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Abstract

To determine the lifetime prevalence and diverse profiles of types of childhood maltreatment
(CM) in a high-risk clinical sample using standardized assessment tools (Child Trauma
Questionnaire, CTQ) in China, Shanghai, 2090 subjects were sampled from the Shanghai Mental
Health Centre. Personality disorder (PD) was assessed using the Personality Diagnostic
Questionnaire (PDQ-4+) and subjects were interviewed using the Structured Clinical Interview
(SCID-II). CTQ was used to assess CM in five domains (emotional abuse, EA; physical abuse,
PA; sexual abuse, SA; emotional neglect, EN; and physical neglect, PN). The prevalence estimate
of EA in the sample is 22.2%, followed by 17.8% of PA, and 12.5% of SA. The prevalence
estimate was more frequent in PN (65.0%) and in EN (34.0%) than in childhood abuse (EA, PA
and SA). It seems that males reported more PA and females reported more SA, the older subjects
reported more neglect and the younger subjects reported more abuse. There was a higher
prevalence of EA and SA in borderline PD patients (44.4%, 22.5%), PA in antisocial PD patients
(38.9%). Multi-PD patients reported more forms of CM in childhood. Additionally, factor analysis
of CTQ items confirmed factorial validity by identifying a five-factor structure that explained 50%
of the total variance. These findings support the view that prevalence of CM was commonly
experienced in clinical population during their childhood, especially for subjects with PDs.
Factorial validity in PN needs to be further improved, and can in part be culturally explained.

Keywords

Childhood maltreatment; Personality disorder; Prevalence; Childhood trauma questionnaire;
Neglect; Abuse; Culture; China; Outpatient

" Correspondence to Zeping Xiao, MD, PhD, Shanghai Mental Health Center, 600 South Wanping Road, Shanghai 200030, PR China.
xiao_zeping@126.com, or zhang_tianhong@126.com.



1duosnue Joyiny vd-HIN 1duosnue Joyiny vd-HIN

1duosnuely Joyny vd-HIN

Page 2

1. Introduction

It is becoming increasingly important to consider gene—environment interaction in mental
health research. Previous researches repeatedly reported that childhood maltreatment (CM)
is associated with a broad range of mental disorders. For example, bipolar disorders [1-3],
personality disorders (PDs)[4-7], and schizophrenia [3, 8, 9]. Current literature suggests that
unhealthy childhood environments appear to have damaging effects on mental health in
adulthood [10, 11]. In particular, negative psychological impacts on an individual with a
history of CM are detrimental [3, 12, 13]. For example, there are strong evidence that put
forward the associations between childhood traumatic experiences (in terms of abuse and
neglect) with alcohol and drug dependence [14, 15], post-traumatic stress disorder [16, 17],
depression [18, 19], and psychosis [20-23]. The role of childhood traumatic experiences
leading to different types of PDs, such as borderline PD [24-26] antisocial PD [27, 28],
schizotypal PD [29], and avoidant PD [30] is also evident.

Although previous studies have contributed to the understanding of the relationship between
CM and mental disorders, most researches put forward a different definition of CM. Such
disparity in the conceptual definition of CM influences the prevalence rates that were
reported. For example, restrictive and objective definitions may result in significantly lower
rates being reported, as compared to broader and subjective definitions, which includes
sexual, physical and emotional aspects of CM [31]. Although high prevalence rates were
found in previous studies, it is likely that the rate in China could be higher. CM is generally
under-reported, and some forms of CM are not considered as traumatic experiences in the
Chinese culture. For example, for people born before 70's, the lack of food was quite
common due to political instability in China then. The unclear definition of CM closed the
doors for further investigation of incidence rate. Accordingly, we regard information on the
prevalence of CM in the Chinese population as incomplete and inconsistent. In fact, no
surveys of this nature have yet been conducted on a national level.

