
DOCTOR OF PHILOSOPHY

An exploration of alcohol use, attachment, and recovery in psychosis

O'Connor, Maebh

Award date:
2020

Awarding institution:
Queen's University Belfast

Link to publication

Terms of use
All those accessing thesis content in Queen’s University Belfast Research Portal are subject to the following terms and conditions of use

            • Copyright is subject to the Copyright, Designs and Patent Act 1988, or as modified by any successor legislation
            • Copyright and moral rights for thesis content are retained by the author and/or other copyright owners
            • A copy of a thesis may be downloaded for personal non-commercial research/study without the need for permission or charge
            • Distribution or reproduction of thesis content in any format is not permitted without the permission of the copyright holder
            • When citing this work, full bibliographic details should be supplied, including the author, title, awarding institution and date of thesis

Take down policy
A thesis can be removed from the Research Portal if there has been a breach of copyright, or a similarly robust reason.
If you believe this document breaches copyright, or there is sufficient cause to take down, please contact us, citing details. Email:
openaccess@qub.ac.uk

Supplementary materials
Where possible, we endeavour to provide supplementary materials to theses. This may include video, audio and other types of files. We
endeavour to capture all content and upload as part of the Pure record for each thesis.
Note, it may not be possible in all instances to convert analogue formats to usable digital formats for some supplementary materials. We
exercise best efforts on our behalf and, in such instances, encourage the individual to consult the physical thesis for further information.

Download date: 23. May. 2023

https://pure.qub.ac.uk/en/studentTheses/249d7538-35e9-43b2-9e54-8bfb31a957d8


	

  

 
 
 

 
 
 

An Exploration of Alcohol Use, Attachment, and Recovery 
in Psychosis 

 
 

July 2019 
 
 
 

Maebh O’Connor, B.A., MPsychSci. 
 
 
 
 
 
 
 
 
 
 
 
 
Doctorate in Clinical Psychology 
School of Psychology      Student number: 40167379 
 
 
 



	

Acknowledgements 

I am very grateful to all of the individuals who participated in my research project, 

without them, none of this would have been possible! 

 

I also wish to extend my gratitude to my supervisors, Dr Ciarán Shannon and Dr 

David Curran for their continued expertise, guidance and support throughout the past 

four years. I am also very grateful to the collaborators in this project for all of their 

input and involvement; Dr Ciaran Mulholland, Dr Gary Woods, Dr Katrina Hoy, Dr 

Adrian Boyd, and Dr Robert Gregg. A special thanks must also go to Dr Parisa 

Galway, my research “partner in crime”, for collaborating with me on this project and 

making it so much more manageable. I am glad we had one another for the support. 

 

Finally, my cheerleaders! A huge thanks to my family and my friends in Dublin and 

my classmates from the 2015/2016 and the 2016-2017 cohort who are my Belfast 

family and friends. It has been a pleasure to share this journey with you all. 

  



	 	

Contents Page 

Section 1: Systematic Literature Review   

Title page 1 

Abstract 2 

Introduction 3 

Method 9 

Results 15 

Discussion 24 

References 30 

Technical Appendices 42 

Section 2: Large Scale Research Project  

Title page 50 

Abstract 51 

Introduction 52 

Method 56 

Results 60 

Discussion 69 

References 75 

Technical Appendices 86 

Section 3: Reflective Appendix 95 

 

 

 

 

 

 

 

 

 

 

 

 





	 1	

How does Attachment relate to Clinical Outcomes in Early Psychosis? A 

Systematic Literature Review 

 

Maebh O'Connor1, Ciaran Shannon2 and David Curran1 

	

1Department of Clinical Psychology, Queen’s University Belfast, Northern Ireland 

2Specialist Mental Health Psychology Services, Northern Health and Social Care 

Trust, Northern Ireland 

 

 

 

Author Note 

This research was completed by the first author for the qualification of Doctorate in 

Clinical Psychology. There were no conflicts of interest or financial contributions that 

could have impacted the results of the study. 

 

Address correspondence to: Dr David Curran, School of Psychology, DClinPsych, 

David Keir Building, 18-30 Malone Road, Belfast, BT9 5NP, Northern Ireland. Tel: 

028 90 975549; Email: d.curran@qub.ac.uk. 
 

 

Word Count: 8,876



 

	 2	

Abstract 

Aim: The aim of this study was to conduct a systematic review to explore how 

attachment style is related to symptoms and functioning in early psychosis, specifically 

the At-Risk Mental State and First-episode Psychosis. Methods: A PRISMA-guided 

systematic search was conducted in PsycInfo, SCOPUS, and Web of Science between 

1st January 1995 and 12th July 2019. The search was limited to original research that 

assessed attachment in participants who presented as At-Risk Mental State or First-

episode Psychosis. Results: Nine papers were included. Secure attachment was 

positively associated with better functioning in early psychosis. Mixed results were 

observed regarding the relationship between attachment and clinical symptoms in 

cross-sectional studies. Longitudinal research highlighted a significant association 

between higher levels of secure attachment and improved clinical outcomes in early 

psychosis. Conclusions: Cross-sectionally, the link between attachment and clinical 

symptoms appears tenuous in At-Risk Mental State and First-episode Psychosis. 

However, in longitudinal research, there was evidence of a stronger relationship 

between attachment and recovery from psychotic symptomatology. Clinical 

recommendations include interventions that enhance the development of secure 

relational patterns in At-Risk Mental State and First-episode Psychosis to promote 

long-term recovery. Future research recommendations include the creation of a 

standardised, reliable and validated measure of attachment in populations with 

psychosis. 

 

Key words: Attachment, Early psychosis, At-risk mental state, First-episode 

psychosis, clinical outcomes.  
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INTRODUCTION 

Early psychosis is associated with a number of clinical outcomes including; psychotic 

symptoms, functioning impairments, anxiety, and depression. Psychotic symptoms fall 

under two main categories; 1. Positive symptoms (e.g. delusions, hallucinations, 

paranoia) and 2. Negative symptoms (e.g. diminished emotional expression and 

avolition) (Arciniegas, 2015). Psychotic symptoms are commonly assessed using 

validated, widely used measures e.g. Positive and Negative Syndrome Scale (PANSS; 

Kay, Fiszbein, & Opler, 1987). Functioning is defined as the ability to perform 

functional everyday skills in major life areas such as self-care, interpersonal relations, 

work or academics (Harvey, Khan, & Keefe, 2017) and can be assessed using a variety 

of measures e.g. Global Assessment of Functioning Scale (GAF; Luborsky, 1962). 

Anxiety is defined as excessive fear and worry and related behavioural disturbances 

(Hartley, Barrowclough, & Haddock, 2013). Anxiety is commonly assessed using 

validated, widely used measures e.g. Beck Anxiety Inventory (BAI; Beck, Epstein, 

Brown, & Steer, 1988). Depression is defined as persistent low mood, anhedonia, 

hopelessness, and withdrawal (Hartley et al., 2013) and is commonly measured using 

validated, widely used assessments e.g. Beck Depression Inventory (BDI; Beck, Rush, 

Shaw, & Emery, 1979). 

 

At-risk mental state and first episode psychosis 

The At-Risk Mental State (ARMS) is defined as presentation to a health service with 

at least one of the following: (a) attenuated psychotic symptoms; (b) brief limited 

intermittent psychotic symptoms; or (c) vulnerability traits (e.g. family history of 

psychosis, significant reduction in functioning within past 12 months) (Okuzawa et al., 

2014; Yung et al., 2003). These attenuated and intermittent psychotic symptoms are 
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characteristic of psychosis but their severity, frequency and duration are below 

diagnostic threshold for a full psychotic illness (Brew, Doris, Shannon, & Mulholland, 

2018). However, individuals presenting as ARMS have a high risk of developing a 

psychotic illness within the near future (Thompson, Marwaha, & Broome, 2016).  

Further along the psychosis continuum is First Episode Psychosis (FEP), which 

refers to the first time a person experiences a psychotic episode or psychotic symptoms. 

Timely detection and treatment of individuals in the ARMS or FEP is deemed essential 

(Kaur & Cadenhead, 2010) as earlier interventions can result in more favourable 

outcomes (Norman & Malla, 2001).  

 

Attachment and psychosis 

Attachment is defined as an individual’s interpersonal relating style and capacity for 

emotional regulation. There are four main types of attachment in adulthood; secure (or 

autonomous), anxious (or anxious-ambivalent or preoccupied), avoidant (or 

dismissing) and fearful (Bartholomew & Horowitz, 1991). Attachment theory proposes 

that early experiences with caregivers influence the development of internal working 

models of the self, others and the world which then influence interpersonal functioning, 

psychological wellbeing and emotional regulation (Fett, Shergill, Korver-Nieberg, 

Yakub, Gromann, & Krabbendam, 2016). Secure attachment is characterized by 

positive internal working models of self and other, trust in relationships and a healthy 

capacity for emotional self-regulation. Anxious (or anxious-ambivalent or preoccupied) 

attachment is characterized by dependency and clinginess in relationships, emotion 

regulation difficulties, a negative internal working model of the self and a positive 

internal working model of others. Avoidant (or dismissing) attachment is characterized 

by emotional distance and mistrust in relationships, independence and self-reliance, a 
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positive internal working model of self, and a negative internal working model of 

others. Fearful attachment is associated with fear of rejection and abandonment in 

relationships, emotion regulation difficulties, and negative internal working models of 

self and others. 

Attachment is grounded within the evolutionary need for safety and security. 

When this need for safety within the early caregiver relationship is not met (e.g. through 

extended separation, loss, neglect or trauma) the security of the attachment bond is 

threatened which has significant implications for social difficulties and 

psychopathology  (Berry, Wearden, & Barrowclough, 2007; Gumley & Schwannauer, 

2006; Korver-Nieberg et al., 2014; Mikulincer & Shaver, 2007; Read & Gumley, 2008).  

Within psychosis literature, the relationship between psychosis and attachment 

has attracted increasing research interest. Numerous studies have indicated that in 

comparison to controls, individuals with psychosis are more likely to have experienced 

traumatic events in early life such as poverty (Read, 2010), parental death (Morgan et 

al., 2007), physical and or sexual abuse (Varese et al., 2012), and are more likely to 

have had parents who were controlling and/or emotionally cold (Read & Gumley, 

2008). Such experiences can place an individual at increased risk of developing 

attachment difficulties that, as outlined above, can have further negative repercussions 

for their psychological wellbeing. 

A growing body of research has sought to apply Bowlby’s (1969, 1973, 1980) 

attachment theory as a framework for understanding how psychosocial factors 

influence the susceptibility, development, progression and treatment of psychosis 

(Berry, Barrowclough, & Wearden, 2007; Berry, Wearden, Barrowclough, & 

Liversidge, 2006), in addition to informing effective treatments (Mathews, Onwumere, 

Bissoli, Ruggeri, Kuipers, & Valmaggia, 2014; Russo et al., 2017). 
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At-risk mental state and attachment 

Specifically, regarding ARMS, this population predominantly presents with insecure 

attachment, commonly expressing anxiety about relationships such as fears of being 

unloved and rejected (Gajwani, Patterson & Birchwood, 2013; Russo et al., 2017). 

