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ABSTRACT
Relationships Among Childhood Experiences, Emotion Regulation, Shame Coping and

Psychological Adjustment of College Students

The purpose of this study was to investigate and explore the possible pathways of
adverse and benevolent childhood experiences and psychological distress mediated by
emotion regulation strategies and shame coping of college students who are in the
emerging adulthood period. The sample of the study consisted of 393 college students.
The data collection instruments were Kessler Psychological Distress Scale (K10-PDS),
Adverse Childhood Experiences (ACEs) Scale, Benevolent Childhood Experiences
(BCEs) Scale, Emotion Regulation Questionnaire, The Compass of Shame Scale
(CoSS). Path analysis of structural equation modeling (SEM) was used to explore
possible pathways among variables. Results indicated that both ACEs and BCEs were
directly related with psychological distress of college students (for ACEs f=.139, p <
.05; for BCEs f =-.104, p <.05). Also, both ACEs and BCEs were indirectly associated
with psychological distress of college students via emotion regulation strategies namely
reappraisal and suppression and maladaptive shame coping style (for ACEs = .088, p <
.001; for BCEs =-.139, p <.001). Psychological counseling and preventive
interventions for college students may focus on providing trainings on increasing
adaptive emotion regulation and shame coping skills.

Keywords: Emerging adulthood, college students, psychological distress, childhood

experiences, emotion regulation, shame coping.



OZET
Universite Ogrencilerinin Cocukluk Deneyimleri ile Psikolojik Uyumlarinin iliskisinde

Duygu Diizenleme ve Utangla Bas Etmenin Rolii

Bu ¢aligmanin amaci, beliren yetiskinlik donemindeki tiniversite 6grencilerinin olumsuz
ve olumlu ¢ocukluk deneyimlerinin ve psikolojik sorunlarinin arasindaki iligkilerde
duygu diizenleme stratejileri ve utangla bas etmenin roliinii arastirmaktir. Aragtirmanin
orneklemi 393 tiniversite 6grencisinden olugmaktadir. Veri toplama araglarini Kessler
Psikolojik Sikint1 Olgegi, Olumsuz Cocukluk Deneyimleri Olgegi, Olumlu Cocukluk
Deneyimleri Olgegi, Duygu Diizenleme Olgegi, Utang Pusulasi Olgegi olusturmaktadir.
Degiskenler arasindaki olasi iligkileri kesfetmek i¢in yapisal esitlik modellemesinin
(SEM) yol analizi kullanilmistir. Sonuglar olumsuz ve olumlu ¢ocukluk deneyimlerinin
tiniversite 6grencilerinin psikolojik durumlar ile dogrudan iligkili oldugunu gostermistir
(olumsuz deneyimler i¢in £ = .139, p < .05; olumlu deneyimler i¢in S = -.104, p < .05).
Ayrica, olumsuz ve olumlu ¢ocukluk deneyimleri, yeniden degerlendirme ve bastirma
duygu diizenleme stratejileri ve utancla uyumsuz bas etme stili araciligiyla {iniversite
ogrencilerinin psikolojik durumlariyla iliskilendirilmistir (olumsuz deneyimler i¢in S =
.088, p <.001; olumlu deneyimler igin 8 = -.139, p < .001. Universite dgrencilerine
yonelik onleyici psikolojik danigmanlik miidahaleleri, olumlu duygu diizenleme ve
utancgla bag etme becerilerini arttirmaya yonelik egitimler vermeye odaklanabilir.
Anahtar kelimeler: Beliren yetiskinlik, liniversite 6grencileri, psikolojik sikinti,

cocukluk deneyimleri, duygu diizenleme, utangla bas etme.
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CHAPTER 1

INTRODUCTION

World Health Organization (WHO) defines mental health as “a state of well-being that
enables people to cope with the stresses of life, to realize their abilities, to learn well and
work well, and to contribute to their communities. Mental health is an integral
component of health and well-being and is more than the absence of mental disorder.”
(World Health Organization, 2022, p. 8). Additionally, WHO states the importance of
mental health in general health of the individual by including it even in the definition of
general health. Health is defined as “a state of complete physical, mental and social
well-being and not merely the absence of disease or infirmity” (Herrman et al., 2004, p.
12). Both definitions emphasize the importance of well-being and adjustment of the
individual.

According to WHO, mental health issues are very commonly experienced and
related to problems with functioning (Kessler et al., 2009). Mental health issues are one
of the five most common disorders for young people’s morbidity, mortality, and
dysfunction in the world (Gore et al., 2011). Between the ages of 14 and 25, nearly 75%
of serious adult psychiatric problems, such as major depression, anxiety disorders, and
substance misuse, present. (Kessler et al., 2005). According to an epidemiological meta-
analysis study with 192 studies (N = 708,561), the global age of onset was stated as the
first mental disorder was observed before the age of 14 in 34.6% of the individuals,
before the age of 18 in 48.4% of the individuals, and before the age of 25 in 62.5% of
the individuals (Solmi et al., 2021). The peak (median) age of onset was stated as 14.5 to

18 years of age for all mental health problems (Solmi et al., 2021).



These ages of onset occur in the adolescence or emerging adulthood period.
Emerging adulthood is a developmental period between the ages of 18 to 29 (Arnett et
al., 2014). This period of life has unique challenges about romantic relationships and
academic or career choices (Arnett et al., 2014). Emerging adults differ from the
adolescents with their physical and sexual maturity (Arnett et al., 2014). Before
adulthood, emerging adulthood is the process of changes before making stable decisions
which brings a constant feeling of instability (Arnett et al., 2014). This period of life
coincides with the traditional college education. For 12-month DSM-IV/CIDI disorders,
the prevalence of mental health problems among college students is found as 20.3%
(Auerbach et al., 2016).

Adverse Childhood Experiences (ACEs) are important factors that shape the later
physical and psychological status of the individual (Felitti et al., 1998). ACEs are related
with physical issues such as heart, lung, and liver disfunctions and cancer in adulthood
(Felitti et al., 1998). More diverse ACEs are associated with depressed mood, smoking,
obesity, physical inactivity, and suicide attempts (Felitti et al., 1998).

However, ACEs are not the only contributing factor to the later psychological
adjustment of the individual. Individuals have both negative and positive experiences
during the course of life. Therefore, ignoring the influences of benevolent childhood
experiences on the later mental health brings out problems with the understanding of the
mental health of the individual. Benevolent Childhood Experiences (BCEs) are
relatively new concepts in the area of mental health research (Narayan et al., 2018).
BCE:s are the recollections of dyadic relationships that include the concepts of safety,
support, security, and overall positive qualities of life such as satisfaction of the basic

needs of food or sleep (Narayan et al., 2018). It was introduced with the aim of



providing a positive framework for ACEs, and the relationship between BCEs and ACEs
is still to be explored (Crandall et al., 2019; Lieberman et al., 2005; J. S. Merrick et al.,
2020; Narayan et al., 2018).

Childhood experiences are among the core factors in the development of the
aspects of later psychological adjustment (Felitti et al., 1998; Narayan et al., 2018). They
relate with many other concepts such as emotion regulation. Emotion regulation is a
fundamental part of psychological interventions (Gratz et al., 2015; Sloan et al., 2017,
Southward et al., 2021). It is a moderating concept that is related with the effectiveness
of the mental health interventions (Berking et al., 2008). Individuals’ emotion regulation
strategies and their relationship with early experiences can have a moderating role in
later mental health (Cloitre et al., 2019).

Shame is another concept that is scarcely investigated in the previous literature.
The relationship between shame and early experiences are not thoroughly explored.
Shame is a self-conscious emotion which is associated with the experiences of feeling
unacceptable, uncapable or unlovable (Price Tangney & Dearing, 2004). Shame is a
mediating factor that may interfere with individuals’ coping mechanisms (Black et al.,
2013). Four shame coping styles were named as avoidance, withdrawal, attack other and
attack self (Nathanson, 1994). Frequent utilization of these coping styles was stated as
maladaptive (Nathanson, 1994). Maladaptive shame coping styles are potential risk
factors for psychological distress and psychopathology in emerging adulthood (Elison,
Pulos, et al., 2006; Mahtani et al., 2018). On the other hand, adaptive shame coping style
was defined as reflecting on possible improvements on behavior and attitude, finding
social support, and changing the environment for desired outcomes (Elison, Lennon, et

al., 2006). Coping styles are important because shame may change the self-perception in



a negative direction and interpersonal relationships are affected in relation to it (Black et
al., 2013). Therapeutic interventions occur in the form of interpersonal relationships;
therefore, shame and related coping styles are related to the outcome of therapeutic
interventions (Black et al., 2013).

From a psychological counseling perspective, it is important to examine the
earliest possible intervention opportunities such as early childhood period for obtaining
most effective results. Shame is one of the fundamental emotions that shape the coping
styles of the individual (Black et al., 2013). Individuals’ approach for coping with shame
can be a contributing factor for later psychological adjustment. Therefore, to understand
the pathways of psychological adjustment, shame-coping strategies can be considered as

a mediating variable.

1.1 Significance of the study

College students are young adults with unique personal and environmental
characteristics and stressors that may cause high levels of stress. Stress may be related
with academic pressure, financial problems, increasing responsibilities, and changing
housing conditions, sleeping, and eating habits (Ross, Niebling, & Heckert, 1999; as
cited in Karatekin, 2018). Additionally, most college students are aged between 18 to 25
years (Arnett, 2000). This period of life brings unique issues with identity development
and romantic relationship (Arnett, 2000). With increasing number of sources of stress,
mental health problems of college students can emerge in this period of life (Kessler et

al., 2005).



For 12-month DSM-IV/CIDI disorders, the prevalence of mental health problems
among college students is 20.3% (Auerbach et al., 2016). As Karatekin (2018) stated, it
is advantageous to investigate college students’ mental health, because investigating
those with ACEs helps researchers understand the influences of ACEs on health and
provide new intervention methods.

The unique perspective of this thesis study comes from the inclusion of
Benevolent Childhood Experiences (BCEs) and shame coping. BCEs are very recently
added to the literature in the 2010s, therefore, there are scarce resources about the BCEs
in any life stage. To understand the individual as a whole, it is not sufficient to
investigate the early adversities only. Early positive factors should be considered to
provide necessary psychological and developmental interventions such as social welfare
and public health programs to support development and well-being of the individuals at
any period in life (Crandall et al., 2019).

Shame is another topic that is scarcely studied topic in the literature. Experiences
and individuals’ maladaptive coping style of shame have not been studied with the
inclusion of BCEs perspective. Shame, as an emotion, is related with the individuals’
emotion regulation strategies. Individuals’ ways of interacting and maladaptive coping
with shame are other subjects of psychological counseling and developmental
psychology and that are yet to be investigated.

In conclusion, a coherent perspective on childhood experiences and the addition
of maladaptive shame coping are the unique aspects of this study. During the emerging
adulthood period, many new sources of stress show up and mental health issues increase
(Karatekin, 2018; Kessler et al., 2005). Therefore, investigating psychological distress

during emerging adulthood is significant. Having a comprehensive understanding of



strengths and needs of the college students via childhood experiences, maladaptive
shame coping, and emotion regulation is contributory to develop new and targeted
intervention and support programs (Hanson et al., 2022; Karatekin, 2018; Mahtani et al.,

2018).

1.2 Purpose of the study

The purpose of the study is to examine the mediating pathways of shame coping
and emotion regulation strategies between both ACEs and BCEs on psychological
adjustment of college students.

Hypotheses of the study were as follow:
Hypothesis 1. Both shame coping style and emotion regulation strategies would mediate
the relationship between ACEs and BCEs with psychological distress.
Hypothesis 2. Higher numbers of ACEs would predict decreased use of reappraisal
emotion regulation strategy and increased suppression emotion regulation strategy.
Hypothesis 3. Higher numbers of BCEs would predict increased use of reappraisal
emotion regulation strategy and decreased suppression emotion regulation strategy.
Hypothesis 4. Higher numbers of ACEs would predict higher levels of maladaptive
shame coping.
Hypothesis 5. Higher numbers of BCEs would predict lower levels of maladaptive
shame coping.
Hypothesis 6. Higher levels of reappraisal emotion regulation strategy would predict

lower psychological distress.



Hypothesis 7. Higher levels of suppression emotion regulation strategy would predict

higher psychological distress.

Hypothesis 8. Greater maladaptive shame coping would increase psychological distress.
Discovering the earliest possible opportunities of intervention is the main

purpose of this study. Exploring the relationship between early experiences and their

projections to emerging adulthood by considering the role of emotion regulation

strategies and shame-coping provide a perspective on psychological counseling

interventions.



CHAPTER 2

LITERATURE REVIEW

2.1 College mental health
Emerging adulthood is the period of life between the ages of 18 to 25 (Arnett, 2000). In
this period, individuals try to adjust the adulthood responsibilities such as career and
romantic relationship decisions (Arnett, 2000). Also, emerging adulthood is the window
of opportunity for the individuals to change their decisions frequently before settling
down for one of the options (Arnett et al., 2014). The freedom of changing decisions can
be seen as a burden of instability as well (Arnett et al., 2014). In terms of Erikson’s
developmental stages, emerging adulthood has the issues of both “identity formation vs.
role confusion” from adolescence and “intimacy vs. isolation” from adulthood (Arnett et
al., 2014). Mental health problems during this period are also developmental issues
because of the possibilities of disruptions in the later stages of development of the
individuals (Tanner, 2015).

Emerging adulthood period generally coincides with college education (Murray
& Arnett, 2018). College students have unique struggles which may affect their mental
health. Some of the factors that are associated with college students’ mental health are
demanding academic environment, financial distress, social isolation caused by
transitioning to college and personal factors such as gender (Hartley, 2010; Jones et al.,
2018; Peltz et al., 2021; Richardson et al., 2017).

It is stated that mental health issues are substantial disorders threatening the
young people’s health to the point of dysfunction, morbidity and mortality (Gore et al.,

2011). Between the ages of 14 and 25 are the period of life that nearly 75% of the



serious adult mental health problems such as depression, anxiety disorders and substance
abuse are seen (Kessler et al., 2005). For 12-month DSM-IV/CIDI disorders, the
prevalence of mental health issues among college students is 20.3% (Auerbach et al.,
2016). According to an epidemiological meta-analysis study with 192 studies (N =
708,561), the global age of onset was stated as the first mental disorder was observed
before the age of 14 in 34.6% of the individuals, before the age of 18 in 48.4% of the
individuals, and before the age of 25 in 62.5% of the individuals (Solmi et al., 2021).
The peak (median) age of onset was stated as 14.5 to 18 years of age for all mental
health problems (Solmi et al., 2021).

Psychological adjustment of the college students is a major component of overall
mental health (Conley et al., 2020). Psychological adjustment of the college students is
defined with the components of psychological functioning, cognitive-affective
strategies, social well-being, and life satisfaction (Conley et al., 2020; Garcia et al.,
2020).

A longitudinal study investigated the changes in psychological adjustment
through 4 years of college (Conley et al., 2020). Psychological adjustment was
considered by the domains of psychological functioning, cognitive-affective strategies,
and social well-being (Conley et al., 2020). Psychological functioning was measured
with Rosenberg Self-Esteem Scale and the Depression Anxiety Stress Scale-21;
cognitive-affective strategies were assessed with Brief COPE Scale, and the social
adjustment was examined with the Social Support Appraisals Scale (Conley et al.,
2020). The data collection was completed with five occasions; pre-transition, and at the
end of four years (Conley et al., 2020). At pre-transition to college, 5,551 individuals, at

the end of year-one 2,407 individuals, at the end of the year-two 1,394 individuals, at the



end of the year-three 1,801 individuals, and at the end of the year-four 1,071 individual
participated in the study (Conley et al., 2020). The total longitudinal sample size was
5,532 participants (3,687 females, 1,845 males) with a mean age of 18.5 (SD = .40)
(Conley et al., 2020). Results indicated worsened psychological functioning by
decreased self-esteem and increased depression scores; deteriorating cognitive-affective
strategies and lowered social adjustment across the first two years of college (Conley et
al., 2020). During the last two years of college, psychological functioning, cognitive-
affective strategies, and social adjustment scores showed improvement, however only
recovered to the pre-transition to college levels (Conley et al., 2020).

Another study that examined the relationship between psychological
adjustment/maladjustment spectrum dimensions of depression, anxiety and stress, and
the development of three self-regulation abilities, namely mastery, emotional regulation,
and constructive thinking during the first year of college (Park et al., 2012). The data
collection was completed with two occasions, the first time point was during the summer
before college registration and the second one was two weeks prior to final examinations
(Park et al., 2012). Participants were 175 students who will attend college at the first
time point with a mean age of 17.9 (Park et al., 2012). At the second time point, 162
freshmen students completed the study participation (Park et al., 2012). Measurement
tools utilized in the study were the Constructive Thinking Inventory (CTI), the
Difficulties in Emotion Regulation Scale (DERS), the Personal Mastery Scale for the
self-regulation abilities, Depression Anxiety Stress Scales (DASS-21) for psychological
adjustment (Park et al., 2012). Results showed that self-regulation abilities deteriorated
for 50% of the students for emotion regulation, 50.3% of the students for constructive

thinking, and 54.6% of the students for mastery (Park et al., 2012). Depression

10



dimension of the psychological adjustment increased indicating worsened mental health
(M11=3.48, SD11=3.91; M12=3.97, SDT2=4.93, p < .10). It was stated that changes in
self-regulation predicted the changes in psychological adjustment, F(6, 139) = 12.73; R?
= 33 for anxiety change, F(6, 145) = 14.08; R*> = .34 for stress change, F(6, 143) =
14.36; adj. R* = .35 for depression change (Park et al., 2012).

The study of Garcia and colleagues (2020) investigated the relationship between
parenting styles and adult psychosocial adjustment and cross-generational differences in
parental practices in terms of warmth and strictness (Garcia et al., 2020). Participants of
the study 184 middle-class families consisting of one college student, both parents, and
at least one grandparent (Garcia et al., 2020). The age range of grandparents was 60 to
99 (M =178.32, SD=6.90, 182 females and 145 males), age range of parents was 39 to
61 (M =51.04, SD =4.17, 184 females and 176 males), and age range of college
students was 20 to 29 (M = 22.73, SD = 1.76, 95 females and 89 males) (Garcia et al.,
2020). The measures utilized in the study were the Parental Socialization Scale
(ESPA29) for parental socialization, the Multidimensional Self-Concept Scale (AF5) for
self-concept, the Satisfaction with Life Scale (SWLS) for the life satisfaction dimension
of well-being, and a single item measure for the happiness dimension of well-being
(Garcia et al., 2020). Results indicated that parental warmth (4 =.937, F(8, 1730.0) =
7.15, p <.001) and strictness practices (4 = 0.857, F(6, 1732.0) =23.11, p <.001)
changed according to generation (Garcia et al., 2020). First generation parents were
stated as using less affection than the second and third generation ones (Garcia et al.,
2020). In contrast to parental warmth, parental strictness practices tended to decrease
across generations (F(2, 865) = 65.77, p <.001) (Garcia et al., 2020). Findings showed

that indulgent and authoritative parenting related with better psychosocial adjustment
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than neglectful and authoritarian parenting style (social self-concept, (6, 847) = 2.68, p
=.014, family self-concept, F(6, 847) =7.72, p <.001, and life satisfaction, F(6, 847) =
2.89, p =.009) (Garcia et al., 2020).

A study was conducted to investigate the distribution and correlations of
perceived stress across six major life areas of financial situation, health, relationships
with family, relationships at work/school, problems experienced by loved ones and love
life with 12-month period prevalence of six mental disorders such as major depressive
disorder, bipolar disorder, generalized anxiety disorder, panic disorder, alcohol use
disorder, drug use disorder (Karyotaki et al., 2020). The World Health Organization's
World Mental Health International College Student Initiative gathered responses from
20,842 students from 24 universities in nine countries (Karyotaki et al., 2020). Most
participants (57.6%) were between the ages of 16 to 18 (Karyotaki et al., 2020). The
proportion of the females in the sample was 54.7% (Karyotaki et al., 2020).
Measurement tools utilized in the study were The MIDUS self-report scale of perceived
stress for current stress, and the WMH-ICS survey instrument for six common mental
disorders. Results indicated there was strong relationships between stress and odds of all
mental disorders (F =44.3-213.3, p <0.001) (Karyotaki et al., 2020).

In conclusion, college education coincides with the emerging adulthood period
and it brings many sources of stress such as academic or career decisions and romantic
relationships (Arnett et al., 2014). College students experience high levels of stress and
mental health problems such as depression, anxiety and substance use disorder

(Karyotaki et al., 2020; Park et al., 2012).
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2.2 Adverse childhood experiences (ACEs)

Adverse childhood experiences have been considered as an important factor for adult
health and psychopathology (Boullier & Blair, 2018; Karatekin, 2018). Adverse
childhood experiences are defined as moderate to severe stressful childhood experiences
in relation to neglect, physical, emotional, and sexual abuse, parental mental health
problems, parental incarceration, and divorce in the first 18 years of life (Felitti et al.,
1998). Adverse childhood experiences (ACEs) were defined firstly in the context of
adult health risk behaviors and diseases in the Kaiser-Permanente study (Felitti et al.,
1998).

It is stated that more diverse exposure to ACEs relates to more health risk
behaviors, and physical diseases in adulthood (Felitti et al., 1998). These diseases
include heart, lung and liver dysfunction and cancer which are generally leading causes
of death in adulthood (Felitti et al., 1998). In terms of health risk behaviors, for the
adults with more diverse ACEs, the risk and prevalence for depressed mood, smoking,
obesity, physical inactivity, and suicide attempts increased (Felitti et al., 1998). ACEs
were stated as common as half of the participants who had at least one category of
adverse childhood experiences (Felitti et al., 1998). Further studies stated that ACEs are
related with adult psychopathology such as Post Traumatic Stress Disorder, generalized
anxiety disorder, depression, and other emotional difficulties (Chapman et al., 2004;
Heim et al., 2000, 2010; Mersky et al., 2013). Early life adversity is related with hyper-
reactive stress responses such as increased heart rates and sensitive stress-related

biological systems including heightened amygdala activity (Heim et al., 2000).
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ACEs has an economic burden for the society via the cost of hospitalization of
the children aged between 0 to 18 (Rovi et al., 2004). It was stated that children with a
history of emotional abuse or neglect had twice as many diagnoses or comorbidities
compared to those without emotional abuse or neglect (Rovi et al., 2004). Unfortunately,
these children had nine times higher risk for death during hospitalizations (Rovi et al.,
2004).

