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Abstract

Introduction: Exposure to traumatic stressful events in child-

hood is an important risk factor for the development of post-

traumatic symptomatology. From a mentalization-based de-

velopmental perspective, childhood adversity can affect at-

tachment in children and may result in insecure attachment 

and impaired mentalizing abilities, which increase the life-

time risk for psychopathology. The present cross-sectional 

study examined the potential mediating role of attachment 

insecurity and impaired mentalizing on the relationship be-

tween childhood trauma and posttraumatic symptomatol-

ogy. Method: Adults who had experienced childhood ne-

glect and abuse (n = 295, 184 patients with personality dis-

order and 111 community controls) completed self-report 

measures of posttraumatic stress disorder (PTSD) symptoms, 

dissociative experiences, adult attachment insecurity, and 

mentalizing. Results: Structural equation modelling results 

revealed that attachment insecurity together with lower 

mentalizing mediated the link between childhood trauma 

and PTSD symptoms, and lower mentalizing mediated the 

link between childhood trauma and dissociative experienc-

es. Conclusion: The findings show that attachment insecu-

rity and lower mentalizing play significant mediating roles in 

the reporting of posttraumatic symptomatology among sur-

vivors of childhood abuse and neglect, with treatment impli-

cations for mentalization-based therapy as beneficial for in-

dividuals with a history of childhood trauma.

© 2020 The Author(s)

Published by S. Karger AG, Basel

Introduction

Posttraumatic stress disorder (PTSD) is a debilitating 
psychological disorder that develops following traumatic 
life experiences, especially those occurring in childhood. 
From a mentalization-based developmental perspective, 
childhood adversity may cause insecure attachment and 
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impaired mentalizing, which compromise resilience in 
the face of adversity throughout the life span [1]. As a re-
sult, exposure to childhood trauma may result in poorer 
posttraumatic adjustment than trauma experienced in 
adulthood [2, 3]. 

Childhood trauma is defined as all forms of physical 
and/or emotional ill-treatment, sexual abuse, neglect or 
negligent treatment, or commercial or other exploita-
tion resulting in actual or potential harm to the child’s 
health, survival, development, or dignity in the context 
of a relationship of responsibility, trust, or power; this 
definition includes physical abuse, psychological abuse, 
sexual abuse, and neglect [4]. Childhood trauma is the 
most common early adversity that may cause profound 
difficulties for posttraumatic adjustment. Adversity in 
early life, relative to trauma in adulthood, is more likely 
to disrupt the formation of secure and trusting relation-
ships with attachment figures and the development of 
effective coping strategies to manage and reappraise 
trauma [3]. This can predispose individuals with attach-
ment insecurity to a reduced internal feeling of security 
or external support in the face of later adversity and 
trauma, which may expose them to subsequent trauma 
and increase the risk for later PTSD symptoms [5]. Ex-
tensive research has demonstrated that attachment inse-
curity significantly predicts posttraumatic symptom-
atology (e.g., anxiety, depression, and PTSD symptoms) 
in survivors of childhood neglect and abuse [6, 7]. In 
addition, the strength of the relationship between at-
tachment insecurity and trauma symptomatology was 
greater for survivors of child sexual abuse than for non-
abused individuals [8, 9]. These studies indicate that at-
tachment insecurity plays a significant role as a predic-
tor of PTSD symptomatology after experiencing mal-
treatment in childhood.

Early maltreatment may not only increase the risk for 
the development of attachment insecurity in childhood, 
with long-lasting effects on attachment in intimate adult 
relationships, but also disrupt mentalizing abilities. Men-
talizing is an ability to think about and interpret the ac-
tions of the self and others in terms of intentional mental 
states [10, 11]. The development of mentalizing is thought 
to be fostered by secure attachment relationships. The 
child first learns how to mentally represent his/her own 
affects through the caregiver’s display of the child’s sub-
jective emotional experience back to the child. In the con-
text of a secure attachment relationship, this process of 
marked and contingent mirroring is believed to facilitate 
the development of efficient strategies to regulate distress, 
and to represent and communicate affects [10, 12].