It is clear that environmental factors largely account for the development of personality and
psychiatric disorders. However it is important to recognize that the understanding of
relationship between CM and mental disorders have mainly derived from Western
perspectives and therefore results may not be effectively generalized onto a non-Western
setting. Social values, attitudes and norms, and cultural beliefs play an important role in
framing the society and dictate what constitutes symptoms of a psychiatric illness or a PD.
Certainly, these also affect the estimates of incidence of CM in a particular society. The
large population in China allows careful examination of CM in a society where cultural
values are distinctly different from that of Western societies. Besides, China is a rapidly
developing country, which has been experiencing a lot of economic and social changes since
early 1990s. Such changes unquestionably have a potential notable impact on mental health
[32]. As a result, nationwide examinations on the incidence of CM, as well as PDs, with
standardized assessment measures, trained interviewers, and meticulous procedures are
necessary. To the best of our knowledge, no large-scale survey of CM that employs
standardized assessment tools and DSM-1V diagnostic criteria, involving mental health
outpatients in both rural and urban areas, has been carried out in China.
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Our previous paper has reported that early traumatic experiences are strongly related to the
development of PDs, and in particular, cluster B PDs[7]. However we were unclear as to the
extent of childhood maltreatment being experienced in individuals with PDs. The results
then prompted the investigation of identifying CM in China. Hence, the current paper tried
to apply the Western-derived concept of CM onto the Asian context and sought to explore
prevalence rates and identification of CM in detail. As the impacts of CM are likely to be
amplified in individuals with PD, the same sample was used. Nonetheless, data analysis was
focused on individuals who reported experiencing CM. As such, we are more able to
delineate the composition of CM and its impact on the development of PD. This paper aims
to determine: (1) the incidence rates of self-reported CM in the clinical population aged 18
to 60 living in both urban and rural regions of Shanghai, China (2) the socio-demographic
correlates of CM; (3) the relationship between experiences of multi-types of CM (sexual
abuse, physical abuse, emotional abuse, physical neglect and emotional neglect) and
development of DSM-1V PDs; and (4) the diverse profiles of emational, physical and sexual
CM from parents in the special specific Chinese historical background and cultural context.

Sample Characteristics

Measures

The epidemiologic survey on PD was conducted in the largest mental health service setting
in 2006 in Shanghai [33]. There are two outpatient departments in the hospital for various
types of mental health service. The psycho-counseling clinic mainly offers counseling and
psychotherapy for clients with non-psychotic disorders, and psychiatric clinic mainly offers
medication for patients with psychosis. In this survey, 3,402 participants were randomly
sampled from psycho-counseling and psychiatric clinics. Considering the psychotic
symptoms may impact the assessment of CM and PD, outpatients with acute attacks or
recently relapsed psychoses were excluded. Detailed descriptions of the study population
have been published previously [7, 33, 34] but are briefly reviewed here. 3,075 patients
seeking medical treatment were recruited between May and October 2006. Amongst them,
1,673 outpatients were (54.4%) from the psychiatric clinic, and 1,402 patients were (45.6%)
from the psycho-counseling clinic. There were 1,354 males (44.0%) and 1,721 females
(56.0%). The average age was 32.0 years (SD = 10.2).

Out of the 3,075 patients included for PD assessment, 2090 (68.0%) subjects, with a mean
age of 30.6 years (SD = 9.67), subsequently completed the CTQ self-report. Amongst the
2090 subjects (932 men, 1158 women), 592 outpatients (28.3%) had been diagnosed with
schizophrenia and other psychosis at remission stage in our assessment; 581 outpatients
(27.8%) had been diagnosed with mood disorders, and 447 outpatients (21.4%) had been
diagnosed with neurosis disorder. For this paper, the data analyzed was mainly about the
2090 subjects.