The study of Clark and colleagues (2010) investigated the relationship between
childhood adversity and adult psychopathology with a 45-year longitudinal study. The
study had 9,377 participants at the end of 45 years (Clark et al., 2010). Childhood
adversity is measured by a set of questions about illness, neglected appearance, maternal
absence, care, parental physical and sexual abuse (Clark et al., 2010). The life-course
psychopathology was measured with Revised Clinical Interview Schedule at mid-life,
Malaise Inventory at the age of 23, and the internalizing and externalizing scales from
the teacher version of the Rutter Scales at 16 years (Clark et al., 2010). The study
utilized the odds ratio to examine the possibility of a particular exposure which is a risk
factor such as childhood adversity for a particular outcome such as psychopathology
(Szumilas, 2010). It was stated that childhood adversities such as divorce and parental
absence were found cumulative and co-occurring with each other (Clark et al., 2010). It
was reported that particularly sexual and physical abuse during childhood increased the
likelihood of mid-life adult psychopathology at the age of 45 (Clark et al., 2010).
Maternal absence was stated as related with psychopathology at the age of 16 but not at
the ages of 23 or 45, and paternal absence predicted psychopathology at the ages of 16
and 23, however not at the age of 45 (Clark et al., 2010). It was stated that when the

reported childhood adversity number increased, the likelihood of mid-life
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psychopathology increased significantly (OR = 5.17, 95% CI [2.82, 9.50]) (Clark et al.,
2010).

Another study investigated the relationship between childhood adversity and
later personality disorders with a nationally representative sample of 34,653 individuals
(Afifi et al., 2011). Childhood adversity was measured by Conflict Tactics Scale (Straus,
1979; Straus et al., 1996) and the Childhood Trauma Questionnaire (Bernstein et al.,
1994), and personality disorder diagnoses were made by using the Alcohol Use Disorder
and Associated Disabilities Interview Schedule-Diagnostic and Statistical Manual of
Mental Disorders-Fourth Edition (AUDADIS-IV) (Afifi et al., 2011). The study utilized
the odds ratio to examine the possibility of a particular exposure which is a risk factor
such as childhood adversity for a particular outcome such as personality disorders
(Szumilas, 2010). It was found that childhood adversity is related with adult personality
disorders, mostly borderline (for physical abuse OR 2.04, 99% CI [1.70, 2.45]; for
emotional abuse OR 2.31, 99% CI [1.87, 2.87]; for sexual abuse OR 2.47, 99% CI [2.05,
2.97]), schizotypal (for physical abuse OR 1.62, 99% [CI 1.28, 2.03]; for emotional
abuse OR 1.76, 99% CI [1.35, 2.31]; for sexual abuse OR 2.05, 99% CI [1.59, 2.65]),
antisocial (for physical abuse OR 2.42, 99% CI [1.97, 2.98]; for emotional abuse OR
2.58,99% CI [1.95, 3.40]; for sexual abuse OR 2.17, 99% [CI 1.63, 2.89]), and
narcissistic personality disorders (for physical abuse OR 1.70, 99% CI [1.45, 1.98]; for
emotional abuse OR 1.72, 99% CI [1.39, 2.12]; for sexual abuse OR 1.64, 99% CI [1.34,
2.00]) (Afifietal., 2011).

A study with 17,337 participants explored the enduring influences of childhood
adversities (Anda et al., 2006). In order to measure ACEs, Adverse Childhood

Experiences Questionnaire was employed, along with the adapted questions from
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Conflict Tactics Scale (CTS) (Anda et al., 2006). For the assessment of mental health
disturbances, medical review of systems (ROS) and the physical examination (PE) were
utilized (Anda et al., 2006). All of the results were stated as adjusted for age, sex, race,
and educational attainment (Anda et al., 2006). Results stated that there is a relationship
between ACEs score of 4 or more and increased risk of affective (for panic reactions
adjusted OR 2.5, 95% CI [2.2, 2.9]; for depressed affect adjusted OR 3.6, 95% CI [3.2,
4.0]; for anxiety adjusted OR 2.4, 95% CI [2.1, 2.8]), memory (adjusted OR 4.4, 95% CI
[3.7, 5.2]) and somatic problems (for sleep disturbance adjusted OR 2.1, 95% CI [1.9,
2.4]; for multiple somatic symptoms adjusted OR 2.7, 95% CI [2.3, 3.2]), substance
abuse (for smoking adjusted OR 1.8, 95% CI [1.5, 2.1]; for alcoholism adjusted OR 7.2,
95% CI [5.9, 8.9]; for illicit drug use adjusted OR 4.5, 95% CI [3.9, 5.2]; for injected
drug use adjusted OR 11.1, 95% CI [6.2, 19.9]), obesity (adjusted OR 1.9, 95% CI [1.6,
2.2]) and aggression issues (adjusted OR 4.0, 95% CI [3.3, 4.8]) (Anda et al., 2006). It is
also claimed that stress exposure to developing brain till 18 years of age has lasting
effects on brain functions by changing the regulation and reward mechanisms of the
brain (Anda et al., 2006).

The study of Merrick and colleagues (2017) with 7,465 participants (3,484
females; 3,981 males) investigated the relationship between ACEs and adult mental
health outcomes. In the study, 26.2% of the participants (970 females; 987 males)
reported at least one ACEs (M. T. Merrick et al., 2017). The measurements utilized in
the study were ACE score, self-reported drug and alcohol usage, self-reported suicide
attempt, and self-reported depressed affect that each variable in the study was assessed
with a question developed by the researchers (M. T. Merrick et al., 2017). Results stated

that people with more ACEs are more likely to have mental health problems such as
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depressed affect, suicide attempts, alcohol use, and drug use. It was reported that
emotional neglect and abuse are associated with drug (for emotional neglect OR 1.73,
99% CI [1.45, 2.05]; for emotional abuse OR 1.88, 99% CI [1.55, 2.28]) and alcohol
abuse (for emotional neglect OR 1.39, 99% CI [1.15, 1.68]; for emotional abuse OR
1.46, 99% CI [1.15, 1.83]), depressive affect (for emotional neglect OR 1.84, 99% CI
[1.56, 2.16]; for emotional abuse OR 1.90, 99% CI [1.57, 2.30]), and attempted suicide
(for emotional neglect OR 4.11, 99% CI [3.13, 5.39]; for emotional abuse OR 5.59, 99%
CI[4.22, 7.37]) indicating the consequences of emotional trauma during childhood (M.
T. Merrick et al., 2017).

A study explored the cumulative influences of ACEs on psychological distress
with the adult stress factors such as witnessing violence or death (Manyema et al., 2018).
The study was conducted with 1,223 individuals (52% female) between the ages of 22 to
23 (Manyema et al., 2018). Results stated that participants with high ACEs reported had
almost twelve times higher possibility of reporting high levels of stress in adulthood
compared to those who reported no ACEs or lower levels of ACEs (Manyema et al.,
2018). As for other predictors, living with someone with psychopathology (OR 2.25,
95% CI [1.45, 3.51]) and neglect (for emotional neglect OR 1.99, 95% CI [1.34, 2.93];
for physical neglect OR 1.64, 95% CI [1.00, 2.69]) in childhood were stated as
significantly related with higher probability of adult stress (Manyema et al., 2018). After
controlling for adult stress, it is stated that there is a dose response effect, in which
increasing levels of exposure affects the risk of the outcome, between ACEs’ score and
psychological distress (Manyema et al., 2018). According to the study findings, it was
suggested that early life adversity disrupts not only brain functions but also relates with

dysregulation in other systems, sensitivity towards stress and stress related disorders that
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persist throughout life (Manyema et al., 2018). Additionally, stressful events in
adulthood are found to be increasing the possibility of psychological distress for whom
having a history of ACEs (Manyema et al., 2018).

Osofsky and colleagues (2021) conducted a study with 303 pregnant women
aged between 13 to 46 (M = 28.01, SD = 6.23) to investigate the relationship between
the ACEs and perinatal symptoms of depression, anxiety, posttraumatic stress, and
substance use and the moderation of the resilience on these relationships. The study
assessed ACEs with ACEs Scale, depression with the Patient Health Questionnaire
(PHQ-9), anxiety with the two-item Generalized Anxiety Disorder scale (GAD-2),
posttraumatic stress with the abbreviated PTSD Checklist—Civilian version (PCL-C),
substance use with The Alcohol, Smoking and Substance Involvement Screening Test
(ASSIST), and resilience with the abbreviated Connor-Davidson Resilience Scale (CD-
RISC2) (Osofsky et al., 2021). Results indicated that 24.1% of the participants reported
four or more ACEs (Osofsky et al., 2021). It was stated that participants who reported
more ACEs also reported more mental health problems in all categories of psychological
distress assessed in the study (Osofsky et al., 2021). It was reported that there were
significant group differences for anxiety symptoms, F(3, 297) = 11.48; p <.001; for
depressive symptoms, F(3, 299) = 15.00; p <.001; and for posttraumatic stress
symptoms, F(3, 299) =41.84; p <.001 (Osofsky et al., 2021). Additionally, there was a
significant positive relationship between overall ACEs score and tobacco use (f = .43,
S.E.=.10, p <.001) (Osofsky et al., 2021). In detail, results showed that childhood

maltreatment subtype of ACEs positively related to anxiety symptoms (# = .14, S.E. =

.06, p <.02), depressive symptoms (f = .16, S.E. = .06, p <.01), and posttraumatic
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stress symptoms (S = .23, S.E. = .05, p <.001) (Osofsky et al., 2021). For the household
dysfunction subtype of ACEs, there was a significant positive relationship with
posttraumatic stress symptoms (£ = .13, S.E. =.05, p <.01) (Osofsky et al., 2021). In
terms of the moderation effect of the resilience, having fewer reported resilience factor
of bouncing back from adversities moderated the positive correlation between household
dysfunction and post-traumatic stress symptoms (£ = .22, S.E. = .07, p <.00) (Osofsky
et al., 2021). However, this moderation effect was not found at high levels of reported
resilience factor of bouncing back from illness or hardship (£ = .01, S.E. = .08, p = .86)
(Osofsky et al., 2021).

Panisch and colleagues (2020) conducted a study with 581 parents (69% female)
of young children to investigate the relationship between ACEs and protective factors
among parents who were enrolled to a child maltreatment prevention program (Panisch
et al., 2020). Protective factors were involved to the study were parental resilience,
social connections, concrete support in times of need, and social and emotional
competence of children (Kiplinger & Browne, 2014; as cited in (Panisch et al., 2020).
The measurement used for assessing the protective factors was the Parents Assessment
of Protective Factors scale (PAPF) (Panisch et al., 2020). The 2010 ACE module of the
Behavioral Risk Factor Surveillance Survey (BRFSS) used for the measurement of
parental history of ACEs (Panisch et al., 2020). In line with the previous literature, this
study stated that ACEs and later lower socioeconomic status were highly related with
lower levels of overall protective factors scores measured with PAPF (f=-22, S.E. =
.065, p =.001) (Panisch et al., 2020). It was stated that higher ACEs scores were related

with attenuated total protective factors of parental resilience, social connections,
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concrete support in times of need, and social and emotional competence of children, » =
-.16, p <.001 (Panisch et al., 2020). Higher scores on ACEs were also associated with
the reduced resilience subtypes which are parental resilience and social connections, » =
-.12, p <.01 (Panisch et al., 2020).

One of the earlier concepts of ACEs is the concept of Ghosts in the Nursery
(Fraiberg et al., 1975). It can be thought as a particular kind of ACEs. Ghosts in the
nursery is a metaphor for parents’ unremembered early adverse experiences with their
caregivers which they repeat them with their own young children (Fraiberg et al., 1975).
Ghosts are the intruders of the past bringing the unheard needs, painful experiences, and
parental abuse and neglect (Fraiberg et al., 1975). Because of these experiences and
repetition of them during parenting, the cycle of adverse childhood experiences
continues (Fraiberg et al., 1975). This approach provides an explanation for the cycle of
adversity through generations. Fraiberg and colleagues (1975) stated that former
caregiving experiences are not the core of the problem, but how individuals with these
experiences distanced themselves from the affect makes the difference in outcomes.
Distancing themselves from the caused emotions provides the necessary “motive and
energy’’ for repetition of the negative caregiving practices (Fraiberg et al., 1975;
Lieberman et al., 2005).

With ghosts in the nursery experiences, parents may see their children as
negative figures from their past, identify them with the perpetrator, and react them with
emotionally charged attitude with the limited flexibility to adapt the current conditions
of the relationship (Lieberman et al., 2005).

ACEs have a substantial literature on their relationship with physical and

psychological problems. Because of the developmental importance of the early
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childhood, ACEs present lasting effects on the mental health of the individuals (Heim et
al., 2000; Karatekin, 2018). Especially, stressful life periods or experiences such as
academic distress or parenthood may emphasize the negative effects of ACEs
(Karatekin, 2018; Panisch et al., 2020).

College students are not being the focus of investigating the prevalence and
severity of the ACEs (Karatekin, 2018). In the literature, there are limited sources with a
larger sample to understand the exact extensiveness of the ACEs among college
students. One of the studies conducted in 1990s reported that, within a sample of college
students from United States, 56 to 85% of them reported at least one severe ACE (Smyth
et al., 2008; as cited in Karatekin, 2018). Another study with college students from
United Kingdom noted that 56% of the students reported at least one ACE (McGavock
& Spratt, 2014). A more recent study showed that 64% of the college students from
University of Minnesota, United States reported at least one ACE (Boynton Health
Service, 2015; as cited in Karatekin, 2018) A study conducted with 1,759 college
students in Turkey reported that 49.7% of the participants have at least one ACE (Ulukol
et al., 2013). The most frequently reported ACEs was physical abuse which was
significantly higher in males (Ulukol et al., 2013). Physical abuse and domestic violence
are stated as frequently concurrent with other types of ACEs (Ulukol et al., 2013).

A short-term longitudinal study explored the usage of ACEs to predict college
students’ risk for mental health difficulties and the meditational effect of current stress
levels on the relationship between ACEs and later psychopathology (Karatekin, 2018).
Participants were 239 college students (182 females) from a Midwest University of USA
with a mean age of 20 (SD = 3.1) (Karatekin, 2018). Data collection procedure consisted

of two occasions, at the beginning and at the end of the semester (Karatekin, 2018).
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ACEs were assessed by Early Adverse Experiences Questionnaire, current level of stress
was measured with the Life Events Scale for Students, and levels of anxiety and
depression were examined with Patient Health Questionnaire (PHQ) (Karatekin, 2018).
Results stated that students with at least two ACEs are more likely to have anxiety or
depressive disorder (32% for high ACEs, 13% for low ACEs) and suicidal ideation
(20% for high ACEs, 9% for low ACEs) than students with one ACE (Karatekin, 2018).
It is stated that having more ACE:s is related with mental health problems among college
students (Karatekin, 2018). Additionally, not perceived stress but the actual number of
stress sources is reported as mediator for relationship between ACEs and depression
scores (£ =.08, p =.002, 95% CI [.11, .49]) and suicidal ideation (= .06, p = .018,
95% CI [.003, .24]) of the college students (Karatekin, 2018).

A study with 762 college students (76% female) with a mean age of 20.3 (SD =
2.5) from an American University examined the relationship between expanded ACEs,
stress, and different types of stress-related interventions (Karatekin & Ahluwalia, 2021).
Expanded ACEs were assessed by a combination of the original ACEs questionnaire and
the Juvenile Victimization Questionnaire, perceived stress was measured with the 10-
item Perceived Stress Scale (PSS), general health was examined with the score of the
General Health Scale of the 36-item short-form survey (SF-36), and to identify the types
and preferences of interventions demographic form and college mental health websites
with manipulated information about the promised results and the duration of the therapy,
the medium of the therapy process, individual versus group therapy settings were used
(Karatekin & Ahluwalia, 2021). The expanded ACEs Scale was used to be consistent

and comparable with a previous study (Karatekin & Ahluwalia, 2021). Students with 0
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to 2 ACEs were categorized as low ACEs group, and students with 3 or more ACEs
were considered as high ACEs group based on a median split which originated in a
previous study (Karatekin & Ahluwalia, 2021). It is stated that students with higher
numbers of ACEs reported higher levels of perceived stress (Mhigher AcEs = 20, SDhigher
ACEs = 6.3; Miower AcEs = 16, SDiower AcEs = 5.8; #(665.18) = 8.75, p <.001, d = .65 [0.5,
0.8]) and had lower scores of physical and mental health on the SF-36 General Health
scale (Mhigher AcEs = 63.8, SDhigher AcEs = 18.4; Miower AcEs = 70.9, SDiower AcEs = 17.2;
1(683.64) =—5.42, p <.001, d =—.40 [-0.55, —0.25]) (Karatekin & Ahluwalia, 2021).
According to this study, students with higher levels of ACEs reached more to health-
related interventions (M =5, SD = 4.3) than low-ACE group students (M = 3.4, SD = 4;
W =90,857, p <.001) and their utilization of types of services had a wider range
(Karatekin & Ahluwalia, 2021). High-ACEs group is reported as preferring to attend
interventions for preventing negative outcomes than promoting positive ones (Karatekin
& Ahluwalia, 2021).

In the study of Merians and colleagues (2019), latent class analysis (LCA) for
ACEs were explored with 8,997 college students (68% females) with a median age of 21
years. To measure ACEs, poor mental and physical health, the Behavioral Risk Factor
Surveillance System (BRFSS) survey was utilized (Merians et al., 2019). The 19-item
alcohol consequences scale from the Core Alcohol and Drug Survey was also utilized
for assessing alcohol use consequences (Merians et al., 2019). There were four classes of
participants with ACEs which LCA results indicated: High ACEs, Moderate Risk of
Non-Violent Household Dysfunction, Emotional and Physical Child Abuse, and Low
ACEs (Merians et al., 2019). The most distinctive result was related with poorer mental

health indicating a difference between high and low ACE:s classes (ds = .91to .89)

23



(Merians et al., 2019). Additionally, there is a smaller yet significant difference between
low ACE:s class and Non-Violent Dysfunction class, and Emotional and Physical Child
Abuse class in terms of poor mental health (ds = .51 to .66) (Merians et al., 2019). It is
stated that results from the LCA approach is in line with existing results from
cumulative risk approaches (Merians et al., 2019).

A two-wave study with 2,969 college students investigated the relationship
between ACEs and health behaviors and psychological outcomes in adulthood (Windle
et al., 2018). The measurement tool for ACEs was ten item ACE questionnaire from the
Behavioral Risk Surveillance Survey, for depressive symptoms The Patient Health
Questionnaire — 9 item (PHQ-9), for Attentional Deficit and Hyperactivity Disorder
(ADHD) symptoms, The Adult ADHD Self-Report Scale Symptom Checklist used, and
for tobacco, alcohol and marijuana use, and body mass index and obesity, four questions
were added to demographic form (Windle et al., 2018). Students with higher ACEs
scores were stated as showing higher levels of substance use such as cigarette, F(7,
2095) = 6.98, p < .001, R?=.025, alcohol, F(7,2095) =4.61, p <.001, R*=.026, and
marijuana, F(7, 2095) = 2.54, p <.001, R’=.012, and more ADHD symptoms, F(7,
2095) =7.33, p <.001, R’=.043, and depressive symptoms, F(7, 2095) = 18.23, p <
.001, R?= .06 (Windle et al., 2018). Additionally, higher levels of ACEs predicted lower
levels of vegetable and fruit consumption, F(7, 2095) = 1.92, p < .01, R*=.010, and less
sleep hours, F(7, 2095) = 18.23, p <.001, R’= .014, and higher levels of Body Mass
Index (BMI), F(7,2095) =2.92, p <.001, R’=.081 (Windle et al., 2018). The
relationship between the ACEs and depression for predicting the health behaviors was
controlled and only the vegetable and fruit consumption became not significant due to

this change (Windle et al., 2018). As a result, it was stated that the other health
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behaviors and ADHD symptoms were not affected by depressive symptoms related with
ACEs (Windle et al., 2018). In comparison to a larger adult sample reporting higher
levels of and sexual abuse (Maduit = 20.7, Mswdent = 7.7), college students reported more
emotional abuse (Maduit = 10.6, Mswdent = 18.7) and parental problems of divorce and
separation (Madut = 23.3, Mswdent = 33.4) (Windle et al., 2018).

Another study aimed to explore the associations between childhood emotional
abuse and borderline personality disorder (BPD) with 243 undergraduate students
(85.6% female) with a mean age of 20.10 years (SD = 4.74) (Kuo et al., 2015). The
measurement tool used for assessing childhood emotional abuse was The Childhood
Trauma Questionnaire — Short Form (CTQ-SF), The Borderline Symptom List-23 (BSL-
23) for borderline personality disorder, and The Difficulties in Emotion Regulation
Scale (DERS) for emotion regulation (Kuo et al., 2015). Results indicated that more
frequent childhood emotional abuse is associated with more severe features of adult
borderline personality disorder (BPD) (£ = .36, #(239) = 6.35, p <.001). (Kuo et al.,
2015). There is also an indirect relationship through emotion regulation difficulties
between emotional abuse and BPD features (emotional abuse and difficulties with
emotion regulation, standardized f = .52, p <.001; difficulties with emotion regulation
and BPD feature severity, standardized f =.78, p <.001) (Kuo et al., 2015).

The study of Giindiiz and colleagues (2019) explored the differences in adult
depression, anxiety, ruminations, and metacognitions between individuals with and
without ACEs (Glindiiz et al., 2019). The study was conducted with 275 college students
(164 females) from Turkey with a mean age of 20.42 (SD = 1.64) (Glindiiz et al., 2019).