In contrast, attachment insecurity may impair the de-
velopment of mentalizing [12]. Insecurely attached chil-
dren, for example, those with a history of childhood abuse 
or neglect, have been found to have difficulties in mental-
izing [13]. This is thought to be linked to the maltreating 
parents’ compromised ability to conceive of and commu-
nicate their child’s subjective emotional experience. Mal-
treated children then may avoid contemplating their par-
ents’ intentional mental states to reduce anxiety and to 
preserve their attachment relationships [13, 14]. Through 
negative interactions with maltreating parents, such a 
child may internalize early insecure attachment relation-
ships that, in turn, have a negative impact on the develop-
ment of their mentalizing abilities. The close association 
between attachment insecurity and impaired mentalizing 
is thought to be maintained in adulthood. Insecurely at-
tached adults are characterized by negative attachment 
representations regarding the perceived availability of at-
tachment figures. Fizke et al. [15] found that the activa-
tion of insecure attachment representations significantly 
decreased mentalizing abilities, which manifested as 
compromised emotion recognition in others. Particular-
ly, in the context of interpersonal problems or trauma, 
one recent study [16] found that mentalizing fully medi-
ated the association between adult attachment insecurity 
and interpersonal distress, demonstrating that attach-
ment insecurity has a negative influence on mentalizing 
and further contributes to interpersonal distress. 

Furthermore, exposure to unresolved loss or trauma 
may diminish mentalizing abilities as perceiving the men-
tal states of others as may be experienced as threatening 
or overwhelming [15]. This prevents traumatized indi-
viduals from effectively using social support to manage 
trauma and may contribute to poor posttraumatic adjust-
ment and thus higher levels of PTSD symptomatology 
[12]. There is emerging evidence to indicate mentalizing 
failures in traumatized individuals, including lower emo-
tional understanding [17], delayed onset of theory of 
mind [18], and increased difficulties in mentalizing [13, 
19, 20]. Among survivors of childhood trauma, compro-
mised mentalizing further acts as a risk factor for severe 
psychopathology such as personality disorders [21], as 
well as depressive symptoms and externalizing and sexu-
alized behaviours [14, 22], indicating that mentalizing 
can be considered a mediator of the relationship between 
trauma and posttraumatic symptomatology. 

Survivors of childhood trauma such as emotionally 
abusive parenting or child sexual abuse are also reported 
to experience dissociation, expressed as, for example, in-
hibition of negative emotional responses or expressions 
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[7, 22, 23]. Childhood trauma may be viewed as a type of 
betrayal trauma, which refers to a betrayal of trust that is 
caused by individuals upon whom victims depend and 
who, at times, violate that trust [24]. This may contribute 
to a loss of epistemic trust, which describes the openness 
of an individual to accept new knowledge from a trust-
worthy person with benign intentions and whose infor-
mation is relevant to the self. When traumatized individ-
uals fail to establish epistemic trust because the intention-
ality of an abusive caregiver feels too dangerous to 
contemplate, hypervigilance with regard to learning from 
that caregiver and the wider social environment is para-
mount. As a result, reliance upon caregivers, as well as on 
other supportive figures via broaden-and-build experi-
ences, as resources to cope with maltreatment is highly 
compromised [25, 26]. Instead, such individuals charac-
teristically display heightened levels of dissociation as a 
means to preserve the vital attachment relationship with 
the abusive caregiver [27]. One recent study has found 
that childhood sexual abuse is linked with higher levels of 
dissociation via lower mentalizing in the victim [22], in-
dicating that impaired mentalizing can be considered as 
a potential predictor of dissociation in children who have 
been abused.

Given that attachment insecurity and impaired men-
talizing both contribute to posttraumatic symptomatol-
ogy, there is a gap in the literature insofar as no studies 
have addressed the role that attachment insecurity in 
combination with impaired mentalizing plays in the rela-
tionship between childhood trauma and posttraumatic 
symptomatology. The present study thus aimed to exam-
ine the effect of these two risk factors on the link between 
childhood trauma and PTSD symptoms and dissociation 
cross-sectionally in a mixed sample. We expected that at-
tachment insecurity (here applied to current romantic 
partners) may have a mediating influence on impaired 
mentalizing. We also hypothesized that both attachment 

insecurity and impaired mentalizing would mediate the 
association between childhood trauma and PTSD symp-
toms and dissociation (Fig. 1).