Demographic Details—A Demographic and Personal Details Questionnaire was used to
collect participants’ personal details, including: (a) demographics; (b) family and social
background; and (c) physical and mental health conditions.
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Assessment of Personality Disorders—As detailed in our other studies [7, 33, 34],
The Personality Diagnostic Questionnaire fourth edition plus (PDQ-4+) is a concise
structured self-report questionnaire that contains 107 true-false items and screens for 10
AXxis Il DSM-1V PDs. Furthermore, the PDQ-4+ seeks to discriminate between subjects with
and without a formal diagnosis of PD [35-37]. The PDQ-4+ takes approximately 20 — 30
minutes to complete. The PDQA4+ is considered highly sensitive (.89), and is also a relatively
specific (.65) test. The Structured Clinical Interview for DSM-1V Axis Il (SCID-II) is used
to diagnose PD in accordance to the DSM-1V criteria. PDs are considered more severe when
more number of areas is marked positive during the interview. The SCID-II has a relatively
strong test-retest reliability of .70, with a median of coefficient for internal consistency of .
70, and is highly consistent (.90) with the clinical diagnosis [38, 39].

Assessment of CM—The Child Trauma Questionnaire (CTQ) consists of 28 self-report
items that assess CM in five subscales: EA, PA, SA, EM, and PN. The subscales range from
5 (low level of CM) to 25 (high level of CM) to provide a quantitative index of the severity
of abuse. Subjects rate statements about childhood experiences (childhood was defined as
prior to age 18) on a five-point Linker scale (1 = never true, to 5 = very often true). Most
items are phrased in objective terms (e.g. “When | was growing up, someone touched me in
a sexual way or made me touch them”), while other items require some degree of subjective
evaluation (e.g. “When | was growing up, | believe | was sexually abused”). Bernstein and
Fink reported a satisfactory reliability coefficients for the 5 subscales of CTQ but a
particularly strong Cronbach's a coefficient of .92 is reported for the SA subscale. Subjects
who scored (i) 8 or above for PA subscale, SA subscale, and PN subscale; (ii) 10 or above
for EA subscale; and/or (iii) 15 or above for EN subscale were considered as having
experienced CM [40-42].

The Research Ethics Committee at the Shanghai Mental Health Centre approved the study in
2006. A two-stage design was employed. Firstly, outpatients were randomly selected from
the Shanghai psychiatric and psychological counseling outpatients setting and invited to
participate in the study. Written informed consents were obtained. Subjects were first asked
to complete the Demographic and Personal Details Questionnaire, and was subsequently
administered the PDQA4+ by a trained psychiatrist to screen for the presence of PD.
Individuals who met the criteria for DSM-1V PD were recruited for the second stage of the
study, which comprised of the SCID-II interview and CTQ. The CTQ, used to assess CM
experience, was administered to each participant shortly after the SCID-II interview.

These subjects were interviewed, with no financial remuneration, over a period of 5 months
in 2006. Furthermore, the psychiatrists were not informed of the participants’ responses to
the CTQ during the SCID-I1I interview so as to reduce potential subjective deviation on the
PDQ-4+ results. The interviewer reliability for all three assessments (PDQ4+, SCID-II, and
CTQ) was satisfactory.
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Statistical analyses

Results

Statistical analyses were conducted using the SPSS Version 16.0. Frequencies and 95%
confidence interval (95% CI) of self-reported CM, in accordance to CTQ, were calculated
by EA subscale, PA subscale, SA subscale, EN subscale, and PN subscale. Two tailed t-tests
were used to compare mean scores of each item in CTQ between participants of opposite
sex, as well as participants born in the 70s or before and participants born in the 80s or after.
Chi-squared tests were used to compare the proportions of multi-type CM according to CTQ
among patients of multi-type PDs. All statistical differences were considered significant at p
< .05. The underlying factor structure of 25 items from the CTQ-SF scores was assessed. All
2090 samples were subjected to exploratory factor analysis using principal components
analysis with varimax rotation. Following Kaiser's criterion, eigenvalues of 1.0 were chosen
to ensure that the extracted components accounted for a reasonably large proportion of the
total variance.