The study used Adverse Childhood Experiences Scale Turkish Form (ACE-TR) for
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measuring ACEs, Metacognition Questionnaire-30 (MCQ- 30) for evaluation of
metacognitive beliefs and processes, Ruminative Thought Style Questionnaire (RTSQ)
for evaluating the individuals’ tendency to rumination, Positive-Negative Beliefs about
Rumination Scale for measuring positive and negative metacognitions attached to
rumination, Penn State Worry Scale for examining individuals’ levels of prevalence,
severity, and controllability of generalized and sustained anxiety, Generalized Anxiety
Disorder (GAD-7) for evaluating anxiety disorder, Beck Depression Inventory for
assessing physical, cognitive, emotional and motivational depressive symptoms (Giindiiz
et al., 2019). Results reported that individuals with ACEs show higher levels of
perceived uncontrollable worry, U(Nwithout AcEs = 143, Nwith Aces = 76), z =-2.981, p <

.001 and rumination (Mwithout ACEs = 53.18, SDwithout ACEs = 23.40; Myith AcEs = 54.33,
SDyith aces = 19.05) than individuals without ACE:s. It is stated that these individuals
with ACEs also have more beliefs about threat and danger being uncontrollable, and
they lack cognitive confidence (Giindiiz et al., 2019). Moreover, individuals with ACEs
reported significantly higher depressive symptoms, U(Nwithout ACEs = 143, Nyith acEs = 76),
z=-7.826, p <.001 and anxiety levels, U(Nwithout ACEs = 143, Nwith acs = 76), z=-5.213,
p <.001 (Giindiiz et al., 2019).

The study of Odac1 and Celik (2020) with 851 college students (477 females, 374
males) from Turkey investigated the relationship between traumatic childhood
experiences and health-risk behaviors and aggression of college students. To measure
traumatic childhood experiences The Childhood Trauma Questionnaire was used (Odact
& Celik, 2020). The Adolescent Risk-Taking Scale was utilized for measuring risk-
taking behaviors in adults (Odac1 & Celik, 2020). Aggression was measured by The

Aggression Questionnaire (Odac1 & Celik, 2020). The findings suggested that traumatic
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childhood experiences of emotional neglect and maltreatment (» = .23, p <.01), physical
(r=.25, p<.01) and sexual (» = .24, p <.01) maltreatment is related with health-risk
behaviors of adults (Odac1 & Celik, 2020). Results indicated that traumatic childhood
experiences including emotional neglect (» = .21, p <.01), physical (» =.27, p <.01) and
sexual abuse (» = .16, p <.01) are reported as associated with aggression in adulthood
(Odac1 & Celik, 2020). Additionally, it is noted in the study that physical maltreatment (¢
=—4.14, p <.05) and emotional maltreatment and neglect (¢t = —2.97, p <.05) varied
significantly between males and females (Odac1 & Celik, 2020). In contrast to previous
studies, there is no significant difference between males and females in being exposed to
sexual abuse (Odact & Celik, 2020).

Pasha-Zaidi and colleagues (2020) conducted a study to investigate the
relationship between ACEs and resilience with 124 undergraduate students (83 females,
41 males) ages between 18 to 25 years from a university in Turkey. ACEs were
measured with Adverse Childhood Experiences International Questionnaire (ACE-IQ),
persistence for long term goals was assessed with the score from The Grit Scale, and
resilience was measured with the Brief Resilience Scale (Pasha-Zaidi et al., 2020). The
relationship between adverse childhood experiences scores and resilience measures for
college students in Turkey and how this relationship changes according to gender were
studied (Pasha-Zaidi et al., 2020). It was stated that overall ACEs scores did not have a
significant relationship with resilience measure, however, particular types of ACEs
scores were related with specific resilience measures (Pasha-Zaidi et al., 2020). Parental
abuse (r = -.24, p <.01) and bullying (r = -.21, p <.05) had a significant negative
relationship with grit as a part of academic resilience, and scores of family environment

related ACEs (r =-.21, p <.05) were stated as significantly negatively related with self-
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regulation as a measure for resilience (Pasha-Zaidi et al., 2020). For the gender
differences, in comparison to males, females were stated as experiencing more effects of
ACESs on their self-regulation (f=-1.12, p = .01, 95% CI [-.23, -.02]) and self-efficacy
(B=-.73,p=.04,95% CI [-1.44, -.03]) measures of resilience (Pasha-Zaidi et al., 2020).
Additionally, males (M = 3.42, SD = .68) were stated as reported higher general
resilience scores on the Brief Resilience Scale than females (M = 3.04, SD = .76), F(1,
122) = 7.21, partial eta squared = .06 (Pasha-Zaidi et al., 2020).

It is stated that 75.8% of the college students reported at least one childhood
adversity which can be interpreted as having ACEs is a common negative experience for
college students (Husky et al., 2022). College students are a unique group with stressful
life situations such as academic distress, economic issues, and social isolation (Hartley,

2010; Jones et al., 2018; Peltz et al., 2021; Richardson et al., 2017).

2.3 Benevolent childhood experiences (BCEs)

In the field of developmental psychopathology and resilience research, there are
two types of resilience factors which are promotive and protective (Masten, 2001, 2018;
Masten & Barnes, 2018; Sameroff, 2000). Promotive factors serve as a main effect for
positive outcomes and described as assets of the individual regardless of the level of risk
(Masten, 2018; Sameroff, 2000). Protective factors only become effective when the level
of the risk is high and they work as moderators for the outcomes (Masten, 2018;
Sameroff, 2000). According to this distinction, Benevolent Childhood Experiences
(BCEs) are promotive factors that decrease the psychopathology apart from the level of

ACESs (Narayan et al., 2018). BCEs include positive self and other relationship
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experiences during childhood focusing on the concepts of safety, support, security, and
overall positive qualities of life (Narayan et al., 2018).

ACEs and BCE:s are the balancing factors for each other, and they co-exist and
co-occur in the individual’s life (Narayan et al., 2020). Acknowledging that the BCEs
and ACEs are intertwined in the individuals’ lives can provide understanding for the
underlying mechanisms of resilience (J. S. Merrick & Narayan, 2020). Resilience is
defined as “the capacity of a dynamic system, to adapt successfully to disturbances that
threaten system function, viability, or development.” (Masten, 2014, p. 10). The
differences between the outcomes of the individuals’ following childhood adversity can
be explained by the help of positive childhood experiences (J. S. Merrick & Narayan,
2020).

A study with 50 homeless parents/primary caregivers (42 birth mothers, 5 birth
fathers, 1 stepfather, and 2 grandmothers) with a mean age of 32.50 years (SD = 9.29,
ranging from 21 to 62 years) (J. S. Merrick et al., 2019). ACEs were measured with
ACE:s scale, psychological distress was assessed with Kessler Scale for Psychological
Distress (K-6), parenting stress was measured with the Parental Stress Scale, and
sociodemographic risk was measured with 10-item sociodemographic risk composite (J.
S. Merrick et al., 2019). Results indicated that ACEs and BCEs are independent from
each other by being only modestly inversely correlated with each other, » =-.33, p <.05
(J. S. Merrick et al., 2019). Additionally, results supported that the BCEs are related
with lower instances of psychological distress during adulthood, » =-.34, p <.05 (J. S.
Merrick et al., 2019).

A study with 101 pregnant women (Mean age = 29.10 years, SD = 6.56, ranging

from 18 to 44) explored the relationship between timing and type of the ACEs and
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BCEs, and pregnancy related results (J. S. Merrick et al., 2020). BCEs scale was used
for measuring BCEs, ACEs Scale for ACEs, the Edinburgh Postnatal Depression Scale
(EPDS) for prenatal depression symptoms, the PTSD Checklist for the DSM-5 (PCL-5)
for prenatal PTSD symptoms, and a 10-item questionnaire for prenatal stressful life
events (J. S. Merrick et al., 2020). Results suggested that low levels of income indicated
that rather than the timing of the experiences, the type of the experience whether it is
maltreatment or family dysfunction, or benevolent type is more important in terms of the
psychopathology outcomes (J. S. Merrick et al., 2020).

Another study with 341 adult participants (81.5% female) with a mean age of
24.7 (SD = 7.05) explored the relationship between BCEs and adult personality disorders
(Gunay-Oge et al., 2020a). The negative association between remembered benevolent
childhood experiences and adult psychopathology in terms of personality disorders
symptoms of antisocial, avoidant, borderline, dependent, obsessive- compulsive,
paranoid, passive-aggressive, sadistic, and self-defeating subtypes are low to moderate (»
ranging from -.19 to — -.29, p <.001) regardless of the number of ACEs (Gunay-Oge et
al., 2020a). The negative relationship between BCEs and the depressive, schizoid and
schizotypal personality disorder symptoms were stronger ( ranging from —31 to —.32, p
<.001) (Gunay-Oge et al., 2020a). It was claimed that BCEs can be a protective factor
for adult personality disorders in the presence of ACEs (Gunay-Oge et al., 2020a).

In a study which uses the representative 2015 Wisconsin Behavioral Risk Factor
Survey (WI BRFS) sample consisting of 6,188 adult participants (50.7% females),
relationships between positive childhood experiences and adult depression and/or poor
mental health (D/PMH) and adult-reported social and emotional support (ARSES) at all

levels of childhood adversity were investigated (Bethell et al., 2019). A 7-item
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questionnaire was used for measuring BCEs, ACEs survey for ACEs, a single item for
adult social and emotional support, and two items for depression and poor mental health
(Bethell et al., 2019). According to the results of this study, highest and lowest levels of
reported BCEs are associated with the reported ARSES with the odds of 3.53 times
(95% CI [2.60, 4.80]) (Bethell et al., 2019). A contradiction with the literature was that
results indicated that there are not statistically significant associations between BCEs
and D/PMH for the individuals who reported zero ACEs (Bethell et al., 2019).

Another study with 101 pregnant women (Mean age = 29.10 years, SD = 6.56,
ranging from 18 to 44) investigated the relationship between BCEs and adult
psychopathology and stress (Narayan et al., 2018). BCEs scale was used for measuring
BCEs, ACEs Scale for ACEs, the Edinburgh Postnatal Depression Scale (EPDS) for
prenatal depression symptoms, the PTSD Checklist for the DSM-5 (PCL-5) for prenatal
PTSD symptoms, and a 10-item questionnaire for prenatal stressful life events (Narayan
et al., 2018). Results stated that women with more BCEs have lower levels of PTSD (r =
—.37, p <.01) and prenatal depression symptoms (» = —.24, p <. 05), and they reported
lower levels of stressful life events (SLEs; » =—.37, p <.01) (Narayan et al., 2018). The
cluster analysis showed three groups of women which are “High BCEs”, “High ACEs”,
and “High Both” (Narayan et al., 2018). Women in the “High BCEs” cluster are stated
as having the lowest levels of stress symptoms and psychopathology regardless of the
level of ACEs (Narayan et al., 2018). It was claimed that BCEs can be interpreted as a
promotive factor for functioning of the pregnant women, meaning that BCEs are related
with positive outcomes regardless of the level of risk (Narayan et al., 2018). Results also
indicated that lower levels of BCEs can be interpreted as another risk factor or an

indicator for risk (Narayan et al., 2018).
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A study with 246 adults aged between 19 to 57 (M = 34.6 years) investigated the
relationships between ACEs, BCEs, and adult health outcomes under the categories of
physical health and cognitive, mental, and social health (Crandall et al., 2019). The
measurement tools used for physical health outcomes were Body Mass Index (BMI),
The Fruits and Vegetables Checklist, and adapted questions from the 2011 Behavioral
Risk Factor Surveillance System Survey (BRFSS); Learning, Executive, and Attention
Functioning (LEAF) scale, Levenson IPC Scale, the 10-item Perceived Stress Scale
(PSS), the 9-item Montgomery Asberg Depression Rating Scale (MADRS), Gratitude
Questionnaire-6 Item Form (GQ-6), Heartland Forgiveness Scale (HFS), Adult Filial
Closeness Scale (AFCS) for cognitive, mental and social health outcomes; 11-item ACE
module of the Center for Disease Control and Prevention’s Behavioral Risk Factor
Surveillance System Survey (CDC-BRFSS) for ACEs, and the 10-item Benevolent
Childhood Experiences Scale for BCEs (Crandall et al., 2019). Results indicated that
after controlling for age, gender, and ACEs scores, BCEs are related with lower levels of
depression (b =-.07, p <.001), stress (b =-.12, p <.001), and sleep problems (b = -.23,
p <.05) and higher levels of executive functioning (b = .05, p <.01), familial closeness
(b=.10, p <.001), forgiveness (b = .19, p <.001), locus of control (b = .18, p <.001),
and daily fruit and vegetable consumption (b = .11, p <.05) (Crandall et al., 2019).
ACEs were stated as significantly related with sleep problems (b = .22, p <.05), having
smoked daily (b =1.13, p <.05), executive functioning (b =-.06, p <.001), locus of
control (b =-.07, p <.001), stress (b =.10, p <.001), depression (b = .07, p <.001),
gratitude (b =-.09, p <.01), forgiveness (b =-.11, p <.001), and familial closeness (b =
-.05, p <.01). However, after controlling for age, gender, and BCEs scores, only

relationship between having smoked daily (b =1.18, p <.01), executive functioning (b =
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-.05, p <.01), stress (b = .05, p <.05), and depression (b = .05, p <.001) and ACEs were
stated as significant (Crandall et al., 2019). It was claimed that BCEs have positive
effects on adult health regardless of the level of ACEs (Crandall et al., 2019).

A study used the data of 7,079 participants (51.9% female) from the 2016 South
Carolina Behavioral Risk Factor Surveillance System (SC BRFSS) to investigate the
relationship between ACEs, safe, nurturing, and caring relationships, and adult mental
and physical health outcomes (Crouch et al., 2019). Nearly one-fifth (18.1%) of the
participants reported four or more ACEs and 96.6% of them reported having a nurturing,
stable, and safe relationship while growing up (Crouch et al., 2019). The analyses were
adjusted for sex, age, educational attainment, race/ethnicity, and income (Crouch et al.,
2019). It was stated that participants with four or more ACEs had higher possibilities of
reporting higher levels of problems with overall health (adjusted OR 2.08; 95% CI [2.06,
2.09]) (Crouch et al., 2019). The possibilities of individuals with four or more ACEs
reporting poor overall health were lower if the individuals had a safe, nurturing, and
stable relationship with an adult while growing up (adjusted OR .61; 95% CI [.60, .62])
(Crouch et al., 2019). Additionally, participants who grew up with adults that made them
feel safe and cared for more likely to report less mental health problems than frequent
mental distress (81.1% versus 67.2%, p <.0001) and more good health than health
problems (81.3% versus 70.0%, p <.001) (Crouch et al., 2019).

In 2005, Lieberman and colleagues (2015) suggested a positive version for
Ghosts in the Nursery and named it Angels in the Nursery. Like ghost memories, Angels
in the Nursery is an earlier and particular version of the BCEs. Angels in the Nursery
was defined as childhood experiences in which children are cared, safe, loved

unconditionally, accepted, and with a sense of worth (Lieberman et al., 2005). These
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memories have the features of guardian angels with a sense of indisputable goodness and
love (Lieberman et al., 2005). Parents with angel memories unknowingly bring their
positive experiences to the nurseries of their own children and it becomes a cycle of
benevolent childhood experiences and parental influences (Lieberman et al., 2005).

Parents with angel memories can benefit from their past supportive and benign
relationships to decrease the effects of ghost memories and identify themselves with the
protector from their childhood (Lieberman et al., 2005). The differences between
parenting approaches change the children’s psychological adjustment (Lieberman et al.,
2005). Interacting with loving parents can help breaking the cycle of maltreatment in
later generations (Lieberman et al., 2005).

If angel memories or benevolent childhood experiences can be stated as
antecedents of protective factors for adult lives, they can be utilized to promote
resilience or diminish intergenerational transmission of trauma (Narayan et al., 2020).

When young children are exposed to domestic violence, they try to sustain a
sense of trust and being protected (Lieberman, 2007). According to the Diagnostic
Classification of Mental Health and Developmental Disorders of Infancy and Early
Childhood: Revised Edition (DC:0-3R; Zero to Three, 2005), although their reactions
may change according to temperament and developmental stage, children in the first five
years develop symptoms under three clusters which are “re-experiencing of the
traumatic event”, “numbing of responsiveness”, and “increased arousal” (Lieberman,
2007). When the violence takes place at home or the parents are the attackers, children
not only perceive their parents as the source of threat but also, they lose their reliable
protector (Lieberman, 2007). Children’s identification with the aggressor parent comes

from the need to be not victimized by the parent and self-protection (Lieberman, 2007).
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Angel memories are stated as protective factors by moderating the relationship
between childhood maltreatment and adult PTSD symptoms (Narayan et al., 2017).
Also, more ghost memories indicated the existence of more diverse and extensive
childhood maltreatment (Narayan et al., 2017).

Angel and ghost memories co-exist in parents and strive for supremacy over the
other (Lieberman et al., 2005). In the course of therapy for the treatment of trauma, the
therapist supports the client’s developmental progress, and positive emotional
relationships with the self, and the environment (Lieberman, Compton, Van Horn, &
Ghosh Ippen, 2003; (Lieberman et al., 2005). Therapeutic process has the responsibility
of not only exploring traumatic events from the past but also exploring and integrating
benevolent experiences to support self-worth (Lieberman et al., 2005). Reaching positive
childhood memories can be blocked by the pain of later adverse childhood experiences
and the loss of goodness. While it can be painful, it may be beneficial to evoke good
childhood memories by parenting a young child with the intention of healing in a
therapeutic setting (Lieberman et al., 2005).

BCEs are a relatively new concept in the mental health research. Their
importance and roles in the web of early experiences can be interpreted with the
preliminary research (Bethell et al., 2019; Crandall et al., 2019; Crouch et al., 2019;
Narayan et al., 2018). Higher numbers of BCEs were related to better physical and
mental health outcomes. Further research for understanding the promotive or protective

aspects of the BCEs is needed.
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2.4 Emotion regulation

Emotion regulation (ER) has been defined by different theoretical approaches. The
process, the aim, or the mechanism of the emotion regulation affect the definition of the
concept. The most frequently used approaches for defining emotion regulation are
process model and goal model.

The process model of emotion regulation is defined as “the processes by which
individuals influence which emotions they have, when they have them, and how they
experience and express these emotions” (Gross, 1998, p. 275).

The goal model defined emotion regulation as “intrinsic and extrinsic processes
of monitoring, evaluating, and modifying intensive and temporal aspects of emotional
reactions to accomplish the individual’s goals” (Thompson, 1994, p. 27-28). These
internal processes such as physiological reactions or cognitive efforts, and external
processes such as facial expressions or behaviors related with emotions are not
separately working parts of regulatory process, they work together to manage intensity,
duration, and expression of emotions (Morelen et al., 2016). These aspects of the
psychological processes are the ones that can lead to psychopathology, hence
management and monitoring of them are at the core of adaptive functioning of the
individual (Lineman, Bohus, & Lynch, 2007).

Although these models of ER have common aspects of regulating emotions’
duration, severity, frequency and intensity, the goal model focuses on the results of the
efforts of regulation, whereas the process model focuses on the experience of the
emotion. According to process model of ER, there are two emotion regulation strategies
for down-regulation: reappraisal which is an adaptive strategy and suppression which is

maladaptive (Gross, 2002). Reappraisal changes the individuals’ interpretation of the
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event and lowers the behavioral expression and emotional experience without effecting
the memory (Gross, 2002). Suppression is the strategy to inhibit the expression of inner
experience by decreasing the behavioral expression but not emotional experience (Gross,
2002). This strategy damages the memory (Gross, 2002).

If emotion regulation skills cannot be developed appropriately in the infancy and
early childhood, it may lead socioemotional and behavioral problems, academic
struggles, and psychopathology in later life (Thomas et al., 2017). Better emotion
regulation in childhood is associated with a wide range of positive outcomes, including
decreased externalizing and internalizing symptoms, and improved behavioral
functioning (Thomson, Riosa, & Weiss, 2015). On the other hand, emotion
dysregulation is related with problems of ER and may cause difficulties for the
individual to achieve her goals or confirm situational demands of the environment
(Cicchetti et al., 2010).

The developmental process of ER does not happen in discrete stages nor is it
intrapersonal (Stifter & Augustine, 2019). However, the development of ER is
investigated across the developmental stages of the individual. Namely, three stages are
considered according to changes in ER: Infancy and toddlerhood, childhood and
adolescence, and adulthood and aging (Stifter & Augustine, 2019). During lifespan, the
development of ER is a process of gradual substitution of external to internal regulation
(Rothbart et al., 2011; J. C. Thomas et al., 2017). The general developmental stages of
ER are caregiver-dependent regulation, caregiver-infant co-regulation, independent self-
regulation with caregiver guidance, and internalization of emotion regulation (Thomas et

al., 2017).
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Firstly, especially in infancy and toddlerhood, the development of ER requires a
dyadic process which involves both internal and external components occurring in
parent-child relationships. Because infants, children, and sometimes adolescents do not
have the maturity or the necessary cognitive development, they often rely on the external
sources such as parents to regulate their emotions (Morris, Criss, Silk, & Houltberg,
2017). ER abilities depend on intrinsic and extrinsic factors. Intrinsic factors are
generally infant characteristics of temperament, individual differences in reactivity and
regulation of affect (Thomas et al., 2017). Extrinsic factors are caregiver approach and
attitudes, most importantly maternal sensitivity (Thomas et al., 2017). Maternal
sensitivity can be defined as the mothers’ sensitive responses to the infant cues of
distress (J. C. Thomas et al., 2017). Maternal sensitivity is a moderator between the
infant temperament and emotion regulation strategies in later life (J. C. Thomas et al.,
2017).