Materials and Methods

Participants
Three hundred and forty adults (58.2% women; age 18–65 

years, mean = 30.39, SD = 10.08) were recruited from a large-scale 
study in Greater London investigating personality disorders with 
a computational psychiatry approach. Two sample sources were 
used to increase sample heterogeneity. The first consisted of 221 
patients who met the DSM-IV criteria for borderline personality 
disorder and antisocial personality disorder (58% women, age 18–
65 years, mean = 31.51, SD = 10.32), who were referred from spe-
cialist personality disorder mental health services or a London 
Probation Trust-associated personality disorder screening system 
and had received the diagnosis of borderline and/or antisocial per-
sonality disorder based on the Structured Clinical Interview for 
DSM-IV axis II personality disorders [28]. Individuals with recent 
psychotic episodes, severe learning disabilities, or current or past 
neurological disorders or traumas were excluded. The second con-
sisted of 119 community-recruited control participants (58.4% 
women, age 18–52 years, mean = 28.31, SD = 9.33). There was no 
sex difference between the two samples (χ2(1) = 0.01, p = 0.945). 
The patient group was significantly older than the control group 
(t(338) = 2.82, p < 0.01). In addition, relative to the control group, 
the patient group presented with higher scores on all clinical vari-
ables, including: t(329.118) = 11.62, p < 0.001 for childhood trau-
ma; t(334) = 14.32, p < 0.001 for attachment anxiety; t(297.495) = 
8.94, p < 0.001 for attachment avoidance; t(10.441) = 10.44, p < 
0.001 for certainty about mental states; t(19.838) = 19.84, p < 0.001 
for uncertainty about mental states; t(272.615) = 17.37, p < 0.001 
for PTSD symptoms; and t(313.52) = 13.04, p < 0.001 for dissocia-
tive experiences. 

In order to examine the influence of childhood trauma, the fi-
nal sample comprised 296 participants who had experienced at 
least one childhood traumatic life event or experience (≥ lower 
severity level) screened from the Childhood Trauma Question-
naire (CTQ) [29]. There were no significant differences between 
those who had (n = 296) and had not (n = 44) been selected in terms 
of sex (χ2(1) = 0.02, p = 0.902) and age (t(338) = –1.76, p = 0.080). 

Childhood 
trauma  
(CTQ) 

Dissociative experiences  
(DES) 

PTSD symptoms  

(PCLS) 

Lower mentalizing  
(RFQ) 

Attachment insecurity  

(ECRR) Fig. 1. The hypothesized model with the 
link from childhood trauma to PTSD 
symptoms and dissociative experiences.



Attachment and Mentalizing in Child 
Trauma

51Psychopathology 2020;53:48–58
DOI: 10.1159/000506406

Participants who had experienced childhood trauma had signifi-
cantly higher scores for CTQ total score (t(328.698) = 23.79, p < 
0.01), attachment insecurity (t(334) = 6.86, p < 0.01 for anxiety; 
t(66.348) = 5.56, p < 0.01 for avoidance), PTSD symptoms t(68.680) 
= 8.17, p < 0.01), and dissociative experiences t(76.559) = 7.07, p < 
0.01), as well as lower scores for mentalizing (t(51.906) = –6.03,  
p < 0.01 for certainty about mental state; t(67.527) = 7.21, p < 0.01 
for uncertainty about mental states). 

Procedure
After providing signed informed consent, all participants were 

administered questionnaires for identifying childhood traumatic 
events and assessing the severity of posttraumatic symptoms and 
dissociative experiences, as well as self-reported indices of attach-
ment. Upon completion, each participant received remuneration in 
cash for his/her involvement in the form of a base rate compensation 
of GBP 10 and additional performance-related compensation for 
other study components. The data set used was acquired from a 
wider computational psychiatry research program entitled “Probing 
Social Exchanges – A Computational Neuroscience Approach to the 
Understanding of Borderline and Anti-Social Personality Disor-
ders” and was approved by the ethics committee of Wales. 

Measures
Childhood Trauma Questionnaire. The CTQ [29] is a 28-item 

self-report measure on a 5-point scale (1 = never; 5 = very often). 
Participants respond to each item in the context of “when you were 
growing up.” The CTQ is composed of 5 scales that assess different 
types of childhood trauma: emotional neglect (e.g., “felt loved”), 
physical neglect (e.g., “enough to eat”), emotional abuse (e.g., 
“someone hated you”), sexual abuse (e.g., “do sexual things”), and 
physical abuse (e.g., “got hit – bruises”). The questionnaire also 
includes a 3-item minimization/denial scale for detecting individ-
uals who may be underreporting traumatic events. We selected 
participants with cut-off scores of low to moderate severity for 
each type of child trauma (emotional abuse ≥9, physical abuse ≥8, 
sexual abuse ≥6, emotional neglect ≥10, physical neglect ≥8) [30]. 
The CTQ demonstrated good internal consistency in this study 
(Crohnbach’s α = 0.91, 0.75, 0.90, 0.96, and 0.91 for emotional ne-
glect, physical neglect, emotional abuse, sexual abuse, and physical 
abuse, respectively).

