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ABSTRACT

Background: Childhood maltreatment has great impact on physical and mental health. This study was
designed to investigate the relationship between childhood maltreatment experience, social support,
Anxiety and Depression, and traumatic stress symptoms in adults.

Methods: There were 113 subjects aged 20-35 recruited. They filled out self-reported questionnaires,
including the Childhood Trauma Questionnaire Short Form (CTQ-SF), Beck Anxiety Inventory (BAl),
Beck Depression Inventory (BDI-1l), International Trauma Questionnaire (ITQ), Chinese version of the
PTSD Checklist for DSM-5 (PCL-5), and Multidimensional Scale of Perceived Social Support (MSPSS), to
measure symptom severity regarding childhood maltreatment, Anxiety and Depression, post-traumatic
stress/complex post-traumatic stress symptoms (PTSD/CPTSD), and social support. The symptom
severity was compared between maltreatment and non-maltreatment groups. Regression and mediator
analyzes were done to investigate the relationship between maltreatment experience, mental impact
severity, and the role of social support.

Results: There were 74.3% of participants who had been maltreated as children. Those who experienced
maltreatment had more PTSD/CPTSD symptom severity than those who did not. Family support, but not
friend support, mediated the relationship between maltreatment and PTSD/CPTSD symptom severity.
Conclusion: Childhood maltreatment was associated with Anxiety and Depression and CPTSD symptom
severity in young adults. Future prospective studies are warranted to investigate the role of family

ARTICLE HISTORY

Received: February 15, 2024
Revision Requested: April 1,
2024

Last Revision Received: July
15, 2024

Accepted: July 29, 2024
Publication Date: September
25, 2024

support in preventing consequences after maltreatment.

INTRODUCTION

Childhood maltreatment is a social and public health
problem that may lead to child mortality. It has a
great impacts on mental health, substance/alcohol
use, criminal behaviors, and physical problems such as
obesity or metabolic syndromes when children grow into
adulthood.' Though child welfare has been addressed for
decades, children are still exposed to maltreatment. The
proportion of maltreatment among children in Asia has
been investigated.? There were 88.6% of primary school
students in Taiwan who had been maltreated, 22.9% had
been physically abused, 43.6% had been emotionally
abused, 9.6% had been sexually abused, 69.3% had been
emotionally neglected, and 66.4% had been physically
neglected.? It had been reported that 64.7% of college
students in China had been mistreated. Among them,
17.4% were physically abused, 36.7% emotionally abused,
15.7% sexually abused, 54.9% physically neglected, and
60% emotional neglect.* In Western countries, 62.2% of the

people in Australia,® 33% in the UK® and 43.7% in Sweden’
had been exposed to maltreatment.

People who have experienced maltreatment are likely to
develop physical and mental disorders such as depression,
anxiety, bipolar disorder, post-traumatic stress disorder
(PTSD), substance abuse, and psychotic symptoms.® The
treatment response for patients with mental disorders
comorbid with maltreatment is usually poorer than for
those who without.® They have more suicidal ideation,
suicide attempts, or self-injury behavior.*'" Most survivors
are exposed to more than a single type of maltreatment.
For example, sexual abuse is often accompanied by
physical abuse. Any type of trauma may be combined
with the occurrence of psychological abuse or emotional
abuse.”? The more exposure to multiple or high-intensity
traumatic experiences in childhood, the higher the risk
of developing psychiatric disorders in adulthood, such
as severe post-traumatic stress symptoms, depression,
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anxiety, bipolar disorder, and alcohol/drug addiction.™
In addition, exposure to prolonged maltreatment has a
great impacts on the integrity of self-concept, emotional
regulation, and interpersonal relationships, leading to
complex post-traumatic stress disorder (CPTSD). It would
therefore complicate the treatment course.'*"

The level of support from family or peers is associated with
the development of mental or physical symptoms among
people experienced maltreatment.'® On the other hand,
children exposed to prolonged and repeated maltreatment
could have poorer emotion regulation as immature coping
strategies, such as avoidance, dissociation, irritability, or
self-criticism. It has even affected the individual’s social
function.' In addition, maltreatment could lead to low self-
esteem and insecure attachment, which turned into lower
perceived social support, increased interpersonal distress,
and adaptive difficulty.? These may in turn weaken the
protective factors, thereby putting the victims at increased
risk of depression, anxiety, or stress disorders.?'?* Peers
could provide support by delivering enough information
and letting victims know where to get resources such as
to file a complaint or take legal action that could provide
important assistance to such people.?® The peer support
groups for those who have suffered the same experience
can share how to get out of negative influences. The sense
of intimacy among family members is a protective factor
that can gradually build confidence in victims who have
been maltreated and gradually restore their feelings of
safety.?® The attachment with caregivers is essential for
the development of children’s ability for resilience.?:?”