Insecurely attached ARMS participants also reported elevated levels of depression, 

anxiety and social anxiety when compared to controls (Gajwani et al., 2013).  In a 

sample of ARMS patients who were engaging in psychosocial treatment (e.g. family 

therapy, individual psychotherapy, home visits, psycho-education groups and social 

skills groups), lower levels of insecure attachment predicted better clinical outcomes, 

while higher levels of secure attachment predicted improvement in functioning 

(Quijada, Kwapil, Tizón, Sheinbaum, & Barrantes-Vidal, 2015). Additionally, a 

reduction in preoccupied–anxious attachment was associated with symptom 

improvement (Quijada et al., 2015). These findings may have clinical implications for 

psychosis screening, therapeutic relationships and treatment, as interventions that focus 

on decreasing the levels of insecure attachment in a therapeutic setting may lead to a 

better course in the early phases of psychosis (Gajwani et al., 2013; Quijada et al., 

2015). 

 

First-episode psychosis and attachment 

Within FEP populations, higher levels of insecure attachment (e.g. dismissing, 

preoccupied, or unresolved) have been reported when compared to healthy controls 

(Couture, Lecomte & Leclerc, 2007; Fett et al., 2016; Gumley, Taylor, Schwannauer, 

& MacBeth, 2014; MacBeth, Gumley, Schwannauer, & Fisher, 2011). Insecure 

attachment styles in FEP have been associated with social dysfunction, lower quality 
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of life, poor service engagement, increased depression, increased psychotic symptoms, 

and experiences of trauma (Couture et al., 2007; Gumley et al., 2014). Conversely, 

higher attachment security in FEP has been linked with greater insight, shorter duration 

of psychosis, better recovery from psychotic symptoms and improved service 

engagement (Gumley et al., 2014; MacBeth et al., 2011). Therefore, insecure 

attachment may disrupt recovery from psychosis and conversely, interventions that 

focus on improving attachment security whilst addressing the experience of psychosis 

may be beneficial (Gumley et al., 2014; Korver-Nieberg et al., 2014). 

Due to the reciprocal nature of attachment security and help-seeking 

behaviours, there are important implications for clinical interventions focused on 

attachment in both ARMS and FEP populations (Gumley & Schwannauer, 2006; 

Gumley, Braehler, Laithwaite, MacBeth, & Gilbert, 2010; MacBeth et al., 2011). For 

example, routine assessment of attachment in ARMS and FEP service-users would 

provide important information about the emotional and relational factors involved in 

symptom formation, the maintenance cycles of problematic interpersonal and 

intrapersonal relating, and how best to support service engagement and recovery for 

each client (Harder, 2014; Rapsey, Burbach, & Reibstein, 2015). 

 

Rationale for current review 

Previous systematic reviews of psychosis and attachment style (Gumley, Taylor, 

Schwannauer, & MacBeth, 2014; Korver-Nieberg, Berry, Meijer & de Haan, 2014) 

highlighted the paucity of research investigating attachment style in FEP and ARMS. 

Since the publication of these reviews, there has been an increase in research exploring 

attachment in FEP and ARMS and this is now an opportune time to systematically 
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review research exploring the relationship that attachment may have with clinical and 

functional outcomes in early psychosis. 

In light of the issues outlined above regarding FEP, ARMS and attachment, and the 

recent developments in the field, the current article aims to provide a contemporary 

comprehensive systematic review of the research in this area since the term ARMS was 

first published in 1995 (McGorry & Singh, 1995). This review provides a summary of 

the current evidence base and interprets findings in light of recently published research 

papers that delineate the trajectory underpinning the relationship that attachment has 

with clinical and functional outcomes in ARMS and FEP. This review aims to offer 

crucial implications to both future research and clinical practice involving the treatment 

of ARMS and FEP individuals with attachment difficulties.  

 

Review questions 

1. What is the relationship between attachment and clinical symptoms of psychosis, 

depression and anxiety among ARMS and FEP individuals in prospective and 

cross-sectional original research studies? 

2. What is the relationship between attachment and functioning for ARMS and FEP 

individuals in prospective and cross-sectional original research studies? 
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METHOD 

Methods of the analysis and inclusion criteria were specified in advance and 

documented in a protocol (O’Connor, Shannon, & Curran, 2017). 

 

Search strategy 

Preliminary search 

The Centre for Reviews and Dissemination (CRD) was initially searched in December 

2017 to confirm that a recent review on this topic had not been completed, using the 

terms “psychosis” and “attachment”. No reviews related to this area were identified on 

the CRD database. Further preliminary searches using the terms “psychosis” and 

“attachment” were carried out on the following databases; Ovid PsycINFO (1806-

present), and ISI Web of Science (including Science Citation Index Expanded (SCI-

EXPANDED)) 1970-present and SCOPUS. Two systematic reviews relevant to 

psychosis and attachment were identified; Gumley et al. (2014) and Korver-Nieberg et 

al. (2014) and both of these reviews highlighted the need for more research examining 

the role of attachment in ARMS and FEP. 

 

Search strategies 

A literature search was conducted in line with PRISMA methodology (Liberati et al., 

2009) on the following databases; Ovid PsycINFO (1806-present)1, ISI Web of 

Science (including Science Citation Index Expanded (SCI-EXPANDED)) 1970-

present, SCOPUS2 and Grey Literature Database. The last date on which a database 

 
1 Search terms were entered into Ovid PsycINFO (1806-present) without quotation marks (“”) as they 
are incompatible with this database. 
2 Due to limited word space in the SCOPUS search engine, groups 1 (a) and (b) were combined using 
the Boolean term “OR” to broaden the search to include ARMS or FEP populations. 
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search was conducted was 12th July 2019.  The search strategy focused solely on 

keywords for attachment, ARMS and FEP. At the time of running the search, it was 

hypothesised that defining specific outcomes may limit the reach of the systematic 

review, potentially excluding relevant articles. Therefore, no outcome variables were 

included in the key terms in an attempt to ensure that the widest possible variety of 

articles would be included. This strategy effectively identified articles containing 

outcome variables of interest (i.e. depression, anxiety, functioning, psychosis). 

Search terms were informed by previous reviews (Brew et al., 2018; Korver-Nieberg 

et al., 2014; Ravitz et al., 2010) and were entered into the search engines as outlined 

below. 

1. (a) Keywords relating to ARMS: "at-risk mental state" or "attenuated 

psychosis syndrome" or “clinical high risk” or “clinical high risk for psychosis” 

or “prodrome” or “prodromal” or "prepsychotic mental disorder" or "ultra 

high risk". 

 (b) Keywords relating to First Episode Psychosis: “first episode psychosis” or 

“FEP” or “early psychosis” or “adolescent-onset psychosis”. 

2. Keywords relating to attachment: “attachment” or “adult attachment” or 

“attachment style” or “attachment theory”. 

 

Groups 1 (ARMS and FEP) and 2 (Attachment) were combined using the Boolean term 

“AND” to ensure that articles containing at least one word from each group were 

identified. The reference lists of identified studies were reviewed for potentially 

relevant articles. The search was implemented using the procedure outlined by Higgins 

and Green (2011). 
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Eligibility criteria 

Articles included in the systematic review met the following inclusion criteria: 

• original research articles only (not book chapters, reviews, conference abstracts, 

case studies); 

• published in the English language; 

• participants aged between 12-45 years; 

• participants categorised as Early Psychosis, ARMS or FEP; 

• published or dated from 01-01-1995 to Present as the term ARMS was first 

published in 1995 (McGorry & Singh, 1995); 

• a valid attachment measure; i.e. strong psychometric properties, widely used, 

and suitable for psychometric research (Bucci,	Emsley,	&	Berry,	2017;	Ravitz	et	

al.,	2010).	

• categorical or dimensional attachment of ARMS and/or FEP individuals 

reported with attachment defined as interpersonal relating styles in adulthood 

that were shaped by early experiences with caregivers, e.g.	 secure (or 

autonomous), anxious (or anxious-ambivalent or preoccupied), avoidant (or 

dismissing) or fearful. 

• the association between attachment and one or more of the following outcomes 

was made explicit: 

o Psychotic Symptoms: symptoms characteristic of psychosis i.e.  positive 

(e.g. hallucinations) and negative (e.g. avolition) symptoms as assessed 

by validated, widely used measures e.g. PANSS. 

o Functioning:	the	ability	to	perform	functional	everyday	skills	in	major	life	

areas	such	as	self-care,	interpersonal	relations,	work	or	academics. 
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o Depression: persistent low mood, anhedonia, hopelessness, withdrawal 

as assessed by validated, widely used measures e.g. BDI. 

o Anxiety:	excessive fear and worry and related behavioural disturbances 

as assessed by validated, widely used measures e.g. BAI. 

Studies were excluded if: 

• the full text article was not available in English; 

• the analysis of FEP and ARMS individuals could not be extricated from an 

overall sample of individuals at varying stages of psychosis. Authors were 

contacted to request additional data. Where data could not be obtained, these 

studies were excluded. 

 

Search process 

A flow chart detailing the process of study selection is shown in figure 1.  A total of 

204 articles were identified across three databases. No additional articles were 

identified through grey literature or reference list searches. Ninety-two duplicates were 

removed, leaving 112 articles to be screened by title, following which, 66 studies were 

excluded. Forty-six abstracts were screened with a further 29 articles removed, leaving 

17 full-text articles to be assessed for eligibility by two independent raters. Following 

the full-text review, 8 further studies were excluded, leaving 9 studies suitable for 

inclusion. Two raters independently assessed eligibility for inclusion and Cohen’s 

Kappa inter-rater reliability was calculated at .91, indicating almost perfect agreement 

(McHugh, 2012). Discrepancies were resolved through discussion. 
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reasons 

(n =   29) 
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ARMS or FEP, children) (n=4) 

• Review, conference proceedings, book, 

protocol, case study (n=7) 

• Qualitative research (n=2) 
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(n = 17) 

 

Studies included in narrative 

synthesis 

(n = 9) 

 

Full-text articles excluded, with reasons 

(n = 8) 

• Ineligible population (not specifically 

ARMS or FEP) (n=3) 

• No measure of attachment (n=2) 

• Replicated data (n=1) 

• Association between attachment and 

clinical/functional outcomes not 

reported (n=2) 

FIGURE 1. PRISMA flow diagram of search process. Adapted from Liberati et al. (2009) 
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Quality assessment 

Each study included in this review was subject to a quality assessment as described by 

Kmet, Lee, and Cook (2004). This quality assessment tool for quantitative research is 

suitable for use with a variety of study designs and outlines 14 items to assess the 

quality of research, for example; internal validity; efforts to minimise analysis biases 

and errors; reporting of results. Items are scored on a Likert scale (“yes”=2, “partial”=1, 

“no”=0). Items 5-7 relate to intervention criteria and were therefore irrelevant and 

excluded from the current review. Summary scores were calculated by summing the 

total score obtained across items. The total possible range of scores was 0-22. No cut-

off scores for quality categorisation are suggested by the authors but higher scores 

indicate a higher quality of research. Each article was assessed independently by two 

reviewers. Subsequently, both reviewers convened to discuss quality assessment scores 

(see Appendix A for blank quality assessment form). Cohen’s Kappa inter-rater 

reliability for quality scores was calculated at .89, suggesting almost perfect agreement 

(McHugh, 2012). The average scores from the quality assessment for each article are 

presented as percentages in Table 1. 
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RESULTS 

Of the nine studies included in this review, seven were cross-sectional and two used a 

longitudinal design. Six studies included FEP participants and three studies included 

ARMS participants. Most of the studies were based in the UK (k=6; Spain, k=1; 

Canada, k=2) and recruited clinical samples from early psychosis intervention services 

and community mental health services. For further information about included studies, 

please see Table 1. 