Experiences in Close Relationships-Revised. The Experiences in 
Close Relationships-Revised (ECRR) [31] is a 36-item self-report 
measure that assesses adult attachment insecurity tendencies on a 
7-point scale (1 = strongly disagree; 7 = strongly agree) without a 
responding time frame. The ECRR measures 2 subscales: attach-
ment anxiety (ECRR_AN) (i.e., the extent to which people are in-
secure vs. secure about the availability and responsiveness of ro-
mantic partners; e.g., “I’m afraid that I will lose my partner’s love”) 
and attachment avoidance (ECRR_AV) (i.e., the extent to which 
people are uncomfortable being close to and/or depending on oth-
ers; e.g., “I prefer not to be too close to romantic partners”). The 
ECRR demonstrated good internal consistency in this study 
(Crohnbach’s α = 0.95 and 0.94 for attachment anxiety and attach-
ment avoidance, respectively).

Reflective Functioning Questionnaire. The Reflective Function-
ing Questionnaire (RFQ) [32] is a 54-item self-report measure that 
assesses mentalizing on a 7-point Likert-type scale (1 = strongly 
disagree; 7 = strongly agree) without a responding time frame. The 
RFQ contains 2 subscales: (1) certainty about mental states 

(RFQ_C; referring to the extent to which individuals disagree with 
statements such as “people’s thoughts are a mystery to me”), which 
captures the respondent’s level of certainty about mental states and 
reflects hypermentalizing with low scores; and (2) uncertainty 
about mental states (RFQ_U; referring to the extent to which in-
dividuals agree with an item such as “strong feelings often cloud 
my thinking”), which assesses the level of uncertainty about men-
tal states, and reflects an almost complete lack of knowledge about 
mental states with high scores. The 8-item version of the RFQ 
(RFQ-8) had the highest loading on two respective factors and was 
therefore used in analyses. The RFQ-8 demonstrated good internal 
consistency in this study (Cronbach’s α = 0.81 and 0.87 for RFQ_C 
and RFQ_U, respectively). 

Posttraumatic Stress Disorder Checklist Scale. The Posttraumat-
ic Stress Disorder Checklist Scale (PCLS) [33] is a 17-item self-
report measured on a 5-point Likert-type scale (1 = not at all; 5 = 
extremely), which assesses the severity of PTSD over the past 
month. The PCLS comprises subscales assessing the 3 main syn-
dromes of re-experiencing (PCLS-re; e.g., “repeated, disturbing 
dreams of a stressful experience from the past?”), avoidance 
(PCLS-avo; e.g., “feeling distant or cut off from other people?”), 
and hyperarousal (PCLS-aro; e.g., “being “super alert” or watchful 
on guard?”). The PCLS demonstrated good internal consistency in 
this study (Crohnbach’s alphas of α = 0.93, 0.91, and 0.91 for PCLS-
re, PCLS-avo, and PCLS-aro, respectively).

Dissociative Experiences Scale. The Dissociative Experiences 
Scale (DES) [34] is a 28-item self-report measure in which respons-
es are given by circling a percentage ranging from 0 to 100% to show 
how often the respondent has dissociative experiences in daily life. 
The DES assesses dissociative experiences with regard to amnesia 
(DES_am; e.g., “have the experience of finding themselves in a place 
and having no idea how they got there”), depersonalization/dereal-
ization (DES_de; e.g., “have the experience of feeling that other peo-
ple, objects, and the world around them are not real”), and absorp-
tion (DES_ab; e.g., “have the experience of being accused of lying 
when they do not think that they have lied”). The DES demonstrat-
ed good internal consistency in this study (Crohnbach’s α = 0.86, 
0.90, and 0.87 for DES_am, DES_de, and DES_ab, respectively).

Data Analysis
The probability of missing data for all study variables was re-

ported, and missing data were assessed by Little’s missing com-
pletely at random test to examine whether data were missing at 
random. The regression imputation method was used to complete 
the data set to preserve relationships between missing values and 
other variables [35]. Next, an evaluation of multivariate outliers 
was conducted by examining the Mahalanobis distance (the dis-
tance of particular scores from the centre cluster of remaining cas-
es) for each variable. An outlier was defined as a χ2 test of Mahala-
nobis distance greater than critical values with significance of p < 
0.001. All outliers were removed from the database. Next, a test of 
univariate normality was performed based on skewness and kur-
tosis, with values of less than 2 for skewness and 7 for kurtosis [36]. 
Multivariate normality was tested with a critical ratio value of 1.96 
for Mardia’s normalized multivariate kurtosis [37]. 