CTQ profile of outpatients in mental health service

The following Table 1 reflects the CM profiles of the 2090 subjects recruited from the
psychatic and psycho-counseling clinic. The mean (SD) score for each CTQ item is
presented and compared with different gender and age groups. Males seem to report more
PA (being beaten or punished physically) and PN (lack of food and clothes). Females seem
to report more SA (being touched sexually, molested and threatened for sex). We
categorized the sample into two groups based on age, i.e. born in the 70s or before (~70s)
and born in the 80s or after (80s~). From Table, 1 it can be seen that 80s~ reported more
abuse, both physical and emotional, and ~70s reported more neglect (lack of good care,
importance of being a member in the family and feelings of being loved).

Frequencies and severity of childhood trauma of outpatients in mental health service

Out of 2090 subjects. 22.2% reported having experienced EA in childhoods, 17.8% reported
a history of PA, and 12.5% reported a history of SA. CTQ with childhood neglect
experience was more frequently reported. Table 2 presents the severity of frequencies from
none to severe.

Frequency of childhood maltreatment of outpatients with PDs

Table 3 shows the breakdown of frequency of CM observed in subjects with PDs. Frequency
of CM of individuals with any PD was presented. Comorbidity between types of PD and
forms of CM was not shown in this table. Individuals with borderline PD (44.4%), followed
by schizotypal (41.4%) and passive-aggressive PD (40.2%) were most likely to have
experienced EA. Individuals with borderline PD (22.5%) were most likely to have
experienced SA. Individuals with antisocial PD (38.9%) were most likely to have
experienced PA. The individuals who experienced childhood neglect were likely to meet the
diagnosis for any cluster A PDs, especially schizoid PD and paranoid PD.
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Frequency of multi-forms CM of patients with multi-form of PDs

Comorbidity between types of PD and forms of CM was considered. Table 4 presents the
frequencies multi-form CM experience of patients diagnosed with multi-forms of PD . There
was a higher percentage in the category of Non_CT group among Non_PD group, which
was statistically significant (Non_CT 57.9% versus 4or5_CT 34.8%, P < 0.01). There was a
higher percentage in the category of 4or5_CT group among multi-PDs group, which was
statistically significant (2_PD: Non_CT 10.3% versus 4or5_CT 20.7%, P < 0.01;
3&more_PD: Non_CT 4.7% versus 4or5_CT 19.0%, P < 0.01).

Factor analysis using CTQ-SF items scores

Table 5 presents factor loadings each CTQ item scored by principal components analysis.
The results of the five-factor solution largely represent the 5 CTQ subscales including
emotional, physical and sexual maltreatment in childhood. SA, EA and PA subscales were
quite consistent with the structure of CTQ, however item 2 “I knew there was someone to
take care of and protect me” was loaded on EN rather than PN. Only two items loaded on
the PN. Together, the five factors accounted for 50% of the variance in the measure. Factor
loadings above 0.5 were bolded and relatively small loadings (.49 or less) were blurred.

Discussion

While rapid changes in economy, organization, health and social psychology in modern
China is acknowledged, the way culture shapes our understanding of CM in our diverse and
changing society should be carefully considered. From our results, it is obvious that the new
generation who were born 1980s reported more abuse and less neglect in childhood. This
inter-generational difference may be acknowledged by changes in family structure and child
rearing practices. Since the implementation of the nationwide “one child policy” in 1980
[43], nuclear families replaced the traditional forms of family. Paternal attention over the
only child may have reduced “neglect” but many children felt loss of privacy and freedom in
their growing up, which resulted in increasing conflict among family members. The second
facet refers to the specific social environment in which poverty is manifested in China in the
1970s, hence it maybe harder for the older generation to meet basic material needs, which
led to lower emotional requirements in their childhood.