 

Determination of ARMS and FEP status 

The ARMS studies under review used valid and widely recognised methods to 

determine ARMS status (Gajwani et al., 2013; Quijada et al., 2015; Russo et al., 2017). 

Two studies under review did not report the assessment measures used to determine 

FEP status (Couture et al., 2007; Pruessner et al., 2013), however, the researchers 

clarified that all participants were recruited from early psychosis services. The 

remaining FEP samples were determined by ICD-10 or DSM-IV diagnoses of a 

psychotic disorder (Fett et al., 2016; Gumley et al., 2014; Korver-Nieberg et al., 2013; 

MacBeth et al., 2011). In accordance with FEP criteria, two studies specified that 

participants had presented to services with psychotic symptoms for the first time 

(Gumley et al., 2014; MacBeth et al., 2011). Two studies specified age limits of 13-

18/19 years for participants to ensure FEP status (Fett et al., 2016; Korver-Nieberg et 

al., 2013). 
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TABLE 1. Final peer-reviewed publications retrieved during systematic review 
Study and Design Participants  N Age 

(M)  
Gender 
(% male) 

Attachment 
Measure 

Key Outcome 
Measures 

Attachment 
measurement 
constructs 

Key Findings Quality 
rating 

Couture et al., 2007 
Cross-sectional 

FEP  96 23.7 66.3 ASQ • CASIG.	 Autonomous, 
ambivalent, 
avoidant, 
preoccupied 
 

• Avoidant	and	preoccupied	sig.	correlated	with	
lower	QoL.	

• Avoidant	sig.	correlated	with	poorer	social	and	
independent	living	skills.	

• Discomfort	with	closeness	sig	predicted	poorer	
social	and	community	functioning	and	QoL.	

95% 

Fett et al., 2016 
Cross-sectional 

EP 39 17 58 PAM • PANSS.	
• GPTS.	

Anxious, 
avoidant 
 

• Anxious	and	avoidant	attachment	significantly	
correlated	with	paranoia..	

• Avoidant	attachment	sig.	correlated	with	PANSS	
positive	symptoms	but	not	negative	symptoms.	

• No	sig.	correlation	between	anxious	attachment	
and	PANSS	symptoms.	
	

70.5% 

Gajwani et al., 
2013 
Cross-sectional 

UHR 51 19 64.7 RAAS  • BAI.	
• SIAS.	
• SPS.	
• BDI.	

Secure, 
dismissive, 
fearful, 
preoccupied 

• Insecure	attachment	sig.	predicted	elevated	
depression,	anxiety	and	social	anxiety.	

• Depression:	secure	<	preoccupied**,	fearful**.	
• Anxiety:	secure*,	dismissive*	<	preoccupied.	
• Social	Anxiety:	secure	<	fearful**,	preoccupied*.	
• Social	phobia:	secure**,	dismissive*	<	fearful.	

95% 

Gumley et al., 2014 
Prospective 12-
month cohort study 

FEP 
 

79 24.64 68.4 AAI • PANSS.	
• DUP.	

Autonomous, 
dismissing, 
preoccupied, 
unresolved, 
cannot classify 

• Secure	attachment	predicted	recovery	from	
PANSS	negative	symptoms	but	not	PANSS	
positive	symptoms	at	12	months.	

• Higher	secure	attachment	was	sig.	correlated	
with	better	insight	and	shorter	DUP.	

100% 

(Continues) 
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TABLE 1. (Continued) 
Study and Design Participants  N Age 

(M) 
Gender 
(% male) 

Attachment 
Measure 

Key Outcome 
Measures 

Attachment 
measurement 
constructs 

Key Findings Quality 
rating 

Korver-Nieberg et 
al., 2013 
Cross-sectional 

EP 32 17.1 61 PAM • CAPE.	
• GPTS.	

Anxious, 
avoidant. 

• Anxious	and	avoidant	attachment	sig.	correlated	
with	paranoia.	

91% 

MacBeth et al., 
2011 
Cross-sectional 

FEP 34 23.32 58 AAI • PANSS.	
• WHOQOL

-BREF.	
• DUP.	
• PAS.	
• SES.	
 

Autonomous, 
dismissing, 
preoccupied. 
 

• Attachment	style	was	not	sig.	correlated	with	
any	PANSS	symptoms	or	QoL.	

• No	differences	emerged	between	attachment	
classification	groups	on	any	PANSS	symptoms.	

• Service	engagement:	secure	>	dismissing*.	
• Treatment	adherence:	secure	>	preoccupied*.	

77% 

Pruessner et al., 
2013 
Cross-sectional 
 

FEP 58 23.25 65.5 PBI • SANS.	
• SAPS.	
• GAF.	
• CDS.	

Optimal 
parenting, 
affectionate 
constraint, 
affectionless 
control, 
neglectful 
parenting. 

• Parental	bonding	had	no	sig.	correlations	with	
any	psychotic	symptoms,	depression,	or	
functioning.	

• Trending	towards	significance:	Lower	maternal	
care	non-sig.	correlations	with	lower	global	
functioning,	more	negative	symptoms	and	
increased	depression.	

86% 

(Continues) 
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TABLE 1. (Continued) 
Study and Design Participants  N Age 

(M) 
Gender 
(% male) 

Attachment 
Measure 

Key Outcome 
Measures 

Attachment 
measurement 
constructs 

Key Findings Quality 
rating 

Quijada et al., 2015 
Longitudinal 
 

ARMS 
 

38 16.7 76.3 RQ • PANSS.	
• GAF.	

Secure, fearful, 
preoccupied, 
dismissing. 
 

• Higher	levels	of	secure	attachment	predicted	
greater	improvement	in	clinical	and	functioning	
outcomes	following	12	months	of	treatment.	

• Lower	levels	of	fearful	and	dismissing	
attachment	predicted	greater	improvement	in	
clinical	outcomes	at	12	months.	

• Lower	levels	of	preoccupied	attachment	were	
sig.	related	to	symptom	amelioration	at	12	
months.	

91% 

Russo et al., 2017 
Cross-sectional 

UHR 60 19.89 51.7 PAM • BDI.	
• BAI.	
• SSI.	

Anxious, 
avoidant. 

• Anxious	attachment	sig.	correlated	with	
schizotypy	paranoia	and	social	anxiety.	

• Avoidant	attachment	sig.	correlated	with	
schizotypy	paranoia.	

• Anxious	and	avoidant	attachment	were	not	sig.	
correlated	with	depression,	anxiety	or	other	
psychotic	symptoms.	

82% 

Abbreviations: ARMS, At-risk-mental-state; EP, Early Psychosis; FEP, First Episode Psychosis; QoL, Quality of Life; UHR, Ultra-high risk; 
Attachment measures: Adult Attachment Interview (AAI: Hesse, 2008; Main, Goldwyn, & Hesse, 2002); Attachment Style Questionnaire (ASQ: Feeney, Noller, & Hanrahan, 1994); Parental 
Bonding Inventory (PBI: Parker, Tulping, & Brown, 1979); Psychosis Attachment Measure (PAM: Berry et al., 2006); Revised Adult Attachment Scale (RAAS: Collins, 1996); Relationship 
Questionnaire (RQ: Bartholomew & Horowitz, 1991) 
Psychotic Symptom Measures: Duration of Untreated Psychosis (DUP); Green Paranoid Thoughts Scale (GPTS: Green et al., 2008); Positive and Negative Syndrome Scale (PANSS: Kay et 
al.,1987); Scale for Assessment of Negative Symptoms (SANS; Andreasen, 1983); Scale for Assessment of Positive Symptoms (SAPS; Andreasen, 1984); Schizoptypal Symptoms Inventory Brief 
Version (SSI; Hodgekins et al., 2012) 
Other measures: Beck Anxiety Inventory (BAI: Beck et al., 1988); Beck Depression Inventory (BDI: Beck et al., 1979); Calgary Depression Scale (CDS; Addington et al., 1990); Community 
Assessment of Psychic Experiences (CAPE: Stefanis et al., 2002); Client Assessment of Strengths Interests and Goals (CASIG: Wallace, Lecomte, Wilde, & Liberman, 2001); Global Assessment 
of Functioning Scale (GAF; Luborsky, 1962); Premorbid Adjustment Scale (PAS; Cannon-Spoor, Potkin, & Wyatt, 1982); Service Engagement Scale (SES; Tait, Birchwood, & Trower, 2002); 
Social Interaction Anxiety Scale (SIAS: Mattick & Clarke, 1998); Social Phobia Scale (SPS: Mattick & Clarke, 1998); World Health Organisation Quality of Life – Brief Version (WHOQOL-
BREF; WHOQOL Group 1998) 
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Measures of attachment 

Six measures of attachment were used in the nine included studies (see Table 1). The 

most commonly used was the Psychosis Attachment Measure (PAM) (Berry et al., 

2006) (k=3). 

 

Attachment and key outcome variables 

Psychotic symptoms 

Five of the seven studies that explored the relationship between attachment and 

psychotic symptoms found significant relationships. Gumley et al. (2014) reported that 

attachment security in FEP predicted recovery from PANSS negative, but not positive, 

symptoms at 12 months. Additionally, higher levels of secure attachment predicted 

better insight and shorter duration of psychosis (Gumley et al., 2014). Similarly, 

Quijada et al. (2015) reported that ARMS participants with lower baseline levels of 

avoidant attachment showed greater improvement in PANSS Positive, Negative and 

Total symptoms across one year of treatment, over-and-above the effects of baseline 

symptoms. Lower levels of dismissing attachment in ARMS at baseline predicted 

greater decreases in overall PANSS symptoms after 12 months of treatment (Quijada 

et al. 2015). Lower levels of fearful attachment in ARMS predicted greater decreases 

in PANSS positive, negative and total scores than those with higher fearful attachment 

after the 12 months (Quijada et al., 2015). Furthermore, lower levels of preoccupied 

attachment at 12 months were related to improvements in overall PANSS symptoms 

(Quijada et al. 2015).  

Fett et al. (2016) reported that PANSS positive symptoms were marginally 

associated with attachment avoidance in EP individuals but not attachment anxiety.  

Fett et al. (2016) and Korver-Nieberg et al. (2013) also observed significant 
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associations between paranoia and anxious and avoidant attachment in FEP individuals. 

Russo et al. (2017) reported that within ARMS, anxious attachment was significantly 

associated with schizotypy paranoia and a strong but non-significant relationship was 

reported between paranoia and avoidant attachment. However, neither attachment 

anxiety nor avoidance were observed to be significantly correlated with any other 

psychotic symptoms (Russo et al., 2017). MacBeth et al. (2010) observed no significant 

association between attachment and psychotic symptomatology in FEP. 