Model Specification
The measurement model consisted of the latent variables of 

childhood trauma, PTSD and dissociative symptomatology, at-
tachment insecurity, and mentalizing. The latent variable of child-
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hood trauma was estimated through the following CTQ subscales: 
emotional neglect, physical neglect, emotional abuse, sexual abuse, 
and physical abuse, with higher total scores indicating greater se-
verity of retrospectively reported childhood trauma experiences. 
The latent variable of PTSD symptomatology was estimated 
through the 3 symptoms of PTSD: re-experiencing, avoidance, and 
hyperarousal, with higher total scores indicating greater severity of 
PTSD symptoms. The latent variable dissociation symptomatolo-
gy was derived from the manifest parcels amnesia, depersonali-
zation/derealization, and absorption, with higher total scores in-
dicating greater severity of dissociative experiences. The latent 
variable of attachment insecurity was assessed by 2 subscales: at-
tachment anxiety and avoidance, with higher total scores indicat-
ing higher tendencies of attachment insecurity. The latent variable 
of mentalizing was also assessed by two subscales (RFQ_C and 
RFQ_U), with lower total scores indicating lower mentalizing. The 
structural model consisted of the independent variable childhood 
trauma and the dependent variables PTSD and dissociative symp-
tomatology, which were mediated by lower mentalizing and at-
tachment insecurity.

Finally, Amos 16.0 was used to test the hypothesized structural 
equation model (SEM) (Fig. 1). Model fits were evaluated based on 
indicators including: (1) a χ2 statistic; (2) the comparative fit index 
(CFI); (3) the root mean square error of approximation (RMSEA) 
with a 90% confidence interval (CI), with a non-significant χ2 sta-
tistic, CFI ≥0.95, and RMSEA ≤0.06 for an excellent model fit and 
a non-significant χ2 statistic, CFI ≥0.90, and RMSEA ≤0.08 for an 
adequate model fit [38]. We defined an acceptable model with the 
criteria of CFI > 0.90 and RMSEA < 0.08, and a significant χ2 value 
was expected in a large sample size.

Results

Preliminary Data Analyses
The probabilities of missing data were: age 0%, sex 0%, 

education level 1.0%, income 5.4%, CTQ (childhood 
trauma) 0%, ECR-R (attachment insecurity) 0.7%, RFQ 
(lower mentalizing) 0.3%, PCLS (PTSD symptoms) 1.0%, 
and DES (dissociative experiences) 1.0%. The missing 
completely at random test showed that missing data could 
be assumed to be completely random (χ2(159) = 154.25, 
p = 0.592). After imputation of missing data to complete 
the data set, the evaluation of multivariate outliers was 
examined and one outlier was removed, resulting in a fi-
nal sample of 295 participants. The final sample consisted 
of 184 patients with personality disorders (59.2% women, 
with mean = 31.38, SD = 10.19) and 111 community con-
trols (55.9% women, age mean = 28.00, SD = 8.96). There 
was no difference between the groups in terms of sex 
(χ2(1) = 0.33, p = 0.568), but there was a significant differ-
ence in age (t(255.209) = 2.97, p = 0.003). The patient 
group was older than the control group.

The descriptive statistics for each observed variable 
and correlations among all study variables are presented 

in Table 1. For all variables, significant correlations could 
be established, apart from a marginally significant cor-
relation between certainty about mental states and child-
hood sexual abuse, and two non-significant correlations 
between certainty about mental states and childhood 
sexual abuse, and between attachment avoidance and 
childhood physical abuse. In addition, there was a sig-
nificant correlation between age and childhood emo-
tional neglect, so age was controlled for in further SEM 
analyses.

The test of univariate normality was not violated. 
However, the test of multivariate normality was violated 
with a critical value of 2.66 for Mardia’s normalized mul-
tivariate kurtosis [37], indicating a non-normal distribu-
tion. The bootstrapping maximum likelihood estimator 
in SEM was recommended under non-normal data con-
dition in a large sample size [39].

Structural Equation Model
Before a structural model was tested, the measurement 

model was tested [40]. Confirmatory factor analysis was 
used to examine whether a measurement model provided 
an acceptable fit to the data (χ2(74, n = 295) = 169.39, p < 
0.001, CFI = 0.967, RMSEA = 0.066, 90% CI = 0.053–
0.079) after permitting a correlated errors term between 
observed variables on the same latent variable. In addi-
tion, all of the loadings of the observed variables on the 
latent variables and the correlations among all latent vari-
ables (i.e., CTQ, ECR-R, RFQ, DES, and PCLS) were sta-
tistically significant (p < 0.001). 