Our results are consistent with other studies [44, 45] that PA in childhood was more
prevalent among males than females. However, females appear to be at greater risk of SA in
childhood. Moreover, no significant difference in EA was found between genders, except
that females seemed to report more often for the item “parents wished subject was not born”.
We recognized that there are cultural deviations in child-rearing practices between Chinese
and Western societies. A more plausible assumption is that traditional Chinese couples were
generally in favor of sons [46], and value sons more because they carry on family names.
Therefore, daughters may feel that their parents wished to have a son instead and sometimes
parents’ unconscious conduct could make daughters feel superfluous. Despite great progress
in the reduction of son preference in recent decades in China, the sexual inequality is
secretly exists in the upbringing in traditional family which is adverse to the growth of
female children. Moreover, the social and cultural value of child-rearing practices in China
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may have caused gender differences in childhood experiences. Many parents support the
prevalent cultural belief that sons should be beaten for their own good, while daughters
should be pampered.

Current understanding of the relationship between CM and mental health conditions
associates psychological disorders with unhealthy upbringing. Thus, the subjects of this
study may be more willing to report CM. Most patients preferred to attribute their mental
problems to CM instead of biological markers due to the stigma attributed to mental illness
in China. It is also well known that patients with psychosis seem to have experienced more
CM than the general population [47, 48]. Considering these circumstances, it is not
surprising that our estimate of both abuse and neglect is higher than the estimate from earlier
Western surveys of mental health samples [49]. Besides, self-report abuse rates in the
current study appear to be far less common than those reported in the US [50-52].
Nevertheless, higher rates of neglect in China were observed. The most possible reason for
this heterogeneity is that, perhaps the Chinese population understands CM from a different
cultural perspective. The Chinese culture has a strong emphasis on ingrained individual
perseverance and family involvement. Our previous comparative study [53] also found
much lower rates of abuse reported by non-clinical samples in China.

Like other surveys [54-56], neglect is found to be more prevalent. Sexual abuse was
reported to be a relatively less prevalent type of maltreatment in our current study. As
hypothesized, previous surveys estimated that the prevalence of CM was quite varied [57],
in which sample characteristics and methodological aspects might account for part of the
variance. Hence, it is inappropriate to directly compare rates with foreign studies. Our
results contribute to the understanding that childhood traumatic experiences are indeed,
common among Chinese psychiatric patients. In China, it is rare to report child abuse cases
to child protective services or other authorities. Few would feel comfortable to talk about
their childhood traumatic experiences face-to-face. Hence, the self-report methodology may
be more suitable in investigating lifetime prevalence rates of CM for populations of cultural
backgrounds similar to the Chinese culture.

Personality pathology has always been taken as an intermediate link between CM and
mental disorders. Therefore, it is worth to explore the rates of various types of CM
experienced by patients with PDs. The inclusion of a large sample of high-risk personality
pathological population allowed testing of how the risks between CM and PDs in adulthood
might vary by PD types. Our results are consistent with other studies [58, 59] that have
examined the effects of child abuse on borderline PD. That is, CM is generally detrimental
for adulthood personality, which maybe more relevance to the development of borderline
PD. As with prior studies, SA and EA victims appear to be at greater risk for borderline PD
than other PDs [7, 60], while PA victims appear to be at greater risk for antisocial PD [61].
Data from the current study indicates that patients with narcissistic PD actually experienced
more EN in childhood. Like prior studies, early traumatic experience has the most
significant impact on personality pathology, which is characterized by high levels of
impulsivity [62, 63]. Furthermore, early experience of neglect may has more impact on
cluster A PDs (schizoid and paranoid PD), which reveals that the characteristics of
unwarranted mistrust or indifferent to society is formed probably by being neglected by
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family and society in early life. There are some controversies in the classification of PDs,
one of which is the high co-morbidity rates among various PDs as reported by previous
studies reported [34, 64]. Besides the issue of diagnostic overlap in DSM-IV PD criteria,
different types of CM experience may have caused the overlap in PDs. From our results, it is
clear that clients with multi-PDs seem to report more forms of CM. More research is needed
to determine why multi-forms CM is related to multi-PDs.