The result of previous studies on childhood maltreatment
might be limited by the fact that parents are often
unwilling to disclose the maltreatment experience of
their children. Children in Asia were found to be more
suppressed and tend to hide such experiences and are
unwilling to disclose them to people outside the family.
Besides, maltreatment is a series of events. It is very likely
that people who had been exposed to such experiences
became accustomed to it and did not take it seriously.
Therefore, it is hard to have reliable information if
the studies were conducted on children or the parents
of children who have encountered maltreatment.? In
addition, there was possible bias from clinical case studies
to explore the impact of maltreatment for patients,
diagnosed depression, anxiety, and/or PTSD since those
subjects might be influenced by the disease symptoms
once they become chronic and have distorted cognition

MAIN POINTS

e Childhood maltreatment was associated with Anxiety and
Depression and stress symptoms in adults.

e Childhood Trauma Questionnaire was useful as a self-report
measurement of the severity of maltreatment.

e Family support mediated the relationship between
maltreatment and complex PTSD symptoms.

or amplifying past traumatic experiences.? This present
study used a younger adult group and might have a less
recalling bias since the time period from these childhood
experiences is not long.*® They were in the early stages of
adapting to society and facing many stresses. This study
may help to understand the psychological reactions that
occur under stress.’' Different from studies of clinical
cases, this study conducted in the non-clinical population
was more likely to provide important clues to social care
and public health. Therefore, this study hypothesizes that
adverse childhood treatment is a risk factor for mental
symptoms in adulthood, and social support is a possible
protective factor. Understanding it may be helpful to
national public health policies.

METHODS

Participants

Individuals aged from 20 to 35 in the community were
invited to participate in this study. This study was
conducted by convenience sampling. We used G power to
calculate the sample size. The effect size was set as 0.2.
The alpha value was 0.05 (power=0.95). The sample size
for 5 variables was 106. We announced the information
regarding the criteria of recruitment and invited our team
members to introduce their friends for participation in this
study. The subjects filled out the online questionnaires
after face-to-face explanation and informed consent.
Almost 20% of them were college students, and 80% were
within 10 years after graduation from school. There were
no subjects recruited having clinical psychiatric disorders,
or severe physical disorders. A total of 121 consent forms
and 113 questionnaires were included for analysis. There
were 6 subjects who did not finish the questionnaires. Two
of the 121 subjects were considered screening failures since
their questionnaires were invalid and excluded. There was
a subject who had a history of depressive disorder, another
one had a history of bipolar disorder. They both were
not in the active phase and did not receive treatment.
We included the individuals who could understand the
process of study and comply to the requirement to fill out
the questionnaires in the community. We did not exclude
the subjects with a history of psychiatric disorder since
their current condition to report their symptoms was not
affected by it. The compensation for the participation in
this study was 100 NTD (3.5 USD). The questionnaires were
used to investigate the maltreatment experience during
childhood, and their current anxiety, depression, traumatic
symptoms, and social support from either friends or family.
This study has been approved by Institute Research Board
for ethical regulation.

Ethical considerations

The study protocol was approved by the National Defense
Medical Center, Tri-Service General Hospital Institutional
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Review Board (Approval Number: B202205006) on 26 Jan
2022. All included participants provided signed informed
consent.

Questionnaires

There were 9 self-reported scales including Childhood
Trauma Questionnaire Short Form (CTQ-SF), International
Trauma Questionnaire (ITQ), and Beck Depression Inventory
(BDI-Il), Beck Anxiety Inventory (BAl), Chinese version of
the PTSD Checklist for DSM-5 (PCL-5), and Multidimensional
Scale of Perceived Social Support (MSPSS). All the above
research questionnaires obtained the authorization and
consent of the original author.