SEM was conducted to test the hypothesized model 
(Fig. 1), which resulted in an adequate model fit to the 
data (χ2(74, n = 295) = 169.39, p < 0.001, CFI = 0.967, RM-
SEA = 0.066, 90% CI = 0.053–0.079). After removing 3 
non-significant paths (childhood trauma (CTQ) on lower 
mentalizing (RFQ), lower mentalizing (RFQ) on post-
traumatic symptoms (PCLS), and attachment insecurity 
(ECRR) on dissociative experiences (DES)), the adjusted 
model (Fig. 2) still had an adequate fit (χ2(77, n = 295) = 
176.84, p < 0.001, CFI = 0.965, RMSEA = 0.066, 90% CI = 
0.054–0.079). There was no significant difference be-
tween the hypothesized model and the adjusted model 
(χ2(3) = 7.45, p = 0.059). Next, in order to control for po-
tential confounders, we included age in the adjusted 
model, and the adjusted model did not improve (χ2(87,  
n = 295) = 205.24, p < 0.001, CFI = 0.959, RMSEA = 0.068, 
90% CI = 0.056–0.080). The adjusted hypothesized mod-
el identified 6 significant direct paths: CTQ on ECRR, 
PCLS, and DES, ECR-R on RFQ and PCLS, and RFQ on 
DES. In addition, the model identified 4 indirect effects: 
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CTQ on RFQ via ECRR, CTQ on PCLS via ECRR and 
RFQ, CTQ on DES via RFQ, and ECRR on DES via RFQ. 

In order to rule out other plausible paths of association 
between attachment and mentalizing, the alternative mod-
el was tested with the order of impact from lower mental-
izing to attachment. The alternative model revealed a good 
fit to the data (χ2(74, n = 295) = 169.39, p < 0.001, CFI = 
0.967, RMSEA = 0.066, 90% CI = 0.053–0.079). The alter-
native model maintained an adequate fit after removing 1 
non-significant path (ECRR on DES) (χ2(75, n = 295) = 
172.31, p < 0.001, CFI = 0.966, RMSEA = 0.066, 90% CI = 
0.053–0.080), and after adding age as a confounding vari-
able (χ2(85, n = 295) = 200.61, p < 0.001, CFI = 0.960,  
RMSEA = 0.068, 90% CI = 0.056–0.080). The alternative 
model identified several significant direct (CTQ on ECRR, 
RFQ, PCLS, and DES; RFQ on ECR-R, PCLS, and DES; 
ECRR on PCLS) and indirect (CTQ on ECRR via RFQ, 
CTQ on PCLS via ECRR and RFQ, CTQ on DES via RFQ, 
and RFQ on PCLS via ECRR) paths. 

The two candidate models were further examined with 
the Akaike information criterion (AIC), and no signifi-
cant difference was noted (AIC for the adjusted hypoth-
esized model = 335.235, AIC for the alternative model = 
334.609), which justified a bidirectional arrow between 
ECRR and RFQ in the final model (Fig. 2). The final mod-
el resulted in an adequate fit to the data (χ2(75, n = 295) = 
172.31, p < 0.001, CFI = 0.966, RMSEA = 0.066, 90% CI = 
0.053–0.080) after removing 1 non-significant path (ECRR 
on DES) and adding age as a confounding variable. The 
final model identified several significant direct (CTQ on 

ECRR, RFQ, PCLS, and DES; RFQ on PCLS and DES; 
ECRR on PCLS) and indirect (CTQ on PCLS via ECRR 
and RFQ, CTQ on DES via ECRR and RFQ) paths. 

A bias-corrected bootstrapping procedure with 95% 
CIs was used to test the significance levels of indirect ef-
fects. Results showed that all the indirect effects outlined 
above were statistically significant (Table 2). Findings in-
dicated that the relationship between childhood trauma 
and PTSD symptoms was significantly mediated by at-

Table 2. Standardized estimates and 95% confidence intervals (CI) 
of each oath in structural equation modeling