In the first months of life the infant uses the physiological and biological
processes of reflexes to soothe herself/himself and regulate her /his emotions to reach
the homeostatic state. By the middle childhood and adolescence, the ER process
becomes more self-conscious and intentional (Oschner & Gross, 2004). This shift of
regulatory efforts between infancy to adolescence is a result of emotional interactions
between children and their caregivers (Sroufe, 1996; as cited in Cole & Hollenstein,
2018). The sensitive and positive interactions with caregivers, and successful caregiver
intervention in reducing emotional distress help children experience arousal regulation,
and learn particular strategies to regulate emotions (Sroufe, 1996; as cited in Cole &

Hollenstein, 2018). It is important that these parental involvements occur in the infancy
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and early childhood, because in these periods, the most rapid learning opportunities take
place (Cole & Hollenstein, 2018).

Through emerging adulthood, ER strategies tend to change into adaptive or
cognitive ER (Zimmermann & Iwanski, 2014). Emerging adulthood is a life period that
includes many uncertainties brought by inter- and intrapersonal changes (Arnett, 2000).
Development of ER during this period may have enduring effects into adulthood
(Zimmermann & Iwanski, 2014).

A study investigated the mediational role of ER between ACEs and three
outcomes of PTSD symptoms, depression, and poor physical health among women with
ACEs (Cloitre et al., 2019). Participants were 290 women with a mean age of 42.5 years
(8D = 11.9) and diverse ethnicity (Cloitre et al., 2019). Emotion regulation was
measured with the Difficulties in Emotional Regulation Scale (DERS), PTSD with the
Posttraumatic Stress Disorder Checklist for DSM—5 (PCL-5), depression with the Brief
Symptom Inventory Depression subscale (BSI-D) and physical health with a shortened
version of Medical Outcomes Study Short Form (SF-8) (Cloitre et al., 2019). Results
indicated that ER measured on DERS scores mediated the relationships between ACEs
and the three health outcomes of PTSD (B = .10, p <.001), depression (B = .16, p <
.001), and physical health (B = .07, p =.002) (Cloitre et al., 2019).

Another study examined the mediating role of ER strategies between ACEs and
later psychopathology and suicidal behavior (McLafferty et al., 2020). The participants
were 739 first-year undergraduate students (462 females, 274 males) with a mean age of
20.69 (SD = 5.31) (McLafferty et al., 2020). The measures used in the study were WHO
Composite International Diagnostic Interview 3.0 for mental health problems, self-harm

and suicidal behavior, profile analysis for risk classes for early childhood experiences,
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and Emotion Regulation Questionnaire for ER (McLafferty et al., 2020). Results of the
mediational analysis showed that adaptive emotion regulation strategies related with
lower levels of psychopathology following adverse childhood experiences (McLafferty
et al., 2020). The use of suppression strategy is found significantly related with all
psychological problems measured, with negative estimated standard error values, Major
Depressive Episode (S.E. = -2.487), Generalized Anxiety Disorder (S.E. = -2.457),
suicidality (S.E. = -2.396), self-harm (S.E. = -2.013) (McLafferty et al., 2020).

The study of Espeleta and colleagues (2018) investigated the associations among
ACEs, ER, impulsivity, and health-risk behaviors with ER and impulsivity being the
potential mediators (Espeleta et al., 2018). Participants were 668 college students (83%
female) whose ages ranged between 18 to 54 (M = 20, SD = 3.1) (Espeleta et al., 2018).
The measures used in the study were The Adverse Childhood Experiences Questionnaire
- Short Form (ACES-SF) for ACEs, Difficulties in Emotion Regulation Scale (DERS)
for emotion dysregulation, The Short UPPS-P Impulsive Behavior Scales (SUPPS-P) for
impulsivity, Maladaptive Behaviors Scale (MBS) for health-risk behaviors, the Brief
Young Adult Alcohol Consequences Questionnaire (B-YAACQ) for alcohol-related
consequences, and The Cognitive Appraisal of Risky Events Questionnaire (CARE) for
risky sexual behaviors (Espeleta et al., 2018). Results indicated that the direct
relationship between ACEs and general risk behaviors was not significant (Espeleta et
al., 2018). However, ACEs significantly predicted the emotion dysregulation of the
individuals (M =2.31, t=3.86, p <.001, 95% CI [1.14, 3.48]) (Espeleta et al., 2018).
Additionally, emotion dysregulation mediated the relationship between ACEs and
general risk behaviors (bootstrapped CI [.53, 9.32] (Espeleta et al., 2018). In detail,

ACEs significantly predicted the alcohol-related consequences (bootstrapped CI [.03,
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.13]) and risky-sexual behaviors (bootstrapped CI [.01, .05]) through emotion
dysregulation (Espeleta et al., 2018).

Emotion regulation has an important role in typical development throughout the
life (Zimmermann & Iwanski, 2014). It is related with PTSD symptoms, depression,
anxiety, risky behaviors, and poor physical health (Cloitre et al., 2019; Espeleta et al.,
2018; McLafferty et al., 2020). Including ER strategies to the psychotherapy process is
stated as a supportive and significant addition to the mental health interventions

(Berking et al., 2008).

2.5 Shame
Shame is firstly discussed in psychoanalytical studies, starting from the earlier work of
Freud (1905; as cited in Price Tangney & Dearing, 2004). It was briefly defined as “a
reaction formation against sexually exhibitionistic impulses” (Freud 1905; as cited in
Price Tangney & Dearing, 2004). In his later work, he abandoned the construct of shame
and focused on the concept of guilt as a feeling experienced in terms of superego
conflicts (Price Tangney & Dearing, 2004). Then, post-Freudian theorists explained
shame as the reactions to the conflict between the ego and ego-ideal which is basically
an idealized moral self (Price Tangney & Dearing, 2004). Later, in the studies of self-
psychology, shame is thought as a collaborating factor for some psychological disorders
(Price Tangney & Dearing, 2004).

The causal attributions theory of Abramson and colleagues (1978) identified
three dimensions which are: locus (internal or external), stability (stable or unstable),
globality (global or specific). Shame can be explained in these dimensions of attributions

as internal, stable, and global (Price Tangney & Dearing, 2004).
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Andrews and colleagues (2002) suggested a multidimensional model of shame to
explain the broad extent of effects of shame on the self: characterological shame;
behavioral shame; bodily shame. Characterological shame includes personal habits,
skills, manners, and whole personality of the individual (Andrews et al., 2002).
Behavioral shame is failed, unsuccessful or wrong actions especially in interpersonal or
competitive contexts (Andrews et al., 2002). Finally, bodily shame is being unconfident
or ashamed by the physical appearance of the self (Andrews et al., 2002).

From a developmental standpoint, Erikson’s theoretical framework (1950) on
psychosocial development includes 8 developmental stages: trust vs. mistrust, autonomy
vs. shame and doubt, initiative vs. guilt, industry vs. inferiority, identity vs. identity
confusion, intimacy vs. isolation, generativity vs. stagnation, and integrity vs. despair
(Graves & Larkin, 2006). The second developmental stage as stated above is autonomy
vs. shame and doubt which occurs between 18 months and 36 months of the life of the
individual (Graves & Larkin, 2006). In this stage, the toddler practices with the social
world by controlling his or her sphincter muscles resulting with two responses: holding
on and letting go (Berzoff et al., 2022). This reactions of holding on and letting go
should not be related with only feces; the object may be toys, food, or any other object
(Berzoff et al., 2022). In terms of Freud’s psychosexual development, it is the anal stage
which explains “the baby pleases himself both aggressively and sexually by the retention
and the expulsion of the feces” (Berzoff et al., 2022).

If the toddler feels excessively controlled or without any kind of control, she or
he may experience extreme shame and doubt (Berzoff et al., 2022). On the contrary, a

toddler experiencing autonomy in terms of controlling his or her sphincter, exploration
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or other actions may develop in the way of confidence and pride and add these to his or
her ego identity (Berzoff et al., 2022).

Holding on and letting go modalities can be explained in social and parental
contexts (Graves & Larkin, 2006). This stage involves a toddler’s beginning of
exploration the outer world and move away from his or her primary caregiver, mostly
mother, with the help of the maturation of his or her muscles (Graves & Larkin, 2006). If
the caregiver holds the toddler too close and restricts him or her, this may relate with the
experience of shame and doubt (Graves & Larkin, 2006). Moreover, if the caregiver
overly lets the toddler go to the point of neglect, it may bring experiences of shame
(Graves & Larkin, 2006). Both scenarios are destructive for the toddlers’ autonomy
development (Graves & Larkin, 2006). Parents need to balance their reactions towards
the need of toddlers’ exploration which should be permissive within the boundaries of
physical safety and social mores (Graves & Larkin, 2006).

Although there were many attempts to define the feeling of shame, the most
accepted definition of it is “an intense negative emotion represented by the perception of
global self-devaluation” (Price Tangney & Dearing, 2004; Velotti et al., 2017, p. 171).
Another definition of the shame provided by a study conducted with 215 women is “an
intensely painful feeling or experience of believing we are flawed and therefore
unworthy of acceptance and belonging” (Brown, 2006, p. 45). Lewis (1971) suggested
that the main distinction of shame is the emphasis of the “self” rather than the
“behavior” (Brown, 2006; Price Tangney & Dearing, 2004).

Because shame is an unpleasant and threatening feeling, individuals try to find
strategies to cope with shame (Nathanson, 1994). There are four fundamental strategies

for shame coping (Nathanson, 1994). Two of them are internalized strategies which are
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withdrawal and attack self, and the others are externalized namely avoidance and attack
others (Nathanson, 1994). Individuals who use attack self-strategy generally tries to
continue their interpersonal relationships, whereas withdrawal results in pulling away
from others to decrease the discomfort of shame (Elison, Lennon, et al., 2006).
Individuals using avoidance strategy typically distracts themselves to reduce the
conscious shame experience (Elison, Lennon, et al., 2006). Attack other strategy couples
with anger directed to others, generally the people related with shame experience
(Elison, Lennon, et al., 2006). Individuals’ frequent utilization of these shame coping
strategies may relate with their level of functioning (Mahtani et al., 2018). While using
these strategies frequently to cope with shame means a maladaptive shame coping style,
adaptive shame coping style was defined as reflecting on possible improvements on
behavior and attitude, finding social support, and changing the environment for desired
outcomes (Elison, Lennon, et al., 2006).

A study with 280 students from private (N =212) and public community (N =
68) colleges in the U.S examined the relationships between experiences of psychological
maltreatment, symptoms of depression, guilt, and shame (Webb et al., 2007). The age
range of the participants was 18 to 44 with a mean of 20.9 (SD = 4.6) (Webb et al.,
2007). The Test of Self-Conscious Affect (TOSCA) was used to assess the level of guilt
and shame of the participants, Center for Epidemiological Studies — Depression Scale
(CESD) was used for measuring the symptoms of depression, Psychological
Maltreatment Inventory (PMI) for assessing the history of psychological maltreatment in
childhood (Webb et al., 2007). Results indicated that shame is positively correlated with
the symptoms of depression measured with CESD both before (» = .46, p <.001) and

after (r = .42, p <.001) controlled for guilt (Webb et al., 2007). Findings showed that
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shame has significant positive relationships with psychological maltreatment measured
with the three factors of PMI, namely hostile rejection, isolation, and emotional neglect
before (respectively, r = .22, p <.001; »=.24, p <.001; r=.18, p <.001) and after
(respectively, »=.24, p <.001; r= .26, p <.001; r = .19, p <.001) controlling for guilt
(Webb et al., 2007). However, guilt was not found to be significantly related with the
symptoms of depression measured with CESD and psychological maltreatment assessed
with three factors of PMI which are hostile rejection, isolation, and emotional neglect
after controlled for shame (Webb et al., 2007). Findings suggested that shame is related
with childhood psychological maltreatment and depressive symptoms consistently
(Webb et al., 2007).

Another study with 228 undergraduate students (182 females, 46 males) between
the ages of 16 to 51 (M = 20.99; SD = 6.37) investigated the role of individual
differences in tendency to shame-proneness on the two strategies of emotion regulation
which are perspective taking and positive reappraisal (Krishnamoorthy et al., 2021). The
participants of the experimental study were assigned in eight different groups of
experimental conditions which were constituted of two phases, two versions of
perspective taking (first-person and third-person perspective), and two versions of
reappraisal styles (positive reappraisal, no positive reappraisal) (Krishnamoorthy et al.,
2021). Shame-proneness was measured with The Test of Self-Conscious Affect
(TOSCA; Tangney, et al., 1989), and affective states were measured with visual
analogue scales (VAS) (Krishnamoorthy et al., 2021). Results indicated that there was a
main effect for Appraisal revealing that the positive appraisal groups (M = 2.56, SD =
.13) reported lower levels of shame than no positive appraisal groups (M = 3.22, SD =

13), F(1,203) =11.73, 12 = .05, p < .01) (Krishnamoorthy et al., 2021). Another main
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effect for shame-proneness was found significant indicating that high shame-proneness
groups (M = 3.28, SD = .14) reported higher levels of shame than low shame-proneness
groups (M =2.50, SD = .12; Krishnamoorthy et al., 2021). It was stated that the phase of
the study is found significant which indicated that shame ratings during the free recall
(shame event) phase (M = 4.34, SD = .16) and the instructed recall phase (M =4.12, SD
=.16) were higher than during the two rest periods (MRgest Period 1 = 2.78, SD = .12; MRest
Period 2 = 2.94, SD = .14; p < .05) (Krishnamoorthy et al., 2021). Participants reported
higher shame ratings in the rest periods than ratings at baseline (M = 1.54, SD = .08) and
during free recall (happy event) (M = 1.63, SD = .08, p < .05) (Krishnamoorthy et al.,
2021). It was stated that there was a four-way interaction between Phase x Perspective X
Appraisal x Shame-proneness variables (Krishnamoorthy et al., 2021). Results can be
interpreted as higher levels of shame experience is related with being high shame-prone,
perspective taking usage, without positive reappraisal (Krishnamoorthy et al., 2021).
Lower levels of shame experiences are associated with perspective taking and positive
reappraisal in high shame-prone group (Krishnamoorthy et al., 2021).

The study of Steindl and colleagues (2021) investigated the relationship between
early shame and safeness memories which are substantial parts of ACEs and BCEs and
later depressive symptoms and the safe affect which includes the recollections of
warmth, safeness and being accepted in childhood of the individual. The study included
223 participants (155 females, 67 males) from a general population sample and the age
range was 17 to 70 years (M = 29.75, SD = 11.93). The early shame memories were
collected with a written memory, 22-item Traumatic Qualities of the Shame Memory
Scale which was adapted from The Impact of Event Scale—Revised (IES-R), and 20-item

Centrality of the Shame Memory measurement tool which was adapted from The
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Centrality of Event Scale (CES; Steindl et al., 2021). Early memories of warmth and
safeness were measured by The Early Memories of Warmth and Safeness Scale
(EMWSS). Depressive symptoms were measured by The Depression, Anxiety and
Stress Scale (DASS-21) that is shortened from the original 42 item version of Lovibond
and Lovibond (1995) (Steindl et al., 2021). The safe positive affect at the adulthood was
measured with The Types of Positive Affect Scale (ToPAS) which is an 18-item scale
(Steindl et al., 2021). Results indicated that traumatic qualities and centrality of shame
memories were positively correlated with adult depressive symptoms (respectively » =
40, p=.001; »=.39, p =.001) and negatively associated with safe positive affect
(respectively r=-.23, p =.001; r=-.28, p = .001) (Steindl et al., 2021). Moreover, early
memories of safeness and warmth were stated as negatively associated with the
traumatic (» = -.30, p = .001) and centrality (» =-.37, p = .001) qualities of shame
memories (Steindl et al., 2021).

Another study explored the associations between adverse childhood experiences,
especially negative parental experiences, shame, and shame management
(Sedighimornani et al., 2021). The participants of the study were 240 undergraduate
students (194 females, 43 males, 3 undeclared) with a mean age of 27.79 (SD = 10.91)
(Sedighimornani et al., 2021). The adverse experiences with parents were measured with
25-item Parental Bonding Instrument (PBI; Sedighimornani et al., 2021). In order to
measure shame coping strategies, The Compass of Shame Scale (CoSS; Elison, Lennon,
et al., 2006) with 12 shame-inducing scenarios were used (Sedighimornani et al., 2021).
For assessing the overall experiences of shame, 25-item the Experience of Shame Scale
(ESS) was used (Sedighimornani et al., 2021). The relationship between negative

parental experiences and shame was significant (for parental care » =-.30, p = .01)
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indicating that lower parental care is associated with higher levels of shame
(Sedighimornani et al., 2021). Parental care was found to be related with the attack self
(r=-.23, p <.01), withdrawal (» = -.30, p < .01), and attack other strategies (» =-.28, p <
.01) (Sedighimornani et al., 2021). Additionally, attachment style and shame experiences
related significantly (secure attachment, » = -.29, p <.01; fearful attachment, » = .30, p <
.01; anxious attachment, r = .20, p < .01) (Sedighimornani et al., 2021).

A study investigated the intrapersonal factors and related coping strategies
(Prosek et al., 2022). Participants of the study were 416 college students with a mean
age of 21.08 (SD = 3.11) (Prosek et al., 2022). Coping strategies were assessed with the
Coping Strategies Inventory-Short Form (CSI-SF), empathy was measured with
Interpersonal Reactivity Index (IRI), shame was examined with The Test of Self-
Conscious Affect-3 (TOSCA-3) (Prosek et al., 2022). Results showed that problem-
focused coping strategy was associated with maladaptive factors such as shame (» =-.25,
p <.01) and personal distress (r =-.31, p <.01) (Prosek et al., 2022).

Shame is a feeling of being flawed and worthless and people generally feel
threatened by it (Brown, 2006; Nathanson, 1994; Price Tangney & Dearing, 2004). It is
associated with children’s developmental processes, especially with the exploration of
autonomy (Berzoff et al., 2022). Higher levels of shame were found to be related to
hostile rejection, isolation, emotional neglect, and adult depressive symptoms (Steindl et
al., 2021; Webb et al., 2007).

In conclusion, adverse and benevolent childhood experiences are important
factors for psychological adjustment during emerging adulthood. Maladaptive shame
coping style can be a risk factor for heightened psychological distress during emerging

adulthood (Mabhtani et al., 2018). Additionally, emotion regulation strategies are

48



mediators of the relationship between adverse and benevolent childhood experiences and
psychological distress of college students (Hanson et al., 2022). Exploring mental health
of the college students is important because they are generally in the emerging adulthood
period with heightened levels of stress in relation to academic distress, career plans, and
romantic relationships (Arnett, 2000). During this period of life mental health problems
increase (Karatekin, 2018; Kessler et al., 2005). This study presents a comprehensive
and new perspective on childhood experiences and college mental health in addition to

coping and regulation skills of emerging adults.
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CHAPTER 3

METHODOLOGY

3.1 Participants

The target population was college students from Turkey. The accessible population was
college students studying at Istanbul. The targeted sample size was 200 to 400 college
students in Istanbul. The targeted age group was 18 to 25 years which is the emerging
adulthood stage of life. The sampling method was convenience sampling which is a
nonprobability sampling technique. The sampling method was convenience sampling
which is a nonprobability sampling technique.

As of 2021, Turkish Council of Higher Education (YOK) stated that there are
4,676,657 students enrolled in 4-year undergraduate programs and 449,717 students
enrolled in graduate programs in Turkey.

In the sample, there were 393 participants consisting of 304 females, 81 males, 6
individuals preferred not to share their gender, and 2 individuals stated their genders as
other. Five participants did not answer the question about their level of education. Of all
participants, 387 individuals were undergraduate, and one was Master’s student. Three
participants did not report their mother status and one did not report father status. Most
participants stated that their mother (N = 386) and father (N = 375) were alive. Most
participants stated that their parents were together and/or married (N = 325). Most
participants were from two public universities at Istanbul. Moreover, 74.8% of the
participants were from Bogazi¢i University.

In the study, genders were disproportionately distributed (304 females, 81

males). Because most participants were from Bogazi¢i University, especially Faculty of
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Education, the distribution of the students’ gender was investigated. In 2020-2021
academic year, there were 1,609 female and 857 male undergraduate students at
Bogazici University, Faculty of Education. The gender proportions of the study were
consistent with the student distributions.

Table 1 shows frequencies for demographic information of gender, level of
education, and parental information of the participants. Table 2 includes means, standard

deviations, minimum and maximum scores for demographic information.

Table 1. Frequencies of the Demographic Information

Variable N =393
Gender Female 304
Male 81
Preferred not to share 6
Other 2
Missing Data 0
Level of education Undergraduate 387
Master’s 1
Missing Data 5
Mother status Alive 386
Deceased 4
Missing Data 3
Father status Alive 375
Deceased 17
Missing 1
Parental status Together/Married 325
Divorced 40
Separated 5
One of my parents is deceased. 21
Missing Data 2
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The mean age of the participants was 21.81 (SD = 1.35) with a range of 19 to 25
years. Mean of the years at the university was 3.11 (SD = 1.25) with the minimum years

at the university was being 0.5, and maximum was 7 years.