Pruessner et al. (2012) reported that lower maternal care in FEP individuals was 

associated with more negative symptoms, however this correlation was deemed non-

significant following Bonferroni corrections for multiple comparisons. Maternal care 

was not significantly associated with positive symptoms (Pruessner et al., 2012). The 

association between paternal care and psychotic symptoms failed to reach significance 

(Pruessner et al., 2010). Neither anxious nor avoidant attachment were significantly 

associated with negative symptoms in an EP sample (Fett et al., 2016). 

 

Depression 

Of the three studies that explored the relationship between attachment and symptoms 

of depression in ARMS and FEP, one reported significant findings. Gajwani et al. 

(2013) observed that securely attached ARMS individuals had significantly lower 

levels of depression than those with preoccupied or fearful attachment styles. Pruessner 

et al. (2012) found that lower maternal care in FEP individuals was associated with 

increased depression, however this correlation did not survive Bonferroni corrections. 

A non-significant association between paternal care and depression emerged (Pruessner 

et al., 2012). Russo et al. (2017) observed no significant associations between 
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attachment and depression in ARMS, yet a positive correlation approaching 

significance was reported between anxious attachment and depression. 

 

Anxiety 

Two studies explored the relationship between attachment and anxiety in early 

psychosis and both reported significant results. Among ARMS individuals, anxiety was 

significantly higher in those with preoccupied attachment than those with secure or 

dismissing attachment (Gajwani et al., 2013). Participants with fearful and preoccupied 

attachment had significantly greater social anxiety than those with secure attachment 

and participants with fearful attachment had greater social phobia than those with 

secure or dismissive attachment (Gajwani et al., 2013). Russo et al. (2017) reported a 

significant correlation between anxious attachment and schizotypy social anxiety in 

ARMS and observed a positive but non-significant association between anxious 

attachment and anxiety. 

 

Functioning 

Four studies explored the relationship between attachment and functioning in ARMS 

and FEP. Quijada et al. (2015) reported that higher baseline secure attachment in 

ARMS participants was associated with greater improvements in functioning following 

12 months of psychosocial treatment. Couture et al. (2007) found that FEP participants’ 

problematic attachment in peer relationships was associated with poorer social 

functioning, poorer quality of life and engagement in inappropriate community 

behaviours.  

MacBeth et al. (2011) reported a significant association between attachment and 

overall service engagement in FEP. Specifically, FEP individuals with secure 
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attachment styles exhibited better functioning in terms of treatment adherence than FEP 

individuals with preoccupied attachment and better engagement with services 

compared to FEP individuals with dismissing attachment (MacBeth et al., 2011). 

Pruessner et al. (2013) reported a non-significant positive relationship between lower 

maternal care and lower global functioning in FEP. 

 

Comparing Cross-Sectional and Longitudinal Studies 

When comparing results from cross-sectional and longitudinal studies, findings are 

mixed. Longitudinal studies within the current review explored functioning and 

psychotic symptoms but did not examine anxiety or depression. As highlighted above, 

cross-sectional associations between attachment and psychotic symptoms were weak 

or non-significant (Fett et al., 2016; MacBeth et al., 2011; Pruessner et al., 2013; Russo 

et al., 2017), except for paranoia, which was observed to have a strong, significant, 

positive relationship with insecure attachment in ARMS and FEP populations (Fett et 

al., 2016; Korver-Nieberg et al., 2013; Russo et al., 2017). 

In contrast, longitudinal studies reported a significant relationship between 

attachment and recovery from psychotic symptomatology with higher levels of secure 

attachment predicting greater improvement in psychotic symptoms following 12 

months in ARMS and FEP individuals (Gumley et al., 2014; Quijada et al., 2015). 

Additionally, both cross-sectional and longitudinal studies reported significant and 

positive associations between higher levels of secure attachment and better functioning 

in ARMS and FEP (Couture et al., 2007; MacBeth et al., 2011; Quijada et al., 2015). 

Only one study observed a non-significant but, nonetheless, still a positive association 

between attachment and functioning (Pruessner et al., 2013). 
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Comparing results in FEP and ARMS studies 

No studies within the current review directly compared FEP and ARMS participants 

in terms of attachment and clinical symptoms and functioning, therefore any 

comparisons that this review makes between FEP and ARMS are only tentative. 

Cross-sectional studies reported comparable results regarding the relationship 

between attachment style and clinical and functional outcomes in ARMS and FEP 

individuals, as detailed above. However, as regards longitudinal studies included in 

this review, ARMS participants tended to exhibit a wider range of clinical and 

functional improvements when compared with FEP participants. While FEP 

individuals with greater attachment security demonstrated significant improvements 

in PANSS negative symptoms after one year of treatment (Gumley et al.), ARMS 

individuals with greater attachment security demonstrated improvements across all 

PANSS symptomatology after one year of treatment (Quijada et al., 2015). 
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DISCUSSION 

The current systematic review aimed to provide a narrative synthesis of the relationship 

that attachment has with symptoms and functioning among individuals in the ARMS 

and FEP. In doing so, it aimed to assess whether attachment theory might further our 

understanding of the development of psychosis. It also aimed to identify questions for 

future research and any clinical implications from the findings. 

 

Attachment and psychotic symptoms 

Five of the seven studies that explored the relationship between attachment and 

psychotic symptoms found a significant relationship. The two longitudinal studies 

observed that higher levels of secure attachment at baseline significantly predicted 

greater recovery from psychotic symptomatology (Gumley et al., 2014; Quijada et al., 

2015). Notably, FEP and ARMS populations demonstrated differing recovery 

outcomes. While FEP individuals with greater attachment security demonstrated 

significant improvement in PANSS negative symptoms (Gumley et al.), ARMS 

individuals with higher levels of secure attachment were observed to improve across 

all PANSS symptomatology (Quijada et al., 2015). Thus, tentatively suggesting that 

identifying ARMS individuals and providing relevant and timely treatment may lead to 

better recovery from psychotic symptoms prior to the onset of FEP (McGorry, 

Hartmann, Spooner, & Nelson, 2018).   

 Cross-sectional relationships between attachment and psychotic symptoms 

tended to be weak or non-significant (Fett et al., 2016; MacBeth et al., 2011; Pruessner 

et al., 2013; Russo et al., 2017). Only paranoia was observed to have a strong significant 

positive relationship with insecure attachment across studies (Fett et al., 2016; Korver-

Nieberg et al., 2013; Russo et al., 2017). Non-significant results may reflect the small 
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sample sizes of some studies (N=34; MacBeth et al., 2011) or the absence of 

adjustments to control for co-occurring symptoms (Sitko, Bentall, Shevlin, O’Sullivan, 

& Sellwood, 2014). Cross-sectionally, the link between attachment and psychotic 

symptoms appears to be tenuous in ARMS and FEP. However, in longitudinal research, 

it appears that a stronger relationship between attachment and recovery from psychotic 

symptomatology may exist. 

Mixed results were also reported regarding the association between attachment 

and depression in early psychosis. Only one of three studies that explored the 

relationship between attachment and depression reported a significant result. Securely 

attached ARMS participants had significantly lower levels of depression than those 

with a preoccupied or fearful attachment style (Gajwani et al., 2013). Pruessner et al. 

(2012) and Russo et al. (2017) reported positive associations between insecure 

attachment and depression that were approaching significance. Similarly, some studies 

found significant associations between attachment and anxiety. Gajwani et al. (2013) 

reported that anxiety, social anxiety and social phobia were significantly higher in 

ARMS individuals with insecure attachment compared to those with secure attachment 

and Russo et al. (2017) observed a significant positive relationship between attachment 

anxiety and schizotypy social anxiety in ARMS. 

 

Attachment and functioning 

On the whole, attachment appeared to have a significant relationship with functioning 

in ARMS and FEP. Four studies explored the relationship between attachment and 

functioning and all four studies reported a positive association between secure 

attachment and better functioning both cross-sectionally (Couture et al., 2007; MacBeth 

et al., 2011; Pruessner et al. 2013) and longitudinally (Quijada et al., 2015). Taking this 
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into consideration, it seems that secure attachment in early psychosis may be 

significantly related to better functioning. However, a variety of different areas of 

functioning were assessed using different measures across studies, therefore only 

tentative comparisons across studies can be made. 

 

Determination of ARMS and FEP status 

The ARMS studies reviewed used robust and widely recognised assessments to 

determine ARMS status (see Table 1), as recommended by clinical and research experts 

in psychosis (Klosterkötter et al., 2005; NICE, 2016). However, the criteria used to 

establish FEP status varied widely. Some studies reported using recognised means to 

determine FEP status and others reported no formal assessment of FEP status but 

indicated that participants were recruited from early psychosis services (see Table 1). 

Therefore, homogeneity in FEP samples cannot be assumed across the studies under 

review and this may partially explain the inconsistent results observed across studies. 

 

Measures of Attachment 

The most commonly used attachment measure within the current review was the 

PAM. This is the most widely used attachment measure in psychosis (Bucci et al., 

2017) and has demonstrated good validity and reliability in clinical and non-clinical 

samples (Berry, Barrowclough, & Wearden, 2008). However, the PAM is not 

designed to facilitate categorization of attachment styles which limits comparison 

across studies (Kvrgic et al., 2011) and some research has criticized its poor construct 

validity for assessing attachment in psychosis (Olbert et al., 2016). The reliability of 

other attachment measures (e.g. the PBI; Parker, Tulping & Brown, 1979) within 

insecure samples (Ravitz et al., 2010), such as early psychosis populations, has also 



Attachment and Early Psychosis 
 

	 27	

been critiqued. Given that ARMS and FEP populations are at an increased 

vulnerability to insecure attachment styles (Carr et al., 2018) this is an important 

consideration for future researchers selecting appropriate assessment tools. 

Attachment categories are not consistently reported in all studies in the current 

review, therefore, preventing direct comparisons of attachment subgroups and the 

resultant implications for symptoms and functioning across studies. Considering this, 

a more standardized approach to measuring and reporting attachment characteristics 

in this population may be beneficial to future research sensitivity. 

 

Strengths and limitations 

This paper provides the first systematic review of the literature examining the 

relationship of attachment in ARMS and FEP individuals with their symptoms and 

functioning. All studies reviewed were of a high quality as assessed by the independent 

raters and produced quality ratings of 70.5% or above. Secondly, building upon 

knowledge from earlier reviews which only included cross-sectional studies (Carr et 

al., 2018), the current review included data from longitudinal research on attachment 

in ARMS and FEP which allows further insight into the potentially predictive 

relationship between attachment and outcomes. 

Previous reviews have studied attachment across the psychosis spectrum; 

however, research has indicated that ARMS and FEP are distinct from established 

psychosis and need to be carefully studied and distinguished in their own right 

(McGorry, Killackey, Lambert, & Lambert, 2005; McGorry & Singh, 

1995). Accordingly, a strength of the current review is its focus on the relationship 

between attachment with symptoms and functioning exclusively in ARMS and FEP 

populations. 
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This systematic review was potentially limited by the search strategy utilised 

which did not include key words relating to outcome variables. It is important to 

acknowledge that the inclusion of outcome variables in the search process may have 

enhanced the quality of the search strategy and ensured it was exhaustive.  