Path β 95% CI R2

CTQ to ECRR 0.51* 0.37, 0.64 0.25
CTQ to RFQ –0.49* –0.58, –0.36 0.23
CTQ to PCLS  0.24** 0.09, 0.34 0.74
CTQ to PCLS via ECRR and RFQ 0.38** 0.28, 0.52
ECRR to PCLS 0.44* 0.15, 0.79
RFQ to PCLS –0.31† –0.55, 0.02
CTQ to DES 0.26* 0.12, 0.35 0.66
CTQ to DES via ECRR and RFQ 0.32** 0.24, 0.40
RFQ to DES –0.65** –0.76, –0.57

CTQ refers to the Childhood Trauma Questionnaire. ECRR 
refers to the Experiences in Close Relationships-Revised. RFQ re-
fers to the Reflective Functioning Questionnaire. PCLS refers to 
the Posttraumatic Stress Disorder Checklist Scale. DES refers to 
the Dissociative Experiences Scale. † p = 0.062; * p < 0.05; ** p < 
0.01.
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Fig. 2. The final model with attachment insecurity and lower mentalizing as mediators. ** p < 0.01; *** p < 0.001.
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tachment insecurity together with lower mentalizing. In 
addition, the relationship between childhood trauma and 
dissociative experiences was significantly mediated by 
lower mentalizing related to attachment insecurity.

Discussion/Conclusion

The present study examined cross-sectional associa-
tions among adult attachment insecurity, impaired men-
talizing abilities, and PTSD symptoms and dissociative 
experiences in the context of early maltreatment. In line 
with Sharp et al.’s [12] social-cognitive model of PTSD 
and previous empirical findings [3, 6, 7, 22], attachment 
insecurity together with impaired mentalizing abilities 
mediated associations between PTSD symptoms, disso-
ciative experiences, and childhood neglect and abuse. 
While these associations cannot be interpreted in a caus-
al way, they lend some support to a developmental mod-
el, as outlined below.

We found that adult attachment insecurity together 
with impaired mentalizing ability mediated the link be-
tween childhood neglect and abuse and PTSD symptoms; 
this result indicates that attachment insecurity may be a 
corollary, if not a risk factor, for the development of PTSD 
among individuals who have experienced childhood 
trauma. The findings correspond to Sharp et al.’s [12] so-
cial-cognitive model of PTSD, which proposes that indi-
viduals who had early traumatic experiences with their 
caregivers may develop maladaptive attachment schemas 
regarding self and others. The activation of negative at-
tachment schemas may distort the individual’s attach-
ment-related social information processing, as manifest-
ed by impaired mentalizing and social learning, and as-
sociated with a heightened risk of additional trauma and 
poorer posttraumatic adjustment (e.g., epistemic petrifi-
cation, reduced use of social support). 

Moreover, from the perspective of epistemic trust [11, 
26], due to their maladaptive interactions with an insensi-
tive or abusive attachment figure in childhood, insecure-
ly attached individuals may lose trust in the information 
received from insensitive attachment figures, as this in-
formation may be potentially inaccurate. As a result, in-
securely attached survivors of childhood trauma display 
epistemic hypervigilance, in which a history of attach-
ment avoidance contributes to epistemic mistrust and an 
anxious attachment history leads to epistemic uncertain-
ty regarding the validity of the information on offer. This 
may compromise the insecurely attached victim’s ability 
to revise their inner knowledge (i.e., to learn from the be-

nign figures in their environment) when their assump-
tions about themselves and their social world have been 
distorted by childhood trauma. Therefore, regulatory 
strategies required for dealing with PTSD symptomatol-
ogy cannot be acquired adequately, and this places an in-
dividual at risk of PTSD following trauma.

The current study further examined the relationship 
between attachment and mentalizing and found it to be 
bidirectional. Although previous studies found that at-
tachment insecurity contributed to mentalizing [16, 19], 
Fonagy and Bateman [41] pointed out that it would be ap-
propriate to describe attachment and mentalizing as inter-
related phenomena from different starting points in adult-
hood. They suggested that attachment and mentalizing 
may interact in a complex causal way, in which early ex-
periences of maltreatment lead to disruptions of the at-
tachment system, which in turn causes mentalizing failure 
when the attachment system is activated. This vulnerable 
mentalizing triggers cascades of arousal, which then un-
dermine mentalizing even further. The potential causal 
association should be examined by a longitudinal study. A 
direct effect of childhood trauma on mentalizing was also 
identified in the current study. The result is in line with 
previous findings [13, 16–20] indicating that early trauma 
may weaken mentalizing abilities. Individuals with poorer 
mentalizing may perceive the mental states of others as 
threatening [15]. This was shown to result in a further loss 
of resilience in the face of trauma, which puts individuals 
at increased risk for PTSD following trauma [41].