Table 2. Descriptive Features of the Demographic Information

Variable N Min  Max Mean  SD
Age 393 19 25 21.81 1.35
Years at the university 392 0.5 7 3.11 1.23

3.2 Instruments

Participants were expected to read informed consent form (see Appendices A and B for
English and Turkish, respectively) and confirm their voluntary participation into the
study. The study utilized six self-report measurement instruments in addition to the
demographic information form (see Appendices C and D for English and Turkish,
respectively). The self-report measurement tools are Kessler Psychological Distress
Scale (K10-PDS; see Appendices E and F, for English and Turkish, respectively),
Adverse Childhood Experiences (ACE) Scale (see Appendices G and H for English and
Turkish, respectively), Benevolent Childhood Experiences (BCE) Scale (see Appendices
I and J for English and Turkish, respectively), Emotion Regulation Questionnaire (ERQ;
see Appendices K and L for English and Turkish, respectively), and Compass of Shame
Scale (CoSS; see Appendices M and N for English and Turkish, respectively). Original
versions and adaptations of all measurement instruments are provided in the Appendices

E through N. Table 3 shows a summary of the instruments used in the study.
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Table 3. Variables, Instruments, and Number of Items

Variable Instruments Number of items
Adverse childhood Adverse Childhood Experiences Scale 10 items
experiences (ACES; Felitti et al., 1998; Giindiiz et al.,
2018)
Benevolent childhood Benevolent Childhood Experiences Scale 10 items
experiences (BCES; Gunay-Oge et al., 2020b; Narayan et
al., 2018)
Emotion regulation Emotion Regulation Questionnaire (ERQ; 10 items
Eldeleklioglu & Eroglu, 2015; Gross &
John, 2003)
Shame coping Compass of Shame Scale (CoSS; Akinc1 & 48 items

Cesur-Altintas, 2020; Elison, Lennon, et

al., 2006)
Psychological distress Kessler Psychological Distress Scale (K10- 6 items
PDS; Altun et al., 2019; Kessler et al., 2002)
Demographic Demographic information of age, gender, 7 items
information form level of study, number of semesters at the

college, and parental information

3.2.1 Demographic information form

The demographic information form is developed by the researcher to collect data about
participants’ background. The form includes questions about participants’ date of birth,
gender, educational level, number of semesters at the college, parental status of being
alive or deceased, and parental marital situation (see Appendices D and E). These
questions aimed to understand the participant demographics more thorough for

discussing study results.
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3.2.2 Kessler Psychological Distress Scale (K10-PDS)

The Kessler Psychological Distress Scale (K10-PDS) was originally developed by
Kessler and colleagues in 2002 as a psychological distress screening tool for general
population. The long form of the scale includes 10 items, and the short form (K6-PDS)
consists of six items (Kessler et al., 2002). It is a 5-Point Likert type scale with the
lowest score of 10 and the highest possible score of 50 (Kessler et al., 2002). Higher
scores on the scale indicated less psychological distress. The reliability coefficient is
calculated as o = .88 (Fassaert et al., 2009). K10-PDS is stated as a unidimensional
assessment tool. It is stated that the K10-PDS is a robust measurement tool for
community samples to assess psychological distress (Altun et al., 2019). Sample item for
this scale is “During that month, how often did you feel so nervous that nothing could

calm you down?”

The K10-PDS was adapted to Turkish by Altun and colleagues in 2019. The 10-
item structure with the highest score of 50 and the lowest score of 10 was kept (Altun et
al., 2019). In terms of psychometric properties, Cronbach alpha coefficient is stated as
.95, test-retest reliability is stated as satisfactory, » = .89, p <.001, split-half reliability
coefficient is » = .93, p <.001 (Altun et al., 2019). In the current study, Cronbach’s

alpha correlation coefficient was calculated as .90.

3.2.3 Adverse Childhood Experiences Scale
Adverse Childhood Experiences (ACEs) scale is a self-report tool and used for
investigating the negative and traumatic experiences between the ages of 0 to 18. It

originally had 17 items and was developed by (Felitti et al., 1998). The scale revised and
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the current version is a 10-item checklist. There is no reverse item in the scale. Higher
scores on the scale indicates more ACEs (Giindiiz et al., 2018). The possible highest
score is 10 and lowest score is 0 for the scale. The scale consists of questions about the
relationships and environmental conditions during the first 18 years of life (Felitti et al.,
1998; Giindiiz et al., 2018).

Some sample items from the scale are “Did a parent or other adult in the
household often or very often... Swear at you, insult you, put you down, or humiliate
you? or Act in a way that made you afraid that you might be physically hurt?” and “Was
a household member depressed or mentally ill or did a household member attempt
suicide?”

ACEs scale was adapted to Turkish by Ulukal and colleagues in 2013, and
psychometric properties of the scale is studied by Giindiiz and colleagues in 2018. The
reliability coefficient is calculated as a. = .74, and the interrater reliability is stated as
high (Giindiiz et al., 2018). The construct validity is calculated by the correlations
between ACEs scale and Symptom Assessment-45 Questionnaire, and stated as high
(Giindiiz et al., 2018). In the current study, KR-20 reliability of the test was calculated as

.68.

3.2.4 Benevolent Childhood Experiences Scale
Benevolent Childhood Experiences (BCEs) scale is developed as a counterpart for
Adverse Childhood Experiences (ACEs) scale (Narayan et al., 2018). It was originally

developed by Narayan and colleagues (2018) and was aimed to be a multiculturally-
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sensitive and independent from the economic conditions and demographic background
(Narayan et al., 2018).

Sample items for this scale are as follows: “Did you have at least one caregiver
with whom you felt safe?” and “Did you have a predictable home routine, like regular
meals and a regular bedtime?”

The BCE:s scale has 10 items with yes or no answers to investigate positive
childhood experiences between the ages of 0 to 18. Higher scores on the BCEs scale
indicates higher benevolent childhood experiences. The possible highest score is 10 and
lowest score is 0 for the scale. The scale includes questions about the quality-of-life
conditions and experiences of safety (Gunay-Oge et al., 2020b; Narayan et al., 2018).
The reliability of the BCEs is stated as high, (» = .80, p <.01) and it has good predictive
validity in the sample of low-income pregnant women with diverse backgrounds.

The BCEs scale was adapted to Turkish by (Gunay-Oge et al., 2020b). Results
indicated that the scale has two factor structure including “perceived safety and support”
and the “internal and environmental motivation” (Gunay-Oge et al., 2020b). Internal
consistency coefficient is stated as » = .61, and test-retest reliability is stated as

satisfactory, » = .91 (Gunay-Oge et al., 2020b). In the current study, Cronbach’s alpha

correlation coefficient was calculated as .61.

3.2.5 Emotion Regulation Questionnaire (ERQ)
The Emotion Regulation Questionnaire (ERQ) was developed by Gross and John (2003)
to assess the individual’s frequently used emotion regulation strategies. It has a two-

factor structure which are the strategies of reappraisal and suppression (Gross & John,
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2003). It has 10 items and is a 1-7-Likert type scale, 1 meaning “strongly disagree” and
7 meaning “strongly agree” (Gross & John, 2003). The scale has two subscales named
reappraisal and suppression (Gross & John, 2003). The first six items were combined to
score reappraisal and last four items were combined to score suppression factors. The
lowest score for the reappraisal subscale is 6, and the highest is 42, whereas the lowest
score for the suppression subscale is 4, and the highest is 28 (Gross & John, 2003).

Sample items for the scale are “I control my emotions by changing the way I
think about the situation I’'m in.” for reappraisal and “When I am feeling positive
emotions, I am careful not to express them.” for suppression.

In terms of psychometric properties of the original scale, the internal reliability
coefficient was calculated as ranging between .80 and .82 for the reappraisal factor, and
.73 and .76 for the suppression factor (Gross & John, 2003). Test-retest reliability with a
three-month interval was calculated as .69 for both tests (Gross & John, 2003).

The ERQ was adapted to Turkish by Eldeleklioglu and Eroglu in 2015. The two-
factor structure of the questionnaire and the lowest and highest scores for them were
preserved in the Turkish adaptation (Eldeleklioglu & Eroglu, 2015). The internal
consistency coefficient was calculated as .78 for the reappraisal and .73 for the
suppression subdimension (Eldeleklioglu & Eroglu, 2015). Test-retest reliability
coefficients were calculated as .74 for the reappraisal and .72 for the suppression
subdimension (Eldeleklioglu & Eroglu, 2015). In the current study, Cronbach’s alpha
correlation coefficient was calculated as .85 for reappraisal, and .83 for suppression

factors.
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3.2.6 Compass of Shame Scale (CoSS)

The Compass of Shame Scale was originally developed by (Elison, Lennon, et al., 2006)
with the aim of investigating individuals’ methods for coping with shame. The original
scale included 48 items consists of 12 scenarios with four responses to rate on a 5-point
Likert scale, 1 meaning “never” and 5 meaning “almost always” (Elison, Lennon, et al.,
2006). Each of the four responses included a maladaptive way of coping style with
shame which are avoidance, withdrawal, attack self, and attack other (Elison, Lennon, et
al., 2006). These four types of shame coping styles constitute four subscales with the
same names as the shame coping styles. Higher scores on subscales indicate highe
utilization of the shame coping styles. While four scores for four subscales can be
calculated, total score for the scale can also be calculated. For total score approach, the
higher scores indicated higher levels of maladaptive coping styles adopted by the
individual (Elison, Lennon, et al., 2006).

Some sample items from the scale are “I pull away from others.” for withdrawal,
“I want to point out their faults.” for attack other, “I feel irritated with myself.” for
attack self, and “I cover up the humiliation by keeping busy.” for avoidance.

In terms of psychometric properties of the original scale, internal consistency
reliability coefficients of the factors were .89 for withdrawal, .85 for attack other, .91 for
attack self, and .74 for avoidance (Elison, Lennon, et al., 2006). Test-retest reliability of
the factors ranged between .75 and .85 (Elison, Lennon, et al., 2006).

The scale was adapted to Turkish by Akinci and Cesur-Altintas in 2020. The
scale preserved the 48 items and four-factor structure in the adaptation (Akinct & Cesur-
Altintag, 2020). The Cronbach’s alpha values for the internal consistency reliabilities of

the factors were estimated as .86 for withdrawal, .85 for attack other, .89 for attack self,
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and .71 for avoidance (Akinci1 & Cesur-Altintas, 2020). The values calculated for test-
retest reliability ranged from .71 to .80 (Akinct & Cesur-Altintas, 2020). For the current
study, Cronbach’s alpha correlation coefficient was calculated as .84 for withdrawal, .84

for attack other, .91 for attack self, .75 for avoidance.

3.3 Procedure

Before data collection, permission from the Institute for Graduate Studies in Social
Sciences Ethics Sub-Committee (INAREK) at Bogazici University was obtained (see
Appendix O). After the permission procedure and thesis committee approval, data
collection medium was online via Google Forms.

The online survey included the online versions of informed consent form,
demographic information form, Kessler Psychological Distress Scale (K10-PDS),
Adverse Childhood Experiences (ACE) Scale, Benevolent Childhood Experiences
(BCE) Scale, Emotion Regulation Questionnaire (ERQ), Compass of Shame Scale
(CoSS). The demographic information form was the only part that was not required to
fill. The other instruments were required to fill. Participants were reached by the help of
mass courses provided by two public universities at Istanbul, e-mail lists, Facebook
groups and other social media platforms. Filling out the online survey took

approximately 10 minutes.

3.4 Design and data analysis
The study design had a correlational nature which focuses on the relationship between
the childhood experiences and later psychological adjustment while exploring the

mediational effects of emotion regulation and shame coping.
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The data were analyzed with the Statistical Packages for Social Sciences (SPSS-
version 26.0) and Amos (version 26.0). The significance level was set at .05, unless
otherwise indicated. The analysis used an exploratory approach because of the relatively
new and unstructured relationships between the proposed variables (P. Kline, 2014).

Path analysis of Structural Equational Modeling (SEM) was used to understand
and explore the mediated relationship in the study. It is used for comparing a proposed
model with the existing literature (R. B. Kline, 2016). Path analysis can show the
absence of causal relationships in a proposed model but cannot claim causality for any
model (Streiner, 2005).

In the path analysis, the independent variables are named as exogenous variables,
and dependent variables are named as endogenous variables (Kline, 2016). Another
variable distinction that SEM and path analysis uses is observed and latent variables (R.
B. Kline, 2016). Observed variables are the ones that the researcher collects data with
various measurement tools (R. B. Kline, 2016). Latent variables are ‘hypothetical
constructs’ without definite measures (R. B. Kline, 2016). Path models can be defined as
the representation of the hypothesized relationships between observed variables with a
structural diagram of independent (exogenous), dependent (endogenous), and
intermediary (mediator) variables (R. B. Kline, 2016). In path models, observed
variables are shown with squares, and latent variables are shown with circles (R. B.
Kline, 2016). Path analysis does not utilize a single test to determine model fit (Streiner,
2005). It combines multiple tests such as chi-square, Root Mean Square Error of
Approximation (RMSEA), Comparative Fit Index (CFI), Goodness-of-Fit Index (GFI),
Adjusted Goodness-of-Fit-Index (AGFI) to determine the model fit (Kline, 2016;

Streiner, 2005).
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CHAPTER 4

RESULTS

4.1 Preliminary analyses

Before conducting the primary analysis of the study, assumptions were checked for path
analysis. Additionally, descriptive statistics were reported. Descriptive aspects of the
sample were investigated with frequencies, means, standard deviations and minimum
and maximum values. Additionally, correlation coefficients among variables were

explored with Pearson product-moment correlation coefficient.

4.1.1 Sample size

In path analysis literature, it is recommended that for every parameter investigated, 10-
20 cases of participants necessitated for the requirement of sample size (R. B. Kline,
2016). Tabachnick and Fidell (2014) recommended that the minimum required sample
size should be calculated with a model of N > 50+8m, m being the number of
independent variables in the study. This study has met the sample size requirement by

393 for the path analysis according to these recommendations.

4.1.2 Missing data

There is not any missing data in terms of the answers to measurement tools used in the
path analysis. However, in the demographic information there were missing data. For
mother status three participants, for father status one participant, and for parental status

two participants did not answer the related question.
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4.1.3 Outlier analysis

For univariate outliers, standardized z-scores for the variables were used. Following the
criterion by Tabachnick and Fidell (2014), values that are not in the range of -3.29 and
+3.29 were considered as univariate outliers. Three potential outliers for the score on
adverse childhood experiences, one potential outlier for the score on benevolent
childhood experiences, and two potential outliers for the score on reappraisal subscale of
emotion regulation, were detected.

Multivariate normality was checked with Mahalanobis distance (Mahalanobis
D?) using AMOS 25. The Mahalonobis distance (Mahalonobis D?) is the distance
between a case and the centroid of the remaining cases, with the centroid being the point
formed by the intersection of all the variables' means. Five cases were identified as
multivariate outliers with chi-square values larger than 20.52 (df =5, p <.001) in the
dataset of the study.

Because path analysis is not substantially affected by the univariate outliers and
additionally, the z-score values of them were not extreme, those were kept in the dataset.
Moreover, multivariate outliers were not very extreme and few in number, those were
not excluded as well., Path analysis was conducted with and without multivariate

outliers, and results remained the same.

4.1.4 Normality tests
AMOS 25 was used to investigate univariate and multivariate normality assumption for
path analysis. For univariate normality, skewness and kurtosis values were taken into

consideration. While it is suggested that skewness and kurtosis values should be close to
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zero, the acceptable range of skewness and kurtosis values is -3 to +3 (R. B. Kline,
2016; Tabachnick & Fidell, 2014). Values between the stated range indicate univariate
normality for a continuous variable. In the study, values for skewness ranged between -
1.128 to 1.305, and values for kurtosis ranged between -.849 to .955 indicating
univariate normality.

To explore multivariate normality assumption, multivariate kurtosis value was
used. Multivariate kurtosis value is calculated with the formula of p.(p+2), p being the
number of predictor variables (Raykov & Marcoulides, 2008). In the study, there are two
predictor variables, namely ACEs and BCEs, meaning that multivariate kurtosis value
should be lower than 8 according to formula. The multivariate kurtosis value of the

study was calculated as 7.242 indicating no violations for the assumption.

4.1.5 Linearity and homoscedasticity

The linearity and homoscedasticity assumption were checked by visually evaluating
scatterplots and normal P-P plot of regression standardized residual for the variables
used in the study (Tabachnick & Fidell, 2014). Visual evaluations did not indicate
violations of linearity and homoscedasticity assumptions meaning the associations
between the variables were linear and variances among variables were distributed

homogeneously.

4.1.6 Multicollinearity
Univariate and multivariate multicollinearity were examined with SPSS version 26.0.

Intercorrelations between study variables were checked for univariate multicollinearity.
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It is suggested that the correlations among variables do not exceed .80 (Tabachnick &
Fidell, 2014). In the study, the highest correlation coefficient was .44 which satisfied the
univariate multicollinearity assumption.

Collinearity analyses were conducted to investigate multivariate multicollinearity
assumption. Tolerance and variance inflation factors (VIF) values were checked with
SPSS version 26. In order to satisfy the assumption, value for tolerance should be above
.20, and VIF value should be lower than 10. Tolerance value was in the range of .721 to
.927, and VIF value was in a range of 1.078 to 1.386 (Field, 2009). Results satisfied the

multivariate multicollinearity assumption.

4.2 Presentation of the results

In this section, descriptive analyses were presented with frequencies, means, standard
deviations, and minimum and maximum values. Additionally, correlations among
variables were investigated with Pearson product-moment correlation coefficient. Path

analysis results were also presented.

4.2.1 Descriptive analyses

Table 4 displays the means, standard deviations, minimum and maximum scores,
skewness, and kurtosis values of the instruments utilized in the study. Table 5
demonstrates the means, standard deviations, minimum and maximum scores according

to gender for the measures utilized in the study.
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Table 4. Descriptive Features of the Instruments and Measurements (N = 393)

Instrument Min Max Mean  SD  Skewness Kurtosis

Adverse Childhood Experiences Scale 0 7 1.26  1.65 1.305 955

Benevolent Childhood Experiences 2 10 8.29 1.73 -1.128 734
Scale

Emotion Regulation Questionnaire 6 42 29.58 6.38 -.679 .669
Reappraisal

Emotion Regulation Questionnaire 4 28 1445 575 .036 -.849
Suppression

Compass of Shame Scale 53 206 13030 2630  -.196 -.152

Psychological Distress Scale 10 50 2846 8.5l1 323 -403

For Adverse Childhood Experiences Scale (ACES) higher scores indicated more
incidents of ACEs, and scale scores ranged from 0 to 7. For Benevolent Childhood
Experiences Scale (BCES) higher scores mean more BCEs, and scores ranged from 2 to
10 for the scale. Emotion regulation strategies of reappraisal and suppression were
assessed with Emotion Regulation Questionnaire. Higher scores on the dimensions of
reappraisal and suppression suggest higher utilization of the strategies. Scale score for
reappraisal ranged from 6 to 42, and for suppression 4 to 28. For shame coping higher
scores implied higher levels of maladaptive shame coping styles and scores ranged
between 53 to 206. Lastly, for psychological distress higher scores indicated higher

levels of psychological distress, and scores ranged between 10 to 50.

In terms of frequencies, 193 participants reported that they do not have ACEs, 74
participants reported one ACE, 38 participants reported two ACEs, 40 participants
reported three ACEs, 28 participants reported four ACEs, nine participants reported five

ACEs, eight participants reported six ACEs, and three participants reported seven ACEs.
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Additionally, in terms of BCEs, one participant reported two BCEs, five participants
reported three BCEs, 11 participants reported four BCEs, 17 participants reported five
BCEs, 27 participants reported six BCEs, 44 participants reported seven BCEs, 62
participants reported eight BCEs, 113 participants reported nine BCEs and 113
participants reported ten BCEs. Moreover, 145 of the participants who reported zero
ACE, also reported nine or ten BCEs. In the study, 49.1% of the participants reported
that they do not have ACEs, and 57.6% of the participants reported nine or ten BCEs.

Therefore, participants in the study mostly had low ACEs, and high BCE:s.

Table 5. Descriptive Features of the Instruments and Measurements by Gender

Females (N = 304) Males (N = 81)
Measure Min Max Mean SD Min Max Mean SD
Adverse Childhood Experiences 0 7 131 165 O 7 1.00 1.63

Scale

Benevolent Childhood 3 10 836 1.66 2 10 8.23 1.74
Experiences Scale

Emotion Regulation 6 42 29.65 6.62 14 41 29.74 530
Questionnaire - Reappraisal

Emotion Regulation 4 28 13.89 568 4 27  16.14 546
Questionnaire - Suppression

Compass of Shame Scale 53 206 13126 27 63 184 12490 22.37

Psychological Distress Scale 10 50 29.00 826 10 50 2551 8.15

Due to lack of representativeness of the gender diversity, participants reported
their genders as ‘preferred not to share' and ‘other’ were excluded in the analyses for
mean differences. There were not statistically significant mean differences for female

and male participants for ACEs, BCEs, reappraisal dimension of emotion regulation, and
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shame coping. In terms of suppression emotion regulation strategy, females (M = 13.89,
SD = 5.68) reported less utilization of suppression than males (M = 16.14, SD = 5.46),
#(383) =-3.195, p = .002. Additionally, females (M = 29.00, SD = 8.26) reported more

psychological distress than males (M = 25.51, SD = 8.15), #383) = 3.388, p = .001.

4.2.2 Correlations among variables
Pearson product-moment correlation coefficient was used to explore the correlations
among adverse childhood experiences, measured with ACES, benevolent childhood
experiences, measured with BCES, emotion regulation, measured with ERQ, shame
coping, measured with CoSS, and psychological distress, measured with K10-PDS.
Cohen's standard was used as a criterion for evaluating correlation coefficients, which
states that correlations between .10 and .29 are weak, those between .30 and .49 are
moderate, and those between .50 and .99 are strong (Cohen, 1988). Correlations among
the variables of the study were shown in the Table 6. All study variables were found to
be correlated except reappraisal dimension of the emotion regulation. The range of the
correlation coefficients were weak to moderate.

ACEs and BCEs were found to be negatively and moderately correlated (» = -
444, p < .01). ACEs and reappraisal dimension of emotion regulation were weakly
negatively correlated (r = - .254, p < .01), indicating participants with higher number of
ACEs reported lower levels of reappraisal strategy utilization which is an adaptive
emotion regulation strategy. The correlation between ACEs and maladaptive shame
coping was weak and positive (» =.291, p <.01), meaning that higher number of ACEs

are related with higher maladaptive shame coping styles. ACEs and psychological
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distress were moderately and positively correlated (» =.335, p <.01), implying
participants with higher number of ACEs reported higher levels of psychological
distress.

BCEs were positively and moderately correlated with reappraisal strategy (r =
314, p <.01), meaning that participants with more BCEs reported higher levels of
reappraisal strategy usage which is an adaptive emotion regulation strategy. BCEs and
suppression strategy were weakly and negatively correlated (r = -.174, p <.01), meaning
that higher numbers of BCEs are related with lower levels of utilization of suppression
strategy which is a maladaptive emotion regulation strategy. The correlation between
BCEs and maladaptive shame coping was moderate and negative (r =-.311, p <.01),
implying higher numbers of BCEs are related with lower levels of maladaptive shame
coping styles. BCEs and psychological distress were correlated moderately and
negatively (r =-.345, p < .01), indicating higher levels of BCEs are associated with
lower levels of psychological distress.