Our factor analytic findings have several potentially important implications. First, CM is a
multidimensional construct that is consistent with a large literature on the CTQ factor
analysis [65-67]. Our results indicate that the conceptual validity of the PA, EA and SA
subscales for Chinese clinical population is quite good, however, validity of the neglect
subscales is questionable. Item 4 (My parents were too drunk or high to take care of the
family) and item 26 (There was someone to take me to the doctor if I needed it) did not load
onto the PN subscale as suggested. Item 2 (1 knew there was someone to take care of and
protect me) loaded onto the EN subscale instead of PN subscale. Although our finding has
also been observed in many studies conducted in different countries [54, 68], which was
inconsistent with the factorial validity of the PN subscale suggested by Bernstein and his
colleagues, even the original paper showed that factor loadings for the PN subscale were
relatively lower [42, 65]. Interestingly, as gender issue was considered, Wright et al.
analysed the factorial validity of CTQ across opposite sex, and also found items 2 and 26
were loaded on EA subscale rather than PN subscale in men [69]. However, PN subscale
was a relatively good fit to the data in women. Besides gender differences in the factorial
validity of CTQ, this lack of homogeneity in PN subscale may have also been caused by
conceptually intermingled between PN and EM or deviations from the social material
conditions in child-rearing practices.

Several considerations arise in the interpretation of our findings. First, the rate of CM relied
on retrospective self-reports of CM experiences, which are affected by memory and current
mental status. Second, CTQ was only conducted with subjects whose PDQ-4+ screening
was positive. This may imply that the subjects included in this study are more willing to
report negative experiences and this could have resulted in over-estimates of the overall
prevalence of CM. Third, the current study applied the cut-off scores determined from
Western societies. Thus, the influences of traditional Eastern philosophy and outlook of
family value should be considered in interpreting these results. However, our study
highlights the need for further service strategies in child protection and child abuse
prevention and intervention. Also, it highlights the need to focus on childhood trauma in
psychotherapy, especially for borderline PD, in mental health practice.
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Means and standard deviations of each CTQ item, by gender and age (N=2090)