As highlighted above, the variability across studies in attachment and other 

outcome measures, as well as the differing criteria used to establish FEP status, all limit 

the generalisability of the results reported in this review. A number of studies 

highlighted self-selection and referral biases, small sample sizes, reliance on self-report 

and retrospective measures and cross-sectional data as methodological limitations. 

Previous research has highlighted particular concerns regarding the use of 

retrospective measures in psychotic populations due to the cognitive impairments, 

delusions, and detachment from reality that are associated with psychosis (Fisher et al., 

2011). These experiences can create doubt regarding the reliability of self-report 

retrospective measures and may have further implications for the validity and accuracy 

of results and resultant interpretations associated with research in psychotic populations 

(Fisher et al., 2011). However, a number of studies have highlighted that the use of self-

report retrospective measurements is a methodological limitation within all samples 

and research does not suggest that it is any more problematic in populations with 

psychosis compared to non-clinical populations (Fisher et al., 2011; Simpson et al., 

2019). 

Anxiety symptoms and anxious attachment are intrinsically linked as both share 

similar aetiologies (i.e. attachment style and anxiety regulation strategies both develop 

mainly within the interpersonal context of early attachment relationships and persist 

into adulthood) as well as similar presentations (i.e. difficulties with emotional 

regulation, higher levels of anxiety, negative internal working models of self and 
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others) (Nolte, Guiney, Fonagy, Mayes, & Luyten, 2011). Accordingly, the potential 

for shared variance between these two constructs is high, which may pose difficulties 

for interpreting results regarding attachment and anxiety due to their potential overlap. 

This is a limitation within the current review. 

Additionally, only three studies on attachment in ARMS met inclusion criteria 

for the current review, thus highlighting the need for further research in this area. This 

systematic review included only articles with abstracts published in the English 

language. This is a limitation of the study as there may be comparative research from 

other countries exploring attachment in early psychosis. There may also be evidence of 

bias because of selective reporting of results. As regards a number of studies in this 

area, there were no published results beyond conference proceedings, therefore these 

studies were excluded.  

 

Clinical implications 

This review has highlighted a number of findings that may have significant clinical 

implications for ARMS and FEP populations. Firstly, insecure attachment was 

observed to be significantly related to paranoia. Similarly, previous research has 

indicated that insecure attachment styles may be involved in the development and 

maintenance of specific psychotic symptoms, such as paranoia (Berry et al., 2007).  

Therefore, it may be beneficial for clinicians to consider attachment style during the 

assessment and intervention processes as a client’s insecure attachment may be 

influencing their levels of paranoia which can, in turn, negatively impact upon their 

quality of life as well as treatment engagement and therapeutic alliance. 

Secondly, higher levels of attachment security in ARMS and FEP individuals 

were significantly, positively associated with greater functioning in terms of self-care, 
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interpersonal relationships and quality of life. Accordingly, clinical interventions that 

focus on improving attachment security may also improve levels of functioning in 

ARMS and FEP populations (Russo et al., 2017; Sitko et al., 2014).  

Finally, the findings of longitudinal studies included in this review suggest that 

secure attachment is related to greater improvements in psychotic symptomatology in 

ARMS and FEP. This indicates the potential merit of interventions that focus on 

enhancing attachment security in ARMS and FEP in order to reduce psychotic symptom 

severity and improve long-term clinical outcomes. 

 

Future research recommendations 

Research exploring attachment in ARMS is currently limited, thus further studies in 

this area are warranted. This systematic review highlights the need for a more 

standardized approach to measuring and reporting attachment characteristics in early 

psychosis to improve future research sensitivity and ease comparison across studies. 

Given the promising results linking secure attachment to improvement in symptoms 

and functioning reported above, future researchers should prioritise prospective studies 

to further explore the impact of attachment on longitudinal outcomes in ARMS and 

FEP. 
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TECHNICAL APPENDICES 

Appendix A 

Quality Assessment Tool for Quantitative Research (Kmet, Lee & Cook, 2004) 
 

Authors     
Criteria Yes 

(2) 
Partial 
(1) 

No 
(0) 

N/A 

1. Question/Objective sufficiently described?     
2. Study design evident and appropriate?     
3. Method of subject/comparison group selection 
or source of information/input variables described 
and appropriate? 

    

4. Subject (and comparison group, if applicable) 
characteristics sufficiently described? 

    

5. If interventional and random allocation was 
possible, was it described? 

    

6. If interventional and blinding of investigators 
was possible, was it reported? 

    

7. If interventional and blinding of subjects was 
possible, was it reported? 

    

8. Outcome and (if applicable) exposure 
measure(s) well defined and robust to 
measurement / misclassification bias? Means of 
assessment reported? 

    

9. Sample size appropriate? (sample size 
justification used? National Heart Lung and Blood 
Institute 2014 

    

10. Analytic methods described/justified and 
appropriate? 

    

11. Some estimate of variance is reported for the 
main results? 

    

12. Controlled for confounding?     
13. Results reported in sufficient detail?     
14. Conclusions supported by the results?     

Total     
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Abstract 

Purpose: This study sought to investigate whether the experience of childhood trauma 

increases the likelihood that individuals with psychosis will be motivated to drink alcohol as 

an avoidant coping strategy and adopt a ‘sealing over’ recovery style. 

Method: Seventy-two participants with a diagnosis of a psychotic disorder completed 

assessments of childhood trauma, drinking motives, recovery style, and alcohol use. 

Results: Overall current alcohol use was low but 34.8% of respondents reported a history of 

alcohol-related problems. Childhood emotional abuse predicted motivation to drink alcohol to 

cope and a history of alcohol-related problems. The relationship between emotional abuse and 

history of alcohol-related problems was fully mediated by motivation to drink alcohol to cope. 

Recovery style was not observed to be related to any key variables. 

Conclusions: Findings highlight the need to routinely assess childhood trauma in clinical 

practice and to consider the impact of emotional abuse upon coping strategies in individuals 

with psychosis during treatment. Theoretical implications and recommendations for future 

research are suggested. 

 

 

Keywords: psychosis; childhood emotional abuse; drinking motives; recovery style; alcohol. 
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Introduction 

Alcohol and Psychosis 

Numerous epidemiological surveys have reported that alcohol use disorders (AUDs) are over 

three times as common among individuals with psychosis compared to the general population 

(Hartz et al., 2014; Kessler, Chiu, Demler, Merikangas, & Walters, 2005; Regier et al., 1990;). 

Additionally, lifetime prevalence rates of AUDs reportedly range from 20-50% for individuals 

with psychosis (Barnes, Mutsatsa, Hutton, Watt, & Joyce, 2006; Brunette et al., 2018; 

Koskinen, Löhönen, Koponen, Isohanni, Miettunen, 2009). 

AUD comorbidity is associated with a variety of severely adverse implications for the 

course and treatment of psychosis (Buckley et al., 2009), such as increases in; positive 

symptoms, medication non-compliance, and suicidality (Hor & Taylor, 2010; McClean, 

Gladman & Mowry, 2012; Mork et al., 2012; Zhornitsky et al., 2010).  

It is important to explore the factors that motivate an individual with psychosis to 

engage in alcohol use. In this regard, the investigation of drinking motives and recovery styles 

may help explain the prevalence of AUDs amongst individuals with psychosis. 

 

Motivation to Drink Alcohol to Cope and Recovery Styles 

Many researchers have hypothesised that the comorbidity between severe mental illness and 

alcohol use, may in part, be motivated by a desire to cope with emotional distress (Gregg, 

Barrowclough, Haddock, 2007; O’Hare & Sherrer, 2012). Evidence has indicated that 

motivation to drink alcohol to cope may be more strongly associated with alcohol-related 

problems than other drinking motives among clinical and non-clinical samples (Gregg, 

Barrowclough, Haddock, 2009; Holahan, Moos, Holahan, Cronkite, & Randall, 2004; O’Hare 

& Shen, 2012). 
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Research among individuals with psychosis suggests that psychotic experiences are 

among the most common triggers for alcohol and other substance use (Gregg et al., 2007). 

Thus, suggesting that individuals with psychosis may be motivated to drink alcohol to cope 

with and disengage from psychotic experiences (Gregg et al, 2007). While it is important to 

note that other substances could be fulfilling the same function as alcohol in terms of 

disengaged coping for people with psychosis, the current study has chosen to restrict its focus 

to alcohol use since alcohol is the most common substance of abuse used by individuals with 

chronic psychosis and comorbid substance use disorder (Brunette et al., 2018; Buckley et al., 

2009). 

As regards coping with psychotic symptoms, it has been theorised that individuals with 

psychosis typically respond using one of two recovery styles; integration or sealing over 

(McGlashan, 1987). Integration involves actively attempting to cope with psychosis by using 

engaged coping strategies e.g., problem-solving and emotion regulation skills, and has been 

associated with positive outcomes e.g. lower relapse rates and higher social functioning 

(Drayton, Birchwood, & Trower, 1998; Thompson, McGorry, Harrigan, 2003). Conversely, 

sealing over encompasses disengaged coping strategies e.g., denial and avoidance (Drayton et 

al., 1998; Tait, Birchwood, & Trower, 2003) and has been associated with more severe 

psychotic disturbances and service disengagement (Startup, Wilding & Startup, 2006).  

Taken together, these findings suggest there may potentially be a link between drinking 

motives, recovery style and alcohol use in psychosis. Therefore, it could be hypothesised that 

within psychosis, a sealing over recovery style and motivation to drink alcohol to cope, may 

contribute to the prevalence of AUDs in this population. As of yet, research has not explored 

this potential relationship. 
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Childhood Trauma, Psychosis and Alcohol  

The term childhood trauma is used to capture a range of adverse childhood experiences (ACEs) 

(Bernstein et al, 2003; Morgan & Fisher, 2007). Within the current study, childhood trauma is 

operationalised as five distinct variables, namely; Childhood Sexual Abuse (CSA), Childhood 

Physical Abuse (CPA), Childhood Emotional abuse (CEA), Childhood Physical Neglect 

(CPN), and Childhood Emotional Neglect (CEN). Experiences of childhood trauma can be 

assessed using widely used and validated measures such as the Childhood Trauma 

Questionnaire (Bernstein et al., 2003). 

Population-based studies suggest that childhood trauma is strongly associated with 

increased risk for psychosis (Varese et al., 2012). The estimated prevalence of childhood 

trauma in individuals with psychosis varies from 28-73% (Bendall, Jackson, Hulbert, 

McGrory, 2008) and a history of ACEs has repeatedly been associated with psychosis 

(Arseneault et al, 2011; Bebbington et al., 2011; Cutajar et al., 2010; Duhig et al., 2015). 