Reappraisal strategy of emotion regulation was weakly and negatively correlated
with maladaptive shame coping style (» = -.230, p <.01), meaning more reappraisal
strategy usage was related with lower levels of maladaptive shame coping style use.
Reappraisal strategy of emotion regulation and psychological distress were moderately
and negatively correlated (r =-.378, p <.01), indicating more reappraisal strategy
utilization was associated with lower levels of psychological distress. The correlation
between suppression strategy of emotion regulation and maladaptive shame coping was
weak and positive (r = .231, p <.01), implying that when the utilization of suppression
strategy increases, usage of maladaptive shame coping increases as well. Suppression

strategy of emotion regulation and psychological distress were also weakly and
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positively correlated (» =.168, p <.01), which means higher levels of suppression
strategy utilization was related with higher levels of psychological distress. Lastly,
maladaptive shame coping strategy and psychological distress were moderately and
positively correlated (r = .434, p <.01), indicating higher levels of usage of maladaptive

shame coping strategy were associated with higher levels of psychological distress.

Table 6. Pearson Correlations for the Study Variables (N = 393)

Variables 1 2 3 4 5 6

1. Adverse Childhood Experiences
2. Benevolent Childhood Experiences - 44%*

3. Emotion Regulation - Reappraisal -25%% 0 3**

4. Emotion Regulation - Suppression .05 - 17%* -.01

5. Shame coping Q0% 3 Rk _Q3%k D3k

6. Psychological distress 33k 34%x 0 _3THRE 16*F 43%*

Note. *p < .05, **p < .01

4.2.3 Structural Equation Model: Path Analysis
This study explored the relationship among ACEs, BCEs, and psychological distress
with the mediators of emotion regulation and shame coping. Path analysis of Structural
Equation Modeling (SEM) was employed to investigate the relationships among
variables, and it was conducted via AMOS 25. The reported model fit indices were
selected according to the literature of social sciences statistics, and criteria used for them
were presented in the Table 7.

Overall model fit, standardized and unstandardized estimates, indirect and direct
effects, and squared multiple correlations were used to investigate the proposed model.

Bootstrapping method was used to explore indirect effects. A total of 2,000 bootstrap
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samples were generated from the original data set. For indirect effects, confidence
intervals (CI) were also calculated. In this study, an alpha level of .05 was chosen for the

significance tests.

Table 7. Cut-off Criteria for Path Analysis Fit Indices

Model Fit  Perfect Fit Acceptable Fit Reference

Indices

¥ /df 0< y¥df<2 2< ydf<3 Kline (2016)

RMSEA 0< RMSEA<0.6 0.6< RMSEA<0.7 Hu and Bentler (1999)
CFI1 0.95< CFI<1.00 0.90 < CFI<£0.95 Hu and Bentler (1999)
GFI 0.95< GFI<1.00 0.90 < GFI<1.00 Miles and Shevlin (1998)
AGFI 0.90 < AGFI<1.00 0.85< AGFI<1.00 Hu and Bentler (1999)

Note. y2/df = Normed Chi-square, RMSEA = Root Mean Square Error of
Approximation, CFI = Comparative Fit Index, GFI = Goodness-of-Fit Index, AGFI =
Adjusted Goodness-of-Fit-Index.

The proposed model for the study was presented in Figure 1. The proposed
model included six variables measured with five instruments. ACEs were measured with
Adverse Childhood Experiences Scale (ACES) and higher scores indicated more
incidents of ACEs. In the study, scale scores ranged from 0 to 7. Benevolent Childhood
Experiences Scale (BCES) was used to measure BCEs, and higher scores mean more
BCEs. In the study, scores ranged from 2 to 10 for the scale. Emotion regulation
strategies of reappraisal and suppression were assessed with Emotion Regulation
Questionnaire. Higher scores on the dimensions of reappraisal and suppression suggest
higher utilization of the strategies. Scale score for reappraisal ranged from 6 to 42, and
for suppression 4 to 28. Shame coping was measured with Compass of Shame Scale

(CoSS), in which higher scores imply higher levels of maladaptive shame coping styles.
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Scores from CoSS ranged between 53 to 206. Lastly, psychological distress was
evaluated with Kessler Psychological Distress Scale (K10-PDS) in which higher scores
indicate higher levels of psychological distress. For this scale, the minimum score in the

study was 10, and maximum score was 50.

Reappraisal
Emotion Regulation

Adverse Childhood
Experiences (ACEs)

Shame coping Psychological Distres

Benevolent Childhood
Experiences (BCEs)

Suppression
Emotion Regulation

Figure 1. Proposed path model with study variables

In the proposed model, direct and indirect relationships were explored. Firstly,
the direct effect of ACEs (exogenous variable) on reappraisal and suppression strategies
and shame coping (mediator variables) was explored. Additionally, the direct effect of
BCEs (exogenous variable) on reappraisal and suppression strategies and shame coping
(mediator variables) was explored. Then, the direct effects of reappraisal and
suppression strategies and shame coping (mediator variables) on psychological distress
(endogenous variable) were analyzed.

In terms of indirect effects, the relationship between ACEs and psychological

distress via reappraisal and suppression strategies and shame coping was investigated.
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Moreover, the relationship between BCEs and psychological distress via reappraisal and

suppression strategies and shame coping was explored.

4.2.3.1 Model fit

Model fit statistics were evaluated for the proposed model and results were presented in
the Table 8. Results indicated that chi-square was significant y* (5) = 42.833 (p <.001),
which means the proposed model was not within the acceptable range for chi-square.
Other fit indices were found as RMSEA = .139, CFI = .893, GFI = .966, and AGFI =
.857 (Table 8). Results were not within acceptable range, therefore, modification on the

proposed model were made.

Table 8. Model Fit Index Values of the First and the Modified Model

Model Fit Indices Values of the Proposed Model Values of the Modified Model
2 /df 8.566 .631

RMSEA 139 .000

CFI .893 1.000

GFI 966 999

AGFI .857 .989

Note. x2/df = Normed Chi-square, RMSEA = Root Mean Square Error of
Approximation, CFI = Comparative Fit Index, GFI = Goodness-of-Fit Index, AGFI =
Adjusted Goodness-of-Fit-Index.

Since the relationship between shame coping and emotion regulation was not
thoroughly explored in the literature, a modification on the proposed model was adding
direct effects between reappraisal and suppression dimensions of emotion regulation and
shame coping. Additionally, in the literature, it was stated that there is a relationship

between ACEs and psychological distress (Giindiiz et al., 2019; Kaloeti et al., 2019;
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Karatekin, 2018). Hence, another direct effect was included between ACEs and
psychological distress. Moreover, a direct effect was suggested between BCEs and
psychological distress, and it was included in the model. In the literature, there are
limited sources about the relationship between BCEs and psychological distress,
however, it was stated that they are negatively associated (Merrick, 2019). Modified
path analysis was presented in Figure 2. The results of the modified model demonstrated
good fit, and fit indices noted as y*(1) =.631 (p = .427), RMSEA = .000, CFI = 1.000,
GFI =.999, and AGFI = .989. These results were in the acceptable range. Therefore,

direct, indirect, and total effects were explored.

4.2.3.2 Direct effects
In this section, the direct effects among variables were explored and reported. Apart
from two direct relationships, all path coefficients were found significant. In Table 9, the
beta coefficients and p-values for the direct effects were presented.

ACEs were predicted reappraisal dimension of emotion regulation (f =-.143, p <
.01), shame coping (f =.177, p <.01), and psychological distress (f =.139, p <.01).
There was a non-significant direct effect between ACEs and suppression dimension of
emotion regulation (f = -.028, p > .05). BCEs were found to be predicting reappraisal (5
=.250, p <.01) and suppression (f =-.187, p <.01) dimensions of emotion regulation,
shame coping (f =-.157, p <.01), and psychological distress (f =-.104, p <.05).
Reappraisal (8 = -.242, p <.01) dimension of emotion regulation predicted
psychological distress. There was not a significant direct effect between suppression

dimension of emotion regulation and psychological distress (f =.073, p > .05).
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Reappraisal (5 =-.133, p <.01) and suppression (f =.192, p <.01) dimensions of
emotion regulation predicted shame coping. Shame coping was found to be predicting

psychological distress (5 = .288, p <.01).

Reappraisal
Emotion Regulation

Adverse Childhood
Experiences (ACEs)

-44

Shame coping Psychological Distress

A N

Benevolent Childhood
Experiences (BCEs)

Suppression
Emotion Regulation

-.10

Figure 2. Modified path model with study variables

All significant direct effects in the model were found to be in line with the
previous literature. Higher number of BCEs predicted higher utilization of reappraisal
emotion regulation strategy which is adaptive and lower utilization of suppression
strategy which is maladaptive. Moreover, higher number of BCEs predicted lower levels
of maladaptive shame coping style and psychological distress. Respectively, higher
number of ACEs predicted lower utilization of reappraisal emotion regulation strategy.
Additionally, higher numbers of ACEs predicted higher levels of maladaptive shame

coping style and psychological distress. Maladaptive shame coping was predicted by
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both dimensions of emotion regulation meaning that while higher reappraisal strategy
predicted lower levels of maladaptive shame coping style, higher suppression strategy
predicted higher levels of maladaptive shame coping style. Lastly, increased reappraisal

strategy utilization predicted decreased psychological distress.

Table 9. Path Analysis Results Regarding Direct Effects

Path B s SE )4
BCEs — ER Reappraisal 922 250%* .196 <.001
ACEs — ER Reappraisal -.554 -.143%* 205 .007
ACEs — ER Suppression -.099 -.028 .193 .609
BCEs — ER Suppression -.621 - 187%* .184 <.001
ACEs — Shame coping 2.826 A77%* .824 <.001
BCEs — Shame coping -2.387 - 157%* 811 .003
ER Reappraisal — Shame coping -.547 -.133%* 201 .007
ER Suppression — Shame coping .878 192%* 213 <.001
Shame coping — Psychological distress .093 288%* .015 <.001
ER Reappraisal — Psychological distress -.324 - 242%* .060 <.001
ACEs — Psychological distress 17 139* 247 .004
BCEs — Psychological distress -515 -.104* 242 .034
ER Suppression — Psychological distress .108 .073 .064 .095

Note. **p <.001, *p <.05. B = Unstandardized Regression Weight, S.E.= Standard
Error, f = Standardized Regression Weight, ACEs = Adverse Childhood Experiences,
BCEs = Benevolent Childhood Experiences, ER = Emotion regulation.

4.2.3.3 Indirect effects

Indirect effects were investigated to explore mediational relationships in the model.
Bootstrapping method was used to estimate statistics for indirect effects among study

variables. Bootstrapping is defined as a resampling strategy aiming to create many

simulated samples to resemble a population to estimate statistics (Hayes, 2009). For
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bootstrapping, 2,000 samples were generated, and confidence interval percentage was
specified as 95%. The significance of the indirect effects was decided by the p-values
being lower than .05 and exclusion of zero in the range of lower and upper bounds.
There were six indirect effects identified in the path analysis. Five of the indirect effects
were found significant. Only non-significant indirect effect was between ACEs and
shame coping through emotion regulation dimensions of reappraisal and suppression.

The indirect effect of ACEs on psychological distress via emotion regulation
dimensions and shame coping was found significant (f = .088, S.E. =.027, p < .01, 95%
CI [.038, .150]). Similarly, BCEs predicted psychological distress via emotion regulation
dimensions and shame coping (f =-.139, S.E. =.029, p < .01, 95% CI [-.198, -.086]).
Reappraisal and suppression dimensions of emotion regulation mediated the relationship
between BCEs and shame coping (f =.069, S.E. =.020, p <.01, 95% CI [-.115, -.034]).
There were significant indirect effects of reappraisal (5 =-.038, S.E. =.015, p < .01,
95% CI [-.72, -.011]) and suppression (5 = .055, S.E. = .017, p <.01, 95 %CI1 [.027,
.093]) dimensions of emotion regulation on psychological distress via shame coping
(Table 10).

In order to have a more detailed perspective on the indirect effects, individual
indirect effects among variables were investigated. The results of individual indirect
effects were shown in Table 11.

Results indicated emotion regulation and shame coping mediated the relationship
between BCEs and psychological distress. Additionally, the relationship between ACEs
and psychological distress was mediated by both emotion regulation strategies and

shame coping.
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Table 10. Path Analysis Results Regarding Grouped Indirect Effects

Independent Mediator(s) Dependent S S.E.  Lower Upper p

variable variable bound  bound

ACEs ER Reappraisal,  Psychological .088* .027 .038 150 .001
ER Suppression,  distress
Shame coping

ACEs ER Reappraisal, =~ Shame coping  .014 016 -.014  .047 325
ER Suppression

BCEs ER Reappraisal,  Psychological -139*% 029 -198  -086 .001
ER Suppression,  distress
Shame coping

BCEs ER Reappraisal, = Shame coping  -.069* .020 -.115 -.034  .001
ER Suppression

ER Shame coping Psychological -.038** 015 -072 -.011 .004

Reappraisal distress

ER Shame coping Psychological .055* 017  .027 .093 .001

Suppression distress

Note. *p < .001, **p < .05. f = Standardized Regression Weight, S.E.= Standard Error,
ACESs = Adverse Childhood Experiences, BCEs = Benevolent Childhood Experiences,
ER = Emotion regulation.

4.2.3.4 Total effects

The total effect of ACEs on psychological distress was found significant ( =.226, SE =

.050, p <.01, 95% CI [.133, .332]). Moreover, there was a significant total effect of

BCEs on psychological distress (B =-.244, SE = .063, p < .01, 95% CI [-.362, -.117]).

4.2.3.5 Effect size

According to Cohen’s (1988) effect size standards, an effect size of .10 is considered as

small, around .30 is medium, and .50 and higher is large. The results of direct effects

indicated that strongest effect size was between shame coping and psychological distress
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with a medium effect size of .288. According to the results of indirect effects, the largest
effect size was of BCEs on psychological distress via emotion regulation dimensions
and shame coping and it had a small effect size of -.139. The total effect results showed
that the effect size of ACEs and BCEs on psychological distress was similar and small to

medium (f = .226; f = -.244).

4.3 Summary of the results

In summary, model fit indicated the mediated relationships among ACEs, BCEs and
psychological distress via emotion regulation strategies and shame coping style. Shame
coping and reappraisal emotion regulation were found as significant mediators for both
ACEs and BCE:s.

For the proposed path model, path analysis results were not within the acceptable
range. Therefore, modifications were made on the proposed model by adding direct
effects of reappraisal and suppression emotion regulation strategies on shame coping
style. Moreover, direct effects of ACEs and BCEs on psychological distress were
included in the modified model. All results of the modified model were in the acceptable
range. Moreover, results of the modified model satisfied conditions for perfect fit. The
analyses were followed with the investigations of direct, indirect, and total effects.

Apart from the direct effect of ACEs on suppression and the direct effect of suppression
on psychological distress, all direct effects were found significant. Only indirect effect
that was not significant was ACEs on shame coping via reappraisal and suppression. In
terms of total effects, both ACEs and BCEs had significant total effects on psychological

distress.
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Table 11. Path Analysis Results Regarding Individual Indirect Effects

Predictor Mediator(s) Dependent b B S.E.  Lower Upper p
variable bound  bound

ACEs ER Psychological ~ .033  .179** 087 .041 391 012
Reappraisal  distress

ACEs ER Psychological -.002 -.011 .027 -.092 .027 429
Suppression  distress

ACEs Shame Psychological  .052  .264* .094 .105 485 .001
coping distress

ACEs ER Shame coping  .018  .303* 180 .057 .809 014
Reappraisal

ACEs ER Shame coping -.005 -.087 .187 -.495 265 .595
Supression

BCEs ER Psychological  -.06  -298* .096 -536 -.142 .001
Reappraisal  distress

BCEs ER Psychological -.013  -.067 .047 -.181 .013 .098
Suppression  distress

BCEs Shame Psychological -.046 -223* 079 -395 -.086 .001
coping distress

BCEs ER Shame coping -.032 -504* 224 -1.075 -.161 .004
Reappraisal

BCEs ER Shame coping  -.036 -.545** 212 -1.054 -.196 .001
Supression

ACEs ER Psychological ~ .005 .028** 018  .004 .079 014
Reappraisal, distress
Shame
coping

ACEs ER Psychological  .001 -008 .018 -.047 .027 576
Suppression, distress
Shame
coping

BCEs ER Psychological -.009 -.047** .024 -109 -.014 .004
Reappraisal, distress
Shame
coping

BCEs ER Psychological -.010 -.051* .022 -110 -019 <001
Suppression, distress
Shame
coping

Note. *p <.001, **p <.05. p = Standardized Regression Weight, S.F.= Standard Error,
ACEs = Adverse Childhood Experiences, BCEs = Benevolent Childhood Experiences,

ER = Emotion regulation.
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CHAPTER 5

DISCUSSION

5.1 Purpose of the study

The main purpose of this study was to investigate the potential mediating pathways of
emotion regulation strategies and shame coping style among both ACEs and BCEs on
psychological distress of college students. The first hypothesis was that both shame
coping and emotion regulation strategies would mediate the relationship among ACEs
and BCEs with psychological distress. Secondly, it was assumed that higher numbers of
ACEs would predict decreased use of reappraisal emotion regulation strategy and
increased suppression emotion regulation strategy. Thirdly, it was claimed that higher
numbers of BCEs would predict increased use of reappraisal emotion regulation strategy
and decreased suppression emotion regulation strategy. Fourthly, higher numbers of
ACEs would predict higher levels of maladaptive shame coping. Fifth hypothesis was
that higher numbers of BCEs would predict lower levels of maladaptive shame coping.
Sixth hypothesis was that higher reappraisal emotion regulation strategy would protect
against psychological distress. The next hypothesis was greater maladaptive shame
coping would increase psychological distress. These hypotheses were examined with a
sample of college students who are emerging adults and path analysis was used to test

the hypotheses.
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5.2 Discussion of the findings

This section discusses the study hypotheses and findings. After that, strengths and
limitations of the current study are discussed. Then, implications of and future directions
for the study are presented.

Hypothesis 1. Both shame coping style and emotion regulation would mediate
the relationship between ACEs and BCEs with psychological distress. This hypothesis
was partially supported. The model proposed to explore these relationships had to be
modified by adding direct relationships between both ACEs and BCEs to psychological
distress. Although suppression emotion regulation strategy did not mediate the
relationships, reappraisal strategy and shame coping mediated the relationships between
both ACEs and BCEs to psychological distress. Contrary to the literature and
expectation, ACEs and suppression strategy did not have a direct relationship (Cloitre et
al., 2019; McLafferty et al., 2020). There is a limited number of studies exploring the
relationship between suppression strategy and psychological distress in the literature and
those have contradicting results (Dryman & Heimberg, 2018). However, it was stated
that suppression strategy and psychological distress and mental health problems are
associated (Baziliansky & Cohen, 2021; Cloitre et al., 2019; McLafferty et al., 2020).
Results indicating there is not a direct effect between suppression strategy and
psychological distress contradicted to the existing literature. It is important to note that
the study stating the significant relationship between suppression strategy and
psychological distress investigated in a different population composed of cancer patients
(Baziliansky & Cohen, 2021). The difference in target population might indicate that the
level of stressful life events or health problems can change the relationship between

maladaptive emotion regulation strategy and psychological distress.
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The direct effects added to the modified model was rationalized considering the
previous literature. ACEs and psychological distress were associated in the literature and
studies showed that they are significantly related to each other within the samples of
college students (Giindiiz et al., 2019; Kaloeti et al., 2019; Karatekin, 2018). BCEs were
a relatively new concept and there were scarce sources for its relationship with
psychological distress (Doom et al., 2021; Hou et al., 2022). Results of this study were
in line with previous ones indicating that there is a significant negative relationship
between BCEs and psychological distress of college students (Doom et al., 2021; Hou et
al., 2022).

In terms of the total model, the findings of significant direct and indirect effects
indicated that emotion regulation strategy and shame coping style mediated the
relationships between both ACEs and BCEs, and psychological distress. It can be
inferred that, overall childhood experiences mediated with coping and regulation
mechanisms influence the individuals’ later psychological status.

Hypothesis 2. Higher numbers of ACEs would predict decreased use of
reappraisal emotion regulation strategy and increased suppression emotion regulation
strategy. The findings regarding to this hypothesis partially aligned with the previous
literature (Cloitre et al., 2019; Kalia & Knauft, 2020). Existing literature stated that there
is a negative relationship between ACEs and reappraisal strategy, and positive
relationship between ACEs and suppression strategy (Cameron et al., 2018; Cloitre et
al., 2019; Kalia & Knauft, 2020). Findings in the current study were partially compatible
with the previous results. Although there was a negative relationship between ACEs and
reappraisal strategy, there was not a significant positive association between ACEs and

suppression strategy. Additionally, there was not any previous studies conducting path
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analysis to explore the direct effect of ACEs on emotion regulation strategies. Therefore,
the absence of correlation and direct effect of ACEs on suppression strategy was a new
finding to discuss. There are two factors proposed to explain the difference between the
results. Firstly, the previous literature was based on the studies conducted in the USA.
As a result, the participants might come from different cultural backgrounds. Some
studies stated that cultural differences may affect the individuals’ use of emotion
regulation strategies (Butler et al., 2007; Huwaé & Schaafsma, 2018; Matsumoto et al.,
2008). Because of the lack of previous investigation on the cultural differences of the
population from Turkey, there can be cultural differences in terms of utilization of
emotion regulation strategies that have not been explored, yet. Another explanation is
that gender differences in the utilization of emotion regulation strategies. In the
literature, it was stated that males use suppression strategy more than females do (Canli
& Karasar, 2021). Because of the disparity between the number of male and female
(77.3%) participants in this study, results may differ from the previous studies.
Hypothesis 3. Higher numbers of BCEs would predict increased use of
reappraisal emotion regulation strategy and decreased suppression emotion regulation
strategy. The findings of the study supported the hypothesis. Because of the
relationships between BCEs and positive psychological outcomes of the BCEs claimed
in the literature (Masten, 2014; J. S. Merrick et al., 2019), it was assumed that BCEs
would increase the adaptive emotion regulation, which is reappraisal, and decrease
maladaptive emotion regulation, which is suppression. Not only the correlations between
BCEs and emotion regulation strategies (reappraisal » = .314, p <.01; suppression » = -
174, p <.01), supported the hypothesis, but also in the path analysis, significant direct

effects (reappraisal f = .250, p <.01; suppression f =-.187, p < .01) were found. This
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study was the first one to investigate and claim the relationships between BCEs and
emotion regulation strategies with a sample of emerging adults from Turkey.

