges it has created for them.  The hope 

for these children, youth and adolescents lies in our growing understanding of what it 

means to come from abusive and neglectful environments—for the body and the mind, 

and our ability to creatively, imaginatively, and purposefully integrate this knowledge 

into treatment and intervention strategies as unique and multifaceted as the challenges 

they have, and will continue to face.
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