Measurements of Maltreatment

Short Form of the Childhood Trauma Questionnaire
(CTQ-SF) has 28 items. It has 5 subscales including physical
abuse, emotional abuse, sexual abuse, emotional neglect,
and physical neglect.3? The internal consistency of the
Chinese version, except for physical neglect (Cronbach
alpha=0.57), all other Cronbach alpha values were above
0.71. The test-retest reliability was r = 0.67-0.85.3

Measurements of CPTSD/PTSD Symptoms

The 11th revision of the World Health Organization’s
International Classification of Diseases (ICD-11) has
introduced the diagnosis: complex posttraumatic stress
disorder (CPTSD). It includes the symptoms criteria for not
only PTSD but also for disturbances in self-organization (DSO)
which are characterized by affective dysregulation (e.g.
heightened emotional reactivity, anger outbursts, feeling
emotionally numb or dissociated), a negative self-concept
(e.g. feeling diminished, defeated or worthless; pervasive
feelings of shame, guilt), and enduring disturbances in
relationships (e.g., feeling distant from others, having
difficulty maintaining intimate relationships).3

International Trauma Questionnaire (ITQ) has 18 items
including PTSD and DSO dimensions. Each dimension
consist of 3 subscales (PTSD: re-experience, avoidance,
sense of current threat; DSO: emotional dysregulation,
disturbance in self-esteem, difficulty in interpersonal
relationships). It also includes the measurements of social,
work, and life functions.3* The reliability and validity had
been done for the Chinese version in Taiwan. The internal
consistency Cronbach’s alpha values were above 0.90,
and the test-retest reliability was 0.80-0.88.* The test-
retest reliability for ITQ showing correlation coefficients
for CPTD total score=0.88, PTSD subscale=0.83, DSO
subscale=0.80 in our finding. The PTSD Checklist for DSM-5
(PCL-5) is a 20-item, self-report, 5-point scale with each
item corresponding to the DSM-5 diagnostic criteria.3 The
reliability and validity of the Chinese version had been
done. The internal consistency of Cronbach’s alpha was
0.95. The correlation analysis was carried out to compare
with the questionnaire Primary Care PTSD Screen for

DSM-5 (r = 0.443; P = .001). The comparison of the mean
score of PCL-5 between the clinical and control groups was
analyzed by t-test (t = 3.087, P = .003) showing that there
was a significant difference, indicating good reliability and
validity.>”

Measurements of Depression/Anxiety

Beck Depression Inventory, 2nd edition (BDI-1l) is a self-
reported scale with 4-point 21 items. It is used to assess
the severity of depressive symptoms.3® The reliability and
validity test of the Chinese version of this questionnaire
showed internal consistency Cronbach’s alpha=0.94, the
split-half reliability=0.91. It has been compared with the
Chinese Health Questionnaire (r = 0.69, P < .001). The
cut-point score is mild 14-19, moderate 20-28, and severe
29-63.% Beck Anxiety Inventory (BAl) is a 21-item self-
reported 4-point scale.”® The reliability and validity of the
Chinese version was established. The internal consistency
Cronbach’s alpha was 0.95, the split-half reliability was
0.91, the Cohen’s kappa value was 1.0. It was consistent
with the Hamilton Anxiety Rating Scale (r = 0.72, P < .001),
showing that this questionnaire has good reliability and
validity.*

Measure of Possible Mediators: Family Support and
Friend Support

Multidimensional Scale of Perceived Social Support (MSPSS)
is a 12-item self-report scale with 3 dimensions including
support from family, friends and significant others.* The
factor analysis of the Chinese version showed that the
two-factor model had the greatest explanatory power and
was divided into family and friend support. The scores of
“Family support” and “Friend support” were calculated by
the subscales of the Multidimensional Scale of Perceived
Social Support (MSPSS). The internal consistency Cronbach
alpha value was 0.89 (the Cronbach’s alpha value of family
and friend support were 0.86 and 0.94, respectively).*