Hypothesis 4. Higher numbers of ACEs would predict higher levels of
maladaptive shame coping. This hypothesis was supported by the findings of the study.
There was a positive correlation between ACEs and maladaptive shame coping (r =
291, p <.01). Moreover, according to the results of path analysis, there was a direct
effect of ACEs on maladaptive shame coping style (6 =.177, p <.01). In previous
studies, it was stated that there was a relationship between childhood experiences with
parents and peers, and shame coping style (Sedighimornani et al., 2021). The current
study claimed that ACEs predicted the shame coping styles which had not been explored
previously. Therefore, it was the first study to present the direct relationship between
ACEs and maladaptive shame coping style with a sample from Turkey. ACEs can be
claimed as risk factors for maladaptive shame coping and contribute to the psychological
issues and distress related to shame experiences during the life course.

Hypothesis 5. Higher numbers of BCEs would predict lower levels of
maladaptive shame coping. This hypothesis was supported by the findings of this study.
Because of the novel nature of BCEs, it was proposed to explore their relationship with
shame coping style. Considering the previous studies stating the relationship between
BCEs and positive psychological outcomes, it was assumed that BCEs predict lower
levels of maladaptive shame coping. This study was also the first investigation between
BCEs and maladaptive shame coping. Results indicated that there was a significant
negative correlation between BCEs and maladaptive shame coping (» =-.311, p <.01).
Also, there was a significant direct effect of BCEs on maladaptive shame coping (f = -

157, p <.01). In other words, when the number of BCEs increases, maladaptive shame
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coping tendency of the individuals decreases. Hence, BCEs may be sources of protection
against maladaptive shame coping and support the positive psychological outcomes.

Hypothesis 6. Higher levels of reappraisal emotion regulation strategy would
predict lower psychological distress. Results of the study supported this hypothesis.
According to the path analysis, there was a direct effect of reappraisal emotion
regulation strategy on psychological distress (f = -.242, p <.01). Additionally, there was
a significant negative correlation between reappraisal emotion regulation strategy and
psychological distress (» =-.378, p <.01). In literature, reappraisal as an adaptive
strategy had been positively associated with psychological well-being (Kraiss et al.,
2020) and negatively linked with psychological problems and distress (Cludius et al.,
2020; Ma & Fang, 2019). In line with the existing literature, results implied that
individuals who utilize reappraisal strategy more, have lower levels of psychological
distress. Therefore, adaptive emotion regulation strategy may change the level of
psychological distress of the individual.

Hypothesis 7. Higher levels of suppression emotion regulation strategy would
predict higher psychological distress. This hypothesis was not supported by the findings
in the study. Although, there was a significant positive association between suppression
strategy and psychological distress (r = .168, p <.01), suppression strategy did not have
a direct effect on psychological distress (f =.073, p > .05). In the literature, suppression
strategy was stated as negatively related with psychological well-being (Kraiss et al.,
2020). Other studies stated that there were contradictory findings in the literature.
Studies investigating the relationship between suppression strategy and depression with
different samples such as women, cancer patients, and college students stated mixed

results of the nature of the relationship among them (Baziliansky & Cohen, 2021;

85



Cloitre et al., 2019; Dryman & Heimberg, 2018; McLafferty et al., 2020). Additionally,
a study stated that the choice of instrument for measuring emotion regulation may affect
the relationship between emotion regulation strategy and psychological distress (de
France & Hollenstein, 2017). It was claimed that while suppression strategy measured
with the Emotion Regulation Questionnaire (ERQ) does not indicate a relationship with
depression, but suppression strategy measured with Regulation of Emotion Systems
Survey (RESS) has a significant relationship with depression (de France & Hollenstein,
2017). Another explanation for the result can be the discrepancy between the number of
males and females in the sample. As mentioned before, in the literature, it was stated
that males utilize suppression strategy more than females do (Canli & Karasar, 2021).
Therefore, having fewer males in the sample may affect the results of the path analysis.
Additionally, there was not any studies conducted a path analysis to investigate the
direct effect of suppression strategy on psychological distress. Hence, this study
enlightened the absence of predictor power of the suppression strategy on psychological
distress within a college student sample from Turkey.

Hypothesis 8. Greater maladaptive shame coping would increase psychological
distress. Results of this study supported this hypothesis. According to the findings,
maladaptive shame coping was significantly positively associated with psychological
distress (r =.434, p <.01). Moreover, maladaptive shame coping was found to be
predicting psychological distress (f = .288, p <.01). In previous studies, maladaptive
shame coping and psychological distress was stated as significantly correlated (Capinha
et al., 2021; Elison, Pulos, et al., 2006). Findings of the study was aligned with the

existing literature. Maladaptive shame coping style adapted by the individual is related
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to the psychological status of the individual. It can be speculated that shame coping style
influences psychological well-being and distress.

In summary, six of the eight hypotheses were supported by the findings. Results
indicated that both ACEs and BCEs were directly related to psychological distress of
college students. Moreover, ACEs were indirectly associated with psychological distress
of college students via reappraisal emotion regulation strategy and shame coping style.
Contrary to expectations, suppression emotion regulation strategy did not mediate the
relationship between ACEs and psychological distress of college students. BCEs had an
indirect relationship with psychological distress of college students via suppression and
reappraisal strategies of emotion regulation and shame coping style. Adverse and
benevolent childhood experiences predicted psychological status during emerging

adulthood period.

4.3 Strengths of the study
The most important aspect of this study is that it is the first study to investigate the
variables of ACEs, BCEs, emotion regulation, shame coping, and psychological distress
together. It is essential to note that the BCEs perspective is a new approach to
understand the influence of early experiences on psychological status in later life. This
study demonstrates the importance and relevance of BCEs in addition to ACEs in an
individual’s mental health.

Furthermore, shame is generally an overlooked factor in psychological
counseling literature. An individual’s attitude toward and coping with shame is

important and influential for having a thorough understanding of individual’s
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psychological status. This study brings these perspectives together to interpret the
relations between them.

Moreover, emerging adulthood is a period with unique sources of stress (Arnett,
2001; Arnett et al., 2014). This study focuses on a specific group which is college
students in the emerging adulthood period and provides new perspectives on their
psychological status. This new understanding will help psychological support
professionals to intervene with problems experienced by emerging adults and provide
support college students for obtaining better outcomes such as psychological well-being

and heightened resilience during emerging adulthood.

4.4 Limitations of the study and future directions

There were several sources of limitation in this study. Firstly, the discrepancy in the
distribution of genders may influence the results of the study. Secondly, the sample size
was relatively small, and it may relate with non-representative results. Thirdly, the
source of information used in this study was self-report for all study variables. It may
generate biased information, and results may have been affected by it.

For future directions, firstly, studies may take into consideration that gender
distribution in the sample should be relatively balanced. Moreover, emotion regulation
strategies may be measured with another instrument such as Regulation of Emotion
Systems Survey (RESS) to interpret the possible differences caused by the instrument
used in this study. Additionally, there may be other sources of information to understand
the childhood experiences that the participants may not remember themselves. Thirdly, a

qualitative part may be included in the future studies to thoroughly understand the
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individuals’ early experiences and as well as shame experiences and coping during life
course. There were several examples in the literature for qualitative exploration of
shame experiences and individuals’ approach for coping with shame and those resulted
in exploring themes of rage directed to self and others which related to attack self and
attack others maladaptive shame coping styles (Sar1 & Gengoz, 2016; van Vliet, 2009).
Therefore, qualitative design may help to acquire a deeper understanding of shame. In
this way, the possible intervention options can be illuminated more. Fourthly, this study
utilized a community sample to investigate relationships among variables. Having a
special sample such as individuals with high ACEs can yield different results that would
contribute to the literature. In addition to that, having a cluster analysis of high and low
ACESs can be meaningful to investigate the differences between groups. Because most of
the sample of this study came from students with high achieving backgrounds, academic
concerns of this sample may differ from the general college student sample. Therefore,
future studies may investigate the academic resilience of the college students in relation
to shame. Furthermore, promotive factors other than BCEs may be investigated. The role
of adaptive shame coping style can be explored as a promotive or protective factor in
future studies. Additionally, the effect of social desirability on reporting ACEs and
shame can be studied to enlighten the gender differences which have scarce resources in
literature. Lastly, shame and shame coping have few sources in the literature. It is
important to understand the influence of shame on individuals’ lives to understand their
needs and assets. Therefore, exploring the stigma around shame and its unique nature is

valuable for future studies.
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4.5 Implications of the study

Regarding the implications of the study, obtained evidence in the current study about the
role of adaptive emotion regulation strategy and shame coping in the relationship
between both ACEs and BCEs, and psychological distress enlightened further
psychological interventions.

New pathways for psychological distress and new intervention options for
psychological support services can be suggested with this newfound model on the roles
of emotion regulation and adaptive shame coping.

Firstly, trainings on adaptive emotion regulation and shame coping can be
advantageous for reducing psychological distress of college students. Because the focus
of psychological counseling is preventive intervention, results of this study are valuable
to pinpoint pathways for preventing psychological distress (Morgan & Vera, 2011).
Campus wide prevention efforts can be built on adaptive regulation and coping skills of
the students. An example for the supportiveness of emotion regulation to the therapeutic
process was presented with the utilization of Integrative Training of Emotional
Competencies and they stated that change in the emotion regulation skills enhanced the
effectiveness of psychotherapy. Additionally, mindfulness-based emotion regulation
skills trainings were found to be related to increases in adaptive emotion regulation skills
(Enriquez et al., 2017; Wimmer et al., 2019).

Secondly, childhood experiences and levels of regulation and coping skills can
be used to understand needs and strengths of the college students. Results of these needs
and strength assessments can be the basis of program development for college mental

health. Emotion regulation via mindfulness practices improving adaptive regulation
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skills promoted well-being and resilience of college students (Finkelstein-Fox et al.,
2018; C. Thomas & Zolkoski, 2020).

Thirdly, results shed light on the importance of early experiences. It can be
asserted that not only preventing adversity but also boosting benevolence in early
childhood has preventive effects on later psychological problems. Therefore, this new
understanding can be a backbone for psychological interventions aiming to be
preventive.

Fourthly, college counseling services can utilize the knowledge that childhood
experiences are related to psychological distress of the students. Exploring childhood
experiences and providing intervention for students with high ACEs and low BCEs can
be effective. Additionally, the role of shame and related coping styles can be taken into
account during psychological intervention processes. Unfortunately, there was a gap in
the recent literature of psychological interventions, and there was not any interventions
or programs targeting shame coping skills.

Fifthly, these efforts to highlight the importance of ACEs and BCEs can provide
awareness for future generations through college students. They can increase the
possibility of providing more BCEs to the next generation, as they become parents
themselves. This may lead to a generational change.

To sum up, in terms of psychological counseling, it is noteworthy that this study
demonstrated new ways of psychological intervention for college students. It is
remarkable to learn that there are new ways to intervene with psychological distress via

childhood experiences, regulation and coping skills.

91



CHAPTER 6

CONCLUSION

This study has a unique point of view toward the pathways of early experiences and
psychological distress in emerging adulthood. In this study, findings suggested that
adaptive emotion regulation strategy and shame coping style mediated the relationship
between ACEs, BCEs, and psychological distress of college students. However,
maladaptive emotion regulation strategy did not have a mediating role in the
relationship. Therefore, it can be claimed that this study has mostly reached its primary
goal.

This study provided a deeper understanding for psychological counselors to
provide preventive interventions to college students. Because of the unique situation of
the college students, as being in the emerging adulthood period in life, they have sources
of psychological distress (Arnett, 2000; Arnett et al., 2014). Having more ways to
intervene to the psychological distress experiences by college students was one of the
main goals of this study. Accordingly, results provided the new perspectives, and this

study achieved another goal of it.
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APPENDIX A

INFORMED CONSENT FORM (ENGLISH)

Supporting Institute: Bogazici Universitesi Egitim Fakiiltesi Egitim Bilimleri Boliimii
Rehberlik ve Psikolojik Danigsmanlik Anabilim Dali

Name of the study: Universite Ogrencilerinin Psikolojik Uyumunda Cocukluk
Deneyimleri, Duygu Diizenleme ve Utancla Bas Etmenin Rolii

Project Conductor: Dog. Dr. Zeynep Hande Sart

E-mail address: hande.sart@boun.edu.tr

Phone: 0212 359 6902

Name of the researcher: Irem Simsar

E-mail address: irem.akdin@boun.edu.tr

Phone: 0212 359 6833

This research aims to understand the relationship among adverse and benevolent
childhood experiences, emotion regulation, shame coping and psychological adjustment
of college students. The research is conducted by Irem Simsar, a Master’s student in the
Guidance and Psychological Counseling Program at Bogazi¢i University under the
supervision of Assoc. Prof. Z. Hande Sart.

Participation in the study is completely voluntary. You may decide to withdraw from the
study at any point. In that case, the information obtained from you will not be used and
will be destroyed. The data is collected anonymously and the information that you
provide will be kept completely confidential.

If you agree to participate in the study, you will be asked to fill a personal information
form and scales. The scales take approximately 10 minutes. Your participation in this
study depends completely on your own volition. We do not ask for a fee, and we will not
pay you in the end. This study does not involve physical, sociological, legal, or
economic risks. Some questions in the study may be triggering. If you need any
psychological support during or after your participation to the study, you can contact the
following centers.

e Istanbul Biiyiiksehir Belediyesi Psikolojik Danigma Merkezleri:
https://saglik.ibb.istanbul/psikolojik-danismanlik-merkezleri-pdm/

https://saglik.ibb.istanbul/isadem-pdm-ve-ptm-merkezleri/#toggle-id-2
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e Taksim Egitim Ve Arastirma Hastanesi Besiktas Semt Poliklinigi
Besiktas, 0212 227 0245
e Taksim Egitim Ve Arastirma Hastanesi Levent Semt Poliklinigi
Levent, 0212 268 3545
e Sait Cift¢i Devlet Hastanesi
Besiktas, Yildiz, 0212 335 2400
e Baltaliman1 Metin Sabanci Arastirma ve Egitim Hastanesi
Baltalimani, 0212 373 7070
e Istinye Devlet Hastanesi
Istinye, 0212 335 2400
e Marmara Universitesi Tip Fakiiltesi Psikiyatri Boliimii
Marmara Universitesi Hastanesi, Kosuyolu 0216 325 0612
o Sisli Etfal Egitim ve Aragtirma Hastanesi
Sisli Etfal Arastirma Hastanesi, Sisli, 0212 231 2209/1325 www.sislietfal.gov.tr
e Uskiidar Devlet Hastanesi
Uskiidar, 0216 474 7900
e Uskiidar Devlet Hastanesi Uskiidar Semt Poliklinigi
Halk Cad. Sunar Is Merkezi No:37 Uskiidar 0216 310 7764 — 0216 342 2596
For questions related to this study during and after completing the form and scales, you
may contact Irem Simsar (Telephone: 0212 359 68 33) or Assoc. Prof. Z. Hande Sart
(Telephone: 0212 359 69 02). About your rights within this study, you may contact The

Ethics Committee for Master and PhD Theses in Social Sciences and Humanities.

D I understood the scope and requirements of this study and I agree to participate.
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APPENDIX B

INFORMED CONSENT FORM (TURKISH)

Arastirmay destekleyen kurum: Bogazi¢i Universitesi Egitim Fakiiltesi Egitim
Bilimleri Boliimii Rehberlik ve Psikolojik Danigmanlik Anabilim Dal
Arastirmanin adi: Universite Ogrencilerinin Psikolojik Uyumunda Cocukluk
Deneyimleri, Duygu Diizenleme ve Utancla Bas Etmenin Rolii

Proje Yiiriitiiciisii: Dog. Dr. Zeynep Hande Sart

E-mail adresi: hande.sart@boun.edu.tr

Telefonu: 0212 359 6902

Arastirmacinin adi: irem Simsar

E-mail adresi: irem.akdin@boun.edu.tr

Telefonu: 0212 359 6833

Sayin katilimet,

Bu aragtirma, iiniversite 6grencilerinin ¢ocukluk deneyimleri, duygu diizenleme
becerileri, utang duygusu ile bas edebilme ve psikolojik uyumlari arasindaki iligkiyi
incelemek amacl yapilmaktadir. Arastirma, Psikolojik Danismanlik ve Rehberlik
Yiiksek Lisans Boliimii 6grencisi Irem Simsar tarafindan, Dog. Dr. Z. Hande Sart
gbzetiminde yiiriitiilmektedir.

Caligmaya katilim goniilliiliik esasina dayali olup, aragtirma sorasinda istediginiz zaman
arastirmay1 sonlandirma hakkina sahipsiniz. Arastirmaya katiliminizi yarida birakmaniz
halinde sizden toplanan veri kullanilmayacaktir. Aragtirmay1 sonlandirdiginizda
verdiginiz tiim bilgiler imha edilecektir. Veriler anonim olarak toplanmaktadir ve vermis
oldugunuz bilgiler tamamen gizli tutulacaktir. Toplanan veriler Kisisel Verilerin
Korunmasi Kanunu’na uygun olarak toplanip saklanacaktir.

Arastirmaya katilmay1 kabul ettiginiz takdirde size verilecek olan kisisel bilgi formu ve
olgekleri doldurmaniz istenmektedir. Olgekler ortalama 10 dakika siirmektedir.
Caligmaya katilmaniz tamamen istege baglidir. Sizden {icret talep etmiyoruz ve size
herhangi bir 6deme yapmayacagiz. Arastirma fiziksel, sosyolojik, hukuki veya
ekonomik risk tasimamaktadir. Aragtirma kapsaminda sorulacak bazi sorular tetikleyici
olabilir. Aragtirmaya katilim esnasinda veya sonrasinda psikolojik destege ihtiyag
duymaniz durumunda ulasabileceginiz licretsiz psikolojik destek merkezlerine asagidaki
adres ve telefonlardan ulasabilirsiniz.
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Istanbul Biiyiiksehir Belediyesi Psikolojik Danisma Merkezleri:
https://saglik.ibb.istanbul/psikolojik-danismanlik-merkezleri-pdm/
https://saglik.ibb.istanbul/isadem-pdm-ve-ptm-merkezleri/#toggle-id-2
Taksim Egitim Ve Arastirma Hastanesi Besiktag Semt Poliklinigi
Besiktas, 0212 227 0245

Taksim Egitim Ve Arastirma Hastanesi Levent Semt Poliklinigi
Levent, 0212 268 3545

Sait Cift¢i Devlet Hastanesi

Besiktas, Yildiz, 0212 335 2400

Baltaliman1 Metin Sabanci Arastirma ve Egitim Hastanesi
Baltalimani, 0212 373 7070

Istinye Devlet Hastanesi

Istinye, 0212 335 2400

Marmara Universitesi T1p Fakiiltesi Psikiyatri Boliimii

Marmara Universitesi Hastanesi, Kosuyolu 0216 325 0612

Sigli Etfal Egitim ve Arastirma Hastanesi

Sisli Etfal Arastirma Hastanesi, Sisli, 0212 231 2209/1325, www.sislietfal.gov.tr
Uskiidar Devlet Hastanesi

Uskiidar, 0 216 474 79 00

Uskiidar Devlet Hastanesi Uskiidar Semt Poliklinigi

Halk Cad. Sunar Is Merkezi No:37 Uskiidar 0216 310 7764 — 0216 342 2596
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Arastirmaya dair bir sorunuz olursa arastirmaci irem Simsar (Telefon: 0212 359 68 33;
e-posta: iremakdin95@gmail.com) veya proje ylriitiiclisii Dog. Dr. Z. Hande Sart’a
(Telefon: 0212 359 69 02) ulasabilirsiniz. Aragtirmayla ilgili haklariniz konusunda
“Sosyal ve Beseri Bilimler Yiiksek Lisans ve Doktora Tezleri Etik Inceleme
Komisyonu” (SOBETIK) danisabilirsiniz.

D Yukarida yazilanlar1 anladim ve ¢alismaya katilmay1 kabul ediyorum.
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APPENDIX C

DEMOGRAPHIC INFORMATION FORM (ENGLISH)

Date of birth:

Gender: Female/Male/Other(please specify)/Prefer not to say
Name of the registered university:

Years have been spent in university:

Is your mother alive? Yes / No

Is your father alive? Yes / No

Is your parents ... Married / Divorced / Separated?
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APPENDIX D

DEMOGRAPHIC INFORMATION FORM (TURKISH)

Dogum yiliniz:

Cinsiyetiniz: Kadin/Erkek/Diger(belirtiniz)/Belirtmek istemiyorum
Ogrenim gordiigiiniiz tiniversite:

Universitede gecirdiginiz yil say1si:

Anneniz: Sag / Vefat etti

Babaniz: Sag / Vefat etti

Ebeveynleriniz: Birlikte / Bosanmis / Ayri yastyor
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APPENDIX E

PSYCHOLOGICAL DISTRESS SCALE (ENGLISH)

The following questions ask about how you have been feeling during the past 30 days.
For each question, please circle the number that best describes how often you had this

feeling.

Q1. During that month, how often did you feel ...

All of Most of | Some of | A little None
the time | the time | the time | of the of the
time time
a | ... tired out for no good reason | ) 3 4 5
(7

b | ...nervous? 1 ) 3 4 5
¢ | ...so nervous that nothing could | ) 3 4 5

calm you down?