Table 1

Page 13

Overall sample ManN=932 Women N=1158 Bornin the70s Born in the 80s
or before or after (N=902)
(N=1188)
Physical abuse (PA)2 b 6.29 (2.385) 6.49 (2.537) 6.12 (2.243) 6.09 (2.198) 6.55 (2.588)
Hit hard enough to see doctor 1.13 (0.512) 1.14 (0.492) 1.12 (0.527) 1.13 (0.528) 1.13 (0.490)
Hit hard enough to leave bruises ab 1.28 (0.700) 1.32 (0.753) 1.25 (0.653) 1.24 (0.637) 1.33(0.772)
Punished with hard objects ab 1.41 (0.794) 1.47 (0.854)  1.35(0.738) 1.33 (0.720) 1.51 (0.871)
Was physically abused b 1.30 (0.750) 1.31 (0.745) 1.29 (0.755) 1.27 (0.705) 1.34 (0.804)
Hit badly enough to be noticed ab 1.17 (0.577) 1.25(0.711)  1.11(0.430) 1.13 (0.499) 1.23 (0.662)
Emotional abuse (EA)b 7.73 (3.228) 7.65 (3.109) 7.80 (3.320) 7.43 (3.026) 8.13 (3.437)
Called names by family b 1.72 (1.042) 1.70 (1.032) 1.73 (1.049) 1.62 (0.978) 1.85(1.108)
Parents wished subject was never born ab 1.48 (0.918) 1.44 (0.855) 1.52 (0.964) 1.43 (0.890) 1.55 (0.950)
Family said hurtful things b 1.73 (0.993) 1.73 (0.965) 1.73 (1.016) 1.65 (0.927) 1.83 (1.066)
Felt hated by family 1.37 (0.818) 1.36 (0.816) 1.38 (0.820) 1.35 (0.804) 1.39 (0.837)
Was emotionally abused b 1.43(0.921) 1.43(0.915) 1.44 (0.926) 1.38(0.863) 1.51(0.987)
Sexual abuse (SA)a 5.87 (1.890) 5.74 (1.675) 5.97 (2.042) 5.83 (1.825) 5.92 (1.972)
Was touched sexually a 1.28 (0.655) 1.22(0.613) 1.33(0.683) 1.28 (0.651) 1.28 (0.660)
Hurt if subject did not do something 1.14 (0.491) 1.10(0.437) 1.17 (0.528) 1.13 (0.468) 1.15 (0.519)
sexual a
Made to do sexual things 1.21 (0.550) 1.24 (0.574) 1.19 (0.529) 1.21 (0.540) 1.22 (0.563)
Was molested & 1.16 (0.480) 1.11 (0.432) 1.19 (0.513) 1.14 (0.469) 1.18 (0.494)
Was sexually abused 1.08 (0.417) 1.07 (0.420) 1.08 (0.415) 1.07 (0.406) 1.09 (0.431)
Physical neglect (PN)a 9.09 (3.093) 9.28 (3.059) 8.93 (3.112) 9.15 (3.091) 9.00 (3.094)
Not enough to eat a 1.44 (0.795) 1.52 (0.821) 1.39 (0.769) 1.44 (0.795) 1.45 (0.795)
Got taken care of (R) b 2.34 (1.381) 2.39 (1.367) 2.30 (1.392) 2.48 (1.438) 2.15 (1.280)
Parents were high or drunk b 1.25(0.734) 1.24 (0.720) 1.25 (0.746) 1.19 (0.625) 1.32 (0.851)
Wore dirty clothes a 1.47 (0.855) 1.57 (0.899) 1.39 (0.810) 1.46 (0.859) 1.48 (0.851)
Got taken to a doctor (R) 2.59 (1.559) 2.55 (1.530) 2.62 (1.582) 2.58 (1.558) 2.60 (1.561)
Emotional neglect (EM)a b 12.69 (4.874) 12.40 (4.681) 12.92 (5.014) 12.94 (4.806) 12.37 (4.947)
Made to feel important (R) b 3.38 (1.440) 3.32 (1.444) 3.43 (1.436) 3.47 (1.426) 3.26 (1.450)
Felt loved (R) b 2.30 (1.334) 2.24 (1.305) 2.35 (1.355) 2.41 (1.358) 2.15 (1.288)
Was looked out for (R) a 2.29 (1.224) 2.20 (1.177) 2.35 (1.258) 2.30 (1.232) 2.27 (1.215)
Family felt close (R) a 2.43 (1.312) 2.36 (1.257) 2.49 (1.352) 2.47 (1.331) 2.39 (1.285)
Family was source of strength (R) 2.29 (1.381) 2.28 (1.371) 2.29 (1.390) 2.29 (1.389) 2.29 (1.373)

Note. R=reverse coded and scored.
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aL. .. .
Significant difference between women and men.

bSignificant difference between ~70s and 80s~ or after.
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Table 2
Frequencies of the 5 subscales of CTQ by severity of abuse (N=2090)

CTQ Subscale Childhood Trauma NoneN (%) Minimal N (%) Lowto Moderate to SevereN (%)
N (%) moderateN (%)  severeN (%)

Physical abuse (PA) 373 (17.8%) 1269 (60.7) 431 (20.6) 233 (11.1) 89 (4.3) 68 (3.3)

Emotional abuse (EA) 464 (22.2%) 663 (31.7)  578(27.7) 454 (21.7) 239 (11.4) 156 (7.5)