Statistics

We used IBM SPSS statistic 22, SPSS Amos 21and PROCESS
4.2 for analysis of the results. The descriptive statistics to
understand the characteristics of the subjects, including
gender, age, maltreatment experience, social support level,
and the mean score of the severity of depression/anxiety,
PTSD/CPTSD symptoms. We divided the recruited individuals
into groups according to the scores of the CTQ scale. The
subjects who met the cut-off point of maltreatment will be
classified into the group of maltreatment, and the others
will be the control group. We compared the difference
in mean score of severity of symptoms between the two
groups with Mann-Whitney U-test to see if the trauma
group had more severe depression/anxiety or PTSD/CPTSD
symptoms than the control group. As for the subjects who
have maltreatment experience, we classified the subjects
by the number of CTQ category experiences. Subjects
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were divided into more (> 3 subtypes), and fewer (2 or
1 subtypes), while those who had never experienced
maltreatment were the control group. Kruskal-Wallis
H-test was done to compare the mean score among the 3
groups to investigate whether experiencing more types of
traumatic experiences would lead to more severe Anxiety
and Depression or PTSD/CPTSD symptoms. Kruskal-Wallis
test and Dunn exam were performed for a post-hoc test
if the variance is homogeneous. The collinearity was
examined with statistics that eigenvalue and VIF showed
no significant collinearity. The confidence intervals for B
were also reported in both the main text and figures.

RESULTS

A total of 113 people were included in this study, with a
mean age of 26.4 (SD=3.48), including 51 male and 62
female individuals. Eighty-five (74.3%) subjects reported
that they had been exposed to maltreatment, among
which emotional neglect was the most. A total of 64
(54.9%) subjects had been exposed to emotional neglect.
Six (5.3%) of the subjects met the symptoms of CPTSD, 15
(13.3%) met the symptoms of PTSD, 43 (38.1%) met the
symptoms of depression, and 26 (23%) met the symptoms
of anxiety (Table 1).

There were 26 (23%) subjects who had experienced
one type of childhood trauma, 23 (20.4%) two types of
traumatic experiences, 17 (15%) three types of traumatic

Table 1. Demographic Data of the Subjects

Variable Mean (SD) n (%)

Gender
Male 51 (45.1)
Female 62 (54.9)

Age 26.40 (3.48)

CTQ-total score 39.62 (12.21) 85 (74.3)
Physical abuse 7.47 (3.48) 34 (30.1)
Emotional abuse 7.97 (3.42) 37 (32.7)
Sexual abuse 5.61 (1.74) 24 (21.2)
Emotional neglect 10.81 (4.60) 62 (54.9)
Physical neglect 7.76 (2.97) 48 (42.5)

ITQ-total score 11.71 (9.97) 6 (5.3)
PTSD symptom 5.62 (5.66) 10 (8.8)
DSO symptom 6.09 (5.28) 14 (12.4)

PCL-5 12.51 (16.73) 15 (13.3)

BDI 10.88 (10.62) 43 (38.1)

BAI 7.61 (9.72) 26 (23)

MSPSS 65.71 (16.80)

CTQ, childhood trauma questionnaire; ITQ, international trauma
questionnaire; PTSD, posttraumatic stress disorder; DSO, disturbance
of self-organizations; PCL-5, PTSD checklist for DSM-5; BDI, Beck
depression inventory; BAI, Beck anxiety inventory; MSPSS,
multidimensional scale of perceived social support.

No maltreatment

Moy,
”O”a/
% 24.8%

Use

8snge |enxas

Figure 1. The proportion of different types of maltreatment.
Maltreatment included emotional abuse, sexual abuse,
emotional neglect, physical neglect, and physical abuse by
international trauma questionnaire classification.

experiences, 13 (11.5%) four types of traumatic experiences,
and 6 (5.3%) five types of traumatic experience. There
were 28 (24.8%) subjects who had never been exposed to
maltreatment (Figure 1).

The proportion of exposure to different types of
maltreatment among PTSD/CPTSD group was higher than
depression/anxiety or control groups. There were 25
(89.3%) subjects of the depression/anxiety group who had
been exposed to maltreatment, of which 53.6% had been
exposed to emotional abuse, 60.7% emotional neglect,
and 50% physical neglect. In the control group, 45 (65.2%)
subjects were still exposed to maltreatment, of which
emotional neglect is as high as 46.6% (Figure 2).