()
d | ...hopeless? 1 ) 3 4 5
()

e | ...restless or fidgety? | ) 3 4 5
f 80 .restless that you could not 1 ) 3 4 5

sit still?

()

g | ...depressed? | ) 3 4 5
h | ...so depressed that nothing 1 ) 3 4 5

could cheer you up?
- - 5
i | ...that everything was an effort? | ) 3 4 5
; ?
j | ..-worthless? 1 ) 3 4 5

Q2. The last ten questions asked about feelings that might have occurred during the past
30 days. Taking them altogether, did these feelings occur More often in the past 30 days
than is usual for you, about the same as usual, or less often than usual? (If you never have
any of these feelings, circle response option “4.”)

More often than usual

About the same
as usual

Less often than usual

A lot Some

A little

About the same
as usual

A little

Some

A lot

4
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Q3. During the past 30 days, how many days out of 30 were you totally unable to work or
carry out your normal activities because of these feelings?

(Number of days)

Q4. Not counting the days you reported in response to Q3, how many days in the past 30
were you able to do only half or less of what you would normally have been able to,

because of these feelings?

(Number of days)

Q5. During the past 30 days, how many times did you see a doctor or other health

professional about these feelings?

(Number of times)

All of | Most of | Some A little | None
the the of the of the of the
S6. During the past 30 days, how time time time time time
often have physical health problems
been the main cause of these feelings?
1 2 3 4 5
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APPENDIX F

PSYCHOLOGICAL DISTRESS SCALE (TURKISH)

Asagidaki sorular son 30 giin i¢inde kendinizi nasil hissettiginiz hakkindadir. Liitfen her
soruda s6z konusu duyguyu hangi siklikta hissettiginizi en 1yi a¢iklayan say1y1 yuvarlak
icine aliniz.

S1. Bu ay i¢inde kendinizle ilgili olarak asagidakileri ne siklikla hissettiniz?

Siirekli Cogu Arada Seyrek Hig
olarak zaman sirada olarak olmadi
...herhangi bir sebep olmadan 1 ) 3 4 5
asir1 yorgunluk
...sinirli 1 ) 3 4 5
...higbir sekilde
sakinlesemeyecek kadar sinirli ! 2 3 4 >
...umutsuz 1 ) 3 4 5
...huzursuz veya tedirgin 1 ) 3 4 5
...yerinde duramayacak kadar 1 ) 3 4 5
huzursuz
...¢Okkiin 1 ) 3 4 5
...hi¢cbir sekilde neselenemeyecek
kadar ¢okkiin ! 2 3 4 >
...her seyin ¢ok zor gelmesi 1 ) 3 4 5
...degersiz 1 ) 3 4 5

S2. Yukarida sorulan 10 soruda, son 30 giinde hissetmis olabileceginiz duygu durumlari
sorulmustur. Tiimiinii birlikte ele alirsak, bu duygular gegen 30 giinde, her zamankinden
daha fazla m1, her zamanki gibi mi, yoksa her zamankinden daha az m1 ortaya ¢ikt1? (Eger
bu duygular hi¢ hissetmediyseniz, secenek “4”{i yuvarlak i¢ine aliniz.)

Normalden daha sik Normalden daha seyrek
. Her .
Bir hayli Biraz A.Z bir zamanki A.Z bir Biraz Bir hayli
miktar o miktar
gibi
1 2 3 4 5 6 7
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Asagidaki sorular, son 30 giin iginde bu duygularin sizi nasil etkilemis olabilecegi ile
ilgilidir. Eger duygulariniz ile ilgili on sorunun hepsine "Hi¢ olmad1" yanitini verdiyseniz,
bu sorular1 yanitlamaniza gerek yoktur.

S3. Son 30 giin boyunca, bu duygular yiiziinden hi¢ ¢alisamadiginiz veya normal
faaliyetlerini yapamadiginiz kag¢ giin oldu?

(Giin sayis1)

S4. Soru 3'e yamtladigimiz giinleri saymazsak, son 30 giin icinde bu duygular yiiziinden,
normalde yapabildiginiz seylerin yarisin1 veya daha azin1 yapabildiginiz kag giin oldu?

(Giin sayis1)

S5. Son 30 giin icinde bu duygularla ilgili olarak kag¢ kez doktora ya da diger saglik
uzmanina gittiniz?

(Basvuru sayisi)

Siirekli | Cogu Arada | Seyrek | Hi¢
olarak | zaman | sirada | olarak | olmadi
S6. Son 30 giin i¢inde fiziksel saglik
problemleri ne kadar siklikla bu

duygularin sebebi olarak ortaya ¢ikt1? 1 2 3 4 5
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APPENDIX G

ADVERSE CHILDHOOD EXPERIENCES SCALE (ENGLISH)

Prior to your 18" birthday:

YES/NO

Did a parent or other adult in the household often or very often...
Swear at you, insult you, put you down, or humiliate you? or
Act in a way that made you afraid that you might be physically hurt?

YES/NO

Did a parent or other adult in the household often or very often...
Push, grab, slap, or throw something at you? or
Ever hit you so hard that you had marks or were injured?

YES/NO

Did an adult or person at least 5 years older than you ever...

Touch or fondle you or have you touch their body in a sexual way?
or

Attempt or actually have oral, anal, or vaginal intercourse with you?

YES/NO

Did you often or very often feel that ...

No one in your family loved you or thought you were important or
special? or

Your family didn’t look out for each other, feel close to each other,
or support each other?

YES/NO

Did you often or very often feel that ...

You didn’t have enough to eat, had to wear dirty clothes, and had no
one to protect you? or

Your parents were too drunk or high to take care of you or take you
to the doctor if you needed it?

YES/NO

Was a biological parent ever lost to you through divorce,
abandonment, or other reason ?

YES/NO

7. Was your mother or stepmother:

Often or very often pushed, grabbed, slapped, or had something
thrown at her? or

Sometimes, often, or very often kicked, bitten, hit with a fist, or hit
with something hard? or

Ever repeatedly hit over at least a few minutes or threatened with a
gun or knife?

YES/NO

Did you live with anyone who was a problem drinker or alcoholic or
who used street drugs?

YES/NO

Was a household member depressed or mentally ill or did a
household member attempt suicide?

YES/NO

10

Did a household member go to prison?

YES/NO
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APPENDIX H

ADVERSE CHILDHOOD EXPERIENCES SCALE (TURKISH)

Siz biiyiirken, hayatinizin ilk 18 yilinda;

Evet/Hayir

Bir ebeveyniniz ya da ev halkindan yetiskin biri siklikla ya da ¢ok
siklikla...

Size kiifiir etti mi, sizi hor gérdii mil, sizi agagiladi m1 ya da sizi
kiigiimsedi mi? Ya da

Sizi fiziksel anlamda incitecek bir sekilde davranip sizi korkuttu mu?

Evet/Hayir

Bir ebeveyniniz ya da ev halkindan yetiskin biri siklikla ya da ¢ok
siklikla...

Sizi itip tartakladi mi, tokatladi mi ya da size bir sey firlattt mi1? Ya da
size hig iz kalacak ya da yaralanacaginiz kadar gii¢lii vurdu mu?

Evet/Hayir

Bir yetiskin ya da sizden en az 5 yas biiyiik biri hig...

Size dokundu mu ya da sizi hi¢ oksadi m1 ya da sizden hi¢ onlarin
bedenine cinsel anlamda dokunmanizi istedi mi? Ya da

Sizinle oral, anal ya da vajinal olarak cinsel iliski yasadi m1 ya da
tesebbiis etti mi?

Evet/Hayir

Siz siklikla ya da ¢ok siklikla asagidaki gibi hissettiniz mi?
Ailenizde kimse sizi sevmiyor ya da sizin 6nemli ya da 6zel
oldugunuzu diisiinmiiyor? Ya da

Aileniz size g6z kulak olmadi, ailenizle yakin hissetmediniz ya da
birbirinizi desteklemediniz?

Evet/Hayir

Siklikla ya da ¢ok siklikla agsagidaki gibi hissettiniz mi?

Yeterince yemek yoktu, kirli giysiler giymek zorundaydiniz ve sizi
koruyacak kimse yoktu? Ya da

Aileniz size bakmak i¢in ya da ihtiyaciniz oldugunda doktora gdtiirmek
icin ¢ok sarhostu ya da kendinde degildi?

Evet/Hayir

Ebeveynleriniz hi¢ ayrildi m1 ya da bosandi mi1?

Evet/Hayir

Anneniz ya da iivey anneniz:

Siklikla ya da ¢ok siklikla sizi itip tartakladi mi, tokatlad1 m1 ya da size
bir sey firlattt m1? Ya da

Bazen, siklikla ya da ¢ok siklikla tekmeledi mi, dovdi mii, yumrukla ya
da daha sert bir seyle size vurdu mu? Ya da

Hig en az birkag dakika siirekli bir sekilde size vurdu mu ya da sizi
silahla ya da bicakla tehdit etti mi?

Evet/Hayir

Icki problemi olan, alkolik ya da uyusturucu kullanan biriyle yasadiniz
mi1?

Evet/Hayir

Ev halkindan biri depresyonda ya da zihinsel hasta miyd1 ya da intihara
tesebbiis etti mi?

Evet/Hayir

10

Ev halkindan biri hapse girdi mi?

Evet/Hayir
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APPENDIX I

BENEVOLENT CHILDHOOD EXPERIENCES SCALE (ENGLISH)

When you were growing up, during your first 18 years of life:

1

Did you have at least one caregiver with whom you felt safe?

regular bedtime?

YES NO
2 | Did you have at least one good friend?

YES NO
3 | Did you have beliefs that gave you comfort?

YES NO
4 | Did you like school?

YES NO
5 | Did you have at least one teacher who cared about you?

YES NO
6 | Did you have good neighbors?

YES NO
7 | Was there an adult (not a parent/caregiver or the person from #1) who

. . . YES NO
could provide you with support or advice?

8 | Did you have opportunities to have a good time?

YES NO
9 | Did you like yourself or feel comfortable with yourself?

YES NO
10 | Did you have a predictable home routine, like regular meals and a

YES NO
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APPENDIX J

BENEVOLENT CHILDHOOD EXPERIENCES SCALE (TURKISH)

18 yasiniza kadar olan yasaminiz boyunca:

1 | Kendinizi giivende hissettiren ve temel bakiminizdan sorumlu en az

EVET HAYIR
bir kisi var mryd1?
2 | En az bir tane yakin arkadasiniz var miydi?
EVET HAYIR
3 | Sizi rahatlatan inanglariniz var miydi?
EVET HAYIR
4 | Okulu sever miydiniz?
EVET HAYIR
5 | Sizinle yakindan ilgilendigini diislindiigiiniiz en az bir 6gretmeniniz
EVET HAYIR
var miydi1?
6 | Iyi komsularmniz var miydi?
EVET HAYIR

7 | Size destek veren veya gerektiginde tavsiye alabileceginiz bir

yetigkin (ebeveyn/bakimveren veya 1. soruda belirttiginiz kisi hari¢) | EVET HAYIR

var miydi1?
8 | Eglenceli vakit gecirmek igin yeterli imkanlariniz var miydi?
EVET HAYIR
9 | Kendinizi sever miydiniz veya kendinizle barisik miydiniz?
EVET HAYIR
10 | Diizenli 6giin ve diizenli uyku saatleri gibi tahmin edilebilir ya da
EVET HAYIR

tutarlt ev kurallar1 var miydi?
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APPENDIX K

EMOTION REGULATION QUESTIONNAIRE (ENGLISH)

Strongly
disagree (1)

2

3)

Neutral (4)

®)

(6)

Strongly agree

(M

I control my emotions by changing the
way I think about the situation I’'m in.

When I want to feel less negative
emotion, | change the way I'm thinking
about the situation.

When I want to feel more positive
emotion, | change the way I'm thinking
about the situation.

When I want to feel more positive
emotion (such as joy or amusement), |
change what I'm thinking about.

When I want to feel less negative
emotion (such as sadness or anger), |
change

what I'm thinking about.

When I'm faced with a stressful
situation, I make myself think about it
in a way that helps me stay calm.

I control my emotions by not expressing
them.

When I am feeling negative emotions, |
make sure not to express them.

I keep my emotions to myself.

When I am feeling positive emotions, |
am careful not to express them.
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APPENDIX L

EMOTION REGULATION QUESTIONNAIRE (TURKISH)

Asagidaki maddeler, kendiniz hakkinda ne diisiiniip, genel olarak nasil hissettiginize
iliskin olarak hazirlanmistir. Liitfen her bir maddeyi dikkatlice okuyunuz ve kendiniz

icin en uygun olan cevabi karsilarindaki bélmelerden uygun olanini isaretleyerek

belirtiniz.

Hig
Katilmiyorum

@)
2
3)

Kararsizim

“4)

®)
(6)

Tamamen
Katiliyorum

(M

I¢inde bulundugum duruma gore
diisiinme seklini degistirerek
duygularimi kontrol ederim.

Olumsuz duygularimin az olmasini
istersem, durumla ilgili diigiinme
seklimi degistiririm.

Olumlu duygularimin fazla olmasini
istedigim zaman duruma ilgili
diisiinme seklimi degistiririm.

Olumlu duygularimin fazla olmasini
istersem (mutluluk veya eglence)
diisiindiigliim seyi degistiririm.

Olumsuz duygularimin az olmasini
istersem (kotii hissetme veya
kizginlik gibi) diisiindiigiim seyi
degistiririm.

Stresli bir durumla karsilagtigimda,
bu durumu sakin kalmami saglayacak
sekilde diisiinmeye caligirim.

Duygularimi ifade etmeyerek kontrol
ederim.

Olumsuz duygular hissettigimde
onlar1 ifade etmedigimden emin
olmak isterim.

Duygularimi kendime saklarim.

Olumlu duygular hissettigimde onlar1
ifade etmemeye dikkat ederim.
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APPENDIX M

COMPASS OF SHAME SCALE (ENGLISH)

Directions: Below is a list of statements describing situations you may experience from
time to time. Following each situation are four statements describing possible reactions
to the situation. Read each statement carefully and circle the number to the left of the
item that indicates the frequency with which you find yourself reacting in that way. Use
the scale below. Please respond to all four items for each situation.

SCALE
1 2 3 4 5
Never Seldom Sometimes Often Almost always
A. When an activity makes me feel like my strength or skill is inferior:
1. T act as if it isn’t so. 1123415
2. I get mad at myself for not being good enough. 11213145
3. I withdraw from the activity. 1123145
4. 1 get irritated with other people. 1121345
B. In competitive situations where I compare myself with others:
5. I criticize myself. 112|345
6. I try not to be noticed. 11213145
7. 1 feel ill will toward the others. 1123145
8. I exaggerate my accomplishments. 11213145
C. In situations where I feel insecure or doubt myself:
9. I shrink away from others. 1123415
10. I feel others are to blame for making me feel that way. 11213145
11. I act more confident than I am. 1123145
12. 1 feel irritated with myself. 1123145
D. At times when I am unhappy with how I look:
13. I take it out on other people. 1123145
14. 1 pretend I don’t care. 1123145
15. I feel annoyed at myself. 1123145
16. I keep away from other people. 1123145
E. When I make an embarrassing mistake in public:
17. 1 hide my embarrassment with a joke. 1123145
18. I feel like kicking myself. 112]3]14]5
19. I wish I could become invisible. 112131415
20. I feel annoyed at people for noticing. 1123145
F. When I feel lonely or left out:
21. I blame myself. 1123145
22. 1 pull away from others. 1123145
23. I blame other people. 112(3]4]5
24.1don’t let it show. 11231415
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G.When I feel others think poorly of me:

25. I want to escape their view.

26. I want to point out their faults.

27. 1 deny there is any reason for me to feel bad.

28. I dwell on my shortcomings.

— [ | — | —

\SRI\SRESRE}

W[ (W[

EEEIES

N[ | |n

H.When I think I have disappointed other people:

29. I get mad at them for expecting so much from me.

30. I cover my feelings with a joke.

31. I get down on myself.

32. I remove myself from the situation.

— [ | — [ —

N[

W[ (W (W

EEEIES

N[ [ |n

I.When I feel rejected by someone:

33. I soothe myself with distractions.

34. 1 brood over my flaws.

35. I avoid them.

36. I get angry with them.

—_ [ | — [ —

\SRI ORISR

W[ [ (W

EEEIES

N[ [ |n

J.When other people point out my faults:

37. 1 feel like I can’t do anything right.

38. I want to run away.

39. I point out their faults.

40. I refuse to acknowledge those faults.

—_ | | — | —

\SRI ORISR

W[ [ (W

EEEIES

N[ [ |n

K.When I feel humiliated:

41. I isolate myself from other people.

42. 1 get mad at people for making me feel this way.

43. 1 cover up the humiliation by keeping busy.

44. 1 get angry with myself.

—_ | | — | —

\SRI ORI SRE

W[ [ (W

EEEIES

N[ [ [n

L. When [ feel guilty:

45. 1 push the feeling back on those who make me feel this way.

46. I disown the feeling.

47. 1 put myself down.

48. I want to disappear.

—_ | = | — | —

\SR] RN ORI}

W[ [W (W

BRI E S

N[ [ |[n
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APPENDIX N

COMPASS OF SHAME SCALE (TURKISH)

Yonergeler: Asagida zaman zaman karsilasabileceginiz durumlari anlatan ciimleler
verilmistir. Her durumun altinda, o duruma gosterilen olasi tepkileri agiklayan dort
madde yer almaktadir. Her bir maddeyi dikkatlice okuyun ve o maddenin yaninda yer
alan ve sizin o sekilde tepki verme sikliginizi gosteren rakami daire igine alarak
isaretleyin. Liitfen her durumun altinda yer alan dort maddeye de cevap verdiginizden
emin olun.

OLCEK
1 2 3 4 5
Hicbir Zaman Nadiren Zaman Zaman Sik sik Neredeyse Her
Zaman

A.Bir igin, giiciimii ya da yetenegimi astigin1 hissettigimde:

1. Bunun beni rahatsiz etmesine izin vermem. 1121345
2. Yeterince iyi olmadigim i¢in kendime kizarim. 112131415
3. O is ile ugragsmaktan vazgecerim. 112(3(4]5
4. Bagkalarina kizarim. 112131415
B.Kendimi bagkalariyla kiyasladigim, rekabete dayanan durumlarda:
5. Kendimi elestiririm. 11213 ]4]5
6. Fark edilmemeye caligirim. 1123 ]4]5
7. Digerlerine kars1 kotii duygular beslerim. 112345
8. Hatalarimi gérmezden gelirim. 112131415
C.Kendimden emin olmadigim veya siiphe etti§im durumlarda:
9. Digerlerinden uzak dururum. 11231415
10. Bu durumdan digerlerini sorumlu tutarim. 112345
11. Oldugumdan daha emin davranirim. 112]3]4|5
12. Kendime kizarim. 112131415
D.Nasil goriindiigiim ile ilgili mutsuz hissettigim zamanlarda:

13. Sinirimi bagkalarindan ¢ikaririm. 112]13]4]5
14. Umurumda degilmis gibi davranirim. 112131415
15. Kendimden rahatsizlik duyarim. 11231415
16. Diger insanlardan uzak dururum. 112131415
E.Toplum i¢inde beni utandiran bir hata yaptigimda:

17. Utancimu saka ile saklarim. 112]13]4]5
18. Daha dikkatli olmadigim i¢in kendimi suglarim. 112]13]4]5
19. Keske fark edilmekten kaginabilsem. 112131415
20. Beni utandiran her kimse ona kizarim. 112131415
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F.Yalniz ya da digslanmis hissettigimde:

21. Kendime yiiklenirim.

22. Digerlerinden uzaklagirim.

23. Beni disladiklar i¢in diger insanlari su¢larim.

24. Bu hissin goriilmesine izin vermem.

— | — | —

NN

W[ W W |W

BB

DN |||

G.Digerlerinin benim hakkimda olumsuz diisiindiigiinii hissettigimde:

25. Yalmz basima kalmak isterim.

26. Onlarin kusurlarina dikkat ¢ekmek isterim.

27. Kot hissetmem ig¢in bir neden oldugunu kabul etmem.

28. Hatalarim yiiziinden kendime kizarim.

UG (NN U U

NN

W W | W |W

EEIEIES

DN ||

H.Diger insanlar1 hayal kirikligina ugrattigimi hissettigimde:

29. Benden cok fazla sey bekledikleri i¢in onlara kizarim.

30. Duygularimi sakayla gecistiririm.

31. Kendimi agagilarim.

32. Kendimi o durumdan uzaklagtiririm.

UG [UNENY U U

NN

W W |W|W

BRI P

D || n

L.Biri tarafindan reddedildigimi hissettigimde:

33. Dikkat dagitici seylerle kendimi rahatlatirim.

34. Kusurlarim hakkinda tekrar tekrar diisiiniiriim.

35. O durumdan kendimi geri ¢ekerim.

36. O kisiye kizarim.

— | | — | —

NN

W W |W W

BB

DN |||

J.Diger insanlar kusurlarima dikkat ¢ektiginde:

37. Kusurlarim oldugu i¢in kendime kizarim.

38. Kii¢iik diismiis hissederim.

39. Ben de onlarin kusurlarini gosteririm.

40. K&tii hissetmemeye caligirim.

— | | — | —

NN

W W |W W

BRI E N

D || |n

K.Asagilanmis hissettigimde:

41. Kendimi diger insanlardan uzak tutarim.

42. Boyle hissetmeme neden olduklari i¢in insanlara kizarim.

43. Bu hissi kendimi mesgul ederek drterim.

44. Kendime kizarim.

—_ | — | —

NN

W | W |W W

B R RN

D || |n

L.Suclu hissettigimde:

45. Bu hissi boyle hissetmeme neden olan kigilere yoneltirim.

46. Bu duyguyu gormezden gelirim.

47. Kendimi digerlerinin yaninda degersiz hissederim.

48. Yalniz olmak isterim.

NN

W | W W |W

B R RN

D |||
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