Research has found that childhood trauma can mediate the course and outcome of psychosis, 

e.g. poorer social functioning (Davidson et al., 2009), a higher rate of suicide attempts (Alvarez 

et al., 2011), and dissociative symptoms (Vogel et al., 2009). While there is some evidence that 

childhood trauma is associated with higher levels of alcohol use in individuals with psychosis 

(Ramsay et al., 2011), findings are mixed (Duhig et al., 2015), therefore further investigation 

is warranted to identify whether childhood trauma does contribute to alcohol use in psychosis. 

Moreover, some research has indicated that individuals who have experienced 

childhood trauma may be more likely to use avoidant coping strategies which are linked with 

mental health problems in adulthood (Ghazanfari, Rezaei, & Rezaei, 2018; Reddy, Pickett, & 

Orcutt, 2006; Fortier et al., 2009; Sesar, Simic & Barisic, 2010). Furthermore, research 

indicates that childhood trauma may lead to increased substance use as a coping mechanism 

(Lotzin, Haupt, Schönfels, Wingenfeld, & Schäfer, 2016; Simons, Ducette, Kirby, Stahler, & 
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Shipley, 2003), and that the relationship between childhood trauma and alcohol use is 

significantly mediated by the perceived efficacy of alcohol as a means of coping (Grayson & 

Nolen-Hoeksema, 2005; Schuck & Widom, 2001).  

As childhood trauma has repeatedly been demonstrated to influence the course and 

outcome of psychosis, it is reasonable to theorise that the experience of childhood trauma in 

individuals with psychosis may increase their inclination to use a ‘sealing over’ recovery style 

which could include motivation to use alcohol to cope. Accordingly, this would suggest one 

pathway by which childhood trauma may contribute to the course and outcome of psychosis. 

However, despite the importance of investigating this issue, it remains thus far unexplored. 

 

Hypotheses 

This study aimed to investigate the following hypotheses among individuals with psychosis: 

1. Childhood trauma (operationalised as five distinct variables, namely; Child Sexual	

Abuse	(CSA),	Child	Physical	Abuse	(CPA),	Child	Emotional	Abuse	(CEA),	Child	Physical	

Neglect	 (CPN)	 and	Child	Emotional	Neglect	 (CEN)) will predict greater motivation to 

drink alcohol to cope 

2. Childhood trauma will predict higher levels of problematic alcohol use  

3. Childhood trauma will predict a tendency to use a sealing over recovery style  

4. The relationship between childhood trauma and alcohol use will be mediated by 

motivation to drink alcohol to cope and recovery style. 
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Method 

Design 

A cross-sectional design was employed combining self-report measures that pertain to current 

and retrospective presentation. 

 

Participants 

Seventy-two individuals with a confirmed diagnosis of a Diagnostic and Statistical Manual of 

Mental Disorders (5th ed.; DSM–5; American Psychiatric Association, 2013) psychotic 

disorder participated. Participants were mostly male (72.2%), ranged in age from 21-70 years, 

and 76.4% lived in mental health supported accommodation or residential units (see Table 1). 

Convenience sampling was used to recruit participants across two Health and Social Care 

Trusts in the UK. Individuals with a DSM-5 diagnosis of a psychotic disorder aged 18-70 

years old were considered for inclusion in the study. The majority of participants (47.2%) had 

a diagnosis of schizophrenia (see Table 1). Exclusion criteria were; history of a traumatic 

brain injury, a neurodegenerative disorder and a diagnosis of an Intellectual Disability. A 

member of the Clinical Mental Health Teams identified individuals who met eligibility 

criteria. Written informed consent was obtained from each participant. Full ethical approval 

for the current study was granted by Queen’s University Belfast and the local NHS research 

ethics committee. 

 

 

  



Psychosis and Alcohol Use 

	 57	

Table 1. Demographic information regarding study sample (N=72) 

  Mean SD 

Age:  42.89 12.39 

   

  N % 

Gender: Male 52 72.2% 

Female 20 27.8% 

   

Diagnosis: Schizophrenia 34 47.2% 

Paranoid Schizophrenia 16 22.2% 

Depression with Psychotic Features 6 8.3% 

Bipolar Disorder with Psychotic Features 5 6.9% 

Schizoaffective Disorder 11 15.3% 

   

Living 
Circumstances 

Independent or family home 17 23.6% 

Mental health supported accommodation or 
residential unit 

55 76.4% 

    

Marital Status: Single 56 77.8% 

Divorced 4 5.6% 

Married 4 5.6% 

Separated 4 5.6% 

In a Relationship 4 5.6% 

   

Highest 
Educational  
Level attained: 

Primary School 2 2.8% 

GCSEs 34 47.2% 

A Levels 6 8.3% 

Technical College 18 25% 

Undergraduate 9 12.5% 

Postgraduate 3 4.2% 

   

Employment 
Status: 

Unemployed 52 72.2% 

Volunteer Work 11 15.3 

Employed 5 6.9% 

Retired 3 4.2% 

Student 1 1.4% 
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Measures  

Independent Variable 

Childhood Trauma Questionnaire-Short Form (CTQ). The CTQ (Bernstein et al, 2003) is a 

28-item scale that provides a brief screening of adverse childhood experiences. Responses 

range from “never true” to “very often true,” on a 5-point Likert scale to assess; emotional, 

physical and sexual abuse and emotional and physical neglect. Scores range from 5–25 with 

higher scores indicating greater severity of abuse. The CTQ has demonstrated satisfactory 

psychometric properties (Bernstein et al., 2003; Fink, Bernstein, Handelsman, Foote, Lovejoy, 

1995) and has demonstrated reliability and validity among inpatients and outpatients with 

psychosis (Kim, Bae, Han, Oh, & Mcdonald, 2013).  

 

Mediator Variables 

Drinking Motives Questionnaire (DMQ). The DMQ (Cooper, Russell, Skinner, Windle, 1992) 

is a 15-item scale that measures the motivation to drink alcohol using three subscales: social 

enhancement, personal enhancement and coping motives. Participants indicate how frequently 

their drinking is motivated by each item on a 4-point Likert scale, ranging from 1 ‘never/almost 

never’ to 4 ‘almost always/always’. The subscales have demonstrated strong concurrent 

validity with other substance use measures (Cooper et al., 1992) and reliability and validity 

among populations with psychosis (Mueser, Nishith, Tracy, DeGirolamo, & Mollnaro, 1995; 

O’Hare & Shen, 2012). For the purpose of the current study, analysis focused on the DMQ-

Coping subscale. 

 

Recovery Style Questionnaire (RSQ). The RSQ (Drayton et al., 1998) is a 39-item self-report 

tool designed to measure the categories of psychosis recovery style; integration and sealing 

over (McGlashan, Levy & Carpenter, 1975). The RSQ is divided into 13 subscales, each 
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consisting of three items. Participants rate each item with ‘agree’ or ‘disagree’. A coding frame 

is used to identify each response as ‘sealing over’ (1 point) or ‘integration’ (2 points). Each of 

the 13 subscales is rated individually (3-4 points ‘sealing over’ and 5-6 points ‘integration’). A 

formula is used to calculate the overall RSQ percentage: (RSQ overall percentage = number of 

scales with overall rating of integration/ 13 x 100%) (Gruber et al., 2018; Mulligan & Lavender, 

2010). Higher percentage scores indicate a greater propensity towards integration.  The RSQ 

has strong criterion-related validity (r=.92) and re-test reliability (r=.81) and acceptable 

internal reliability (α=.73) (Drayton et al., 1998).  

 

Dependent Variable 

Alcohol Use Disorder Identification Test (AUDIT). The AUDIT (Saunders, Aasland, Babor, 

de la Fuente, Grant, 1993) is a 10-item self-report screening instrument that assesses harmful 

patterns of alcohol consumption. The measure enquires about frequency and quantity of alcohol 

intake over the past year, alcohol dependence and alcohol-related problems. For individuals 

who have not used alcohol within the past year, Items 9 and 10 can be used to determine past 

alcohol-related problems (Babor, Higgins-Biddle, Saunders, & Monteiro, 2001). Respondents 

who score points on these items may be vulnerable to relapse and are advised to avoid alcohol. 

Responses are scored from 0 to 4, with a maximum score of 40. Higher scores indicate more 

problematic drinking. The AUDIT has demonstrated strong internal consistency, sensitivity 

and specificity (all above .85) among individuals with psychosis (Dawe, Seinen, Kavanagh, 

2000).  
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Results 

Statistical Analyses 

Statistical analyses were conducted using SPSS version 25 (IBM Corp, 2011). Descriptive 

statistics are presented in Table 2. One participant was missing a significant amount of data 

and was removed for statistical analysis. Most variables were normally distributed (except 

CTQ-Sexual Abuse, CTQ-Physical Neglect and AUDIT-Use). Parametric and non-parametric 

analyses were used where appropriate. Kendall’s Tau B correlations were conducted to 

examine the relationships between all variables. Mann-Whitney U, Kruskal-Wallis H, t-tests 

and ANOVAs were performed to detect age and gender differences across key variables. 

Regression analyses were performed to test the predictive relationships within potential 

mediation models (Baron & Kenny, 1986). Mediation was conducted using the PROCESS 

macro and procedures outlined by Hayes (2018). Significant indirect effects were examined 

using the bootstrapped bias-corrected 95% confidence intervals of 5,000 bootstraps. 

Bootstrapping does not rely on the assumptions of normality and is appropriate for 

nonparametric data (Preacher & Hayes, 2008). Nonparametric bootstrapping with bias 

corrected confidence intervals offers the highest power to detect mediation whilst controlling 

for the Type I error rate (MacKinnon, Lockwood, & Williams, 2004). 
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Table 2. Descriptive statistics for study measures 

Measure Subscales Mean Median SD Achieved 

Range 

Cronbach’s 

Alpha 

AUDIT Use  6.01 3 8.22 0-33 .91 

 

 

Problems  1.38 .00 2.21 0-8 .64 

RSQ Total 

 

63.15 64 18.73 15-92 .73 

DMQ Coping 

 

9.11 7 4.93 5-20 .93 

CTQ Emotional 

Abuse 

10.87 9 5.83 5-25 .88 

 Physical Abuse 8.61 5 5.39 5-24 .92 

 Sexual Abuse 8.08 5 6.06 5-25 .98 

 Emotional 

Neglect 

11.15 9 5.78 5-25 .90 

 Physical Neglect 8.77 8 4.05 5-23 .70 

Abbreviations: AUDIT=Alcohol Use Disorders Identification Test; CTQ=Childhood 
Trauma Questionnaire;  DMQ=Drinking Motives Questionnaire; RSQ=Recovery Style 
Questionnaire; SD=Standard Deviation 

 

Alcohol Use 

The majority of the sample (76.4%; n=55) indicated no or low current alcohol use. Eight 

(11.1%) were categorised as high risk and another eight (11.1%) were categorised as possible 

dependence. Approximately 34.8% (n=25) endorsed AUDIT items 9 and 10 (history of 

alcohol-related problems). As current alcohol use levels (AUDIT-Use) within the sample 

were low but a significant proportion of the sample reported a history of alcohol-related 

problems, for the purpose of the current study, AUDIT Items 9 and 10 were combined to 

allow exploration of historical alcohol-related problems (AUDIT-Problems) in statistical 

analyses. Other AUDIT items have been used similarly in previous research (de Meneses-
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Gaya, Zuardi, Loureiro, & Crippa, 2009). Kruskal-Wallis tests indicated a significant age 

difference, !!(2) = 12.41, * = .002, with participants aged 21-35 years (,-. = 6) 

reporting significantly higher AUDIT-Use than participants aged 51-70 years (,-. = 1). No 

age or gender differences were observed in AUDIT-Problems. 