100%
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80%
70%
60%
50%
40%
30%
20%
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0%
Emotional

neglect
e CONtrol 20% 17.10% 10% 45.70% 34.30%
=== anxiety/depression 39.30% 53.60% 32.10% 60.70% 50%

=== PTSD/CPTSD 60% 66.70% 53.30% 86.70% 66.70%

Physical abuse  Emotional abuse  Sexual abuse Physical neglect

Figure 2. Comparison of proportion of maltreatment types
between Anxiety and Depression, PTSD/CPTSD, and control
groups. PTSD/CPTSD group contains those who met CPTSD or
PTSD criteria and mood disorders (n=16); Anxiety and
Depression group contains those who met the criteria of mood
disorders without reaching CPTSD or PTSD (n=28); Control
group contains those who did not met above criteria (n=69).
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Table 2. Comparing Groups Between Maltreatment and

B=8.35(Cl =.4A32 -1237)

Non-maltreatment Groups with Mann-Whitney U test Trauma experienced p<.001 CPTSD
Mean (SD)
Maltreated group non-maltreated
(n=85) group (n=28)
ITQ 13.78 + 10.08 5.43 £ 6.42 3.99 | <.001 T
PCL-5 14.95 + 17.89 5.119.43 2.93 | .003 O - T RN il PR
BDI 12.86 = 11.20 4.86 + 5.27 3.88 | <.001 p=018 h p=278
BAI 9.31 + 10.56 2.46 + 3 3.32 | .001 R Fu=023 1 ceren
MSPSS 62.92 + 16.55 74.18 + 14.82 -3.63 | <.001 ]

ITQ, international trauma questionnaire; PCL-5, PTSD checklist for
DSM-5; BDI, Beck depression inventory; BAI, Beck anxiety inventory;
MSPSS, multidimensional scale of perceived social support.

The maltreated group had significantly more symptom
severity scores than the control group in depression (P
< .001), anxiety (P=.001), CPTSD (P < .001), and PTSD
(P=.003) symptoms. The maltreated group had significantly
lower scores than the non-maltreated group in perceived
social support (P = .001) (Table 2).

Those who were exposed to more maltreatment (> 3
types) had more impact on symptom severity score than
those exposed to “few maltreatments (1 or 2 types)”
and “control group (0 type).” The group that had more
maltreatment had more severe CPTSD (H = 31.08, P <
.001), PTSD (H=21.56, P < .001), depression (H = 24.69, P
< .001), and anxiety (H=20.80, P < .001) symptoms score
than both group with few maltreatments and the control
group. However, the participants who had been exposed to
maltreatment had worse social support score (H = 18.48, P
< .001) than the control group (Table 3).

We used regression analysis to test the relationship
between variables, and there was a partial mediating
effect between maltreatment experience and peer support
and family supportand CPTSD symptoms (Supplementary
Table 1, Supplementary Figure 1, Supplementary Figure 2).

This study used support from friends and family as mediating
variables. Having experienced maltreatment may directly
affect CPTSD symptoms (#=0.84, B=8.35 (Cl=4.32 -12.37),
P < .001), and maltreatment experience can significantly
predict friend support (#=-0.53, B=-6.26 (Cl=-11.26

B=.56
B=559 (Cl = 1,63 - 9.55)
p=.006
p=-72 B=-30
B=-5.00 (Cl =-7.85 - -2.15) B=-44 (Cl=-73--14)
p<.001 p=.004

Family support

Figure 3. The mediating effect of two dimensions of social
support in the relationship between maltreatment and CPTSD
systems. Maltreatment was categorical variable, having
trauma experienced was coded as 1 and another as 0. CPTSD,
complex posttraumatic stress disorder.

- -1.26), P=.015) and family support (#=-0.72, B=-5
(C1=-7.85 - -2.15), P < .001). Family support (3=-0.30,
B=-0.44 (CI=-0.73 - -0.14), P=.004) also significantly
affected CPTSD symptoms. Experiencing maltreatment
had an impact on CPTSD symptoms. There was a significant
indirect prediction effect ($=0.56, B=5.59 (Cl=1.63
- 9.55), P=.006). However, in this model, support from
friends did not have a significant mediation effect on CPTSD
(p=-0.11, B=-0.09 (Cl=-0.26 - 0.08), P=.278) (Figure 3).