Moreover, we found that lower mentalizing signifi-
cantly predicted dissociation among victims of childhood 
abuse and neglect, consistent with the finding by Ensink 
et al. [22] that mentalizing difficulties increase the risk of 
development of dissociative experiences after exposure to 
childhood trauma. The combined findings confirm Sharp 
et al.’s [12] social-cognitive model of PTSD, which posits 
that representations and related mentalizing processes 
regarding insecure attachment experiences may link ear-
ly maltreatment to later posttraumatic symptoms such as 
dissociative experiences. However, this may not be unique 
to experiences with attachment figures but may extend to 
extra-familial perpetrators of abuse. The CTQ, while of-
ten assumed to assess attachment trauma, also captures 
experiences of maltreatment such as sexual abuse by in-
dividuals outside the immediate family. Our study design 
cannot rule out a differential impact of these experiences.

Interestingly, attachment insecurity did not signifi-
cantly predict dissociation among survivors of childhood 
abuse and neglect. Two types of attachment are proposed: 
organized attachment refers to a coherent and predictable 
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pattern for caregiver-seeking when a caregiver leaves the 
infant in a novel environment, while disorganized attach-
ment refers to a disruption in the coherence of the infant’s 
strategy for seeking their caregiver (e.g., freezing or giving 
up in the strange situation) [42]. Particularly in the con-
text of childhood abuse, the child perceives the caregiver 
as both a source of support and a threat; as a result, at-
tachment disorganization is the major sequel of child-
hood trauma [43]. Childhood trauma has been proposed 
to engender dissociated mental representations [44], 
which predispose the traumatized individual to develop 
dissociative pathology [45]. According to Bowlby [46, 
47], when individuals interact with an attachment figure 
accompanied with unbearable mental pain, they may dis-
tort their internal working models as a result of dissocia-
tion between conscious and unconscious working models 
to minimize anxiety. Liotti [45] further suggested that 
disaggregated representations of the self and the caregiv-
er are a typical characteristic of disorganized attachment, 
and dissociative symptoms may emerge as a consequence 
of activation of the disorganized attachment system in the 
face of trauma. In light of the above, disorganized attach-
ment, but not organized forms of insecure attachment 
(i.e., anxiety and avoidance), may better explain the rela-
tionship between childhood trauma and dissociation. 
This may underpin the fact that, in the present study, we 
did not find a significant mediating role of attachment 
insecurity – as an organized strategy – for the association 
between childhood trauma and dissociation.

Limitations
Several limitations of the present study warrant con-

sideration. First, the study did not assess different attach-
ment representations categorically and thus could not ex-
plore the impact of disorganized attachment on dissocia-
tion. A measure assessing individual differences in 
attachment (e.g., the Adult Attachment Interview) should 
be used in future studies to replicate our findings. Second, 
no information was gathered regarding the time interval 
between the occurrence of trauma and participation in 
the study, due to the limitation of the instruments we used 
to assess trauma. Hence, in future studies a measure of 
trauma that includes an assessment of the specific time 
interval since trauma occurred should be used. Third, 
there was collinearity between PTSD symptoms and dis-
sociation. A dissociation subtype of PTSD has been pro-
posed in the DSM-5 [48]. PTSD symptoms may co-occur 
with dissociation and required the inclusion of a correla-
tion between two variables in SEM analysis. This restrict-
ed us from elucidating the impact of attachment and 

mentalizing on the PTSD symptoms and dissociation 
separately. Fourth, and most importantly, our study em-
ployed a cross-sectional design and was based on self-re-
ported indices of the relevant constructs of interest; this 
design was unable to verify the potentially causal relation-
ships among study variables. Further research within a 
longitudinal design is needed to determine the causal re-
lationship between either parent-infant or adult romantic 
attachment insecurity, childhood trauma, mentalizing, 
and trauma-related symptoms.

Clinical Implications
Given that the development of mentalizing abilities 

promotes resilience in the face of adversity, mentaliza-
tion-based treatment [49, 50], which is designed to foster 
mentalizing abilities and transference-focused psycho-
therapy [51], which has been shown to improve attach-
ment status and reflective function, as well as other evi-
dence-based approaches, would likely be beneficial for 
individuals with a history of childhood trauma. Further-
more, a secure attached therapeutic relationship is helpful 
to form epistemic trust, a protective factor enhancing re-
silience to adversity through higher-order cognitive pro-
cesses of perspective-taking and flexible reappraisal of 
past experiences [25, 41, 52].
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