 

Childhood Trauma 

An overview of the number (%) of participants by severity level of CTQ subscales is shown 

in Table 3. Mann-Whitney U and t-tests revealed significant gender effects with women 

(sexual abuse: ,0-12. = 14; emotional abuse:	,02. = 	13.74) reporting significantly 

higher levels of childhood sexual (7 = 	792.50, * < .001) and emotional abuse (;(69) =

	−2.44, * = .011) than men (sexual abuse:,0-12. = 5; emotional	abuse:	,02. = 9.83). 

No age differences were observed across CTQ subscales. 

 

Table 3. Type and severity of childhood trauma 

 Minimal 

n(%) 

Moderate 

n(%) 

Severe 

n(%) 

Extreme 

n(%) 

Emotional 

abuse 

31(43.1%) 14(19.4%) 11(15.3%) 16(22.2%) 

Physical abuse 48(66.7%) 3(4.2%) 4(5.6%) 17(23.6%) 

Sexual abuse 50(69.4%) 3(4.2%) 5(6.9%) 14(19.4%) 

Emotional 

neglect 

36(50%) 16(22%) 9(12.5%) 11(15.3%) 

Physical neglect 32(44.4%) 14(19.4%) 15(20.8%) 11(15.3%) 

 

Recovery Style 

Most respondents (n=56; 78.9%) endorsed an integrated recovery style. Women (,02. =

71.05) reported higher levels of integration than men (,02. = 60.27), ;(69) = −2.21, * =

.031. No age differences were observed. 
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DMQ Coping 

No gender or age differences emerged in coping motives for drinking alcohol. 

 

Non-parametric Correlations 

Kendall’s Tau B correlations were conducted to identify significant relationships between key 

variables to explore potential mediation effects, as recommended by Jose (2013) (see Table 4). 

DMQ-Coping significantly correlated with AUDIT-Use and AUDIT-Problems. Recovery style 

was not observed to have significant associations with any other variables and was therefore 

excluded from further analyses. The following potential mediation model was identified;  

I. CTQ-Emotional Abuse (IV), DMQ-Coping (mediator) and AUDIT-Problems 

(DV).
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 Table 4. Kendall’s Tau B Correlations between Key Variables 

 AUDIT-Use AUDIT-Problems RSQ DMQ-Coping 

RSQ .01 .06 - - 

DMQ-Coping .40** .44** -.00 - 

CTQ-Emotional Abuse .10 .25* .05 .18* 

CTQ-Physical Abuse .09 .15 -.07 .13 

CTQ-Sexual Abuse -.09 .18 .05 .09 

CTQ-Emotional Neglect .14 .13 -.06 .27** 

CTQ-Physical Neglect .05 .17 -.02 .17 

*p<0.05, **p<0.01 
Abbreviations: AUDIT=Alcohol Use Disorders Identification Test; CTQ=Childhood Trauma Questionnaire;  
DMQ=Drinking Motives Questionnaire; RSQ=Recovery Style Questionnaire 
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Linear Regression Analysis 

The variables identified for a potential mediation model met the assumptions for linear 

regression. In line with the casual steps to mediation approach (Baron & Kenny, 1986), first 

the independent variable (IV) (CTQ-Emotional Abuse) was entered as a predictor to the 

mediator (DMQ-Coping) (path a). Next the IV was entered as a predictor to the dependent 

variable (DV) (AUDIT-Problems) (c’ path). Finally, the IV and mediator were entered together 

as predictors to the DV (c path) (see Table 5). 

CTQ-Emotional Abuse significantly predicted DMQ-Coping, (!	(1,69) = 5.98, -! =

.08, / = .05 ) and AUDIT-Problems ( !	(1,69) = 6.20, -! = .08, / = .05 ). When CTQ-

Emotional Abuse and DMQ-Coping were entered as predictors of AUDIT-Problems, the model 

improved significantly (!	(2,68) = 15.93, -! = .32, / < .001), and CTQ-Emotional Abuse 

became a non-significant predictor, thus, suggesting mediation (Zhao, Lynch, & Chen, 2010). 
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Table 5. Multiple linear regressions 

Regression Model B SE(B) b 

DMQ-Coping    

• CTQ-

Emotional 

Abuse 

.24 .10 .28* 

 

AUDIT-Problems 

   

• CTQ-

Emotional 

Abuse 

.11 .04 .29* 

 

AUDIT-Problems 

   

• CTQ-

Emotional 

Abuse 

.05 .04 .14 

• DMQ-Coping .23 .05 .51** 

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

Abbreviations: B=Unstandardized Beta Coefficient; SE(B)=Standard Error of the 
Unstandardized Beta Coefficient; b=Standardised Beta Coefficient; AUDIT=Alcohol Use 
Disorders Identification Test; CTQ=Childhood Trauma Questionnaire; DMQ=Drinking 
Motives Questionnaire; RSQ=Recovery Style Questionnaire 

 

Mediation Analysis  

Mediation results are displayed in Table 6 and Figure 1. CTQ-Emotional Abuse indirectly 

effected AUDIT-Problems through its effect on DMQ-Coping ( 34 = .05 ). A bootstrap 

confidence interval for the indirect effect based on 5,000 bootstrap samples was entirely above 

zero ( . 01, .12 ), indicating meaningful statistical significance. CTQ-Emotional Abuse 

significantly predicted DMQ-Coping (3 = .24), and DMQ-Coping significantly predicted 

AUDIT-Problems (4 = .23). There was no evidence that CTQ-Emotional Abuse influenced 

AUDIT-Problems independent of its effect on DMQ-Coping (6" = .05, / = .17), suggesting 
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“indirect only” or “full” mediation (Baron & Kenny, 1986; Zhao et al., 2010). Within this 

mediation model, the indirect effect of CTQ-Emotional Abuse through DMQ-Coping 

accounted for 32% of the variance in AUDIT-Problems (!	(2,68) = 15.94, -! = .32, / <

.001). Post-hoc power analysis revealed that this was a strong indirect effect (see Appendix 

B). 

 

Table 6. Mediation Analysis Results  

     95% BCa CI 

Path 8 SE(B) t p Lower  Upper 

Path a .24 .10 2.45 .017 .04 .43 

Path b .23 .05 4.86 < .001 .13 .32 

Total effect c .11 .04 2.49 .015 .02 .20 

Direct effect c’ .05 .04 1.38 .172 -.02 .13 

Indirect effect ab .05 .03 -  -  .01 .12 

Abbreviations: 9 =Standardised Beta Coefficient; BCa CI=Bias-Corrected and Accelerated 

Bootstrap Confidence Intervals; SE(B)=Bootstrapped Standard Error 
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Figure 1 Mediation model with CTQ-Emotional Abuse (IV), DMQ-Coping (mediator) and 
AUDIT-Problems (DV) 
  

DMQ-Coping

AUDIT-
Problems

CTQ-Emotional	
Abuse

c path = .11 

c' path = .05 

a p
ath

 =
 .2

4 

b path = .23 
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Discussion 

This study aimed to test the hypotheses that childhood trauma would predict the following in 

individuals with psychosis; greater motivation to drink alcohol to cope, higher levels of 

problematic alcohol use, and a sealing over recovery style. This study also aimed to explore 

whether the relationship between childhood trauma and alcohol-related problems is mediated 

by motivation to drink alcohol to cope and recovery style. 

The first hypothesis was partially supported as Childhood Emotional Abuse 

significantly predicted greater Motivation to Drink Alcohol to Cope. This supports previous 

research that found that individuals who have experienced CEA are at an increased risk of 

developing AUDs (Potthast, Neuner & Catani, 2014). Additionally, individuals with 

psychosis tend to endorse drinking motives to cope with distress (Gregg, Barrowclough & 

Haddock, 2009; O’Hare & Sherrer, 2011). This is concerning as drinking problems have been 

highlighted as significant predictors of disengagement from psychosis services (Richardson et 

al., 2019). Interestingly, no other subtypes of childhood trauma predicted motivation to drink 

alcohol to cope within the current sample. This finding is contrary to previous research which 

suggests that motivation to drink alcohol to cope mediates the relationship between CSA and 

alcohol problems in adult females (Grayson & Nolen-Hoeksema, 2005; Schuck & Widom, 

2001). The contrasting finding in the current study may reflect a gender difference as the 

majority of participants were male. In line with this, another study which included both 

genders indicated that amongst males, the relationship between childhood abuse or neglect 

and alcohol use was more significantly mediated by enhancement motives than coping 

motives for alcohol use (Goldstein, Flett, & Wekerle, 2010). Accordingly, enhancement 

motives may be a stronger predictor of alcohol use than coping motives in males who have 

experienced child abuse or neglect. However, Goldstein et al. (2010) did not explore each 

subtype of child abuse and neglect separately, as in the current study, therefore it is not 
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possible to determine the impact of each individual subtype of abuse on drinking motives 

within their study. 

In partial support of the second hypothesis, CEA significantly predicted higher levels 

of Alcohol-Related Problems. Similarly, previous studies reported that CEA increased the 

risk of AUDs in adulthood (Chamberland, Fallon, Black & Trocme, 2011; Moran, Vuchinish, 

& Hall, 2004). Of note, CSA, CPA and CPN had no significant relationship with alcohol use 

in the current sample, an unexpected finding given the strong associations in the literature 

between alcohol use and childhood physical and sexual trauma (Afifi, Brownridge, Cox & 

Sareen, 2006; Makhija & Sher, 2007). However, CEA is the least studied but most prevalent 

subtype of abuse (McDonald et al., 2016; Wright, Crawford & Castillo, 2009) and some 

studies have suggested that CEA may have a more significant impact upon certain health 

outcomes than other subtypes of childhood abuse. For instance, recent research has indicated 

that CEA may have a more predominant role in the development of AUDs than other 

subtypes of abuse (Potthast et al., 2014; Schwandt, Heilig, Hommer, George & Ramchandani, 

2013). Additionally, CEA has been highlighted as a stronger predictor of psychiatric 

disorders than other subtypes of childhood trauma amongst a sample of 19,652 participants 

(McDonald et al., 2016). Also, a systematic review of 44 studies indicated that CEA was the 

most significant predictor of schizophrenia in adulthood, more so than any other subtype of 

childhood trauma (Carr et al., 2013). Therefore, it is possible that CEA may have a more 

harmful impact upon health outcomes than has previously been recognised (Lotzin et al., 

2016). The impact of CEA may have been underestimated in past research and further 

research is warranted. 