DISCUSSION

In line with previous studies, our results indicated that
childhood maltreatment was associated with PTSD/CPTSD
symptom severity in adults. Support from peers and family
was proposed to play roles as mediators in this relationship.
Compared with other countries, the prevalence of
childhood maltreatment in Taiwan was higher than in
Western countries.>” Previous studies showed parenting
styles in Eastern cultures often implemented as corporal
punishment which was considered a usual experience.
Previous studies indicated that social economy, social
welfare policy, and domestic socioeconomic status could

Table 3. Compare Symptoms Severity Among Groups with Kruskal-Wallis Test

Mean (SD)
Control group Few (1, 2) maltreatments More (> 3) maltreatments
(n=28) (n=49) (n=36)
ITQ 5.43 £ 6.42 10.08 + 9.22 18.81 + 9.08 31.08 <.001 2>1=0
PCL-5 5.11 £9.43 10.88 + 17.61 20.5 + 16.98 21.56 < .001 2>1=0
BDI 4.86 +5.27 10.27 + 11.18 16.39 + 10.36 24.69 | ° :881 2>1=0
BAI 2.46 + 3 7.06 + 10.72 12.36 + 9.66 20.80 2>1=0
MSPSS 74.18 £ 14.82 66.33 £ 16.32 58.28 + 15.93 18.48 <.001 2=1<0

Control group=0; Group of few maltreatment=1; Group of more maltreatment=2
ITQ, international trauma questionnaire; PCL-5, PTSD checklist for DSM-5; BDI, Beck depression inventory; BAIl, Beck anxiety inventory; MSPSS,

multidimensional scale of perceived social support.
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affect the incidence of child abuse. The rate of domestic
violence in countries with lower economic levels or uneven
distribution of resources was higher than in other countries.
Meanwhile, mistreated children were less willing to seek
help if the social assistance was less easy to apply. Above
all, there’s a higher prevalence rate of children exposed
to abuse or neglect in families with lower socioeconomic
status or poor domestic ability.* Therefore, improving the
social support system and helping at-risk families timely
would be the primary tasks for preventing childhood
maltreatment.

In addition, chronic maltreatment might lead to impaired
mentalization of survivors, making them difficult to
understand or identify their own emotions. It often makes
them prone to feeling emotionally numb to things and
even developing dissociative responses to escape stressful
events. It would also make such survivors less tolerant on
frustration, and more likely to have negative emotional
reactions when they encounter stress.” Meanwhile,
such emotional dysregulation makes it difficult for
survivors to develop effective interpersonal strategies.*
Therefore, we speculated that they would feel uneasy
and distrustful of others, making it difficult to establish
or maintain a relationship, which weakens the survivors’
possible social support. Previous studies have also shown
that maltreatment experiences have a great impact on
brain development.¥ Children who grew up in abused
environments might have impact on the development of
language and emotion-related brain areas, resulting in
survivors being sensitive to the emotion recognition of
anger, difficulty recognizing emotional expression from
others, and difficulty expressing other emotions besides
anger.®®

Our results found that adults with childhood maltreatment
experience are more likely to have traumatic stress
symptoms. As we explored childhood experiences of
maltreatment, we learned that these effects persisted
into adulthood while we were using the ITQ questionnaire
to investigate symptoms of complex post-traumatic stress
disorder symptoms. This group of people might suffer from
problems with self-concept, problems in getting along with
others, and emotional instability, and these traits happen
to cause functional impairment in life adaptation.

The patients with PTSD symptoms characterized by
dissociation, being intruded, or symptoms of avoidance
and numbness are easy to be recognized by outsiders.
However, patients with CPTSD might have symptoms
of disturbances in self-organization (DSO) which may
be easily ignored. In addition, the trauma of traditional
PTSD is a major and significant life-critical event, which is
different from the childhood experience of maltreatment.
Therefore, the experience of maltreatment may easily go
unnoticed and has not been dealt with appropriately. This
study used CTQ to investigate the severity of childhood
maltreatment and used a cut point to divide subjects into

0 and 1 since previous studies had found that almost all of
them are repeatedly victimized and may suffer multiple
maltreatment experiences. In addition to the overlap
of types, they may also be repeatedly abused in time
series. Therefore, it is hard for them to report the types
or timeframe of such a chronic experience. Besides, the
severity of the victimization and stress symptoms depends
on the subjective feelings of the subjects. Those above
might explain using CTQ as severity of maltreatment and
CPTSD as outcome measurement in this study.