Sexual abuse (SA) 261 (12.5%) 1460 (69.9) 406 (19.4) 163 (7.8) 34 (1.6) 27 (1.3)

Physical neglect (PN) 1358 (65.0%) 323(155) 402 (19.2) 417 (20.0) 291 (13.9) 657 (31.4)

Emotional neglect (EM) 710 (34.0%) 106 (5.1) 260 (12.4) 394 (18.9) 407 (19.5) 923 (44.2)

Note. Severe: at least one of the highest score in subscale was 5; moderate to severe: at least one of the highest score in subscale was 4; Low to
moderate: at least one of the highest score in subscale was 3; None or minimal: at least one of the highest score in subscale was 1 or 2.
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Table 4

Relationship between multi-form CM and multi-form PDs

CT Childhood Trauma

Non_PDN (%) 1 PDN(%) 2PDN(%) 3&more PDN (%)

Non_CT (N=485)
1_CT (N=683)
2_CT (N=510)

3_CT (N=228)

4or5_CT (N=184)

281 (57.9) 131(27.0) 50(103)  23(4.7)
394 (57.7) 180(264)  80(117)  29(4.2)
272 (53.3) 120(35)  gyey” 3569
100439 85(289) 29 (12.7) 34(14.9)
64(34.8) A7@55)  sgon” 35190

Note: Non_CT: no reported CM, 1_CT: only reported one form of CM, etc.

Page 17

Non_PD: no diagnosis of PD, 1_PD: only diagnosed with one PD, 2_PDs: diagnosed with two combined PDs, 3&more_PD: diagnosed with at
least three combined PDs.

Chi-squared tests were used to compare the proportions of multi-type CM (and 1_CT) to Non_CT group.

*

*
P<0.01(2-tailed).
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Table 5

Factorial analysis of the CTQ items: factor loadings, eigenvalues, and explained variance.

Rotated 5-Factors

F 1: Emotional Neglect F 2: Sexual Abuse F 3: Emotional Abuse F 4: Physical Abuse F 5: Physical Neglect

ctqol 0.034 0.059 0.183 0.060 0.734
ctq02R 0.626 0.070 -0.065 0.061 0.221
ctq03 0.026 0.050 0.596 0.113 0.164
ctqo4 0.137 0.222 0.262 0.215 0.080
ctq05R 0.518 -0.033 -0.055 -0.014 0.115
Cctq06 0.060 0.091 0.192 0.126 0.694
ctgq07R 0.747 0.029 0.227 0.045 0.017
ctq08 0.124 0.090 0.614 0.146 0.101
ctq09 0.073 0.058 0.000 0.661 0.107
ctqll 0.097 0.034 0.270 0.743 0.007
ctql2 0.054 0.052 0.260 0.701 -0.044
ctql3R 0.729 0.046 0.268 0.117 -0.078
ctql4 0.129 0.048 0.706 0.237 0.039
ctql5 0.102 0.168 0.398 0.569 -0.004
ctql7 0.003 0.077 0.093 0.632 0.138
ctql8 0.176 0.142 0.652 0.139 0.032
ctql9R 0.721 0.027 0.314 0.092 -0.129
ctg20 -0.004 0.753 0.180 0.043 0.003
ctg21 0.053 0.780 -0.006 0.095 0.024
ctg23 -0.043 0.671 0.145 -0.006 0.031
ctg24 0.039 0.705 0.183 -0.001 0.024
ctg25 0.102 0.353 0.532 0.119 0.066
Ctg26R 0.430 0.037 -0.080 0.035 0.378
ctg27 0.048 0.624 -0.010 0.203 0.114
ctg28R 0.692 0.019 0.206 0.086 -0.059
Eigenvalues:  3.067 2.784 2.750 2.484 1.350
% variance: 12.267 23.402 34.401 44.338 49.736
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