The third hypothesis was rejected, as recovery style was not observed to have a 

significant relationship with childhood trauma. This relationship has not been explored in 

previous research, although earlier studies have reported significant associations between 
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recovery style and negative early attachment experiences (Drayton et al., 1998; Tait et al., 

2003). However, Mulligan and Lavender (2010) reported no significant relationship between 

recovery style and recollections of poor parental bonding. A very low proportion of the 

current sample demonstrated a sealing over recovery style, which may have influenced the 

non-significant association between recovery style and childhood trauma. This mirrors 

findings in some studies (Gruber et al., 2018; Mulligan & Lavender, 2010), whereas others 

have reported higher levels of sealing over (Espinosa, Valiente, Rigabert, & Song, 2016; 

Thompson et al., 2003).  

The mediation hypothesis was partially supported. As outlined above, recovery style 

was not significantly related to any key variables and was excluded from mediation analyses. 

However, the relationship between CEA and Alcohol-Related Problems in individuals with 

psychosis was fully mediated by Motivation to Drink Alcohol to Cope. This suggests that 

although CEA may partially predict Alcohol-Related Problems, this relationship is dependent 

upon an individual’s Motivation to Drink Alcohol to Cope. Of note, participants’ levels of 

current alcohol use were unexpectedly low given the strong relationship between AUDs and 

psychosis in the literature (Hartz et al., 2014), yet, 35% of respondents reported a history of 

Alcohol-Related Problems. The majority of respondents (76.4%) lived in supported 

accommodation or residential units with healthcare staff to monitor alcohol use and support 

abstinence, suggesting participants were relatively stable and engaged in treatment. Current 

alcohol use and history of alcohol-related problems were significantly associated with 

motivation to drink alcohol to cope which suggests that maintaining abstinence may be 

challenging for this sample. Given these findings, it could be hypothesised that individuals 

with psychosis who have a history of alcohol-related problems may still be vulnerable to 

relapse if their alcohol use was motivated by attempts to cope. These individuals may require 

additional support to develop alternative coping strategies and may need further 
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psychological input to resolve underlying issues that have contributed to their use of alcohol 

as a coping mechanism. 

 

Theoretical Implications 

This is the first study to suggest that, in individuals with psychosis, CEA may predict 

hazardous alcohol use and that this relationship is mediated by the individual’s motivation to 

use alcohol as a coping mechanism. This mediational relationship has been theorised amongst 

non-clinical adults but not yet samples with a psychotic disorder, as far as the authors are 

aware (Dvorak, Kuvaas, Lamis, Pearson, & Stevenson, 2015; Shin, Lee, Jeon, & Wills, 

2015). This finding is in line with the idea that individuals with psychosis who have 

experienced CEA may have impaired behavioural and emotional regulation capabilities, and 

may be more motivated to use alcohol as a method of coping, which, in turn, may increase 

their likelihood of using alcohol harmfully.  

 

Clinical Implications 

This study highlights the importance of assessing childhood trauma in routine clinical 

practice and considering experiences of CEA in treatment plans. Although the current sample 

are relatively stable and engaged in treatment, they may still be vulnerable to relapse due to 

their levels of motivation to drink alcohol to cope. This suggests a need to support individuals 

with psychosis to develop a repertoire of adaptive coping strategies to reduce their motivation 

to use alcohol as a means of coping. It is likely that they will require further psychological 

input to address underlying issues that have contributed to their harmful alcohol use. 
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Methodological Limitations and Recommendations for Future Research 

This study is limited by its use of cross-sectional, self-report and retrospective data which 

prevents the determination of causality amongst variables, and may have been impacted by 

recall bias and social desirability. However, research has suggested that retrospective 

reporting of childhood trauma is corroborated by other sources of information amongst 

healthy controls and individuals experiencing psychosis (Fisher et al., 2011; Varese et al., 

2012).  Whilst the majority of participants had a confirmed diagnosis of schizophrenia, the 

sample included participants with diagnoses across the psychosis spectrum. Some research 

has suggested that individuals across the psychosis spectrum have distinct presentations that 

may limit comparability across diagnoses (Mancuso et al., 2015). Therefore, the diagnostic 

heterogeneity of the current sample may have influenced findings. The mediation model 

accounted for 32% of the variance in alcohol-related problems indicating that the remainder 

of the variance is explained by variables that were not explored in the current study. Data 

regarding stage of psychosis were not gathered which may account for some of the 

unexplained variance. Also, respondents were not asked about substance use aside from 

alcohol, which may have confounded results due to the high incidence of alcohol plus other 

substance use in psychosis. Alcohol use was low in the current sample, suggesting 

participants were engaged in treatment and relatively stable, therefore potentially limiting the 

generalisability of findings to other populations with psychosis. However, the current sample 

was demographically similar to most psychotic populations in research i.e. male, middle-

aged, living in supported accommodation (Morgan et al., 2012). Future prospective research 

is needed to explore the developmental processes linking emotional abuse, drinking motives 

and alcohol use amongst individuals with psychosis. 
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Conclusion 

Our findings suggest that amongst a relatively stable and treatment-engaged sample of 

individuals with psychosis, experiences of childhood emotional abuse may increase the 

likelihood of alcohol-related problems in adulthood, and that this relationship may be 

mediated by an individual’s motivation to drink alcohol to cope with distress. Although most 

of the participants were currently abstinent from alcohol, many endorsed motivation to drink 

alcohol to cope which may indicate that this population is vulnerable to relapse and in need of 

extra support in the development of alternative coping strategies and may benefit from the 

treatment of underlying issues with addiction. 
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Technical Appendices 

Appendix A 

A Priori Sample Size Calculation 

G*Power (Faul, Erdfelder, Lang, & Buchner, 2007) was used to compute the required sample 

size. The planned analysis is a mediation model with Alcohol Use as the dependent variable, 

Recovery Style and Motivation to Drink Alcohol to Cope as mediating variables, and the multi-

dimensional construct of Childhood Trauma as the independent variable. Each Childhood 

Trauma variable (i.e. Physical Abuse, Emotional Abuse, Sexual Abuse, Physical Neglect and 

Emotional Neglect) will be entered as an independent variable into a separate mediation model. 

The dependent variable (Alcohol Use) and mediating variables (Recovery Style and Motivation 

to Drink Alcohol to Cope) will remain consistent across all mediation models. Accordingly, an 

a priori linear multiple regression model with three predictor variables and one dependent 

variable was conducted. A medium effect size of 0.15 was entered into the model as this 

represented the smallest effect that would potentially be significant and clinically meaningful 

given findings from previous research (Cunningham & McCrum-Gardner, 2007; Devane, 

Begley, Clarke, 2004). The a priori power analysis indicated that a sample of 77 would be 

sufficient to detect a medium effect size of 0.15 with a power of 0.8 and an alpha of 0.05. In 

support of this power analysis, a similar study investigated the meditational relationship 

between 3 predictor variables and one dependent variable with an effect size of 0.16 among a 

sample of 80 participants with psychosis (Vass et al., 2015). 
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Appendix B 

Post-hoc Statistical Power Analysis 

A post-hoc power analysis was conducted using G*Power (Faul et al., 2007) to determine the 

strength of the indirect effect within the mediational relationship. A post-hoc multiple 

regression model with three predictors (CTQ-Emotional Abuse, Recovery Style and DMQ-

Coping) and one independent variable (Alcohol-Problems) was conducted. Alpha level was set 

at 0.05 and 71 participants were included in the mediation analysis. The G*Power analysis 

indicated that the indirect effect in the mediation analysis produced a large effect size (:!=0.47) 

(Cohen, 1988) while the observed power exceeded 99%. 	
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Appendix N 

Reflective Appendix 

Throughout the course of completing this research portfolio I have been struck by the 

importance of building and maintaining connections with other Trust employees, other 

services, voluntary agencies and fellow researchers. These connections were indispensable 

for the recruitment phase of my research and maintaining these relationships will be 

important for any future research I will complete. I was very pleasantly surprised at the 

goodwill amongst fellow mental health professionals, most of whom were very willing to 

support the research and help me find suitable participants. Also, many of the participants 

were very happy to take part as they were aware that clinical research helps to inform theories 

and practice for treatment. 

Whilst I acknowledge I received indispensable support from various people and 

services in terms of the recruitment process, I must disclose that this was an incredibly 

challenging aspect of my research. I was recruiting people with a diagnosis of a psychotic 

disorder and this proved to be very difficult given the vulnerability of this population. 

Understandably, staff are very protective of their service-users which sometimes meant 

hindered recruitment, whereas in other cases, I was introduced to service-users who really 

were not in a stable state of mind and unable to provide informed consent to complete the 

research so I had to use my clinical judgement to exclude them as it would have been grossly 

unethical have them completing research questionnaires. 

I am very glad to have completed recruitment alongside Parisa as this meant we were 

able to reach a total sample of 72 participants which is just a little short of our target sample 

size of 77. I am very happy with the final sample size and consider the determination and 

commitment that Parisa and I demonstrated to be great personal strengths. 
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Further research challenges that I faced were balancing the role of researcher versus 

clinician during some of the research interviews and having to redirect clients back to the 

research questions and ensure they were aware it was a research interview not a clinical 

interview even though questionnaires asked about clinically-relevant issues. There were also 

some occasions were risk had to be managed, for example, participants reporting harmful 

levels of current alcohol use, or indicating suicidality. In these cases, I was fortunately aware 

of risk protocols within each of the Trusts due to my experience as a clinician so I was 

confident in my ability to assess and manage the risk and liaise with the appropriate staff and 

supports to ensure the participant’s wellbeing.  

Completing this research portfolio has significantly enhanced my autonomy in terms 

of planning, completing, analysing, and interpreting research and also helped me to further 

develop my leadership skills as I developed my ideas, organised meetings, discussed my 

plans, updated the team members on progress and coordinated the two projects.  

Conducting a systematic review required me to develop quite a specific skillset in 

terms of using the various search engines and databases, organising articles and whittling 

them down to the kay articles to include. It was a very lengthy and tiresome process at times 

but I really see the value in systematic reviews and meta-analyses in terms of informing 

evidence-based practice. 

I also improved my communication skills in terms of both written and verbal 

communication. I presented my research to various different stakeholders such as potential 

participants, other researchers, team leaders, and Trust staff whom I hoped would help with 

recruitment. Each of these presentations had to be tailored to the specific audience members 

which required flexibility and a lot of thinking on my part about the key message I needed to 

communicate to each group. 
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During the process of completing my research projects I noticed limitations as the 

theories and proposals I had initially researched and planned came into practice. In hindsight, 

there are a number of things I would do differently if I were to go back and start again or that 

I will bear in mind for future research endeavours, such as assessing stage of psychosis in 

participants, particularly given the research I highlighted in my systematic review whereby it 

is recommended that early psychosis be investigated in its own right apart from more chronic 

psychosis. 

A further limitation of my research portfolio is the cross-sectional nature of my study 

but longitudinal research would require more time and resources than could be afforded by a 

doctoral project! Similarly, in my systematic review, there is a need for more longitudinal 

research on the relationship between attachment and outcomes in early psychosis. 

As regards my personal strengths, I had relatively good research knowledge prior to 

beginning the projects and was quite confident in my ability to plan, conduct, analyse and 

write-up research. I do believe that all of these strengths have been furthered enhanced 

through completing this project. I also have a warm, sensitive and engaging manner with 

participants and staff which I know helped participants feel at ease and safe within the 

research process and let staff know that their service-users were in good hands. 

 

 