Our mediator analysis found that family support can slow
down such symptoms, but peer support cannot have such
protective effect. Previous studies confirmed that well
social support can reduce the impairments caused by
maltreatment.'®* Social support may be related to many
factors, such as a sense of identity, a sense of belonging, and
a sense of efficacy which are all related.>The self-efficacy
can mediate the relationship between social support and
PTSD symptoms.>' The support that can be provided by the
family environment or well parenting attitude. It includes
having a secure attachment relationship and developing a
low sensitivity to rejection in a good family environment,
which can bring about protective effects.’? In addition
to environmental factors, subjective cognitive status is
also relevant. For example, it has been reported that the
perceived status of social support will also affect whether
it evolves into a protective factor for PTSD symptoms,
which also includes the self-appreciation of maltreatment
experience. The attributional cognitive state types such
as negative or positive cognitive concepts may also be
associated with maladaptive states.?” Though victims of
more severe trauma might have worse cognitive status, and
therefore they may also have worse symptoms. However,
the victims who adopt positive attributions are less likely
to have adjustment difficulties.

On the other hand, less social support may make them
more susceptible to post-traumatic stress symptoms.>
People who lack social support after maltreatment may
perceive the world as a dangerous place, and themselves
untrustworthy. This type of cognitive problem is the core
thinking that forms CPTSD.* These type of people is not
willing to state what they have experienced in the first
place because it is more difficult for them to do so. The
experience of abuse makes it more difficult to get attention
and support from others.

It is believed that family support would reduce the harm
of maltreatment to victims since the sense of security
from the family may prevent victims from hiding their
emotions. The good family environment helps self-
referential perception of disclosure abilities and therefore
are properly processed, thereby reducing the impacts of
maltreatment.?¢> The relationship between the family is
often a broad set of interpersonal associations. Rather than
just the support given by significant others like friends,
previous studies have found that the types of cognitive
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state after maltreatment are associated with family
relationships which are a wide range of interpersonal
relationships rather than specific relationships. It involved
appraisal and attribution of maltreatment and therefore
could reduce associated stress symptoms.>3

Thusadequate intervention after evaluation of possible risk
factors for poor family support might be helpful to prevent
the impacts of maltreatment. Poverty, unemployment or
mental disorders of caregivers, conflicts between parents
and children, and neurodevelopmental disorders among
children that public health workers should introduce social
resources or collaborate with specialists to work for. The
intervention could include either individual/group, or
hospital/community care to assist parents.>

Regarding the social support brought by friends or peers, it
was previously believed that the provision of information
can also reduce the possibility of post-traumatic stress
symptoms, because providing information or suggestions,
whether it is providing advice, guidance. There is an
opportunity for people to reappraise the situation of stressful
events, thereby reducing the chance of traumatic stress
symptoms.?®> However, our study indicated that the support
provided by friends is not as useful as family support which
can reduce the severity of traumatic stress symptoms. It can
be inferred that the young people included in this study may
not have yet formed their interpersonal networks, or they
may not be very stable, so protection in young adulthood
comes from family support rather than from friends. In
addition, some study shows that friends may tend to tolerate
the victim’s trauma-related negative thinking rather than
challenge it like family members, so the protective effect of
friends’ support on traumatic stress symptoms may be low
temporally at the time of evaluation.>’

Limitations

Our study finding was limited by the design of cross-
sectional measurement, and the information collection
method was through filling in the online questionnaire, not
from the diagnosis in the interview. The generalization of
our finding might be limited to the non-clinical population
although the self-reported questionnaires have been
used and considered reliable for the evaluation of risk/
protective factors in public health. In addition, it might be
factors other than family/friend support as the mediators
in the relationship between maltreatment and PTSD/CPTSD
symptoms. Among them, the composition of the subjects
in the community may be relatively heterogeneous. Large
sample size and follow-up studies are warranted to verify
the results of this study.

CONCLUSION

Our findings provided insight into the relationship between
CPTSD symptoms and childhood maltreatment. We also

found that family support plays a protective role in
comparison with support from other people’s relationships.
Therefore, we recommend that mental health workers
should include awareness of maltreatment and provide
appropriate support to parents in their parenting abilities.
A longitudinal study to investigate the role of social
support in the development of mental symptoms after
maltreatment experience is also warranted.
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